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Controlling Sexually Transmitted Diseases:
An IHS Perspective

Introduction References:

Sexually transmitted diseases (STDs) remain a “hidden” 1. The Hidden Epidemic: Confronting Sexually Transmitted Diseases,
. . . . Executive SummaryWashington DC: Committee on Prevention and
epidemic of tremendous health and economic consequence in  control of Sexually Transmitted Diseases, Institute of Medicine; 1996.

the United States. Rates of curable STDs in the US are the Na”tional Acatkier?]y Press. § - .
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tion are hampered frequently because many Americans are re- ning Perspectives1995:27(3):108-111.
luctant to address sexual health issues in an open manner. Tie Wasserheit JN. Epidemiological synergy. Interrelationships between

. . human immunodeficiency virus infection and other sexually transmit-
scope, Impact, and consequences of STDs are underrecanlzed ted diseasesSexually Transmitted Disease$992;19(2):61-71.
by the general public and many health care professiorfas. 4. Sexually Transmitted Disease Surveillance, 19%fanta, GA: Cen-
other more ominous feature of STDs is the increasing awareness ters for Disease Control and Prevention, Division of STD Prevention;
. September 1996.
of the association between other STDs and HIV/AIDS. Recents. |nfertility Prevention and Chlamydia Control and Prevention Annual
research has shown that the risk of HIV seroconversion is three Reporﬁ 1995. Albuquerque, NM: Indian Health Service, Epidemiology
N ] . . . B .

to five times higher among women infected with chlamydia than ranc
among uninfected womeénPrevention of STDs may be one of
the most effective means to prevent HIV/AIDS.
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Taking a Sexual History:
Communicating Prevention

Alarmingly high rates of sexually transmitted diseases Despite such difficulties, identifying risk factors remains
(STDs) and the human immunodeficiency virus (HIV) present an essential part of STD/HIV prevention and management. A
complicated and severe, widespread public health problemswell conducted sexual history can elicit the possibility of STD/
Several social, psychological, biological, and cultural factors HIV infection and assist the provider in making decisions
contribute to risk-taking behaviors leading to STD/HIV infec- regarding screening a patient, developing risk reduction mes-
tion. These factors must be seriously considered, openly dissages, and making additional referrals. Performing a sexual
cussed with patients during a clinical visit, and made part of ahistory need not be intimidating or difficult. Awareness of
standard health assessment. Because traditional training iimportant communication factors can diminish anxiety raised
medical history taking mainly focuses on the task of diagnosingby this crucial part of a clinic visit. A more comprehensive
illness, psychological and social factors demonstrated to bepatient assessment can improve patient care, increase patient
important in patient care are often overlooked. compliance, prevent new infections and reinfections, and play

Facilitating communication between providers and pa- a major role in slowing the epidemic of STDs/HIV. The
tients about sexual health provides patients with more informa-following recommendations will enable providers to feel more
tion about prevention and risk reduction measures to discourcomfortable asking the critical questions necessary for obtain-
age certain behavioral patterns. One way to determine risk foing complete sexual history information from patients:
STDs/HIV is to conduct a sexual history as part of a general « Communicate these health questions in a friendly,

health assessment. Obtaining a complete sexual history is relaxed, and professional manner.

critical in identifying high risk behaviors on which to base e  Stress confidentiality. Remind patients that this infor-
appropriate risk reduction messages and the use of subsequent mation is necessary to make well informed medical
diagnostic and therapeutic interventions. Unfortunately, sexual decisions.

histories and counseling are not routinely performed by most + Create an environment conducive to communication.
primary care providers. A994 nationwide survey of 450 « Emphasize that these questions are asked in order to
physicians and 514 other primary care providers showed provide the most comprehensive medical care.

that 60 percent of physicians and 51 percent of other pri- * Move from questions that are least threatening to the
mary care providers do not routinely evaluate all or most more sensitive ones. Once rapport has been estab-
new adult patients for STDs/HIV. In addition, only 30 lished and the general medical history has been gath-
percent of physicians and 34 percent of primary care pro- ered, you can move to the sexual history itself.

viders reported collecting information regarding their « Ask all patients the same questions. Perceptions and
patient’s sexual activity. attitudes influence communication styles.

Many issues are to blame for this important omission of « Don’t make assumptions regarding the lifestyle of any
the health assessment. Most of these issues originate in provid- patient based on first impressions or other biases.
ers feeling discomfort and embarrassment when discussing Making assumptions puts the provider at a disadvan-
intimate sexual practices and concerns, making assumptions tage for obtaining a thorough history and may result in
that patients will disclose risky behaviors or symptom history poor decisions on the direction of their health care
without being asked, and lastly, thinking they simply do not based on inaccurate information. When conducting a
have the time to counsel patients thoroughly about STDs, HIV, sexual risk assessment, remember not to assume:
and sexual health concerns, given other pressing needs within « All patients are currently sexually active.
the clinic. As a result of these and other issues, sexual histories * All single patients have multiple partners.
and risk reduction counseling may not occur during clinic visits e Older patients or the disabled aren’t sexually
even for high risk patients. active.
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« Patients who practice safer sex with one partner educate their patients about prevention. STD/HIV prevention

do so with all partners. and detection efforts can be routinely integrated into daily
* You can tell who is lesbian or gay by how they patient encounters. For patients at low risk, prevention should
look or act. include education about risk reduction activities and positive

» Sexually active people know all the information feedback on steps the patient has already taken to protect
necessary to make informed choices about birth themself. For high risk patients found to be uninfected with

control, STD prevention, etc. STDs or HIV, prevention efforts should focus on risk reduc-
< All married persons only have sex with their tion strategies, including additional testing if risk taking behav-
spouse. iors are not discontinued. For the person who is found to be

Use words with which patients are familiar. Deter- infected, the importance of treatment, disease management,
mine the appropriate language level of the patient. and partner notification must be stressed, as well as strategies
Don't talk over their heads, but don’t talk down to for reducing the risk of transmission to others and avoiding
them either. Use genderless terms such as “partners’teinfection?
rather than “husband,” “boyfriend,” or “spouse” until In conclusion, providers who ask questions about sexual
the partner(s) status is assessed. activity and associated risk factors when conducting a medi-
Ask questions in a nonjudgmental manner. Talking cal interview are better prepared to address their patients’
in a matter-of-fact manner will tell the patient that these health. By openly discussing STDs/HIV during routine
questions cause no embarrassment or awkwardness. visits, providers open communication about all aspects of
Establish a standard set of questions as a guide. Asexual health, increase awareness, and promote preventa-
sample follows these recommendations (see Figuretive behaviors.O
1). Monitoring the sexual health of patients is an
important part of their total health care. A standard- References:
ized set of questions provides a way to document 1 Eyans B_J,_Stanley RO, Mest_rovic R,_ Rosg _L. Effect_s of commu_nication

. . . skills training on students’ diagnostic efficiendyledical Education.
behavioral factors that put patients at risk for poten- 1991:25:518.

tial health problems. 2. Eng T, Butler, edinstitute of Medicine’s The Hidden Epidemic: Con-
fronting Sexually Transmitted Diseasé¥ashington D.C.: National
Academy Preps.

