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~ Introduction. 

The i T S A I 3 / K a n i l a  AIDS Survsi?lance and Zducation 'rojecr 
7 7-77 

(,bay) is a five-year. 5 1 0  miliion dollar project bsixg 
ir.~lensr.zed - by rhe Goverrxr~enc of the Dhili~pines A. - (GOP)  Deparcaen; 

- - of ueal th  (D3E) . The goal and purpose of che project are? Zo 
control X I V  trarsxissior within the Piili~~iles - - pop~la;i~2 by 
irs~i;;ciorallzioo p~blLc and priva~e secror mechazisns for 
z-cri~oring H I V  prevalence, and encouraging behaviors * -- .. which reduce 
izZivFZ~a1 risk for contraciing or transrnitiing B i v .  A sentinel . - s-;r~-e~~lance systern for moniroring 3 I V  sero-?revalence ir- the 
?hil<z=.Fnes - - is being implenex~d under the sl~rveillancs CCZ.~O"~E 
o? .AS??. Nass media, and inEormation, educaiion arid 
co-~-~-~nicacio ( I Z C )  progr2rr.s which help reauca X I V  ~razsxissior 
axozc iz5ivi2cals ac risk are being implemencd snder che 
- c C - c a t i o z  coTpsrent of the 2 x 0  j ect . 

r- . . - 
ire AS93 ~ic~erin evaluation was conducrod 13 rebruizy, 1595 

5 y  a f x r  3erso2 cean corr.pose6 of zn e p i d ~ : ~ l - i o L o ~ i s t i u r v e i : l s ~ c a  
acalysr; ar. i~fomation, education and co.n~tmicatFon s~ecialisi; 
t z d  ~ u a  pcjlic hsz1th iechnical advisors. Tke evaluzrlo~l t2ax 

?. - 
x;s asked co r e c o ~ m ~ n d  accions for irprovina ;he erze.-J:ivs3ess 

. - a  axd sxs:aireb~i~;y of tho project, and to deiemi-e wheik~r ch2 
. 7  sarJe:l~ance syscer;, xaeds r o  be s x p r d e d  f ~ z c 5 . s ~ .  

This document contains a progress report OF ASS?, aaC 
srsse-rs key finsings aad recorr~~e~dations reyarding -he zechr?ical 
components a ~ d  over311 orgaziza:ion of the projec;. Kajcr 30i7~5 
~iscusszd in the report are su-nnariaed hexe. 

S - m a r y  of A c c o m ~ ~ i s b ~ e n t s  to Date. 

Surveillance. -.-- 

Since i993, three rounds of EIV sentinel s ~ ~ ~ i 1 1 2 3 c e  (I-iSSj 
h a v ~  been conduc~ed among six carget crou2s in six geographic 
sites. Dara ox risk behavior were collected in a l ~  rhree roxnds. 
Serologic testing for syphilis vas ajaed in the t h i r d  r o ~ ~ d .  

nr rhe local level, staff of sablic sector Soc ia l  Sygienz 
"7 . . - 
~iln:cs ( S X C s )  have been trained by t k e  Fie16 Ez?idex~o~osy 



7 - - -  -ic--ce r o ~ r c 2 ,  ?r2pzz-~d and dis 
rspor, of t h e  fir2inss to poli . . 212s who 3 2 r t 1 ~ ; 3 z t ~  in tke co  

A m  ir,vextary cf v-dnerzble ~~9ulacior.s a13 access points h a  
j e e ?  corducted in at lezst three of chs sites, and sub-projects - -- -  aze being tailored to each  of ~ h e  groups mosc zr r i s k  oz ZLV/STD. 

NGOs are prcvi5ing regular and extensive output datz to 
P . parenzr EGOS in their quarterly progress reports. - I - n -- = &o~je 

soz rces  of cuancitzrivs 225 qzalizzti-J? dara, conbiaed wizh an . -. exsznd?d behavioral s u l r v e ~ l ~ z n c o  tool, should provide adeq~ate 
p r o c e s s ,  ourca~~2 and i m p a c t  data t o  ev~luzte t h e  AS2P e,5uczt ioc 
cornpoilent. 

S m r ~ . a r y  of Key Findinqs. 



T-7- ~_?er=.  has c o t  been a n-ialrked incxeas? in H I V  p r e v z l e ~ c e  
d z r i ~ g  1993 and 1994. E i V  prevalence r e m a i ~ z s  less thai-i 1% in a l l  
of t h e  high r i s k  "grasps" inc-?-uded in the three HSS rcunds 
s~spcrted Sy ASEP. 

As of 1995, given  the current ].ow prevalecce of I Z V  -- -? 0 detected, the HiV risk "groups" selected for r h b  remain the most 
appropriate carget groups for public health surveillance in the 
?hilippines. 

The requisite sanple sizs of about 303 has been attained for 
registered female comescia1 sex workers (FCSWs)  at almost ail of 
the H S S  sites. Xowever, the sample sizes of most of the other 
kigh risk "groupsn, especially high risk male "groupsw, are less 
than the requisite 300. 

Zelatively high seropositive rates for syphilis ( 5 -122 )  
were found in many of the risk ugroups". The highest rates were 
generally found mong the freelance FCSWs, but a very high rate 
(close to 10%) was found among registered FCSWs in Fzgeles CiCy. 

Pmong the FCSXs,  reported cocdom use is increasing. The 
hishest reported rates are seen in registered sex workers. Much 
lower, but rising, rates are seea in the freelance sex worker 
'fgr~up~u. In contrast, reported condom use in the male risk 
"grcl.:ly;sfl has remained very low, 

Education. 

ASEP implementation uses a three-tier approach that involves 
extensive coordination among the lead NGO Program for Appropriate 
Technology in Health (PATH), its Partner NGOs, and Implementing 
NGOs. This approach may potentially cause confusion among the 
partners if roles and responsibilities are not clearly defined 
and mutually agreed upon. 

KIV is not in the general population and is not an immediate 
threat to the general population. Papullations vulnerabbe to 
HIV/STIl  in the Philippines are a diverse and mobile group who are 
at unequal risk. Based on multiple sources of data and. 
indicators, unregistered1 freelance CSWs are at higher risk of 
HIV/STD than are registered CSWs. 

According to its scope of work, John Hspkins 
Igniversity/Population Cam~unication Services (ZHU/PCS) is 
required to develop a 12-month strategy and a 5-year plan. The 
t e r n  saw n3 evidence of these deliverables, even though thzy 
shoul? be in place well before mass media activities begin ir, 
May, i995. 

I iii 



A variety of brands of condoms are widely available, 
accessible, affordable and of good quality. Although impr~ssive 
increases in condom use have been observed for some sentinel 
groups, consistent conam use remains dangerously low for free- 
lance CSWs, men who have casual sex with other men and male and 
female IDUs. Greater use of condoms in risk situations is demand 
constrained rather than S U D P ~ ~  constrained. 

There are uncertainties regarding the respective roles and 
responsibilities of National AIDS Prevention and Control Program 
for the Phili~sines - - (NAPCP) and ASEP implementing agencies. 

The bOH, having devolved functions to Local Government Units 
( L G U s ) ,  has had to relinquish control over the allocation of 
funds for health at the local level. Because of budget 
constraints and more immediate priorities, LGUs generally have 
linited funds available for health spending. 

