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T
his report synthesizes the experiences of the sexual'" transmitted

disease (STD) prevention education and case management

efforts of the AIDS Surveillance and Education Project (ASEP)

in the Philippines. It draws on numerous project reports and documents

written by key ASEP personnel, namely: Carmina Aquino, the ASEP

Program Manager, Leona D'Agnes, the Technical Director, Joan Regina

Castro, the STD Medical Specialist, and Ma. Elena Borromeo, the

information, education, and communication (lEC) Specialist. External

authors that assisted with the synthesis and preparation of this report

include Program for Appropriate Technology in Health (PATH)

Consultant Karen Schmidt and PATH Program Officer Kirrin Gill.

This report also cites findings from several external evaluation reports

and draws on the wnrk, ideas, and contributions of local nongovernmental

organization (NGO) and pharmacy partners who made ASEP Education

possible. Also invaluable were inputs from local government officials and

health workers, as well as staff and consultants of PATH, particularly

Lyn Rhona Montebon, the ASEP Program Monitoring Specialist, and

Cristina Muruc, ASEP Program Associate.

Eight city health offices and ten private organizations collaborated with

PATH on STD capacity building and social marketing dTorts in ASEP

sites. The private-sector collaborators comprised six pharmaceutical
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associations and four local NGOs. The partners and collaborators are

listed below by sector.

Public Sector Partners

• Angeles Ciry Health Office, Luzon

• Cebu Ciry Health Office, Luzon

• Davao Ciry Health Office, Mindanao

• General Santos Ciry Health Office, Mindanao

• Iloilo Ciry Health Office, Central Visayas

• Pasay Ciry Health Office, National Capital Region

• Quezon Ciry Health Office, National Capital Region

• Zamboanga Ciry Health Office, Mindanao

Private Sector Partners

• Bidlisiw Health Resource Center, Cebu Ciry

• Cebu Ciry Pharmaceutical Association

• DKT Philippines Inc., Angeles Ciry

• General Santos Ciry Pharmaceutical Association

• Iloilo Pharmaceutical Association, Iloilo Ciry

• Kabalaka Reproductive Health Center, Central Philippines

Universiry, Iloilo Ciry

• Mindanao Federation Pharmacists Association, Davao City

• Pampanga Pharmaceutical Association, Angeles Ciry

• ReachOut Reproductive Health Clinics, Pasay Ciry and Angeles

Ciry

• Zamboanga Pharmaceutical Association
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introduction

I
n 1992, the United States Agency for International Development

(USAID) authorized the AIDS Surveillance and Education Projecr

(ASEP), designed to prevent rhe rapid increase of human

immunodeficiency virus (HIV) and acquired immune deficiency syndrome

(AIDS) in the Philippines by reducing HIV and STD risk behaviors and

by promoting collaboration between nongovernmental organizarions

(NGOs) and city health departments. ASEP was faced wirh one primary

challenge: mobilizing Filipinos, from the highesr levels of polirics to the

most vulnerable people, to recognize rhar despire apparently low levels of

HIV, Philippines was, and remains, ar risk ofa rapid spread of HI\'. As a

low-prevalence country, the Philippines' challenge is to keep risk perception

elevated despite low prevalence.

ASEP, a ten-year, $19 million project, began in 1993 wirh two

components. The surveillance component, including HIV Sentinel

Surveillance and Behavioral Surveillance Systems, was carried our by rhe

Department of Health (DOH) and local government partners with

funding through a grant from USAID to rhe World Health Organizarion

(WHO). The education component was carried our by Program for

Appropriate Technology in Health (PATH) and local partner :\"GOs

through a cooperative agreement with USAID. [1] By rhe end of the

project, surveillance activities were being carried our in ten cities, and



education activities were underway in eight of those sites. Both components

focused on those most at risk of contracting and transmitting HIV,

especially sex workers, their customers, men who have sex with men (MSM),

and injecting drug users (IDUs).

The Philippines' first AIDS case was diagnosed in 1984. By 1992, only

84 cases of AIDS had been reported, and screening in a few cities had

identified fewer than 300 people seropositive for HIV. Nonetheless, certain

high-risk behaviors were believed to be widespread, including unprotected

commercial sex, unprotected gay sex, and injectimg drug use. Although

data on HIV prevalence and risk behavior was sketchy, the potential for

further spread ofHIV was evident. In addition, although many Filipinos

had heard of HIY, they lacked specific knowledge about the disease, its

transmission modes, and how best to protect themselves [1]. For example:

• A 1993 study found that 63 percent ofmale respondents had never

used a condom; among women respondents in the 1993

Demographic and Healrh Survey, fewer than 1percent said rheir

parmers had recently used a condom. A 1994 study of condom

use among high-risk groups in Manila, Cebu, and Davao found

condom use to be low across sites and groups. [28]

• In 1994, a survey of 1,000 urban men revealed that 25 percent of

married men reported at leasr one extramarital partner in the

previous year. The same survey reported that 72 percent of

respondents never used condoms with their extramarital partners.

[2,30]

2

• In Metro Manila, casual and commercial sex were reported to be

common, with up to 12 percent ofmales aged 20 to 24 paying for

~" .. --------
STD management for HIV and AIDS prevention
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sex and 27 percent ofmales in the same age group reponing casual

sex in the previous year. [28]

Though awareness ofHIV/AIDS was high (85 percent had heard

ofAIDS in a 1993 survey), misperceptions were common. \lam'

people believed HIV could be transmitted through casual contact.

and even health workers were ill informed.

In its final evaluation in May 2001, ASEP was deemed a "high!:' successful

project that has accomplished a great deal at a relatively low cost." : 14]

The evaluation cited three major accomplishments:

• ASEP's surveillance determined that HIV prevalence remained

low, less than I percent of adults, even among high-risk groups.