Providers often have unique relationships with patients,3.  Gaegl L, Person, J. Taking an Effective Sexual and Drug History: A
and they provide care in the context of the patient’s family and First Step in HIV/AIDS Preventiordl of Fam Practice1993;37:2:185-

social network; therefore, they have several opportunities to 187.
Figure 1. Sample Sexual Risk Assessment.
1. Is your sexual partner(s): Male __ Female Both | have no sexual partner _____
2. How many sexual partners have you had in the last three months? __ . Inthe lastyear?
3. Do you/have you engaged in oral sex?___ Vaginalsex? __ Analsex? __
4. Have you had a new sexual partner in the last three months? Yes No
5. Dateyoulasthadsex ___/ /. Did you use protection? Yes No
6. Do you know if your partner(s) has engaged in sex with others? Yes No
7. Do you use condoms? Yes___ No____ With each act of intercourse? Yes No
8. Have you ever had a partner refuse to wear a condom? Yes No
9. Have you ever been diagnosed with an STD? Yes No
If so, which one(s)?
10. Have you ever used drugs intravenously? Yes No
11. Has your partner(s) used drugs intravenously? Yes No
12. What questions/concerns do you have about STDs/HIV?
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STD Prevention and Control in the IHS:
An Emphasis on Chlamydia

In an effort to address the need for better sexually Azithromycin is a single dose therapy that can be ad-
transmitted disease (STD) surveillance, treatment, and preministered on site at the time of diagnosis. Its use may
vention efforts among the American Indian and Alaska substantially improve cure rates for many people who may
Native populations, the Epidemiology Branch at the Indian be noncompliant with other, multidose therapies, such as
Health Service, Headquarters West (IHS-HQW), with sup- doxycycline. Because azithromycin retails at four times
port from the Centers for Disease Control and Preventionthe cost of other approved therapies for chlamydia, most
(CDC), has implemented a program of chlamydia surveil- clinics are unable to implement widespread use of the drug.
lance and control. The “Stop Chlamydia - Use Azithromycin Through the Stop Chlamydia - Use Azithromycin Program,
Program” was specifically designed with the intent of de- each participating clinic receives this expensive medica-
creasing the incidence of chlamydia, and simultaneouslytion at no cost. In exchange, participating clinics agree to
developing an effective surveillance system for chlamydia offer screening to eligible women and to provide basic
and other STDs. surveillance data on each positive chlamydia case. Through

During the past two decades, genit&lhlamydia surveillance, local communities may gain information on
trachomatisinfections have surpassed gonorrhea as thedisease incidence and risk factor prevalence to assist them
most common sexually transmitted bacterial infection in in better controlling STDs in their community. Surveil-
the United States. Although the precise rates of chlamydiallance data are analyzed at HQW and results are reported
infections are not known, it is estimated that more than 4 back to participating sites informing them of the chlamy-
million infections occur each year, with direct and indirect dial infection profile in their Area, as well as providing
costs exceeding $2.4 billion annuallyChlamydial infec- comparisons with other IHS regions. This information will
tions in most women are asymptomatic, occurring for monthsprove beneficial in creating prevention and control strate-
before causing serious and costly complications such agyies unique to each particular Area.
pelvic inflammatory disease (PID), ectopic pregnancy, in- Currently there are 84 IHS and tribal facilities enrolled
fertility, and chronic pelvic pain. In pregnancy, untreated in the program. If your clinic is interested in participating
chlamydia can result in conjunctivitis and pneumonia in in the Azithromycin Program or if you would like addi-
newborns. tional information on the program, please contact Laura

Controlling and preventing chlamydial infections is Shelby, IHS STD Program Coordinator, at (505) 248-
relatively simple, relying on screening and treatment pro- 4226. 1
grams, including treatment of sex partners, and education
aimed at primary prevention of all STBsThe incidence of References
chlamydia and other STDs among American Indians and
Alaska Natives is often greater than in similar, non-Indian ! :{gﬁ;nSt?nﬁghyduzeggeg;eargi,?iglsag} GNTaT sfrfe:irsgggzggﬁ_;e&
communities. To assist with screening, prevention, and  819. _ _ o _
surveillance of chlamydia, the IHS Chlamydia Prevention 2 Cs:r?lgg(r’nz\llf 'Phigggr:'hl%;ﬁg'la(?;fg?lfgizcgoma“mfed'on' Amert-
Program makes available azithromycin, a relatively new 3.  Gunn, RA, Hillis, SD, Shirey, P, Waterman, SH, and Greenspan, JR.
and expensive, bu effective treatment for chlamydia, o (ATYIR teerenststecton amorg Hepani vorien n e Co

IHS medical facilities at no cost to the local facility. primary care settingSexually Transmitted Disease$995;22(6):329-
334.
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Chlamydia Rates in the IHS

All facilities participating in the Indian Health Service’s data are not available. The Centers for Disease Control and
(IHS) “Stop Chlamydia - Use Azithromycin” Program submit Prevention (CDC) reports that comparisons of positivity rates
a surveillance report for each positive chlamydia case diag-(which may include more than one test for some patients) with
nosed at their facility. The Epidemiology Program at the IHS prevalence rates (which are based on a single test per patient)
Headquarters West (HQW) analyzes and interprets the dataindicate that positivity rates frequently underestimate preva-
providing quarterly reports to each facility summarizing the lence, but generally by less than 10% (e.g., a positivity rate of
information. The following surveillance data were collected 10% may correspond to a prevalence rate of F1MS Areas
from participating clinics in the Alaska, Aberdeen, Albuquer- report positivity rates from 2.3 to 5.6% (See Figure 1). These
que, Phoenix, Oklahoma, Portland, Tucson, and Nashville IHSrates are similar to state positivity rates reported by family
Areas during the period October 1996 to March 1997. This planning clinics in the United States (See Figure 2). Although
summary provides insight into the magnitude of chlamydia, prevalence rates may be true indicators of disease, they are also
and indirectly, other sexually transmitted diseases (STDs).  affected by screening policies. Changes in screening policies

Positivity rates can be a useful indicator when prevalencemay drastically affect positivity rates.

