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CHAPTER 4

Revitalizing HIV Prevention Interventions

1. Background

1.1 HIV epidemic situation

UNAIDS and WHO!™!! categorize HIV epidemics as low level, concentrated
or generalized scenarios. Low-level scenarios are those with HIV
prevalence levels of below 1% and where HIV has not spread to significant
levels within any subpopulation group. Concentrated scenarios are those
where HIV prevalence is high in one or more sub-population such as men
who have sex with men, injecting drug users or sex workers and their
clients, but the virus is not circulating in the general population.
Generalized scenarios are those where HIV prevalence is 1% to 15% among
pregnant women attending antenatal clinics. This indicates that HIV
prevalence is present among the general population at sufficient levels to
enable sexual networks that drive the epidemic. Finally, hyper-endemic
scenarios refer to those areas where HIV prevalence exceeds 15% in the
adult population driven through extensive heterosexual multiple
concurrent partner relations with low and inconsistent condom use.

In past years, Thailand was classified as a generalized epidemic, with
prevalence among preghant women at more than 1%. Recently, the
epidemic has evolved from a generalized to a concentrated epidemic in
specific population groups. High HIV prevalence of over 15% has been
observed among MSM, while prevalence among pregnant women has gone
down to 0.8%. !4

However, some experts in the HIV control program contend that the
epidemic has not yet fully evolved to a concentrated scenario. They argue
that at 0.8%, prevalence among pregnant women is marginal, and could
move up to more than 1%. Thus there is no room for complacency and
revitalizing HIV prevention is critical.

As a starting point in revitalizing HIV prevention, it is vital to acknowledge
that the situation in Thailand is a mixture of both concentrated and
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generalized epidemics. See Table 4.1 on HIV prevalence estimates from

the annual National Sero-Sentinel Survey, every June, for rounds 13 to 24

(1995 to 2006)[3], which are similar to other countries such as South

Africa, Egypt, Russia, and Papua New Guinea

[4

1 The survey clearly

indicates program failure in bringing down prevalence among IDUs (33%)

and the continuing high prevalence among direct female sex workers

(4.59%) and indirect female sex workers (2.27%). The only exception

was the prevalence among pregnant women which decreased steadily to

0.87%

in 2006.

Table 4.1: Median HIV prevalence in specific population groups by percentage,
Thailand sero-sentinels round 13 (1995) to 24 (2006)

Year | Round | gl | tou | anc SR reet |indirect
1995 13 0.63 37.00 2.29 8.16 NA 17.19
1996 14 0.56 43.26 1.81 8.00 27.78 10.14
1997 15 0.56 40.00 1.71 7.07 26.14 8.22
1998 16 0.39 46.88 1.53 9.30 21.13 6.74
1999 17 0.44 50.77 1.74 8.71 16.00 6.56
2000 18 0.31 47.17 1.46 5.96 18.46 5.51
2001 19 0.30 50.00 1.37 5.08 16.56 5.03
2002 20 0.24 44.91 1.39 4.76 12.34 4.07
2003 21 0.27 46.80 1.18 4.00 10.63 3.67
2004 22 0.23 42.22 1.04 5.00 7.36 4.00
2005 23 0.22 37.64 1.01 4.13 6.80 3.37
2006 24 0.29 33.33 0.87 3.39 4.59 2.27
2007 25 0.21 25.62 0.76 4.55 5.57 3.23
2008 26 0.18 48.15 0.72 3.19 4.67 2.64
Source: Bureau of Epidemiology [4
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1.2 Why HIV/AIDS matters?

Table 4.2: Share of DALY loss, curative expenditure, and productivity
loss in terms of premature death and absenteeism from 12 leading
burden of disease, 2004

ICD Burden of DALY | Curative expenditure | Premature Absenteeism

code diseases loss oP IP | Total | death OoP IP |OP+IP
1 | A3 | HIV/AIDS 19% 28% 4% | 17% 35% 6% 8% 6%
2 F5 | Liver cancer 8% 1% 2% 1% 10% 1% 3% 1%
3 H DM 9% 31% 4% | 18% 4% 35% 9% | 32%
4 J1 Depression 7% 1% 0.1% | 0.4% 0% 1% 1% 1%
5 J4 Alcohol 7% 0.4% 1% 1% 1% 2% 5% 2%
6 L2 | Cataracts 2% 3% 8% 6% 0% 5% 4% 5%
7 M3 | IHD 7% 7% 11% | 9% 6% 5% 6% 5%
8 M4 CVD 13% 4% 10% 7% 9% 4% 9% 5%
9 N1 | COPD 6% 3% 5% 4% 3% 8% 6% 7%
10| 02 | Cirrhosis 3% 1% 2% 1% 6% 2% 3% 2%
11| R2 | Osteoarthritis 3% 7% 3% 5% 0% 5% 1% 4%
12 U Traffic accidents| 15% 14% | 50% | 31% 26% 28% | 45% | 30%
Total from 12 leading BOD 100% |100% | 100% | 100% 100% 100% | 100% | 100%
Million Baht, except DALY
loss in years 4,780,000 | 32,452 | 29,484 |61,936 | 208,287 | 9,836 | 1,437 | 11,273

Source: A report on “Investment in health sector in the 10th National
Socio-Economic Development Plan 2007-2011 (2550-2554 BE)” by the Interna-
tional Health Policy Program 61
Note: DM = Diabetic Mellitus, IHD = Ischemic Heart Disease, CVD = Cerebo-
Vascular Disease, COPD = Chronic Obstructive Pulmonary Disease

A major study by the International Health Policy Program[S] assessed the
economic loss due to the top ten priority burden of diseases in Thai men
and women. Among the twelve disease groups which were selected from
the top ten diseases selected in men and women, Table 4.2 clearly
indicates that HIV/AIDS is responsible for the highest DALY loss or 19% of
total DALY loss. HIV/AIDS registered the third highest curative
expenditure or 17% of total spending. HIV/AIDS was also responsible for
causing the highest economic loss (35%) due to premature deaths, and
the fourth highest cause of economic loss due to absenteeism (6% of total
OP and IP absenteeism loss).
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Economic loss due to premature mortality in adults is a major policy
concern for which the universal ART policy was introduced in 2003. The
policy was found to be cost effective due to Thailandis capacity to produce
low cost combination triple antiretroviral therapy, programmatic
feasibility, and the role of state and non-state actors [6], though ex-post
evidence found to be ART cost effective ). This evidence supports the
notion that HIV/AIDS is one of the key national health agendas.

1.3 Why revitalizing HIV prevention matters?

Thailand launched a universal ART program in 2001 and today close to
150,000 individuals are on regular treatment. A National AIDS Spending
Assessment 8 report indicates that the proportion of spending on
treatment and care increased from 64.3% in 2000 to 84.6% 2004 while
spending on prevention decreased from 18.4% in 2000 to 13% in 2004, as
shown in Table 4.3. A 2008 UNGASS report indicated that spending on
prevention had insignificantly increased to 14.1% 97 in 2007. The
decreasing trend of prevention spending is worrisome.

Table 4.3: Thailand National AIDS spending Assessment, 2000-2004

Activities 2000 | 2001 | 2002 | 2003 | 2004

1. Prevention 18.4% | 21.9% | 24.5% | 14.7% | 13.0%
2. Treatment and care components | 64.3% | 59.5% | 66.9% | 74.2% | 84.6%
3. Orphans and Vulnerable Children| 3.2% | 3.3% | 2.6% | 2.3% 0.8%

4. Program cost 14.0% | 15.4% | 5.9% | 8.8% 1.6%
Total spending on HIV/AIDS, % 100% | 100% | 100% 100% | 100%
Total spending on HIV/AIDS,

s 2,623.3/2,571.8|3,174.2 |3,549.4 | 4,943.3
million Baht
Total spending on HIV/AIDS,

- 65.4 57.9 73.9 85.6 122.9
million US$

Source: A National AIDS Spending Assessment report )

To sustain past achievements on HIV prevention, two policy concerns can
be raised. Does Thailand spend enough on prevention in light of the ever
increasing fiscal demand for treatment? Does Thailand spend limited
resources on prevention wisely to realize value for money?