However, behavioral surveillance shows that high-risk beha\'iors

are still common, creating a potential for a rapid increase in

infections.

• ASEP demonstrared that local NGOs can dewlap effective

education programs for hard-ro-reach groups at highest risk of

HIV infection, and progress was made roward promoting risk

reduction behaviors.

• ASEP showed that local governments can be activeh' engaged in

supporting and conducting STD/HIV/AIDS prevenllon

programs, particularly surveillance. [14]

Despite such achievement, local governments requested more time ro

assume full responsibility for the program and a [\vo-year phase-alit plan

was supported by USAID ro facilitate the transition (:~OO1-2003 '.

STD management for HIV and AIDS prevention 3



ASEP education
I comp-=o~n-=e~n..:.--t _

T
he education component focused on three main areas: Com­

munity Outreach and Peer Education (COPE), STD case ma­

nagement, and policy and advocacy. This document describes

the activities of the STD management component and is part of a series

designed to highlight the best practices and lessons learned from ASEP's

experience in HIV prevention in a low-prevalence countty. The series also

includes:

• Best Practices in HIV and AIDS Preventlon

• Community Outreach and Peer Education for HIV and AIDS

Prevention

• Policy and Advocacy efforts for HIV and AIDS Prevention

Philippines

I Angeles City
I Quezon City
I Pasay City
I Cebu City
I Iloilo City
I Davao City 1/

I General Santos Ci_/-_~

I Zamboanga City



STDs in the Philippines

Limited surveillance data available in the early 1990s fTom government Social

Hygiene Clinics (SHCs) I suggested high rates ofSTOs in women emplo:'ed

in "entertainment" establishments registered with the local government. The

data shows the rotal number of reponed STO cases in the country rose

from abour 47,000 in 1989 ro 72,000 in 1991, [2J a change attributed ro

better detection and reponing following a training program for SHC

workers. A few other data sources on STOs were available:

• A 1990 study of 1,357 registered sex workers in Manila SHCs

showed relatively high levels ofinflammatory STOs wi th 14.5 percent

testing positive for gonorrhea, 13 percent for chlamydia infection,

5 percent for candidiasis, and 3.8 percent for trichomoniasis.

• A cross-sectional study of 203 antenatal women at the Philippines

General Hospital in 1994 showed 1.2 percent positive for gonorrhea,

5.6 percent for chlamydia infection and I percent for syphilis. [2J

In 1993, government STO services were provided by SHCs, ofwhich there

were about 150 nationwide based primarily in urban centers. Of the female

sex workers diagnosed with STOs at government SHCs, an estimated 5

percent received treatment at the SHC, while the remainder sought care at

private clinics or went untreated. [2] Self treatment was common, and patients

, Social Hygiene Clinics, operated by local government health departments, perform STD
screening for registered female sex workers. Although sex work is illegal in the Philippines.
it is not common for women (and men) employed in entertainment establishments such
as night clubs, saunas, or videoke/karaoke bars to offer sexual services to ::::ustOfT'lers
during or after work hours. These women are commonly known by such terms as
"hospitality workers" or "guest relations officers," ASEP refers to them as registered female
sex workers (RFSWs). Freelance female sex workers (FFSWs) work on the street or in
unregistered establishments.

STD management for HIV and AIDS prevention 5
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reportedly often took inappropriate drug,s based on advice from friends
or even uninformed health providers or rook antibiotics for a couple of
days until symptoms disappeared. In a 1993 study, 89 percent offemale
sex workers reported taking antibiotics to protect themselves from STDs
and HIV. [2] This practice is not only ineffecrive, it can lead to increased
antimicrobial resistance. [18] With the growing body ofevidence showing
sexually transmitred infection (STI) as a co-factor for HIV/AIDS
transmission, in 1996 USAID added improved STD management to

ASEP's prevention straregies.

ASEP's STD Component

Risky sexual behavior had been found among all sentinel groups in all
ASEP cities. In 1994, ASEP's surveillance component included testing
blood samples for syphilis as well as HIV, revealing high syphilis rates and
validating that risky sexual behavior was common. For example, in 1994
freelance sex workers had syphilis rates ranging from 4 percent in Quezon
and Pasay, to 12 percent in Davao and 16 percent in Angeles. Among
MSMs, the figures ranged from 5 percent in Cebu and Davao, to II
percent in Quezon and Angeles. [32] This suggested a serious potential
for widespread HIV transmission. And although the promotion of safer
sexual practices was the centerpiece of the ASEP education program, WHO
also recommends reduction in the incidence and duration ofcurable STDs
as an important strategy in preventing HIV transmission. This is based on
evidence that people with STDs ate more susceptible to HIV infection if
exposed, [7] and that those with HIV and concurrent STD infections
may be more infectious. [8]

STD management for HIV and AIDS prevention



Three key problems were identified as contributing to high STO rates in

the Philippines: lack of awareness of the protecti,'e effecrs of condoms

against STOs and HI\!, lack of appropriare STO care-seeking behavior,

and lack of access to affordable STO services, [7] CSAID pro,-ided

incremental funding in January 1996 for PATH to integrate STD

interventions into the ASEP education component, The objectives of the

sub-project were to institutionalize private- and public-sector mechanisms

to:

• Reduce the prevalence and duration of STDs and, in turn, the

spread of HIV among primary risk groups;

• Encourage behaviors which reduce individual risk for contracting

and transmitting STOs; and

• Promote social norms that reduce individual and collecti,'e

vulnerability to STDs/HIV. [15]

PATH recommended a focus on STO syndromic management as earlv as

the first ASEP annual report [30], The ASEP mid-term evaluation in

1995 srrongly recommended that USAID/Manila consider providing

assistance for STO treatment and management in the public and private

sector, By mid-1996 several STO sub-projects were in process under the

ASEP Education component, including s:'ndromic case management

training, public service advertising about STD signs and s"mproms,

outreach education and referrals, and the development of alternative

service points for people unwilling or unable to obtain care from the

SHes, [32] The first initiative was to train public and printe health

providers in syndromic case management for STOs because prior to :\SEP

few providers in the Philippines had been trained in impro,'ed approaches

to STO management, During this training, it became clear thar lack of

-- ----- ---- -------
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appropriate drugs was a major constraint to effective STD treatment. The

drug supply in the SHCs was uncertain, and in any case men, freelance

sex workers, and underage sex workers were either precluded or felt

unwelcome because of the insensitive and discriminatory attitude ofsome

SHC workers. Clients with symptoms often wem straight to pharmacies,

and, to save money, many bought only one or two doses ofantibiotics at a

time and only continued taking them until their symptoms disappeared.

