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1. INTRODUCTION 

The World Health Organization (WHO) gives much concern to sexually transmitted 
disease (STD) prevention and care as is clearly stated in the regional strategic plan for 
improving health sector response to human immunodeficiency virus, acquired 
immunodeficiency syndrome (HIV/AIDS) and STDs in the Eastern Mediterranean countries 
from 2002–2005. In response to this, WHO’s Regional Office for the Eastern Mediterranean 
(EMRO) organized a series of three subregional meetings to help countries develop and 
implement their plans for assessment, monitoring and control of STDs. The first of these 
subregional meetings was held in Muscat, Oman, 10–13 March 2003 for the Gulf Cooperation 
Council countries and Yemen. The second was held in Cairo on 26–29 May 2003. The third 
meeting was held in Cairo on 1–4 June 2003. These meetings were dedicated to the 
programmes of countries of the Region in the hope of fostering STD activities there and 
bringing out operational and practical steps to advance effectively and efficiently the HIV and 
STD control programmes in the Region. 

The meetings were attended by national AIDS programme managers and representatives 
from 21 countries of the Region, in addition to members of the HIV/AIDS and STD Regional 
Advisory Group (ARAG), representatives from other United Nations agencies and staff from 
WHO headquarters and the Regional Office. 

The meetings were inaugurated by Dr Hussein A. Gezairy, WHO Regional Director for 
the Eastern Mediterranean, who noted that STDs had long been a neglected health problem in 
the Region. As HIV was spreading more and more in this part of the world, it was time that 
countries realized the threat of STDs and their related serious risks. Sexually transmitted 
diseases and the profound social and medical implications that were associated with them 
required urgent attention. The fact that responses so far had not been up to the level of this 
serious and complex problem should be faced. Preventive measures were seldom effectively 
applied and out of the millions of curable STD cases that occurred every year in the Region, 
only a small proportion received appropriate treatment and care, while a much smaller 
proportion was reported to the health authorities. 

Dr Gezairy noted that the there were no recognized plans for STDs control in some 
countries and where they existed STD programmes had no appropriate coordination with 
HIV/AIDS control programmes. Meetings offered the opportunity for exchange of 
experiences and mutual technical support among participants and WHO technical staff to find 
practical solutions to the epidemiological, medical and programmatic challenges related to 
STD control in the Region. 

Dr Jihane Tawilah, Regional Adviser, AIDS and Sexually Transmitted Diseases, 
WHO/EMRO, presented the objectives, methodology and programmes of the meetings, 
emphasizing the group work in which countries would develop plans for controlling the 
problem of STDs. The agenda, programme and list of participants for each meeting are 
included as Annexes 1, 2 and 3, respectively. 
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2. SEXUALLY TRANSMITTED DISEASE EPIDEMIOLOGICAL SITUATION 
AND PROGRAMME DEVELOPMENT: COUNTRY PRESENTATIONS 

2.1 Afghanistan 

In Afghanistan STDs other than AIDS, such as gonorrhoea, syphilis, chancroid, 
trichomoniasis, candidiasis and ophthalmia neonatorum are common. Based on information 
through United Nations agencies, HIV positive cases are present among Afghan refugees 
living in neighbouring and other countries, and the majority of these Afghan refugees will 
return during the next years. The International Medical Corps (IMC) and United Nations 
Children’s Fund (UNICEF) report the incidence of pelvic inflammatory disease (PID) in 
Maidan at 50.4% and in Parwan at 31.6%. 

During three decades of war in the country, there was a deterioration of all services 
including those of the health sector. According to the current national health policy of 
Afghanistan, the general curative medicine department is responsible for the provision of 
plans and guidelines for all curative departments at secondary and tertiary level. The central 
blood bank is the only centre for investigations to identify HIV/AIDS cases in the country. 

The current problems are mainly administrative, technical, economic, cultural and 
behavioural. Accordingly, preventive and curative services are not at the desired level. There 
are no specialized hospitals or health centres for the treatment and control of STDs in the 
country. 

Suggestions for solutions are generally directed to awareness raising among all 
professional staff and the community through training and health education programmes, with 
the support of concerned agencies, especially WHO, at the country level to extend and 
improve the Central Blood Bank, and its AIDS project so that it can deal with an increase in 
the number of the cases after the return of refugees. 

2.2 Bahrain 

STDs in Bahrain are underreported because many patients prefer to seek treatment from 
the private sector. The reason for this is the stigma attached to these diseases and its 
association with unacceptable cultural behaviour, as well as concerns that the public health 
sector might lack confidentiality. 

The most common causes of STD in Bahrain are gonorrhoea, syphilis and non-
gonococcal urethritis. The rate of reported gonococcal infection in 2002 was 10.9 cases per 
100 000 population and 2.4 cases per 100 000 females in the same year. 

Existing prevention and care activities for STDs comprise primary prevention including 
health education and availability of condoms. Secondary prevention already includes 
treatment, advice about the use of condoms during treatment, partner management, follow-up 
of patients and laboratory facilities. Besides this there is also screening, information, 
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reporting, active surveillance, training and inclusion in the school curriculum. An STD 
committee was established recently. 

The challenges facing STDs activities are both technical, such as the shortage of staff 
concerned with STDs surveillance and laboratory facilities (not all STDs can be laboratory 
confirmed, e.g. Chlamydia) and cultural (stigma and traditional values). Guidelines need to be 
developed and distributed to all concerned, laboratories facilities improved and more 
information provided about the safe use of condoms. The surveillance system should also be 
evaluated regularly to generate more accurate data, upgrade the health information system and 
encourage early treatment seeking. 

2.3 Djibouti 

A total of 3756 new cases of STD were reported in 2002 (10% of prevalence among 15–
49 year-olds). Use of condoms is very low (less than 2.5% in the general population in 2002). 
Awareness regarding STD and HIV/AIDS is very low. At present there is only one centre of 
treatment of STD in Djibouti (CYT). 

The general objective is to develop a policy and strategies for prevention and care of 
curable STD in Djibouti through: 

• improving the care of STD in the health units of the country 
• elaborating programmes in information, education and communication and care 

corporate commitment for the general population 
• reinforcing the technical capacity of the care services in the health structures 
• integrating the anti-STD services within the basic health services 
• promoting accessibility and utilization of condoms. 

Current activities include: 

• identification and census of health personnel in the health structures 
• investigating knowledge, attitudes and practices among the vulnerable groups 

(prisoners and bar girls) (with Save The Children) 
• updating the algorithms of syndromic approach 
• developing manual of information for the health agencies 
• supplying drugs in the health system 
• making condoms available 
• training of personnel to utilization of algorithms and collect data 
• elaboration, production and distribution of the support information and education 
• stabilizing systems for information and epidemiological surveillance of STD. 

2.4 Egypt 

A recent study in greater Cairo study showed the incidence of trichomoniasis was 
highest among prostitutes (19.2%), gonorrhoea and Chlamydia among men who have sex 



WHO-EM/STD/065/E 
Page 4 

 

with men (8.8% each), and syphilis among men who have sex with men (7.5%). The number 
of AIDS cases reached a peak number in 2002 (44 cases). 

There is a need to strengthen the STD surveillance system in the Ministry of Health and 
Population. STD is not included in the national guidelines for communicable disease 
surveillance. Most STD patients seek care in the private sector. There is no estimate of the 
prevalence rate of STD at the national level. Syndromic case management needs time to be 
applied in the primary health care system. HIV surveillance data from the national AIDS 
programme indicate a very low prevalence. HIV may not currently be considered a major 
public health problem in Egypt, yet the surveillance data might not reflect the true picture of 
HIV/AIDS infection among the population with high-risk behaviour, therefore caution should 
be exercised. 

Constraints are the unavailability of STD drugs, difficulty in reaching high risk 
behaviour groups, a weak STD prevention and control programme, lack of integration with 
other health sectors (family planning maternal and child health), barriers to condom 
promotion and distribution, infection control in health facilities, and nongovernmental 
organizations working with high risk behaviour groups. 

2.5 Islamic Republic of Iran 

There is a universal routine reporting system for STDs based on both syndromic and 
etiological approaches, with an increasing number of both. Trichomonas and gonorrhoea are 
most commonly reported, especially among women of 20–30 years. HIV/AIDS had two peaks 
in 1997 and 2001. The main modes of transmission are intravenous drug use (66.4%), 
heterosexual transmission (8.1%) and unknown modes (21%). 

The challenges facing scaling up activities include cultural and religious obstacles, 
discrimination and stigma, lack of laboratory facilities, and the high price of single dose 
regimens. Most patients prefer private sector or street drugs. Population movement is another 
problem in the most affected areas (northwest borders and south islands). 

Activities aim at developing new strategic plans, revising surveillance guidelines, 
updating management guidelines according to epidemiological and antimicrobial resistance 
patterns, and planning for outreach programmes, especially for sex workers. 

2.6 Jordan 

An AIDS control programme was established in the Ministry of Health in 1986 and the 
STD component was added in 1996, guided by a national AIDS/STD technical committee. 
The adopted strategies for STD control in Jordan include primary prevention (education and 
counselling, use of condoms among STD patients, and behavioural change), and secondary 
prevention (promotion of early care seeking behaviour through education and treatment 
(syndromic and etiological). Activities include: 

• establishment of a counselling and hotline centre; 
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• focus group studies among sex workers with the collaboration of the Public Security 
Department; 

• a knowledge, attitudes, practices study with reporting on sex behaviours and condom 
use; 

• STD prevalence study; 
• production of brochures on STDs, training of physicians and nurses in primary health 

care; 
• workshop to include STDs in medical curricula; 
• production of STD syndromic treatment guidelines; 
• adoption of syndromic reporting from governmental health sector. 

Reported STD-based syndromic cases jumped from 31 832 in 1999 to 50 985 in 2002. 
Challenges facing STD control activities are organizational (lack of coordination and 
involvement of private sector), technical (shortages of staff concerned with STDs surveillance 
and laboratory facilities) and cultural (stigma, religious values, reaching and educating high 
risk groups). The proposed solutions are to support and improve coordination activities and 
involvement of the private sector, integrate STD care in primary health care services, improve 
laboratory facilities, include STDs in medical schools’ curricula, improve STD health care-
seeking behaviour and improve the STD surveillance system. 

2.7 Kuwait 

The most common causes of STD in Kuwait are non-specific urethritis, gonorrhoea and 
herpes in Kuwaitis, and chancroid in non-Kuwaitis. Existing prevention and care activities of 
STDs are pre-employment HIV testing, treponema pallidum haemagglutination assay (TPHA) 
and hepatitis B and C screening of non-Kuwaitis. Pre-employment HIV screening for 
Kuwaitis and notification of STDs to the public health department is mandatory. 

Challenges facing the scaling up of STD activities are cultural, technical (microbiology 
and virology laboratories will have to cope with the higher number of samples), and 
economic. Suggested solutions are premarital screening for HIV and hepatitis B, and antenatal 
screening for HIV, hepatitis B, venereal disease research laboratory, Chlamydia trachomatis 
swab, and group B Streptococcus swab. 

2.8 Lebanon 

STDs are reportable in Lebanon according to reactivated Law 1994 on communicable 
diseases. Hepatitis B, hepatitis C, gonorrhoea, syphilis and HIV are mandatory reportable 
diseases. The current actual situation reveals that diagnosis and care are primarily dependent 
on private medicine. The situation is still undetermined despite a few efforts to assess it. 
Pharmacists play a major role in treatment. Physicians mainly follow the syndromic approach 
coupled by few laboratories studies, and under-reporting or even absence of reporting. The 
number of cumulative reported HIV/AIDS cases in Lebanon is 697, being mainly among 
males (30–44 years). The main modes of transmission are sexual (68.4%), blood transfusion 
(7.3%) and unspecified (16.3%). 
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The challenges are either ethical or social fear of stigma and discrimination, absence of 
specialized STD clinics, poor awareness and lack of proper education, and inappropriate sex 
education in schools. Response on the part of national authorities is poor and not well 
organized. There is a need for stronger commitment, and a link with private sector efforts, and 
there is a need to review school curricula with scaling up of sex education. In the private 
sector part, the response is fragmented or absent. There is a lack of clear guidelines for 
diagnosis and treatment. The private sector remains affected by multiple external factors and 
needs linkage to government efforts such as an alliance with an STD control programme. The 
national AIDS programme response includes special focus on STDs, linking HIV/AIDS 
awareness education activities with STDs, production of information, education and 
communication materials on STDs, production of an STD flip chart for health educators, and 
conducting research activities on incidence and prevalence of STDs. 

Among new achievements are the establishment of an STD control programme, 
enhancement of the surveillance and reporting system, and involvement of the central 
laboratory in etiological diagnosis. Areas of special emphasis are representative 
epidemiological data, partnership with nongovernmental organizations and academic 
institutions, and enhancement of human and physical capacities in laboratories and clinics. 

2.9 Libyan Arab Jamahiriya 

Based on observations from the STD clinic at the central hospital in Tripoli from 1991 
to 2003, the most common STDs were gonorrhoea (36% among men and 4% among women), 
followed by latent syphilis (men 19%, women 40%) and genital warts (men 13%, women 
40%). Syphilis serology was positive among many expatriates coming from Mauritania, 
Morocco and Sudan. There were neither history nor clinical signs of present or past syphilitic 
infections in these patients. 

The total number of patients seen at the clinic during 1998–2003 was 207, compared to 
1749 in the previous 6 years. Statistics obtained from the national programme on AIDS 
(1989–2002) show a total 6719 HIV positive patients. 

Health seeking behaviour among patients was variable. STD care is available only 
through the clinic in the Tripoli area, but many pharmacies dispense medication without 
prescription and many untrained doctors at peripheral health clinics dispense medication 
without experience. The age group most affected was 23–28 years old. High-risk groups are 
single men, divorced women and prostitutes. 

No active control programme exists. There is no active distribution of condoms and no 
public education on STDs and most probably these infections will spread since the risk groups 
are present in large numbers. 

2.10 Morocco 

The epidemiological surveillance system for HIV/AIDS/STD covers case reporting, 
volunteer blood donors, and a sentinel surveillance system (STD patients, pregnant women, 
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tuberculosis patients adopted in 20 sites in 2002). Second generation surveillance (prisoners, 
prostitutes) has been adopted since 2001 in 15 sites, and special studies e.g. STD 
seroprevalence. The annual incidence of STD has been on the rise since 1993. The incidence 
of AIDS reached a peak in 1999, but was still high during 2002 (73% heterosexual, 9% 
homosexual and 5% intravenous drug use). In 2002, the prevalence of cervical infection was 
4.9% among antenatal care and family planning clients; the prevalence of Neisseria 
gonorrhoeae urethral discharge was 41.6%. 

The national STD/AIDS control programme has 3 main activities. It works to improve 
STD case management through anthropological study on STD to identify social determinants 
and the ways each social stratum responds to these diseases, as well as qualitative study to 
identify the need to train health professionals on educational management of STD. The three 
algorithms adopted were urethral discharge, genital ulcer, and vaginal discharge and/or lower 
abdominal pain. Syndromic approach establishment was implemented in May 1998 according 
to the national strategy. Two levels of laboratories (one national laboratory and seven regional 
laboratories) help in management of STD patient and provide operational research. The 
second activity is to target information education and communication activities through the 
prevention of STD/AIDS in schools, prevention of STD/AIDS in prisons and coordination 
with the national nongovernmental organizations for the fight against STD/AIDS. Finally, the 
programme conducts HIV testing and case management. 

In 2003–2004, an action plan reinforced epidemiological surveillance of STDs as well 
as information, education and communication activities in partnership with nongovernmental 
organizations and other ministry departments. 

The main constraints are insufficiency of antibiotics available at primary health care 
services for syndromic management of STD, difficulty of contact tracing and STD partner 
notification, difficulty in implementing the algorithm for vaginal discharge management, and 
difficulties in planning and organizing a condom promotion campaign. 

2.11 Oman 

In Oman, STDs were integrated with the HIV/AIDS programme in 1997. The annual 
incidence of STD decreased steadily between 1996 and 2000, then started to rise again in 
2001. Gonorrhoea ranked first, followed by syphilis. The annual incidence of notified HIV 
among nationals reached a peak in 1994 (9/100 000) and in 2002 (5/100 000). After 1991, 
there was a significant increase in HIV transmission due to heterosexual and homosexual 
transmission and intravenous drug use, meanwhile blood transfusion as a source had markedly 
decreased. 

The main issues and challenges are related to young people, who are at greater risk of 
HIV infection due to their adolescent nature. They do not care for their health, are prone to 
trying new experiences (sexual, drug injecting), lack awareness of HIV/STDs, especially 
regarding modes of transmission, and they do not perceive themselves to be at risk of HIV 
infection. 
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2.12 Pakistan 

Pakistan is considered a low prevalence but high-risk country due to the low number of 
reported cases, and high prevalence of risk factors. The total number of reported HIV/AIDS 
cases in Pakistan by December 2002 was 1998. The most common modes of transmission of 
HIV positive cases are heterosexual (40.6%), blood/blood products (16.8%) and unknown 
(34.3%). 

The current situation of STDs shows lack of data representative of the general 
population regarding prevalence of STDs. However according to some studies, vaginal 
discharges (48%), urethral discharges (44%), and pelvic inflammatory diseases are the most 
common clinical presentations. STD prevention and care are component of the NACP and 
PACPs. National guidelines for syndromic management of STDs have been developed. 
Training on syndromic case management of STDs was conducted for staff in the health sector 
from and other sectors, and for private practitioners and paramedical staff. Awareness raising 
was conducted regarding HIV/AIDS and STDs through the print media and community 
awareness campaigns. Delivery of curative services for STDs is integrated with primary 
health care services. Separate STD clinics were established in two provinces in the country. 
Condom promotion is mainly associated with contraception rather than disease prevention; 
very little use of condoms for disease prevention exists. 

Challenges commonly faced are: 

• absence of baseline data for development of prevention strategies, lack of proper action 
plan for STD control; 

• a large unregulated private sector providing preventive and curative services; 
• STD prevention and control activities not integrated into primary health care; 
• lack of adequate knowledge about STD prevention and care in the medical community; 
• socio-cultural taboos and resistance to explicit messages from the religious community; 
• low literacy rate. 

It was recommended that baseline research be carried out to estimate the STDs burden 
in the country in order to: 

• develop a regional and national strategic framework for STD prevention and control 
• to develop policies for addressing of the issue and revision of national guidelines 
• develop human resources in proper management and care of STD/reproduction tract 

infection using syndromic approach 
• raise awareness among vulnerable populations as well as the general population. 

Some of actions taken were: 

• integration of STD service delivery in primary health care up to district level using 
community health workers for awareness raising and referrals; 

• training on syndromic management for human resources of other than health sectors 
such as population welfare departments; 
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• service delivery incorporating STD services for vulnerable populations; 
• establishment of 17 voluntary counselling and testing centres countrywide, through 

support of the Global Fund to fight HIV/AIDS, Tuberculosis and Malaria, which would 
also counsel for STDs, perform mandatory screening of blood and blood products in 
both public and private sector for HIV, hepatitis B and C, syphilis and malaria, and 
conduct focused interventions for youth and uniformed personnel with awareness on 
STDs. 

2.13 Palestine 

Plans were made to establish a STD and HIV/AIDS unit in Gaza in February 1998. The 
plan included two clinics for STD and HIV/AIDS as referral clinics. An STD clinic was 
recently established at the Remal Health Centre, Gaza, as a first step. Lack of resources 
delayed the start of work in the STD clinic and consequently delayed the implementation of 
the plans for development of care in the field of STD/HIV/AIDS. 

The objectives of the STD and HIV/AIDS unit are the establishment of STD clinics, 
control of STD including HIV/AIDS, provision of health education, counselling and care to 
STD and HIV/AIDS patients as well as to establish a recording system for STD and 
HIV/AIDS. Concerning HIV, the high risk groups are staff working in laboratories in Israel 
and travellers abroad, contacts of HIV cases, drug addicts, homosexuals and prostitutes, and 
tuberculosis patients. Palestine reported low incidence rate of HIV/AIDS cases. The 
cumulative HIV/AIDS prevalence rate per 100 000 population was 1.75 (AIDS 1.29 and HIV 
carriers 0.46). The male to female ratio is 4:1 and infection occurs mainly in the age group of 
20–39 years. The predominant mode of transmission was heterosexual (54.7%) while 
transmission through blood/blood products constituted 18.9%; most of them received blood 
abroad. The most affected area is Jericho (7.7 per 100 000). 

2.14 Qatar 

The commonest forms of STD in Qatar are hepatitis B, hepatitis C and herpes zoster. 
STD notification is severely underreported. There is almost no contribution from the private 
sector. Hepatitis B and hepatitis C reporting are modest due to screening programmes. 

A draft proposal of structured protocol has been prepared to control and prevent STDs 
along with HIV/AIDS and the viral hepatitis burden in Qatar. In the presence of political will 
and support in the Ministry of Public Health, the programme will achieve its objectives 
through strengthening intersectoral collaboration between existing partners i.e. communicable 
disease control and prevention section in the Ministry of Public Health, AIDS office and 
Hamad Medical Corporation. 

