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NOTE 

The views expressed in this report are those of the participants of the Training Course for Trainers 
on STD Programme Management and do not necessarily reflect the policies of the World Health 
Organization. 

This report has been prepared by the World Health Organization Regional Office for the Western 
Pacific for governments of Member States of the Western Pacific Region and for the participants in 
the Training Course for Trainers on STD Programme Management, Ha Long City, VietNam which 
was held from 24 to 28 August 1998. 
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SUMMARY 

Effective prevention and control of sexually transmitted diseases is a major strategy in 
combating the HIV/AIDS epidemic. STD prevalence is high in almost all countries in the Western 
Pacific Region. It is very alarming that most of these curable STDs are not diagnosed nor treated 
well and do not manifest any symptoms to warrant consultation. Only about 10-30% of STD cases 
in the Region seek public health services. Likewise, over 50% of STD cases, particularly among 
women, are asymptomatic. 

The widespread utilization of STD syndromic case management by community health 
workers, and the reinforcement of STD programmes, is expected to dramatically increase the 
efficiency and effectiveness of STD and HIV control and prevention efforts. 

This five-day training of trainers on STD programme management course in the Region was 
held as a corollary to tins . Fifteen participants from five countries participated in the course. 





1. INTRODUCTION 

1.1 Objectives 

The course was designed to develop skills in advocating and implementing similar training 
activities on sexually transmitted disease (STD) programme management in the participants' 
countries. These include: 

• promoting SID syndromic case management; 

• improving, expanding and promoting SID services; 

• improving SID epidemiological surveillance; and 

• reinforcing STD programme management. 

1.2 Participants and resource persons 

There were a total of fifteen participants representing five Member States. An additional 
two observers involved in European Union-supported projects in China and the Lao People's 
Democratic Republic were present during the whole course. 

The secretariat was made up of staff from the WHO Western Pacific Regional Office and 
the Offices of the WHO Representatives in Viet Nan1 and in Cambodia. It provided technical and 
operational support for the training course. 

The list of participants is attached as Annex 1. 

1. 3 Organization of the training course 

The training was held in Ha Long City, VietNam, from 24 to 28 August 1998. A range of 
methods was used during the training course, including presentations; small group discussions -by 
country or intercountry groupings; review of teaching instrun1ents used; consensus on workshop 
priorities; and country-specific planning for training activities. 

Following the opening ceremony, the Regional Adviser on STD and AIDS briefed the 
participants on the objectives of the course. A consultant delivered a presentation describing the 
global patterns and trends in the transmission of STDs, including HIV. Discussions on STD 
service delivery followed, with each participating country sharing information on available STD 
services and facilities in their country. Presentations on surveillance and monitoring of 
HIV/AIDS, STD and related behaviour were started. The first day concluded with the review of 
teaching instruments and methodology used for the day. The same review session occurred 
thereafter, everyday at the end of each afternoon. 

The second day was devoted to more discussions and group work on surveillance and 
monitoring ofHIV/AIDS, STD and related behaviour. Participants were divided into three 
groups, and each group was asked to design a surveillance system (active, passive, special). A 
plenary session followed. The last session of the day was spent inn exploring ways to improve and 
expand existing STD services. 
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The third day began with more active discussions on various mechanisms to improve, 
expand and promote STD services in each country. International groups were formed and each 
group was asked to discuss and analyse the strengths and limitations of the case studies presented. 
A representative of each group was asked to present their conclusions for discussion. In the latter 
part of the morning and during the afternoon, emphasis was on STD syndromic case management. 
Each country was asked about the level of utilization of STD syndromic case management. This 
was followed by an orientation on the training materials by the Medical Officer from the WHO 
Office in Cambodia. 

On the morning of the fourth day, presentations and discussions focused on policies, 
teclmical guidelines and advocacy efforts. Some exercises were conducted on how to develop 
sound policies and guidelines to implement STD syndromic case management. Key 
people/agencies who could provide political and teclmical endorsement on this approach were 
enumerated. In the afternoon, a session on managing an STD programme was started. The locus 
of discussion was on objective setting, strategy development, and prioritizing intervention and 
activities. The session ended with discussions on the development of a workplan. 

The fifth and last day, began with a presentation on monitoring and evaluation as part of a 
comprehensive STD progranune. Discussions were centred on the whole operational management 
of an STD progranune. Each participant shared their experiences in the practical day-to-day 
operation of their progranu11e and how they handled common problems encountered. An exercise 
on the various components of STD drug supply was conducted, identifying the difficulties and 
constraints met in the field, and enlisting some valid suggestions on how to go along with this 
concern. The rest of the morning was spent in coming up with a consensus on the priorities for 
STD progratmne management. 

The course concluded with a session on planning for training activities and the participants 
were requested to work on a training plan on STD programme management course for their 
country. 