This study attempts to answer the second question through a critical
assessment of the performance of prevention interventions. Special focus
is given to the effectiveness and cost effectiveness of prevention interven-
tions, in the context of sex behaviour among young adolescents, MSM and
IDUs.
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1.4 Dynamic of risk behaviour in general population

A report by the Commission on AIDS in Asia does not show that casual sex
among the youth is a major risk factor. This is largely because of
socio-cultural restrictions on women’s sexual freedom. Increases in
unprotected casual sex are unlikely to lead to a larger HIV epidemic in the
future, as shown in Figure 4.1. A large proportion of those at a high risk of
HIV infection are young, but this does not mean that large numbers of
young people are at high risk of HIV infection in every country in Asia.
More than 98% of young women and 90% of young men neither sell nor
buy sex, and neither inject drugs. Finally, the Commission on AIDS in Asia
concludes that there is not a high risk of HIV infection ™.

However, this study shows that the changing sexual behavior of young
people in Thailand is worrisome. The Bureau of Epidemiology 11 of the
Ministry of Public Health conducted a review of risk behaviour based on:
(1) the 1996 to 2007 National Behavioural Surveillance Surveys - BSS
data, and (2) trend analysis among different sub-population groups using
the National Sexual Behaviour Survey (NSBS) datasets 2006, conducted
by Mahidol University, Institute of Population and Social Research. Results
of this assessment are highlighted below.

1. Knowledge on HIV prevention was low among adolescents in Grades
8 (14 years old) and 11 (17 years old). Less than 20% and 30%
respectively had an accurate understanding of the five UNGASS HIV
prevention questions. Complacency is the enemy of successes; these
findings call for effective HIV learning and awareness programs among
these young people who are most vulnerable to HIV infections.

2. Inthe general population, the average age of first sexual intercourse
was 18 years among men and 20 among women. This information is
vital for intervention design well before the age of sexual debut.

3. Over the last 12 years, an increasingly high proportion of students,
especially from vocational schools, had sexual intercourse
experiences; men had more experiences than women. Vocational
school students had more sex experiences than Grade 11 students;
and again men had more sex experiences than women, as shown in
Figure 4.2.
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4,

6.

Condom use among students when having sex with boyfriends or
girlfriends was low (less than 30% in most groups). Although a slight
increase over the last 12 years was observed, overall condom use
levels were worrisome, as shown in Figure 4.3.

Consistent condom use among male workers (15 to 49 years old)
and students when having sex with sex workers and non-regular
partners were low, around 60% or less, though an increase was
observed in 1995-2007, Figures 4.4 and 4.5.

Among female sex workers, consistent condom use varied by types
of their partners. Condom use was lowest when having intercourse
with a regular partner or spouse. Condom use was high, around
90% to 95%, when intercourse was with general and regular clients,
and 80% for non-regular partners in 2007, Figure 4.6.

Figure 4.1: Estimated number of annual new infections and proportion of casual

sex in a typical 100-million population setting in Asia

Source: Asia Commission estimate based on Asian Epidemic Model, using regional

averages.
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Figure 4.2: Percentage of the respondents who had sexual intercourse
experiences, Thailand 1995-2007
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Figure 4.3: Percentage of respondents who used condoms consistently when
having sex with boy/girlfriend in the past 1 year, Thailand 1995-2007
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Figure 4.4: The percentage of respondents who consistently used condoms when

having sex with female sex workers in the past 1 year, Thailand 1995 - 2007
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Figure 4.5: The percentage of respondents who consistently used condoms when
having sex with non-regular partners in the past 1 year, Thailand 1995 - 2007
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Figure 4.6: The percentage of female sex workers who consistently use condoms
when having sex with general clients in the past month, with regular clients in the
past week, with regular partner/spouse in the past month, and with non-regular
partners in the past month in Thailand 1995 - 2007

1.5 Dynamics of risk behaviour in MSM and IDU

The annual sero-sentinel survey results alarmed policy makers over the
consistent high and increasing trend of HIV prevalence among MSM and
IDUs in the Bangkok Metropolitan area. HIV prevalence in MSM increased
from 17% in 2003 to 30% in 2007"**, while among IDUs prevalence was
at 33.3% in 2006 "', To better understand the risk behaviour of these two
groups, a special survey was conducted by Laohasiriwong U4 from March
to July of 2008. A sample of 639 adult MSM (over 15 years old) was
identified from 4 provinces (Chonburi, Chiang Mai, Khon Kaen, and Surat
Thani) using the snow ball approach.

A sample of 444 adult IDUs was identified from treatment clinics and through
the snow ball approach in Jana Hospital of Songkla, Drug Dependence
Treatment Center in Khon Kaen, Chiang Mai, Mae Hong Son, Songkla,
Pattani and Thanyarak Institute in Prathumtani. Others were identified in
Baan Ozone, Baan Pakjai and IDU networks. Face to face interview ques-
tionnaires, approved by the National Ethical Review Committee, were used
for both groups.
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1.5.1 MSM

Six months prior to the survey, 42% of MSM respondents had sex with
women, and 59% used condoms while having sex with women. At the last
sexual intercourse, 23.5% of these MSM did not use condoms. Many of
them perceived that having more sex partners than peers means being
superb (40.4%), having many male lovers, or male partners makes one
accepted by friends (34.1%), the outlook of being a healthy person should
not be HIV+ (26.9%) and having penetrative anal sexual intercourse will
not result in getting HIV/ AIDS (21.6%).

A high proportion of MSM who were surveyed had inappropriate attitudes
on condom use. Almost half (46.3%) believed that using condoms when
having sex reduces pleasure, and one in three (34.6%) believed that
using condoms means distrust between them and their partners. Close to
a third (30.7%) of them believed that telling partners to use condoms is
not appropriate since it shows distrust. Almost one in five (23.8%) said
they were shy to buy condoms and more than half (55.2%) reasoned that
buying condoms is a burden they should not pay for. However, the
majority (84.7%) thought condoms should be free for those who need
them. See Annex 1.

Finally, during the past year, slightly more than half of MSM (56.4%)
always or usually used condoms when having sex with their male
partners, 38% never or seldom used condoms when having sex with male
sex workers, and 32% often had sex with non-regular partners.

1.5.2 IDUs

Most IDUs (70%) had never or seldom used condoms when having sex
with their husband/wife, 63% never or seldom used condoms when
having sex with male/female sex workers, and 61% never or seldom used
condoms when having sex with their lovers and girlfriends.

Only 51.8% had injected drugs during the past year, of which 19.8% often
injected drugs, and 20.1% had shared needles with others. About 30%
participated in a ‘party’ of sharing needles for injecting drugs and had sex
under the influence, and 30.3% had sex after injecting drugs.

Not many MSM and IDUs access counselling services on sex education or
sexually transmitted infections. In this study, only 27.7% of MSM and
42.1% of IDUs had received counselling services on sex education or
sexually transmitted infections.
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In summary, this survey highlights a gloomy situation for MSM and IDUs,
though their population size is not large. MSM are estimated at 0.1-0.3%
of male adults between the ages of 15-49 in Thailand. Therefore there are
approximately 0.53 million MSM, of which 60% (0.32 million) engaged in
risky behaviour. The number of IDUs is unknown, but both groups have
extremely high HIV prevalence which warrants immediate policy
attention.