The programme aims at achieving reasonable objectives with the existing infrastructure 
through close collaboration and continuous support in specific intervention strategies involved 
in early detection, treatment and behaviour modification of the high risk group. Programme 
outcomes are expected to be reduction in morbidity and mortality caused by sexually 
transmitted diseases, including HIV/AIDS and viral hepatitis, in Qatar as well as enhanced 



WHO-EM/STD/065/E 
Page 10 

 

intersectoral collaboration of all government, semi-government and private health care 
facilities in disease control and prevention strategies. Future activities include: 

• formulating an STD/HIV control committee; 
• improving disease notification; 
• preparing a calendar for active surveillance; 
• finalization of a work plan and strategies; 
• preparing a manual for field guidelines including management of STD cases by 

syndromic/etiologic definition for primary, secondary and tertiary care in both 
government and private sectors; 

• conducting a training workshop for health care workers; 
• conducting community awareness and information education and communication (IEC) 

campaigns; 
• conducting STD prevalence and knowledge attitudes and practices studies; 
• monitoring of high risk persons; 
• sensitization of the public towards use of condoms and advertisement of condom 

availability, 
• youth education for those travelling to high STD endemic countries. 

2.15 Saudi Arabia 

The cumulative number of STDs reported during 1997–2001 was 72 410 cases. 
Reported STD cases increased through 1997–1999, reaching a plateau in 2000. The most 
common were moniliasis (48%) and non-specific urethritis (25%), while gonorrhoea, syphilis 
and trichomoniasis were 7%, 4% and 13%, respectively. In 2001 there were 15 242 cases 
reported, with a male to female ratio of 1:5. Non-Saudi Arabians constituted 15% of cases. 
The mean annual number of reported HIV cases is 71. The male to female ratio is 3:1, mainly 
among 15–49 year-olds. 

Medical services (mainly clinical and counselling) are available in different 
governmental health sectors and in private clinics. Plans and guidelines are under discussion. 

Challenges are confined to stigma, sensitivity and under reporting and notification. 
Suggested interventions include: information, education and communication; involvement of 
the private sector; training of health workers; adoption of syndromic management; and 
production of guidelines for management and surveillance. 

2.16 Somalia 

By 1999 the estimated prevalence rate of people living with HIV/AIDS was 0.9% in 
northwest Somalia, while syphilis prevalence was 2% (not without regional variation). By 
2002 the accumulative prevalence of HIV among blood donors since 1995 had reached 0.8%. 
HIV among tuberculosis patients was rising exponentially. The main mode of transmission 
was heterosexual. Knowledge about HIV/AIDS transmission was low in men in the general 
population. Information obtained from different sources confirms that stigma prevails, even 
among health personnel. 
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Although one-third (31%) of antenatal care attendants reported STDs symptoms, only 
12% of men reported STD symptoms. Syndromic approach management on STDs was 
adopted and integrated within the health system (piloted in 13 outpatient departments). 
Currently, drugs for syndromic approach treatment are provided by ICD, UNICEF and WHO. 
The training of health personnel in syndromic approach management is inadequate. 

Although the health authorities are committed to fighting HIV/AIDS, no structured 
programme is available, mainly due to lack of skilled staff. An HIV/AIDS technical working 
group of the Somali Aid Coordinating Body was formed in 1999 and initiated and coordinated 
activities in different sectors. second draft. A strategic plan for 2003–2008 was finalized and 
distributed; however, the policies developed were not endorsed. 

The establishment of HIV sentinel surveillance was recommended (including for those 
attending STDs clinics), along with reviewing and updating of the training material (translated 
into Somali) on syndromic management; training in syndromic management for outpatient 
departments, other hospitals and private sector maternal and child care clinic staff; validation 
of syndromic management regimens; strengthening the STD sentinel sites in terms of training 
on proper administration of the STDs pilot sites; and strengthening the reporting system. 

2.17 Sudan 

Factors influencing the spread of STDs/HIV/AIDS are the country’s size and long 
borders, civil war, refugees, movements and displacement internally displaced persons, low 
socioeconomic status, stigma, discrimination, and lack of trained medical and administrative 
cadres. 

There were 10 341 cases of STDs reported in 2002 from only 10 states (syndromic 
approach). There was weakness in the reporting system. There have been 236 medical doctors 
and 134 medical assistants trained on the syndromic approach in the last 3 years, covering 158 
primary health care units and 22 hospitals, mainly in the state of Khartoum. 

The national strategic plan for the prevention and control of HIV/AIDS in Sudan was 
developed in January 2003. High priority was given to the management of STDs and a 
syndromic approach was recommended for the management of STDs. The following are 
needed: 

• identification of the magnitude of the problem (epidemiological and behavioural 
surveys) 

• improvement of the availability of STD services to the vulnerable population 
• awareness raising 
• strengthening intersectoral collaboration fund raising (research, training, drugs, etc.). 
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2.18 Syrian Arab Republic 

An STD technical committee, national guidelines for STDs and a syndromic approach 
are present. There are training courses for physicians, midwives, and laboratory technicians 
on the STD syndromic approach. Establishment of referral centres with equipped laboratories 
is in the plan of 2003–2004. There is condom promotion for STD patients and high-risk 
groups, health education for youth, in cooperation with youth and women’s union and women 
attending health centres, supplemented by printed material brochures. There is involvement of 
all sectors (universities and the private sector) in the national STD control plan. 

The most common STDs are hepatitis B (3.3%), hepatitis C (0.46%), and syphilis 
(0.09%). The most common clinical presentations in males are scrotal swelling, neonatal 
conjunctivitis and urethral discharge. In females, vaginal discharge, lower abdominal pain and 
genital ulcer are the most common clinical presentations. 

2.19 Tunisia 

There were 66 new cases of HIV in 2002 (45 males, 19 females over 15 years of age). 
The total number of HIV/AIDS cases from 1985 to 2002 is 1125 (696 AIDS cases). The total 
number of children less than 15 years was 78. The total number of recorded deaths is 387. The 
number of people living with HIV/AIDS is 738. 

Strategies of the programme for 2002–2005 include: 

• improvement of the surveillance capacities of HIV by anonymous screening centre 
(regional units for counselling, promotional spaces for screening); 

• serosentinel surveillance among vulnerable groups; 
• reinforcing the syndromic approach to STDs 
• installation of a dynamic regional care for psychosocial needs of people living with 

HIV/AIDS. 

The first reported case of HIV in Tunisia was in December 1985. The importance of 
transmission by blood products (haemophiliacs) is growing; however, autochthonous 
transmission of HIV by sexual means is the most common route. Since 2000, the field of 
interventions has been widened through medical care, a technical national committee, 
consensual planning of the interventions and availability of tri-therapy and necessary 
biological examinations 

2.20 United Arab Emirates 

A retrospective study covering 1985–1999 showed that regular follow-up and partner 
tracing were lacking. The most common reported cases were condyloma acuminata (35%), 
herpes genitalis (29%) and gonococcal/nongonococcal urethritis (12%). In the United Arab 
Emirates, therapy is started on the basis of clinical diagnosis. 
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Since 1995 it has been noted that the source of infection is mainly from inside the 
country. The commonest affected age groups were 20–40 years old. It is expected that the 
number of cases is more than these reported cases. Significant numbers may be seen in the 
private sector or in other government hospitals. In the last few years the source of infection 
was mainly from females who entered the country for a short transit period. 

The study recommended: 

• restrictions, supported by the government, on certain female age group entry, 
examination and investigation for the new entries; 

• establishment of a central specialized unit on the country level (to make plans and 
recommendations for prophylaxis and treatment of such cases); 

• cooperation between government and nongovernmental sectors in registration and 
follow up of STDs; 

• holding specialized medical seminars (to teach doctors about any new investigations 
and therapies for STDs). 

2.21 Republic of Yemen 

The prevalence of STD in Yemen is unknown. In general, health providers reported an 
increasing number of STD cases, particularly among women seeking family planning 
services, in which 1 in 10 was found to be having abnormal vaginal discharge. Data from a 
recent study undertaken in Sana’a showed that the most common STDs were trichomoniasis 
(30%), non-gonococcal urethritis (13%) and candidiasis (12%). 

Data from situation analysis carried out in 2002 show: 

• STD symptoms were reported from all sections of society (youth, rich, very poor); 
• younger women (20s and early 30s) have higher frequency; 
• many STD patients were unaware of their STD symptoms and sought no treatment; 
• cultural sensitivity, fear of stigma and financial barriers prevent most of the patients 

from seeking treatment. 

3. CONTROL OF STD: THE STRATEGIC FRAMEWORK FOR DEVELOPMENT 
OF EFFECTIVE NATIONAL PROGRAMMES 
Dr Francis J. Ndowa, WHO Geneva, STD Unit (first meeting) 
Dr Jihane Tawilah, Regional Adviser on AIDS and Sexually Transmitted Diseases, 
WHO/EMRO (second and third meetings). 

STD is a cause of considerable mortality and morbidity. The focus recently has been on 
STD as a facilitator of HIV transmission, (Mwanza study in Tanzania, community-based 
prevention and treatment intervention). No single strategy will work, but unifying principles 
behind the strategies are thought to help make an appreciable impact. 
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Successful implementation of STD prevention and care depends on the stage of health 
systems development. A step-by-step approach to activities implementation is feasible and 
advisable. Challenges are: 

• stigmatized infection taboos and personal/cultural sensitivities; 
• silent epidemic (subclinical and asymptomatic infections); 
• inadequate diagnostic facilities. 

These challenges contribute to unavailability or unsuitability of services, reluctance to 
seek treatment, difficulty treating spouses or sex partners and poor, awareness and media 
coverage. 

Guiding principles for a strategic framework are: 

• emphasize primary and secondary prevention; 
• build on exiting structures and programmes; 
• work closely with HIV/AIDS prevention and care programmes; 
• work closely with existing programmes (reproductive health, family planning., etc.); 
• engage the community and target populations as partners in the design of interventions 

and services; 
• maintain focus on special populations at increased risk; 
• support interventions that influence political will and societal norms and attitudes about 

sexual behaviour and the status of women; 
• Engage private and informal sectors; 
• promote services that are non-stigmatizing and are culture-and gender-sensitive. 

There are five key elements for implementation. 

1) Assess the magnitude of the problem 
2) Advocate for prioritization, public health concern, budget etc. 
3) Assess response and capacity of services: 
• Which populations are affected? 
• What are the main syndromes? 
• Where is care being provided? 
• What are the prevention and care activities currently in place? 
4) Organize a response taking into account horizontal execution 
• Involvement of multiple partners 
• Involvement of communities 
5) Evaluate and modify periodically according to findings 
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4. DEVELOPING PLANS FOR ASSESSMENT AND MONITORING OF THE STD 
EPIDEMIOLOGICAL SITUATION, AND EVALUATION OF RESPONSES 
Dr C. Johannes van Dam, Deputy Director, Population Council (second meeting). 
Dr Francis J. Ndowa, WHO Geneva, STD Unit (third meeting). 

4.1 Overview 

STD surveillance must be country specific. It depends on the political climate and the 
sensitivities surrounding STDs. Without data, it is hard to generate awareness, raise resources, 
develop appropriate programmes, provide quality patient care, and evaluate interventions and 
programmes. The objectives are advocacy, programme planning, monitoring and evaluating 
the quality and effectiveness of programmes (trends in diseases) and improving the care of 
patients with STDs. 

Components of STD surveillance are: 

• case reporting (universal or sentinel); 
• prevalence assessment and monitoring; 
• assessment of syndrome etiology; 
• monitoring of antimicrobial resistance; 
• special surveillance-related studies. 

Key concepts for improving STD surveillance are to consider separately: 

• utility of monitoring each STD or syndrome for assessing disease burden; 
• measurement of recently acquired symptomatic infections, and persistent asymptomatic 

infections; 
• measurement of incidence and prevalence. 

Surveillance for STD should be a component of surveillance programmes for the 
prevention of HIV infection (second generation HIV surveillance). 

4.2 Assessing STD burden 

During the first two meetings group work assessing the STD burden took place with the 
groups answering specific questions designed to monitor the epidemiological situation, 
evaluate the responses already made, the challenges get to be faced and determine the 
intervention and support needed. 

1. Population groups (Who is affected?) 

Youth, drug users, prisoners, workers in prisons and military institutions, adolescents 
(16–25 years) adults (26–40 years), migrant workers and mobile populations (e.g. truck 
drivers, seamen, etc.), female sex workers, men who have sex with men, youth, travellers and 
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workers outside, students studying abroad (Jordan added as well contacts with tourists, 
prisoners, homosexuals and truck drivers and Palestine added detainees).  

2. What are the specific objectives of the assessment plan and proposed indicators? 

The specific objectives listed by Oman, Saudi Arabia and Yemen were assessing the 
magnitude of the problem and identifying the highest risk group. Oman added undertaking 
programme assessment and a behaviour study. Indicators are prevalence of STD among 
attendants at STD and antenatal care clinics (ANC) as well as the commonest pathogens dealt 
with. Bahrain, Kuwait, Qatar, and United Arab Emirates listed determining the magnitude of 
the problem (e.g. prevalence) by syndromes and etiologies. Afghanistan, Islamic Republic of 
Iran and Pakistan reported situation and response analysis, and preparing a plan for care of 
STD patients. Pakistan added biomedical and behavioural surveillance. Indicators are a 
national plan and data collection system, prevalence and incidence rate of selected STDs, 
resource allocation and availability of resources. Jordan and Palestine stated to assess the 
magnitude of the problem among the target group, advocacy, and planning. Indicators stated 
are prevalence rate of STDs among target group, percentage of funds allocated for STDs 
programme, proportion of health care providers that are trained up to competency, and 
proportion of service delivery points that provide STD services. Lebanon and the Syrian Arab 
Republic reported assessing the magnitude, monitoring of trends, assessing the impact of 
interventions and planning for sustainability. Indicators will be incidence of syndromes, 
incidence/prevalence of STD reporting. 

3. Main partners and roles 

The main partners reported by Oman, Saudi Arabia and Yemen are ministries of health, 
who provide financial, human resources and technical support. They listed also other 
governmental related sectors, private sector nongovernmental organizations, academic 
institutions for administrative support, information education and communication advocacy. 
Oman added community participation. Bahrain, Kuwait, Qatar and United Arab Emirates 
listed public, semi-public, military, police and private sectors to participate in protocol design. 
Afghanistan, Islamic Republic of Iran and Pakistan listed ministries of health, other related 
ministries, private sector, nongovernmental organizations and international organizations such 
as the United Nations, WHO, Centers for Disease Control and Prevention, United Nations 
Population Fund, etc. Jordan and Palestine listed ministries of health, ministries of tourism, 
tourist guide syndicates, private sector as well as family planning associations, and Palestine 
added the United Nations Relief and Works Agency for Palestine Refugees in the Near East 
(UNRWA). Lebanon and the Syrian Arab Republic listed the public sector, including 
ministries of health and other related ministries, and the army medical corps, with the private 
sector reporting and having a technical and advisory role, and lastly nongovernmental 
organizations to play a role in access to medical facilities, reporting and advising. 

4. Key intervention areas 

Oman, Saudi Arabia and Yemen listed patient treatment, laboratory facilities, 
counselling, partner notification and surveillance. Oman added upgrading STD programmes 
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and raising the awareness among high risk groups. Bahrain, Kuwait, Qatar and United Arab 
Emirates listed sensitization of health care providers on notification needs, verification of 
reporting, training on the syndromic approach and development of diagnostic guidelines. 
Afghanistan, Islamic Republic of Iran and Pakistan listed advocacy, capacity-building, 
awareness raising, information education and communication, voluntary counselling and 
testing, health service delivery, monitoring and evaluation. Jordan and Palestine listed 
orientation and advocacy among decision-makers and partners on the assessment, defining the 
role of partners, and preparation of study design and adoption of laboratory methods, 
including sampling methodology and sample size. Lebanon and the Syrian Arab Republic 
listed coordination between the national AIDS programme and the epidemiological 
surveillance unit in the Ministry of Health, creating a task force for STD surveillance, and 
ongoing control, prevention and management activities. 

5. What are the requirements and mechanisms for strengthening monitoring of the 
epidemiological situation of STD? 

Oman, Saudi Arabia and Yemen listed capacity-building, provision of laboratory 
facilities, passive surveillance, and developing a quality assurance checklist. Oman added 
encouraging the private to improve the reporting of STDs. Bahrain, Kuwait, Qatar and United 
Arab Emirates listed establishing and enhancing surveillance integrated with routine and 
active surveillance periodical monitoring. Afghanistan reported development of a 
comprehensive STD control plan and institution of case finding centres in borders, airports 
and big cities. The Islamic Republic of Iran and Pakistan added development of guidelines, 
improve reporting system, training, intersectoral collaboration and technical assistance. 
Jordan and Palestine listed increasing human and non-human resources, trained personnel, 
laboratory services, standardizing reporting, and raising awareness. Lebanon and the Syrian 
Arab Republic listed developing guidelines for surveillance, building capacity and securing 
necessary resources. 

6. What are the main constraints/major challenges? 

Oman, Saudi Arabia and Yemen reported cultural constraints, and lack of programmatic 
structure, resources, and intersectoral corporation. Bahrain, Kuwait, Qatar and United Arab 
Emirates listed the private sector, cultural/stigma, staff shortage, lack of programmatic 
approach, and lack of intersectoral cooperation. Afghanistan, Islamic Republic of Iran and 
Pakistan listed resource and socio-cultural constraints, lack of motivation, political 
commitment, and coordination, and large unregulated private sectors. The Islamic Republic of 
Iran added difficulty in reaching to high risk people. Jordan and Palestine listed lack of 
resources, underreporting, lack of awareness, misconceptions and stigma, lack of access to 
appropriate services, and lack of trained personnel. Lebanon and the Syrian Arab Republic 
reported underreporting, lack of advocacy, resources and coordination, social stigma, and self 
medication/pharmacy. 
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7. What activities to overcome these challenges? 

Oman, Saudi Arabia and Yemen listed implementation of STD control programmes, 
information, education and communication (IEC), and formation of a task force from other 
sectors. Bahrain, Kuwait, Qatar and United Arab Emirates listed incentives for private sector, 
staff recruitment, education and increasing budget. Afghanistan, Islamic Republic of Iran and 
Pakistan reported advocacy and IEC, community mobilization, operationalization of the task 
force, and involvement of the private sector. The Islamic Republic of Iran added technical 
support of WHO for outreach and peer group education programmes. Jordan and Palestine 
listed simplifying the reporting format and bureaucracy, training health care providers 
(training of trainers), adoption of standard training materials, awareness campaigns, and fund 
raising. Lebanon and the Syrian Arab Republic listed raising awareness, enforcing mandatory 
reporting, establishing sentinel centres, training, ensuring feedback, creating alliances with 
stake holders, and enforcing antibiotic dispensing regulations. 

8. What technical support will be needed? 

Oman, Saudi Arabia and Yemen listed capacity-building and technical consultation. 
Bahrain, Kuwait, Qatar and United Arab Emirates listed transport media, data entry, 
laboratory support and technical consultation. Afghanistan, Islamic Republic of Iran and 
Pakistan listed laboratory equipment and training for personnel. The Islamic Republic of Iran 
added establishment of reference laboratories and Pakistan added design and implementation 
of a surveillance system. Jordan and Palestine listed technical support for training on 
diagnosis, epidemiology and laboratory investigation. Lebanon and the Syrian Arab Republic 
listed assessing available resources, upgrading existing systems, building capacity, 
networking, and creating an evidence-based approach. 

9. Other comments/issues for consideration 

All countries of the first meeting agreed to add assurance of sustainability as other 
comments to be considered. Pakistan added political stability in the country, priority of the 
issue by the government and uninterrupted availability of funds. Palestine reported restriction 
of movements. Lebanon and the Syrian Arab Republic listed ensuring political commitment, 
ensuring dissemination and use of data, and continuing medical education. 

5. INTRODUCTION TO STD DIAGNOSIS AND SYNDROMIC CASE 
MANAGEMENT 
Dr Francis J. Ndowa, WHO Geneva, STD Unit (first and third meeting) 
Dr Johannes van Dam, Deputy Director Population Council, Washington DC (second 
meeting) 

There are three approaches. The first is clinical diagnosis, which is to identify the STD 
causing symptoms (based on clinical experience). The disadvantages of this approach are that  
experienced STD providers often misdiagnose STDs and miss mixed infection. Surveillance 
is also difficult. 
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Etiological laboratory diagnosis is to identify the organism causing the symptoms 
(through laboratory tests and microscopy). The disadvantages are that tests can be time-
consuming and expensive, e.g. cultures cost US$ 7–40 and take up to 6 days; even rapid tests 
(rapid plasma regain) require equipment to obtain and separate venous blood and are 
dependent on technician and laboratory accuracy. 

The syndromic diagnosis approach is to identify all possible STDs that could cause the 
syndrome and give recommended treatment based on epidemiological and laboratory data. 
The advantages are immediate treatment, decreased transmission, decreased complications 
and syndrome surveillance. However, there is a need to weigh the ability to treat as many 
infected as possible (sensitivity) with the risks of over-treatment (specificity), in addition to 
the problems of drug resistance and stigma.Syndromic case management means identification 
of consistent groups of symptoms and easily recognized signs (syndromes), as well as 
treatment for main organisms responsible for causing the syndrome. The main features of 
syndromic case management are to: 

• classify main causative agents by the clinical syndromes to which they give rise 
• use flow charts to identify causes of a given syndrome 
• treat patient for all the important causes of the syndrome 
• ensure that partners are treated. 

The supplementary elements are that patients are educated on treatment compliance and 
risk reduction. Furthermore, condoms are provided. Benefits of syndromic case management 
are accessibility, immediate treatment, effectiveness, efficiency and quality assurance and 
standardization. However, the disadvantages are over-treatment in some patients and the fact 
that syndromic case management does not cover asymptomatic infection. 