Figure 1. Percentage of chlamydia test positivity among men and women of all ages tested by IHS Areas—July to
December 1996.
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Figure 2. Percentage of chlamydia test positivity* among men and women aged 15-24 years who were tested in selected
family planning clinics, by state — US, 1995.
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T  These states either did not report chlamydia positivity data or reported for <3000 women screened during 1995.
Source: Centers for Disease Control and Prevention. Chlamydia trachomatis Genital Infections - US, 1995.

MMWR 1997;46(no. RR-6): [193-198].

Because not all clinics within service units are participat- is a major risk factor for infection. Seventy percent of patients
ing in the Azithromycin Program, chlamydia rates by IHS Area reporting a prior STD were infected with chlamydia.
are greatly underestimated. Data, however, suggest that chlamy- Men are often asymptomatic and seldom screened for
dia rates in some Areas may be 10-15 times higher than thehlamydia, therefore few are diagnosed. Eighty-nine percent
182.2 cases per 100,000 population reported for the US genef the 649 reported positive chlamydia cases were female and
eral populatioh State reported rates for chlamydia and other only 11% male. Of concern are male partners of infected
STDs may also by underestimated due to racial misclassificatiorpatients who are often not notified, tested, or treated. Until
of American Indians and Alaska Natives. screening men and notifying male partners become more rou-

The majority of female patients in IHS facilities (62%) tine, stopping chlamydia transmission will be difficult, if not
with chlamydia were screened during routine Papanicolaouimpossible.d
(pap) smears and prenatal visits. Fifty-nine percent of infected
females had no symptoms, indicating that targeted screenindzeference

. 1. Centers for Disease Control and Preventi@hlamydia trachomatis

programs for women ages 15-24 are essential to detect the Genital Infections - United States, 1995Morbidity and Mortality
majority of chlamydia case\ previous history of chlamydia Weekly Report1997;46(9)193-198.
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Screening and Treatment of
Chlamydial Infections:
Recommendations by the Centers for
Disease Control and Prevention'?

Healthcare providers need to be aware of the high preva- dergoing a pelvic examination, unless sexual activity
lence of chlamydia and recognize chlamydial iliness, screen since the last test for chlamydia has been limited to a
asymptomatic patients, arrange for the treatment of sex part- single, mutually monogamous partner
ners, and counsel all sexually active patients about the risks of ¢  All other women who meet the suggested screening
STD infections. Providers should be trained to recognize and criteria (listed above) should be tested for chlamydia
manage the following conditions that may be caused by chlamy- annually
dia: mucopurulent cervicitis (MPC), pelvic inflammatory dis- As an alternative to using risk-based criteria such as these,

ease (PID), urethral syndrome (women), and urethritis andsome public health programs can obtain comparable sensitivity
epididymitis (men). Teffectively prevent, screen, and control and test a similar proportion of female clinic patients by screen-
chlamydia, the Centers for Disease Control and Prevention (CDC)ng all sexually active women age <30 yearsScreening
recommends the following guidelines for health care providers. criteria need to be evaluated periodically and tailored to fit the
needs and characteristics of the population.
Screening Although young men infrequently seek routine health care,
The screening of women for chlamydial infection is a medical providers should use such opportunities to evaluate
critical component in a chlamydia prevention program since them for asymptomatic chlamydial infection.
many women are asymptomatic, and the infection may persist  Preventing Chlamydial Infection During Pregnancy.
for extended periods of time. To prevent maternal postnatal complications and chlamydial
Providers such as family physicians, internists, obstetri- infection among infants, pregnant women should be screened
cians-gynecologists, and pediatricians who provide care forfor chlamydia during the third trimester so the treatment, if
sexually active young women should implement chlamydia needed, will be completed before delivery. The screening
screening programs. Testing sexually active adolescent womeuriteria already discussed can identify those at higher risk for
for chlamydial infection should be routine during gynecologic infection. Screening during the first trimester prevents trans-
examination, even if symptoms are not present. Screening isnission of the infection and adverse effects of chlamydia
also suggested for young adult women age 20-24. The follow-during the pregnancy. However, the evidence of adverse
ing criteria can help identify women who should be tested for effects during pregnancy is minimal.stfreening is performed

chlamydia: only during the first trimester, a longer period exists for infection
e« Women with MPC before delivery.
e All sexually active women <20 years of age Infants with chlamydial infections respond readily to treat-

* Women 20-24 years of age who meet either of the ment; morbidity can be limited by the early diagnosis and
following criteria: inconsistent use of barrier contra- systematic treatment of infants who have conjunctivitis and
ception, or new or multiple sex partners during the pneumonia caused by chlamydial infection. Further, the moth-
last 3 months ers of infants diagnosed with chlamydial infection and the sex

*  Women age 25 or older who meet both of the following partner(s) of those mothers should be evaluated and treated.
criteria: inconsistent use of barrier contraception, or a
new or multiple sex partners during the last 3 months Treatment of Chlamydial Infections

Recommendations for the frequency of testing for chlamy- The following recommended treatment regimens and al-

dia are listed below: ternatives relieve symptoms and cure infection. Treatment of