[17]

AI; commodities were not covered under the technical assistance package

ofASEp, PATH obtained a grant from the Dutch Government to procure

STD drugs and condoms and pilot test Triple S", a compliance pack that

contains a full course ofDOH-recommended antibiotics for common male

and female STD syndromes, as well as condoms, IEC, and parmer

notification cards. Local and regional professional associations, such as

the Mindanao Federation Pharmacists AI;sociation, were mobilized to

provide logistical and training support for Triple S social marketing

activities. With support from ASEP and technical backstopping from the

ciry health offices (CHOs), drugstore personnel were trained to promote

and use Triple S to manage urethral discharge cases in pharmacy settings.

ASEP also supported several NGOs in establishing STD outreach posts or

expanding their clinic services. Some NGO service points also served as

Triple S outlets.

These activities, in addition to mass media public service advertising and

COPE activities that were ongoing in ASEP sites, evolved into a

2 "Solusyon sa Sikretong Saki!" or Solution to a Secret Sickness (SSS or Triple S)

STD management for HIV and AIDS prevention



comprehensive intervention program thar addressed multiple issues to

improve SID management and trearment-seeking behavior in target sites,

with a unique partnership berween the private drugstore sector, rhe local

government health system, rhe local NGO sector, and local professional

assoClauons,

ASEP achievements in STD prevention and control

•

•

•
•
•

•

A total of2, 105 public and private service providers trained
in imptoved STO management including 905
government workers and 1,200 pharmacy workers,
Trained health workers had increased knowledge and
confidence to identify, manage, and refer STO cases at
the time of first encounter, The proportion of caregivers
providing STD care rose from 44 to 69 percent one year
after the training; proportion ofcaregivers who used STO
syndromic management in the ptevious six months
incteased from 0 to 62 percent in the same period,
Total sales of about 8,300 Triple 5 treatment packs.
Pharmacy outlets for Triple 5: 133.
Cusromers screened in drugstores and NCO clinics:
10,051. [41]
COPE clients referred for STO or HIV testing and
treatment: 33,177.

STD Syndromic Case ManagementTraining

One of the first steps in the STO project was to traIn providers in

Syndromic Case Management for STDs, a proven methodology that relies

on clinical signs and symptoms, tather rhan laboratory results, to treat

symptomatic STDs. In addition to government health workers from SHCs

---------------- ---._--- -----_._--
STD management for HIV and AIDS prevention 9
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and Barangay3 Healrh Stations, the progtam trained staffofASEP partner

NGOs, stafffrom pharmacies in red-light districts, and private physicians

in the same areas, [16J Initial surveys showed that many health care providers

had limited experience in managing STDs, and tha r pharmacy personnel

were the main source of information about STO rrcatment for people at

high risk for HIV [19J By training these healrh workers, especially the

non-physicians, ASEP provided many new points ofservice for STD care,

PATH adapted and modified WHO guidelines, flowcharts, and a risk

assessment tool to match the service delivery needs and educational levels

of primary healrh care workers in urban Philippines. Eventually, four

separate training curricula were developed, each for a different audience

and modified to match the learners' skills and education level. The materials

were pre-tested with the four target audiences: heaMl professionals, NGO

staff, pharmacists, and pharmacy clerks. As a follow-up, trained personnel

were offered regular updates, which allowed the providers to discuss and

resolve issues that emerged in the field and provided an opportunity for

continuing education on STD management. [19]

Training content included: information on various STDs, including HIV;

common syndromes including genital discharge, genital ulcer disease, lower

abdominal pain, and scrotal swelling; and the management of STDs,

including history taking, referrals, basic health messages, and the four C's

of STD syndromic case management: counseling, compliance, condom

promotion, and contact tracing (partner notification), [21] In 1997, the

3 The barangay is the smallest municipal unit in the Philippines.

STD management for HIV and AIDS prevention



Professional Regularory Commission of the Philippines accredited P:\TH

as a provider ofcontinuing medical education; participants in the training

and updates received continuing education credits, which proved to be a

strong draw, especially for pharmacists. [33J

In addition ro providing new service points for STD care, as a result of

this training and policy and advocacy effons under ASEI~ SHes in some

sites started ro become mechanisms for education, counseling, and

outreach, not just implementation of requirements under [he Sanitation

Code. The SHC clinic in

Angeles was renamed the

Reproductive Health and

WeHness Center, reflecting the

CHOs interest in providing

more comprehensive and

prevention oriented services.