6. THE PREREQUISITES FOR IMPLEMENTATION OF STD DIAGNOSIS AND 
CASE MANAGEMENT BY SYNDROMIC APPROACH 
Dr Kamal Alami, National STD/AIDS Control Programme Manager, Morocco (third 
meeting) 

6.1 Presentation 

Programme management structure 

This is a central STD unit that is responsible for preparation of a plan for STD control, 
ensuring implementation of planned activities, coordinating resources and activities within the 
programme and with other programmes or sectors, and for monitoring, evaluating and 
revising the control programme. The programme management structure also consists of a 
technical STD committee, which is composed of experts in different fields, namely STD 
specialists, microbiologists, public health specialists, information education and 
communication experts, gynaecologists with the private and nongovernmental organization 
sector. Its role is to assist the STD unit in technical areas, e.g. drafting national STD policy, 
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developing strategies and approaches, adaptation of guidelines, treatment, research and 
surveillance. 

STD situation assessment 

The aims are to obtain a clear picture of the STD situation and response in the country 
with regard to the epidemiology of STDs (most common clinical syndromes, groups at risk, 
most prevalent STD pathogens and their sensitivity to available antibiotics), influencing 
factors (perception and attitudes of STD patients and practitioners), existing STD clinical care 
services (available resources: staff, equipment, drugs, condoms), and quality of STD care 
(percentage of patients with STDs at health care facilities who are appropriately diagnosed 
and treated and the percentage of patients with STDs at health care facilities who are 
appropriately counselled on partner notification and condom use). Sources of information are 
available data, key informants, documents, publications and studies. 

Setting objectives and designing strategies 

This covers what the programme is expected to achieve, such as outcome, population 
targeted, geographic area, time-frame and target, e.g. 90% of STD patients attending public 
facilities in the capital will be managed according to national diagnostic and treatment 
guidelines by the end of the year. Effective STD patient management includes: 

• diagnosis and treatment 
• individual counselling 
• condom promotion and provision 
• partner notification. 

Design of flowcharts 

The most common STD syndromes and background information on local etiologies of 
syndromes in the country are considered. A team of public health specialists design the flow 
chart using the data. Planning implementation entails coordination with the essential drug 
programme ensuring that STD drugs are available in first level health care facilities, a work 
plan with a realistic timetable and budget has been prepared and a phased approach is used, 
initially in high STD incidence areas then expanded to other areas. 

Training 

Training programmes should be well-designed to include relevant to the need of heath 
care providers: 

• STD transmission 
• control and syndromic approach 
• prevention 
• education and behavioural change 
• partner management and reporting system 
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• management of STD programme 
• training 
• integration 
• drugs and condoms 
• supervision. 

Availability of drugs and condoms 

This includes quantifying drug need morbidity method, procurement (low prices, 
generics) and proper storage and distribution. Monitoring results to make corrections to the 
plan (by field visits and activity reports). 

Evaluation 

This is an integral part of programme planning to assess how successful a programme 
has been in a reaching its stated objectives. The types of evaluation may be divided into 
process, coverage, quality and impact. 

6.2 Group work: planning effective STD care services and programme management  

1. How are STDs currently managed in your country? 

In Afghanistan, syndromic management is used for most cases in different departments 
such as gynaecology, dermatology, urology and internal medicine. Some cases are managed 
etiologically, and some are seen by private providers. 

In the Islamic Republic of Iran, clinical and syndromic approaches are used in health 
care centres and the private sector; clinical and etiological approaches are used in some well-
equipped specialized centres and the private sector, and there is a wide range of unofficial 
management, e.g. self-care. 

Jordan and Palestine described services as patchy and scattered in a non-comprehensive 
manner without a standardized plan or guidelines. The services are mainly provided by the 
public health sector, primary health care or at secondary level by gynaecologists, 
dermatologists, urologists, and general practitioners, in the private sector, by pharmacists, and 
as self-medication. 

Lebanon reported the absence of structure; rather, there is care at all levels of the health 
care system by different disciplines, with pharmacists playing a major role in treatment based 
on a questionable scientific approach. There is no uniform approach to case management 
(etiological, syndromic and mixed). 

In Pakistan, STDs are currently managed on the basis of clinical evaluation in the 
general outpatient departments of gynaecology, dermatology and urology clinics. Although 
two provinces have applied a syndromic approach for the management of STDs in designated 
centres, the private and informal sector still cater to a large number of cases. The country has 
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adapted the WHO recommended syndromic management guidelines and a large number of 
health care providers in both public and private sectors, involving the staff of family planning 
programmes, have been trained on the guidelines. 

In the Syrian Arab Republic, STDs are treated in the private sector: general 
practitioners, dermatologists, urologists (etiological approach); in primary health care 
(syndromic approach); and by pharmacists. 

In Djibouti, STD care is provided according to a syndromic approach at the level of the 
public health system. The private sector does not yet utilize the syndromic approach. The 
protocols for following algorithmic syndromic care were updated recently. The coverage is 
currently at the country level. 

In Egypt, the services involved in STD care are private, primary health care, district 
hospitals, general hospitals, specialized hospitals, health care providers: general practitioners, 
internal medicine, gynaecologists, dermatologists, urologists, pharmacists. Protocols are not 
applied at national level and the coverage is good. Quality is fair; however, it is neither 
standardized nor validated. 

In the Libyan Arab Jamahiriya, care is provided by clinics of dermatology, urology, 
gynaecology, primary health care, private sector, and pharmacies. No specific protocols are 
followed. Some clinics use a syndromic approach, others use empirical treatment. People 
consult friends and traditional healers. Coverage in government services is free of charge, but 
data about coverage are available. There are no national guidelines for STD management so 
no quality control is applied. 

In Morocco, at primary health care level there is implementation of a syndromic 
approach. At the secondary level (regional and university hospitals), pelvic inflammatory 
disease and STD complications are treated. Approximately 20% of the private sector uses a 
syndromic approach. The syndromic approach is taught in the training institute for nurses and 
at one out of the four universities with medical education programmes. 

In Somalia, the syndromic approach is applied in 13 sites. STDs are managed also in 
other disciplines, medicine, gynaecology, urology, surgery and among general practitioners; 
however, this care is not validated. 

In Sudan, in Khartoum state, the syndromic approach is applied mainly in primary 
health care units. At tertiary level, in teaching hospitals and in the private sector, an etiological 
approach is applied. In other states an etiological approach is mainly applied. Only 60%–65% 
of them have regular reports. Supervisory visits are conducted monthly using specific 
checklists. STD guidelines for management will be indorsed soon. Drugs are secured and 
affordable in all primary health care units through a revolving drugs system. All the AIDS 
cells in the 26 states were trained on the management of a STD programme. 

In Tunisia, primary health care, family planning offices, some university units 
(dermatology, gynaecology, infectious diseases) use the syndromic approach. Coverage 
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reaches 60% of primary health care. A programme of quality control for private laboratories 
exists and is managed by a special unit in the Ministry of Public Health. Within the private 
sector, pharmacies, some university departments and laboratories are also involved for other 
management. 

2. What are the deficiencies in STD care that need to be addressed in your country? 
Identify gaps that need to be addressed. 

Oman, Saudi Arabia and Yemen listed application of a syndromic approach, as there is 
no specific plan for treatment and care and the syndromic approach to STD is not included in 
the medical and nursing curricula. Oman and Yemen added partner notification, and shortage 
of STD drugs and laboratory facilities. Bahrain, Kuwait, Qatar and United Arab Emirates 
reported drug distribution at STD clinic level, integration of STD care into primary health 
care, partner notification in the private sector, staff recruitment and training, information, 
education and communication gap for outreach for vulnerable groups as injecting drug users, 
prostitutes and men having sex with men. 

Afghanistan listed lack of an STD department, laboratory facilities, good quality drugs 
and trained medical staff. Treatment, especially provided by nongovernmental organizations, 
is often too short. Asymptomatic and sub-clinical cases do not come to health clinics. Some 
patients avoid going to health care centres or are not allowed to go according to cultural and 
socioeconomic constraints. Incomplete and insufficient treatment (self treatment) and a 
shortage of health centre for assessment of returned Afghan refugees are other deficiencies. In 
the Islamic Republic of Iran, there is lack of an appropriate care plan. Other deficiencies listed 
are as follows: insufficient health care workers trained in syndromic approach; inadequate 
access to the STD cases by governmental centres; lack of sufficient facilities for etiological 
diagnosis; lack of free-of-charge drugs; lack of appropriate counselling for the clients; and no 
access to the partners. Jordan and Palestine listed lack of financial resources, a comprehensive 
plan for STD care, integration and coordination between different sectors such as the public 
sector, UNRWA, nongovernmental organizations and the private sector. Other deficiencies 
listed are low public awareness, low quality of care, shortage of trained personnel, 
underreporting and weak surveillance and insufficient availability of equipped laboratories. 
Palestine added that services do not cover high risk groups. Lebanon listed lack of 
epidemiological data, and of microbial etiological diagnosis and susceptibility patterns, 
variability of care, difficulty in reaching vulnerable population, discrepancy in awareness 
about STD among health care providers and the general population. Pakistan noted some 
deficiencies related to management/government (such as quality assurance, drugs and 
supplies, referral linkages, baseline data in selected areas, monitoring and supervision). Other 
deficiencies related to health care providers such as untrained health care providers, large 
private sector, informal health sector, low motivation of health workers), and lastly related to 
patients such as care-seeking behaviour, low literacy, lack of awareness, socio-cultural norms 
and taboos; stigma, discrimination and misconceptions. The Syrian Arab Republic listed lack 
of epidemiological data, follow-up, partner tracing, microbiological susceptibility data and 
laboratory facilities. 
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In Djibouti, there is a need to continue the training of personnel at public sector level 
including the private general practitioners, notably private pharmacies. A guideline must be 
finalized. The reference laboratory for the STD must be strengthened and the coverage of the 
STD care programme widened. Egypt listed the deficiencies as lack of intersectoral and 
intrasectoral integration, weak surveillance, no national protocol, no standardized training for 
different levels, no STD drug list, lack of collaboration with the private sector, inadequate 
data on STD-related issues, sexual behaviours, condom use, counselling and partner 
notification. Confidentiality issues need to be addressed, as well as unknown antibiotic 
gonococcal resistance. Morocco listed the lack of involvement of the private sector in the 
syndromic approach, syndromic case management algorithm for women, lack of partner 
notification, as well as a lack of coverage for medical students. Somalia listed inadequate 
training, no educational component to increase care-seeking behaviour, no proper counselling, 
sustainability of drugs supply is not ensured, lack of confidentiality, privacy and preservation 
of human dignity. There is also no involvement of the private sector or other sectors, and no 
validation for the syndromic approach. Sudan listed deficiencies related to training as few 
numbers of cadres were trained in other states on the syndromic approach. The syndromic 
approach still does not have required consensus among all specialists. Integration with other 
Ministry of Health programmes is weak. No quality control assessment studies were 
conducted. Tunisia listed insufficient coverage for the syndromic approach, non-involvement 
of the private sector and unavailability of coverage in specialized university units. In private 
laboratories there is a need for quality control for antibiotic resistance. A review of algorithm 
protocol is also needed. 

3. What activities do you suggest to overcome the deficiencies? 

The activities stated by Oman, Saudi Arabia, and Yemen were as follows: gaining 
official approval for syndromic approach and development of guidelines for syndromic 
approach and for prevention and care. They added also training of health workers, introducing 
STD drugs and workshops for those concerned in medical schools’ curricula. Bahrain, 
Kuwait, Qatar and United Arab Emirates listed formulating a policy for provision of 
medications at the primary health care level, conducting prevalence studies and training the 
private sector. In response to the expected outcomes to accomplish towards each of the 
identified gaps, Oman, Saudi Arabia and Yemen stated adoption of the syndromic approach, 
implementation of specific plans for prevention and cure of STD, and including a syndromic 
approach to STD in medical and nursing curricula. Oman and Yemen added the promotion of 
drugs and laboratory facilities. Bahrain, Kuwait, Qatar and United Arab Emirates listed 
upgrade primary health care training to provide STD care, establish a policy to provide 
medications at the primary health care level, notification of the partner, counselling for the 
partner, further staff recruitment and training, human resources for information, education and 
communication. 

As regards the measure of feasibility for the implementation of each identified activity, 
Oman and Saudi Arabia stated that they were highly feasible. Bahrain, Kuwait, Qatar and 
United Arab Emirates reported that they were likely to be feasible. Yemen stated that all were 
moderately feasible except condom promotion, which was thought to have low feasibility. To 
overcome these feasibility challenges, Oman, Saudi Arabia and Yemen listed the following: 



WHO-EM/STD/065/E 
Page 25 

 

forming a national committee from the Ministry of Health, governmental sector and private 
sector, in addition to training trainers, setting policies and regulations, increasing the 
frequency of workshops, and supporting drug and laboratory facilities. Bahrain, Kuwait, Qatar 
and United Arab Emirates stated approval of the Ministry of Health officials, persistence 
negotiation policy, active negotiation and involvement of different departments, planning 
guideline formation and training. 

Afghanistan suggested the institution of a department of STD and provision of a 
national drug policy based on an essential drug programme. The Ministry of Public Health 
and other public sectors should arrange and monitor activities of health centres and 
nongovernmental organizations in the light of national policies, and conduct awareness 
raising and motivation enhancement (medical staff and community) through meetings, health 
education, mass media, teachers and mullahs. The outcomes will be to: have at least one STD 
department in the Ministry of Public Health; finalize provision of a national drug policy to 
avoid import and distribution of low quality drugs in the country; and train at least 200 nurses 
and 400 female doctors in 2 years. 

Jordan and Palestine suggested securing the necessary funds, strengthening the 
coordination mechanism between the different sectors, formulating a comprehensive plan for 
STD care, raising awareness of communities and clients through health education activities, 
integrating STD services within primary health care, reviewing and updating the available 
guidelines, orienting health care providers, training health care providers on STD case 
management, strengthening the laboratory services, strengthening reporting, surveillance, 
supervision, monitoring and evaluation. Palestine added establishing an outreach programme 
for risk groups. The outcomes will be as follows: improved coordination between the different 
sectors; preparation of a comprehensive plan; raised awareness of the community (clients and 
health care providers); integrated STD services; standardized guidelines in place; trained staff; 
laboratory services expanded and strengthened; strengthened reporting and surveillance 
system; and a plan for structured supervision, monitoring and evaluation adopted. Palestine 
added that an outreach programme for vulnerable groups would also be in place. 

Lebanon suggested strengthening the surveillance system, conducting prevalence and 
behavioural studies, improving laboratory capacity (public and private), identifying centres 
for patient care, standardizing case management and establishing guidelines, designing 
outreach activities for vulnerable groups, sensitizing health care providers and the general 
population about STDs, and training health care providers on STD care. The outcomes will be 
improved reporting and established case investigation including contact tracing, estimated 
prevalence of STD and identification of risk factors, upgradeable laboratory facilities for STD 
diagnosis, centres for patient care identified, equipped and trained, agreement on common 
guidelines, vulnerable groups reached and referred if needed, planned health education and 
awareness raising activities for different groups, designed training workshops on STD 
management for health care providers. 

Pakistan listed the identification of coordinators for STD prevention and care at 
national, provincial and district level in association with a STD task force; upgrading and 
standardizing national guidelines for syndromic management in view of drug sensitivity 
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studies; collection baseline data in selected community; regular monitoring and supervision to 
ensure smooth and effective delivery of quality services; strengthening referral system with 
voluntary counselling and testing and other clinical services; training of health care providers 
(public, private, informal); information education and communication/behavioural change 
campaigns; and integrated STD services with equitable access. The outcomes will be as 
follows: coordinators identified and in place; guidelines available; results of baseline survey 
available; monitoring and supervision system in place; linkages with voluntary counselling 
and testing and clinical services established and functional; 500 health care providers trained 
in syndromic management; information education and communication material based on 
behavioural change strategy developed; information disseminated through workshops and 
seminars and community mobilization meetings through nongovernmental organizations; and 
STD services available in all 20 districts (50% of the target population identified through a 
baseline survey). 

The Syrian Arab Republic listed upgrading laboratory facilities in equipment and 
personnel, enforcing follow-up and partner tracing (using dedicated health workers); and 
conducting surveillance activities for clinical syndromes and micro organisms. The outcomes 
will be: a reliable and capable central laboratory; better cure rate and prevention outcome and 
reduction in complications of STD; and better data about syndromes and their burden and 
resistance pattern of micro organisms. 

Djibouti suggested decentralization and integration at primary health care level while 
training medical and paramedical personnel on STDs (syndromic approach) at the national 
level. The outcome would be use of the syndromic approach at the country level. It also listed 
ensuring availability of drugs and following the management of stocks at the primary health 
care level, as well as reinforcing the capacities of the reference laboratory regarding 
diagnostic and personnel qualification. The outcome would be laboratory and operational 
studies. Other activities were increasing patient awareness and supporting IEC campaigns 
conducted by nongovernmental organizations. The outcome would be enhanced community 
participation in STD care. 

Egypt listed the following: activation of the STD national task force (outcome would be 
development of a national policy, development of a system for integration and advocacy); 
formulation of STD technical committee (outcome would be development of national 
protocols, national drug list, training curriculum and conduct training); establishing a 
surveillance system and conducting research (outcome would be improvement of reporting, 
guidelines, analysis of data, sexual behaviour study, and antibiotic resistance gonococci); and 
developing and implementing a monitoring and evaluation plan (outcome would be 
availability of indicators, reporting and data management). 

The Libyan Arab Jamahiriya listed four areas of activities: building capacity (outcome is 
expected to be training of managers and establishment of STD clinics in districts); developing 
national guidelines (outcome is expected to be introduction of national guidelines, with 
introduction of syndromic approach); conducting surveillance (outcome is expected to be 
conduction of national surveillance on STD trends and patterns and coverage); and 
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implementing quality assurance (outcome is expected to be periodic evaluation of national 
plans and guidelines and coverage rate of STD services). 

Morocco listed the following: more involvement of the private sector using the 
syndromic approach; developing syndromic case management algorithm for women, and 
partner notification; introducing the syndromic approach in basic medical education in the 4 
universities; and implementation of institutional training and research on STDs and use of the 
WHO guidelines.  

Somalia listed more training for all hospitals administrators, doctors and nurses from 
units involved in STD syndromic management. The outcome would be more involvement of 
doctors and nurses in the units in the syndromic approach and improved prescriptions, more 
STD syndromic management in the private sector; increased numbers of patients attending 
STD syndromic management, increased acceptability, and discussions with partners to ensure 
sustainability of drug supply. 

Sudan listed the activities as follows: training of medical doctors and nurses in all 
primary health care units in Khartoum state and other 6 states to fill the gap of services 
providers (outcome is expected to be in the form of involvement of all primary health care 
units and specialized departments in Khartoum and 6 other states treat STD cases, according 
to the syndromic approach); ensuring an effective reporting system (outcome will be regular 
monthly reports from all clinical units); conducting an evaluation study to assess process, 
coverage, quality and impact of the programme in Khartoum and 6 other states (outcome 
would be periodical review of the programme achieved). 

Tunisia suggested raising the coverage to 100% by training health care workers and 
ensuring availability of drugs; organizing training involving the private medical sector and 
pharmacies; introducing quality control for antibiograms in private laboratories. The outcome 
would be a review of the algorithm protocol, advertising campaigns against self medication 
and strengthening of data collection in all implicated services. 

6. Who will implement the planned activities? 

All members of the first meeting agreed that ministries of health would implement the 
planned activities; however, Oman, Saudi Arabia and Yemen added other related sectors, other 
governmental institutions, the private sector, national AIDS programmes and academia. 

Afghanistan listed Ministry of Health, WHO, UNICEF, United Nations Population Fund 
(UNFP), United States Agency for International Development (USAID) and Médecins sans 
frontières (MSF). Jordan and Palestine listed Ministry of Health and stakeholders. Pakistan 
reported Ministry of Health, national AIDS control programme, provincial AIDS control 
programmes, district government and local practitioners. The Syrian Arab Republic listed 
Ministry of Health (national AIDS programme, directorate of laboratories), the private sector, 
medical services of the military, primary health care, STD task force, laboratory for 
microbiological data (activities will be coordinated by national AIDS programme and STD 
task force). Djibouti listed the national AIDS programme, health centre of the army, WHO 
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and other international agencies and nongovernmental agencies. Egypt listed the Ministry of 
Health and Population, WHO, research institutions and other donors. The Libyan Arab 
Jamahiriya listed the national AIDS programme and WHO, public health departments in 
faculties of medicine. Morocco listed the Ministry of Health (national AIDS programme/task 
force), nongovernmental organizations and universities. Somalia listed national counterparts 
at zonal and regional level, recruited consultants and nongovernmental organizations. Sudan 
listed the national AIDS control programme and state AIDS cells. Tunisia listed the 
Directorate of Primary Health Care, syndicate of private medical sector, medical societies, 
national council for pharmacists, Ministry of Health, reference laboratories, Directorate of 
Primary Health Care and Directorate of Pharmaceuticals and Medicines. 

