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In the WHO South-East Asia Region the burden of morbidity 
and mortality from sexually transmitted infections (STIs) is 
significant, and compromises the sexual and reproductive 
health of women, as well as newborn and child health. STIs 
facilitate the sexual transmission of HIV and increase the risk 
of cervical cancer and have negative financial implications for 
individuals and health systems.

There are an estimated 357 million new cases annually of four curable STIs – Chlamydia 
trachomatis, Neisseria gonorrhoeae, syphilis, and Trichomonas vaginalis. An estimated 417 
million people are also infected with viral STIs. Approximately 291 million women harbor the 
human papilloma virus (HPV).

To achieve SDG 3.3, WHO formulated a Global Health Sector Strategy on STIs (2016-21). 
The strategy aims to end STIs as major public health problem by 2030, envisioning zero new 
infections, zero STI-related complications and deaths, and zero discrimination. The strategy 
calls for a 90% reduction of T. pallidum and N. gonorrhoeae incidence and less than 50 cases 
of congenital syphilis per 100 000 live births.

STIs have caused high morbidity, mortality, disability and adverse pregnancy outcomes in the 
South-East Asia Region. In the mid-1990s the Region’s Member States accounted for more 
than a third of new STI infections globally. Large-scale interventions to improve conditions and 
increase condom use in sex work led to significant STI declines during the late 1990s and early 
2000s.Perhaps the greatest overall impact on regional STI epidemiology was achieved during 
the past 15 years, following substantial progress in India, which accounts for over two thirds of 
the Region’s population. 

The epidemiology of STIs in the Region remains highly heterogeneous. Very low STI incidence 
and prevalence has been maintained over several decades in Sri Lanka and Thailand, while 
much higher and variable rates are reported elsewhere. Thailand and Maldives were recently 
certified as having eliminated mother-to-child transmission of both syphilis and HIV, while Sri 
Lanka is preparing for validation of the same. Insufficient data on STIs limits epidemiological 
assessments in most other countries, hindering control efforts.

The current programme response to STIs varies greatly across the Region. For many years 
Thailand and Sri Lanka have maintained strong commitment and funding. Myanmar has 
demonstrated early success in a demonstration project of STI control and HIV prevention, 
achieving 100% targeted condom promotion and the halving of syphilis prevalence. Limited 
data from Bangladesh show declining syphilis rates, largely due to sex worker mobilization, 
awareness-raising, condom promotion and the provision of STI services.

This regional report highlights the current situation and response, and the need to urgently 
take steps to reposition STI control as a public health priority. In doing so, it advocates for 
resources, staffing and planning independent of HIV programme priorities. There is a need 
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iiiMoving ahead on elimination of Sexually Transmitted Infections (STIs) in WHO South-East Asia Region - progress and challenges



to advocate for and support progress towards STI elimination, including the elimination of 
mother-to-child transmission (eMTCT), and to prepare elimination cases for infectious syphilis, 
chancroid and possibly gonorrhoea.

I am certain the report will be of immense benefit to Member States as they strive to reduce 
STIs, eliminate cervical cancer, achieve SDG 3.3 and with it the goal of ensuring healthy lives 
and promoting health and well-being for all at all ages.

Poonam Khetrapal Singh

World Health Organization Regional Director  

for South-East Asia
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This rapid assessment of the sexually transmitted infection (STI) epidemiology and response in 
the World Health Organization (WHO) South-East Asia (SEA) Region was conducted in April/
May 2018.1 Methods included structured interviews with programme managers and WHO 
focal points, review of the literature and trend analysis of available routine reporting data. 
The primary focus was on control of common curable STIs – syphilis, gonorrhoea, chlamydia, 
chancroid and trichomoniasis. Epidemiological interaction and programme overlap with viral 
STIs, including human immunodeficiency virus (HIV), hepatitis B and C, herpes virus and human 
papilloma virus, are addressed elsewhere.

Historically, STIs have been among the most serious public health problems in WHO 
SEA Region, with high associated morbidity, mortality, disability and adverse pregnancy 
outcomes. WHO estimated that SEA Region countries accounted for more than a third of 
all new STI infections globally in the mid-1990s.2 The incidence and prevalence of curable 
STIs, notably ulcerative chancroid and syphilis, were extremely high in urban areas and along 
well-travelled migrant and trucking networks, and closely linked to rapid early spread of HIV. 
Where measured, rates of gonococcal, chlamydial and trichomonal infections were often even 
higher. However, large-scale interventions with package of services, including the promotion 
of condom use in sex work led to large STI declines and slowing of HIV epidemics during the 
1990s and early 2000s, notably in Thailand and parts of India.

Perhaps the greatest overall impact on regional STI epidemiology was achieved during the 
past 15 years, following marked progress in India, which accounts for over two thirds of the 
Region’s population. During this period, interventions to reduce HIV/STI transmission among 
key and bridge populations were scaled up,3 and large STI declines in the most highly affected 
states were documented. WHO estimates that SEA Region’s share of new STI infections 
globally was only 11% in 2012, less than a third of what it was in the late 1990s.

Currently, the epidemiology of STIs in the Region remains highly heterogeneous. Very low 
STI incidence and prevalence have been maintained over several decades in Sri Lanka and 
Thailand,4 while much higher and variable rates are reported elsewhere. Thailand and Maldives 
have been certified as having eliminated mother-to-child transmission of both syphilis and 
HIV, while Sri Lanka is preparing for validation of the same. Yet, insufficient data on STIs limit 
assessment of the epidemiological situation in most other countries, hindering control efforts.

The current programme response to STIs also varies greatly across the Region. Thailand and 
Sri Lanka have maintained strong commitment and funding over many years. Elsewhere, the 
national STI response varies greatly, with many countries struggling to support basic clinical 
services, maintain stocks of effective STI treatments, conduct outreach to key populations 

1 Country data updated in August 2019.
2 Estimates of four common, curable STIs: gonorrhoea, chlamydia, syphilis and trichomoniasis.
3 Initially supported under Avahan and subsequently transitioned to National AIDS Control Organization (NACO).
4 Comparable to Europe (2012 ECDC reported 4.5 syphilis cases per 100 000 population. Thailand reported 3.2 and Sri Lanka 

5.4 cases per 100 000).

Summary 
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(KPs), maintain basic STI surveillance and monitor antibiotic resistance. Nevertheless, good 
examples of improving STI control have been described at sub-national levels (notably 
Kolkata and Mysore in India and Tanjung Pinang in Indonesia), even in large countries 
where implementation of control efforts has been highly uneven overall. These examples 
demonstrate the feasibility of improving STI control under a range of conditions. Data from 
Integrated Biological and Behavioural Surveillance (IBBS) 2014–2015 and special studies 
from Indonesia demonstrate that STIs have decreased in some areas, particularly among sex 
workers, following interventions. Myanmar also demonstrated early success in a demonstration 
project of STI control and HIV prevention with 100% targeted condom promotion. Pilots in 
four townships demonstrated an increase in condom use among sex workers (from 61% in 
2001 to 91% in 2002) and halving of syphilis prevalence. Limited data from Bangladesh show 
declining syphilis rates, largely due to sex worker mobilization, raising awareness, condom 
promotion and provision of STI services.