[29J In Davao, special clinic

davs were set aside for freelance

sex workers working in the pier

areas, and rhe Cebu City SHC

brought services to freelance

sex workers in Kamagayan, the

city's red-light district. [7J

STO management for HIV and AIDS prevention 1 1
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Bidlisiw Health Resource Center
and the Cebu Social Hygiene Clinic:

Partners for Better STD Outreach Care

Cebu's SHC physician, Dr. IlyaAbellanosaTae-an, was a strong
ASEP supportet ftorn the start, when she helped catry out
surveillance activities. But in 1995, Dr. Ilya took the initiative
to expand the SHC activities into outreach h)r freelance sex
workers with a weekly clinic in Kamagayan, the city's red-light
district. At first, Dr. Ilya went house to house introducing the
service and screened as few as 20 clients per month. Referrals
ftom NGO outreach workers contributed to increased demand
for services. Now, over 240 elients per month come to the
outreach clinic, and a second site in Barangay Kalubiran has
been added. At the same time, another ASEP partner, Bidlisiw
Foundation, provided STD services to gay men and prostituted
youth at its Health Resource Center (establish"d with ASEP
support). The two service points worked togecher whenever
possible. For example, the SHC ptovided free 5TD drugs to
freelance sex workers when possible. but when supplies ran
short they would refer the clients to the Health Resource
Center, which sold Triple S for 37 percent of the price retailed
in pharmacies. Dr. I1ya acknowledged the value of working
with NGO partners. "We accept our limitations, that we really
can't do it on our own," she said. "We need help ftorn other
agencies, especially in reaching the hard-to-rcach."

Triple S: Social Marketing of STO Treatment

Once PATH realized that the cost and shortage of drugs was a major

constraint to proper STD treatment, it attacked that issue with social

marketing, a strategy that has been applied to condoms and family

planning, but has been less commonly used for STD treatment. Social

marketing promotes subsidized products designed to improve health using

commercial marketing methods, in particular the five Ps: product,

.. _-----------------
STD management for HIV and AIDS prevention



promotion, place, price, and posirion, The Triple S str.He~'Y .ldded tht

four Cs of STO wndromic case management: coumeling, com!,liance,

condom promotion, and contact tracing, Triple S p.lcks \\ne ,<,Il] ,n

pharmacies and 0:GO clinics where :\SEP Iud alrcc1l11' rr.lined per,onnel

in s:'ndromic management ofSTOs, \X'hcrc.ls pharmas"\' outlets urgered

"walk-in" clients and referrals from collaboraring phl'sici.lll\ ,md he.llrh

centers, ",GO clinics targcred STO s:'mpwmarics r1ur lould nor aftl'rd

rhe cost ofTriple S in drugstore outlers,

The two Triple S compliance packs - green for men and hlue for \\'l)[nen

- contained a full seven-dal' neatment course using 1)oxI'c\'Clllle ,md

Ceflxime for management ofurerhral discharge in men, an,! Do\\'x\'c1ine,

Ceflxime, and :vlenonidazole for vaginal disclLlrge m Women, 1.:\ red kit

for genital ulcers was also developed, [17J hur wa, onk nude .l\'aiL1hlc to

selecred NGO clinics and SHCs as it contained .1n inJCcuble medic.ni.Hl

for svphilis neatment rhat had to be adminisrC[l'd hI' a 'lu.1liiled melkal

practitioner.) The Triple S package also included infornLltion ahout STD"

seven condoms, and (\VO partner notifIcatjon card~ \villl a (n/lsulution

voucher. To develop the packaging. (ontcnl. narn;:, ;lI1i..l pricinf:. P_\TH

used focus groups and in-depth discussions wirh memhers of lugh-risk

groups, including fen1:1le sex workers. male cu:-;tonlcrs of ",:X wtJrkcr:-.

1\IS1\1, and wirh p!l;lrmaC\' personnel.

To enhance providers' counseling and social markering skills. :\SEP

supported a number of job aids dur were dCI'e1ope,! wirh .md ['or drugsrore

clerks and parmer pharmacisrs, One eXJmple IS a l."nin.Hcd c.ud showing

rhe price advantage of the Triple S kir comp.HeJ [lJ rhe 'sheif' Pflec or

each item in the kit. ifsolJ separareh-.;\ 1999 c':clluClrioll documented the

STD management for HIV and AIDS prevention 13
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effectiveness of the job aid, which proved to be an important selling point

for pharmacy staff promoting Triple S to their customers

Securingfunds and commodities

A major barrier to effective STD treatment in the Philippines is the high

cost of drugs. The retail price ofantibiotics in rhe Philippines is one of the

highest in the region and in the developing world. For someone in the

lowest economic groups a seven-day treatment using branded antibiotics

could represent 5 to 10 percent of monrhly income. [17]

It was anticipated that national and local government units (LGUs) would

provide counterpart contributions for STD drugs in ASEP sites. However,

shortage ofSTD commodities was a chronic problem for several CHOs.

To meet the increasing demand for STD treatment, generated in part by

ASEP's trainings for government and private caregivers, PATH worked

together with USAID and the DOH to mobilize resources from other

donors to support STD efforts. In 1997 PATH submitted a proposal to

the Embassy of the Netherlands Government requesting funds for STD

social marketing activities, including assembly of 4,000 Triple S kits for

distribution in ASEP sites. [33] USAID endorsed PATH's proposal and

the grant was awarded later that same year.

In 1999, the DOH requested commodities from JICA for SafePack, a

similar treatment kit designed by PATH and disrributed free or at nominal

cost to ASEP client groups at SHCs, barangay health stations, and other

government service points. However, due to supply limitations, SafePacks

were only distributed in three sites: Angeles, Cebu, and Zamboanga. [34,

36] These cities were prioritized because of their high rates of syphilis

STD management for HIV and AIDS prevention



seroprevalence. SafePack included a kit for svphilis treatment and

management of genital ulcers. Some SafePacks were also used in a DOH

study that reconfirmed the appropriateness of STD syndromic

management in Philippines settings.

Three models:Angeles, Cebu, GeneralSantos

Following pre-pilot activities in 1997, the Triple S pilot was launched in

1998 in three cities, using three operational models. In Cebu, the selected

outlet was the reproductive health clinic operated by Bidlisiw Foundation,

an ASEP NGO partner. In General Santos, ten pharmacies whose staff

had already been trained in STD syndromic management were selected

as outlets, with management from the local pharmaceutical association.