*  Women <20 years of age should be tested when un-cervical infection is believed to reduce the likelihood of se-
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guelae, although few studies have demonstrated that antimiability of azithromycin through the Stop Chlamydia - Use
crobial therapy reduces the risk of subsequent ascending inAzithromycin Program, IHS HQW supports the use of this
fections or decreases the incidence of long term complicationgdrug for treating chlamydia.
of tubal infertility and ectopic pregnancy. For pregnant women, doxycycline and ofloxacin are con-
Treatment of infected patients prevents transmission totraindicated. Sulfisoxazole is also contraindicated for women
sex partners, and treatment of infected pregnant women mayluring pregnancy near term and for women who are nursing.
prevent transmission @. trachomatigo infants during birth.  The safety and efficacy of azithromycin among pregnant and
Treatment of sex partners will help to prevent reinfection of the lactating women have not been established. Repeat testing,
index patient and infection of other partners. preferably by culture, for pregnant women after treatment is
Because of the high prevalence of coinfection with recommended because there are few data regarding the effec-
trachomatisamong patients with gonococcal infection, pa- tiveness of these regimens, and the frequent gastrointestinal
tients being treated for gonorrhea should be treated for preside effects of erythromycin may discourage a patient from
sumptive chlamydia infection, particularly if no diagnostic test complying with the prescribed treatment.
for C. trachomatisnfection will be performed. Recommended Regimen for Pregnant Women
Recommended Regimens

e Erythromycin 500 mg orally 4 times a day for 7

«  Azithromycin 1 g orally in a single dose base days
OR
»  Doxycycline 100 mg orally 2 times a day for 7 Alternative Regimens for Pregnant Women
days
e Erythromycin 250 mg orally 4 times a day for 14
Alternative Regimens base days
OR
*  Ofloxacin 300 mg orally 2 times a day for 7 «  Erythromycin 800 mg orally 4 times a day for 7
days ethylsuccinate  days
OR OR
*  Erythromycin 500 mg orally 4 times a day for 7 «  Erythromycin 400 mg orally 4 times a day for 14
base days ethylsuccinate  days
OR OR
*  Erythromycin 800 mg orally 4 times a day for 7 If erythromycin cannot be tolerated:
ethylsuccinate  days «  Amoxicillin 500 mg orally 3 times a day for 7-
OR 10 days

e Sulfisoxazole 500 mg orally 4 times a day for 10 . . . S .
days (inferior efficacy to other NOTE: Erythromycin estolate is contraindicated during

regimens). pregnancy because of drug-related hepatoxicity.
Few data exist concerning the efficacy of

Doxycycline and azithromycin appear similar in efficacy amoxicillin.
and toxicity; however, the safety and efficacy of azithromycin

for persons:15 years of age have not been established. Doxy- Treatment of sex partners of infected persons is an impor-

cycline has a longer history of extensive use, safety, and effi- .
. . tant strategy for reaching large numbers of men and women
cacy and the advantage of low cost, however, azithromycin has

the advantage of single-dose administration. Ofloxacin is with asymptomatic chlamydial infection. Also, if partners are
similar in efficacy to doxycycline and azithromycin, but is not treated, relnfectllon may occur. Patients §hou|d be in-
structed to refer their sex partners for evaluation and treat-

more expensive than doxycycline, cannot be used with per- ) _ o e
sons <17 years of age, and offers no advantage in dosing.ment- Because exposure intervals have received limited evalu-

Ofloxacin is the only quinolone with proven efficacy against ation, the following recommendations are somewhat arbitrary.
chlamydial infection. Sulfisoxazole is the least desirable treat-S€X partners of symptomatic patients with chlamydia should
ment because of inferior efficacy. be evaluated and treated for chlamydia if their last sexual
Patient compliance with multiple-dose regimens is a major contact with the index patient was within 30 days of onset of
consideration in the treatment of sexually transmitted diseasesthe index patient's symptoms. If the index patient is asymp-
Therefore, the use of single-dose treatment with azithromycintomatic, sex partners whose last sexual contact with the index
becomes an attractive alternativén addition, with the avail-  patient was within 60 days of diagnosis should be evaluated

Treatment of Sex Partners
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and treated. Health-care providers should treat the last seRisk Reduction Counseling

partner even if the last sexual intercourse took place before

In addition to screening, treatment, and referral of sex

the foregoing time intervals. partners of persons with chlamydial infection, health care
Patients should be instructed to avoid sex until they andProviders should:

their partners are cured. In the absence of microbiologic test-
of-cure, “cured” means until therapy is completed and patient
and partner(s) are without symptoms.

If chlamydia screening is widely implemented, the number
of infected women identified may exceed the capacity of some
public health systems to notify, evaluate, and treat partners.

Educate sexually active patients regarding HIV and
other STDs

« Assess the patient’s risk factors for infection
Offer at-risk patients advice about behavior changes
to reduce the risk of infection
Encourage the use of condorid

Therefore, health department personnel should assist healtﬂeferences

care providers in developing cooperative approaches to refer
partners for treatment. IHS facilities may find training public

health nurses and/or community health representatives (CHRs3

to assist with partner notification to be very beneficial. Where

possible, health care providers who treat female patients fors,

chlamydia should offer examination and treatment services for

the patient’s male sex partner(s), or should arrange the appro*

priate referral of such partners.

Centers for Disease Control and Prevention. 1993 Sexually Transmitted
Diseases Treatment GuidelindelMWR 1993;41(No. RR-14):[50-53].
Centers for Disease Control and Prevention. Recommendations for the
Prevention and Managemen@iilamydia trachomatimfections, 1993.
MMWR 1993;42(No. RR-12): [7-9].

Centers for Disease Control and PreventioBhlamydia trachomatis
Genital Infections - United States, 1998MWR1996;46(9): [193-198].
Steingrimsson O, Olafsson JH, Thorarinsson H, Ryan RW, Johnson RB,
Tilton RC. Azithromycin in the treatment of sexually transmitted disease.
Journal of Antimicrobial Chemotherap$990;24(suppl A):109-114.

Erratum

Regrettably, there were errors discovered in Table 4 in the
article “The Role of Firearms in American Indian Deaths”
(The IHS ProviderVolume 22, Number 7, July 1997, page
111). The corrected table is reproduced below.

Table 4. Firearm-related death rates, by type, for
American Indians and Alaska Natives residing in the IHS
service area, calendar years 1991-1993 (3-year total
population = 3,811,930); U.S. All Races rates, 1992; and
ratio of AI/AN to U.S. All Races.

U.S. Ratio

Total All Al/AN

Al/AN Races to U.S.