Important gaps and constraints undermining STI control are apparent across the Region. 
STI control efforts have clearly not been sufficiently scaled up or sustained, and evidence of 
increasing STI incidence and prevalence is appearing in some areas and among some KPs. As 
national programmes and donors increasingly promote HIV-specific services like antiretroviral 
therapy (ART) and recently, pre-exposure prophylaxis (PrEP), often at the expense of broader 
prevention interventions, there is growing risk of behavioural disinhibition, erosion of condom 
use and rebounding STI transmission. Yet, STI surveillance is not sufficiently operational and 
reliable in many countries to detect increasing trends, and weak STI services limit effective 
responses. 

To a large extent, STIs other than HIV have largely fallen off the radar. Echoing this, programme 
managers described important gaps and constraints related to STI control and surveillance, 
mainly linked to low perceived priority and insufficient resources. 

As attention begins to return to STIs, with global elimination targets proposed for syphilis and 
gonorrhoea, most countries in the SEA Region will need to strengthen their STI response – 
including outreach to KPs, service delivery, surveillance and related control efforts. Fortunately, 
multiple examples of good practice exist in the Region to guide this work. Recommendations 
for a reinvigorated STI response cover basic areas of surveillance, primary prevention and 
clinical services.

Key points

epidemiology

 • Evidence from multiple sources strongly supports an overall declining trend of curable 
STIs in the Region over three decades. Shifting patterns are also apparent, with declining 
proportions of ulcerative and bacterial STIs compared to viral infections. 

 • Data on syphilis declines are more available and reliable than for other STIs, and useful 
as markers of sexual transmission trends in general.  Triangulation of syphilis surveillance 
data – from KPs, male STI patients (bridge population), and pregnant women (general 
population) – can highlight progress and gaps of STI control efforts.
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 • Evidence of declining syphilis, as well as progress in eliminating mother-to-child 
transmission (MTCT) in some countries, supports feasibility of regional elimination of 
syphilis as a public health problem. Weak STI surveillance and limited syphilis screening 
among KPs and pregnant women are the main barriers to elimination in the Region. 

 • Recent increases in syphilis among men who have sex with men (MSM) in several countries 
underlines the importance of routinely screening KPs for syphilis and monitoring prevalence 
trends.

 • Data on other STIs are less reliable, but combinations of syndromic and aetiological 
reporting have proven useful in guiding control efforts in several countries, and can be 
adapted elsewhere.

 • Reliable data on gonorrhoea come from Sri Lanka and Thailand, which use affordable 
microscopy with Gram stain to distinguish gonococcal from non-gonococcal infections. 

Programme response

 • The programme response to STIs varies greatly across the Region, from highly effective to 
almost non-existent.

 • Where STI declines have occurred, evidence strongly supports attribution to programmes 
that have increased condom use in sex work, while maintaining good clinical services (both 
targeted and general population) and reliable STI surveillance.

 • National experience and sub-national examples highlight multiple effective approaches to 
reducing STI incidence and prevalence, as well as surveillance and programme monitoring 
methods. 

 • STI services for KPs – including quarterly medical checkups, presumptive treatment for 
asymptomatic infections and regular syphilis screening – have resulted in rapid STI control, 
including virtual elimination of common STIs in two Indian districts.

Gaps and constraints

 • Low perceived priority and programme funding were cited by most countries as the main 
reasons for declining attention to STI control and surveillance.

 • Important gaps in core STI control programme activities were identified in most countries. 
These have been flagged in this report with recommendations for more in depth assessment 
and programme strengthening.

Summary of recommendations for strengthening STI control in Sea region

 • Urgently take steps to reposition STI control as a public health priority for the Region and 
advocate for resources, staffing and planning independent of HIV programme priorities 
(recognizing common ground and potential synergies in STI/HIV control efforts, i.e. 
offering STI screening/periodic presumptive treatment (PPT) at quarterly PrEP visits).

 • Recognize successes in the Region and leverage the considerable experience and 
expertise available from countries such as Sri Lanka and Thailand and from KP community 
learning sites like Durbar Mahila Samanwaya Committee (DMSC) and Ashodaya Samithi.
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 • Advocate for and support progress towards STI elimination continuing with elimination 
of mother-to-child transmission (eMTCT) and preparing elimination cases for infectious 
syphilis, chancroid and possibly gonorrhoea, recognizing that there are strong candidate 
countries for each of these STI elimination targets in the SEA Region.

 • Address the considerable STI data gaps and limitations in most countries, advocating for 
and supporting basic STI surveillance components including routine reporting (syndromic/
aetiological), routine prevalence monitoring (antenatal clinic [ANC] and KP syphilis 
screening), leveraging regional experience and expertise (mainly from Thailand and Sri 
Lanka).

 • Develop a flexible toolkit of proven interventions for countries at different stages of STI 
control, including:

 ¥ appropriate mixed models of aetiological and syndromic management and reporting 
(as in Thailand and Sri Lanka);

 ¥ effective community-based models (including microplanning) for high impact STI 
control with KPs (DMSC, Ashodaya learning sites);

 ¥ presumptive treatment strategies to rapidly reduce prevalence of curable STIs in sex 
work, prevent and control STI outbreaks among PrEP users, MSM and other KPs;

 ¥ rapid response methods to identify and control STI outbreaks (particularly important 
as countries move towards elimination).

 • Country-specific recommendations (see individual assessments) can be considered in 
several groups with different needs. 

 ¥ Countries with urgent STI control needs (Indonesia, others likely at sub-national level, 
currently unrecognized due to data gaps)

 ¥ Countries with significant STI programme limitations to address (India, Bangladesh, 
Myanmar, Nepal, Democratic People’s Republic of Korea)

 ¥ Small countries with potential for rapid STI control scale-up (Maldives, Bhutan, Timor-
Leste)

 ¥ Countries with high-level STI control that can prepare elimination cases and assist 
others (Sri Lanka, Thailand).
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5 Bangladesh, Bhutan, Democratic People’s Republic of Korea, India, Indonesia, Maldives, Myanmar, Nepal, Sri Lanka, Thailand, 
Timor-Leste.

6 Estimates of four common, curable STIs: gonorrhoea, chlamydia, syphilis and trichomoniasis.

1. background
Historically, sexually transmitted infections (STIs) have been among the most serious public 
health problems in the World Health Organization (WHO) South-East Asia (SEA) Region,5 with 
high associated morbidity, mortality, disability and adverse pregnancy outcomes. Global and 
regional STI strategies have set ambitious control targets, including 90% reductions of syphilis 
and gonorrhoea by 2030 (1,2).

According to WHO estimates, SEA Region countries accounted for more than a third of 
new STI infections6 globally in the mid to late 1990s (3–6). The incidence and prevalence of 
curable STIs, notably ulcerative chancroid and syphilis, were extremely high and closely linked 
to rapid early spread of human immunodeficiency virus (HIV) in urban areas and along well-
travelled migrant and trucking networks (7). Where measured, rates of gonococcal, chlamydial 
and trichomonal infections were often even higher. However, large-scale interventions with 
package of services, including the promotion of condom use in sex work led to large STI 
declines as well as rapid control of HIV epidemics during the 1990s and early 2000s, notably 
in Thailand and parts of India.
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7 Initially supported under Avahan and subsequently transitioned to National AIDS Control Organization (NACO).
8 Calculated from published estimates after adjusting for population differences in regional groupings.

Progress in India, which accounts for over two thirds of the Region’s population, is likely to 
have had the greatest overall impact on regional STI epidemiology over the past 15 years. 
During this period, large scale interventions7 to reduce HIV/STI transmission among key and 
bridge populations documented large STI declines in several populous and highly affected 
states. WHO estimates that SEA Region’s share of new STI infections globally was only 11% 
in 2012, less than a third of what it was in the late 1990s. Although methods used to estimate 
global STI incidence and prevalence varied over time, such a large change in the regional 
proportion8 of STI burden calls for more detailed investigation. 