The pharmaceurical association hired a coordinator, selected pharmacies

in designated red light diStricts, and diStributed kits, collecting a 2 percent

charge to cover its com. The third model, launched in Angeles, tested a

combined model of community pharmacy outlets and an NGO clinic.

[16, 18] In all of the models, the city's SHC physician actcd as a technical

resource to pharmacies and NGOs. [19J

No one model proved most effective in all places, although a 1999

evaluation suggested that the community pharmacy model is most

sustainable, particularly for symptomatic males who compromised the bulk

ofTriple S consumers. Each site's model developed according to the local

situation. For example, in General Santos, which has a strong

pharmaceutical organization and pharmacists committed to the program,

the pharmacy model was quite effective. In Angeles in 2001. funding

(non-ASEP) for the local NGO clinic was discontinued. and :\ngeles

continued with the pharmacy-only model. In Ccbu. Bidlisiw had the

STD management for HIV and AIDS prevention 15
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interest and capacity to lead the program so pharmacy outlets were added,

resulting in a successful integrated approach. [16J At hrst, the only Triple

S clients that came to the Bidlisiw clinic were those referred by ASEP

Community Health Outreach Workers (CHOW,). Later, people sought

treatment on their own and brought in their friends as well.

Of the three models, working with pharmaceutical associations and the

community pharmacies was unique. Initially, ph:umaceutical associations

and their member pharmacies were approached principally to create a

private business outlet for the Triple S kits and to open a private-sector

channel for information about STDs. But, whether intentionally the Triple

S project tapped the strong sense ofcommunity involvement to deal with

social problems so characteristic of tbe Philippines. With Triple S, the

pharmaceutical associations acquired new capacities as implementers of

public health and strengthened linkages between the associations, the local

government offices, and the NGOs. Concurrently, the role ofpharmacies

as health delivety sites was strengthened.

Scaling Up Triple S Distribution

Based on the results of the Triple S pilot, PATH planned to replicate the

integrated approach in other ASEP sites. Two different strategies were

applied to mobilize the commodity requirements for the expansion plan.

While some project staff wrote proposals to donor organizations, others

stepped up efforts to negotiate aggressively with local pharmaceutical

companies for deeper discounts on STD antibiotics. With the help of a

prominent member of its Board of Directors in the Philippines, PATH

succeeded in negotiating a significant discount from one local

STD management for HIV and AIDS prevention



manufacturer ofSTO drugs. This enabled PATH to reduce its subsid,­

and expand distribution ofTriple S packs to other pharmacy and "CO

outlets in ASEP sites.

In 1999 a small grant from PATH and the Brush Foundation enabled

Triple S to be scaled up to other drugstore ourlets in ASEP sites. albeit in

far fewer outlets than rhe numbers originally envisioned. [36J. By war­

end, Triple S was ongoing in all eight ASEP sites. The network comprised

143 implementing partners including four "CO clinics, six local

pharmaceutical associations, and 133 community pharmacies. ~38]

Monitoring activities implemented by the CHO and PATH staff included

periodic site visits to drugstores, records reviews, group discussions with

participating pharmacists, and mysrery shopper sUrYc,'S implemented b,'

independent research assistants. [34] Partners shared experiences across

sites and monitoring results were made available at special meetings and

workshops organized by PATH to cross-fertilize learning.

&isingAwareness and Creating Demand

Activities such as training of health care workers and pharmacists in STO

syndromic management and providing affordable treatment in the form

of Triple S packs addressed the supply side of STO management bv

improving treatment access. ASEP also worked [0 address the denhll1d

side through a variety of methods. COPE program helped create demand

through risk assessment, information and education, counseling. and

referrals for STO treatment. COPE's clients were those most at risk of

STO and HIV infection, including registered and freelance sex workers,

customers of sex workers, MSM, IOUs and sexll'll network members of

the above groups.

STO management for HIV and AIDS prevention 17



18

ASEP also developed a series of mass media campaigns designed to raise

awareness ofSTDs and encourage rhose with symptoms to seek treatment.

The Triple S program carried out a number of promotional activities,

ranging from point-of-service leaflets, posters, and banners to job aids and

flowcharts for the pharmacy staff. ASEP tracked awareness of Triple S

through the Behavioral Monitoring Surveys carried our by partner NGOs.

Respondents were asked, "There is a new product called Triple S. In your

opinion, what is it?" In 1998, the year the product was launched, fewer

than 2 percent of respondents answered rhat Triple S was an STD

treatment. A year later, when the same question was asked, awareness had

clearly increased to as high as 22 percent among men in the pilot cities

and more than 30 percent of female sex workers i 11 Cebu and 42 percent

ofMSM in Zamboanga correctly identified the product. [35]
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Triple S Coordinator in General Santos City

In a given week in General Samos Cit)', Triple S Coordinator
Mely Plete might give a talk on STDs at the local L1l1d
transportarion office, the Rotary Club, a depanment store.
and a school. That's in addition to her job as a community
pharmacist and her responsibilities visiting and monitoring:

participating Triple S pharmacies. It's panly due to her tireless
efforts that General Samos Cirv had some of the highest sales

, c

figures for Triple S. "What keeps me involved is, I can see

from the faces of my audiences that they wam to learn. and
they ask questions," she said.

Mely started wirh the project in 1998 when she was asked to
participate in ASEP's three-day training in svndromic case

managemem for STDs. The local pharmaceutiCJI association
then hired her to work as the project coordinator.