Rate* Rate All Races
Unintentional 1.9 0.5 3.5
Suicide 8.13 7.1 1.1
Homicide 5.2 6.9 0.7
Undetermined 0.2 1.6 0.1
Total 16.9 14.9 1.1
*  Rate per 100,000 population

AAAHC Draws
Interest

There have been a number of inquiries about
how to reach the Accreditation Association for
Ambulatory Health Care following the publication
of our article “The Accreditation Association for
Ambulatory Health Care: An Option for Ambula-
tory Health Centers, The IHS ProviderVolume
22 Number 9, September 1997, pages 137-139)
The address and phone numbers for that organizat
tion are as follows:

Accreditation Association for Ambulatory
Health Care, Inc.

9933 Lawler Avenue

Skokie, lllinois 60077-3708

Phone: 847-676-9610

Facsimile: 847-676-9628
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Institute of Medicine Releases Report on
Sexually Transmitted Diseases

A bold national initiative is needed to confront a “hidden An Effective Response
epidemic” of sexually transmitted diseases that is causing Many STDs are curable; all are preventable. But the
tremendous personal, social, and financial hardship. lack of an effective national system to combat STDs has
Approximately 12 million new cases of sexually transmit- allowed these diseases to pose a growing threat to the
ted diseases (STDs) occur in the United States each year — Bublic health. Because many STDs increase the risk of
million of them among teenagers. The rate of curable STDs inacquiring and transmitting HIV infection, preventing STDs
the United States is the highest of any developed countryshould be an essential strategy in the fight against sexually
These diseases cause thousands of deaths and serious lortgansmitted HIV infection.
term health problems, and cost taxpayers about $10 billion a  Building a national system to confront STDs requires
year, not including costs associated with sexually transmittedcoordination of related programs, sharing of responsibilities,
HIV infection, notes an Institute of Medicine committee in its and adequate resources and support in several critical areas.

reportThe Hidden Epidemic: Confronting Sexually Transmit-
ted DiseasesA reluctance to discuss healthy sexual behaviors
has obscured the scope and impact of the epidemic in the
United States and has constrained effective interventions to
prevent STDs.

The committee calls for a comprehensive approach to
STD prevention that would enlist government agencies, the
private health care sector, educators, the media, and entire
communities in a united effort to promote healthy sexual
behaviors, protect adolescents, ensure access to high-quality
clinical services, and foster strong leadership in the fight
against STDs.

A Rampant Problem

The term “sexually transmitted diseases” encompasses
more than 25 infectious organisms that are transmitted through
sexual intercourse — including eight organisms identified just
since 1980 — along with the numerous clinical syndromes
that these infections cause. Certain sexually transmitted patho-
gens cause cervical, liver, and other cancers. Other serious
health complications include ectopic pregnancy, infertility,
and liver disease. Infections in pregnant women can result in
spontaneous abortion, stillbirth, pre-term delivery, and serious
illness among infants.

Despite the huge toll imposed by STDs, especially on
women and infants, their full effects are hidden from public
view. Some health consequences, such as cancer or infertility,
occur years after infection, so that many people are unaware of
any link to an STD. Many STDs are asymptomatic and can go
undetected, although an infected person can continue to spread
the disease to others.
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Promoting healthy sexual behaviors.All interven-
tions to prevent STDs are partly dependent on healthy
behaviors. In order for social norms regarding sexual
behavior to change, information on STDs must be
easily available and openly discussed. The commit-
tee therefore recommends establishment of an inde-
pendent, long-term national campaign to serve as a
catalyst for social change toward healthy sexual be-
havior in the United States.

As part of this campaign, public opinion leaders —
including elected officials — should provide highly
visible leadership to promote healthy sexual behav-
iors and the implementation of a national system for
STD prevention. In addition, the mass media should
be enlisted to disseminate information on STDs and
safer behaviors. Television, radio, print, music, and
other media should accept advertisements and spon-
sor public service messages that promote healthy
behaviors, especially among adolescents. These in-
clude delaying sexual intercourse, using condoms,
and taking other precautions against STDs.

Reaching adolescents and underserved popula-
tions. All school districts should ensure that schools
provide essential, age-appropriate services, including
health education, access to condoms, and clinical
services, the committee says. While adolescents
should be strongly encouraged to delay sexual inter-
course, the reality is that nearly 70 percent of high



school seniors have had intercourse. There is no
scientific evidence that school-based education pro-
grams or condom availability programs promote
sexual activity.

Programs to prevent STDs among disenfranchised
groups — including illicit-drug users, alcohol abus-
ers, sex workers, the homeless, prisoners, and mi-
grant workers — also need to be expanded because
these groups pose a risk of infection for the entire
community. Innovative interventions need to be de-
veloped for these people since they are difficult to
reach through traditional clinical settings.

Ensuring access. Each community should ensure
universal access to comprehensive STD-related ser-

public sector must continue to play a major role in

preventing STDs, but there are limits on what it can

do; consequently the private sector needs to take on
more responsibility. The committee recommends

that an independent, long term national roundtable
be established as a neutral forum for public and

private agencies to work together in developing a

comprehensive system of STD-related services in
the United States.

Leadership also is required to increase public and
private investments in STD prevention and research.
The public sector invests only $1 to prevent and fight
STDs for every $43 spent on treatment and other
costs. Additional investments will avert substantial

human suffering and save billions of dollars.

vices, with the organization of services tailored to
local needs and circumstances, the committee says.  Finally, surveillance and other information systems need
Some health departments may incorporate these serto be improved to monitor the incidence of STDs and the
vices into primary health care. Others may rely on effectiveness of prevention programs.
dedicated public STD clinics; many of these clinics, The study was funded by the Centers for Disease Control
however, need to be improved. and Prevention; Glaxo Wellcome Inc.; the Henry J. Kaiser
Family foundation; the National Institute of Allergy and Infec-
Managed care organizations and other health planstious Diseases and the Office of Research on Women'’s Health,
should take more responsibility for STD prevention both of the National Institutes of Health; Ortho-McNeil Phar-
and participate in activities to prevent STDs in the maceutical; and SmithKline Beecham Pharmaceuticals.
entire community. They should provide comprehen-
sive STD-related services to plan members and their The Hidden Epidemic: Confronting Sexually Transmitted Dis-
sex partners regardless of the partners’ insuranceeases. Institute of Medicine, 1996 © National Academy of
status, the committee says. Sciences
Permission is granted to reproduce this report brief in its

e Leadership, investment, and surveillance. The entirety, with no additions or alterations. 11/98