1.6 Thailand’s expenditure on HIV/AIDS

In 2007, total health expenditure in Thailand was 3,876 Baht per capita
population, or US$ 115 per capita (exchange rate 33.7 Baht per US$), see
Table 4.4.

Table 4.4: Background data on healthcare financing, 2007

Population 64,197,000
Total Health Expenditure
e per capita, Baht 3,876
e per capita, US$ 115
e % GDP 2007 3.4%

Source: Estimates by the Thai working group on NASA - Thursday, January 24,
2008. Note that IHPP developed and maintained the National Health Account in a
long series from 1994 to 2005. To comply with the UNGASS 2008 reporting
requirements, IHPP estimated total health expenditure per capita based on the
1994 to 2005 series of National Health Account.

According to the UNGASS report ), in 2007 total expenditure on HIV/
AIDS was 6.728 billion Thai Baht. This is equivalent to 105 Baht per
capita, or 11,600 Baht per capital PLHA, given the total number of 580,000
PLHA. Total expenditure on HIV/AIDS accounted for 0.081% of GDP in
2007, or was equivalent to 2.7% of Total Health Expenditure as shown in
Table 4.5.

Table 4.5: Key parameters of expenditure on HIV/AIDS, 2007

Total Expenditure on HIV/AIDS, million Baht 6,728.0
Estimated Total Health Expenditure, Baht 248,852.4
Total Expenditure on HIV/AIDS,
e per capita population, Baht 105
e per capita PLHA, Baht 11,600
e % GDP 0.081%
e % of Total Health Expenditure 2.7%

Source: Estimated by the Thai working group on NASA - Thursday, January 24, 2008
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With regard to sources of financing for HIV/AIDS programs in 2007, it was
indicated that domestic public financing had the highest share or 82.7% of
Total Expenditure on HIV/AIDS (TEA). International resources accounted
for 17.3% of TEA. This finding indicates better self-reliance for HIV/AIDS
program financing, and reflects the firm commitment of the Royal Thai
Government to the fight against HIV.

In light of the universal access to ART which was adopted by the
Government in 2001, a huge share of total expenditure on HIV/AIDS
(71.8%) went to care and treatmen . HIV prevention activities accounted
for 14.1% [3], and program administration, 9.7% of total spending on HIV/
AIDS (Table 4.6).

Financing HIV/AIDS programs in Thailand relies mostly on domestic
resources, 82.7% of total expenditure, as shown in Table 4.6. This clearly
reflects the government’s financial commitment and little external donor
influence in program direction. This is different from countries in the Asia
Pacific Region where financing HIV/AIDS programs relies solely on
external donor resources, and is vulnerable to fragmentation and lack of
harmonization across programs and projects ™

Table 4.6: Total Expenditure on HIV/AIDS by sources of finance and functions,
current year price, 2007

Type of expenditure Domestic| International | Total

1. Prevention 7.3% 6.8% 14.1%
2. Care and Treatment 67.2% 4.6% 71.8%
3. Orphans and Vulnerable Children 1.4% 0.1% 1.5%
4. Program Management

Administration Strengthening 5.0% 4.7% 9.7%
5. Other related work e.g. research,

social services, incentive human 1.80% 1.04% 2.84%

resources
Total, row percent 100% 100% 100%
Total, million Baht 5,563.9 1,164.1 6,728
Total, column percent 82.7% 17.3% 100.0%

Source: UNGASS report [°]
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1.7 Effectiveness and cost effectiveness of prevention interventions

A study by Teerawatananon et al ) assesses the effectiveness and
cost-effectiveness of prevention interventions in Thailand through a
review of published and unpublished grey literature. In addition, a
systematic search for evidence from international databases was conducted.

In this study, a total of 932 Thai abstracts were identified through search
definitions, of which 890 were excluded as irrelevant. Some 42 full papers
were reviewed, 28 were excluded after reading the full texts, and only 14
were included in the analysis. Additionally, a total of 1,395 international
abstracts were identified through search definitions, of which 1,213 were
found to be irrelevant and excluded. Overall, 182 full papers were
reviewed, of which only 63 were included in the analyses. The 63 included
15 systematic reviews or meta-analysis, 17 economic evaluations, 18
randomized control trials, and 13 observational studies.

Findings indicated that the interventions that showed strong evidence of
reducing HIV infection among the target populations were: (1) male/
female condoms for female sex workers, (2) a street outreach program for
IDUs, (3) a program for prevention of mother-to-child HIV transmission in
pregnant women, (4) improvements in sexually transmitted infections
treatment services and (5) male circumcision.

A key finding echoed a recommendation in Disease Control Priorities in

. . 15
Developing Countries. "**

the lack of significant evidence indicated that
community-based education for various target groups e.g. FSW, MSM, IDUs,
young and general population, offer good value for money in prevention of
HIV infection either in low or high HIV prevalence settings. This review
found potential for interventions that aim to mitigate barriers to preven-
tion and minimize the negative social outcomes of HIV infection such as

increased alcohol tax, financial and in-kind support.

The review further highlighted serious limitations of local evidence on the
effectiveness of HIV interventions among high risk populations in Thailand
such as IDUs, MSM, FSW and young people. Thus international
experiences on effectiveness and cost effectiveness may not be applicable
for the local Thai context and call for prioritizing local research to assess
the effectiveness and cost effectiveness of prevention interventions.
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2. Goal and objectives

The goal of this study is to provide policy recommendations on revitalizing
HIV prevention interventions in the context of universal ART and increas-
ing expenditure on treatment.

Based on reviews of the effectiveness and cost effectiveness of
prevention interventions, this study aims to assess the coverage of these
interventions among nine risk population groups: (a) FSW, (b) MSM, (c)
IDUs, (d) sero-discordance couples, (e) preghant women, (f) prison
inmates, (g) healthcare workers, (h) young people, and (i) the general
population. The study seeks to: (1) assess the adequacy of prevention
programs in population coverage and program spending in order to scale
up or maintain high coverage of proven effective and cost effective
interventions, and (2) to assess the coverage of interventions proven to
be ineffective and not cost effective that could be scaled down or
terminated.

3. Methodologies

We apply the evidence on effectiveness and cost effectiveness of HIV
prevention intervention by Teerawattananon et al in chapter 3 which can
be categorized into four main groups: (1) interventions proven both
effective and cost-effective, (2) interventions proven effective but with no
evidence on cost effectiveness, (3) interventions proven effective but not
cost effective, and (4) interventions proven neither effective nor cost
effective.

Effectiveness and cost effectiveness of these interventions are specific to
the nine different population groups. In the matrix of 25 interventions
accross the nine target groups, the most recent coverage rates were
selected from relevant documents, published and unpublished grey
literature in the Ministry of Public Health and other small scale program/
pilot information.

In-depth interviews of key informants were conducted where coverage
data does not exist for the best expert estimates. Investment in different
prevention interventions referred to various estimates in the National AIDS
Spending Assessment.