Offices in the DOH, including those responsible for 
inplernenting M E P ,  have had to retool to better c a r r y  out the new 
DOH function of "servicer of serwicers" under a devolved set-up. 
Reorientation from "rowingN t2 "steeringM has had varied success. 

Surveillance, 

The initial target of 30 geographic HSS sites by the end-of- 
project (EQPI is not practical or needed at this stage of the 
HIV/AIDS epidemic, but the current number of six sites may need 
to be doubled as HIV prevalence increases. 

As S H C s  do not appear to be able to obtain adequate numbers 
of blood samples for many of the sentinel groups, alternative 
methods and time frames for collecting Mood specimens from risk 
ugroupsw should be developed. 

A surveillance tool for establishing baseline data on risk 
behavior should be developed. In coordination with the AHDS/STD 
Unit, F E W ,  PATH, and major NGOs should collectively decide what 
behavioral data are needed, FETP should consider contracting 
with a private or academic agency to develop, implement and 
evaluate behavioral surveillance. 

ASEP should not develop a comprehensive STD surveillance 
system at this time. However, blood samples collected for HSS 
should continue to be routinely tested for syphilis. 



The DO9 shollld develop resources to assure that H S S  will not 
be discontinued in some geographic sites because of inadequate 
LGU support. 

Education, 

PAT3 needs to ensure that roles and responsibilities of each 
of the three tiers of project management are more clearly 
understood and acceptable to all partners. 

The ASEP educatior, component should maintain and refine its 
focus on high-risk groups. All of the highest risk populations 
in the project sites should be targeted for interpersonal 
outreach, multimedia exposure, condom access, and referral for 
STD diagnosis and treatment. 

J W / P C S  needs to adhere more closely to its sccpe of work 
and produce a 12-month plan and evaluation strateg that can be 
shared with other implementin5 partners of ASEF. 

Increased coordination of ASEP mass media activities is 
need2d to avoid duplication of target audiences and message 
content. Mass media content should support social = o m  change 
which complements I E C  activities. 

Results from behavioral sureillance in project sites should 
be used for overall project assessment, rather than for 
evaluating sub-grantee performance. 

As appropriate models and strategies for improving gublic 
and private sector STD treatment and nanagernent in the 
Philippines are developed, USAID/Manila should consider providing 
assistance in this area, in coordination with other denors. 

The AIDS/STD Unit must be institutionalized as a pexnent 
service i n  the DOX. The success of the Unit should be irzde to 
depend less on the person in charge of it, and more on resources 
and responsibilities associated with the position. 

The specific roles and responsibilities of those involved in 
inplementing the NAPCP must be redefined and clearly 
co.municated. The devolution of health services and the 
administrative responsibilities of NGO grantees should be taken 
into account. -mile the DOH has recently developed a strategy 
for clarifying the roles and responsibilities of N W C P  
implementing agencies, the transitio~l from I1rowingt1 to 
"steeringn is ongoing. 



The development of local level public and private sector 
I- dartnerships m s t  be supported. Relevant experience gained in 
?4zgeles City and Cebu City could serve as a model for other LGUs. 

Plans are underway to use the 'Australian metb2' to develop 
a national AIDS strategy fox the Philippines by December 1, 1 9 3 5  
(World AIDS Day). This process will involve all national and 
local level agencies involved in implementing the NAPCP, in an 
effort to achieve cocsensus on key issues that are still 
unresolvad. The development of a national AIDS strategy 
represents an important-opportunity to put much needed 
legal/regulatory framework in place, and galvanize political 
commitment to addressing HIVJAIDS issues at all levels of 
government. 

Mechanisms need to be devised to increase public and private 
sector investments in healch. As =EP represents a major 
proportion of the NAPCP, there may be a need to reassess the 
balance between short-te,m funding of direct services and 
longer-term investments in building local capabilities. For 
exmple, it was originally envisioned that the Public Information 
and Health Education Senrice (PIHES) would play a role in 
implementing the education component of ASEP. In reality, PIHES 
has not Seen involved, deferring instead to the AIDS/STD Unit to 
provide guidance on IEC activities. USAID/Manila may want to 
consider whether the involvement of PIHES in PSEP should be 
strengthened, in order build the capability of this unit of the 
DOH. 



AIDS Surveillance and Education Project 

The AIDS Surveillance and Education Project (A.I.D. Project 
No. 492-0473) was authorized on July 2 0 ,  1932. The five-year 
bilateral project will extend from 1992 to 1997.  USAID/Manila 
will provide $10 million in Development Assist~nce grant funds, 
and the Government of the Philippines (GOF) will contribute the 
Peso equivalent of $2.3 million over the life-of-project. The 
GOP Department of Health (DOH) is the lead implementing agegcy. 

The goal of ASEP is to control HIV transmission within the 
Philippine population. The project pu-rpose is to 
institutionalize public and private sector mechanisms for 
monitoring HIV prevalence, and encourage behaviors whlch reduce 
individual risk for contracting or transmitting HPV. The goal 
and purpose of ASEP support the objectives of che first and 
second Mediu~ Term Plans (PITPI, MTP2) of the National AIDS 
Prevention an6 Control Program for the Philippines (NAPCP). 

A sentinel surveillance system for monitgring H I V  sera- 
prevalence i n  the Philippines is being implemented under the 
surveillance component of X E P .  lass media, and information, 
education and communication (IEC programs which help reduce HIV 
transmission m s n g  individuals a, risk are being implemented 
i i ~  - z r  the educatio~ component 04 the project. 

As stated in the Project Paper (PP), it w a s  expected that 
ASZE would put in place over the life-of-project: (1) a 
surveillance system yielding statistically reliable time series 
data on HIV prevalence among high risk "groups" in thirty 
geographic sites in the Philippines, (2) IEC intervention 
activities in (at least) four sentinel sites which are 
effectively encouraging behavior change among individuals within 
targeted risk "groupsu, a n d  (3) an institutionzlized network of 
non-government organizations (NGOs) with the financial and 
technical capacity to implement effective I E C  interventions among 
risk "groupsw in sentinel sites. 

ASEP Midterm Evaluation 

The S E P  midterm evaluation was-conducted by Tony Bennett, 
M S c ,  Senior Program Officer for the AIDS Control and Prevention 
Project (AID3CAP) , Asia R2giona.l Office, Bangkok, Thailand; James 
Chin, ED, MPH, Clinic21 Professor of Epidemiology at ':he 
University of California, Berkeley, School of Public Health; 
'Jictor Orcega, MD,. Head or' Technical Seaff, Philipgines Senate 



Ccnmittee on Health; and Anne Scott, PhC, K I V / A I D S  Coordinator 
for the Asia/Near East Bureau, USAID/Washington, The tezrn spent 
from February 6 to February 28, 1995 in the ?hilippines 
interviewi~g representatives of ASEP :implementing agencies (Annex 
One) and reviewing project documents and other relevant research 
reports (-nex Two). In addition, the team made site visits to 
observe the implementation of I E C  and surveillance activities in 
Quezo~ City, Pasay City, Angeles City, and Cebu City. 