The schedule is attached as Almex 2. 

1.4 Opening and closing ceremonies 

The course was opened by Prof. Nguyen Van Thuong of the Ministry of Health, Viet Natn. 
A welcome address was also given by Nguyen Thi Hong Cuong, Vice-President, People's 
Conm1ittee (Qum1g Ninh Province). In response, the WHO Regional Adviser in STD/AIDS 
delivered a speech on behalfofthe Regional Director, DrS. T. Han. 

At the closing ceremony, Dr Tran Tho Thuy, Director of Therapy Department, ministry of 
Health delivered the closing message. Dr G. Cuboni, WHO Representative in Vietnatn responded 
on behalf of WHO. 

2. PROCEEDINGS 

2.1 Sununary of the first day 

2. 1.1 Professor J. Kaldor gave a presentation on the global patterns and trends in the 
transmission ofHIV and STD. He outlined the STD and HIV situation globally and regionally. 
He mentioned that 16 000 new HIV infections occur every day in the world, and that the real 



- 3-

magnitude of the STDIHIV problem varies a lot between countries. It is expected that by 2000, the 

greatest impact of the IllV epidemic will be seen in Asia. 

2.1 .2 Dr G. Poumerol, Regional Adviser for STD/AIDS discussed the following: 

• goals and objective of an STD prevention and care programme; 

• the challenges to achieving these objectives; 

• targets for STD prevention and care programmes. 

2.1.2.1 Summary of presentation 

The overall objective of an STD prevention and care programme is to reduce the number of 

people with an STD (prevalence) and the number of new people acquiring STD (incidence). 

This could be achieved through the following strategies: ensuring that everyone with an 

STD is given the right treatment; encouraging people who think they may have an STD to seek the 

correct treatment; finding and treating people with an STD who do not think they have one; and 

stopping people getting a new STD, including HIV. 

Challenges to achieving these strategies include: difficulty in stopping people from getting 

STDs; people not being aware that they have STD; difficulty in getting people to seek treatment; 

and limitations in providing the correct treatment. 

Explanations on the targets for STD prevention and care programmes were also given. h1 

relation to this, there was discussion of the percentage of the population with STD; the percentage 

with symptoms; the percentage without symptoms; the percentage of those who seek or do not seek 

treatment; and the percentage with adequate or inadequate treatment. 

Emphasis was given to providing holistic or comprehensive STD care that includes both 

correct diagnosis and effective treatment, and information and education on how to prevent 

infecting others, avoiding infection in the future, referring the partner for treatment and promoting 

condom use. 

The importance of making STD and AIDS control part ofthe san1e programme was 

highlighted. Broad collaboration of various sectors is needed to control HIV transmission, 

including other STD. 

2.1.2.2 Group work 

Each participant was requested to complete a grid reflecting the status of their country in 

terms of STD prevention and control activities . 

2.1.2.33 Plenary session 

Results were discussed and the following conclusions were reached: 

* Generally, all countries have initiated efforts on STD care and prevention; 

* Each country however, is at a different stage or level of STD care provision: 
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Lao People ' s Democratic - STD drugs are available in private clinics in big 
Republic cities 

China 

Mongolia 

VietNam 

Cambodia 

- limited supply in public clinics 

- screening available only for HIV, not for other 
STD 

- free condoms provided by government; 
privately for a minimal fee 

- no training yet on STD syndromic approach 

- outreach activities ongoing, except for 
homosexuals 

- STD syndromic approach not yet adopted 

- condoms promoted only through STD clinics 

- STD drugs available but expensive 

- no free drugs in public and private facilities 

- no training yet for pharmacist 
- STD drugs provided by government but very 

limited supply, only to STD clinics 

* In all countries, only about 10% to30% ofSTD cases are being seen by public doctors . 
The rest either self medicate, buy drugs at pharmacies or drug vendors, or use the 
services of traditional healers . 

2.1.3 One of the consultants, Dr M. F. Borromeo discussed STD service delivery. Central to 
her discussions were: 

• existing facilities where STD patients go for treatment; 

• other facilities where people with STD go (MCH clinics, FP clinics, etc); 

• advantages and disadvantages of each type of service or system; 

• facilities where asymptomatic patients go for treatment; 

• potentials clients for STD services and their preferred services; 

• vulnerable groups and Core groups. 

2.1.3 .1 Group work 

The group was divided by country. They were requested to list all settings in their country 
where any sort of STD care is available, and to analyse each setting based on its strengths and 
limitations. 

2.1.3 .2 Discussions and conclusions 

* Globally the same situation is encountered in all countries. 
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* Vertical or specialized STD services are available. It is perceived that they can provide 
a good quality of service because the staff are well-trained and facilities are well
equipped. However, they are very expensive to maintain and are located mostly in 
urban areas, making them inaccessible to rural people. Because of their clinical or 
technical orientation, promotion of public health activities are inadequate. 