The purpose of this report is to assess the current status of STI epidemiology and programmes 
in the Region.
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2. methods
This rapid review of the STI situation in SEA Region was conducted in April–May 2018 (data 
updated in August 2019) using multiple methods including interviews, review of the literature 
and analysis of available country data. Interviews using a structured set of questions involved 
programme managers and WHO country focal points responsible for STI activities. This was 
followed by inputs from country focal points on the draft report and verification of the data in 
the report. The responses from an online questionnaire sent to countries by WHO headquarters 
for the progress on global health sector strategy were also included in the report.
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3. findings
The main findings of this assessment are grouped under the following categories: (i) 
epidemiology; (ii) programme response, and (iii) gaps/constraints. Thereafter, country profiles 
summarize available information on country-level data and experience. Recommendations 
based on these findings can be found in the report’s conclusion.

3.1 The epidemiology of STIs in the region

WHO global STI estimates are based mainly on review of prevalence studies reported in the 
published literature (3–6). However, the publication of papers with an STI focus has fluctuated 
widely over the past decades. Fig. 1 summarizes the number of papers from SEA Region sites 
mentioning STIs as a main topic since 2000. The number of studies peaked from about 2005 
to 2013, a period when donor investment in STI control (including the large Avahan India 
acquired immune deficiency syndrome [AIDS] Initiative) was highest. Studies with data on STI 
incidence or prevalence are a subset of the total and follow a similar pattern (6).
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Fig. 1. Literature review: number of STI papers identified from SEA Region

Total STI Paper for Sear

STI Paper by country

Several limitations are apparent when looking to the literature to estimate STI burden and 
trends. First, the number and distribution of studies with population-based prevalence data 
are few and poorly represent regional diversity. In addition, given fluctuations over time, the 
likelihood of publication bias is high, particularly as sites with donor-supported interventions 
(and related publications) are likely to have achieved better STI control than those without 
resources. Most published STI prevalence data come from key populations (KP), bridge 
groups or clinic-based samples, which are informative for those sub-populations but cannot 
be directly extrapolated to derive general population estimates.

WHO uses these methods for STI estimation partly due to a lack of reliable routine STI reporting 
from countries (this is only partially true for SEA Region, as discussed later). Nevertheless, 
while overall global estimates have changed little over 20 years, the proportion of estimated 
incident infections from SEA Region has declined sharply, from approximately 36% in 1995 to 
11% in 2012 (Fig. 2). Despite limitations of the methods, such a large magnitude of change 
begs further analysis. An important possibility is that STIs have indeed declined dramatically 
in SEA Region, more so than in other regions. Evidence for and against this hypothesis is 
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examined from national and sub-national data, with special attention to the most populous 
countries, which have the greatest influence on regional trends.9

Fig. 2. WHO global estimates of four curable STIs: proportion from SEA Region

A large degree of heterogeneity is evident in reviewing SEA Region STI data. From the historic 
STI declines in Sri Lanka and Thailand to more recent sub-national examples, the feasibility 
of STI control – approaching elimination in some cases – has been well documented. On the 
other hand, much poorer STI control persists elsewhere, and the situation remains largely 
unknown – again due to insufficient data – in several countries. Currently, the epidemiology 
of STIs in the Region is highly heterogeneous – very low STI incidence10 and prevalence in a 
few countries, with much higher rates reported by others. Importantly, insufficient data on 
STIs from much of the Region limits epidemiological assessment and hinders control efforts. 
Furthermore, the current situation, whether appearing relatively good or bad, is far from static. 
Evidence of increasing rates of syphilis and other STIs is emerging from a number of Asian 
countries.

Key points: epidemiology

 • Evidence from multiple sources strongly support an overall declining trend of curable 
STIs in the Region over the past three decades. Shifting patterns are also apparent, with 
declining proportions of ulcerative and bacterial STIs compared to viral infections. 

 • Data on syphilis declines are more available and reliable than for other STIs, and can be 
monitored as markers of sexual transmission trends in general.11

9 Any regional trends in SEA Region are driven strongly by events in India, which accounts for about 68% of the Region’s 
population.

10 Comparable to Europe (2012 ECDC reported 4.5 syphilis cases per 100 000 population. Thailand reported 3.2 and Sri Lanka 
5.4 per 100 000).

11 Triangulation of syphilis surveillance data from KPs, male STI patients (bridge population), and pregnant women (general 
population) can highlight progress and gaps of STI control efforts.
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 • Evidence of declining syphilis, as well as progress in eliminating mother-to-child 
transmission (MTCT) in some countries supports feasibility of regional elimination of 
syphilis as a public health problem. Weak STI surveillance and limited syphilis screening 
among KPs and pregnant women are the main barriers to elimination in the Region. 

 • Recent increases in syphilis among men who have sex with men (MSM) in several countries 
underline the importance of routinely screening KPs for syphilis and monitoring prevalence 
trends.

 • Data on other STIs are less reliable, but combinations of syndromic and aetiological 
reporting have proven useful in guiding control efforts in several countries, and can be 
adapted elsewhere.

 • Reliable data on gonorrhoea come from Sri Lanka and Thailand, which use affordable 
microscopy with Gram stain to distinguish gonococcal from non-gonococcal infections.

3.2 The programme response

The current programme response to STIs varies greatly across the Region. WHO’s Regional 
strategy for the prevention and control of sexually transmitted infections 2007–2015 defined 
three priority areas: (i) reducing STI incidence in high transmission networks; (ii) improving 
STI case management for all; and (iii) ensuring reliable data to guide the response. Progress 
by the countries of the Region in these areas varies greatly, with many countries apparently 
struggling to scale-up outreach to KPs, support basic clinical services, maintain stocks of 
effective STI treatments, conduct basic STI surveillance and monitor antibiotic resistance. On 
the other hand, Thailand and Sri Lanka have maintained strong commitment and funding 
for STI control over many years, and have documented high levels of control. Thailand and 
Maldives have been certified as having eliminated MTCT of both syphilis and HIV, while Sri 
Lanka is preparing for validation of the same.

Several reasons for this diversity in STI programme capacity and response across the Region 
are evident from review of programme reports and interviews with programme managers. 
In many countries, STI and HIV programmes merged in the 1990s for greater efficiency, and 
to leverage higher levels of funding for HIV. In a few countries like Thailand and Sri Lanka, 
high levels of support for STI control activities were maintained. In most others, attention to 
scale-up of HIV testing, antiretroviral therapy (ART), recently, pre-exposure prophylaxis (PrEP) 
and other HIV-specific services increasingly consumed most human and financial resources. 
Little or no funding or personnel were left for STI diagnostics, treatment and related control 
activities such as contact tracing and surveillance. Even basic STI services such as routine 
syphilis screening in pregnancy were interrupted or abandoned in some countries due to lack 
of basic commodities.

One indirect way of assessing STI programmes is through Global AIDS Response Progress 
Reporting (GARPR) / Global AIDS Monitoring (GAM). From 2009 through 2016, only three SEA 
Region countries reported over 90% antenatal clinic (ANC) syphilis screening during any one 
year, three others reported almost no ANC screening and the remaining five countries ranged 
between 10% and 70%. Reporting itself was sporadic, with only about a third of the countries 
on average reporting on this indicator each year.
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Further insight into the functional capacity of national STI control programmes can be gleaned 
from the Joint United Nations Programme on HIV/AIDS (UNAIDS) narrative progress reports. 
Sri Lanka presents data on STI programme performance across multiple areas of clinic and 
community-based interventions in its annual reports; while for most other countries, STI 
programme activities (excluding HIV) appear to be limited to periodic revision of STI case 
management guidelines (Table 1). 