Where appropriate in the results section of IDUs, MSM, young adolescents
and the general population, comments refer to reports by the Bureau of
Epidemiology and a special survey by Laohasiriwong in chapter 2.
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4. Results

4.1 Convention on colour

Table 4.7: convention on colour

Colour Description

Intervention proven both effective and cost-effective

Intervention proven effective but with no evidence on cost-effectiveness

Intervention proven effective but not cost-effective

- Intervention proven neither effective nor cost-effective

No evidence on effectiveness and cost-effectiveness

Intervention does not match with target group

Table 4.7 Aids the colour interpretation of effectiveness and cost effective-
ness of interventions. This colour convention, a traffic-light system, used
by the study of Teerawattananon et al !, will be applied throughout the
rest of this report. For example, dark green refers to interventions proven
to be both effective and cost-effective; and red refer to interventions proven
neither effective nor cost effective. Table 4.8 shows the results of the
Teerawattananon et al study ™.

| ™ assesses both Thai

Note that the study by Teerawattananon et a
published and grey literatures from all possible sources; whereby
internationally published literatures were systematically searched from Pub
Med and Cochrane library. However, that study was dominated by
international publications whereby local Thai evidence on the effectiveness
of interventions among high risk populations such as IDUs, MSM, female

sex workers and young people are very limited.
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Table 4.8: Summary of findings by intervention and target population

Interventions

FSW MSM IDU SDC Preg

PI HCW Young G pop

social correlates of risk

I. Interventions that affect knowledge, attitude and beliefs and influence psychological and

Abstinence-only programs [16]

Abstinence-plus programs [17:18]

Community-based education [19:20:21,22,23,24,25]

Mass media campaigns [26]

Peer education [27:28:29,30,31,32,33,34,35]

Routine (provider-initiated) voluntary HIV
screening at healthcare settings [3¢1

School-based sex education programs
(combined with life skills) [37,38:39,40,41,42]

Voluntary HIV counselling and testing
(VCT) (+ STI clinic and condom
distribution) [43:44,45,46,47,48]

Workplace-based education (+condom
distribution / free STI dlinic )[49:50:51,52,53,54,55,56]

the behaviour

Condom use (availability and accessibility)
[57,58,59,60,61]

Introduction of female condoms [44:56 62]

II. Harm reduction interventions that lower the risk of a behaviour, but do not eliminate

Needle and syringe exchange [63:64]

Needle social marketing [6°]

Street outreach [66/67,68,69]

risk

III. Biological/biomedical interventions that strive to reduce HIV infection and transmission

HIV vaccine [70.71]

Improved STI treatment services [44 72]

Mass or community treatment of sexually
transmitted infections!4> 731

Male circumcision [4° 74:75,76,77,78]

Microbicides [4°]

Post-exposure prophylaxis [68:79:80]

Prevention of mother-to-child
transmission of HIV [81,82]

Screening blood products and donated
organs for HIV [44,56:83]

Substitution treatment [84.8586]

Using nucleic acid test screenin? (NAT)
of volunteer blood donations [87

IV. Mitigation of barriers to prevention and negative soci

al outcomes of HIV infection

Increased alcohol tax [4°]

Microfinance 88

Microfinance (combined with education) [8°]
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4.2 Setting the scene on principles for policy recommendations

The finite HIV/AIDS resources are mostly allocated to treatment and care
under universal coverage launched in 2001; it is unaffordable to spend
unnecessarily on the ineffective and non-cost effective interventions. Table
4.9 provides a generic principle on how we craft our policy recommenda-
tions for scaling up, scaling down and termination.

Table 4.9: Principle of policy recommendations

Stage of
intervention

A
Proven effective and
cost effective

[ 1. No policy | A1l B1 c1 D1
intervention Generate evidence Lower priority, it is high Least priority, | Discourage
through e.g. operational priority if the HIV discourage attempts to
research to assess program had introduced | the attempt | introduce
implementation all proven effective and | to initiate policy or
feasibility, in order to cost effective interven- program program
introduce policy and tions, as country should
program implementa- invest more on preven-
tion and rapid scale up tion interventions in the
to highest possible light of universal ART
coverage
2. Inter- A2 B2 C2 D2
ventions Develop effective Where existing program | Least priority | Terminate
exist, but no information systems to operate with no
coverage assess coveragee coverage data, we
data recommend develop
coverage data. Though
not cost effective, it is
effective and may
support the implementa-
tion of proven effective
and cost effective
intervention
3. Inter- A3 B3 C3 D3
ventions Sustain and scale up to Where existing program | Scale down Terminate
exist, and reach the highest operates with high unless programs
coverage possible coverage coverage level, maintain | convincing and reallocate
data these coverage, as it is argument to | resources for
is available effective and may maintain effective and
support the implemen- program or or cost
tation of proven other ethical | effective
effective and cost justifications | interven-
effective interventions tions
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The matrix presents the interventions in four groups by level of evidence
of effectiveness and cost effectiveness using colour conventions in four
columns (A. dark green, B. light green, C. yellow and D. red colour). It
also presents three stages of interventions in three rows: (1) no policy or
program interventions; (2) interventions exist but no coverage data; and
(3) interventions exist and coverage data is available. From an
understanding of this matrix, we developed a generic principle for
recommendations. In the matrix, there are 12 cells of possible
recommendations.

Where interventions are proven to be effective and cost effective these fall
in the “dark green column.” If there is no policy intervention (Box Al), itis
recommended to generate evidence through operational research to
assess programmatic and implementation feasibility and socio-cultural
acceptability, in order to introduce policy and program implementation
and rapid scale up to the highest possible coverage.

From interventions in Box A2, it is advisable to rapidly install information
systems in order to verify the coverage rate which facilitates program
performance assessment.

Likewise, in Box A3 where interventions exist, it is recommended to
sustain the current high coverage or to scale up to reach the highest
possible coverage. Program barriers should be identified and overcome to
reach the highest possible coverage.

Interpretation for the “red colour column” where interventions are proven
neither effective nor cost effective indicates it is advisable to terminate
these programs, or not to initiate. Financial resources and programmatic
efforts should be given to interventions in the “dark green” and “light
green” groups.

In the “light green column” where interventions are proven effective, but
there is no evidence on cost effectiveness, we recommend to initiate a
program if there is none, or to scale up these interventions to reach a high
coverage level. This is because investment in prevention interventions is
small, 14.1% of total spending on HIV/AIDS (see Table 4.6), with a
decreasing trend in terms of proportion of total spending on HIV/AIDS as
a result of scaling up universal ART. Another argument in favour of
spending on more on prevention interventions classified as light green:
HIV/AIDS is consistently the top first burden of disease in terms of Disable
Adjusted Life Year-DALY loss in 1999 and 2004 %, see also Table 4.3.
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Based on these arguments, we tend to recommend in favour of interven-
tions which fall under the “light green category” to scale up and reach high
coverage instead of scaling down; while efforts should be made to uncover
the cost effectiveness of these interventions.

Compared to “light green category”, we tend to not favour scaling up
interventions which fall under the “yellow colour category”. This is because
though effective, it is not cost effective or efficient to do so. Programmatic
efforts should be given to “dark green” and “light green” categories.

4.3 Results of critical assessment

With reference to Teerawattananon et al [”, Table 4.9 is the main result of
our assessment of population coverage for all current prevention
interventions which are relevant to the nine population groups.

Table 4.10 is self-explanatory; there are 25 interventions under four
clusters for nine population groups. In addition to the Green, Yellow and
Red traffic light convention, the white represents interventions that do not
have evidence on effectiveness and cost effectiveness while the grey
refers to interventions not applicable to that specific population.

Based on the matrix in Table 4.10 we produced nine tables (Table 4.11 to
4.19), one for each population group, where specific recommendations
can be made.
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4.4 Status of prevention interventions and policy recommendations for
nine population groups

4.4.1 Female Sex Workers

Table 4.11: Summary of current interventions, coverage and recommendations for Female

Sex Workers

Coverage of
intervention

No policy
intervention

Proven effective and cost

effective

Female condom use is not
a policy.

We recommend evaluation
of programs in UNFPA sites
and conduct operational
research to test if female
condoms are acceptable,
assess program feasibility

in the Thai context

No policy to
introduce
microbicide,
but it is in the
study process
for policy
recommend-
ation
Recommend-
ation: Do not
initiate

Interventions
exist, but

no coverage
data

1.No systematic intervention
on workplace education and
peer group education, and no
coverage data

Recommend to introduce
clear policy interventions,
rapid scale up and develop
coverage data

2.No coverage data on the
existing STI treatment
services

Recommend to improve
information on coverage and
improve user friendly STI
treatment services

Interventions
exist, and
coverage data
is available

1. 100% free condom
distribution in direct
FSW, 96.2% condom use
with clients

Recommend to adequately
fund and sustain program
coverage

2. 100% coverage of VCT
for FSW in Bangkok, few
sites in other provinces.