7. What are the resources needed? 

Afghanistan listed trainers, qualified laboratory experts, financial resources for the 
establishment of a STD department and training, modern laboratory equipment and facilities, 
computers, vehicles and communication facilities. Jordan and Palestine listed human 
recourses for technical support, and financial support. Pakistan listed financial and technical 
assistance. The Syrian Arab Republic listed financial resources for laboratory equipment 
(from both the Ministry of Health and donors) and human resources. Djibouti listed financial 
support, external consultants and qualified human resources. Egypt, Morocco and Tunisia 
agreed that the required resources are financial. The Libyan Arab Jamahiriya listed external 
consultants, materials, curricula, laboratory facilities, reagents, technicians, trained personnel 
to conduct the evaluation and financial support. Somalia mentioned technical and financial 
resources. Sudan specified funds to cover the costs of training and workshops, information 
education and communication materials, maintenance of the pouch system and evaluation 
studies. 

8. What technical support will be needed? 

The technical support needed by Oman, Saudi Arabia and Yemen is: consultants to 
assist in training of trainers in the field of syndromic approach; preparation of guidelines; and 
designing educational campaigns in the field of STD health-seeking behaviour. Bahrain, 
Kuwait, Qatar and United Arab Emirates listed prevalence studies, review of plans, 
management of the programme and materials for training. Qatar added programme evaluation. 

Afghanistan listed trainers and consultants for training courses (training of trainers) 
from concerned agencies, especially WHO. The Islamic Republic of Iran noted that technical 
support is needed for preparing guidelines, survey proposals and laboratory guidelines, 
training of laboratory staff, conduct of outreach programmes and in organizing collaboration 
with the nongovernmental organizations. Jordan and Palestine listed epidemiology, training of 
training of trainers in STDs and preparation of training materials. Lebanon listed local and 
international support in epidemiological and surveillance assessment (sentinel), local 
technical support to upgrade central laboratory capacity and support from academic medical 
institutions in setting guidelines and procedures. Pakistan listed baseline survey, 
standardization of guidelines and training of master trainers. The Syrian Arab Republic needs 
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support in laboratory equipment, human resources and surveillance (networking and 
software). 

Djibouti listed support for training of health personnel and adaptation of information 
education and communication materials. Egypt needs both local and international consultants. 
The Libyan Arab Jamahiriya listed external consultants, curricula, teaching materials, national 
workshops on STD guidelines for local consultants, WHO-trained staff to conduct the 
surveillance, computers, statistical programmes, external consultants on quality assurance. 
Morocco listed national technical support. Somalia listed validation of the syndromic 
approach study protocol. Sudan mentioned national expertise to develop study proposals. 
Tunisia mentioned personnel for training and local consultants. 

9. Other comments or issues for consideration 

Oman suggested establishment of a hotline for high risk groups. Afghanistan requested 
the Regional Office to arrange for person(s) responsible for implementation of STD control 
department in Afghanistan to visit one of the neighbouring countries. The Islamic Republic of 
Iran highlighted the need for political commitment, some changes in the laws and more 
collaboration with nongovernmental organizations and the private sector. Lebanon suggested 
tailoring recommendations according to country needs and acceptability for health care 
providers and the general population. Djibouti noted the need for integration and 
decentralization (primary health care and family planning) at the country level, as well as 
accessibility and usage of the condom, staff recruitment and training, and information 
education and communication campaigns, and programme management (reinforcement of the 
capacities at the central level). The Libyan Arab Jamahiriya suggested integration of STDs in 
national AIDS programme and primary health care services, periodic review of national 
guidelines, conduct of knowledge attitude and practices survey, and working with vulnerable 
groups (injecting drug users, commercial sex workers). Quality assurance should involve all 
activities including personnel, laboratory, drugs and printed materials. Morocco suggested 
information, education and communication activities (IEC campaigns by social 
communication programme, IEC activities among vulnerable groups by implementation of 
national guidelines for peer education, and IEC activities in school by implementing national 
guidelines for formal education). Somalia noted that the unavailability of drug quality control 
in Somalia poses a real challenge that needs to be addressed by health authorities in the next 
joint programme review and planning mission. 

7. A STRATEGIC TOOL FOR ENGENDERING SUPPORT FOR THE PROBLEM 
OF SEXUALLY TRANSMITTED AND REPRODUCTIVE TRACT 
INFECTIONS: THE PROGRAMME GUIDANCE TOOL (PGT) 
Dr Francis J. Ndowa, WHO Geneva, STD Unit (first meeting) 

The major constraints in combating sexually transmitted and reproductive tract 
injections are: 

• lack of adequate and sustainable budgets for health sector interventions in countries; 
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• lack of functioning health systems, including trained staff, to deliver proven 
interventions; 

• persistence of underlying factors determining vulnerability (poverty, powerlessness, 
gender inequality) which require profound, long-term political, economic and societal 
shifts; 

• denial, complacency, stigma, discrimination and violation of human rights in relation to 
STD, which are still hampering a supportive and energetic response; 

• lack of international financial support commensurate with the size of the epidemics. 

To address these obstacles, responses are needed in a number of key areas. 

• Increased resource allocation for specific activities (persuading policy-makers): In 
order to persuade policy-makers and leaders into making changes it is necessary to 
determine where key officials stand on the STD issue and the reasons they have for 
their position. Allies from these people (key officials and influential persons) need to be 
identified, contact maintained, steady information flow on STD maintained and 
economic analyses of direct and indirect costs related to STD conducted. Clear, short 
and compelling advocacy messages need to be developed. 

• Increased awareness among a specified population: It is important to know the 
audience and let the audience know you. By determining the best ways to disseminate 
the message to the audience (focus group discussions, interviews and surveys, media 
communications, and others), situations can be used to gather information from a 
specified population about what it knows about STD how concerned and if that concern 
is valid. 

• Public pressure to influence the government and policy-makers: Public pressure can be 
created through meetings with communities, national organizations and national groups, 
religious leaders, teachers, celebrities, etc, disseminating adjunct health information, 
health benefits and health cost implications, forming alliances with organizations, 
agencies and professionals, as well as through a programme guidance tool. 

The Strategic Approach for Improving Quality of Care in Reproductive Health can be 
adapted for STD and reproductive tract infection control programmes. The objective of the 
programme guidance tool is to design a comprehensive mix of interventions for STD and 
reproductive tract infection prevention and care which is appropriate and responsive to the 
local context. The principles of the programme guidance tool are that it is a locally led 
process, that it is based on collaborative partnerships, and that it uses an intersectoral and 
intrasectoral approach. 

For the first stage, certain strategic questions need to be addressed: 

• What is the magnitude and nature of the STD problem? (incidence and prevalence of 
infection, main determinants of the problem, distribution of syndromes and etiologies, 
Antimicrobial sensitivity patterns, population affected, community perceptions about 
the problem, and patterns of care-seeking); 
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• What is the current national response? (level of political commitment for STD control, 
resource allocation and distribution, current policy and programme guidelines for 
addressing established STD), quality of care of services provided in different parts and 
at different levels of the health service, and whether the necessary support is in place 
with regard to the procurement and distribution of drugs and other supplies, 
surveillance and laboratory back-up). 

• What interventions should be included in the national programme for addressing 
established STDs? (Which are the existing interventions that need strengthening or 
expanding? Which are the existing interventions that need to be reconsidered? Which 
new interventions need to be introduced or reintroduced?). 

The second stage is implementation, for which ten steps should be taken: 

1. decide on the need for the programme guidance tool and identify resources; 
2. establish the core team; 
3. commission the country background paper; 
4. circulate the country background paper; 
5. convene the stakeholders workshop; 
6. organize and conduct a field assessment; 
7. write the assessment report; 
8. convene a dissemination and strategic recommendation workshop; 
9. implement strategic recommendations including evaluation and scale-up as necessary; 
10. evaluate impact and utility of the recommendations. 

8. GROUP WORK: ROLE OF THE NATIONAL STD TASK FORCE PLANNING 
FOR STD PREVENTION AND CONTROL 

8.1 Country situations 

What is the current level of political commitment for prevention and care of STDs in your 
country now? Explain 

Saudi Arabia stated that financial commitment could be seen in the support, task force, 
educational curriculum and provision of laboratory services for STD patients. Yemen 
mentioned that commitment was high for drug supply, condom supply, laboratory facilities 
but low in financial support and care, while Oman stated that commitment was high 
(STD/HIV prevention programme is in place, the second guidelines manual in process and 
condom supply available in Ministry of Health institutions but not promoted by official or 
public media). Bahrain, Kuwait, Qatar and United Arab Emirates cited a moderate level of 
commitment (antenatal, pre-employment, premarital). 

In Afghanistan, religious and cultural values are an important factor. In the Islamic 
Republic of Iran, political commitment for HIV/AIDS and STD prevention and care is very 
good at the present time. In Jordan, commitment is very low due to a failure of advocacy. In 
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Palestine, there is low political commitment due to lack of awareness of policy-makers. 
Lebanon listed the newly formed STD programme, saying it was difficult to assess the level 
of commitment, but there were near initial positive indicators and prior positive experience in 
HIV/AIDS programme. In Pakistan, political commitment exists at both national and 
provincial level. The government has approved an enhanced HIV/AIDS prevention and 
control programme at a cost of approximately US$ 50 million. There also exists an HIV/AIDS 
national steering committee chaired by the Federal Minister of Health and a technical 
advisory committee on AIDS, headed by the Director-General of Health, with similar a set-up 
at all provincial levels. The AIDS control programme has been in operation since 1987 and 
STD prevention and control is an important component of the programme. There are national 
guidelines for syndromic management of STD, and a number of training programmes of 
health care workers from both public and private sectors, including doctors, nurses and 
paramedical staff of health and non-health sectors. In the Syrian Arab Republic, there is a high 
level of political commitment. The STD programme is a main component of the national 
AIDS programme. 

In Djibouti, there is an interdepartmental committee for control of STD/AIDS, malaria 
and tuberculosis in the Ministry of Health, control programmes for STD/AIDS and task forces 
for control of STD. In Egypt, the formation of the STD task force approved by the Minister of 
Health and Population reflects the start of a true commitment. In the Libyan Arab Jamahiriya, 
political commitment is there at ministerial level and needs to be strengthened at the higher 
level for STD prevention and control. In Morocco, STD control is a priority of the Ministry of 
Health; there is a national control programme, with a specific budget. In Somalia, the Somali 
health authorities have started to recognize the challenge that HIV/AIDS poses to the Somali 
population and a lot of interactions should be conducted to bring on board influential circles 
and constituencies. In Sudan, commitment is very low and STDs are not considered a priority. 
In Tunisia, there is a fair level of commitment to education campaigns and the activities of 
nongovernmental organizations. 

What are the main problems faced in STD/HIV prevention and control? 

Saudi Arabia listed stigma, discrimination, other sectors, lack of coordination with 
private sectors, no separate allocation of budget to STDs, lack of trained human resources. 
Yemen listed ineffectiveness of the programme, low level of resources, illiteracy and stigma, 
unknown magnitude of the problem and lack of integration with other programmes. Oman 
listed unavailability of the required drugs in the primary health care settings, lack of qualified 
personnel, lack of some laboratory facilities, lack of educational materials and media 
coverage, and insufficient cooperation with the private sector. Bahrain, Kuwait, Qatar and 
United Arab Emirates listed low budget, lack of openness, stigmatization, lack of full-time 
staff, under-reporting and absence of structure. 

Afghanistan listed cultural (case finding, preventive procedures), socioeconomic and 
administrative constraints and communication. The Islamic Republic of Iran listed weak 
collaboration with the judiciary, existing laws and policies (illegal sex industry). Jordan listed 
turnover of policy makers, low advocacy by WHO for ministers and denial of the epidemic. 
Palestine also stated denial of the epidemic, along with instability of the political situation and 



WHO-EM/STD/065/E 
Page 33 

 

low priority of STDs due to the current crises. Lebanon stated that the magnitude of the 
problem has not been well assessed, no reliable representative baseline data are available, and 
there is a fragmented approach to care. Pakistan listed political instability, and resistance from 
religious factions, availability of resources, acceptance of World Bank financed credit, timely 
release of funds, lack of technical expertise, socio-cultural barriers, denial and low priority 
due to low prevalence of visible infections. The Syrian Arab Republic listed lack of data, 
technical support and cultural factors. 

Djibouti mentioned human resources on the level of the health services concerned. 
Egypt listed working with high-risk behaviour groups, condom promotion, stigma and 
discrimination for STDs and different players in and outside the Ministry of Health and 
Population. The Libyan Arab Jamahiriya noted that frequent change of decision-makers leads 
to the interruption of programmes. Morocco listed sustainability of national experience and 
condom promotion among the general population. Somalia listed lack of trained staff, high 
turnover of staff and low staff morale. Sudan noted that STDs are regarded as diseases for 
specific groups (stigma). Tunisia mentioned financial costs. 

What do you expect to change in this advocacy/strategy approach? 

Saudi Arabia listed public awareness, political commitment, allocation of specific funds 
for the programme and that high risk groups would be encouraged to seek medical care. 
Yemen listed political commitment, financial support, adaptation of strategies, facilitating and 
conducting activities. Oman stated ensuring the availability of necessary STD drugs with the 
support of the drug committee, increasing the force of the professional personnel who will 
help in the implementation of the programme, provision of the required diagnostic tools, 
encouraging involvement of the private sector. Bahrain, Kuwait, Qatar and United Arab 
Emirates listed redistribution of the budget, increase in human resources, improved openness, 
media and school education and help from and mandatory notification by the private sector 
through legislation. 

Afghanistan listed public awareness raising and motivation (mass media, mosques, 
celebrations), improvement of administration and communication systems and establishment 
of a department for STDs in the Ministry of Public Health. The Islamic Republic of Iran listed 
strengthening the governmental commitments through national committees, investigating 
current laws and trying to remove the obstacles and discussing the existing problems with the 
judiciary system and trying to increase their collaboration. Jordan and Palestine suggested 
preparing a background paper based on available data to use as an advocacy tool at the 
decision-making level and conducting a campaign directed towards the new parliament to 
gain its commitment. Lebanon listed sensitization and awareness-raising of public health 
professionals and decision-makers, and orienting and committing resources (financial and 
human). Pakistan listed greater resource allocation, uninterrupted timely flow of funds, 
implementation of the programme to the grass-roots level, with the involvement of local 
governments, prioritization of the programme and programme strengthening and 
sustainability. 
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The Syrian Arab Republic listed increased efficiency of STD control activities. Djibouti 
listed better implication of the political decision-makers and more involvement of relevant 
sectors other than Ministry of Health. Egypt listed involvement of political or public figures in 
the advocacy plan. The Libyan Arab Jamahiriya listed higher levels of political commitment. 
Morocco listed involvement of nongovernmental organizations for political advocacy. 
Somalia listed changing the perception of judgmental attitude and fighting stigma and 
discrimination. Sudan listed more resource allocations for STD care and management, 
improved health care seeking behaviour. Tunisia listed upgrading access to the media, 
essentially television. 

Who should be involved? 

In response to this question, Afghanistan listed the Ministry of Public Health, doctors, 
health workers, teachers, mullahs. The Islamic Republic of Iran listed welfare organization, 
prison organizations, judiciary system, police, religious leaders, supportive associations and 
nongovernmental organizations, as well as sex workers themselves. Jordan and Palestine 
listed WHO, ministries of health, medical associations (different specialists looking after 
STDs and to reach the private sector), UNRWA and nongovernmental organizations. Lebanon 
mentioned stakeholders. Pakistan listed technocrats, public health personnel, STD specialists, 
health economists, religious and community leaders, media personnel and affected 
communities. The Syrian Arab Republic listed governmental sectors, nongovernmental 
organizations, community leaders and international agencies. 

Djibouti listed intersectoral technical committee for control of STD/AIDS, malaria and 
tuberculosis, control programmes for STDs and AIDS and task forces for control of STD. 
Egypt listed the Ministry of Health and Population, UN goodwill ambassadors and public 
figures. The Libyan Arab Jamahiriya listed the highest political level in the country. Morocco 
stated nongovernmental organizations. Somalia listed the Ministry of Health, social sector, 
religious groups, community-based organizations and nongovernmental organizations. Sudan 
listed key officials and influential persons. Tunisia listed the Minister of Public Health. 

What are your specific short-term goals? 

In response to this question during the first meeting, Saudi Arabia listed public 
awareness, political commitment, formulation of a task force, the development of planned 
guidelines, developed and adopted management guidelines, to identify appropriate and 
responsive intervention, and decrease the prevalence of STDs in the community. Yemen listed 
seminars, workshops and discussions, public awareness, political commitment, formulation of 
a task force, the development of planned guidelines. Oman stated community education, 
strengthening the integration of STD management at primary health care level. Bahrain, 
Kuwait, Qatar and United Arab Emirates mentioned identification of the magnitude of the 
problem. Restructure and strengthen a programme. 
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What will you do/use to develop the compelling argument/the advocacy message? 

Saudi Arabia listed involving religious people, members of scientific STD groups, the 
community, private health sectors, selecting influential people and making data available to 
convince the decision-makers. Yemen listed meetings with decision-makers, workshops for 
concerned officials, and available data and material. Oman stated that it would determine and 
clarify the extent of the STD problems in the country. The United Arab Emirates listed 
gathering data and formulating an economic forecast. Bahrain listed motivating patients to 
communicate with officials and communicating with the parliament. Qatar mentioned 
utilizing proper channels of communication. Kuwait listed utilizing proper channels of 
communication, gathering data and formulating an economic forecast. 

Afghanistan listed establishing a department of STD in the Ministry of Public Health 
and enhancing cooperation between gynaecologists, dermatologists, infectious diseases 
specialists, family planning (intersectoral collaboration) and other health departments. The 
Islamic Republic of Iran listed developing a document, including a situation analysis, and 
disseminating it among parliament members and the judiciary, and holding discussions 
through the national committees involving many organizations. Both Jordan and Palestine 
listed reactivating the national committee and the STD technical task force, holding 
workshops for decision makers and stakeholders and using the media for dissemination of 
information for advocacy purposes. Lebanon listed explaining the burden of STDs (mortality, 
morbidity, economics), with reference to other successful interventions in similar situations, 
preparing a national situation analysis, delivering a simplified message and creating a pressure 
group for lobbying. Pakistan listed collection and compilation of data regarding the burden of 
STDs, their complications and socioeconomic implications like infertility, ectopic 
pregnancies, fetal wastage, neonatal morbidity and mortality, divorces, stigma and 
discrimination, burden on the health system and risk of HIV infection. The Syrian Arab 
Republic listed determining the burden of STD (mortality, morbidity, economics), with 
reference to other successful intervention in similar situations, preparing a national situation 
analysis and delivering a simplified message. 

Djibouti listed using epidemiological data on the situation of STD at the country level, 
economic data on the impact of STD, data on the budget existing for control of STD, 
sensitization at the time of meetings and working with the media. Egypt listed meeting all 
involved partners with the media. The Libyan Arab Jamahiriya listed using data and 
information on economic consequences, political consequences, security consequences and 
future projections of the problem. Morocco listed the magnitude of STD, the cost of STD 
complications, the social and economic impact and the relationship between HIV and STD. 
Somalia listed using projection models, impact assessments and success stories. Sudan listed 
using data on STDs (cost–effectiveness analysis and cost–benefit analysis, clear, short and 
compelling advocacy message). Tunisia listed conducting a financial study, using 
epidemiological results for presenting plans to authorities concerned and organizing a 
communication workshop for health education. 
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What are your specific long-term goals? 

Saudi Arabia listed enhancement of the current activities for prevention and control and 
improve quality of care of STD patients. Yemen listed increasing the political commitment to 
a reasonable level, ensuring intersectoral and intrasectoral integration and adapting a strategy 
plan for STD prevention and control. Oman listed providing services to the risk groups and 
minimizing the burden of STDs as much as possible. Bahrain, Kuwait, Qatar and United Arab 
Emirates listed reducing morbidity and mortality, sustaining the decrease in the incidence of 
STDs and reducing economic and social costs. 

Who are the key people to contact? 

Saudi Arabia listed partners and decision makers (higher authorities in the Ministry of 
Health, other health related sectors, deans of medical colleges). Yemen listed policy-makers 
and community leaders. Oman listed drug committees, to ensure availability of drugs. 
Bahrain, Kuwait, Qatar and United Arab Emirates listed ministers of health or under-
secretaries of health affairs. 

Afghanistan listed the Ministry of Public Health (especially the curative medicine 
department, plan and policy department, preventive medicine department), nongovernmental 
organizations and WHO. The Islamic Republic of Iran listed the leader of the country, 
parliamentary members and directors of the judiciary and some involved nongovernmental 
organizations. Jordan listed the Minister of Health, medical services in the armed forces, 
members of the parliament, editors of daily journals, journalist associations, directors of 
television and decision-makers in UNRWA, nongovernmental organizations and the medical 
association. Palestine listed the Minister of Health, deputy Minister of health, directors- 
general of primary health care, decision-makers of UNRWA, nongovernmental organizations 
and the medical association. Lebanon listed legislators parliamentary committees, executive 
authorities, medical and scientific communities, community leaders and activists. Pakistan 
listed bureaucrats, political leaders and religious and community leaders. The Syrian Arab 
Republic listed decision-makers, medical and scientific communities, community leaders and 
activists. 