First, she asked ten drugstore owners (previouslv trained in

STD by PATH) to get involved bv stocking Triple S. The"
agreed, but sales were weak. So Melv decided to work on the
demand side and began approaching workplaces to reach men

at risk, including police and military, dri"ers, and sccurin'
guards. She found out when professional and ci"ic
organizations met and offered to give talks on STDs and HI\'.
"If they meet once a momh," Mely said, "there I am."

The pharmaceutical association realized that for every compam'

or group at society that received the information, the nearest
drugstote would get higher Triple S sales in the dan th,lt

followed, And Mely has kept up the effott, expanding to other
groups, clubs, and schools, Now, groups come to her and ask
for her services, She says she loves the work. "You feel "ou are
a great help to vour communi tV people. and it's vcr\'
fulfilling," she said. "You have achieved something th,lt is of

great benefit to your people."

.~--,-- '-'- -----
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SocialMarketing

At the start of the pilot test in 1998, PATH was subsidizing Triple S by

about 50 percent. While gradual price increases have enhanced the

sustainability of Triple S over the years, rhey also have contributed to a

decline in sales in some sites, particularly among client groups with low

purchasing power. Through aggressive negotiations with local

pharmaceutical companies for discount commodities plus additional

services, PATH was able to lower the cost oflriple 5 components and

reduce its subsidy to about 5 percent by 2001.

In 2002 the pharmacy price for the green men's pack reached 400 pesos

($8.00) while the blue women's pack rerailed for '[25 pesos ($8.50). Cost

recovety ar rhar level was 98 percent for rhe green pack and 95 percent

for the blue pack. Referral ofsexual partners was encouraged by offering

50 percent discount to individuals bringing the partner notification card

to pharmacy oudets. [16] The NCO clinics, however, were charging about

halfas much as pharmacy oudets for Triple S. However, data showed that

majority of the clients purchasing treatment kits at reduced price from

NCO clinics were registered sex workers referred from SHCs lacking

adequate supplies. Since the city health offices were responsible for treating

those clients (rather than PATH subsidizing the treatments) and because

registered sex workers were employed (and had some disposable income),

the NCO clinics were reluctantly phased out of the Triple S network.

Instead, SHCs and N COs were encouraged to refer registered sex workers

and other clientele to nearby pharmacy outlets for treatment packs. [37]

By mid-2003, 8,280 Triple S packs had been sold in the eight sites (Table

1). Sales revenues had totaled about $21,000, and proceeds had been

-------------- -------------
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used to procure additional stocks and subsidize treatment for low-income

groups.

Sustainability a/Triple S

At the rime this report was written, PATH was in discussions ,,'ith the

national social marketing group, OKT Philippines Inc., which has

expressed interest in taking over Triple S distribution after the closure of

ASEP. OKT remains

'-'-,

Table 1 Safes of Tr:::~e S Pac~s ,r ET' o~ -x..">eS :..: es t','
Pharrnac, a"o NGO partners PA-~ ~~_ ';:_;:.,r-es ·s-;E.·;:·X.}

9000~~~~~~~-~-----.-,
!282.

1998 1999 2000 2001 2002 - -cIaI

" 7500 -+------------------'
~
~ 6000 -'-----------------'
u

! 4500
o 3107
j 3000 <-----------_c
~ 1650 141,A 1372
z 1500 +-=---' .~___,-.,__:;,=_~

'!-2!.

optimistic about the social

marketing potential of

Triple S, particularly the

men's green pack which

has consistently outsold the

women's blue pack in

pharmacy outlets. Both

the 1997 and 2002

evaluations ofTriple S also

recommended that future

Year

directions focus on expanding availabiliry of the green pack in drugstore

outlets, as the dara show men prefer to seek STO Clfe from drugstores

whereas women rum to clinics for services when experiencing STD signs

and symptoms.

Transfer a/Skills

Starting in 2003, PATH and parmer NCOs continued :\SE.P'\ effof( to

build capacity in LGUs by transferring behavior change communication

(BCC) know-how to SHC staff in ASEP sites. f\1though BCe Ins heen

largely the domain of the parmer NCOs implememing the COPE
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program, with the end ofASEP, PATH hoped rhis training would raise

SHC staff's understanding and appreciation of the importance of BCC

and improve their ability to advocate for hehavior change among sex

workers and other members of high-risk groups, In addition, since LGUs

have shown themselves more willing to fund activities carried out by

government staff, it is hoped that this effon will increase the level of

education activities carried out by LGUs after the project ends,

SHC staff received skills training in interpersonal communications and

counseling aimed to increase the SHe's expertise in dealing with registered

sex workers, who are captive audiences for prevention education in the

SHCs, Other inputs such as exposure visits to NCO outreach posts and

immersions in COPE projects also provided SHC staff with first-hand

insights into risk reduction counseling and outreach education methods,

Some SHC personnel acknowledged that they had under rated the NGOs'

work and now have a bener appreciation of the complexities and hardships

involved in COPE service delivery. Orhers have corne to realize that

outreach work is extremely labor intensive and incompatible with other

SHC responsibilities. The experience in ASEP and in other countries

suggests that indigenous leaders and peers ofar-risk groups make the best

change agents. [38] Rather than taking over the outreach work ofNGOs,

PATH is hopeful that SHC staff will advocate fClr city governments to

appropriate funds for ASEP NGO partners to continue service delivety

of the project life,
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The Crying Room

The Philippines public health s)"srem includes more dun 1'0
social hygiene clinics, mandated by the Saniurion Code Since:

prosriturion is illegal in the Philippines, esublishmcnr-h1sed

sex workers are known by euphemisms such <15 "cntcrrJiners,'"