* Horizontal or non-specialized services are also available in most countries. They take 
the form of clinics where, during a single visit, people can get all the health services that 
they need (one-stop-shop concept) making it a more cost-effective approach. However, 
staff lack training on STD case management, particularly on the syndromic approach. 
Because integration of STD services may overburden the staff, it is feared that an 
"unfriendly" clinic environment might occur. 

* In all countries, the majority of STD patients go to the private and traditional sectors 
which provide a low quality of care and are more interested in monetary gain. 
However, privacy and confidentiality is more likely to be respected. Some patients also 
go to pharmacies or drug vendors. 

* Detection of people with asymptomatic STD can be achieved through partner 
management, case-finding and screening. 

* The concepts of"vulnerable groups" and "core groups" were discussed. Each country 
shared their information on this. In China for example, vulnerable groups would 
include the "floating population", estimated to be about 80 to 100 million. In other 
countries, this would include those in border areas. 

2 .1.4 Towards the end of the afternoon, Dr J. Kaldor led discussions on surveillance and 
monitoring ofHIV/AIDS, STD and related behaviour. 

2.1.4 .1 The following topics were covered: 

• importance of a good surveillance system; 

• general principles of diseases surveillance; 

• objectives of surveillance; 

• limitations of surveillance; 

• specificity ofthe STD surveillance; 

• what STD surveillance will measure. 

2.1.4.2 Sununary of presentation 

* Factors that determine the patterns of STD in a population are: the extent of active 
infections in the population; disease stage/infectiousness of people with infection; 
immunity/susceptibility in people who do not have the infection; presence of co-factors; 
type of sexual activity that people undertake; and frequency and pattern of partner 
change. 

* Intervention targets were identified for each of these factors. 

* The central function of surveillance is to identify the problem and design appropriate 
interventions. It does not directly affect individual health. 
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* Surveillance is not research, but it does provide data. 

2.1.4.3 Conclusions 

* STDs have been documented to be very important co-factors in HN transmission. 

* Some STDs are transmitted through non-sexual routes, e.g. HIV, HBV 

* Reduction of STDs lessens the risk ofHIV transmission. 

* Surveillance information is for public health action. 

2.1.4.4 Group work and plenary session 

The participants were arranged into four groups. They were asked to design an STD 
surveillance system with its different elements. A representative of each group was asked to 
present. 

A few difficulties were encountered at this point as some of the participants were unable to 
engage in active discussions because of their limited involvement in this activity in their country. 

2. 1. 5 The day ended with some reflections on the teaching instruments and methodology used 
during the day. 

Working in group, by country or intercountry groupings 

• Presentation by country 

• Mixed teaching methods 

• Changing presentors 

Formal presentation ( 15' -30') 

~ Closed questions 

Open questions 

• Involving participants in the presentation 

Participants appreciated the variety of presentations done. 

2.2 Summary of the second day 

2.2 .1 Discussions on surveillance by Professor Kaldor continued during the second day. 

The following topics were covered: 

A. STD surveillance: 

• factors involved in STD transmission: infectiousness, cofactors, sexual activity, 
partner change; 

• key public health questions that can be answered by surveillance; 

• methods for STD surveillance: a) routine reporting (Passive), b) STD testing in 
selected groups or sites (active), and c) special surveys; 

• advantages and disadvantages of each method and indication for its ~se; 
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• reasons why special guidelines for STD surveillance are needed. 

B. Behavioural surveillance: 

• causal pathway; 

• methods in monitoring behaviours: (a) self report (e.g. phone interview); (b) 
biological markers (e.g. nicotine in blood); (c) proxy report (interviewing friends); 

(d) consumption monitoring (e.g. condom); (e) analysing existing records; 

• populations to be surveyed: (a) entire population, through random sampling, 
(b) institution-based population; and (c) groups at higher risks; 

• advantages and disadvantages of each type. 

2.2 .2 Summary of major outcomes and conclusions 

A. STD surveillance 

• Each method of STD surveillance has advantages and disadvantages - they should 

be carefully considered. For example, it is not a good decision to set up a passive 
surveillance system for syphilis as testing for it is very limited. 

• In passive surveillance, you "take what you can get". 

• In surveys, one main concern is the process of organizing the links between 
questionnaire results and laboratory results (coding system). 

• General population surveys are very costly and the methodology of framing a 

sample is difficult. 

• Few countries carry out systematic testing of pregnant women. Most test blood 

donors . However, testing paid blood donors is not recommended for the purpose 

of surveillance. 

• Measuring incidence is very difficult. 

B. Behavioural surveillance 

• The behavioural surveillance concept is new and still evolving. 