Djibouti listed political decision-makers, religious and community leaders, partners of 
the development (WHO, World Bank, French Cooperation). Egypt listed all sectors from 
Ministry of Health and Population, parliamentarians, universities, women’s associations, 
nongovernmental organizations and religious leaders. The Libyan Arab Jamahiriya listed the 
leader of the country, Prime Minister, ministers, religious leaders, community leaders, as 
being very important for the success of the programme through their influence on different 
sectors of the community. Morocco listed the parliament and Ministry of Finance. Somalia 
listed the Ministry of Health, the social sector, religious groups, community-based 
organizations and nongovernmental organizations (prevalence data, projection models, impact 
assessment). Sudan listed the federal government (political and financial support), ministries 
of health (facilitation and support for implementation of activities), international donors 
(financial support) and the community. Tunisia listed politics, ministers, religious leaders and 
representative health care workers. 
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What information to disseminate? How and to whom? 

Saudi Arabia listed incidence and prevalence of STDs in the community, cost of 
management of STDs and complications, to decision-makers. Yemen listed facts and figures 
for those participating in the policy formulation process. Oman listed facts and figures 
regarding the extent of STDs in the country, alarming factors that influence the magnitude of 
the problem in future (drug abuse, hidden vulnerable groups), favourable socioeconomic 
factors (unemployment, increase in tourism, bridging groups, open door policy), to provide 
findings from focus group studies. Bahrain, Kuwait, Qatar and United Arab Emirates listed 
success stories from neighbouring countries and cost effectiveness through regular 
epidemiology bulletins, official correspondence and communication with decision-makers. 

Afghanistan listed information about transmission, risks, complications and fatalities, 
delivered via mass media, mosques, celebrations, to responsible persons in the Ministry of 
Public Health, to mullahs and to teachers and female health workers. The Islamic Republic of 
Iran listed situation analysis of current STD and HIV/AIDS status, situation and experiences 
of other countries, results of prevalence studies and trend of STDs. Pakistan listed 
dissemination of available information (situation analysis and baseline information) at the 
appropriate level, highlighting possible health and economic implications and potential 
benefits of the programme, human rights and ethical considerations, motivation through 
religious messages. Lebanon listed information including burden of disease, impact of 
prevention and treatment through workshops, seminars, information education and 
communication, and the mass media. The Syrian Arab Republic listed burden of disease, 
impact of prevention and treatment. 

8.2 The planning process 

Who is responsible for developing and implementing the plan? 

Saudi Arabia listed STD and HIV programme managers, national scientific committee 
for STDs and HIV, as well as the STD task force. Yemen listed the programme manager and 
the national committee (task force). Oman stated the technical committee in the Ministry of 
Health (task force). Bahrain, Kuwait, Qatar and United Arab Emirates listed the Ministry of 
Health, STD programme director and STD task force. The United Arab Emirates added the 
Ministry of Interior. 

Afghanistan listed the Ministry of Public Health (department of policy and planning, 
departments of curative medicine and department of preventive medicine). The Islamic 
Republic of Iran listed the centre for disease control and the national committee. Jordan and 
Palestine agreed on the Ministry of Health. Lebanon listed the task force for STD, the 
Ministry of Health (reproductive health programme, Epidemiological Surveillance Unit) and 
national AIDS programme. Pakistan listed the Federal Ministry of Health, national AIDS 
control programme and provincial AIDS control programmes. The Syrian Arab Republic 
listed the Ministry of Health and national AIDS programme. 



WHO-EM/STD/065/E 
Page 38 

 

Djibouti listed the national AIDS control programme and Ministry of Health. Egypt 
listed the STD control unit (to be established). The Libyan Arab Jamahiriya listed the national 
AIDS programme and national centre for infectious disease control and prevention. Morocco 
listed the national AIDS programme. Somalia listed technical committees on HIV/AIDS and 
STD established in each zone of Somalia and responsible for the overall implementation of 
the action plans. Sudan listed the national AIDS control programme as the national body 
responsible for the development of plans for STD prevention. A special unit of STDs was now 
concerned with issues of STDs; however this unit could be evolved into a sub-programme 
under the umbrella of the national AIDS programme. All plans should be discussed and 
approved by the national STD task force and implementation of plans would be achieved at 
the level of states by state AIDS cells. Tunisia mentioned Directorate of Primary Health Care 
(Ministry of Public Health). 

What associated strategies, plans, etc. exist (e.g. national AIDS strategy)? 

Saudi Arabia listed integration of STDs care into primary health care activities, 
Integration of STDs care into the HIV programme. Yemen stated the AIDS programme, 
primary health care, information education and communication and the tuberculosis 
programme. Oman stated associated strategy with reproductive health/primary health Care. 
Bahrain, Kuwait, Qatar and United Arab Emirates listed enhance current STD/HIV strategy, 
enhance current antenatal care strategy, school health strategy and pre-employment screening. 

Afghanistan listed the national health policy and Ministry of Health policy, the national 
tuberculosis programme, national malaria programme, as well as the HIV/AIDS project for a 
central blood bank, for which a policy was being developed. The Islamic Republic of Iran 
stated that there was a national strategic plan for HIV/AIDS control, including STD 
prevention and care as one of 11 strategies (integration of STD control in HIV/AIDS control 
plans was being considered). Jordan and Palestine listed national AIDS strategy, reproductive 
health strategy and primary health care strategy. Lebanon listed the national AIDS 
programme, epidemiological surveillance information system and reproductive health 
programme. Pakistan listed national health policy, interim poverty reduction strategy plan, 
reproductive health policy and national strategic framework for HIV AIDS control. The 
Syrian Arab Republic listed the national AIDS programme and reproductive health 
programme. 

Who should participate in the planning process? 

Saudi Arabia listed the Ministry of Health, medical colleges, other governmental health 
sectors, other government-related sectors, private health sectors. Yemen listed decision- and 
policy-makers. Oman listed the Ministry of Health with other health related sectors, including 
the private sector. Bahrain, Kuwait, Qatar and United Arab Emirates listed urologists, primary 
health care, maternal and child health, public health, STD programme manager, microbiology, 
ministry of information, health education, military services and school health. 

Afghanistan listed the Ministry of Internal Affairs, Ministry of Defence, Ministry of 
Immigration, Ministry of Justice, nongovernmental organizations and UN organizations 
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(especially WHO). The Islamic Republic of Iran listed the centre for disease control, Ministry 
of Health and Medical Education, Ministry of Interior, Ministry of Defence, welfare 
organizations, nongovernmental organizations, prison organizations, judiciary and police 
representatives. Jordan listed the Ministry of Health, medical services in armed forces, 
UNRWA, nongovernmental organizations and the medical association, through the national 
STD committee and technical task force. Palestine listed the Ministry of Health, UNRWA, 
nongovernmental organizations and medical associations, through the national STD 
committee and technical task force. Lebanon listed the Ministry of Public Health, national 
AIDS programme, scientific and medical committees and WHO. Pakistan listed the national 
AIDS control programme and provincial AIDS control programmes, finance division, civil 
societies (nongovernmental organizations, community-based organizations) and the private 
sector. The Syrian Arab Republic listed the Ministry of Health, universities and the private 
sector. 

Djibouti listed the technical intersectoral committee for control of HIV/AIDS and 
tuberculosis, director of primary health care, care providers (physicians, nurses) and health 
education service. Egypt listed the national STD task force, STD control unit, national AIDS 
programme and local and international experts. The Libyan Arab Jamahiriya listed the 
national task force for STD and the scientific committee for AIDS and STD, public health 
department in medical schools and local consultants. Morocco listed the national AIDS 
programme, task force, epidemiological regional observatories, regional intersectoral 
committees (others sectors, nongovernmental organizations). Somalia listed zonal and 
regional authorities, WHO, UNICEF and nongovernmental organizations. Sudan stated that 
the the national AIDS programme would be responsible for the initiation of development of 
plans and activities, to be agreed upon and approved by the STDs national task force. Other 
partners (Ministry of Health, nongovernmental organizations, national expertise, WHO) 
would be involved and their opinions would be considered. Tunisia listed the Ministry of 
Public Health and associate partners, directorate of pharmaceuticals and medicines, syndicate 
of physicians and pharmacists, scientific societies, nongovernmental organizations and 
ministries of internal affairs, religious affairs, family and women, defence, social affairs, 
culture, youth and sport. 

8.3 Setting objectives and targets 

What is the desired change and in which areas? What are the priorities? 

Saudi Arabia listed changing community beliefs about the problem, encouraging STD 
patients to seek care, improving laboratory services and improving coverage of target 
population. The priority is to set care and prevention guidelines, including application of the 
syndromic approach. Yemen listed assessment and upgrading the programme, as well as 
involving the private sector. Oman listed improving the quality of STD services (availability 
of the drugs), improving IEC for STD, and improving private sector cooperation. 

Afghanistan listed the provision of plans, establishment of a department regarding 
STDs, training courses, health information systems and data collection, raising awareness and 
motivating the health sector and society. The Islamic Republic of Iran listed changes in 
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knowledge, attitudse and practices of judiciary and police systems to revise the current laws, 
adding making high-risk populations more accessible and changing the knowledge, attitudes 
and practices of high-risk groups and the general population, and strengthening the health 
delivery system in STD control. Jordan and Palestine listed planning, training and training 
materials, laboratory services, reporting and surveillance and increasing community 
awareness. Lebanon listed more reliable data, case management, human resources, technical 
capacities. Priorities were better reporting, networking and feedback, research, management 
guidelines and protocols, training, continuing medical education, upgrading facilities. 
Pakistan listed reducing prevalence and morbidity and mortality associated with STDs., 
prioritizing the most common STDs in the country like gonorrhoea, syphilis, Chlamydia, 
trichomoniasis and genital herpes. The Syrian Arab Republic listed more reliable data, case 
management, human resources and technical capacities in areas such as information, 
epidemiology, definition and treatment, health professionals and laboratories. Priorities would 
be better reporting, networking and feedback, research, management guidelines and protocols, 
training, continuing medical education and upgrading facilities. 

Djibouti listed all activities being at the level of the country, formation of health 
personnel, development of the tools and IEC references for health personnel and vulnerable 
groups (prisoners, young people and sex workers), improving patient care through a 
syndromic approach and enhanced drug availability, promotion of condoms and improving 
the management capacities of the programme. Egypt listed the establishment of an STD 
control unit and surveillance system for STDs, improvement of integration between different 
STD care providers, and improvement of the quality of care. The Libyan Arab Jamahiriya 
listed establishing STD services in the country, integration of the STD programme in the 
national AIDS programme, development of a national strategic plan (situation analysis), 
national guidelines, training of medical staff, laboratory support and health education. 
Morocco listed more coverage of STD syndromic management in the private sector, 
improvement of knowledge of the population for prevention and care, access to prevention 
and care for vulnerable groups, enhanced integration of STD care in reproductive health, 
improvement of STD management of women and social and behavioural studies among 
vulnerable groups. Somalia listed improving the environment, expansion and strengthening of 
STD delivery services, creation of capacities for prevention and management of STDs, 
improvement of infrastructure for provision of extended STD services and commitment to 
STD prevention and control. Sudan listed more advocacy for STDs so as to be included in the 
health care agenda targeting stakeholders, strengthening STD control activities (programme 
management, technical guidelines, availability and affordability of STD drugs, laboratories, 
condom promotion and availability, training), proper assessment of the prevalence and 
incidence of STDs to help in identifying gaps, development of indicators, monitoring and 
evaluation of the interventions and integration of STD activities (STD/HIV/AIDS promotion, 
antenatal care, condom provision, etc). Tunisia listed reduction of morbidity and 
complications due to STD, by promoting safe behaviour and upgrading quality management. 

What are the major challenges to develop STD control in your country? 

The major challenges noted by Saudi Arabia were lack of accurate and complete data 
about the problem, cultural barriers and weak coordination with other sectors. Yemen listed 
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lack of integration between related programmes, cultural and financial barriers and lack of 
awareness. Oman listed unavailability of the required drugs in the primary health care 
settings, lack of qualified personnel, lack of some laboratory facilities, lack of educational 
materials, media coverage and insufficient cooperation with the private sector. 

Bahrain, Kuwait, Qatar and United Arab Emirates listed cultural constraints and 
stigmatization, low budget, need for full-time staff, under reporting and lack of awareness. 
Afghanistan listed socioeconomic and cultural constraints, lack of capacity, technical and 
administrative obstacles and lack of communication. The Islamic Republic of Iran listed 
insufficient human resources in central and provincial levels, weak surveillance system, weak 
intra and intersectoral collaboration, especially in the private sector, lack of modified 
guidelines and algorithms for the country including etiological approach, weak diagnostic 
tools and laboratories, and lastly stigma and discrimination. Jordan and Palestine listed low 
priority given to STDs, lack of resources, shortage of trained personnel, under-reporting and 
weak surveillance, insufficient availability of equipped laboratories and low awareness among 
community and clients. Lebanon listed stigma, lack of information, lack of coordination, 
absence of commitment, diversity of management approaches and conflict of interest. 
Pakistan listed lack of baseline data, difficulty in reaching vulnerable groups, lack of data 
regarding drug sensitivity, lack of trained human resources, non-availability of required drugs 
and the unregulated large informal health care sector. The Syrian Arab Republic noted stigma, 
lack of information, lack of coordination and diversity of management approaches. 

Djibouti listed lack of knowledge of the prevalence of the STD within the general 
population, lack of systems for programme follow-up and evaluation, insufficiency of human 
resources, insufficiency of involvement of the decision-makers and lack of accessibility and 
availability of condoms at country level. Egypt listed lack of integration and coordination 
between different players, lack of national STD assessment, financial constraints, and lack of 
surveillance. The Libyan Arab Jamahiriya listed low political commitment, insufficient human 
resources, administrative instability, stigma and discrimination, intravenous drug abuse. 
Morocco listed sustainability problems, lack information education and communication 
activities and constraints in access to vulnerable groups. Somalia listed lack of trained 
personnel, lack of funds and lack of conceptualization and impact of the problem. Sudan 
stated that resources were insufficient to fill the gaps in training health care providers and to 
promote prevention interventions. Tunisia listed cultural, psychological, financial, and 
organizational challenges. 

What activities to overcome these challenges? 

Saudi Arabia listed conducting passive survey (STDs clinics) to evaluate the magnitude 
of the problem, information education and communication, formulating task forces to 
facilitate coordination with other health sectors and conducting surveys to identify the 
prevalence of STDs among high risk groups. Yemen listed studying the magnitude of the 
problem and monitoring of STD policies and services. Oman listed upgrading and reprinting 
the STD manuals and getting approval from the drug committee for implementation. Bahrain, 
Kuwait, Qatar and United Arab Emirates listed persuading decision makers to assign adequate 
funding, conducting media and public education and setting up multisectoral teams. 
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Afghanistan suggested training courses, health education and improving administrative 
and communication systems. The Islamic Republic of Iran listed explaining the importance of 
and need for more human resources to Ministry of Public Health authorities, recruiting staff 
through Global Fund support, revising and computerizing the surveillance, conducting 
training for peripheral levels, implementing the plan through national multisectoral 
committees, conducting motivating activities for private sectors, establishing a working team 
on the guidelines and performing prevalence studies and antimicrobial resistance. The Islamic 
Republic of Iran added preparing a laboratory guideline and training staff, establishing 
regional and central level laboratories, emphasizing the confidentiality of care and treatment, 
and educating and informing the public, and especially health care workers, for appropriate 
counselling. Jordan and Palestine suggested securing the needed funds, orienting health care 
providers, conducting field assessment/situation analysis, formulating a comprehensive plan 
for control of STD, training health care providers, strengthening reporting and surveillance, 
strengthening and expanding laboratory services, and reviewing and updating the available 
guidelines. Lebanon listed conducting activities for raising awareness (workshops, seminars), 
conducting situation analyses, conducting IEC activities, networking, holding a consensus 
workshop, conducting political advocacy, unifying protocols and guidelines and conducting 
laboratory training. Pakistan listed conducting biomedical and behavioural research in risk 
groups, improving service delivery to vulnerable groups through facility-based and outreach 
workers, conducting drug sensitivity studies, training human resources in public and private 
sectors, ensuring a regular supply of drugs, kits and consumables including condoms and 
registration and training of informal health sector workers. The Syrian Arab Republic listed 
conducting activities for raising awareness (workshops, seminars), conducting situation 
analyses, IEC activities, networking and consensus workshops, unifying protocols and 
guidelines, setting terms of reference and conducting laboratory training. 

Djibouti listed estimation of the prevalence of STD at the national level, estimation of 
the prevalence of STD among pregnant women, investigation of characteristics of vulnerable 
groups, studies on the predominant pathogenic agents and their sensitivity to antibiotics, 
reinforcement of the system of evaluation, decentralization and integration in the fight against 
STD at the level of the country, and ensuring accessibility and availability of condoms. Egypt 
listed assigning a full-time STD programme manager, strengthening the integration with 
different sectors, inviting all players to exchange experiences, discussing action plans, 
challenges and success, conducting an STD situation assessment, developing a surveillance 
system for STD, and building staff capacity. The Libyan Arab Jamahiriya listed conducting 
advocacy, securing financial resource allocation, training medical staff, improving national 
surveillance, conducting health education activities and enhancing control of drug use. 
Morocco listed mobilization of funds, condom promotion and involvement of 
nongovernmental organizations in STD services delivery for vulnerable groups. Somalia 
listed advocacy and resource mobilization. Sudan listed raising awareness among policy-
makers and leaders about the magnitude of the STDs problem, identifying key officials and 
donors, maintaining contact and consistent information flow, collecting data on STDs, 
carrying out cost–effectiveness analysis and developing and disseminating compelling 
advocacy messages. Tunisia listed addressing cultural and psychological barriers through 
information, education and communication, financial barriers through strengthening political 
commitment and raising internal and external funds (international fund raisers), and 
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organizational barriers by improving access to services, involving other partners (private 
sector and university), targeting risk groups and introducing STD management in medical 
curricula. 

What policies and guidelines need to be developed or modified? 

Saudi Arabia listed STD care and prevention guidelines and syndromic management 
guidelines. Yemen listed establishment of general guidelines for prevention, control of STD, 
ensuring safety of blood transfusion and strengthening primary health system for STD 
management. Bahrain, Kuwait, Qatar and United Arab Emirates listed updating and 
implementing existing policies and guidelines. 

Afghanistan listed provision of policies and guidelines to enhance interdepartmental 
cooperation, raise awareness and motivate the health sector and society. The Islamic Republic 
of Iran listed guidelines for counselling, care, treatment (both syndromic and etiological 
approach), diagnostic guidelines for laboratories, service packages for STD/HIV and AIDS 
care and treatment for all levels of health system,as well as revising the guidelines for 
surveillance of STD/HIV/AIDS. Jordan and Palestine listed guidelines for field assessment, 
training guidelines on STD case management and guidelines for laboratory technicians. 
Lebanon listed reviewing and modifying existing policies for reporting, establishing 
guidelines for surveillance, establishing guidelines for management and developing sex 
education policy. Pakistan listed developing guidelines for the informal health sector and 
updating national guidelines. The Syrian Arab Republic listed reviewing and modifying 
existing policies for reporting, establishing guidelines for surveillance, establishing guidelines 
for management and developing sex education policy. 

Djibouti listed developing guidelines for providers of care according to the syndromic 
approach, supportive information for vulnerable groups and information bulletins on the 
activities of the STD/AIDS control programme. Egypt listed developing national policy for 
STD, national guidelines for management and surveillance, adapting the syndromic approach 
for STD management, strengthening information education and communication and advocacy 
components and supporting ethical issues and confidentiality. The Libyan Arab Jamahiriya 
listed developing national guidelines for STD control, developing a syndromic approach and 
integrating STD services in primary health care programme. Morocco listed adaptation and 
implementation of WHO STD/RTI guidelines. Somalia listed integration of STDs and 
condom promotion. Sudan listed development of national guidelines for case management 
based on syndromic approach, promotion of appropriate health-care seeking behaviour and 
approaches to partner notification and strengthening the commitment of stakeholders to STDs. 
Tunisia listed strengthening political will for information education and communication 
campaigns, reviewing and adapting the syndromic approach algorithm after 2 years of 
utilization (2001–2003). 
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What are the main objectives for the current plan? 

Saudi Arabia listed achieving maximum execution of the plan. Yemen listed achieving a 
high rate of implementation of activities included in the plan, reaching vulnerable groups. 
Oman listed upgrading capacity of STD services. 

Afghanistan listed data collection and reducing incidence of STDs. The Islamic 
Republic of Iran suggested increasing the knowledge of 40% of accessible target groups about 
routes of transmission and prevention of STD/HIV/AIDS, increasing condom use in 
accessible high risk groups by 20% from baseline, increasing access of 10%–40% of selected 
target groups to the care system, halting the rising the STD prevalence in selected target 
groups based on the prevalence studies, conducting good quality surveillance in 100% of the 
provinces, increasing the knowledge of 50% of health care workers and 20% of informal care 
deliverers on the syndromic approach, increasing the knowledge of 30% of the general 
population on existing services, and improving attitudes of 10% of general population to 
reduce the social stigma of STD/HIV/AIDS. Jordan and Palestine listed reducing the 
incidence and prevalence of STDs, and integrating STD services within primary health 
care/reproductive health. Lebanon listed raising awareness about STD prevention and control, 
monitoring trends in STD in the general population and vulnerable groups, raising awareness 
on safe sexual behaviour and monitoring and evaluating impact of intervention. Pakistan 
listed strengthening the STD services in areas not covered under the enhanced programme and 
conducting drug sensitivity studies. The Syrian Arab Republic listed raising awareness about 
STD prevention and control, monitoring trends in STD in the general population and 
vulnerable groups, raising awareness on safe sexual behaviour and monitoring and evaluating 
the impact of intervention. 