MEETINGS OF INTEREST O

etc.) as well as advocates and parent activists. Six trainees will
be selected for each session by the IHS Alcohol and Substance
27, 1998, May 27-29, 1998, and June 10-12, 1998 Abuse Program, HQWCosts for lodging and most meals will
Seattle, Washington. be paid for by the UW Fetal Alcohol and Drug Unit. Costs for
This conference is cosponsored by the University of Wash-travel to and from Seattle, airport transfers, and some meals are
ington Fetal Alcohol and Drug Unit, the University of Wash- the responsibility of the attendees or their organizations.
ington FAS Diagnostic and Prevention Network, and the In- The curriculum includes 1) preventing and overcoming
dian Health Service. Native Americans or those working with secondary disabilities in people with FAS and FAE across the
Native Americans are eligible, including professionals (physi- lifespan (1 day); 2) preventing FAS with the Birth to Three
cians, psychiatrists, psychologists, social workers, nurses, teachAdvocacy Model for working with very high-risk mothers and
ers, CHNs, chemical dependency counselors, lawyers, judgesheir families (1 day); and 3) demonstration ofatidisciplinary

Fetal Alcohol Syndrome
Four identical sessions: February 25-27, 1998, March 25-
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FAS Diagnostic Clinic and its relevance for community inter- group.
ventions, parent advocacy, and prevention (1 day). The conference is being planned by representatives from
The faculty includes Ann Streissguth, PhD; Sterling the Indian Health Service Clinical Support Center; the Na-
Clarren, MD; Robin LaDue, PhD; Therese Grant, PhC; andtional Institute of Diabetes and Digestive and Kidney Dis-
others from the Fetal Alcohol and Drug Unit and the FAS eases; the National Institute on Aging, and the American
Diagnostic and Prevention Network. To apply, provide a Diabetes Association, Arizona Affiliate. The Indian Health
description of past experience related to FAS and plans forService Clinical Support Center is accredited by the Accredi-
the utilization of this training in Indian communities. Send tation Council for Continuing Medical Education to sponsor
your application to Timothy Taylor, PhD, Health Researcher, continuing medical education for physicians. The IHS Clini-
Alcoholism and Substance Abuse Program, IHS Headquar-cal Support Center designates this continuing education activ-
ters West, 5300 Homestead Road, NE, Albuquerque, NMity for up to 11% hours of Category 1 credit toward the
87110. For more information, please contact Timothy Taylor Physician’'s Recognition Award of the American Medical As-
at (505) 248-4125; fax (505) 248-4129; or e-mail sociation. Each physician should claim only those hours of

titaylor@smtp.ihs.gav credit he or she actually spent in the educational activity.

For more information or a copy of the brochure with the
IHS Basic Colposcopy Workshop and Colposcopy agenda and hotel information, contact the American Diabetes
Refresher Workshop Association at (602) 861-4731, ext.100; or fax (602) 861-
March 16-19, 1998 (Basic) and March 18-19, 1998 0542.

(Refresher) Albuquerque, New Mexico
The Indian Health Service (IHS) Cancer Prevention and Facing the Challenge: Developing Native American-
Control Program will offer two colposcopy workshops: a basic Specific HIV Research, Care, Treatment, and Interven-
colposcopy workshop directed at entry level colposcopists,tion Services in Tribal, Indian Health, and Urban Health
and a refresher workshop to provide a review for experiencedSystems
colposcopists working in IHS or tribal facilities. The curricu- April 2-4, 1998 Phoenix, Arizona
lum for both programs will include current concepts in lower The HIV Center of Excellence at the Phoenix Indian
genital tract disease; a review of cervical lesion identification Medical Center and the IHS Clinical Support Center (the
and grading; colposcopy of the vulva and vagina; manage-accredited sponsor), in collaboration with the Office of AIDS
ment of vulvar, vaginal, and cervical intraepithelial neoplasia; Research, National Institutes of Health, will sponsor an HIV
and new technologies for the futur@he format will include conference featuring local experts who will provide in-depth
lectures and small group discussions of case studies with slidesperspectives on the status of and needs for HIV treatment,
Providers from self governance and 638 tribes who havecare, and services in the southwestern United States. The
taken IHS Cancer Prevention and Control Program (CPCP)latest state-of-the-art HIV research protocols and regional de-
shares are encouraged to apply, but will be charged tuitionvelopments in treatment will be addressed. This conference
($500 for the basic workshop and $200 for the refresherwill be of particular interest to Indian health program health
activity) and will be expected to provide for their own travel care providers including physicians, nurses, nurse practitio-
and per diem. Attendees from IHS direct program and tribal ners, dentists, pharmacists, and all other allied health person-
sites that have left CPCP shares with the Agency will havenel. Tribal representatives, community members, state and
tuition and travel costs provided by the CPCP. county officials, and educators who serve Native Americans
Interested providers should contact Roberta Paisano, MPHare also invited.
IHS Cancer Prevention and Control Program, 5300 Home-  The meeting will be held at the Hyatt Regency at the Civic
stead Road N.E., Albuquerque, NM 87110; phone: (505) 248-Plaza, 122 North Second Street, Phoenix, Arizona 85004-

4132; or e-maiftpaisano@smtp.ihs.gov 2379; phone (602) 252-1234. There will be a $120 registra-
tion fee. For additional information, contact Diana Brown,

Diabetes in the Elderly Social and Scientific Systems (support contractor to the Office

March 27-29, 1998 Phoenix, Arizona of AIDS Research) at (301) 986-4870, extension 337; or at