• The presence of an infectious agent is only one of the elements that has to be 

considered in STD transmission. Equally important are sexual behaviours which 
are themselves influenced by knowledge and attitudes. 

• For sexual behaviour, generally only the self-report method is feasible. There are 

however errors in self-reporting such as-unwillingness to cooperate or tell the 
truth; misunderstanding of the questions; self-denial; and lack of 
recall/knowledge about the behaviour. 

• The best way to obtain a self-report on behaviour is through: face-to face 
interview; self-complete questionnaire; and telephone interview. 

• Indices collected should be "minimum" but useful, e.g. demographics/sexual 
behaviours/condom use/health care seeking behaviours. 
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• Issues concerning high-risk group surveys include the choice of sex workers for 
screening, as prostitution is illegal in all countries. However, in reality in most 
countries, they could be accessed through establishment owners, STD clinics for 
sex workers, and education centres. 

• Answers to surveys should be anonymous and coded. 

• Confidentiality should always be respected. 

Results of surveillance should be disseminated to people involved in the surveillance system 
as a fonn of feedback, and to decision-makers , programme planners and implementors for 
appropriate action. 

2.2.3 Group exercises 

The participants were asked to design a behavioural surveillance system, and a round-table 
discussion followed. 

2.2.4 Discussions on improving and expanding existing services was led by Dr Borromeo. Her 
presentation included: 

ways of improving existing STD services; and 

ways of expanding and integrating STD services. 

2.2.5 Summary of outcomes and conclusions 

• Between 5% and 40% of STD cases are seen by the public sector in the countries 
participating in the course. 

• STD syndromic case management must be in1plemented to improve existing STD 
services in almost all countries, particularly where no laboratory facilities are available. 

• At the same time, health education activities should be strengthened. 

• Health education should be strongly emphasized as an integral part of a comprehensive 
or holistic STD case management system. The four Cs (counselling, compliance to 
treatment, contact tracing, condom use) should be promoted. 

• An expanded and integrated approach in providing STD services, either through primary 
health care, FP or MCH clinics, should be strongly considered. 

• Some difficulties in integration may be encountered at various levels - clinic/community, 
institution or national, or at various progran1111e areas - staff, budget, logistics, methods 
being promoted. However, advantages and disadvantages should be judiciously 
balanced, based on local circumstances. 

• Phannacies, drug vendors, traditional healers and other infonnal carers should be 
actively involved in providing accessible, acceptable and effective STD services. 

2 .2.6 Group activity 

• Five projects which are currently being implemented with the WHO support were 
presented as case studies. Each group of four participants from different countries were 
asked to analyse one case study, based on its strengths and limitations. 
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• A presentation was made, followed by discussions and sharing of ideas among the 
participants. It was mentioned that in some countries, some of the case studies could be 
duplicated, but in some, they would meet with some difficulties . 

2.2.7 The day ended with another review of the teaching instruments and methodology used 
during the second day. The following were the outputs: 

* The technical presentation was well done; the presentation on surveillance was very 
interesting, but difficult. More practical presentations with more exercises would be 
most helpful. 

* The presentations were sometimes too long. 

* Other instruments and methods used: 

• Group results presentation on transparency 

• Changing presenters 

• Involving participants (need to allow more time for participants to think) 

• Providing a supportive environment to the group to help everyone cope with 
difficulties, particularly in communication/language. 

* Suggested tips on using transparencies include: 

* Write clearly 

* Words should be at the centre of the transparency 
* Use the "6 lines per page, 6 words per line" rule 
* Ensure that at a single flash, all contents of the transparency are shown. 

* Use pens of 2- different colours 

* Some use graphics or clip art to reinforce or highlight the messages in the 
transparency and capture the audience's attention. 

2.3 Smmnary of the third day 

2. 3 .1 There was a presentation on promoting the use of health services for STD treatment in 
the community. Topics covered were: 

* identifying factors that inhibit or discourage people from visiting the STD clinic; 

* ways to promote STD services; 

* special educational activities, like peer education and outreach activities. 

2.3.2 Discussions and conclusions 

* Most people do not go to an STD clinic for the following reasons: 

a) ignorance on the symptoms ofSTD; 
b) discriminatory attitude of health workers (unfriendly, judgemental); 
c) breach of confidentiality; 
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d) stigma; 
e) exorbitant fees; 
f) "unfriendly" services to young people and other marginalized groups . 

* Ways to promote the use of available STD services: 

a) Increase the level of knowledge on STD,-- what are they, symptoms, seriousness, 
asymptomatic cases, immediate and correct treatment, and preventive measures 
available. This could be done through interpersonal communication, reinforced by 
mass media or opinion leaders . 

b) Ensure that STD services are effective and are "friendly" to users. This could be 
achieved through intensive training of health workers with emphasis on counselling 
and upholding confidentiality. 