Djibouti suggested reducing the prevalence of STD within the population, and 
developing a policy of prevention and care of STD. Egypt listed increasing awareness for the 
public, improving the quality of STD management, developing an efficient surveillance 
system and standardizing training for STD care providers. The Libyan Arab Jamahiriya listed 
providing STD care in the three main regions of the country and detecting disease trends to 
control STD spread. Morocco listed reducing STD incidence (through involvement quality of 
STD care, involvement of prevention activities). Somalia listed strengthening capacities for 
prevention and clinical management of STD, and improving provision of STD services. 
Sudan listed increasing resource allocation for specific STD activities and creating public 
pressure to influence government and policy-makers, providing accessible, acceptable and 
effective care services in the public and private sectors linked with effective referral system, 
increasing awareness among targeted population (core transmitters and bridging population in 
Khartoum and 6 other states) and improving the management capacity of the programme. 
Tunisia suggested extending STD management (syndromic approach) to all public structures 
and to 20% of the private sector, upgrading information on STDs including laboratory studies 
for etiology, upgrading management quality, reinforcing safe behaviours and assessing 
financial mobilization towards these objectives. 
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What targets, indicators and time-frames should be used? 

Saudi Arabia stated that targets, indicators and time-frames would be prepared 
according to activities to be agreed upon establishment of the plan within 2–3 years to reach 
clear objectives and indicators. Yemen listed reaching vulnerable group and upgrading 
capacity of STD services. Oman listed its targets as by 2005, 100% of STD drugs should be 
available in all primary health care settings; full-time manpower increased by 20% by 2005. 
Ensure collaboration of private sectors by 30% by 2005, to have capabilities to perform 
molecular level diagnostic techniques by year 2005. Increase IEC to 60% by year 2005. 
Indicators are the proportion of the STD patients treated according to the manual, the 
proportion of the private sectors co-operating with the programme, the number of samples 
processed by the molecular techniques, the number of materials produced for IEC. According 
to Bahrain, Kuwait, Qatar and United Arab Emirates, target were to raise awareness, reduce 
health care costs, decrease incidence and prevalence. Indicators are Incidence per 100 000 
population, sentinel/nation wide. And time frame is 3 years. 

Afghanistan listed developing HIS in all health care facilities in one year, awareness 
among 30% of urban population in two years, training 20% of male health care workers in 
STD case management in two years, and training 400 female doctors and 200 female nurses 
in STD case management in two years. The Islamic Republic of Iran stated that the target and 
indicators are clarified elsewhere and the time-frame is considered to be 2 years. Jordan and 
Palestine listed targets as reducing the prevalence of STDs among targeted group(s) by 2% by 
end of 2005, and training 50–60 trainers and 20% of physicians (GPs, family doctors, 
dermatologists and gynaecologists). Lebanon listed targets as leaders, health professionals and 
public, general population and vulnerable groups, epidemiological information system, 
general population and vulnerable groups. Indicators are legislation, guidelines, STDs 
incidence, prevalence, completeness of reporting and number of condom used. Pakistan listed 
targets as establishment and operationalization of STD services in 20 districts in the country, 
and availability of information regarding dug sensitivity patterns. Indicators are % of DHQ 
providing STD services, number of health care providers trained in public and private sector, 
number of STD patients treated through these facilities, drug sensitivity study conducted and 
results of the study made available. The Syrian Arab Republic stated the targets as leaders, 
health professionals and public, general population and vulnerable groups. 

Djibouti listed its targets as to reduce the prevalence of the STD within the population 
by 30% in 2007 and extend the coverage of the programme to all the health centres of the 
country. Indicators are diagnosis and treatment of STD, counselling on prevention and 
screening of STDs, availability of the drugs in health services, care-seeking for STD at the 
level of health services, availability of condoms all over the country, and use of condoms at 
the time of high risk. The proposed time-frame was 2003–2007. Egypt listed targets as by end 
July 2005, surveillance system in place, national policy and protocols developed, coverage of 
6 governorates within primary health care, and involvement of 20% of the private sector. The 
Libyan Arab Jamahiriya listed its target as to develop a national STD programme. Indicators 
are number of STD clinics established, % of STD patients covered, % of STD patients 
receiving treatment, and number of patients cured. The suggested time-frame was one year. 
Morocco listed more coverage of STD case syndromic management in the private sector (50% 
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of private physicians using syndromic approach) and improvement of the knowledge of the 
population for prevention and care. Prevention indicators are accessibility of prevention and 
care by vulnerable groups, STD services delivery for vulnerable group, integration of STD 
care in reproductive health, WHO Guideline adapted and implemented in 2 regions during 
2004, improvement of STD care management of women, and setting up of STD strategy 
control among women during 2005. Somalia’s target was that by 2005, environment and 
capacities for STD would be improved. Indicators are validation study results applied, staff in 
sentinel sites trained, drug supply for STD ensured, guidelines developed and in use, regular 
reporting system functional, and supervision and monitoring in place and functional. In 
Sudan, targets are that by 2005, 60% of individuals presenting with STD in health care 
facilities would be assessed and treated in an appropriate way in Khartoum and other 6 states. 
Also by 2005, 90% of individuals seeking STD care in health facilities would receive 
appropriate advice on condoms and on partner notification. Indicators are number of 
individuals presenting with STD in health care facilities assessed and treated in an appropriate 
way, number of individuals seeking STD care in health facilities who received appropriate 
advice on condoms and on partner notification, number of pregnant women aged 15–24 with 
positive serology for syphilis, and number of reported episodes of urethritis in men aged 15–
49 in the past 12 months. Tunisia listed targets as the general population, risk groups, STD 
patients, and indicators as incidence and prevalence, and condom promotion. 

What are the key intervention areas? 

Saudi Arabia stated integration of STDs within activities. Yemen listed prevention, 
treatment and care, and studies. Oman listed therapy, diagnosis and IEC. Bahrain, Kuwait, 
Qatar and United Arab Emirates listed commitment from the decision-makers. 

Afghanistan listed all health centres, including blood banks, laboratories and 
dormitories, surveillance, capacity-building and health education. The Islamic Republic of 
Iran listed integration of the programme in family planning, HIV/AIDS control plans, access 
to high-risk populations, capacity-building and nongovernmental organization collaboration. 
Jordan and Palestine listed infrastructure, training, reporting and active surveillance. Lebanon 
and the Syrian Arab Republic listed dissemination of information, unified case management 
and improving access to medical care, reporting and epidemiological surveillance, health 
education. Pakistan listed technical assistance, capacity-building, medical supplies and 
equipment. 

8.4 Strategies to reach the objectives 

State the proposed strategies, identify its strength and weaknesses and what activities to 
overcome these weaknesses 

Saudi Arabia stated prevention, with emphasis on reaching vulnerable groups, care and 
treatment with emphasis on syndromic approach, IEC and strengthening programme 
management. Yemen listed training of providers, supporting laboratories and developing 
general guidelines on care and treatment, and conducting IEC campaigns through media, 
posters, seminars, workshops and introducing the STD subject in the curriculum. Concerning 
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surveillance, strategies are training, designing and producing, reported models. As regards 
prevention, strategies are education and condom promotion. Oman listed covering a wide 
group of population with IEC activities, noting that the weakness of this strategy is that it may 
not significantly influence behaviour of many people. This can be overcome by increasing 
counselling (peer education in schools). Another strategy listed was strengthening availability 
of drugs. The last strategy listed by Oman was enhancing involvement of the private sector 
and improving laboratory facilities. Bahrain, Kuwait, Qatar and United Arab Emirates listed 
adoption of syndromic case management, for which a potential weakness might be the 
preference of some clinicians for etiologic diagnosis, as well as enhancing IEC and public 
monitoring and surveillance. 

In Afghanistan, strategies are to establish an HIS section in all health care facilities; 
conduct special and regular programmes regarding STDs via mass media, mullahs, teachers 
and primary health workers; provide regular training courses for health care workers in the 
Ministry of Public Health by technical and financial support of concerned agencies, especially 
WHO; and conduct specific training programmes regarding STDs (prevention, control and 
treatment) for female doctors and nurses. 

In the Islamic Republic of Iran, strategies are improving access to hard-to-reach high-
risk populations through outreach, peer education programmes and increased number of 
services; providing information and education through mass media, nongovernmental 
organizations, peer groups and educational materials; providing counselling, care and 
treatment for patients, partners and people at risk; and strengthening surveillance systems, 
both disease surveillance and behavioural. 

In Jordan and Palestine, strategies are to conduct advocacy at the decision-maker level 
(activation of the national STD task force, preparation of background paper, sensitization of 
general population and decision makers through mass media); assess the magnitude of the 
problem among targeted group/high risk group (review available data to conduct prevalence 
study among targeted group); provide health education activities targeting the general 
population and high risk groups; and reorganize available services to provide STDs 
(conducting field assessment, taking corrective actions to make health centres ready for 
service provision, training a core group of trainers, training health care providers, preparation 
of training material). 

In Lebanon, strategies are to build alliances with the media, scientific groups, peer 
review groups and nongovernmental organizations. Strengths of this approach are broad-
based outreach at all levels, that is well established and experienced. Weaknesses are lack of 
coordination and information variability. Activities include standardization of information and 
materials, training of trainers, establishing guidelines for patient and contact management, 
ensuring appropriate treatment and management of patients and contacts, monitoring STD 
trends through laboratory information network, monitoring STD trends through sentinel 
surveillance system, and defining a national policy for sex education. 

In Pakistan, the primary strategy is building capacity of existing facilities. Strengths are 
the development of local expertise, upgrade of existing infrastructure, curriculum and 
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guidelines already developed, and master trainers available. Weaknesses are financial 
constraints and frequent turnover of trained staff. Another strategy is provision of medicine, 
supplies, equipment etc. Strengths are that most drugs are available at affordable rates in the 
country, and there is some expertise in procurement procedures for supplies and equipment. 
Weaknesses are financial constraints and limited experience in bulk procurement. 

In the Syrian Arab Republic, strategies are to build alliances with the media, scientific 
and peer review groups and nongovernmental organizations, establish guidelines for patient 
and contact management, monitor STD trends through a laboratory information network and 
sentinel surveillance system, and define national policy for sex education. 

In Djibouti, strategies listed are to improve STD care in the health structures of the 
country, reinforce the technical capacity of the care services of STD in the health systems, 
integrate the services of STD within the basic health services, conduct IEC campaigns for the 
general population and promote accessibility and use of condoms. 

Egypt listed strategies as: development of a national STD policy (strengths are presence 
of task force and human resources; weakness are multiplicity of players); establishment of an 
STD unit (strength is the availability of human resources; weakness are financial motivation, 
and lack of managerial experience); establishment of an integrated system for STD control. 
(strength is infrastructure for primary health care; weakness may be difficulties in including 
the private sector); and establishment of STD surveillance (strength is the presence of a 
national surveillance system; weakness are unavailability of guidelines for STD surveillance). 

The Libyan Arab Jamahiriya listed its strategies as: advocacy (weaknessese are 
unavailability of data on the magnitude of the problem to convince politicians, and instability 
of the administrative system); application of syndromic approach (strengths are high coverage 
of STD patients and minimal laboratory intervention; weaknesses are high cost and lack of 
awareness by medical doctors and nurses); health education (strengths are dissemination of 
correct health information to reach different sectors of society; weaknessese are ineffective 
local mass media and sensitivity of the STD issue); and addressing high risk populations 
(strengths are well-defined risk groups; weaknesses are stigma and discrimination, 
prosecution, and difficult communication). In Morocco, strategies are strengthening of STD 
care strategy; strengthening the involvement of others sectors (e.g. nongovernmental 
organizations); strengthening the STD surveillance system; and developing policies and 
mobilizing resources. 

Somalia listed the following strategies: increasing availability of services (strength is 
increase of coverage; weakness is technical and financial demands); increase the acceptance 
(strength is increasing the coverage; weakness is the difficulty of convincing private sector 
and senior physicians to follow guidelines and policies); provision of services freely or 
nominal fees (strengths are increased coverage and affordability; weaknesses are lack of funds 
and weak capacity to absorb); and conducting wide advocacy using results of cost–
effectiveness analysis and other studies (strength is bringing STD to the top of the agenda). 
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Sudan listed its strategies as: strengthening the surveillance system to assess the 
epidemiological situation and existing gaps, ensure data accuracy; providing effective STD 
care services; improving national and international response to the problem; and initiating 
preventive interventions measures mainly awareness raising and promotion of condom use 
among targeted population in Khartoum and 6 other states. 

Tunisia listed the following strategies: expanding STD management, training of 
personnel, availability of drugs, access to services, treatment of partners; upgrading 
information on STD; assessing and strengthening management quality; promoting safe 
behaviour; and improving fundraising. 

What are the investments needed? What sustainable financing mechanisms will be used? 

Saudi Arabia listed human resources and ensuring availability of funds and allocation of 
funds in the regular annual budget. Yemen listed human resources and identification of budget 
allocation, assuring the cost of the activities within the regional annual budget. Oman listed 
variables within the Ministry of Health. Bahrain, Kuwait, Qatar and United Arab Emirates 
listed investments as capacity-building and enhancement of laboratory services. Mechanisms 
used would be joint government financing and health insurance. 

Afghanistan listed: establishing a plan and budget for these programmes at the 
government level; additional financial support by concerned agencies, especially WHO, 
UNICEF, USAID, UNDP, World Bank and Islamic Development Bank; computers for data 
management; additional staff (STD coordinator in the Ministry of Public Health); and health 
information systems. The Islamic Republic of Iran listed the need to use the existing health 
care system. Besides training and keeping the personnel updated, there is not much financial 
burden to the system. Collaboration with nongovernmental organizations is an area for more 
consideration. Jordan and Palestine listed financial support through the Ministry of Health 
budget and possibly interested donors. Lebanon listed investment as financial, human and 
technical, with a sustainable financing mechanism from the Ministry of Public Health, and 
partial patient contribution. Pakistan listed investments as personnel, finances, logistics and 
supplies. Initially the project is intended to be donor-funded but could later be sustained by 
public financing. The Syrian Arab Republic listed investments as financial, human, technical 
and material. The sustainable financing mechanism would be through a sustainable budget 
from the Ministry of Health, with partial patient contribution. 

Djibouti listed US$ 400 000 as necessary to realize the activities and complete the 
available funds. Egypt listed financial investment for building capacity and training of 
trainers, providing supplies and equipment for the first two years, then the Ministry of Health 
and Population would continue support. As well, local and international technical investment 
was mentioned. The Libyan Arab Jamahiriya listed financial resources, human resources, 
allocation of yearly government funds, as well as technical support in the form of training 
manuals, printed and audiovisual materials, protocols, guidelines and laboratory support. 
Morocco listed government, donors, and national technical support. Somalia listed human 
resources, physical resources, capital, technical support, and development of modules 
guidelines. Sudan listed investments in provision of treatment and care for infected and 
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affected persons (promotion of care-seeking behaviour, provision of clinical services, etc), 
government support, international donations and community financing. Tunisia listed 
personnel training, health education, reagents for reference laboratories, computer supplies, 
national and international fundraising, and local and international consultants. 

How will STD services link with other services (e.g. AIDS, voluntary counselling and testing, 
PMTCT, Health education, etc)? 

Saudi Arabia and Yemen stated through integration and coordination with all concerned 
sectors. Oman stated by integration of STD programmes with these other services. Bahrain, 
Kuwait, Qatar and United Arab Emirates listed motivating the private sector to notify, 
providing service training, initiating a self-referral programme at STD clinics, and using 
health media. 

Afghanistan listed intersectoral collaboration such as through health education, AIDS 
project, communicable disease programmes and the central blood bank. The Islamic Republic 
of Iran listed integration of STD control in the primary health care system; cooperation with 
the family planning office at central and peripheral levels to integrate surveillance and care 
and treatment; collaboration with the Ministry of Interior, welfare, prison and 
nongovernmental organizations in case finding and care services; integration of health 
education in schools by the Ministry of Education; and using the mass media for information 
and even education. Jordan and Palestine listed integration with all the available services. 
Lebanon and the Syrian Arab Republic listed unifying locals for care provision, integrating 
educational activities, sharing information, and complementing efforts of support groups. 
Pakistan listed referral of STD patients to voluntary counselling and testing centres, 
establishing voluntary counselling and testing centres at places where service provision exists 
and centres linked with second generation surveillance for HIV/AIDS. 

Djibouti mentioned that the STD control programme is integrated into the control 
programme of AIDS. The health education service is a partner in the control programme of 
STD/AIDS. Egypt listed developing a national referral system including all STD preventive 
and care services. The Libyan Arab Jamahiriya stated that the STD programme will be 
integrated in national AIDS programme and primary health care. Morocco stated that the STD 
control programme is integrated with AIDS control programme, and STD case management is 
integrated in primary health workers. Somalia listed integration, staff and facilities providing 
HIV/AIDS services, PMTCT and health education can be utilized and trained to provide STD 
services and promotion. Sudan listed integration of the training activities and reporting, 
provision of care and management services in existing services (reproductive health services), 
and utilizing available cadres and logistics. Tunisia listed integrated STD plan in AIDS 
programme, different levels of case management, collaboration with associate partners and 
other units included in the programme. 
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9. GROUP WORK: EVALUATION OF PREVENTION AND CARE ACTIVITIES 

What indicators for measuring progress and success? 

Saudi Arabia listed proportion of activities achieved compared with the set target, e.g. 
percentage of properly STD among all STD patients, and proportion of level of improvement 
of knowledge after dissemination of messages. Yemen listed the number of STD facilities in 
health services, number of trained personnel according to plan, number of laboratories 
providing correct diagnosis of STD. Oman stated improving collaboration with the private 
sector by 30% by 2005, having capabilities to perform molecular level diagnostic techniques 
by 2005, increasing IEC to 60% by 2005. Indicators would be the proportion of STD patients 
treated according to the manual, the proportion of private sector facilities cooperating with the 
programme, the number of samples processed by molecular techniques, and the number of 
materials produced for IEC. 

Afghanistan listed STD prevalence and number of health care workers trained. The 
Islamic Republic of Iran listed percentage of the target group who can list at least two ways of 
transmission of HIV/AIDS/STD; percentage of high-risk people who used condoms during 
their last intercourse; number of active health care centres engaged in STD control; 
prevalence of selected STDs; percentage of the provinces which send their surveillance 
information in time, complete and valid; percentage of health care workers who can state at 
least 2 more prevalent STDs; number of health care workers trained; number of educational 
materials distributed among informal care deliverers; and rate of STD case searches for 
service clinics. Jordan and Palestine reported change in prevalence and incidence rates, % of 
staff trained, cure rate, and KABP of community. Lebanon and the Syrian Arab Republic 
listed incidence of STDs, % of contact tracing, cure rate, and number of condom dispensed. 
Pakistan listed number of STD service delivery centres established, number of health care 
providers trained, percentage of STD patients treated, number of condoms distributed, and 
availability of results of drug sensitivity tests. 

Regarding the information needed for evaluation and the means for collecting such 
information, Djibouti listed strengthening of the system of follow-up and evaluation, 
incidence of STD, prevalence of STD among vulnerable groups, availability of drugs and 
condoms, availability of information support among vulnerable groups, and quality of care. 
Egypt listed STD prevalence, number of trained staff, and quality of care. Means listed were 
assessment of the situation according to the plan, and analysis of reported data. The Libyan 
Arab Jamahiriya listed conducting a situation analysis to establish a national database for 
STDs, with information collection from sentinel surveillance sites, and case reporting from 
STD clinics, primary health care units. Morocco listed case reporting (national level), 
volunteer blood donors, sentinel surveillance system, second generation surveillance, special 
study: (such as prevalence, socio-anthropological study). Somalia listed a structured report 
reflecting processes, outcomes and impact indicators built into the plans at the goal, strategy 
and activity level; programme management including financial management and coordination 
reports to assess the extent to which they contribute to or hinder programme objective. Sudan 
listed active reporting of data on prevalence and incidence of STD, collection of information 
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through the national information system and the state AIDS cells, supervision. Tunisia listed 
the same indicators as mentioned, systematic collection of data, surveys. 

What activities to produce these indicators? How often? 

Saudi Arabia listed prevalence, and behavioural studies. Yemen listed number of STD 
facilities in health services, number of trained personnel according to plan, number of 
laboratories providing correct diagnosis of STD. Oman listed updating the current manual 
every 3 years, holding open discussions with drug committee and using information about the 
cost–benefit by presence of these drugs at primary health care level, conducting a series of 
training workshops for the private sector to raise their awareness the extent of STD problem 
and to implement the programme. Bahrain, Kuwait, Qatar and United Arab Emirates listed 
periodic surveillance. 

Afghanistan listed regular monitoring of case reports by the STD department every 
three months and reports from training programmes and workshops. The Islamic Republic of 
Iran listed using routine data collected and surveys. Based on applicability, the indicators 
would be measured annually, every two years or some once at starting the plan and once in 
the last year. Jordan and Palestine listed strengthening and reviewing the reporting system 
(quarterly), conducting follow-up prevalence study (every 3 years) and conducting KABP 
study (every 3 years). Lebanon and the Syrian Arab Republic listed surveillance by monthly 
reports, case based investigation system bi-annually, checking records at dispensing sites 
yearly. Pakistan listed quarterly reporting, six-monthly evaluation, and evaluation of 
programme at the end of 2 years.  

What are the means for collecting such information. 