Table 1. Select STI programme components

STI guidelines 
(last revision)

reliable STI 
surveillance 
(>80% sites 
reporting)

anC syphilis 
screening 
(>90% 
pregnancies)

STI contact 
tracing 
(actively 
supported) 

KP routine STI 
screening  &/
or PPT

Bangladesh 2006

Bhutan 2006 Yes

Democratic People’s 
Republic of Korea

India 2014 Partial Yes Yes

Indonesia 2011

Maldives 2013 Yes Yes Syphilis 
partially 

IDU only (HBV, 
HCV, syphilis)

Myanmar 2014

Nepal 2014

Sri Lanka 2013 updated, 
now revising

Yes Yes Yes Yes

Thailand 2016 Yes Yes Yes Yes

Timor-Leste 2014

KP – key populations; PPT – periodic presumptive treatment; IDU – injecting drug user; HBV – hepatitis B virus; 
HCV – hepatitis C virus; ANC – antenatal clinic

Yet, at sub-national level, several community-based organizations (CBOs) have demonstrated 
impressive STI control outcomes. These include CBOs working with KPs in Kolkata and Mysore 
in India and Tanjung Pinang in Indonesia, among others. In fact, most evidence from the 
Region strongly supports the importance of well-focused interventions with KPs, particularly 
in sex worker networks, for reducing STI incidence and prevalence across wider populations. 

Key points: programme response

 • The programme response to STIs varies greatly across the Region, from highly effective to 
almost non-existent.

 • Where STI declines have occurred, evidence strongly supports attribution to programmes 
that have increased condom use in sex work, while maintaining good clinical services (both 
targeted and for the general population) and reliable STI surveillance.

 • National experience and sub-national examples highlight multiple effective approaches to 
reducing STI incidence and prevalence, as well as surveillance and programme monitoring 
methods. 
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 • STI services for KPs – including quarterly medical checkups, presumptive treatment for 
asymptomatic infections and regular syphilis screening – have resulted in rapid STI control, 
including virtual elimination of common STIs in two Indian districts.

3.3 Gaps and constraints

Multiple gaps in STI control efforts in the Region were identified in the course of this review. 
Perhaps the most significant is the lack of an identifiable STI control programme in several 
countries. With the merging of HIV and STI programmes, and increasing focus on HIV-specific 
activities, attention to a number of key STI prevention and control activities has been diluted 
or lost. Strategic and operational planning in most countries is dominated by HIV priorities 
and targets (which are funded). Table 2 summarizes the main gaps and constraints identified 
during this review. 

Table 2. Gaps in STI programmes by programmatic area

Programmatic area Status Gaps/constraints
Strategic planning National strategic plans (NSPs) 

for HIV/STI programmes 
increasingly oriented towards 
HIV-specific targets; little 
attention to STI control

STI generally low priority, may 
include some provision for STI 
treatment services. 

Resources Resource allocation aligned to 
NSP, including for GFATM and 
other donors; few resources 
for STI activities

Lacking separate line items for core 
STI control activities

Staffing Few or no staff with STI-
specific responsibilities in 
many countries

Often lacking STI programme 
manager; staff with responsibility 
for clinical services and surveillance 
at a minimum

Commodities Condom promotion and 
distribution for HIV also 
work for STIs. STI drugs and 
diagnostics often overlooked

Gaps include reliable supply of STI 
diagnostics and treatment, logistics 
and supply management to avoid 
stockouts 

Outreach Outreach to KP and bridge 
groups works for both HIV 
and other STIs 

Outreach with single focus (i.e. 
HTC only) misses opportunities for 
broader STI prevention and risks, 
alienating KP

Clinical service delivery Variable attention across 
countries 

Variable, often lacking monitoring, 
supervision, refresher training, etc.

Contact tracing Neglected in most countries Lacking dedicated staff to follow up 
contacts of index cases

Guidelines development, 
training and supervision

Many countries in the Region 
have not updated STI case 
management guidelines in 
the past 5 years

Guidelines updates, training and 
supervision required to maintain 
effective STI case management

STI surveillance Neglected in most countries Requires dedicated staff to ensure 
complete, accurate and timely 
reporting, analyse and disseminate 
data, etc
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Programmatic area Status Gaps/constraints
Anti-microbial resistance 
(AMR) monitoring

Neglected in most countries Requires planning, funding and 
technical assistance for periodic 
AMR surveys

HTC – HIV testing and counselling

STI control efforts have clearly not been sufficiently scaled up or sustained across the Region, 
and evidence of increasing STI incidence and prevalence is appearing in some areas and among 
some populations at high risk. As programmes increasingly promote HIV-specific services like 
ART and PrEP, there is growing risk of behavioural compensation, including erosion of critical 
preventive behaviours like condom use, with increasing STI transmission.

Yet, with programme focus on HIV-specific targets, other STIs have largely fallen off the radar. 
STI surveillance is not even sufficiently operational and reliable in many countries to be able 
to detect increasing trends.

Key points: gaps and constraints

 • Low perceived priority and programme funding were cited by most countries as the main 
reasons for declining attention to STI control and surveillance.

 • Important gaps in core STI control programme activities were identified in most countries. 
These have been flagged in this report with recommendations for more in depth assessment 
and programme strengthening.

3.4 Country profiles

A structured question guide was used to assess the STI situation and current response. 
Responses from the majority of countries indicate that STIs have largely slipped off the radar, 
and STI control efforts are neglected due in most cases to low perceived priority and insufficient 
programme resources. Several national and sub-national exceptions are noted here.

The following country profiles focus summarize available information about the epidemiological 
situation as well as three areas of the response, corresponding to the three objectives of the 
regional STI strategy – STI services for all, outreach to KPs and STI surveillance.
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a. Countries with documented high-level control 

Sri lanka
STIs have been in decline in Sri Lanka since the mid-1970s due to sustained public health efforts, 
implemented mainly through district-level STI clinics. All components of STI preventive and 
curative services are well supported and backed by a simple but reliable surveillance system. 
The Sri Lanka narrative progress reports to UNAIDS detail how different STI programme 
components contribute to a comprehensive and highly effective national response to HIV as 
well as other STIs. Perhaps unique to the Region, the national control programme retained its 
broad STI focus, incorporating HIV prevention, care and treatment activities within the existing 
STI programme structures. Moreover, the slow growth of HIV in Sri Lanka has been attributed 
to the high level of STI control in the country when HIV first appeared.

Sri Lanka has maintained a strong focus on STI surveillance and control since 1952. The national 
sexually transmitted disease (STD)/AIDS Control Programme (NSACP) of the Ministry of Health 
has a central STD clinic in Colombo and a well-established network of STD clinics at provincial 
and district levels. These clinics include both specialist and non-specialist clinicians and public 
health staff – public health inspectors (PHI) and public health nurses (PHN) – who have both 
clinic and community outreach responsibilities, including STI contact tracing and outreach visits 
to sex work venues. 