The evaluation team was asked to recommend actions to 
improve the effectiveness and sustainability of the project, 
determine whether the surveillance system needs to be expanded 
furzher, and provide an overall assessment of the response to 
H I V / k I D S  in the Philippines. UsAIB/~anila provided the team with 
a detailed scope of work (SOW) containing priority questions 
about ASEP education and surveillance activities, RSEP 
organization and management, donor assistance for HIV/AIDS 
programming, and the NAPCP (Annex Three). Answers LO the SOW 
questions are contained in this report of the team's findings and 
recommendations. 

The team faced some minor constraints in carrying sut the 
evaluation. The team was unable to Locate current documentation 
of the GOP allocation of funds for K I V / A I D S .  Little 
documentation was made available concerning progress under the 
J W / P C S  mass media cooperative agreement, making it difficult to 
assess this project activity. Time did not allow for visits to 
two sentinel sites, Davao and ILoilo. The evaluation report will 
therefore avoid cross-site comparisons. It is premature to 
assess the impact and sustainability of the project since it is 
still in a start up phase, and implementing agencies may change 
over the life-of-project. Finally, the teaT representative from 
AIDSCAP could not contribute any findings or recommendations on 
improving STD services since awards to AIDSCAP in this zrea are 
pending. These constraints notwithstanding, the team was able to 
carry out a comprehensive examination of the project, t har~ks  to 
the assistance of the USAID/Ma.nila Office of Population, Eealth 
and Nutrition ( O X I N )  and ASEP implementing agencies. 

Before Leaving the Philippines, the team presented eheir 
findings and recommendations to representatives of government and 
non-government agencies implemecting ASEP, representatives from 
other donor agencies, and USAID/Mznila staff. Their comments 
have been integrated into the final version of the report. 



11. TECIFWICAL EVALUATION OF THE ASEP SURVEILLaEvTCE COMPONENT 

Surveil~anee of HIV Infection and AIDS Cases in the Phili~~ines 

XIV surveys in the Philippines were started in 1985, when 
m . I i l V  antibody tests first became available (-nex Five). inese 

surveys were carried out by the Department of Health (8051 via 
the Research Institute for Tropical Medicine (RITM) and the 
IJni~ed States Naval Medical Research Unit 2 JNAMRU-2), in 
collaboration with the DOH'S bureau of Research and Laboratories 
(BRL) . Subsequently, five Social Hygiene Clinics (SHCs) in 
zeveral regions of the country started testing for HIV infection 
aiong female commercial sex workers (FCSWs) . Surveys have also 
been carried out among men who have sex with men (MSM) zXi 
overseas contr6ct workers (007s) . 

Recognizing the need to supporc more focused efforts izo 
prevent HIV/AIDS, the VSAID/Manila initiated the tech~ical 
development of ASEP in the early 1990s- Following the eamiarkiny 
of funds by W O  and USAID to support surveillance activities, 
steps w e r e  raken by the Department of Health (DOH) to develop a 
National HIV Surveillance System for the Philippines. A workshos 
was held in August, 1991 to draft the surveillance strategy. 
assessment and subsequent report of the status of HIV/AI3S 
surveillance in the Philippines was prepared by Drs. Detels and 
Frerichs of UCLA. This was followed with a series of worksho~s 
leading up to a June, 1992 workshop to finalize a five year 
scrategy and first year operational plan. 

The surveillance component of ASEP aims to establish an XIV 
sentinel surveillance system at strategically located 
geographical sites and population groups. Equipment and supporz 
for the surveillance component of ASEP are being provided thrcugh 
a grant eo Fsi-fO. A Memorandum of Understanding and Agreement for 
implementation of USAID Grant No. IA93002 (MOUA) was signed i~ 
Augustr. 1993 by  he Secretary of Health Dr. Flavisr and the 
WHO/WPRO Regional Director Dr. Han. A total of $2,095,020 in 
project funds were allocated to prcvide for the equipment, tests 
and reagents; technical assistance; training; and local costs 
needed to carry out hIV sentinel surveillance. 

The MOUA included a detailed listing of thc staff and 
agencies involved in the National H T J  Surveill~~ce Systea and 
their specific responsibiLities. The DOH AIDS/STD Unit is 
responsible for averseeing the implementation of ASEP and 
ensuring that activities are consistent with the NAPCP. The 
Health Information ServFcefField Epidemiology Training 2rogram 
(HIS/FETP) has overall responsibility for managjng the 
su~rveillance system, and for the collection, analysis and, 



d i s sen inz t io t l  of data gazkered. Ar each sentinel site, local 
government staff from the Social Hygiene Clinics ( S H C s )  are 
responsible for coliecting 300 blood samples frox members of 
Earget risk "groups". Regiocal laboratories are responsible for 
testing blood sznples for BIV and sending positive tescs to zhe 
Reszarch Institute for Tropical Medicine (RITE) laboratory for 
confimatory testing. R I T N  and the Eureau of Research 
Lahoraiories (BRL) are jointly responsible for quality assurance. 

It was originally envisioned that ASEP 9IV sentins1 
surveillance (HSS) would initially be developed in six geographic 
sites, with sequeneial expansion to 30 sites throughout the 
country by EOP. STD and behavioral surveillance were not 
included in the MOUA. The ASEP PP specifies that sentinel 
surveillance should be coordinated with interventions being 
conducted through the education component of the project. 

Wccoaru~lPshments Since the Besinnins of ASEP 

* HIV Sentinel SurveilXance. Since 1993, a total of three ZSS 
rounds have been completed. The first round was completed and 
reported in June, 1993. It was carried out in two gecgraphic 
sites (Quezon City and Metro Cebu) and included six HIV risk 
"groupsn: registered female commercial sex workers, freelance 
female commercial sex workers, male ccmmercial sex workers, male 
STD patients, men who have s e x  with other men, and injecting drug 
users ( I D U S ) .  Only oce HIV seropositive, in a registered FCSX in 
Quezon City, w a s  detected. Questions about the numbers of sexual 
partners and condom usage were asked. Findings indicated that 
che nuinb~rs of sexual partners per week in the registered FCSWs 
were relatively low (.,iedian of 2-3 per week). Condom usage rates 
were also low, especially among mala CSWs and MSM. Reported 
injecting drug use in freelacce FCSWs in Metro Cebu was very high 
(13%) . 

Experience from the first HSS round was used to refine risk 
"groupv sample selection and expand HSS to an additional 
geographic site (Metro Davao). The second HSS round was carried 
out from April to June, 1994. Again, ocly une HIV seropositive 
was found in a registered FCSW in Quezon City. The icedian number 
of re~orted sexual partners per week in most of the BIV risk 
"groups" remained relatively low (1-51, but was relstively high 
(14) in freelance FCSWs in Metro Cebu. Reportad injecting drug 
use in FCSWs in Metro Cebu continued to be high (14%). The high 
rates of injecting drug use found in this group may, in part, 
explain why this group has, on average, more sex partners than 
all other ASE? risk " ~ r u u p s ~ .  Reported condom use Lnong 
registered FCSWs in Quezon City and Metro Cebu increased 
significantly, but was much lower in registeriri FCSWs in Metro 
Davao, and in freelance FCSWs in all geographic sites. Reporeed 



ccndom use in most of the high risk male "groups" remained very 
low. 