Saudi Arabia listed questionnaires, studies, checklists, interviews, reports, field visits to 
be done according to availability of resources and personnel. Yemen stated monitoring, 
checklists, according to availability of human and financial resources. Oman listed data 
gathered from different primary health care setting, surveillance and planning department. 
Bahrain, Kuwait, Qatar and United Arab Emirates listed ongoing surveillance. Afghanistan 
listed trained medical staff, blood bank, laboratories and registration of involved departments. 
The Islamic Republic of Iran listed monitoring, evaluation and planning. Jordan and Palestine 
listed routine reporting, rapid assessments and surveys. Lebanon listed surveillance unit at the 
Ministry of Public Health, national AIDS programme, United Nations Population Fund, 
private importers records, registry for STD cases. Pakistan listed progress reports, service 
statistics, third party evaluation. The Syrian Arab Republic listed surveillance unit at Ministry 
of Health, national AIDS programme, United Nations Population Fund, private importers 
records, registry for STD cases. 

How to disseminate the information and how often? 

Saudi Arabia and Yemen listed regular reports, bulletin, newsletter, fact sheets, feedback 
reports. Oman cited reporting to higher authority and feedback for action plan, monthly. 
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Bahrain, Kuwait, Qatar and United Arab Emirates listed epidemiology bulletin on a regular 
basis. 

Afghanistan listed meetings and workshops every 6 months. The Islamic Republic of 
Iran stated that data are disseminated at country level quarterly and to WHO through quarterly 
and annual reports. Tables, fact sheets, graphs, newsletters, press releases, etc. are used. Some 
information might be reported to policy-makers confidentially. Jordan and Palestine 
mentioned through workshops/meetings, annual report, scientific journals. Lebanon listed the 
Ministry of Public Health bulletin biannually, national AIDS programme newsletter 
biannually, web sites, and group meetings yearly. Pakistan listed seminars, workshops, 
publications. The Syrian Arab Republic listed national AIDS programme newsletter 
biannually, web sites, yearly group meetings. 

Djibouti listed collecting data at the level of all the health centres, monthly report 
statistics concerning STD, feedback to contractors at the time of quarterly meetings, 
supervision of personnel. Egypt listed quarterly meetings of the task force, bi-annual meetings 
for different sectors, disseminating results for private sectors involved. The Libyan Arab 
Jamahiriya listed monthly reports to national AIDS programme, reports to decision-makers, 
publication in medical journals. Morocco listed epidemiological bulletins, national meeting. 
Somalia listed quarterly structured reports and annual meetings. Sudan stated preparation of 
monthly, quarterly and annually reports to be distributed among major stakeholders. Tunisia 
listed trimestral epidemiological bulletins, and annual reports. 

What specific technical support will be needed? 

Saudi Arabia and Yemen listed consultants in various programme aspects according to 
the plan of action. Oman stated technical training/consultants from WHO in specific 
fields\quality control. Bahrain, Kuwait, Qatar and United Arab Emirates listed laboratory, 
surveillance and management support. Afghanistan listed provision and distribution of blue 
sheets by concerned agencies and WHO, transportation facilities by WHO, technical 
assistance in establishing STD programme by WHO, computer and modern laboratory 
technology. The Islamic Republic of Iran listed consultants for monitoring, evaluation and 
surveillance; supplies and equipment (e.g. software, etc.); and networking, at both national 
and international levels. Jordan and Palestine listed support in epidemiology, training of 
trainers in STDs, and preparation of training materials. Lebanon listed upgrading of central 
laboratory, expertise in establishing a registry unit. Pakistan listed technical assistance for 
design and implementation. The Syrian Arab Republic stated upgrading of central laboratory, 
expertise in establishing a registry unit. 

The Libyan Arab Jamahiriya listed necessary technical support as training of medical 
staff, preparing of reporting forms, computers, facsimile machines. Somalia listed training 
modules and guidelines, projection models to demonstrate the impact, study protocols. 
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10. SELECTED TOOLS FOR ASSESSING THE EPIDEMIOLOGICAL 
SITUATION, EXISTING RESPONSE AND CARE-SEEKING BEHAVIOUR 
Dr Ali As’ad, Temporary Adviser WHO/EMRO (first meeting). 

Components of assessment are the affected population, distribution of syndromes and 
etiologies, prevention and care activities, and health care seeking behaviour. Such assessment 
aims at strengthening planning and implementation, identifying target populations for 
intervention, prioritizing activities, and allocating resources. In general, the timetable and 
repeatability of assessment depends on the time-frame for achieving the objectives, 
availability of resources, and disease burden. 

The STD task force, working groups and national level discussions will determine the 
burden of STDs, e.g. the level of reported incidence for specific STDs, the apparent trends, 
the proportion of pregnant women attending antenatal clinics with positive serology for 
syphilis, the prevalence of gonorrhoea, Chlamydia, and trichomoniasis among women seen in 
health facilities who are not seeking STD care, the prevalence of STDs among vulnerable 
populations (i.e. displaced persons, youth, injecting drug users) 

The data needed are the total case load, number of diagnosed syndromes, proportion of 
people seeking STD care, and type of diagnosis used (etiological, clinical, syndromic). If 
syndromic, urethral discharge in males, vaginal and lower abdominal pain in women, genital 
ulcers in both. Data sources might be specialized STD clinics, health centres, hospital 
outpatient departments, maternal and child health clinics, dispensaries and other first level 
care locations, family planning clinics, and sentinel sites within the population. The 
limitations of gathering data could be the uncertainty about the completeness of reporting, 
misclassification of STDs, under-detection, and diversity of STD care providers. 

Proposed prevalence study design: 

• Location specifications: sites where STD care is provided, urban and/or rural, a 
minimum of 5 sites is recommended).  

• Study population: all adult men and women over 15 years of age who attend the clinic 
during study period).  

• Duration of study and sample size: study can be completed in 2–3 months. Sample size 
is the number of attendees at site during the study period). 

The data to be collected are the total number of consultations in the site for persons aged 
15 and above, sex of individuals seen at the study site, the number of persons 15 years and 
above visiting the site who are diagnosed with syndromes (e.g. urethral or vaginal discharge, 
genital ulcerations and lower abdominal pain). 

Behavioural survey data can help in identifying and examining patterns of sexual 
behaviour linked to STD and HIV transmission. Such surveys collect prospective data on 
behavioural indicators such as specific knowledge, attitudes, behaviour and practices. Data 
are needed on the minimum set of indicators from population groups using appropriate 
sampling methods (e.g. cluster surveys). The study population could be male and female high-
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risk group (e.g. sex workers, truck drivers, sailors, seaport workers, STD clinic attendees) as 
well as suitable lower risk groups (e.g. factory workers, students, antenatal attendees). 
Behavioural indicators include age at first intercourse, percentage of the population ever 
having sex, etc. 

The main topics in assessment cover the reasons why, when and where people seek STD 
medical care. Questionnaires should be designed for health care providers, traditional healers, 
pharmacists, focus groups, individuals, and STD patients. Patient treatment, information 
education and communication, counselling (for HIV/AIDS and STDs), condom promotion 
and provision, partner notification, and surveillance form different areas of heath care seeking 
behaviour assessment. 

11. SURVEILLANCE: GROUP WORK 

11.1 Future plans on surveillance (first meeting) 

For future plans on surveillance, Bahrain suggested the establishment of postnatal 
sentinel sites. In Bahrain, there are laboratory facilities for antigenic detection of STDs and 
PCR is available. The possibilities and means of culture are available, and there are intentions 
to improve the reporting system, etiological and syndromic reporting and linkage with 
laboratory reporting. Kuwait stated that conducting behavioural studies is possible, with 
samples on general population. The United Arab Emirates reported that conducting 
prevalence and behavioural studies depends on discussions with concerned officials in the 
United Arab Emirates. As well, screening of some population groups has been conducted, 
adding STDs groups is possible. Qatar stated that conducting prevalence and behavioural 
studies is a priority, with inclusion of high-risk groups. Conducting STD sentinel surveillance 
is possible. Oman mentioned that laboratory sets such as PCR are available; however, there is 
a need for kits. There are plans to conduct STD surveillance in antenatal clinics. Sentinel 
surveillance of gonococcal infections has been performed, but it is difficult to obtain the 
needed sample size. Currently, in Saudi Arabia, there no activities are conducted in the field 
of measuring prevalence. There is a possibility to start these activities, especially to conduct 
prevalence studies, after discussions with officials at the national level. Yemen mentioned that 
there are no studies to date, but that it would not be difficult to conduct the prevalence and 
behavioural surveys, and to include high-risk groups. 

11.2 Developing plans for assessment and monitoring of the STD epidemiological 
situation, and evaluation of responses (second and third meetings) 

1. What is the current STD surveillance situation in your country? 

In Afghanistan there is no surveillance system regarding STDs. The Islamic Republic of 
Iran mentioned that the only existing component is universal routine reporting of syndromic 
(from clinics) and etiological (from laboratories) and results of some low risk groups (e.g. 
pregnant women, blood donors, etc.) screening for VDRL or RPR. The private sector is not 
completely involved, the degree of under-reporting is not clear, and lastly the quality of 
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collected data is not always adequate. Jordan and Palestine stated that reporting forms are 
available at the Ministry of Health; however, they are weak. Lebanon stated that at present 
there is a passive universal reporting system, same reporting form as all reportable diseases 
for all STDs except HIV, and severe under-reporting. There is no case investigation or contact 
tracing. Pakistan stated that the current surveillance system does not incorporate regular 
reporting regarding STDs. For baseline information collection, a national RTI/STD study is to 
be conducted starting June 2003. A second generation surveillance system is also being put in 
place for HIV/AIDS, which also incorporates syphilis as a marker for STDs. Monthly reports 
on a syndromic basis are received from the STD clinics in two provinces. The situation in the 
Syrian Arab Republic was that case reporting includes syndromic reporting, reporting of 
selected STDs (syphilis), sentinel site for STDs in the selected vulnerable group (female sex 
workers). The surveillance study among general practitioners has not finished yet. 

Djibouti reported the existence of a notification system of STDs integrated with other 
communicable diseases. Routine surveillance of syphilis is at the level of epidemiology and 
hygiene service in the Ministry of Health. In Egypt, there are structural barriers related to 
intrasectoral coordination. Other features of the situation are as follows: STD case reporting is 
not complete; STD is not included in the national surveillance system; information currently 
collected is on the number of RTI cases from maternal and child health and family planning 
services; and a prevalence study on antenatal care and family planning clinic attendees and 
selected high-risk groups was completed in 2000. The positive aspects in Egypt are the 
presence of a developed primary health care infrastructure, established surveillance unit, and 
district HIS. The Libyan Arab Jamahiriya stated blood banks, antenatal clinics/screening of 
injecting drug users, STD clinics, health certificate services, preoperative screening. Morocco 
listed case reporting at the national level, volunteer blood donors, sentinel surveillance 
system, second generation surveillance, special study such as seroprevalence study among 
antenatal care and family planning clinic clients, cross-sectional study among STD patients, 
urethral discharge and antimicrobial resistance for gonococci, and socio-anthropological 
study. There is no unified registration format by syndrome in the 3 zones in Somalia. Tallied 
reports are not circulated regularly either to health authorities or to donor agencies, and there 
is no regular supervision to these sites. Sudan stated that there is no proper STD surveillance 
system (neither sentinel nor population-based), and irregular reports come from clinics 
applying the syndromic approach (e.g. in Khartoum state the percentage of monthly reports is 
60%–65%). Tunisia stated that in the public sector, there is approximate knowledge of some 
STDs. Syndromic notification in primary health care was introduced since 1999. 

2. What information is lacking for the STD control programme? 

Afghanistan listed the following: lack of health information system, lack of case 
reporting, regular registration and medical recording. The Islamic Republic of Iran listed 
prevalence studies among specific high-risk groups, prevalence studies on STD s other than 
syphilis among pregnant women, percentage of different etiological agents in specific 
syndromes, and antimicrobial resistance patterns of gonococci. Jordan and Palestine stated 
that there are no available representative baseline data on prevalence and incidence rates. 
Jordan added the available data are mainly based on pilot studies and targeted high-risk 
groups. Lebanon reported lack of information on prevalence of STDs in general population 
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and vulnerable groups, and representative epidemiological and behavioural studies. In 
Pakistan, there is a lack of baseline data on drug sensitivity patterns, aetiology of syndromes, 
and burden of STD cases catered by the different sectors. The Syrian Arab Republic listed 
lack of reliable data and lack of microbiological susceptibility data. 

Djibouti listed incidence of STD at the country level, prevalence of STDs among 
vulnerable groups and among pregnant women. Egypt listed prevalence of STDs, data on 
youth (epidemiological and behavioural), mapping of available resources (personnel, 
laboratory and care facilities), drug needs assessment, and lastly health-seeking behaviour of 
STD patients. The Libyan Arab Jamahiriya stated lack of reporting, contact tracing, trend 
setting, understanding of sexual behaviour, case-finding, intrasectoral coordination. Morocco 
listed validation of the revised venereal diseases algorithm, private sector data, burden of STD 
complications, knowledge and behaviour study of risk group, and quality indicators of STD 
care management. In Somalia, there is no validation for the syndromic approach, no STD 
surveillance in certain groups at risk, no proper supervision and coordination between the 
partners involved in the provision of STD syndromic case management, no guidelines for 
STD surveillance distributed to the sentinel sites, and no STD surveillance established in the 
private sector, though a sizable number of STD patients are believed to seek treatment in the 
private sector. Sudan listed case reporting, prevalence assessment and monitoring, assessment 
of STD syndrome etiology, antimicrobial resistance monitoring, and surveillance issues that 
are not part of routine case reporting or prevalence assessments. Tunisia lacks representative 
data on prevalence, incidence and etiology among general population and risk groups, data on 
STD management quality (observance, compliance, therapy results) and, lastly, more 
information on drug resistance. 

3. Accordingly, what are the objectives of surveillance activities in the next 2 years? (e.g. 
strengthen case management, prevalence studies, syndromic management validation, 
drug resistance, etiologies, special studies) 

The objectives listed by Afghanistan were to: determine the rate of STDs at least in big 
cities; determine etiological percentage of different STD cases; know about resistant cases; 
develop policy and guidelines for STD control; and obtain technical and financial support of 
different organizations. The Islamic Republic of Iran listed prevalence studies, assessment of 
etiologies of syndromes and strengthening of case management. Jordan and Palestine reported 
conducting baseline prevalence studies, strengthening routine reporting, conducting studies to 
compare the syndromic approach with the etiological approach and strengthening case 
management. The objectives listed by Lebanon were to: establish an STD laboratory-based 
reporting system (etiologies of vaginal and urethral discharge, microbial susceptibility 
patterns); determine prevalence of STD in specific subgroups (e.g. pregnant women, 
prisoners, bar girls and drug users attending medical facilities); and promote the syndromic 
approach by linking it to the etiological findings. Pakistan listed the objectives as establishing 
and strengthening effective STD surveillance in the country, strengthening STD syndromic 
case management in the country and conducting drug resistance studies. For the Syrian Arab 
Republic, the objectives were strengthening STD surveillance, assessment of syndromic 
etiology and monitoring anti-microbial resistance. 
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Djibouti listed reactivation and reinforcement of network surveillance of STDs, 
simplified and specific standard forms of STD, estimation of the magnitude of the problem 
linked to the STD, measuring the prevalence of the STD (and patient distribution by age, sex, 
geographic location), monitoring resistance to antibiotics and evaluation of the quality of care. 
Egypt stated improved patient care in selected sites at various levels of health care system, 
and improved programme management. The objectives in the Libyan Arab Jamahiriya were to 
determine the magnitude of the problem, conduct advocacy, strengthen case management, 
apply syndromic case management, and establish sentinel surveillance sites. Morocco listed 
conducting a seroprevalence study among STD patients (to validate algorithm and to assess 
STD syndrome etiologies) and an evaluation study on the quality of STD case management. 
Somalia stated validation of the syndromic approach management in the 3 zones in Somalia, 
strengthening case management in the selected sentinel sites, strengthening STD surveillance 
in the selected sites, building on what exists, and strengthening joint supervision and 
monitoring in the selected sites. Sudan listed assessing disease burden and providing an 
indicator of minimum incidence of recently acquired infection, monitoring trends in incidence 
of recently acquired infections, identifying populations with high prevalence of STDs, 
providing data for guiding STD syndromic management, monitoring antimicrobial resistance 
in gonococci to obtain data necessary for treatment, and evaluating STD syndromic 
management algorithms. Tunisia listed conducting an STD management case study, extending 
results of syndromic notification cases up to 80% of the primary health units and implication 
of the private sector, and conducting a multicentre study on drug resistance for gonorrhoea. 

At the end, participants were asked to outline steps to achieve each of the first 2 or 3 
objectives in terms of population groups, partners, methodologies, resource needs, technical 
support needs, feasibility and constraints, and time-line (< 2 years). Most of the countries 
listed the general population, sentinel groups and groups at risk as population groups. The 
most frequently mentioned partners were the private sector and nongovernmental 
organizations, as well as international agencies such as WHO and United Nations Children’s 
Fund. The commonest methods cited were prevalence studies, laboratory-based studies, 
workshops and to a lesser extent regular supervision, reviewing indicators and audit. 
Resources needed were mostly financial followed by human resources, e.g. trained staff. The 
commonly requested technical support needs were software, laboratory facilities and local as 
well as international consultancy. Security is the main constraint in Somalia, otherwise the 
stated objectives are feasible. 

11.3 Networking for STDs (third meeting) 

1. Discuss feasibility –What favourable conditions?  

Djibouti, Morocco and Tunisia listed availability of expertise in the field of STDs, and 
experience in the field of STDs. Exchange and collaboration the field of STD needs social and 
cultural similarity. Egypt, Libyan Arab Jamahiriya, Somalia and Sudan reported that 
networking is feasible because there are networks for other programmes bilaterally (e.g. 
malaria between Egypt and Sudan). There are also successful networks in other regions (e.g. 
South America, Africa). 
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2. Discuss feasibility – What challenges? 

Djibouti, Morocco and Tunisia mentioned that the speed of control programme of STD 
is quick. Mobilization depends on politics of the countries of the Region. Egypt, Libyan Arab 
Jamahiriya, Somalia and Sudan reported commitment from concerned entities, proper training 
and regular flow of information. 

3. What are the needs in STD control in the Region? 

Djibouti, Morocco and Tunisia listed availability of epidemiological data of the Region, 
extension and improvement of the quality of care of STD, standardization of the techniques of 
analysis regarding diagnosis STD, national and regional inter-laboratory quality control, and 
most importantly financial needs. Egypt, Libyan Arab Jamahiriya, Somalia and Sudan 
reported studies to assess the magnitude of the problem, and impact assessment. 

4. What are the expectations from the network? 

Djibouti, Morocco and Tunisia listed the expectations as communication among 
different countries for better regional coordination, regional task forces, regional vision. 
Egypt, Libyan Arab Jamahiriya, Somalia and Sudan listed sharing of information, 
development of joint strategies, identification of best ways to meet the regional training needs, 
development of standardized guidelines, and availing of resources. 

5. Specify objectives of the network 

Djibouti, Morocco and Tunisia reported technical support, exchange of information on 
STD care at the regional level and dissemination of the information. Other listed objectives 
are to anticipate the response to the eventual situation risk, coordinate the control actions at 
the level of the Region, and optimize the resources. The objectives stated by Egypt, Libyan 
Arab Jamahiriya, Somalia and Sudan were to establish networks between partners to share 
strategic information, exchange experiences, success stories and best practices and to mobilize 
resources. 

6. How to organize the network? Who should be involved? 

Egypt, Libyan Arab Jamahiriya, Somalia and Sudan suggested establishing 
organizational structures, setting up management structures, and developing a network policy. 
Djibouti, Morocco and Tunisia mentioned recruiting experts by field. Egypt, Libyan Arab 
Jamahiriya, Somalia and Sudan listed STD task forces at national level, development 
agencies, community-based organizations and nongovernmental organizations. 

7. What priority expertise areas are needed? 

In response to this question, Djibouti, Morocco and Tunisia listed epidemiology, public 
health clinical care (gynaecology, dermatology, laboratory) and information, education and 
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communication. Egypt, Libyan Arab Jamahiriya, Somalia and Sudan listed networking, cost 
analysis and projection models. 

8. Suggest a hosting country: 

Djibouti, Morocco and Tunisia suggested designing a country rotation every other year. 
Egypt, Libyan Arab Jamahiriya, Somalia and Sudan proposed Sudan as host. 

9. Explain how the network can support countries? 

Djibouti, Morocco and Tunisia listed technical expertise for the realization of 
programme activities, provision of information necessary for the management of the 
programme, and extension of the networking of AIDS. Egypt, Libyan Arab Jamahiriya, 
Somalia and Sudan stated applications of strategies that proved successful, easy accessibility 
to rosters of experts, provision of standardized training modules and guidelines, and 
availability of resources. 

12. RECOMMENDATIONS 

12.1 First meeting (10–13 March 2003) 

To GCC countries and Yemen 

1. Ensure that the national STD task force is established and meets as soon as possible to 
review the STD situation and formulate relevant policies and operational plans of 
action, maintaining appropriate linkages to existing programmes, e.g. national AIDS, 
primary health care programmes and reproductive health programmes. 

2. Develop policies and strategies for the implementation of the syndromic approach for 
STD case management as a component of a comprehensive prevention and care package 
for STDs in the primary health care system. 