Various aspects of STI status in the country are given in Table 3.
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Table 3. Various aspects of STI status in Sri Lanka

aspects Status notes
Epidemiological 
snapshot

High-level control with low 
reported incidence of syphilis 
(4.4 cases per 100000) and 
gonorrhoea (1.4 cases per 100 
000) in 2016 

Country is preparing for validation of 
elimination of MTCT of HIV and Syphilis. The 
country should be considered a candidate 
for elimination of STIs as a public health 
problem (syphilis, chancroid, gonorrhoea)

STI clinical 
services

Strong network of district-level 
STD clinics, also supporting 
peripheral STI services

STI guidelines: last full revision in 2009, 
minor updates in 2014, currently revising

Outreach/
services for KP

Targeted interventions with 
HIV funding. Also, public heath 
inspectors/nurses attached to 
STI clinics do KP outreach

Strengthen programme monitoring of 
KP coverage, use of services, syphilis 
prevalence and other STIs, especially 
among MSM

STI surveillance Strong STI surveillance in place 
for decades, reliable monitoring 
of trends, sensitive to outbreaks 
(early warning system)

Aetiological reporting from district STD 
clinics, syndromic reports from peripheral 
levels

Relevant 
publications

2 STI studies identified

STI clinical services are of high quality and well-organized, with adequate supplies of condoms 
and essential medicines. STD clinic staff are active in the community and conduct awareness and 
risk-reduction training for a range of groups, from intermediate to low-risk. Nongovernmental 
organizations (NGOs) working with sex workers and MSM collaborate with local clinic staff. 
Pregnant women have been screened for syphilis since 1954, and congenital syphilis has become 
rare. Over 95% of pregnant women deliver in health-care institutions. STD clinic doctors also 
conduct professional seminars for doctors in private practice.

Despite progressively improving STI control since the 1980s, outbreaks of gonorrhoea 
beginning in 2003 and of syphilis in 2012 were detected by surveillance and largely brought 
back under control.

Routine STI reporting trends are given in Fig. 3.

Fig. 3. Routine STI reporting trends, Sri Lanka
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Thailand
Thailand is an excellent example for countries in the Region that are seriously considering STI 
elimination targets. Building on information from reliable national surveillance, the strategy 
sets clear disease control targets, aiming to reduce new cases of syphilis from already low 
levels (from 4.9 cases per 100 000 to less than 3.5), and gonorrhoea (from 10.6 to less than 8 
cases per 100 000) by 2021. 

New cases of bacterial STIs in Thailand have in fact already decreased by at least 95% since 1989. 
Measures that contributed to rapid early STI declines include 100% condom use programme 
(CUP), comprehensive STI management, counselling, promotion of health-seeking behaviour 
and community participation. Implemented through a network of public health STI clinics, 
the 100% CUP achieved early success by saturating coverage of sex establishments, where 
condom use was mandated. While the responsibility for enforcing condom use was on the 
workplace, the programme provided a range of important services that ensured progressive 
control of STI/HIV transmission. 

Direct services included promotion and distribution of condoms and STI check-ups. STI clinics 
were expanded and staff conducted regular outreach to sex establishments to promote 
prevention and STI screening. Importantly, systematic collection of basic data was carried 
out to inform the programme. This included annual mapping of sex establishments and 
enumeration of sex workers, behavioural monitoring (focusing on condom use and number of 
clients) and STI screening. Monitoring activities are largely built into the day-to-day activities 
of the STI clinics, requiring few special surveys. As sex work changed to more indirect forms 
(massage, karaoke and bar-based), interventions were adapted to include more outreach and 
to increase involvement of sex workers. 

Various aspects of STI status in the country are given in Table 4.

Table 4. Various aspects of STI status in Thailand

aspects Status notes
Epidemiological 
snapshot

High-level control with low reported 
incidence of both syphilis (6.2 cases 
per 100 000) and gonorrhoea (14.6 
cases per 100 000) 

Plans to validate dual elimination 
MTCT. The country should be 
considered a candidate for elimination 
of STIs as a public health problem 
(syphilis, chancroid, gonorrhoea)

Validated dual 
elimination MTCT 
(syphilis and HIV)

The country should be considered 
a candidate for elimination of STIs 
as a public health problem (syphilis, 
chancroid, gonorrhoea)

STI guidelines: last full revision in 
2009, minor updates in 2014, currently 
revising

STI clinical 
services

Strong network of STI clinics 
provide prevention and treatment

STI guidelines as example for other 
countries interested in aetiological 
management approaches

Outreach/
services for KP

100% CUP and other community-
based services to KPs implemented 
with support of STI clinics

Strengthen programme monitoring of 
KP coverage, use of services, syphilis 
prevalence and other STIs, especially 
among MSM
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aspects Status notes
STI surveillance Strong STI surveillance in place for 

decades, reliable monitoring of 
trends, sensitive to outbreaks (early 
warning system)

Universal aetiological reporting 
with case definitions for syphilis, 
gonorrhoea, NSU, chancroid and LGV

Relevant 
publications

22 STI studies identified

The initial results in Thailand were dramatic and led to adaptation and replication in other 
countries. Sex workers were enabled to demand condom use and access STI care, which 
rapidly slowed transmission. The programme also had a large-scale public heath impact. 
The incidence rate of reported STI diagnoses (gonorrhoea, non-specific urethritis, syphilis, 
chancroid and lymphogranuloma venereum [LGV]) decreased from 785 cases/100 000 
population in 1986 to 25 cases/100 000 population  in 1999. By 2002, an estimated 5.7 million 
HIV infections had been averted, including averted secondary infections; this not only included 
sex workers and their clients, but also far larger numbers of people at lower risk. As Thailand’s 
epidemic began to come under control, implementation of 100% CUP broadened in several 
ways. Interventions were expanded from establishment-based sex work to others venues; 
NGOs and CBOs became more involved, especially in non-establishment settings; and 
clinical services were strengthened. Yet, despite the early success of prevention and treatment 
programmes, transmission may be increasing among MSM, in particular among young MSM 
and male sex workers. 

STI reporting trends are given in Fig. 4.

Fig. 4. Routine STI reporting trends, Thailand

LGV – lymphogranuloma venereum; NSU – non-specific urethritis
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b. Countries with partial control or insufficient data

India
India is the largest country in the Region, accounting for over two thirds of its population. 
Being geographically large and diverse, it has also shown a large degree of heterogeneity 
in STI epidemiology and control over the years. Historically, STI transmission, and the early 
AIDS epidemic, followed migrant pathways to large cities such as Mumbai, Delhi, Kolkata 
and Chennai. Early control efforts also focused on the large metropolitan areas. From about 
2004 onwards, large-scale efforts were made to scale up interventions and services for KPs, 
first in high-prevalence states (Avahan), then nationwide (National AIDS Control Organization 
[NACO]). STI prevention, screening and treatment were major programme components. Data 
from a number of studies provide evidence of significant declines of several common curable 
STIs during this period, and are supported by more recent programme and survey data. 

Various aspects of STI status in the country are given in Table 5.