The third HSS round, carried out from September to November, 
1994, was expanded to include Pasay City, Angeles City and 
Iloilo, bringing the total rider of sentinel sites to six. 
Serologic testing for syphilis was carried out on all blood 
specimens to provide a proxy measure of risky sexual behavior. 
Two HIV seropositlves were detected, one in a registered FCSW i~ 
Quezon City and the other in a registered FCSW in Pasay City. 
Thus, in all three HSS rounds, WIV was found only among 
registered FCSWs in the National Capital Region (NCR) . 

* Dissemination of the HSS Findinqs. The FETP has, within two to 
three months after completion of an HSS rocnd, prepared and 
distributed a clear and concise report of the findings to policy 
makers, and all persons and agencies who participate in the 
collection of the data. The format of reports has been evolving, 
since each HSS round has included additional geographic sites and 
data. 

K e y  Findinqs 

* STD rates. Relatively high seropositive rates for syphilis ( 5  
to 12%) were found in many of the risk "greups". The highest 
rates were generally found among the freelance FCSWs, but a very 
high rate {close to 10%) was found among registered FCSWs in 
Fngeles City where rout h e  syphilis serological testing has 
apparently not been carried out for several years. 

* Condom Use, The percent of FCSWs and male HIV risk "groups" in 
Quezon City and Metro Cebu who reported that they "always" use 
condoms are presented for each of the three HSS rounds in Figurss 
One and Two. Among the FCSWs an increasing trend of reported 
condom use is seen with the highest reported rates in r he 
registered sex workers and much lower, but rising rates in the 
freelance "groupsn. In contrast, reported condom use in male 
risk "groups" remains very low. The reliability of these data 
needs to be evaluated. It is possible that the registered FCSWs 
are increasingly reporting that they "always" use condom because 
they believe that this is the "appropriaten answer to give to the 
SZC staff, The very low reported rates of condom use in the male 
"groups" is probably more reliable. Additional and alternate 
surveys  will need to be planned and ca-rried out to validate the 
behavioral data collected. 

* EIV Prevalence in the Philippines. The H S S  system that was 
designed for the Philippines was intended to serve as an early 
warning system to detect the general prevalence and pattern of 
X I V  infections. Using the H S S  syster that had been developed in 



Thailand as a ;;&el, D~iels in6 Frpri~bs re~o~~r~nd.ed Chit as Z I V  
px~vilince ilicreised in hiqh risk ftgroupsfll sentinel sumeill~nce 
siould.be expanded to include groups at lower risk of HIV 
infection (such as antenatal women) and additional geographic 
sites throughout the Philippines. (In Thailand, H I V  p'evalenc@ 
rates i n  FCSWs and male STD patients increased in many sentinel 
sites from less than 1% in 1988 to about 5% by mid-1091). 

Although detected HIV prevalence levels in high risk 
"groupst' in the Philippirxes (mostly from Metro Manila and arias 
e j-nited States military bases) were well less than 1% in 1991 
2nd 1992, the general experration was 'hat these rates would 
increase markedly in a few years and gradual expansion of HSS 
population "group and geographic sites would be needed- A 
marked increase of H I V  prevalence has C O ~  been detected during 
1393 and 1 ,  and 81'1 prevzlence remains less than 1% in all of 
the nigh risk 't5r~ups1 included in the three HSS rounds supported 

Best Available Copy 



rneasurabl , Trease of H I V  infections and AIDS cases, but that 
these data are very insensitive indicators f ~ r  interventions to 
eliminate or reduce H I V  risk behaviors. More sensitive and 
direct indicators for interventions to change risk behavior are: 
(a) levels of acute STDs such as syphilis and gonorrhea; and Ib) 
levels of HZV risk behavior (measured as average numbers of 
sexual partners and rates of condom use) for all episodes of 
penetrative sexual intercourse. Routine and periodic 
quantitative measuresne5rs. of these variables represent the 
parameters of HIV/AIDS behavioral surveillance, 

* Administration and Budset. ASEP support for HSS staff and 
activities at the national and local level is allocated through 
the MOUA between the DOH and WHO. A t  the outset, major problems 
were encountered in channeling funds for project implementation 
through K I O .  Some delays still exist for reimbursement of local 
costs for HSS field work, mostly due to the bureaucratic and 
adninistrative requirements of WHO, DOH, and LGUs. However, 
these agencies/units have gained experience in the last three 
years with the various administrative systems and requirements 
involved. They now plan ahead and expect that the official 
processing of requests and claims will occasionally involve 
unavoidable delays. 

Conclusions and Recommendations 

* Limitations of BIV Prevalence Data. XSS findings as of early 
1995 indicate that the prevalence of H I V  continues to be very low 
among all high HIV risk "groups". HSS cannot be relied upon to 
provide precise measurement of H I V  prevalence in the selected 
risk "groups", but is useful in monitoring general levels and 
trends of HIV transmission. In addition, HIV prevalence data are 
not sensitive indicators of the effectiveness of sgeclfic program 
interventions to reduce HIV risk behavior (Annex Four). 

* N m b e r  of Sentinel Si tes  and Risk "Groupsn for HSS. Given the 
current low levels of HIV pr2valence in the Philippines, there is 
no pressing need to expand t h e  number of sentinel risk flgxsups" 
or to increase the current. number of geographic sites for XSS. 
The initial target of 30 geographic sites by EOP is not ~racticd 
or needed at this stage of the epidemic. If HIV prevalence does 
begin to reach 2 to 3% in one or more of t h e  high risk "groups" 
in 1995, then plans for increasing the number of geographic sites 
for HSS from the current six to a total of ten or twelve should 
be considrred in 1996. 

* Access to Risk NGrsupsn. The SHCs do not appear to 5e able to 
obtain adequate numbers af many of the target~d risk "groups" 
selected for HSS. With the current low prevalence levels 
detected (well less than :%), a minimum sample size of 3 0 0  is 



needed to have any statistical confidence that the true 
prevalence is not more than 1%. 

FETP should develop alternative methods and time frames for 
collectin2 blood specimens for H I V  surveillance from I1groups" 
such as men who have sex with men (MSM), male STD patients, and 
injecting drug users ( I D U S ) .  NGOs who work with the above r i s k  
l'groupsv should be more actively involved in obtaining access to 
these groups for collection of surveillance data. 

The continued emphasis directed to CSWs whose clients are 
mostly foreign males is unwarranted. HIV has already been 
introduced into the Philippines and is present, albeit at low 
levels, among FCSWs i n  the Metro Manila area. Any llexplosion" of 
HIV infections, if and when it may occur, will be m ~ r e  likely i n  
CSWs who have the highest average number of sexual partners and 
w h o  have low condom use rates. IiSS should focus priori'iy on CSWS 
with these characteristics and assure that they are izcluded in 
the H S S .  

* Behavioral Surveillance, In coordination with thp AIDS/ST~?~ 
Unit, FETP, PATH, and major NGOs should collectively dscide what 
behavioral data are needed to evaluate the overall effectiveness 
of ASEP educational activities- F E W  should s u w o r t  - the 
develo~rnent of standard questions for the routine collection of 
behat-ibral data (Annex Four) . 

DOH should be permitted to contract with a private or 
academic agency for the development and implementation of 
behavioral surveil~ance, if needed. As cf early 1995, less than 
15% of the budget available to the DOH for supporE of the 
surveillance component has been expended by FETP. There should 
bs sufficient funds to support the development, implementation, 
and evaluation of HIV behavioral surveillanee. 