* Innovative strategies like peer education and outreach activities are very effective in 
providing STD education specially among "hard-to-reach" groups, like sex workers, 
homosexuals, IDUs, and truck drivers. 

* Informal carers such as phannacists, drug vendors and traditional healers should be 
trained in providing STD case management. The training should emphasize appropriate 
STD drugs, 4Cs, and referral to nearby health facilities, when necessary. 

2 .3.2 The Regional Adviser on STD/AIDS gave presentation on the syndrornic approach to 
STD case management. Orientation on the training package on syndromic approach published by 
the Westem Pacific Regional Office was given by the WHO Medical Officer from Cambodia. 
The following topics were covered: 

• syndromic approach (SA): description; rationale; importance; exan1ples of STD 
syndromes/flowchart; benefits/limitations; 

• issues/common questions asked about the syndromic approach, and how/what to 
respond; 

• steps in implementing s,yndromic approach; 

• listing of key people/agencies to be involved in soliciting technical and political 
endorsement for the implementation of the syndromic approach. 

• orientation of the contents of the training package; 

• each country's status on the implementation of the syndromic approach. 

2 .3.3 Outline of points made: 

• STDs are conu11on and rates are increasing significantly. 

• STDs serve as co-factors in IDV transmission in both direction. I-llV transmission is 
facilitated between an IDV -infected and an I-llV -uninfected person if either one has 
another STD at the time. Likewise, it has also been established that treating 
symptomatic STD reduces IDV transmission. 

• Existing STD care fails to reduce the problem because of limited access to treatment, 
delays in treatment, inaccurate and inappropriate regimens, and incomplete STD 
management. 
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• There is nothing better at the moment for STD case management at the primary level 
than the syndromic approach. It may not be perfect but it has the great advantage of 
being able to manage the patient effectively during the first (and often the only) visit to 
the clinic. 

• The syndromic approach covers only those with STD symptoms, but this is where the 
most serious problems are in terms of HIV transmission, complication and sequelae. 

• The syndromic approach is a total package of both diagnosis and treatment and 
promotion of public health activities, ( 4Cs) . 

• The syndromic approach may not be ideal for all settings as it has its own limitations, 
but good responses exist to address every concern. 

• The urgent need is to get the greatest number of people treated in the most efficient and 
effective way. 

• Technical and political endorsement for STD syndromic case management is required to 
ensure its successful implementation in every country. 

2.3.4 Discussions and conclusions 

* All countries know about the training package. 

* All except Mongolia and China are now using it. The Lao People's Democratic 
Republic is awaiting endorsement from the Ministry of Health. 

All countries, except Mongolia, have translated the materials into their local languages. 

Every country has adopted the approach, but some have made minor revisions based on 
their own local situation. 

(a) Cambodia 

In module 4 - Only 3 drugs were recommended for Gonorrhoea. These three 
are the only ones available in the country. Cefexime is made available at the 
primary health centre and Spectinomycin and Ceftriaxone are available at the 
referral centres. 

Venereal wart was added as one of the syndromes as this is common in 
Cambodia. Additionally, an appropriate flowchart was developed. 

Inguinal bubo is also common (5% of STD cases in one STD clinic). 

Risk assessment questions need to be further validated especially if the package 
is to be used for high-risk groups like sex workers. 

(b) VietNam 

Venereal warts are common affecting about 30% ofSTD cases in Ho Chi Minh 
City. They are being treated at the primary health centre using Podophyllin. 

For Candidiasis - Sporanox (ltraconazole) is being used as this is readily 
available and easy to use (orally). Neither Miconazole HCI nor Clotrimazole, 
which are recommended by WHO, are not available. 
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Resistance of fluoroquinolones to gonorrhoea has been reported. 

(c) Lao People's Democratic Republic 

Added 2 syndrome/flowchart - Inguinal bubo and Neonatal conjunctivitis, as 
recommended by the National Technical Group. 

Have included a brief clinical description about a particular STD. 

Human sexuality and gender sensitivity were both integrated in the manual. 

(d) China 

Flow chart being field tested in 13 provinces 

Currently developing national guidelines on STD treatment. 

(e) Mongolia 

Translated materials in 1996. 

Training of private physicians being done. 

Implementation of the syndromic approach requires changes, and therefore it takes time. 

Reporting of STD should be consistent with the diagnostic protocols in use. 

• Key people/agencies who should be involved in technical endorsement of the 
syndromic approach: 

STD specialists; associations of professionals; 
nongovernmental organizations working on STD/AIDS; 
national/provincial STD control centre; 
Department of Health concerns- family planning/MCH; 
research centre; 
university; medical school faculty; 
private clinics/sector; 
primary health care physicians; 
associations of pharmacists; 
international partners; 
anti-epidemic station. 