"bar girls," or "guest relations oHicers." Howcn::r. the law rt:'lFlires

that these workers undergo regular STD testing J(, o(rCn.15 once

a week. In most cases, cervical swabs are UkCIl which Jrc ther;,

gram-stained and examined under a micro:;cope. Thi:; Jcre..:r-:

gonorrhea but does nor detect many other inf:..:rion-; such ,1"

syphilis, chlamydia, or HIV

In Cebu, rhe ASEP partner NCO Uni\',rsi,,' o( Sourhern

Philippines Foundarion (USPF) realized in 1')'i, dut the SHe

routine oHered a valuJhle opportuni ry: each (by. 'ic"'\'cul hunJrcll
sex workers came ro rhe ciry healrh buildins 1nd Iud (0 W1it (or

up to (\\'0 hours. Odette JereLa, the USPF exc",:ulin' director.

negotiated with the cit}' for some space down rhe hall from the

SHe, and opened a Cn"in" Room and Extra CHins H,me! (,'r

Education (creche) where the women could !c'I\'C their :'ouns
children. This served as an incentive for women tll ,I(t(..'!1l1 ~I-I(:

sessions, and USPF subsequently prc)\'idcd act!\"ltlcs that the

women asked for, including computer and crochet les.sllf1"'.

exercise, dancing. singing, and f1shion.

In 1996, PATH conrracred USPF to create a structured peer

education program at the Crying Room. L"5PF If-lined ,1 srouj'

ofpeeredllcarors, called Social Health Fdllcltors •"j-ILs . Ri,k

reduction counseling is offered in the CrY!r1S RlHJ;~-: \l:h:;c
women wait for their results, anJ (he SHEs ,dsp brin; fll,-':[
education iIUO the establishments where the women v:nrK,

Apple, a SHE who \,,"arks as a Ooar n13.luger .1t :1 video k.lf:lOkc

bar, meets regularly with the entertainers in her c~uhLshmcn:.

"I juS( lo\'e ro help somebod",,' App!e "id, ",\[1,! I ,';,]'" tn L,lt::

more." .Another SHE, .\brlene, who works as ,1 cook ;;~ ~l b.:.~"

talks ro the enrertainers (rom her establishmen, dur:::s :hCir

regular SHC time about diseases, corhi{lm~, ~ln2 Le'\\" :P

negotiate with cus{Omers. "~o\\' if [h<: g::rls h,1\"(' .1 proh;c:'1.

they automatically come to ~e." she said rrol!dl~'"
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Key Findings

ASEP's STO component demonstrates the benefits ofpartnership between

the government, NCOs, pharmacists associarions, private physicians, and

community drugstores, all of which have an imcrcst in managing STOs

and have a particular value to bring to the project, Covernment has the

SHC and other health services, the possibility or:ldditional public health

funding, and drug supplies; NCOs have community organizing

experience and access to vulnerable groups; and pharmacies represent an

easily accessible outlet for health delivery, Olle d':1t is already commonly

used by at-risk groups. PATH provided th" training and overall

development and management needed to forge the partnership and build

the capacity of each of the partners.

While developing and refining the STD component ofASEp, PATH and

ASEP partner NCOs developed key best practices and learned important

lessons for future programs. A list of key lessons lDllows.

24

•

•

Build on existing infrastructure. The program used existing service

points, such as SHCs, NCO, clinics, and pharmacies, as a basis for

improved STO treatment and care. A number of SHC clinics

expanded their services to other risk groups and took a broader

reproductive health focus as a result of ASEP intervention.

Pharmacies and pharmaceutical associations in high-risk areas

became enhanced sources of care, Partnerships were forged

between the SHC, NCOs, pharnLlcies, and professional

associations ofpharmacists.

Try diffetent models. While piloting lliple S, ASEP tried three

diffetent models in the three pilot sites. \X!hen the program was
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scaled up, other sites used the model th,H made the mosr sense for

that setting.

• Enlist and train pharmacy staff to offer an important additional

point of service for STO care. Since m,lI1\' people use ph.un1.lcies

to self-treat for STOs and other healdl problems. tLlining

pharmacy staffcan grearl)' improve the quality of the se"ie'C' high­

risk indiyiduals receive. Pharmacv suffoffer a unique combin,Hion

of access and salesmanship that can help pr("'idc appropri,Hc

treatment and education to many clients who ,He reluClanl 10 use

public-sector services or cannot aft,)rd pri";ue doctors ..\5EP

experience shows that peripheral health workers' skills can be

adequately upgraded using simple guidelines. flow chart.s. and

about 24 hours of classroom and practi(;11 turoring.

• Offer STO training as an opportunity for providers to fulfill their

continuing education requirements. The enlrl' poinr for !'xn-{
with the pharmaceutical associations was providing free rLlining

on STO case management. \,('hen PATH was accredited as a

provider of continuing medical education. particlp;ltHS Iud

additional incentive ro attend rhe training and updates. For

trainings organized bv the pharmaceutiClI associ,ltiollS. P:\TH

allowed the associations to charge participant modesr fees.

Adapt training materials to each group of trainees and provide

regular update meetings and sessions to make health sen'ice

providers continually aware of STOs. :\SEP's S\'ndromic C,ISt

management training \vas offered to a \·aricry of profession.1Is.

ranging from physicians and nurses to ph,mnacv clerk.s. "Lucrials

were therefore adapted to fir the education and ,kills Ic\'c\s of the

various participants. A5EP's experience showed th,ll it was not

enough to train pharmacists. who rarch- serVt Customer' Jircct!l-.

---- ---- ---
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•

•

•

It was absolutely necessary to also trJ1l1 clerks in Philippines'

drugstore outlets as they are the ones directly interacting with

consumers. Regular meetings with previously trained Triple S

partner implementers, both public 'lIld private health service

providers, is necessary to keep their knowledge and skills updated,

to provide an opportunity to discuss issues in STD case

management, and to raise consciousness abour rhe seriousness of

managing STDs.