NGOs implementing the ZLSEP education component should not be 
given the primary responsibility of collecting the daia for the 
behavi~ral surveillance, but should be asked td ass is t  data 
collectors in gaining access to the groups they work with. Each 
NGD should continue to gather additional behavioral Cata needed 
to imglement, monitor and evaluate its sub-project. 

The collection of the behavioral data should be coordinated 
with HSS but probably should be carried out at a different time 
and with different staff. For example, HSS can be scheduled at a 
site f r o m  January to February 2nd from July to ~ugust and the 
behavioral surveillance survzy (BSS) from April to May and 
October to November. Behavioral data can then be used to 
evaluate and validate the more limited behavioral data collected 
in HSS. 

* STD Surveillance. ASEP should not develop a comprehensive S T D  
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surveillance system at this time. No cletr cut guidelines as to 
what STDs should be included and what clinical and laboratory 
tests should be used in STD sumelllance have been developed. 
However, blood samples collected for HSS should continue to be 
routinely tested for syphilis. Data on syphilis prevalence 
provide another general measurement of risk behavior. 

When high syphilis rates (>lo%) for a given risk "group" are 
identified, more aggressive control measures such as expanded 
syphilis testing and treatment should be carried out. 

* D i s s m i ~ a t i o n  of HSS Findinqs. The report of the third MSS 
round included a classification of geograpliic sites: hot spot, 
gotential hot spot, and high risk sector. A "hot spot" is 
essentially defined as a site where EIV infection is found. A 
"~otential - hot spotu is 3 site where no ZIV infection is found, 
but where a high syphilis rate is found, and a "high risk seeror" 
is a site where only risk behavior is docu~ented. 

This classification system was developed to direct attention 
and public health interventi~ns to specific areas and populations 
for HIV intervention activities, but it needs to be re-evaluated. 
Many problems can be anticipated. Should Quezon City be 
classified as a nformeru hot spoc if no HIV infection is detected 
in the next HSS round? Also, the public and the news media may 
be misled to believe that the risk of R I V  only exists in areas 
declared "hot spotsn. 

- mstead of using detected HIV positive cases or reported 
AIDS cases to target areas or "groups" for increased public 
health intervention, behavioral data collected in HSS rounds 
should be used to step-up public health and NGO activities in 
those arezs and "groupsu with the highest levels of risk 
behavior. 

Surveillance reports should de-emphasize HIV/AIDS data and 
begin to highlight data on risk behavior. For example, 
behavioral data collected so far indicate that freelance FCSWs in 
Cebu City have high numbers of sexual partners, high levels of 
injec~ing drug use, and relatively low condom usage rates. Eased 
on this information, freelance FCSWs should be a high priority 
for appropriate public health interventions to modify risk 
behavior. It needs to be re-emphasized thac surveillance data 
are not merely for monitoring the HIV/AIDS situation, but are 
data for action! 

* Continuation of HSS After WSEP. The ability of local 
government units (LGUs) to implenent routine HSS activities when 
.%EP funding ends (September,- 1997) is a major concern given the 
wide range of capabilities and support LGUs have from their local 
government. As significant increases in H I V  prevalence may be 
occurri~g by 1997, DOH should develop resources to assure. that 



ESS will not be discontinued in some geographic s i tes  because 0' 

inzaequate LGU support. 



The ASEP PP designated the  public 
Zaucation Serwice (PIXES) as the unit with 
for implementing the education component of 
component, project funds will enable PIHES 
2rograx for Appropriate Technology in Healt 
develop a National AIDS Prevention and Cont 
Stra~egy, ( 2 )  continue and expand. on-going 
local NGOs, ( 3 )  identify and support new in 
toward other audience segments, and ( 4 1  'ro 

~nformation and Eeal 
overall responslbiii 
ASEP. Under this 
and the lead NGB 
h (PATH) to (1) 
rol ~omunication 
IEC activities sf 
terventions targeted 
llouti successful 

interventions to new geographic sites. 

PATH and its local partner N G O ~  (Kabalikat and T*AFI) are 
responsible for: administering funds for sub-grants to local 
EGOS; contracting for services needed; monitoring sub-grantee 
perfomznce; providing technical assistance; and submitting 
reqdired financial accoun~ing reports to USAID and the DOH- 

$4.2  million in ASEP funds were aliocated for the provision 
of grants, and for the technical assistance, training, local 
Cosis and research needed to implement the education component. 
KO comodities will be procured for this project component. 

The mjor Outputs identified under the MOUA between PATS and 
USAID/Mznila are: (1) strengthened capacity of the DOH to develop 
+?.d implement an IEC strategy, (2) strengthened capacity of local 
EGOS to serve as partners to the NAPCP, and ( 3 )  improved 
uzderstanding of HIV risk factors and situations in the 
2hilippines. 

Initial target audiences idenrified include sex workers. 
clients of sex workers, and men who have sex with men. 1x1 Metro- 
Cfbu, injecting drug users 2nd their partners were also selected 
as a priority target group. Secondary risk groups include 
regular, non-paying partners of sex workers and clients of sex 
workers. In addition, frequent visits by foreign tourists was 
used as one of several criteria for ASEP site selection- 

The Coopera~ive Agreement between Johns ~opkins 
University/?opulation Communication Services (JHU/PCS) and 
USAID/Manila was amended in April 1994 to provide additional 
assistance to the DOH in implementing HIV/AICS mass media and 
public relations activities. The responsibilities of Jm/PCS  
under this amendment are to develop a mass media communications 
srrategy, oversee the implementation and evaluation of mass media 
cmpaigns, and develop the public relations capacity of the DOH. 



A c c o m p l i - e n t s  since t h e  beainnins of ASEP- 

* Strengthenins local partner NGOs. There is nc baseline for 
comparing NGO strength before a n i  after ASEP. However, based 03 
discussions with partner and implementing NGOs, it is clear that 
they understand the goals and purposes of the project, and are 
2ollowing guidelines for message development. and outreach. 
Implenienting NGOs have received  part partner NGO technical 
assistance (TA) in grant management, message development and 
outreach. 

* Strenothenins DOH caoacitv. Delayed project start-up a ~ d  DOH 
staff turnover have hindered progress toward chis goal. Strong 
DOH oversight of a national AIDS IEC strategy has not yet 
occurred. Nevertheless, the sense of (ASEP] project ownership 
x i t h i n  the DOE is currently high and positive. 

* Imolementation of IEC activities. ASEP has active projects 
through local NGOs in Pasay City. Quezon City, Metro Cebu, 
Dxgeles City and Davao. Project expansion to Iloilo is under 
Gfvelopment. A complete package of interpersonal, mass media 
public relations interventions will be in place in at least th 
of the sites in 1995. The sites for education mztch the sites 
- Lor the surveillance component, and this will facilitate strat 

and 
ree 

zodification and evaluation. 

A satisfactorily complete inventory of vulnerable 
populations and access points has been conducted in at least 
chree of the sites. Based on this information, sub-projects are 
being tailored to "groups" most at risk. 

* Mass media canpaiqns. Two mass media campaigns are scheduled 
for 1995. One will be launched by ReachOut and McCann-Erikson 
(under contracc wi ;h  PATH) in April, 1095, and the other, by the 
C a p a i g n s  ad agency (under contract with JhV/PCS) in May, 1095. 
Although not funded under ASEP, DKT also conducts inass media 
campaigns to promote condoms directed to ASEP target populations 

* Process of Implementation. The ASEP education component is 
divided mong two cooperative agreements which are not well- 
ora inated. 