• Key people/agencies who should be involved in political endorsement of the 
syndromic approach: 

Ministry of Health; 
national/provincial AIDS committees; 
provincial health bureaux; 
Ministry of Education; 
private physicians; 
associations of venereologists; 
Ministry of Social Work; 
Ministry of Finance; 
mass/community organization; 
associations of pharmacists; 
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media; 
religious leaders. 

Some could be involved in both technical and political groups like - Universities; 
associations of professionals/pharmacists; private sector/physicians; MFC; FPS . 

2.3.5 Review of instruments and methodology used during the day 

* Case study was a good teaching method. 

* Exchange of information and sharing of materials between and among countries on 
material adaptation 

* Active involvement of participants 

* Individual work. Good approach to give everyone an opportunity to speak 

2.4 Summary of the fourth day 

2.4.1 During the first half of the day, presentations were made on STD service policies, 
advocacy and guidelines by the Regional Adviser on STD/AIDS. The following topics were 
covered: 

* approaches to STD control: traditional polices versus modem policies; 

* definition of policies; 

* objectives of policies; 

* basic principles in policy development; 

* areas for STD policies. 

2.4.2 Group work and discussions 

After the presentation, each country was asked to draft a policy which they thought would 
be useful in their country. 

Mongolia 

VietNam 

Lao People' s 
Democratic Republic 

Cambodia 

Policy on Sexual Education among High School Students 

Policy on Sexual Education among Primary School for 
10-15 years age group 

The presentation of the policy was correct with some gaps 
(content) 

Policy on Primary Prevention of STD transmission and pregnancy 

Real policy issued by the Ministry of Health for public sector 

S TD drug regulation 

This policy needs to be included in the overall drug policy as it 
cannot be dissociated from other drugs 
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Policy on STD Syndromic Case Management in China 

This policy is currently being implemented in China. The problem 
encountered is on the reporting of syndromes because it is 
currently being reported based on etiology. 

2.4.3 Then followed discussions on advocacy and technical guidelines . The following topics 
were covered: 

* definition of advocacy; 
* advocacy strategies; 
* technical guidelines development. 

2.4.4 Salient points and conclusions: 

*Advocacy is for supporters and opponents. 
* Involving influential individuals, the media and celebrities is very effective. 
*For those relatively hard to influence, repeated advocacy efforts work. 

In most countries, it is difficult of obtain support from religious leaders. However, if this is 
successful, it becomes a big gain to the programme. 

No single advocacy strategy works better than a combination of different strategies . 

In some countries, infonnal advocacy strategies are as important as formal ones. 

Timing and appropriateness of strategies are vital elements in advocacy work. 

Teclmical guidelines are important to ensure that platmed activities are correctly and 
consistently carried out. 

It is crucial that technical guidelines should: (a) include details of procedures; (b) support 
policies and objectives; (c) have a uniform-standard approach; and (d) contribute to progratnme 
implementation. 

2.4 .5 Group work and plenary 

The participants were divided into three intercountry groups and were asked to outline the 
contents of technical guidelines on partner management. The following is a summary of the group 
output. 

Proposed technical guidelines for STD partner mat1agement 

(a) Introduction: 

STD requiring partner management (list and definition); 
why? (to justify the need of partner management). 

(b) Definitions: 

index patient; 
partner: the definition needs to include: 
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-sexual relation with STD patient; 
-type of sexual intercourse (penetrative or not, oral, anal, vaginal); 
-type of partner (casual, CSWs); 
-last partner/all partners/time frame; 

patient referral; 
provider referral; 
referral card. 

(c) Partner management: 

patient referral: -how? 
provider Referral: - when ? 
-how? (HCW, Social Workers, letter, telephone, home visit) 
content: -counselling: 

- treatment; 
- condom promotion and provision; 
-testing; 
- partner reference; 
- referral person. 

referral site (where?). 

(d) Special considerations: 

confidentiality; 
non-cooperative patient; 
promoting the use of the guideline with health care workers; 
chart for the various institutions (public and private sectors) . 

2.4.6 Towards the end ofthe afternoon, a presentation on managing an STD programme was 
given by Dr Borromeo. Her presentation included: 

* steps in developing an STD programme; 
* working group; members and terms of reference; 
* conducting a situational analysis; 
* setting objectives; 
* prioritizing strategies, interventions and activities; 
*planning and Implementation. 

2.4. 7 Outline of points made and conclusions 

* Importance of involving STD service staff and all representative of each sector in the 
planning stage to help them understand their own role and the roles of others. 

* Members of the working group should be senior enough to make decisions and 
commitments on behalf of his/her agency. 

* To have a clearer understanding of the STD problem, it is critical that a situational 
analysis be made first. Information on the STD epidemiology, influencing factors (church, 
social, cultural, political, economic), existing services available, and- gains and limitations in 
responding to the STD problem should be included. 