3. Work towards a policy of access to STD drugs at the primary health care level or other 
primary care levels as applicable. 

4. Pursue a multisectoral consultative process in order to put in place the necessary human 
and financial resources for appropriate development and implementation of a 
comprehensive STD prevention and care strategy at country level. 

5. Take necessary action for involvement of the private sector in various areas for STD 
control including prevention, surveillance and syndromic care delivery. 

6. Conduct STD prevalence studies and develop or revise national STD prevention and 
care guidelines in line with the global framework for STD control 
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7. Conduct necessary training and other capacity-building activities in support of the 
development and implementation of an STD control plan. 

8. Work towards revising basic medical education and training curricula for health care 
providers to include a syndromic approach to STD and other strategies for prevention 
and care. STDs should also be integrated into continuous education for health providers. 

9. Work towards establishing a regular system for monitoring and evaluation of an STD 
control programme and generating relevant progress indicators as per WHO guidelines. 

10. Request the GCC secretariat to examine mechanisms for joint GCC actions and 
networking in areas of laboratory, heath education and capacity-building in STD care. 
Oman is requested to follow up. 

11. Ensure that joint country/WHO collaborative planning supports STD control activities. 

To WHO 

12. Provide technical assistance in the area of training for STD syndromic case 
management, conducting prevalence studies, STD surveillance and laboratory support. 

13. Establish a network of experts as a strategy to increase the regional capacity in STD 
assessment and control 

14. Make available case management training modules and other WHO technical tools 
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12.2 Second meeting (26–29 May 2003) 

To Member States 

1. Develop and complete plans for STD services. 

2. Initiate prevalence assessment and monitoring of trends of STDs in defined population. 

3. Make accessible STD services for high-risk groups. 

4. Provide stronger support for the STD programme with defined terms of reference and 
allocation of necessary resources (e.g. specific budget, managerial capacity, etc). 

5. Develop guidelines and policies for management of STDs. 

6. Consider integration of STD services into the national AIDS programme. 

7. Ensure the inclusion of RTI/STD in the national health policy as priority areas for 
intervention. 

8. Develop national and provincial plans for RTI/STD prevention and control as soon as 
possible. 

9. Report STD activities to the Regional Office regularly. 

10. Enhance medical education related to STDs at undergraduate and postgraduate level. 

To WHO 

11. Assist in building laboratory capacity for STD diagnosis and antimicrobial resistance, 
both technically and materially, and in establishing a system for laboratory proficiency 
testing for STDs. 

12. Provide reference laboratory support for monitoring antimicrobial resistance. 

13. Monitor implementation plans and organize annual meetings. 

14. Make available training modules for STD management. 

15. Take up the issue of RTI/STD control in countries of the Region at the ministerial level. 

16. Ensure greater technical support in terms of capacity-building, logistics and experience 
sharing among countries having well developed RTI/STD prevention programmes 
within and outside the Region. 
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12.3 Third meeting (1–4 June 2003) 

To Member States 

1. Set up the STD network of experts for support in the areas of: case management, 
epidemiology, evaluation and advocacy. 

2. Decentralize STD management and care with appropriate guidelines and training for 
health care providers in STD programme management at local level. 

3. Start behavioural surveillance studies in order to determine the behavioural risks in the 
community. 

4. Standardize strategies in STD care including guidelines and training curricula. 

5. Conduct initial or follow-up STD prevalence and incidence studies and antimicrobial 
resistance studies. 

6. Strengthen STD and HIV preventive action including communication strategies targeted 
to specific vulnerable groups as well as at the general population. 

7. Mobilize national and international funding and appropriate human resources for STD 
programmes. 

8. Consider integration of STD services into the national AIDS programme. 

To WHO 

9. Provide technical support as appropriate in: 
• monitoring and evaluation of national STD programmes 
• adaptation of STD syndromic approaches within countries 
• setting up the STD regional network 
• coordinating among various international organizations which have STD and 

reproductive health programmes 
• conducting operational research in STD case management and second generation 

surveillance 
• assisting countries in strengthening laboratory services in relation to STDs and 

identifying regional referral laboratories for gold standard tests 
• establishing specific indicators for STD programme monitoring and evaluation 
• mapping activities. 
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Annex 1A 

AGENDA, 10–13 MARCH 2003 

1. Opening session 

2. Review of the status of prevention and care programmes in the countries of GCC and 
Yemen. 

3. Control of STDs: what is the strategic framework for the development of effective 
national programmes? 

4. Assessing STD burden: options for assessing and monitoring the epidemiological 
situation, existing responses, and health care seeking behaviour. 

5. Developing the country plans for assessing and monitoring existing responses, and health 
care seeking behaviour. Carrying out sentinel surveillance. 

6. Gaining political commitment for prevention and care of STDs on the health care 
agenda. 

7. Role of the National STD task force: Planning and implementing key elements for 
successful STD prevention and care programmes and developing the country plans 

• the planning process 
• setting the objectives and the targets 
• establishing the national policies and guiding principles (developing STD and HIV 

primary prevention messages and programme links 

8. Strengthening existing services: integration versus targeting STD services to vulnerable 
groups 

9. STD diagnosis: developing/revising flow charts for syndromic management of STDs; 
role of laboratory 

• identifying, quantifying, and procuring STD drugs 
• patient education and Partner notification 
• involving the private sector 
• training and capacity development 
• monitoring and evaluating STD prevention and care activities (second generation 

surveillance). 

10. Final recommendations and closing session 
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Agenda 1B 

AGENDA, 26–29 MAY 2003 

1. Opening session 

2. Review of the status of prevention and care programmes in the countries 

3. Control of STDs: what is the strategic framework for the development of effective 
national programmes? 

4. Developing plans for assessment and monitoring of the STD epidemiological situation, 
and evaluation of responses. 

5. Role of the national STD task force: planning and implementing key elements for 
successful STD prevention and care programmes and developing the country plans 

• The planning process 
• Setting the objectives and the targets 
• Establishing the national policies and guiding principles (developing STD and HIV 

primary prevention messages and programme interlinkages) 
• Strengthening existing services: integration, targeting STD services to vulnerable 

groups 
• STD diagnosis: developing/revising flow charts for syndromic management of STDs; 

role of laboratory 
• Identifying, quantifying, and procuring STD drugs 
• Patient education and partner notification 
• Involving the private sector 
• Training and capacity development 

6. Conclusions and final recommendations 

7. Closing session 



WHO-EM/STD/065/E 
Page 66 

 

Annex 1C 

AGENDA, 1–4 JUNE 2003 

1. Opening session 

2. Review of the status of prevention and care programmes in the African countries of the 
Eastern Mediterranean Region 

3. Control of STDs: what is the strategic framework for the development of effective 
national programmes? 

4. Developing plans for assessment and monitoring of the STD epidemiological situation, 
and evaluation of responses 

5. Role of the national STD task force: planning and implementing key elements for 
successful STD prevention and care programmes and developing the country plans 

• The planning process 
• Setting the objectives and the targets 
• Establishing the national Policies and guiding principles (Developing STD and HIV 

primary prevention messages and programmatic interlinkages) 
• Strengthening existing services: Integration versus Targeting STD services to 

vulnerable groups 
• STD diagnosis: Developing/revising flow charts for syndromic management of STDs; 

role of laboratory 
• Identifying, quantifying, and procuring STD drugs 
• Patient education and Partner notification 
• Involving the private sector 
• Training and capacity development 

6. Conclusions and final recommendations 
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Annex 2A 

PROGRAMME, 10–13 MARCH 2003 

Monday, 10 March 2003 

08:00–08:30 Registration 
08:30–09:30 Opening Session 
 Message from Dr Hussein A. Gezairy, Regional Director, EMRO 
 Opening Remarks by Dr Ahmed Al-Ghassani, Undersecretary, Health 

Affairs, Ministry of Health, Oman 
 Presentation of Participants and Election of Officers 
 Workshop objectives, methodology and programme of works Dr J Tawilah 
09:00–11:00 STD epidemiological situation and programme development in the countries 

of the GCC: Bahrain, Kuwait, Oman, Qatar, Saudi Arabia, United Arab 
Emirates, Yemen 

11:00–12:00 Control of STD: what is the strategic framework for the development and 
implementation of effective national programmes? Dr F 

 Discussions 
12:00–14:15 Group Work I: 
 Assessing STD burden: Developing the plans for assessing and monitoring 

the epidemiological situation, existing responses, and health care seeking 
behaviour Dr Ali As’ad 

14:15–16:00 Group Work I: A (Oman, Saudi Arabia, Yemen) and B (Bahrain, Qatar, 
Kuwait, United Arab Emirates) 

 Developing country plans for assessing and monitoring the epidemiological 
situation, existing responses, and health care seeking behaviour 

16:00–17:30 Plenary discussion of Group Work I 

Tuesday, 11 March 2003 

09:00–11:00 Gaining political commitment for prevention and care of STDs, putting STDs 
on the health care agenda Dr F. Ndowa 

 Introduction to planning and implementing key elements for successful STD 
prevention and care programmes Dr J. Tawilah 

 Discussions 
11:00–13:00 Group Work II: A (Oman, Saudi Arabia, Yemen) and B (Bahrain, Kuwait, 

Qatar, United Arab Emirates) 
 Role of the national STD task force Planning STD prevention and control 

programmes, developing the plans: 
 The planning process 
 Setting the objectives and the targets 
 Establishing the national Policies and guiding principles (developing STD 

and HIV primary prevention messages and programmatic interlinkages) 
 Strengthening existing services: integration versus targeting STD services to 

vulnerable groups 
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13:45–16:00 Group Work II: Planning STD prevention and control programmes, 
developing the plans 

16:00–17:30 Plenary discussion of Group Work II 

Wednesday, 12 March 2003 

09:00–10:00 Introduction to STD diagnosis and case management by syndromic approach: 
What are the prerequisites for implementation 

 Revised international guidelines for STD syndromic case management tools 
for adaptation, Dr F. Ndowa 

10:00–11:30 Group Work III: A (Oman, Saudi Arabia, Yemen) and B (Bahrain, Qatar, 
Kuwait, United Arab Emirates) 

 Planning effective STD care services and programme management 
 STD diagnosis: Developing/revising flow charts for syndromic management 

of STDs; role of laboratory 
 Identifying, quantifying, and procuring STD drugs 
 Patient education and partner notification 
 Involving the private sector 
 Training and capacity development 
11:30–14:15 Group Work III (Continued) 
 Planning effective STD care services 
14:15–16:00 Presentation of group III in plenary 
16:00–17:00 Presentation of group III in plenary 

Thursday 13 March 2003 

9:00–9:30 Monitoring and evaluating STD prevention and care activities (second 
generation surveillance), Dr Ali As’ad 

9:30–10:30 Group Work IV: Monitoring and evaluating STD prevention and care 
activities 

10:30–11:30 Plenary discussion of Group Work IV 
11:30–12:30 Final recommendations 
12:30–13:00 Closing session 
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Annex 2B 

PROGRAMME, 26–29 MAY 2003 

Monday, 26 May 2003 

8:00–8:30 Registration 
8:30–9:00 Opening session 
 Message from Dr Hussein A. Gezairy, Regional Director, WHO/EMRO 
 Presentation of participants and election of officers 
 Workshop objectives, methodology and programme of works, Dr J 

Tawilah 
9:00–11:30 STD epidemiological situation and programme development in selected 

countries of the Region: Afghanistan, Islamic Republic of Iran (1 and 2), 
Jordan, Lebanon, Pakistan, Palestine, Syrian Arab Republic 

11:00–12:00 Control of STD: the strategic framework for the development of 
effective national programmes, Dr J Tawilah 

 Discussion 
12:00–13:00 Developing plans for assessment and monitoring of the STD 

epidemiological situation, and evaluation of responses. 
 Introduction to methods of STD surveillance, Dr J. van Dam 
 Discussion 
13:00–16:15 Group Work I: Developing plans for assessment and monitoring of the 

STD epidemiological situation, and evaluation of responses 
 Group A: Afghanistan, Islamic Republic of Iran, Pakistan 
 Group B: Jordan, Palestine 
 Group C: Lebanon, Syrian Arab Republic 
16:15–17:30 Plenary discussion of Group Work I 

Tuesday, 27 May 2003 

9:00–10:00 A strategic tool for appropriate response to the problem of sexually 
transmitted and reproductive tract infections: the programme guidance 
tool, Dr J. van Dam 

 Discussions 
10:00–11:30 Group Work II: Role of the national STD task force 
 Planning STD prevention and control programmes 
 Afghanistan, Islamic Republic of Iran, Jordan and Palestine, Lebanon, 

Pakistan, Syrian Arab Republic 
11:30–16:00 Group Work II 
16:00–17:30 Plenary discussion of Group Work II 

Wednesday, 28 May 2003 

9:00–10:00 Introduction to STD diagnosis and case management by syndromic 
approach: Revised international guidelines for STD syndromic case 
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management, Dr J. van Dam 
10:00–11:00 What are the prerequisites for implementation 
11:00–14:30 Group Work III: Planning and delivery of effective STD care services: 

Afghanistan, Islamic Republic of Iran, Jordan and Palestine, Lebanon, 
Pakistan, Syrian Arab Republic 

14:30–16:00 Plenary discussion of Group Work III 

Thursday, 29 May 2003 

8:30–10:30 Country presentations of group work on surveillance: Afghanistan, 
Islamic Republic of Iran, Jordan Palestine, Lebanon, Pakistan, Syrian 
Arab Republic 

10:30–11:30 Conclusions and final recommendations 
11:30–11:45 Evaluation 
11:45 Closing session 
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Annex 2C 

PROGRAMME, 1–4 JUNE 2003 

Sunday, 1 June 2003 

8:00–8:30 Registration 
8:30–9:00 Opening session 
 Message from Dr Hussein A. Gezairy, Regional Director, WHO/EMRO 
 Presentation of Participants and Election of Officers 
 Workshop objectives, methodology and programme of work, Dr J 

Tawilah 
9:00–11:00 STD epidemiological situation and programme development in selected 

countries of the Region: Djibouti, Egypt, Libyan Arab Jamahiriya, 
Morocco, Somalia, Sudan, Tunisia 

11:00–12:00 Control of STD: the strategic framework for the development of 
effective national programmes, Dr J Tawilah 

 Discussion 
12:00–13:00 Developing plans for assessment and monitoring of the STD 

epidemiological situation, and evaluation of responses, Dr F. Ndowa 
 Discussion 
 Introduction to methods of STD surveillance 
13:00–17:30 Group Work I: Developing plans for assessment and monitoring of the 

STD epidemiological situation, and evaluation of responses: Djibouti, 
Egypt, Libyan Arab Jamahiriya, Morocco, Somalia, Sudan, Tunisia 

Monday, 2 June 2003 

8:30–10:00 Plenary discussion of Group Work I 
10:00–11:30 Introduction to STD diagnosis and case management by syndromic 

approach, Dr F. Ndowa 
 Revised international guidelines for STD syndromic case management 
11:30–12:00 What are the prerequisites for implementation, Dr Kamal Alami 
12:00–14:00 Group Work II: Planning and delivery of effective STD care services: 

Djibouti, Egypt, Libyan Arab Jamahiriya, Morocco, Somalia, Sudan, 
Tunisia 

14:00–16:00 Plenary discussion of group work II 
16:00–17:00 A strategic tool for appropriate response to the problem of sexually 

transmitted and reproductive tract infections: the programme guidance 
tool, Dr F. Ndowa 

 Discussions 

Tuesday, 3 June 2003 

9:00–12:30 Group Work III: Role of the national STD task force 
 Planning STD prevention and control: Djibouti, Egypt, Libyan Arab 
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Jamahiriya, Morocco, Somalia, Sudan, Tunisia 
12:30–14:45 Plenary discussion of Group Work III 
14:45–17:30 Group work IV: discussing the regional network for STD 

Wednesday, 4 June 2003 

9:00–10:00 Plenary discussion of Group work IV 
 Group work A: Djibouti, Morocco, Tunisia 
 Group work B: Egypt, Libyan Arab Jamahiriya, Somalia, Sudan 
10:00–11:30 Summary of findings 
11:30–12:30 Final recommendations 
12:30 Closing session 
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Annex 3A 

LIST OF PARTICIPANTS, 10–13 MARCH 2003 

BAHRAIN 
Dr Mariam Al Shetti 
Head Communicable Disease Unit 
Public Health Department 
Ministry of Health 
Manama 
 
Dr Somaya Al-Jowder 
National AIDS and STD Programme Manager 
Ministry of Health 
Manama 
 
Dr Afaf Jamsheer 
Specialist Microbiology Laboratory 
Microbiologist Salmaniya Medical Complex 
Ministry of Health 
Manama 
 
 
KUWAIT 
Dr Osama Al Baksami 
Infectious Disease Specialist 
Infectious Disease Hospital 
Kuwait 
 
 
OMAN 
Dr Ali Ahmed Ba Omer 
Head AIDS/HIV/STD Control Section 
Ministry of Health 
Muscat 
 
Said Seif Al-Baklany 
Head-Virology Laboratories 
Ministry of Health 
Muscat 
 
Dr Mohamed Redha Mustafa 
Senior Registrar Dermatology Department 
Muscat 
Dr Said Al Lamki 
Head-Primary Health Care Section 
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Ministry of Health 
Muscat 
 
QATAR 
Dr Sayed Fazal Shah 
Head of Preventive Medicine and Head of Vaccine Surveillance Sections 
Ministry of Public Health 
Doha 
 
Dr Naser Ali Al-Ansari 
Consultant Medical Microbiologist 
Hamad Medical Corporation 
Doha 
 
Dr Khalid Ahmed Mansour 
Resident, Sexually Transmitted Diseases Section 
Hamad Medical Corporation 
Doha 
 
 
SAUDI ARABIA 
Dr Naseer Salieh Al-Hozaim 
Supervisor of HIV/AIDS/STD 
Ministry of Health 
Riyadh 
 
Dr Mohammad Omer Basuleman 
Primary Health Care 
Ministry Address: of Health 
Riyadh 
 
 
UNITED ARAB EMIRATES 
Dr Zainab Khazal 
Assistant Director 
Disease Prevention Department 
Ministry of Health 
Abu Dhabi 
 
Dr Ahmad Abu Shareah 
Consultant 
Dermatology and Sexually Transmitted Diseases 
Al Mafraq Hospital 
Abu Dhabi 
Dr Souad Abdallah Lutfi 
Consultant 
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Dermatology and Sexually Transmitted Diseases 
Al Qasemie Hospital 
Abu Dhabi 
 
 
YEMEN 
Dr Arwa El-Rabee 
Director of Sabeen Hospital 
Sana’a 
 
Dr Amin Abdul Rub 
Head of Infectious Disease Unit 
Al-Thawra Hospital 
Sana’a 
 
Dr Ahmed Al-Juwfy 
Virologist 
Faculty of Medicine 
Sana’a 
 

WHO SECRETARIAT 
 

Dr Jihane Tawilah, Regional Adviser, HIV/AIDS and Sexually Transmitted Diseases, 
WHO/EMRO 
Dr Francis Ndowa, Medical Officer, Department of Health and Research, WHO/HQ 
Dr Salah Al Awaidy, WHO Temporary Adviser, WHO/EMRO 
Dr Ali Asa’ad, WHO Temporary Adviser, WHO/EMRO 



WHO-EM/STD/065/E 
Page 76 

 

Annex 3B 

LIST OF PARTICIPANTS, 26–29 MAY 2003 

AFGHANISTAN 
Dr Shah W. Mahsumy 
General Director of Hospital Management 
General Department of Curative Medicine 
Ministry of Health 
Kabul 
 
Dr Abdul Hakim Aziz 
Training Specialist in Internal Medicine 
Avnecina Emergency Hospital 
Kabul 
 
Dr Mohammad Qasem Mohazab 
Parwan Province Hospital 
Ministry of Health 
Kabul 
 
 
ISLAMIC REPUBLIC OF IRAN 
Dr Mitra Motamedi 
National AIDS Programme Manager 
Disease Management Centre (DMC) 
Teheran 
 
Dr Kianoush Kamali 
Expert on AIDS and Hepatitis 
Disease Management Centre (DMC) 
Teheran 
 
Dr Ahmed Kousha 
Infectious Disease Specialist 
Responsible for Center for Disease Control of East Azerbaijan Province 
University of Tabriz 
Tabriz 
 
 
JORDAN 
Dr Mohammed I. Al Sahel 
Chief of Dermatology and Venerology 
C/o Ministry of Health, 
Amman 
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Dr Muhammed J. Al-Jamel 
Clinical Associate Professor 
Medical School 
Jordan University 
Amman 
 
Dr Lutfi Al Azzeh 
Field Disease Control Officer 
UNRWA 
Al Rashid Region 
Amman 
 
Dr Haifa Madi 
UNRWA/HQ 
Amman 
 
 
LEBANON 
Dr Mostafa El Nakib 
National AIDS Programme Manager 
C/o WHO Representative Lebanon 
Beirut 
 
Dr Ibrahim El Hajj 
Director of Preventive Medicine 
Ministry of Public Health 
Beirut 
 
Dr Nada Ghosn 
Head of Epidemiological Surveillance Unit 
Ministry of Public Health 
Museum Square 
Beirut 
 
Dr Abdul-Rahman N.Bizri 
Professor of Infectious Disease 
American University of Beirut 
Lebanese Society for Infectious Disease 
Beirut 
 
 
PAKISTAN 
Dr Muhammad Amjad Ansari 
Deputy Chief Planning Officer 
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