Recommend to urgently
scaling up to national
coverage

High coverage of
community based
education for FSW in
BKK, small scale pilots
in other provinces

Recommendation:
rapid scaling up
community based
education program for
FSW
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Female sex workers (FSW) are most vulnerable to infection, and require
special attention and continued efforts of effective interventions. Of the
interventions under the “dark green” banner; female condom use was not
a policy, for which operational research to assess its applicability for Thai
context is urgently required as an alternative to male condoms when
clients refuse to use condoms. Workplace education, peer education and
the existing STI treatment services are not systematically fostered
without coverage data. This requires a major review and effective and
wide coverage of workplace education programmes and friendly services.
Free condom distribution and high level of use by clients must be
sustained at the highest level possible. Wide coverage of quality VCT for
FSW is recommended.

Interventions under “light green” banners: as a result of public sector
reform a few years ago, STI treatment services were transferred from the
STD Clinic under the Provincial Health Office to the Provincial Hospital
Obstetric Gynaecology Department. The transfer was based simply on the
grounds that the Provincial Health Office is an administrative arm and
should not provide clinical services. This is a major negative impact, as
STD clinics not only provide health checkups but were actively involved in
the past few decades on prevention, education of sex workers, peer
education, trust partnership building with brothel owners in ensuring a
high level of condom use. Staffs in the Obstetric Gynaecology Department
did not have such skills, partnership and management with owners,
managers of brothels and other indirect sex establishments. STI
treatments for FSW in provincial hospitals do not provide adequate barri-
ers to prevent exposure of FSW to general patients. STI service is
therefore not carried out in a user friendly manner. STI service requires
major revisiting and program leadership to solve the protracted problems.

Microbicide, is an intervention in the study for policy recommendation.
During the time of the investigation in this study, it was found to be
neither effective nor cost-effective should not be initiated which distracts
program focuses, until the study will prove effectiveness and/or
cost-effectiveness.
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4.4.2 MSM

Table 4.12: Summary of current interventions, coverage and recommendations for MSM

Coverage
of inter-
vention

No policy
inter-
vention

Proven effective

and cost effective

Very low
coverage
of peer
education
6.25%

Recom-
mendation:
this is not
high prior-
ity for MSM
program
interven-
tions

Interven-
tions exist,
but no
coverage
data

1. Priority group.
MSM most
accesses condoms
by out of pocket
payment.

Recommend to
provide more free
condom distribu-
tion, create
awareness for
sustaining high
coverage

2.No coverage
data on the
existing STI
treatment services

Recommend to
improve informa-
tion on coverage
and improve user
friendly STI treat
ment services

No coverage data of VCT
due to stigmatization

Recommend: minimize
stigmatization and
develop reporting
systems

Interven-
tions exist,
and
coverage
data is
available

Very low coverage of
community-based
education 6.25%

Recommendation:

this is not a high
priority for MSM program
interventions
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MSM are not covered by sero-sentinel surveys despite their high HIV preva-
lence. Surveys among MSMs by Rainbow Sky Association of Thailand (RSAT
or Fah Si Roong) show consistent increase in HIV prevalence from 17% in
2004 to 28.8% in 2005, and 30.2% in 2007. The 2008 survey is expected

to show even higher prevalence.

In Table 4.11, interventions under the “dark green” banner such as free
distribution of condoms to MSM are under a policy vacuum. Though MSM
access condoms through self-purchasing, evidence from surveys 14 shows
very low rate of condom use. An evidence informed policy for effective
condom distribution and use advocates through MSM peer groups and
NGOs should be tested, reviewed, and advocated. However, the major
barriers are stigmatization and difficulty of reach, with skilful health work-
ers in the localities where they live and work; they may have comparative
advantages to overcome these barriers.

For interventions under the “light green” banner, there is no coverage data
on VCT services for MSM, but it is low due to stigma as confirmed by

surveys in this group .

It is recommended that the social stigma
barriers must be minimized to accommodate better access to VCT
services. Access to and use of STI treatment services is a cross cutting
problem across the whole spectrum of clients who may use it, as discussed
in the female sex workers above on negative outcomes of public sector
reform and termination of STD clinics in the Provincial Health Offices. Similar

recommendations are made.

For interventions under the “yellow” banner, the low coverage of commu-
nity based education does not matter as it was proven not to be cost
effective; this intervention should be given low priority.

For interventions under the “red” banner, the review reported no effective-
ness and cost-effectiveness. These interventions should not be provided if
there is no proof for effective and/or cost-effectiveness.
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4.4.3 IDUs

Table 4.13: Summary of current interventions, coverage and recommendations for IDUs

Coverage of
intervention

No policy
intervention

Proven effective and cost

effective

1. priority group. MSM most
accesses condoms by OOP
payment.

IDU most accesses condoms
by OOP

Recommend to provide more
free condom create aware-
ness in order to reach high
coverage

2.No policy on needle and
syringe exchange
Recommend to stay as is, this
is least priority to do

No policy on needle
social marketing

Recommendation:
though no evidence if
it is cost effective, it is
effective and should
have a clear policy but
requires extraordinary
strong leadership in
the light of “cracking
down drug”.

1. No HIV
vaccine , butin
the clinical trial
phase 3

2. No policy on
post-exposure
prophylaxis

Recommend to
discourage
these policy
interventions

Interventions
exist, but no
coverage data

1.Small scale pilot project on
street outreach supported by
GF, no coverage data

Strongly recommend to rapidly
scale up

2.No coverage data on the
existing STI treatment services

Recommend to improve
information on coverage and
improve user friendly STI
treatment services

Interventions
exist, and
coverage data
is available

VCT project supported by
GF, low coverage at 0.9%

Strongly recommend to
rapidly scale up

Methadone
substitution
treatment, high
coverage at public
clinics

Recommend to sustain
the program

Small scale
project of
community-
based
education,
with 50%
coverage of
target group

Recommend
to terminate
this interven-
tion

166




. “Revitalising HIV prevention in Thailand: a critical assessment”

For interventions under the “dark green” banner in Table 4.13, it is
unacceptable that effective and cost effective interventions such as free
distribution of condoms and needle syringe exchange to IDUs with very
high HIV prevalence are not endorsed by policy. However, reaching this
group is a major programmatic barrier, as the current government policy
against “drugs” drives all IDU movement under-ground. Distribution of
condoms through peer groups and NGOs is one of the possible solutions.
Street outreach has yet to be scaled up and develop information on
coverage rates. VCT services are poorly performed with an extreme low

coverage rate and should be rapidly scaled up.

As for interventions under the “light green” banner, it is not unexpected as
there is no government policy on needle social marketing to prevent
sharing of syringes and needles, as it contradicts with the policy on
“drugs.” We argue that it is effective, though there is no evidence if it is
cost effective; it is one of a few interventions available among IDUs to
prevent sharing of injecting implements. A pilot of integrated different
interventions in one setting of social marketing of needles and syringes,
such as condom distribution, VCT and STI treatment, delivered by IDU
peer groups or NGOs would be an innovation and overcome various

barriers.