* The objectives of the programme will give direction to the programme. 
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* To achieve the objectives, strategies should be developed. These will be the blueprint 
in designing interventions and activities. 

* Interventions and activities have to be prioritized based on efficiency, feasibility and 
effectiveness. This should always be linked to the available time and resources - 4Ms 
(manpower, money, machine, materials). 

Developing a step-by-step workplan is the most crucial step. In most countries, it is 
presented in a matrix fonn which includes: activities; time frame (by quarter or semester); 
cost/budget; and implementing agency. Others would also include monitoring indicator and target 
population. 

2.4 .8 Group work 

The participants were divided into four groups and each group was assigned a particular 
strategy and asked to develop interventions and activities. Group presentations and discussions 
followed. 

2.4.9 The day ended with another review of the teaching instruments and methodology used as 
follows: 

* Use a flip chart: (paper board) 

good for group reporting, summarizing - useful especially if no electricity; 
use of two different colored pens suggested; 
good structure in making presentation; 
number of infonnation; 
using big letters : 

be careful not to write in an upward direction; 
have enough papers and pens . 

* group reporting/summarizing/brain-stonning. 

* Exercises: 

-different for each group; 
- san1e for each group plus summary. 

* Controlling a "dominant person": 

* Nominate a chairperson. 
*Nominate a secretary of the group. 
* Ask for contribution from participants . 
* Politely stop hinllher. 
* Interrupt: in between breathe. 
* Designate somebody else to answer. 

* Motivating everyone to participate in the discussion: 

* Ask for questions or suggestion. 
* Ask participants to write ideas on paper and then discuss . 
* Give enough time to think. 
* Ask for contributions based on their experience. 
* Use "ice breaker" exercises . 
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* Maintain a positive attitude. 
* Ensure an informal and supportive environment. 

* Daily Secretariat meeting: 

* Review the day's activities; speakers, contents, timing, exercises . 
* Discuss difficulties encountered, if any. 
* Highlight positive aspects. 
* Make suggestions to improve. 
*Encourage to work as a team. 
*Prepare for next day 's programme. 

2.5 Sununary of the fifth day 

Monitoring and Evaluation as part of managing an STD programme was presented by 
Dr Borromeo. Highlights of her presentation and discussion included: 

* Importance of monitoring and evaluation. This should be considered at the planning 
stage 

* Use of targets and indicators. Indicators can be expressed in percentage, proportion, 
rate, ratio and fraction. In practical terms, these are like "road maps". They tell us if 
we are on the right road, how far have we travelled and how much we still have to go to 
reach our destination. 

* Operation management of an STD programme. Most of the participants shared their 
day-to-day experiences in managing programmes. Common problems encountered and 
practical ways to handle them were also thoroughly discussed. 

* The commonest problem encountered is STD drug management. 

* The role of the private sector, media, external partners, and other stakeholders in STD 
programme were also stressed. 

2.5.2 Group work and plenary session 

The group was divided again by country. Each group was asked to look at the various 
components of drug supply in their country, some of the difficulties they faced and 
recommendations to improved it. 

It was apparent that there were problems with ahnost all components of drug supply, 
although the extent varied from country to country. 

(a) Some countries do not yet have a clear basis for drug estimation. 

(b) In most countries, STD drugs are already included in the Essential Drugs Formulary. 

(c) No country has purchased drugs through a non-profit organization. 

(d) Problems concerning the quality of drugs were also raised. In China for example, some 
drug vendors sell them at very low prices, possibly sacrificing quality. 
(e) No countries except Cambodia, has a national warehouse for drug storage. Cambodia 
apparently has a Central Medical Store at the central office. Other countries may store drugs at 
clinics or pharmacies. 
(f) There is a weak distribution scheme for drugs in all countries . Most reported losses in 
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the process of transporting the drugs. 
(g) Only VietNam provides free STD drugs (about 90% of cases) . 
2.5.3 The participants were asked to mention three topics/areas in the course that they thought 
were most important and therefore should be a priority. These included: 

(1) STD case management/syndromic approach 
(2) STD policy 
(3) STD surveillance 
( 4) Monitoring and evaluation of S TD programme 
(5) STD drug management 

2. 5.4 Plamting for training 

Dr Borromeo explained the following steps in planning a training activity: 

Training needs assessment; 
objective setting; 
selecting training methods; 
training materials (designing/preparing course modules); 
identifying participants; 
identifying time frame and resources; 
evaluation. 

Training needs assessment is important to evaluate the gap between actual performance and 
expected performance. The participants ' knowledge, attitudes and skills have to be assessed, 
together with resources and time available. 

Contents of training module should be adapted to the local cultural context. 

Criteria in the selection of participants should be clear. 