A conference entitledType 2 Diabetes In the Elderly: (800) 749-9620. Alternatively, you may contact Greg Wood,
Issues and Challengesill be held March 27-29, 1998 in  HIV Center of Excellence, Phoenix Indian Medical Center, at
Tempe (Phoenix), Arizona. The target audience is geriatri-(602) 263-1502.
cians, endocrinologists, internists, family practitioners, and
allied health professionals involved in the care of elderly Advances in Indian Primary Health Care
patients with type 2 diabetes. Nationally known experts will April 15-17, 1998 Albuquerque, New Mexico
discuss the epidemiology, pathophysiology, and treatment of  The first annual continuing medical education course en-
diabetes and its complications in this high risk population titled Advances in Indian Primary Health Care will be offered
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for primary care physicians who work in Indian health at Issues in Human Research: A Focus on Southwest
Federal, tribal, or urban sites. Medical students and resident®iversity
who are interested in serving Indian populations are also wel-April 29- May 1, 1998 Albuquerque, NM
come. The course will be presented by the IHS Senior Clini-  Participants attending this two and one-half day confer-
cians in Family Practice, Internal Medicine, Pediatrics, and ence will 1) learn how regulations and community participa-
Obstetrics and Gynecology, in cooperation with the Univer- tion can protect human subjects in research, 2) become famil-
sity of New Mexico Health Sciences Center School of Medi- iar with the issues involved with research in diverse popula-
cine Area Health Education Center; the IHS Clinical Support tions in the Southwest, and 3) be able to make appropriate
Center is the accredited sponsor. It is designed for new andecommendations for changes to the Indian Health Service,
experienced primary care physicians to learn about advancethe Office for Protection from Research Risks, and the Food
in clinical care specifically relevant to Indian populations, and Drug Administration. Physicians and other health profes-
with an emphasis on southwestern tribes. An opportunity tosionals involved in research with human subjects will benefit
learn from clinicians experienced in the care of Native Ameri- from attending this conference. Sponsors are the Navajo
cans will be featured. Clinical disease control program direc-Nation, Diné Community College, the Office for Protection
tors and Senior Clinicians will be available for program devel- from Research Risks, the National Institutes of Health, the
opment and consultation. Indian Health Service, the American Indian Law Center, the
The course will begin in the afternoon on Wednesday, Food and Drug Administration, the Department of Energy,
April 15 and end at noon on Friday, April 17. A registration and the University of New Mexico Health Sciences Center
fee will be charged. More information will be published in School of Medicine Office of Research and Office of Continu-
future issues ofThe Provider For more information and ing Medical Education. Please note that this conference will

registration forms, contact Chuck North, MD, Senior Clinician
for Family Practice, PHS Indian Hospital, 801 Vassar Drive,
NE, Albuquerque, New Mexico 87106; phone (505) 256-

take place immediately following thkdS Research Confer-
ence and will be held in the same location. Those attending
thelssues in Human Research Conferemay want to obtain

information about thelHS Research Conferencelso de-
scribed in this section. Both of these conferences will be held
IHS Research Conference in Albuquerque, New Mexico at the Sheraton Old Town Ho-
April 27-29, 1998 Albuquerque, New Mexico tel. For more information about this conference, contact the
The Tenth Annual Indian Health Service (IHS) Research Office of Continuing Medical Education at the University of
Conference, sponsored by the IHS Research Program and thidew Mexico Health Sciences Center School of Medicine at
IHS Clinical Support Center (the accredited sponsor) will be (505) 272-3942.
held April 27-29, 1998 in Albuguerque, New Mexico. Papers
are invited for oral or poster presentation in the following Diabetes in Native Americans
categories: Aging, AIDS, Alcohol and Substance Abuse, Can-June 3-5, 1998 Oklahoma City, Oklahoma
cer, Cardiovascular Disease, Diabetes, Environmental Health, Type 2 diabetes has become a major cause of mortality
Epidemiology, Health Care Administration, Health Promotion and morbidity in the Native American population. The pur-
and Disease Prevention, Health Services Research, Injury Prepose of the conference entitiBtabetes In Native Americans
vention, Mental Health, Nutrition, Oral Health, and Women'’s to be held June 3-5, 1998 in Oklahoma City, Oklahoma, is to
Health. Research measuring the effectiveness of innovativeprovide a forum for Native American tribal members, health
health care delivery interventions or research that demon-educators, health care providers, and scientists to discuss,
strates partnerships between researchers and tribes is espexchange, and disseminate current information about tribal
cially welcome. Abstracts must be received no later than perspectives, intervention, and prevention of the disease and
close of business February 20, 1998 to be considered foits complications.
review. Notice of acceptance of abstracts will be mailed no ~ The conference will cover: (1) tribal perspectives of dia-
later than March 31, 1998. Please note that this conferenc®etes including perceptions, beliefs, needs, and expectations;
will take place immediately preceding thssues in Human  (2) epidemiology of diabetes and its complications in Native
Research Conferencand will be held in the same location. Americans; (3) management of diabetes and its complications;
Those attending théHS Research Confereneeay want to  (4) prevention of diabetes and its complications; and (5) rec-
obtain information about thissues in Human Research Con- ommendations from tribal representatives and other partici-
ferencealso described in this section. pants for future activities. We invite participants to submit
For abstract consultation or registration information, con- abstracts addressing the above topics for oral or poster presen-
tact Ms. Linda Arviso-Miller at (505) 248-4142; fax (505) tation at the meeting.
248-4384; or e-malarvisom@smtp.ihs.gov The conference is being planned by representatives from

4065; fax (505) 256-4093; or e-mailorth.chuck@ihs.gov
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the Indian Health Service; the Colleges of Medicine and Pub-words, single-spaced on a single, plain white, 8% by 11 inch
lic Health, University of Oklahoma Health Sciences Center; sheet of paper. Include the title and the name(s) of the author(s)
the National Institute of Diabetes and Digestive and Kidney at the top, exclude the affiliations of the author(s), and under-
Diseases; the Centers for Disease Control and Prevention Didine the presenter’'s name. In a separate cover letter, provide
betes Translation Division; and several American Indian tribes.the address and phone and fax numbers of the contact to whom
The accredited sponsor of the conference for continuing edu-we should send all correspondence. Please send abstracts to
cation is the IHS Clinical Support Center. the University of Oklahoma Health Sciences Center, College

Abstract submissions should be postmarked no later tharof Public Health, Office of the Dean, P.O. Box 26901, Okla-
February 1, 1998. The abstract should be approximately 175homa City, OK 73190.

NCME VIDEOTAPES AVAILABLE O

Health care professionals employed by Indian health pro- ] ] )
grams may borrow videotapes produced by the Network for®9dy and treatment of obesity with an emphasis on newly
Continuing Medical Education (NCME) by contacting the IHS approved phgrmacotherap_les that help these patients achieve
Clinical Support Center, 1616 East Indian School Road, Suite!0ng-term weight loss and improved health.
375, Phoenix, Arizona 85016.