Interventions that fall under the “red” banner, there is no policy on post-
exposure prophylaxis and must wait for the study results if it can be proven
for effectiveness or cost-effectiveness in the future. One should not
initiate these ineffective and non-cost effective interventions. Community
based education for IDU groups should be replaced by integrated social
marketing of needles, syringes and provide VCT and STI treatment

services.
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4.4.4 Sero-Discordance Couple

Table 4.14: Summary of current interventions, coverage and recommendations for Sero-
Discordance Couple

(oI CTC [N il Proven effective and cost
intervention [GiEEAE

No policy Priority group. They mostly
intervention access condoms by OOP
payment.
Interven- No coverage data on the Initial phase of VCT
tions exist, existing STI treatment implementation, no
but no services coverage data
coverage Recommend to improve Recommend to scale
data . -
information on coverage and | up the program and
improve user friendly STI improve information
treatment services on coverage
Interventions
exist, and
coverage data
is available

Under the “dark green” banner in Table 4.14, MSM who are the priority
group mainly accesses condoms by out of pocket payments. We
recommend that a policy should be established regarding not only
stand-alone effective condom distribution, but providing a more
comprehensive approach integrating condom distribution with VCT
services and STI treatment where sero-discordant couples are identified.
Psycho-social dimensions and issues on HIV disclosure between
discordant couples should be well understood through qualitative research
to inform policy and guide effective program design.
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4.4.5 Pregnant Women

Table 4.15: Summary of current interventions, coverage and recommendations for
Pregnant women

(LAVI TNVl Proven effective and cost
intervention EiEedl:

No policy No policy on PICT for
intervention pregnant women

Recommend to formulate
national policy and clearly
spell out and rapidly scale
up in order to reach high

coverage

Interventions
exist, but no
coverage data

Interventions | 1. Effective VCT with high

exist, and coverage

coverage 2. Effective PMTCT with high
data is coverage

available

Strongly recommend to
sustain high coverage and
program achievement

HIV vertical transmission prevention among pregnant women through the
PMTCT program is a success story with high coverage. There are several
enabling factors:

e High ANC coverage, 98% in 2000-2006, high level of skilled
attendant at delivery, 97% in 2000-2006, and high level of
institutional care, 97% in 2000-2006 “°*.

e Strong MOPH policy commitment, including full support of free breast
milk substitutions for 18 months to babies born by PMTCT and good
information systems.

e Simple programmatic design: ART delivery to pregnant women and
new born babies,

In Table 4.15, interventions under the “dark green” banners such as VCT
with high coverage, PMTCT with very high coverage were fully implemented.
As a result, in the 14 provinces with good monitoring systems of the out-
comes of PMTCT, infection rates were constant at 6.4% between 2001 and
2004, and a declined sharply to 1.3% in 2006
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| No policy
intervention

Under the “dark green” banner, Provider Initiated Counselling and Testing
(PICT) was effective and cost effective for pregnancies, but there was no
PICT policy for clients in ANC. In light of high coverage of VCT and PMTCT,
offering PICT to pregnant women has no role, but the program has to
sustain high coverage of VCT and PMTCT. Policy options to consider
include diversifying PMTCT to offer VCT to husbands in ANC through
advocates of couple counselling. Offering quality VCT to husbands in ANC
is another key potential strategy to boost awareness of safe sex in and
enrolment into universal ART program for negative counselling.

4.4.6 Prison Inmates

Table 4.16: Summary of current interventions, coverage and recommendations for Prison

Proven

Coverage of Sif=lea\=
intervention |[BE[als el

effective

Interventions
exist, but no
coverage data

Interventions VCT implementation with low coverage
exist, and
coverage

is available

As there is no cost effective intervention
for this captive population, it is strongly
recommended to scale up due to its
effectiveness and continuity of ART or VCT
after being discharged from prison. For
prison inmates, a package of integrated
services should be considered such as
distribution of condoms, VCT, treatment
of TB-HIV, provision of ART.

Intervention under the “yellow” banner in Table 4.16, include VCT services
among prison inmates which, though effective, was proved not to be cost
effective. VCT coverage in prisons is lower than 30%.

Prevention interventions had inadequately addressed problems among
prison inmates, the most vulnerable population group. In 2007 there were
168,656 male and 24,660 female prisoners in 162 prisons throughout the
country. About 52% of them had sentence terms of less than 5 years, 36%
were 5-20 years, 10% were 20-50 years, 1.5% were life-imprisonment,
and 0.09% had death penalty °* sentences. Between January and
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No policy
intervention

December 2008, there were 46,981 juvenile delinquents (boys 91% and
[93]

girls 9%) in 5,451 mid-way homes . There is a great opportunity to
introduce effective and continued interventions in the prisons and beyond

when they are released back to the society.

To ensure health equity, more resources and program efforts should be
given to this group e.g. free condom distribution. It is unfortunate that
there is no evidence on effectiveness and cost-effectiveness of condom
distribution in prison inmates under the ‘white banner’ (Table 4.9).
Evidence indicates VCT is effective but not cost-effective for this group.
We recommend scaling up VCT services in general. Policy makers should
consider offering an integrated package such as distribution of condoms,
quality VCT services, treatment of TB-HIV, provision of ART, and ensuring
continued service beyond their release from prison. Strong collaboration
between the Ministries of Justice and Health is an important foundation for
effective policy formulation and implementation.

4.4.7 Healthcare Workers

Table 4.17: Summary of current interventions, coverage and recommendations for
Healthcare Workers

Proven

Coverage of Eii=EEE
intervention [PE[aleNes

effective

Interventions
exist, but no

coverage data

Interventions Post exposure prophylaxis: government
exist, and policy to provide one month ART to health
coverage data personnel exposed to or suspect to expose
is available to HIV in their clinical services.

Despite evidence on ineffective and non CE,
UNAIDS and US-DDC recommend this

intervention as an occupational safety. Itis
not easy to terminate the ongoing program.
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Interventions under the “red” banner, Table 4.17; Post-Exposure
Prophylaxis was found ineffective and non cost effective for healthcare
workers. The government provides full support for a free one-month course
of ART to health care workers who are exposed to or are suspected to have
been exposed to HIV infection in their clinical services. In theory, PEP
should be terminated but politically, it is not that easy to terminate on the
grounds of occupational safety in addition to full investment in Universal
Precautions. Otherwise they would be discouraged to provide health
services to HIV/AIDS patients. However, incidence of occupational
injuries is very low; therefore there is little financial implication to the
government. It is further recommended to modify conventional PEP
towards a comprehensive prevention package.

4.4.8 Young People

Table 4.18: Summary of current interventions, coverage and recommendations for Young

People

Coverage of
intervention

No policy
intervention

Proven effective

and cost effective

Young mostly
accesses condoms
by OOP payment.

Recommend to
sustain provide
free condom
distribution and
create awareness

No policy on
abstinence-plus
programs

Recommendation:
Although this is less
priority, it should be
considered to advocate
in conjunction with
other CE interventions

No policy on
PICT for young
people

Recommenda-
tion: This is the
least priority

Interven-
tions

exist, but no
coverage
data

No coverage data
on the existing
STI treatment
services

Recommend to
improve informa-
tion on coverage
and improve user
friendly STI treat
ment services

VCT, no coverage data

Recommend to scale up
the program and
improve information on
coverage

Community-
based education
with govern-
ment financial
support, no
coverage data

Recommenda-
tion: This is least
priority

Despite no
government
policy, there
were small
projects of
abstinence-only

Recommend to
terminate

Interventions
exist, and
coverage
data is
available

School-based sex
education
program, 40.5%
coverage

Recommend to
strengthen and
scale up to achieve
100% coverage
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For interventions under the “dark green” banner, in Table 4.18, the priority
group is the young population (10-24 years old) most of whom access
condoms by out of pocket payment. A recent policy on installing condom
vending machines in wash rooms in high schools and universities resulted
in hot debates both for and against and in the end it was not successful.
However, young people access condoms in convenient shops and out of
pocket payment. The most important point is to create awareness of safe
sex behaviour in this group. The low coverage, at less than half of school
based sex education program should be accelerated. Friendly STI services
also need to be promoted.