Table 5. Various aspects of STI status in India

aspects Status notes
Epidemiological 
snapshot

Evidence of declining STI prevalence 
among key and bridge populations 
over last 10–15 years from multiple 
sites and sources 

STI declines strongly linked to 
large-scale interventions (Avahan, 
NACO)

STI clinical 
services

Range of services for general 
population and KPs including 
syndrome management and 
presumptive treatment

Increasing attendance/coverage 
of STI clinics, KP STI services (TI) 
and ANC syphilis screening have all 
been documented

Outreach/
services for KP

KP interventions for HIV at scale, 
include range of STI services

Studies/data from multiple sites 
show large KP STI declines, both 
population based and among KP 
using services

STI surveillance Routine STI surveillance with improved 
reporting (>95% STI clinics, >80% TIs 
reporting). ANC reporting from two 
different systems not integrated

Increasing use of STI clinic services. 
Trend analyses incorporating data 
from diverse reporting sites could 
be strengthened

Relevant 
publications

110 STI studies identified

TI – targeted intervention

STI services and reporting also improved considerably during this period. During the FY 2016–
2017, 8.6 million patients were managed for STI/reproductive tract infections (RTIs) following 
national protocols, which was nearly 95% of the NACO target. STI reporting increased from 
about 65% in 2008–2009 to 95% of STI clinics (designated STI/RTI clinics [DSRCs]) and 85% of 
KP targeted intervention (TI) projects in recent years.
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Significant declines in syphilis prevalence were measured between 2005–2006 and 2016–2017 
among DSRC attendees, ANC attendees and KPs. HIV Sentinel Surveillance 2014–15 reported 
0.14% syphilis prevalence among ANC attendees. However, syphilis prevalence reported from 
National Health Mission, based on partial ANC testing coverage (17% of 30 million ANC 
attendees), are significantly higher (1.5%).

Persons with STIs may seek care in the formal health sector comprising the private and public 
sector-based facilities, in the alternate health sector and in the informal sector. According to 
IBBS 2014–2015 data, nearly half of female sex workers (FSWs) reported STI/RTI symptoms 
in the last year, and the majority reported seeking treatment from either NGOs (49%) or 
government clinics (49%). Similar patterns of treatment seeking was found among MSM (one 
fifth with STI symptoms).

Syphilis prevalence trends among pregnant women and  KPs are given in Fig. 5.

Fig. 5. Syphilis prevalence trends among pregnant women and KPs in India

Indonesia
STIs are a common public health problem in Indonesia. The STI control programme in 
Indonesia covers prevention, STI care services and related activities. STI care is available in 
both the public and private sectors. In the public sector, the syndromic case management 
approach is used for the management of STIs, and some government-mandated community 
health clinics (puskemas) provide additional screening services for KPs. Almost no screening 
of pregnant women for syphilis took place until recently, due to lack of commodities, although 
this area is now being addressed by the Ministry of Health (MoH).
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In 2006, an estimated 221 000 women worked in the sex industry serving 4 million clients 
per year. As early as 1996, the programme began advocating promotion of condoms for all 
sexual encounters in sex establishments. A 100% condom use policy was adopted as part of 
the 2003–2007 national strategy. Implementation has been limited and uneven, partly due 
to health sector decentralization, endorsement by local government and cultural attitudes 
toward sex work and condoms. Higher condom use and lower STIs have been reported 
from sites with strong implementation. Several studies report intervention-linked outcomes. 
Increasing condom use and decreases in gonorrhea, chlamydia and syphilis of up to 80% were 
reported from two sites following condom promotion/supply, provision of effective STI drugs 
and periodic presumptive treatment (PPT) for STIs.

Since 2009, national strategies have emphasized prevention of sexual transmission through 
multi-stakeholder mobilization and support for enabling environments. Interventions aim to 
empower sex workers to increase condom use and access health services, and are supported 
by improved condom supply and more comprehensive clinical services. The programme 
also seeks to increase demand for condom use in sex work among high-risk men through 
workplace and other programmes, and is addressing MSM and warias (transgenders) with an 
emphasis on those who sell or buy sex. 

Data on STI incidence and prevalence are limited, although routine reporting systems have 
improved in recent years. Data from IBBS and special studies demonstrate that STIs have 
decreased in some areas, particularly among sex workers, following interventions. Overall, 
however, there is no evidence of decreasing trends of syphilis or other STIs among KP or in the 
general population.

Table 6 gives various aspects of the STI status in the country. Fig. 6 gives the syphilis prevalence 
trends.

Table 6. Various aspects of STI status in Indonesia

aspects Status notes
Epidemiological 
snapshot

STIs historically high and variable with 
a few examples of good practice, and 
many areas with insufficient data

Insufficient and/or unreliable data 
on STIs limits assessment of current 
situation and trends

STI clinical 
services

STI services at puskesmas require 
training, possibly guidelines review. 
Very low ANC syphilis screening 
coverage

ANC syphilis screening targeted for 
scale-up

Outreach/ 
services for KP

Under fast-track programme with HIV 
focus, some STI screening may be 
done in some areas

Inconsistent response to sex work, 
KPs with strong services in some 
areas, brothel closures in others

STI surveillance Partial coverage with SIHA/IMS, no 
recent analysis of trends 

Incomplete reporting is the main 
challenge

Relevant 
publications

10 STI studies identified in last 10 years Nearly all papers focus on KP
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Fig. 6. Syphilis prevalence trends, Indonesia 

DSW –  direct sex worker; ISW – indirect sex worker; MSM – men who have sex with men

note: Waria is an Indonesian word meaning“transgender”.It is derived from a combination of two words – wanita 
(woman) and pria (man), taking the first syllable from waria and the second syllable from pria.

bangladesh
Data on STI prevalence and incidence for Bangladesh are limited. Patients with STI, particularly 
men, usually seek care in the private sector or at health facilities run by NGOs, some medical 
associations and private medical colleges. The majority of persons with STI are thought to be 
young persons often following contact with a sex worker. Guidelines for the management of 
STIs that exist are used mainly in the public sector. STIs are managed by most private medical 
practitioners according to their own experience. 

Various aspects of STI status are given in Table 7.

Table 7. Various aspects of STI status in Bangladesh

aspects Status notes
Epidemiological 
snapshot

Clear declining syphilis trends 
among sex workers

Few data on other STI

STI clinical 
services

Provide syndromic management of 
STI through government and NGO 
facilities, promote condoms, ensure 
partner treatment, etc.

Outreach/ 
services for KP

Sex worker mobilization, raising 
awareness, condom promotion and 
provision of STI services

Strengthen programme monitoring of 
KP coverage, use of services, syphilis 
prevalence, other STIs

STI surveillance No information

Relevant 
publications

At least 13 articles with focus on STIs 
since 2010, covering sex work 

UD – urethral discharge; GUD – genital ulcer disease; LAP – lower abdominal pain; OPD – outpatient department 
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Bangladesh acted early to improve HIV/STI prevention among sex workers and clients to 
mobilize sex workers, raise awareness, promote condom use and provide STI services in 
brothels and among street-based sex workers. Syphilis prevalence was as high as 57% among 
the street-based sex workers and 46% at one brothel but has declined greatly since the early 
2000s (Fig. 7).

Fig 7. Syphilis prevalence among sex workers in Bangladesh

myanmar
Myanmar demonstrated early success in a demonstration project of STI control and HIV 
prevention with 100% targeted condom promotion. Pilots in four townships demonstrated 
an increase in condom use among sex workers (from 61% in 2001 to 91% in 2002) and halving 
of syphilis prevalence. By 2006, the programme was reaching almost half the townships in 
the country, reported condom use had risen to high levels (96% in Mandalay and Yangon) 
and syphilis trends were declining. By 2019, with HIV prevention services including condom 
promotion in all 324 townships of the country, reported condom use among sex workers was 
81.1% and had risen to 77.1% among  MSM (IBBS 2015). 

Various aspects of status of STI are given in Table 8. STI incidence and prevention of syphilis 
are given in Fig. 8.