The H I V / A I D S  Education Subcommittee, created in 



collaborztion with t h e  DOH to formulate a cc-nnunfcation strategy 
for ASSP, has not met as often as planned and currently is 
inactive. 

1x21-ementation thr~ugh PATH uses a three-tier approach that 
involves extensive coordina~ion among PATH, its Partner NGOs, ans 
implementing NGOs. While this approach may improve capacity 
building and sustainability in the long-run, it can cause 
confcsion if roles and responsibilities are not clearly defined 
and mutually agreed upon. 

The flow of funds and reporting among the three tiers has 
h e n  kept on schedule. Implementation of the ASEP education 
coiqonent is well-monitored and documented at all levels. 
However, o n l y  two of six scheduled quarterly project review 
meetings have been held. Coordination of implementing partners 
mostly takes place through infomal channels. 

Korale and dedication among the partner and implementing 
NGOs is high. Mutual crust and respect between PATH and the 
parcner NGOs is evidenc, and sincere efforts are made to maintain 
the constructive relationships. However, some implementing EGOS 
w a n r  a greacer say in the development of ASZP I B C  materials and 
C ' - ~ n e  romat of progress reports. 

Some implementing EGOS are sharing co-m.nunity maps, IEC 
materials and data from focus groups discussions. However, there 
is evidence of corngetition among M E P  NGOs, which could 
eventually irngede project implementation unless team-building 
measures are taken now. 

According to its SOW, JEU/PCS is required to develop a one- 
yezr strategy and a five-year plar. The team saw no evidence 
chat these delivcz3bles were being developed. They should be ill 
place, for mass media activties are scheduled to begin in Mzy, 
1 9 9 5 .  

PIHZS seems minimally informed of ASZP educatio~ activities, 
although it is willing to cooperate and sharo as needed. P I E S  
defers to the AIDS/STD U n i ~  to provide guidance on H I V / A I D S  
education. 

* Tarset Populations. 3IV is not in the general population, nor 
is it an inmediate threat to the general population. Populations 
vulnerable to HIV/STD in t h e  Philippines are diverse, fluid, an6 
at uneqtial risk. Multiple sources of data indicate that 
freelance CSWs are at higher risk of HIV/STD than registered 
CSWs.  There is also evidence ~f overlap among IDUs and CSW 
populations. There is no evidence that foreign tourists are a 
major source of BIV/STD transmission. 

hrnile overseas c~ntract workers (OCW) were identified as a 



primary risk "group" in the ASEP 2P. this 
been dropped in the im~lementation of the 
component. There is no evidence to sugges 
greater risk of HIV/STD than other groups 
population. Therefore, the team did not 
being made to provide HIV education to th 

crcup has effectively 
ASEP education 
that 6CWs are at 
in the general 
ook at what efforts are 
s group. 

ASEP mass media campaigns have emphasized that only those 
who engage in risk behavior are vulnerable to contracting X V .  
Zowever, other media campaigns which have emphasized that AIDS 
does not discriminate against anyone may have inadverrently 
encouraged the belief that all Filipinos are at equal risk of 
contracting AIDS. 

PATH and its partrdrs are aggressively targeting registered 
and unregistered CSWs , P~SMS , and (where indicated) IDUs. The 
JW/EICS mass media campaign will reportedly target adolescent men 
and women who are single, and young married men. The Reachout 
media campaign will target clients and partners of CSWs- 

* IEC Stratew. Target audiences are involved in the design of 
IEC sCrategies, primarily through particioation in focus groups. 
I E C  and mass media messages and themes are adequately pre-teste~ 
anong the target audiences. 

ASEP Cooperating Agencies (CAs] are using two different 
~omr!lunication strategy documents (the ASEP Education Strategy of 
N~rcii, 1994 and the Philippines National AIDS/STD ~0IWJ~nicati~n 
Strategy of September 1994). There is potential for duplication 
of efforts unless activities being implemented under the two 
strategies are more closely coordinated by the DOH. 

The ASEP Education Strategy of March. 1994 explicitly 
describes distinct IEC strategies for defined target audiences. 
The PATH implementation plan clearly specifies how the strategy 
will be carried out. 

The full range of IBC strategies ace being implemeoted: 
full-time outreach workers, peer educators. PWA educators. print 
media, visual media, sound media, broadcast and narrowcast media 
channels, hotlines, individual counseling, small group and large 
group interactions, drop-in sites and street theater. 

Implemen~ing XGOs and mass media agencies clearly uilderstmd 
the  full range of behavior change options, although sub-projects 
have different emphases depending on the iarget audience. 
Communication materials being used offer a range of behavior 
change choices and do not grescribe any single action. 

It is premature to conclude which outreach strategies are 
most cost-effective for a given target audience. However. a wide 
variety of outreach strategies are being implemented. Tne 



relative effeciivensss of & i F '  -Lerent strategies can be assessed 
over t: irne . 

Although the ASEP education strategy mentions the inclusio~ 
of additional target groups. Audience research has begun for 
transport workers, but izhere are no current plans to develop 
activities far new target groups. 

* Mass Media Campaisns. The PATH/ReachDut campaign is targeted 
to Metro Manila while the JHU/PCS campaign is presumably national 
in scope. Initial efforts were made to coordinatz the two 
canpaigns, but no coordination meetings have been held recently. 

Evaluation of these two campaigns must await implementation. 
Eowever, they have similar target audiences and message ccicent. 
There is a potential for duplication of effort. It alsc may be 
quite difficult tfi 2valuate the seDarate effects of these two 
campaigns. 

571 - Public relations campaiqns. Both ASEP mass media strategies 
include public relations activities. Evaluation of these 
activities must also await implementation. Bowever, as with the 
nass media campaigns, there may be a potential for duplication of 
effort. 

* C o n d o m  Prosrammins. AEED does noE provide condoms for HIV/STD 
In the Philippines, and condom programing is technically not 
part of th2 education component. However, many ASEP IEC 
activities are clearly intended to increase the demand for 
condoms. PATH \as contracted with DKT to increase access to and 
proper use of condoms. 

Condoms are being direc~ly marketed to commercial sex access 
points at low price. Over eight million pieces of the Trust 
condcm marketed by DKT were sold in 1994. In adaition, the 
S O M X C  project is reportedly providing condoms for sTD/HIV 
prevention through its service channels in ASEP project sites. 
One implementing NGO views direct condom marketing to commercial 
Sex access points in their target area as an indirect criticism 
of NGO performance. 

A variety of brands of condoms are widely available, 
accessible, affordable and of good quality. However, the amount 
of lubrication cn local condoms may be inadequate for sex workers 
with more than three partners per night. Condom advertisin2 2nd 
piacement of the product is open and can be considered advanced 
for countries in Asia. At least one social hygiene clinic 
provides 12 pieces of 49mm condoms free to each CSW who appears 
for weekly check-ups. There was no evidence of outreach NGOs 
obtaining free government condom supplies for distribution to 
high risk grougs. 



