Letters to the Editor

Syndromic management in the
control of sexually transmitted
infections: Time for a relook

Sir,

Syndromic management involves identifying a group
of signs and symptoms in a patient and advocating
treatment against the most common organism, which
may be responsible. An effort to establish etiological
diagnosis of the disease before instituting therapy is
not required.

Vaginal discharge has been established as a syndrome.
However, it fails to diagnose and treat chlamydia
and gonorrhea though the two diseases may present
with this manifestation. 60-70% of gonococcal and
chlamydial infection are found to be asymptomatic.™
Vaginal discharge usually visible during pregnancy
or discharge seen in those on oral contraceptives
is physiological, but often reported apprehending
sexually transmitted disease (STD). Other women have
the misconception that vaginal discharge is normal and
do not report to the clinics despite suffering morbid
STD. Discharge from the vagina is thus not a suitable
entry point in syndromic management. Genital ulcer
disease included as part of syndromic diagnosis and
treatment is concerned only with the number of ulcers
healed and not whether the disease is cured.?

Symptomatic patients do not habitually report to the
STD clinics. Study among female sex workers reported
only 12.7% women presenting with vaginal discharge.
On examination, 51.7% were found to manifest
discharge from vagina.”’ Asymptomatic patients of

STD are disregarded in syndromic management.
Researchers found 49% asymptomatic patients among
295 attendees in a STD clinic among responders with
either genital ulcer disease or genital discharge.* STDs
increase the spread of human immunodeficiency
virus (HIV) 2-20 fold. Syndromic management fails
to reduce the genital shedding of HIV and this has
been demonstrated by testing genital secretions for the
presence and concentrations of HIV.!

Overuse of antibiotics is another area of concern
with syndromic management. Medicines are often
prescribed unnecessarily to patients without disease.®
Threat of antibiotic resistance looms large considering
this perspective. The consistency of syndromic
management has also not been validated and varies
from place-to-place.

Syndromic management falls short of tackling the
spiraling threat of spread of STD and with it HIV.
Screening of patients, preferably laboratory based,
among both high-risk and low-risk populations is
the need of the hour. Behavior modification and
strategies based on epidemiological data should
be combined with health education. Use of mobile
phones and the internet explosion can also be
utilized to enhance low-cost, highly engaging
and deeply permeating STD/HIV prevention and
treatment support interpolations at an incomparable
pace.”? Perhaps the time has come to look closely
and seriously assess aggressive strategies such as
mass treatment. In comparison with syndromic
management, single-round mass treatment had
a greater short-term impact on HIV (36 vs. 30%
over 2 years), but a smaller long-term impact (24 vs.
62% over 10 years). Mass treatment combined with
improved treatment services led to a rapid and
sustained fall in HIV incidence (57% over 2 years;
70% over 10 years).®” The Piot-Fransen model of
STD management depicting such mass treatment
policy is based on data from underprivileged
countries Uganda, Zaire, and Tanzania [Figure 1].
All consenting individuals in the reproductive age
group of 15-60 years can be offered single dose of
azithromycin, ciprofloxacin, and metronidazole
by health-care workers visiting each household.
The health-care providers must then return after a
specified time period to collect biological samples
from the volunteers. These results of the prevalence
of sexually transmitted infections and HIV must then
be compared with the projected values without such
intervention. Initial high-cost of such policy may
be cost effective in the long run as asymptomatic
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Figure 1: Piot-Fransen model depicting effect of mass treatment
on sexually transmitted disease

infections are treated, contact tracing is obviated,
treatment seeking behavior is not required and
compliance and treatment effectiveness is assured.!
Antibiotic resistance may result and must be weighed
against the benefits of such form of treatment.
Developing countries should evaluate such an
approach through meticulous trials.

A combined approach of a single round of mass
treatment with syndromic management and with
extensive use of the media to educate the population
may be the answer to impede the burgeoning threat of
association and spread of STD and HIV.
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