Table 8. Various aspects of STI status in Myanmar

aspects Status notes
Epidemiological 
snapshot

Declining STI rates and ANC syphilis 
prevalence up to 2005.
Syphilis declines (2014 to 2016):
FSW – 6.4% to 5.3%, MSM – 6.0% to 
4.4%, ANC – 0.5% to 0.3%

Data on syndromes up to 2005 from 
routine reporting. Later data from 
surveys
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aspects Status notes
STI clinical 
services

Syndromic case management. STI 
guidelines revised in 2014

Syndromic reporting up to 2005 
showed declining trends

Outreach/ 
services for KP

KP interventions for HIV but no funding 
for KP STI services

Strengthen programme monitoring 
of KP coverage, use of services, 
syphilis prevalence, other STIs

STI surveillance Strong system of routine STI reporting 
up to 2005 documented reductions for 
several common STIs

More recent survey data suggest 
continued syphilis declines (but 
fewer data points than earlier)

Relevant 
publications

Five STI studies identified since 2008 with limited data on prevalence, 
antimicrobial susceptibility and programme response

Fig. 8. STI incidence and syphilis prevalence, Myanmar

nepal 
Various aspects of STI status in Nepal are given in Table 9. 

Table 9. Various aspects of STI status in Nepal

aspects Status notes
Epidemiological 
snapshot

Limited evidence of declining syphilis 
among FSW

STI clinical 
services

Services provided through health 
facilities for syndromic STI 

STIs under reported in HMIS. Several 
KP-focused IBBS with STI data done 
since 1999

Outreach/ 
services for KP

Some KP outreach activity Focus on HIV prevention as part of 
BCC/IEC activities

STI surveillance Nothing found other than IBBS STIs under reported in HMIS 

Relevant 
publications

Four STI studies identified in last 10 
years

KP focus, limited studies on general 
population

BCC – behaviour change communication; IEC – information, education and communication
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In Nepal, interventions with sex workers started slowly from the mid-1990s with education and 
condom promotion in Kathmandu and a few other towns following description of risks related 
to sex work. A 2001 survey of 500 Kathmandu Valley sex workers measured 14.3% active syphilis 
prevalence among street-based sex workers (3.5% among establishment-based). From the 
mid-1990s, NGOs began peer interventions, opened drop-in centres and provided condoms 
and STI services to sex workers. Integrated IBBSs for FSWs have been conducted as early as 
in 1999 in 22 highway districts, and more recently in 2018.

More recent IBBS data (2018) support large HIV prevalence reductions among FSWs (0.7% in 
2018, compared to 2.0% recorded in 2003). However, trends of active syphilis prevalence are 
unstable (0.3% in 2012, 10.3% in 2016 and 1.6 % in 2018 (Fig. 9). 

A related IBBS study (2018) conducted on the male labour migrants (MLM) in six eastern 
districts demonstrated that the most common STI symptoms experienced were genital 
ulcers or sores (11.6%) and burning sensation (10.2%). Fewer than one third of the surveyed 
population sought treatment for the symptoms.

Fig. 9. ANC syphilis prevalence, Nepal

democratic People’s republic of Korea
Few data are available on STIs in Democratic People’s Republic of Korea. HIV reportedly does 
not exist but hepatitis B and C are common enough to justify screening programmes. Blood 
safety is reportedly ensured by screening but details and data are pending. 

Various aspects of STI status are given in Table 10.
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Table 10. Various aspects of STI status in Democratic People’s Republic of Korea

aspects Status notes
Epidemiological snapshot Situation largely unknown

STI clinical services Situation largely unknown

Outreach/ services for KP None

STI surveillance Situation largely unknown

Relevant publications No STI studies identified

maldives
The HIV and STI epidemics in the Maldives are at a very low level. The national strategic plan 
for HIV/AIDS 2014–2018 prioritizes targeting of prevention services to KPs, and sets coverage 
targets for sex workers, MSM and IDUs.

Various aspects of STI status are given in Table 11.

Table 11. Various aspects of STI status in Maldives

aspects Status notes
Epidemiological 
snapshot

Low and declining STI rates 
evident from limited data

While STIs appear to be low, both monitoring 
and services could be strengthened

STI clinical 
services

Syndrome management in place 
with guidelines revised in 2013

Attention to capacity of health-care workers, 
selective introduction of etiological testing

Outreach/ 
services for KP

KP interventions mainly for HIV 
with little attention to STIs

Strengthen programme monitoring of 
KP coverage, use of services, syphilis 
prevalence, other STIs

STI surveillance Regular routine reporting (done 
separately for native and large 
expat populations) 

Monitoring and trend analyses of routine 
data from all reporting sites could be 
strengthened

Relevant 
publications

IBBS 2008 

The country does not have a separate programme for STI; STI control is incorporated in the 
National HIV/AIDS Programme. Syndromic management approach is applied in all health-
care facilities except in the regional hospitals and the Indira Gandhi Memorial Hospital where 
laboratory facilities are available. The country is developing an integrated HIV/STI strategy for 
2020–2024 where STI control will be an integral and significant component. 

A solid platform for STI surveillance is in place in the Maldives. New STI guidelines were 
released in 2013, up to date treatment is available, and recent improvements in case reporting 
permit programme managers to see patterns and trends of major STI syndromes. Initial trend 
analysis and data triangulation suggest that the common curable STIs may have declined in 
recent years and be at historically low levels, both for the Maldives and the Region (Fig 10). 
These patterns and trends need to be investigated further.

Prevalence trends of syphilis and HIV are receiving increased attention. HIV/syphilis screening 
among pregnant women is strictly monitored and promptly reported and all positive cases 
are immediately treated. Equivalent prevalence data on KPs is limited to ongoing IBBS. The 
data from IBBS would provide a more complete picture of sexual transmission trends among 
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the three main groups involved in transmission (key, bridging and general populations). The 
Maldives has recently been validated for elimination of MTCT for HIV and syphilis.

Syndromic STI trends in the country are given in Fig. 10.

Fig. 10: Syndromic STI trends, Maldives

Source: Health Protection Agency, Ministry of Health and Family Planning

Timor-leste
Various aspects of STI status in Timor-Leste are given in Table 12. Syphilis prevalence among 
pregnant women is given in Fig. 11.

Table 12. Various aspects of STI status in Timor-Leste

aspects Status notes
Epidemiological 
snapshot

High syphilis among KP and 
uniformed services (2011), 
evidence of KP declines in 2016

Limited data from IBBS should be extended 
by strengthening syndrome management 
and syphilis screening of pregnant women 
and KPs

STI clinical 
services

Syndrome management (but 
health services rarely used by 
men)

Strengthen clinical capacity and promote 
STI services among male bridge 
populations

Outreach/ 
services for KP

KP interventions for HIV; no STI 
services

Strengthen programme monitoring of 
KP coverage, use of services, syphilis 
prevalence, other STIs

STI surveillance No routine reporting or trend 
analysis

Introduce routine monitoring and trend 
analyses of syndromic STI data and ANC 
syphilis screening

Relevant 
publications

No STI studies identified
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There is limited data on STIs in Timor-Leste and no separate activities apart from the HIV 
programme. The IBBS conducted in 2011 found syphilis prevalence to be 9.8% among FSWs, 
7.1% among MSM, and 13.9% among the uniformed services. The 2016 IBBS measured lower 
syphilis prevalence of 2.6% for FSW and about 3% for MSM (uniformed services were not 
sampled in 2016). It is felt that strong KP programming for HIV prevention may at least partly 
explain these large syphilis declines.