Although impressive increases in condcm use have been 
observed for some sentinel populations, consistent condom use 
remains dangsrously low for free-lance CSWS, men who have casual 
sex with other men and male and female ID'Js. Greater use of 
condoms in risk situations is demand constrained rather than 
SUDD~Y constrained at the present. The use of condoms far 
disease prevention still suffers from perceptions that condoms 
interfere with sex and redulze sensation. These perceptions may 
explain, in part, low levels of condom use in some ASEP risk 
Mgroup~ " . 

* --- STD Infrastructure. ASEP does not include an STD component. 
The education component was not designed to be implemented 
through SMCs located in project sites. Nevsrtheless, SHCs are 
one point of roferral for =EP risk "groupsH, especi-ally 
registered commercial sex workers. S H C s  also play an important 
role In coordinating efforts of non-government and government 
organizations at the loca.1 level. 

While there is significant variation in the range and 
cpz.lity of services offered at SHCs in X E P  sites, support for 
indigenous networks of CSWs through the SHCs is taking place. At 
least one SHC provides clinic-based education for CSWs 
(especially for new clients); conducts community outreach to CSWs 
who miss their weekly examination; and provides quality care. In 
general, SHCs, have adequate space for private, individual 
counseling. However, they lack a variety of up-to-date education 
xiaterials. 

Research recently conducted by AIDSCAP on §Ti) health seeking 
behavior, STD drug resistance, and STD treatment in the 
Philippines has further confirmed the need to strengthen both 
public and private sector STD service delivery. AIDAB/WHO will 
soon implement pilot projects to train health care providers in 
STD syndromic diagnosis, and to establish public sector 
'cornunity health clinics' (which may serve as an aiternatixY? to 
SZCs). However, much more needs to be done in this area. 

* Evaluation, No detailed survey was conducted at the beginning 
of ASEP to measure baseline risk behaviors by project site. 
However, some xseful behavioral data on risk "groups" in two ASEP 
sites were gathered by FETP prior to the initiation of project 
I Z C  activities. Data on risk behavior in three additional cities 
becane available in mid-1994. Behavioral data on risk "groups" 
i r i  all six proposed ASEP sites was made available by the end cf 
1994. 

PATE and its partner NGOs assisted implementing XGOs in 
conducting audience research on different target groups. These 
results were shared among NGOs and with JHU/PCS. JXU/PCS also 
conducted focus groups on target audiences for its mass media 
c m ~ a i g n  and shared the results with other ASEP implemenfing 



Implementing NGOs are providing regular and extensive output 
data (including establishments contacted, persons reached, 
materials produced and distributed) in their quarterly progress 
reports co the partner NGOs. One NGO, TriDEV, is conducting a 
behavioral baseline suvey on its target populations in order to 
gain a more conplete understanding of their risk. TriDEV is 
using these data to orient peer educators. Sumeying will be 
followed by in-depth data collection to probe factors affecting 
high and low risk behaviors. 

The above sources of quantitative and qualitative data, 
combined with an expanded behavioral surveillance tool, should 
provide adequate process, outcome and impact data to evaluate the 
ASEP education component over time. 

It is more difficult to assess the prospect of succ2~sfull:~ 
evaluating mass media efforts, as no evaluation plans were 
gresented to the team. Both campaigns will refer the audience to 
telephone hot lines. Monitoring time trends in the number and 
content of calls will provide a short-term assessment of response 
but will not help track behavior change. 

* Miscellaneous Pindinqs. Numerous issues relevant to the A S S P  
education component were discussed duricg team field visits. 
Some of these issues are presented here. 

Some ASEP IEC materials distinguish the term " A I D S f t  from 
asymptomatic HI?; infection. Becacse the ger-era1 public refers to 
HiV disease as " A I D S "  in the local vernacular, these materials 
may confuse target audiences. 

The widely advertized f l ~ C 4  s l t  of ?reverrtion (Abstinence, Ee 
faithful and Condoms) implies a natural priority which may nct 
reflect ASEP's education strategy cr the priorities of its 
srirnarj target populations. 

Considerable ernphasis is being placed on telephone 
counseling as a strategy for behavior change. 

Some of the pre/post-test evaluation questions used in ASE? 
training activities are ambiguous and inaccurate. 

A S X P  project staff are being trained to help with pre/pos~- 
test counseling for subjects in the sentinel surveillance. This 
may compromise the anonymity of the surveillance process. 

Porzions of the self-risk assessment tool Risk Advisor are 
being included in training materials, despite some flaws ic the 
content ard in weighting of risk. 



Reco~menda ti ons, 

Tbe Philippines AIDE preventior. progrm has ;he poienti-1 LO 
become rhe model for a louprevalence couatry The iollswirlj 
recormendations ire offered mostly to help regin. an .:herwise 
well-conceived, tinely and solid project- 

* Process of I m ~ l ~ e n t a ~ i , . ~ ~  TWO projec~ coordi~ating 
mechanismsI the quarterly progress review meetings chaired by 'he 
DOH and the Eciucation Subcommittee, urgently need to be 
revitillzed 13 additim, all ASS' implementirg partners must 
o m  to view the DOH. and especially the A I D S / S ~  Unit. as the 
foc~s of coordiration and strategy development. 

PATH needs to ensure that roles a ~ d  responsibilities 
inherent in ezch of the three tiers of project management are 
more clearly understood. ;~d acceptable to all partners. PA'" 
2nd i;s partcer NGOs n e e  to be more sensitive to implementiW 
AGO concerns regirding tie ccmparison of output perfomance i11d 
I5C materials for different target audiences. 

J S  nieds to athere nore closely to its scope of werk 
i2C prodlce i 12-month plan and  valuation stritWy that can be 
shared with other ASE? irmlementing zgencies. 

* Tarref populatiors- Where it exists. the notion tbit all 
1 ( rlipinas are a: risk of STD/HIV should be discouraged and 
eiscontinued. 

The ASB'. education component should contizue and refice its 
0 s  on high risk igroupsll by priofitizing target population: 
i ~ d  i l l o ~ i - t i ~ ~  resources accordingly. 3y EOP. all (100%) of 'he 
hi5nsii risk p~pulationi in 'he AS"? project sites should be 
t a t  f ~ r  coverage with interpersonal OU~ZBZC~, multimedia 
exposure. cncdom access. and referral for ST0 diapncsis and 
treatxent. 

* TPC Stratem. T h e  ASEP Education Strategy and the Ffili~pine 
I-ational AIDSIWD Comr,nicatio~ Strateqy sh0~116 graduill-y be 
merged irto a sinqle strategy document in coordindticn with th2 
develogment of national strategy guidelines. 

As soon as possible, ASEP implementing agencies should 
der2mine which i3C ipps32ches are most coji-effe~ti~b. and 
replicate them in all project sites. 

Zducationai efforts should be grad~aily reorien~ed tc 
reflect chzrges in risk levels, as izdicated y behavioral 
s u e l n c e  Mass media should DOC be used to further EIV/P-IDS 
swarrness in the general populatioa but rather to target clients 
of CSWs znd modify social n o m s  ASEP technicil managers should 
easure ths; a range oi behavioral options are included in. all I Z C  

Best Available Canv 



* Condom P r o q r a m m i n s  PATH and Par'cner NGOs can help 
implementing NGOs to view the direct marketing of condoms to 
their target populations as a complementary activity rather than 
a short-cut means of achieving behavior change. 