Use multiple outlets and pricing schemes. Triple S packs were

available in pharmacies, NCO clinics, and public-sector clinics,

with different levels ofsubsidies Jnd packing in each case. For the

most part, this helped to ensure that those who could pay a higher

price did nor receive unnecessary subsidies aud that those who could

not afford the full cost of drugs still had access to treatment.

Bargain aggressively with suppliers to keep costs low. For Triple

S, PATH negotiated with drug companies t{lr lower prices for STD

drugs, with the drug companies planned and projected

procurement needs for three-five years. Both parties signed

memoranda of understanding specifying support to the social

marketing ofTriple S and providing additional marketing support

in the form of IEC materials, accessing and supporting STD

syndromic management trainings for private physicians, storage of

drugs and change of near expiry drugs. This allowed the price of

the Triple S packs to compare favorably with the retail cost of the

drugs alone, while still providing high cost recovery and a small

profit for pharmacies selling the packs.

Create demand through other project components. The STD care

component was greatly enhanced bv ASEP's interpersonal
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communicarion and mass media efions dut helped L11'" demand

for quality STD diagnosis and rreatment.

Constraints

The chiefconsrraint ro rhe success of the STD program recalled I he reason

ir was needed: rhe high cosr of STD drugs. As noted in the 2002 res'iew

of the Triple S experience. "Price serring is a balancing act between trying

rowork roward coyering cosrs for program susrainability while encouraging

broad acceptance and use." [49]. \X'hile rhe Triple Sand S,Jfd'ack

compliance kirs cost less rhan the drugs would cost at a pharm.lCs· and

included condoms. the amount was still roo much ior nuns' customers.

especiallr those unaccustomed to bus';ng in ljuanritv. A, a result. some

customers would ask for rhe packs to be split or ask for a cheaper

medicarion, often raking the medicine onl\' until their snnproms

disappeared. Even NGOs rhar sold rhe packs at half the plurm:1cs' price

somerimes reported rhar rhe cost of the pack was toc> high ior their clients.

"They want to be cured," said Josephine. pharmacist in charge ,n C.n.1sco

Drugsrore in Cebu. "They're reallv convinced. Onh- the probkm is the

monev. If rhey have rhe budget. thes' bus·.··

Early in the Triple S program, Bureau of Food and Drugs RL-\D!

regisrrarion was anorher issue. Because Triple S W,lS piloted ,1' :1 mo,ltl

activir:', the lackofregisu3.tion dcrcrreJ SOfl1c ph.urn.Kit'"' (ron1 ,-,i:-r:,lng

the packs or displaying rhem prominenth-. \'qlik l'.\rH \\"()[kc,: cl""h·

with me CHOs who assumed responsibilirv in the proieer througl \ !Ot's

and active involvement. [16] PATH submitted an applic,ltion to the buc":1u

in 2000 requesring approval ior rhe Triple S pack. In 20(! 1. \·:;:h the
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endorsement and advocacy of the Departmenr of Health, the bureau issued

its certificate of product registration (Triples 5), and licensed PATH to

operate as a wholesaler and distributor 0 medical devices and

pharmaceutical products. [36] With thar approval, Ti'iple S became the

first compliance product in the Philippines with multiple drugs registered

byan NCO.

Although partnership between NCOs and SHCs was an important

achievement for the project, in some cases the partnerships experienced

difficulties. In 2000, the project reported that the social hygiene system

was unable to cope with the volume ofFF5Ws dnd prosrillltes referred by

partner NCOs for STD screening and care (more than 3,000 in eight

sites in one year). In response, in two sites the CHO and SHe delegated

responsibility for specimen collection for FFSWs to NCOs operating

outreach posts for education purposes. Since this;JCt ivitywas not authorized

under PATH's cooperative agreement with USAID, and it was

inappropriate for CHOWs to be collecting specimen, these activities could

not be funded under PATH's subgranr agreemenr with the NCOs. The

CHOs eventually dispatched a nurse from the SHC to collect specimens

at the NCO outreach post and STD screening continued for FFSW

groups. [36]

Partner notification remained difficult. The parmer notification cards in

the Triple S kits were seldom used, with fewer than 10 petcent ofTriple S

consumers known to be partners of previous customers. The most likely

explanation for this is rhe stigma of an STD: most STD patients simply

can't face the idea of informing their parrner, ei ther verbally or by way of
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a card, [1 7 J Those willing to notih' a partner might have tound it Jlttlcult

to con\'ince an asymptomatic partner (0 con1C for trcatn1ent.

Despite these constraints. a 2002 evaluation otthe STD progLlm c,!lkd

it "a highlv successful pilot that has shown th,lt the pri\"ltc ,eet": C"!1 he

activelv engaged in 51'0 treatment and prc\'cnrion, (onrril'llting [()

keeping HIV prenlence at current low lewIs," [16], In its tinal C",,' ll:Hion,

ASEP was lauded for having developed "a highk eftc'cri\'c :lppr"'kh w

providing treatment for 51'05," The e\',!lll,ltUL' added th,ll "th, Tril'k 5

and 5afePack programs definitely warrant ""p:lnsion," ; 1'1. The ''I'D

control progrllm, including s)'ndromic man:lgement tr.lining :lnJ Triple

S, have been cited as a lJ1\'AID5 Best Pr:lctice, Other grollp' ,He

reportedly adapting silniLu strategies in neigh horing (OlIn trit's. t hocf rhe

life of the project, ASEP has grearlv improvCll hmh the accc"H"l :he

quality of 51'0 diagnosis and treatment for Filipino' ill highe" ri<: "f

STO and HIV infection, Equalk important. it h:l\ supported cnh,,,,,cJ

51'0 treatment access in combination with other cus! cficcri\T ,lld h ic:h-

impact HIV prevention straregies including COPE. condom pm!1l"ri,'n,

and harm reduction programs for injeCting drug usef',
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