Fig. 11. Syphilis prevalence among pregnant women, KP and male bridge group, Timor-
Leste

STI/population Prevalence/year Prevalence/year
Syphilis ANC 1.1% (2013) Pending 2018

Syphilis FSW 9.8% (2011)  2.6% (2016)

Syphilis MSM 7.1% (2011)   3.6% (2016)

Syphilis uniformed personnel 13.9% (2011)

Few data but evidence from IBBS of declining 
syphilis among sex workers and MSM

bhutan
Various aspects of STI status in Bhutan are given in Table 13. 

Despite very low HIV prevalence, rates of other STIs and of risk behaviours are high in 
Bhutan. Syphilis rates as high as 13% have been documented in community-based surveys. 
Syphilis prevalence was more than 2% by rapid plasma reagin (RPR)/treponema pallidum 
hemagglutination (TPHA) among pregnant women screened at the National Referral Hospital. 
Syphilis prevalence as high as 5% has been reported in the military. High rates of gonorrhoea 
have also been reported. In one survey, 90% of respondents knew that condoms could prevent 
HIV but only 36% knew they could prevent STIs. 

Table 13. Various aspects of STI status in Bhutan

aspects Status notes
Epidemiological 
snapshot

STIs perceived to be high. MoH interested in 
strengthening programme

5–6 high STI burden districts 
around Thimpu and few border 
districts

STI clinical 
services

Syndrome management adopted, since 
2017 ANC screening (HIV, syphilis, HBV) 
recently prioritized.
ANC syphilis screening reportedly high 
(>90%) 

STI guidelines last updated 2006.
Consider selective introduction of 
aetiological testing

Outreach/ 
services for KP

KP interventions mainly for HIV; no 
specific STI services for KP

Strengthen monitoring of KP 
coverage, use of services, syphilis 
prevalence, other STIs
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aspects Status notes
STI surveillance Routine reporting of syndromes since 

2010. 
AMR data from study done 2012–2014

Monitoring and trend analyses of 
routine data from all reporting sites 
could be strengthened (including 
ANC syphilis prevalence trends) 

Relevant 
publications

1 STI study (2013) on knowledge of STIs 
in two rural districts

There is no private health sector in Bhutan and all persons with STIs seek care at either 
public sector-based facilities, in the informal sector or by self-medication. STIs continue to 
be problematic with gonorrhoea being the most common STI. Initiatives that have been 
implemented to control STIs include outreach, behavioural surveillance, targeted preventive 
interventions, syndromic management, etc.

The National AIDS and STI Control Programme has made strong initial efforts to strengthen 
HIV prevention within the broader context of controlling STIs. These efforts have been carried 
out with active support from several sectors. The primary channels for STI/HIV interventions 
are health-care facilities, multi-sectoral task forces (MSTFs) and health information and service 
centres (HISCs). The latter is appropriately targeted to a few districts where risk of STIs and 
potential for HIV transmission are greatest. 

Trends of select STI syndromes in Bhutan are given in Fig. 12.

Fig. 12. Trends of select STI syndromes, Bhutan
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4. Conclusions and recommendations
Evidence from multiple sources strongly supports an overall declining trend of curable STIs 
in the Region over the past three decades. Shifting patterns are also apparent, with declining 
proportions of ulcerative and bacterial STIs compared to viral infections. 

Data on syphilis declines are more available and reliable than for other STIs, and useful as 
markers of sexual transmission trends in general.  Triangulation of syphilis surveillance data 
– from KPs, male STI patients (bridge population) and pregnant women (general population) 
– can highlight progress and gaps of STI control efforts. Evidence of declining syphilis, as 
well as progress in eliminating MTCT in some countries, supports the feasibility of regional 
elimination of syphilis as a public health problem. Weak STI surveillance and limited syphilis 
screening among KPs and pregnant women are the main barriers to elimination in the Region. 
Recent increases in syphilis among MSM in several countries underline the importance of 
routinely screening KPs for syphilis and monitoring prevalence trends.

Data on other STIs are less reliable, but combinations of syndromic and aetiological reporting 
have proven useful in guiding control efforts in several countries and can be adapted elsewhere. 
Reliable data on gonorrhoea come from Sri Lanka and Thailand, which use affordable 
microscopy with Gram stain to distinguish gonococcal from non-gonococcal infections. 
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The programme response to STIs varies greatly across the Region, from highly effective to 
almost non-existent. Where STI declines have occurred, evidence strongly supports attribution 
to programmes that have increased condom use in sex work, while maintaining good clinical 
services (both for targeted and general populations) and reliable STI surveillance. National 
experience and sub-national examples highlight multiple effective approaches to reducing 
STI incidence and prevalence, as well as surveillance and programme monitoring methods. 
STI services for KPs – including quarterly medical checkups, presumptive treatment for 
asymptomatic infections and regular syphilis screening – have resulted in rapid STI control, 
including virtual elimination of common STIs in two Indian districts.

A number of important gaps and constraints to STI control were identified in most countries of 
the Region. These have been flagged in this report with recommendations for more in depth 
assessment and programme strengthening. Low perceived priority and programme funding 
were cited by most countries as the main reasons for declining attention to STI control and 
surveillance.

4.1 Summary of recommendations for strengthening STI 
control in the Sea region

 • Urgently take steps to reposition STI control as a public health priority for the Region and 
advocate for resources, staffing and planning, independent of HIV programme priorities 
(recognizing common ground and potential synergies in STI/HIV control efforts, i.e. 
offering STI screening/PPT at quarterly PrEP visits).

 • Recognize successes in the Region and leverage the considerable experience and 
expertise from countries such as Sri Lanka and Thailand and from KP community learning 
sites like DMSC and Ashodaya Samithi.

 • Advocate for and support progress towards STI elimination, continuing with eMTCT and 
preparing elimination cases for infectious syphilis, chancroid and possibly gonorrhoea, 
recognizing that there are strong candidate countries for each of these STI elimination 
targets in the SEA Region.

 • Address the considerable STI data gaps and limitations in most countries, advocating for 
and supporting basic STI surveillance components including routine reporting (syndromic/
aetiological), routine prevalence monitoring (ANC and KP syphilis screening), leveraging 
regional experience and expertise (mainly from Thailand and Sri Lanka).

 • Develop a flexible toolkit of proven interventions for countries at different stages of STI 
control, including:

 ¥ appropriate mixed models of aetiological and syndromic management and reporting 
(as in Thailand and Sri Lanka);

 ¥ effective community-based models (including microplanning) for high impact STI 
control with KPs (DMSC, Ashodaya learning sites);

 ¥ presumptive treatment strategies to rapidly reduce prevalence of curable STIs in sex 
work, prevent and control STI outbreaks among PrEP users, MSM and other KPs;
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 ¥ rapid response methods to identify and control STI outbreaks (particularly important 
as countries move towards elimination).

 • Country-specific recommendations (see individual assessments) can be considered in 
several groups with different needs. 

 ¥ Countries with urgent STI control needs (Indonesia, others likely at sub-national level, 
currently unrecognized due to data gaps)

 ¥ Countries with significant STI programme limitations to address (India, Bangladesh, 
Myanmar, Nepal, Democratic People’s Republic of Korea)

 ¥ Small countries with potential for rapid STI control scale-up (Maldives, Bhutan, Timor-
Leste)

 ¥ Countries with high-level STI control that can prepare elimination cases and assist 
others (Sri Lanka, Thailand).
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