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ally used with infected STD clients.18

Federal STD funding focuses almost en-
tirely on the prevention, diagnosis and
treatment of chlamydia, gonorrhea and
syphilis, the STDs for which public health
department programs most commonly
provide services. However, numerous
other sexually transmitted infections, some
of which are not curable, afflict many
women and men. Among health depart-
ment clients with an STD, almost a third
have an STD other than chlamydia, gon-
orrhea or syphilis. Increased efforts are
necessary to ensure that men and women
who depend on health departments for
STD services can obtain care for the full
range of sexually transmitted infections.

Survey information reveals sharp dif-
ferences among health departments that
provide STD services. Agencies that al-
ways provide STD services in separate ses-
sions (14% of the total) typically are lo-
cated in metropolitan areas, serve large
numbers of clients, see about as many men
as women and provide little contraceptive
care. At the other end of the spectrum,
health departments that always integrate
STD services and other health care (37%)
typically have small STD caseloads, pro-
vide STD services chiefly to women and
offer contraceptive methods other than
male condoms, including the pill.

The largest proportion of health de-
partment STD programs (49%) use a mix
of separate STD sessions and sessions in
which STD services are integrated with
other services. Not surprisingly, these
agencies as a group often have character-
istics somewhere between those of agen-
cies in which STD services are totally sep-
arate and those of agencies in which they
are totally integrated. The survey asked
each agency about its entire STD program,
rather than about individual clinic sites or
types of sessions; therefore, we cannot de-
termine from the data whether responses
from agencies using a mixed approach re-
flect the average characteristics of the pro-
gram’s separate and integrated STD com-
ponents, or whether these agencies have
a different approach than the others.

From the information collected, it is not
clear why local health departments have
designed their STD programs in the ways
they have. By identifying the prevalence
of different ways of delivering STD ser-
vices, our survey data can spur wider dis-
cussion about how well current modes of
offering STD care meet clients’ needs. The
variation in the level of integration of STD
services across areas with large and small
populations and STD caseloads suggests
that health department managers have tai-

and 72%, respectively). Smaller propor-
tions provide referrals to Planned Parent-
hood or another private clinic (26%) or to
a hospital clinic (17%). Health departments
that offer only separate STD services are
much more likely than others to provide
referrals to clinics outside the health de-
partment (62% vs. 18–22%—not shown).

Discussion
Only half of the nation’s public health de-
partments directly provide any STD ser-
vices. Data from this first nationally rep-
resentative survey of these providers
indicate that they play an important role
in STD diagnosis and treatment, receiv-
ing an estimated two million annual vis-
its for STD care and serving mainly poor
and low-income clients. Whether, and
how, men and women living in areas cov-
ered by health departments with no STD
services obtain care remains an open ques-
tion; since many of these agencies are in
sparsely populated areas, individuals in
need of STD testing or treatment may
have a limited choice of accessible clinic-
based or private providers.

However, even among health depart-
ments providing STD services, care could
obviously be made more accessible and
more appropriate to those who need it. A
substantial minority of clients are unable
to obtain services on the same day they
first seek them; one in six must wait three
days or more. Delays in learning whether
or not they are infected and in receiving
treatment also cause a delay in care for
their partner and increase the chance of
further transmission of the infection.

The agencies surveyed devote very lit-
tle staff time to primary STD prevention
through community presentations or street
outreach; rather, they concentrate on di-
rect patient care, focusing on secondary
prevention through treatment and partner
notification. In addition, the sheer num-
bers of reported chlamydia and gonorrhea
cases, as well as the short incubation peri-
ods of these diseases (relative to that of
syphilis), have made it infeasible for a sub-
stantial minority of agencies to use their
staff to notify partners of infected clients.
This increases the importance of teaching
clients skills to help them inform their part-
ners. Agency personnel who have worked
in integrated settings may have had more
exposure than others to issues of client au-
tonomy and more experience with edu-
cation and counseling. They could help
other staff distinguish when nondirective
counseling approaches incorporating
clients’ values and choices are more ap-
propriate than directive styles tradition-

lored the categorical and general funds
available to them to meet the needs of
their communities.

Separate STD sessions can be an efficient
way to structure services in communities
where large numbers of clients seek care.
They also may be the most comfortable set-
tings for staff accustomed to dealing with
male clients, who may have a very differ-
ent approach from personnel experienced
with female-oriented family planning and
maternal and child health services.19 How-
ever, clients seeking STD diagnosis and
treatment often have other reproductive

Table 3. Percentage of health department clin-
ics, by services provided

Service %

Expanded hours
Open after 6 P.M. 22.9
Open weekends 4.7

Gonorrhea services
Direct testing 99.0
Referral for testing 1.0
Direct treatment 98.5
Referral for treatment 1.5

Syphilis services
Direct testing 98.7
Referral for testing 1.3
Direct treatment 93.3
Referral for treatment 6.3

Chlamydia services
Direct testing 81.9
Referral for testing 10.6
Direct treatment 96.9
Referral for treatment 1.7

Client history and education and counseling
History

Sexual 99.0
Contraceptive 93.6
STD 97.4
Substance use 77.9

Education and counseling
HIV and other STDs 97.2
Effective contraceptive use 69.6
Negotiating condom use 66.4

Partner notification and treatment
Notify partner

If client has gonorrhea 67.0
If client has syphilis 92.2
If client has chlamydia 52.9

Require partner to come for testing/treatment
If client has gonorrhea 97.2
If client has syphilis 97.6
If client has chlamydia 89.1

Contraceptives and barrier methods
Male condom 97.7
Spermicides 76.4
Oral contraceptives 75.0
Female condom 20.4
Other 72.6

Referral for reproductive health services
Private doctor 62.6
Health dept. family planning clinic 71.5
Planned Parenthood or other

family planning clinic 26.2
Hospital clinic 16.5
Telephone hot line 3.1
Other 4.8