Interventions under the “light green” banner, abstinence plus programs
should be integrated with school based sex education. By nature, VCT
services for young people are not easy to scale up; therefore program
efforts should be given to school based education.

Interventions under the “yellow” banner, PICT and community based
education for young people should receive lower priority. Abstinence only
under the “red” banner should be terminated.

4.4.9 General Population

Table 4.19: Summary of current interventions, coverage and recommendations for the
General Population

Coverage
of inter-
vention

No policy
inter-
vention

Proven effective

and cost effective

1. They can
access condom
by OOP

Recommend to
maintain public
awareness on safe
sex and condom
use purchase by
their own

2. No policy on
male circumcision

Recommend to
generate evidence
on public
acceptability of
male circumcision
in Thai context

1. No policy on microfinance
combined with education

Recommend to scale up the
intervention

1. No policy on
community-
based education

2. No policy on
PICT to general
population

Recommenda-
tion: These inter-
ventions are of
low priority

No policy on
mass or
community
treatment of
STI

Recommend
not to initiate
such program

2. No policy
on
microfinance

Do not
recommend
because it is
not applicable
in Thailand
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Cov.erage Proven effective
of RSl 2nd cost effective
vention
Interven- No coverage data | Existing VCT for walk in 1. Despite no
tions exist, | on the existing individuals but no coverage policy, NAT was
but no STI treatment data implemented for
coverage services Recommendation to scale pa_tlent in
data . ) private
Recommend to up this and improve .
improve informa- | information on coverage hospitals, no
tion on coverage coverage data
) but should be
and improve user
friendly STI very low
treatment coverage
services Recommend to
bargain the price
of the test to
reach the CE
level and
advocate as a
national policy
to achieve 100%
coverage
2. Sporadic
activities of
mass media
campaigns
by government
or GF’ but no
coverage data
Despite
evidence
on effective but
non CE, the
existing
program
should be
Interven- 1. Existing policy 1. Existing intervention on
tions exist, | to increase workplace-based education
and Alcohol Tax but low coverage
cover.age Recommend to Recommend to maintain the
data is R . . .
- maintain high intervention and increase
available

level of taxation
on alcohol

coverage

2. Extremely high coverage of
screening blood products
and donated organ for HIV

Recommend to maintain
high coverage
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Interventions under the “dark green” banner in Table 4.19, it is reasonable
that they can access condom by out of pocket payments. Itis advisable to
increase and maintain public awareness on safe sex and use of condoms.
Male circumcision is not a customary practice for newborns; it is
recommended that policy is guided by research and evidence on public
acceptability in the Thai context. Policy to increase Alcohol Tax is
recommended.

Interventions under the “light green”banner, microfinance and education
should be addressed for policy recommendation; scaling up STI treatment
faced a common problem of incompetent providers and user unfriendly
services in provincial hospitals as a result of recent public sector reforms
discussed in other sections. Work-place based education has high
potential for extension due to the nature of the institutionalized
population. However, the Ministry of Labour has yet to buy into this policy
and provide an enabling environment, incentives and other mechanisms
to facilitate implementation. HIV and other essential screening in blood
safety programs is performing well, all donated blood was tested with HIV
antibody and antigen tests, other agents such as Hepatitis A, B and C were
also screened. It is recommended to sustain the high performing blood
safety program. Control of alcohol consumption has an indirect positive
impact on HIV prevention and others such as violence and injuries. Itis
recommended to maintain a high alcohol tax and other measures to
control supply and advertising. These are in the legislative framework but
have yet to improve the enforcement capacity. VCT for the general
population should be scaled up and improve information coverage.

Interventions under the “yellow” banner; show that it is advisable that
community-based education and PICT are a low priority, in view of other
cost effective interventions and have not yet fully materialized in this group
and other risk groups such as FSW, IDUs and MSM. It is recommended to
scale up to full coverage of Nucleic Acid Testing (NAT) of all donated blood,
to address the inequity problem between public and private hospitals blood
services, ensure the highest possible safety blood service to prevent law
suits from medical errors and iatrogenic HIV infection. The cost of
laboratory test is still unaffordable, the Thai Red Cross Society, as the
designated National Blood Centre, has yet to better perform in bringing
down the price of this test. It is possible that NAT will become cost
effective when the cost of laboratory tests decreases.
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Finally regarding interventions under the “red” banner, the development
of a policy on mass community treatment of STIs should be discouraged
by all means. Despite the evidence, mass media campaigns are neither
effective nor cost effective. The existing program should be modified to
minimize stigma and create public awareness on safe sex.

5. Discussions

In the results section, it is imperative to report the results in the
performance assessment of interventions used with different population
groups, and to provide discussion and policy recommendations.

Discussion focuses on mismatches of interventions, priority groups, and
cross cutting issues around program bottle necks.

5.1 Mismatches of intervention

We define mismatches between the stage of interventions verified against
evidence on effectiveness and cost effectiveness. Mismatches are (1) the
proven effective and/or cost effective interventions (combined dark green
and light green banners) that were not implemented, and (2) the proven
ineffective and non-cost effective interventions (red banner) that were
actually implemented. Table 4.19 depicts a conceptual thinking of
mismatches. Interventions falling in Box Al and C3 are the mismatches
where evidence based policy formulation, effective programme design and
implementation are required for Box Al and terminations are required in
Box C3.

Likewise, in Box A2 and A3, interventions match with evidence on
effectiveness or cost effectiveness and require scaling up for Box A2 while
maintains high performance in Box A3.
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Table 4.20: Conceptual approach of intervention mismatches and correction measures

Stage of
intervention

Proven effective and
cost effective, proven

effective but no evi-
dence on cost effective

No policy, no
intervention

Al
Mismatches,

Needs evidence based
policy formulation,
effective program
design and
implementation

Bl
Borderline,

Scale up or low priority
is on case by case
review

C1
Match,

Discourage attempts to
initiate

Interventions
exist, poor
performed

A2
Matches,

Need for scaling up

B2
Borderlineg,

Scale up or low priority
is on case by case
review

C2
Mismatches,

Needs to terminate

Interventions
exist, good
performed

A3
Matches,

Need to maintain high
performance

B3
Borderline,

Scale up or low priority
is on case by case
review

C3
Mismatches,

Needs to terminate

Table 4.21: Critical assessment of mismatches of HIV/AIDS interventions

Stage of
intervention

Proven effective and
cost effective, proven

effective but no evi-
dence on cost effective

No policy, no
intervention

Al

- Free distribution of
condom to MSM, IDU,
Discordance couples,
young people and
general population

- PICT offered to
pregnant women

- Abstinence plus in
young people

- Male circumcision in
male newborns

- Needle and syringe
exchange for IDU

- Microfinance
combined with
education for general
population

- Female condom for
FSW

Bl

- PICT for young
people, general
population

- Community based
education in general
population

- Needle social market-
ing for IDU

C1

- Microbicide in FSW

- HIV vaccine

- PEP for IDU

- Mass community
treatment of STI for
general population

- Microfinance policies
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Stage of
intervention

Interventions
exist, poor
performed

Proven effective and
cost effective, proven

effective but no evi-
dence on cost effective

A2

- Work place education
for FSW

- Community based
education and peer
education for FSW

- STI treatment for all
population groups

- VCT for FSW, MSM,
IDU discordance
couples, young people
- Street outreach for
DU

- School based sex
education program for
young people

- Workplace-based
education in general
population

- Community based
education for and peer
education MSM

B2

- VCT for prison inmate,
general population

- Community based
education for young
people

- Mass media campaign
in general population

- Nucleic Acid Test for
donated blood

C2

- Community based
and peer education for
IDU

- Abstinence only in
young people

Interventions
exist, good
performed

A3

- Free condom
distribution for FSW

- High coverage of
methadone substitu-
tion treatment in
public clinics

- VCT and PMTCT for
pregnant women

- Screening of HIV
antigen, antibodies and
other in all donated
blood

- Increase alcohol tax

B3

C3
- PEP for healthcare
workers

With the application of a conceptual framework, Table 4.21 synthesizes all
HIV/AIDS prevention interventions categorized as Green, Yellow and Red
banners for all nine population groups by three stages of implementation.