These tapes offer Category 1 or Category 2 credit towards NCME #720

the AMA Physician’s Recognition Award. These CME credits OPtimizing Control of Chronic Obstructive Pulmonary
can be earned by viewing the tape(s) and submitting thePisease(60 minutes) Although many people assume that

appropriate documentation directly to the NCME. airway obstruction due to chronic bronchitis or emphysema is

To increase awareness of this service, new tapes are listedotally irreversible, there is growing evidence that effective
in The IHS Provideon a regular basis. use of inhaled bronchodilators, including ipratropium bromide

and albuterol, can significantly improve lung function in pa-
tients with chronic obstructive pulmonary disease (COPD). In
NCME #718 this program, a distinguished faculty uses a case-based format
Risk Management in Clinical Practice: General Strategies  to review the latest approaches to the treatment of COPD,
for Preventing Liability (60 minutes) Even if you have never including tips on how to educate patients and enhance compli-
been named in a malpractice suit, the possibility of such anance so they can achieve the full benefits of therapy.
action can produce considerable anxiety. In the first segment
of a two-part series on risk management and medical liability NCME #721
issues, the risk manager of one of the nation’s largest medicallhe Medical/Legal Aspects of Pain Managemenit0 min-
centers reviews the most common causes of malpractice suitstes) How can physicians provide patients with adequate pain
in today’s rapidly changing healthcare environment. A case-relief with minimal concern about medical/legal issues? What
scenario format is used to illustrate specific measures you cariorms of documentation and clinical management techniques

take to reduce your personal liability exposure. will let physicians focus on patient management and not on
fear of legal action? How can we improve communication and

NCME #719 understanding among physicians, pharmacists, patients, state

Significant Advances in the Treatment of Obesity{60 min- medical boards, and regulatory officials? Using real-life case

utes) An estimated 105 million Americans--one out of three studies, a distinguished, interdisciplinary faculty will illustrate
adults--are obese. Obesity is second only to smoking as d@he medical/legal issues that arise during the treatment of
leading cause of preventable deaths. Obese patients suffgratients with chronic pain. Physicians will receive practical
from a number of serious co-morbid conditions, including advice and sound recommendations about prescribing opioids
insulin resistance, hypertension, dyslipidemia, cardiovascularappropriately and with confidence.

disease, and non-insulin-dependent diabetes mellitus. Tradi-

tional weight reduction programs incorporating diet, exercise, NCME #722

and behavioral modification do not always work at keeping Risk Management in Clinical Practice: Specific Strategies

the weight off. A distinguished faculty reviews the epidemiol- for Effective Communication (30 minutes) Most malprac-

14 THE IHS PROVIDER 0O January 1998



tice suits are brought because patients become angry--whiclgies of the disease, and outline the basic steps in patient
means that many liability actions could probably be preventedevaluation. The overall goals of treatment are examined, with

by improved physician/patient communication. No matter a comparative analysis of the roles of each major drug class.
how expert your critical care, patients place great importance orirhe presenters discuss specific criteria for selecting individual

the way you interact with them. In the second segment of a two-agents within the class of diuretics, and their recommenda-

part series on risk management and medical liability issues, theions are illustrated with case studies.

risk manager of one of the nation’s largest medical centers uses a

case-scenario format to dramatize effective communication skillsNCME #724

that can help reduce the chances that you are sued. Contemporary Issues in HIV Diseasg60 minutes) New
information on HIV pathogenesis, viral load monitoring, and
NCME #723 antiretroviral therapies continues to grow at a rapid rate. Knowl-

Advances in the Treatment of Heart Failure(60 minutes) edge of these developments is critical, particularly when se-
Diuretics continue to be a cornerstone of management forlecting effective therapeutic regimens for patients with HIV
patients with lung congestion and edema secondary to hearlisease. In this program, Dr. Polsky brings viewers up to date
failure. In this program, two experts on heart failure, Drs. on the latest studies, guidelines, and recommendations as they
Ellison and Nicklas, review the pathophysiology and etiolo- relate to the clinical management of these patients.

NATIVE AMERICAN MEDICAL LITERATURE O

The following is an updatedEDLINE search on Native ~ NHLBI Workshop on the Epidemiology of Hypertension in
American medical literature. This computer search is pub- Hispanic American, Native American, and Asian/Pacific Is-
lished regularly as a service to our readers, so that you can belander American PopulationRublic Health Rep 1996;111
aware of what is being published about the health and healthSuppl 2:77-9. 97054487
care of American Indians and Alaska Natives.

The Clinical Support Center cannot furnish the articles Rhoades ER. American Indians and Alaska Natives—over-
listed in this section ofhe Provider For those of you who view of the population. REVIEW ARTICLE: 9 REF8ublic
may wish to obtain a copy of a specific article, this can be Health Rep 1996;111 Suppl 2:49-50. 97054477
facilitated by giving the librarian nearest you the unique
identifying number (Ul number), found at the end of each citedHoward BV. Blood pressure in 13 American Indian commu-
article. nities: the Strong Heart Study?ublic Health Rep 1996;111

If your facility lacks a library or librarian, try calling your  Suppl 2:47-8. 97054476
nearest university library, the nearest state medical associa-
tion, or the National Library of Medicine (1-800-272-4787) to Gilbert TJ, Percy CA, White LL, Romero FC. Blood pressure
obtain information on how to access journal literature within and body measurements among Navajo adolescdniblic
your region. Bear in mind that most local library networks Health Rep 1996;111 Suppl 2:44-6. 97054475
function on the basis of reciprocity and, if you do not have a
library at your facility, you may be charged for services de Courten MP, Pettitt DJ, Knowler WC. Hypertension in
provided. Pima Indians: prevalence and predictoRsiblic Health Rep

1996;111 Suppl 2:40-3. 97054474
Welty TK, Darling K, Dye S, et al. Guidelines for prevention
and control of hepatitis A in American Indian and Alaska Casper M, Rith-Najarian S, Groft J, Giles W, Donehoo R.
Native communities. S D J Med 1996 Sep;49(9):317-22. Blood pressure, diabetes, and body mass index among
97007535 Chippewa and Menominee Indians: the Inter-Tribal Heart
Project Preliminary DateRPublic Health Rep1996;111 Suppl
Havas S, Sherwin R. Putting it all together: summary of the 2:37-9. 97054473
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