Timeline and budget should be identified. 

Evaluation of the process or outcome has to be carried out. 

Structure 

Training Needs 
) 

Assessment 

1 1 
Conduct Training +----- Evaluation +----- Objectives ) ) 

t and ~ 
Obtain Resources +----- Feedback +----- Curriculum ) ) 

1 1 
Select ( 

Method 



- 19-

2.5 .5 Planning for country-specific courses 

In the last session of the course, the participants were asked to design a training plan which 
they could use when they got back home. The facilitators supported them in this endeavour. 

3. CONCLUSIONS 

With the established link between STD and HIV, and the lack of a cure or a vaccine for 
HIV infection, activities to strengthen STD services should be addressed with extreme seriousness 
and urgency . STD prevention and control programmes should be at the forefront of every 
country' s public health agenda. 

Tllis Training of Trainers in STD Programme Management Course was designed to enable 
the participants to appreciate that in their countries, as in many others, many cases of STDs are 
undiagnosed and untreated or inadequately treated. In view ofthis, there is an urgent need to 
improve current STD services and to expand them with existing primary level services or 
traditional services like family planning and maternal and child health, often by introducing STD 
syndronlic case management. Promotion of these services in the community is imperative. 
Moreover, the course was designed to enable the participants to learn skills in organizing and 
conducting similar activities in their country. 

The course emphasized that an effective STD service is the cornerstone in limiting the 
spread of STDs. However, to realize this, they must not only give importance to correct diagnosis 
and treatment of STD. Equal attention should be given to counselling or education, contact 
tracing or partner referral, compliance to treatment and correct and consistent use of condoms. 

While some countries still rely heavily on etiologic or laboratory-based diagnosis of STD, 
most have already introduced and adapted the syndromic approach. It was apparent that 
participants in the course realized that at the moment there is no better approach for STD 
management than the syndronlic approach. 

Forn1al and inforn1al discussions with the participants and their evaluations showed that the 
objectives of the course were achieved. Participants particularly liked the participatory and 
interactive nature of the course, the opportunities to share and discuss their day-to-day 
experiences, the teaching instruments and methodology used in the training, and the rare 
opportunity of gaining friends and establishing network in the Region. 

It was apparent that participants recognized the relevance and timeliness of conducting 
similar activities in their respective countries, particularly as an effective strategy to combat the 
AIDS epidenlic. 
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Training Course for Trainers 
on STD Programme Management 

Ha Long City, VietNam 
24 28 A 1998 - ngust 

Time Monday Tuesday 

0800-0830 Registration Item 6 
Item 1 (Cont) 

0830-0900 Opening ceremony Surveillance and monitoring of 
Item 2 HIV/AIDS, STD and related 

0900-1030 Objectives behaviour 
Item 3 - STD surveillance 
Global patterns and trends in - Behavioural surveillance 

the transmission of HIV and 
STDs 

1030-1100 
1100-1300 Item 4 Item6 

STD programme management (Cont) 
goals and objectives Surveillance and monitoring of 

HIV/ AIDS, STD and related 

Item 5 behaviour 
Service delivery 
- Service delivery options 
-Targeting 

1300-1400 
1400-1600 Item 5(Cont) Item 6 

_Service delivery (Cont) 
- Service delivery options Surveillance and monitoring of 

-Targeting HVI AIDS, STD and related 
behaviour 

Item 6 
Surveillance and monitoring of Item 7 
HIV/AIDS, STD and related Improving and e:1.:panding existing 

behaviour STD services 

- Transmission of STD 
- General principles of disease 

surveillance 
1600-1630 Review of teaching instruments Review of teaching instruments 

and methodology used during and methodology used during the 

the day day 

TENTATIVE TIM ETABLE 

Wednesday 

Item 7 
(Cont) 
Improving and e},:panding 
existing STD services 

COF F EE BREAK 

Item 8 
STD syndromic case 
management 
- Why is it recommended? 
- Description 

LUNCli BREAK 
Item 8 
(Cont) 
STD syndromic case 
management 
- Use and limitations 
- Training materials 

Review of teaching instruments 
and methodology used during 
the day 

Thursday 

Item 9 
STD service policies, advocacy 
and guidelines 

Item 9 
(Cont) 
STD service policies, advocacy 
and guidelines 

Item 10 
Managing an STD programme 
-Planning 
- Monitoring and evaluation 

Review of teaching 
instruments and methodology 
used during the day 

WPR/OCD/STD(l)/98.1-A 
14 August 1998 

Friday 

Item 10 
(Cont) 
Managing an STD programme 
-Operational management 
-Drug management 

Item 11 
Workshop Review -Priorities 

Item 12 
Planning for country-specific 
courses 

Item 13 
Workshop evaluation 

Item 14 
Closing ceremony 

N 

N 
-...I 