There are seven mismatches in Box Al for which different policy
recommendations are made. From the critical assessment and

understandings from discussions with key informants, we suggest the

following:
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Four interventions require further evidence on applicability, acceptability
and programmatic designs. These are:

o Female condoms for FSW: operational research to test if it is
acceptable, assess program feasibility in the Thai context

0 Male circumcision in male newborns: generate evidence on public
acceptability in Thai context

o0 Female condom use and microbicides which are in the study process
for policy recommendation

Two interventions require immediate policy actions.

o0 More availability of free distribution of condoms to MSM and IDUs.
Condoms can be integrated in a comprehensive package by peer
groups and NGOs. For example integration of VCT, condom
distribution, STI treatment service and ART. Condom distribution to
discordant couples can be done in VCT clinics. Condom distribution
to young people and the general population are not easy in terms of
programmatic design, but creating awareness of safe sex is
essential.

o Needle social marketing for IDUs: there is a need for a clear policy
but requires extraordinary strong leadership in the light of “cracking
down on drugs.”

Two interventions do not require attention.

o PICT offered to pregnant women, as the program should focus on
sustaining high coverage of PMTCT. Opportunities exist to extend
VCT services to husbands in ANC clinics

o0 Abstinence plus in young people is not a policy culture in Thailand;
safe sex and condom use are main programmatic focuses.

There is one serious mismatch in Box C3, the PEP for healthcare workers.
It should be terminated but politically not easy on the grounds of
occupational safety. We recommended keeping it, as incidence of
occupational injuries is low and financial implications to the government
would be low. Conventional PEP should be modified towards a
comprehensive prevention package.

We commend the good performance contained in Box A3, and recommend
sustaining its high performance, such as free condom distribution to
female sex workers, methadone substitution treatment in public clinics,
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VCT and PMTCT for pregnant women, screening of HIV antigen, antibodies
and others in all donated blood, and increased alcohol tax which has an
indirect impact on vulnerability to HIV infections.

In Box A2, many activities require rapid and wide scale up. For example,
community-based education, peer education and VCT for FSW in Bangkok
which showed high coverage, although other provinces were lagging
behind. These interventions should be scaled up throughout the country
with sufficient support from the government.

5.2 Which priority group?

Based on sero-sentinel evidence of high prevalence and high risk of
infections and transmission of HIV to others, three population groups
require priority attention: FSW, MSM and IDUs. As clearly reflected in a
survey conducted by Laohasiriwong ¥ indicating that MSM and IDUs have
multiple partners and clients of sex workers, unsafe sex practices and low
condom use rate, sharing needle and syringe among IDUs, are the main
drivers of HIV transmission. Specific recommendations for these three
population groups were provided in section 4.4.1 FSW, 4.4.2 MSM, and
4.4.3 IDUs.

Accordingly, to more precisely measure incidence of HIV infection, the
Medical Sciences Department and AFRIMS, with technical support from
the US Centers for Disease Control conducted a pilot study of the BED IGG
CAPTURED IMMUNOASSAY (BED-CEIA) among pregnant women and FSWs
in Bangkok and 24 provinces, and army recruits from 2004 to 2007. The
results suggest that HIV incidence increased among the general
population, pregnant women and indirect FSWs. In sum, data from the
national HIV surveillance and other ad hoc sero-surveys shows an
epidemic pattern that is a combination of generalized and concentrated
epidemics. There is evidence of declining prevalence in almost all groups,
however prevalence is still high among IDUs, and there are indications of
increasing prevalence among MSM. Recent studies of incidence provide a

warning sign to Thailand that rapid spread of HIV could be returning "*%

Based on BSS, young people emerge as a new priority and vulnerable to
HIV infection which requires specific monitoring for HIV infection
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prevalence and interventions because of the sexual behaviour which might
be risky to infection. For example, knowledge on HIV prevention was low
among young adolescents, less than 20% to 30% had accurate
understanding on the five UNGASS HIV preventions. Over the last 12
years, an increasingly high proportion of students, especially from
vocational schools had sexual intercourse experiences. Condom use rate
among students was less than 30% in most groups. However, the report
of the Commission on ASIA AIDS does not show concern about this group [,
From this study, it is recommended that young people, including young
sex workers, young IDU, and young MSM are particularly
vulnerable to HIV infection, and deserve greater attention in HIV

prevention programs.

Prison inmates are the most vulnerable and socially disadvantaged group,
often with repeated imprisonment, especially cases dealing with drugs.
Most of them are IDUs with TB and HIV co-infections. As a captive
population, there is a great opportunity to introduce effective and
continued interventions in the prisons and beyond when they are released
back to the society. It is recommended to scale up VCT services. Policy
makers may want to consider offering an integrated package including
distribution of condoms, VCT services, treatment of TB-HIV and provision
of ART, and ensure services continue beyond prisons after their release
back to the society. This will require a strong collaboration between the
Department of Corrections, Ministry of Justice and Ministry of Public Health.

5.3 Cross cutting program bottlenecks

As a result of public sector reform - termination of STD clinics under
Provincial Health Offices, and transfer of mandates to Provincial Hospitals-
the STI treatment services were weakened with a resurgence trend of STI
incidence (see Annex 2). In this context, it is imperative that HIV pro-
grams build and strengthen skills to work with communities in
particular owners of, and sex workers in brothel and non-brothel based
sex establishment. Priority should be given to developing user friendly
STI services, accessible by all, in particular FSW, MSM, and IDUs, as well
as integrating STI treatment with quality VCT services.
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5.4 Limitations of the study

Due to data limitation, this study cannot assess the financial resources
spent in each of the 25 interventions currently employed by the national
HIV/AIDS program specific to the nine population groups. As evident in
Annex 1, total prevention expenditure in 2007 was 950 million Baht, which
provides a good enough breakdown of expenditure on some detailed
prevention interventions. In addition, this study did not aim and was not
designed to conduct expenditure projection of financial resources and
programmatic capacity required for scaling up recommendations provided
in the “dark and light green” banners which is unmatched in Box Al, and
described as low performance in A2, or to sustain high coverage in A3 in
Table 4.21.
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6. Annex for Chapter 4

Annex 1

Attitude of MSM and IDUs about free condoms and buying condoms [14]

Attitude of MSM that
“Condom should be free for anyone who needed”
o by income
90 84.0 85.2 84.3 85.7 84.7
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Attitude of MSM that
“Buying condom is a burden which you should not pay
o for it” by income
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Attitude of IDU that
“Condom should be free for anyone who
needed” by income
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“Buying condom is a burden which you should
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Annex 2

Annual STI cases reported by routine surveillance 1996 to 2007
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Annual STI cases: routine report of 506, 1996 to 2007
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Source: MOPH Bureau of AIDS, TB and STI, various years

In the figure above, there was a resurgence trend of STIs reported in 2004

to 2007,

reversing the decreased trend from 1996 to 2003. This is not a

good sign that condom use rate might reduce, and STI incidence is a proxy

indicator of HIV prevalence. Note that this is a voluntary report by mostly

public providers, excluding private pharmacies and clinics.

In addition,

the STI report covered the whole population and did not distinguish whether

they were FSW, MSM, IDU or any other subpopulation group.
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