SHCs should make free condoms available to NGO o~~treach 
tems for use by high risk individuals who cannot afford socially 
marketed condoms. 

USAID should consider whether there is a need for closer 
coordination between SOM2RC and DKT condom social marketing 
activities in ASEP cities. 

* STD Infrastructure, ASEF IEC materials should be shared with 
SHCs to increase coverage. As public sector services are 
upgraded through projects funded by WHO, AID=, and others, ASEP 
con-mmication activities should increasingly refer individuals to 
these outlets for STD diagnosis and treatment. As appropriaee 
nodels and strategies for improving public and private sector S T D  
treatnent and rnanzgement in the Philippines are developed, 
USAZD/Manila should consider providing assistance in this area, 
in coordination with other donors. 

* Evaluation=. The method of sub-project evaluation being used by 
TriDEV could serve as a model for other grantees. Evaluation 
plans for both mass media campaigns need to be developed and pre- 
tested before the April/~ay launch. Consideration should be 
given to developing a method for determining the differential 
imgact of the two campaigns. 

I? behavioral surveillance is undertaken, the resulting data 
should be used to look at aggregat? trends in behavior among risk 
groups in ASEP sites. Surveillance data should not be used to 
evaluate the performance of sub-grantees, as they use a variety 
of means to reach diverse target groups in diverse situations. 
Behavioral surveillance data should only be used for an overall 
assessment. of project impact. 

* Miscellaneous. The tern. "AIDS1! should be used to refer to all 
stages of HIV disease, asynptomatic and symptomatic. The MC's 
of prevention might be amended to include a " D H  for "~iagnosis 
and treatment of STUseU The content of training matcxiais needs 
to be screened more carefully by lacal PATH technical staff. 
Questionable items should be verified by full-time AIDS 
professionals such as staff of GPA or AIDSCAP. 

A S 9 3  should continue to support telephone counseling. While 
some NGOs are already tracking which ASEP target groups are using 
the service, rmre data on utilization of this service need to be 
collected. 



IV. Orqanizational Evaluation of +-he-&SEX? Project 

K e v  findinss. 

* The Two Components of ASEP. In the initial phase of ASEP, th 
education and surveillance components were being implemented 
separately. A Steering Committee has since been established to 
provide a mechanism for coordinating the two components. In 
addition, PATH and FETP staff have begun to work together to 
facilitate more effective implementation of activities at the 
local level. FETP has recognized the value of using NGOs to ga 
access to sentinel groups. Some NGOs have also found 
surveillance data to be useful in informing LSUs about H I V / A I D S  

* The Subcommittees for Surveillance and Education. It was 
origi,lally envisioned that Surveillance and Education Technical 
Working Groups would help guide the irnplementaCion of ASEP 
activities. The Education Subcommittee met in p~tober 1993, but, 
i~ general, it has not met as often as mandated. The 
Surveillance Subcommittee is currently being organized. Periodic 
evaluation of project 2rogress has been limited by a lack of 
guidance frorn these Subcommittees. 

* The AIDS/STD Unit. Responsibility for the NAPCP, of which ASEP 
is a major component, has been dolegated to the DOH AIDS/STD 
Unit. Relative to other bodies in charge of national programs, 
the AIDS/STD Unit does not have a prominent position in the DOH 
structure - 

Organizational changes intended to increase the ability of 
the AIDS/STD Unit to implement the NAPCP are in progress. The 
STD Control and Prevention Program was recently inerged with the 
NAPCP. Plans are also under way to increase che number of 
permanent employees in the AIDS/STD Unit. The majority of Unit 
erri~loyees are contractors. 

* Program Manaqement. Management of the NAPCP has changed hands 
three times in as many years. Expectations are high that the 
newly appointed progran manager will be able to work better with 
~ ~ ~ ~ - i r n ~ i e m e n t i n ~  agencies. 

It was reported to the team that the previous program 
manager did not include all NAFCP partner agencies in important 
&cision-making processes. The absence of an administrative map 
clearly defining the roles and responsibilities of the program 
nanagsr was probably a contributing factor in this. 

+ Local Government - NGO Collaboration, Local level AIDS Task 



Forces and similar nulti-sectoral coordinati12g bodies have helped 
to ix-mlemen~ desired policies in a more coordinared way. 
Xowever, in certain cases, LGU action agendas have contradicted 
iocal Task Force priorities, making some member NGOs reluctanr Co 
share information about risk "groups" and planned IEC activities 
with LC-Us. However, through the active encouragement of the City 
Eiealth Office, NGO representatives have remained in the Task 
Force. Efforts are now underway to make the ~abalikat drop-in 
center the cenrral base for Quezon City's response to HIV/AIDS. 

Cebu City offers another model of coordination. Instead 02 
forming an AIDS Task Force, the Cebu City Health Office has used 
the existing Basic Urban Health Services Task Force, a 
multisectorai body started under a UNICEF sanitation and health 
progran, to develop a join LGU-NGO action plan for impleme~ting 
HIV prevention programing. 

In Angeles City, PATX was instr-~e~tal in organizing 
establishment-based sex workers and floor nianagers. The grwp 
-,hey formed, Angeles City Entertainers (ACE) , has been active in 
bringing to joint GO-EGO sponsored education and counselling 
services to its meders. One of ACZ'S more outstanding 
accomplishments, made possible by the support of the Angeles City 
government, is the creation of a room in the SHC which sex 
workers and managers can use as a base for providing HIV 
education and support se-~ices. 

and 
loca 
Offi 
NGOs 

The capacity of LGUS to implement HIV prevention programs, 
the most appropriate mechanisms for doing this, vary in each 
lity. Much depends on the degree to which City Bealth 
cers actively encourage cooperation among the government, 

- -  and individuals at risk. The experience gained through ASEP 
in LGU-NGO collaboration in H I V  prevention is informative. 
Several models for joint public-private sector response to 
HIV/ALDS have arisen, 

* The Phili~pine National A I D S  Council (PmC). At the national 
level, high-ranking officials of thirteen government agencies and 
representatives of six NGOs have been tapped to se-We on the 
PNAC. The Counc;l was tasked to advise the president of the 
Philippines on matters pertaining co HIV/AIDS. The efficacy of 
the PNAC is therefore dependent on actions taken by the President 
to implement its recorrmendations. 

Due to several interacting factors, the PNAC has not been 
effective. Representatives of orher government agencies do not 
perceive ~ I V / A I D S  as an imminent threat in the Philippines, azd 



assume thzt the COX can address it. PNAC m e ~ b e r s  a]-SO have 
widely divergent views as to what approaches to HIV prevention 
and control are effective and appropriate. 

It was envi.sioned that the PNAC would have high-level 
members with the authority to make decisions for their 
Departments. In reality, items proposed at meetings are not 
immediately acted upon because meetings are often attended by 
subordinates who must seek prior clearance from their principals. 
Momentum is then lost in acting on proposals. 

* Specific Roles and Responsibilities. From certain members of 
DNAC to implementing NGOs to LGUs, there are uncertainties 
regarding their roles and responsibilities in implementing the 
NAPCP. With the devolution of funds to local government, DOH 
Units, including the AIDS/STD Unit and FETP, have had to reorient 
themselves to carry out the DOH'S new role of "sewicer of 
servicers". While the DOH has recently developed a strategy for 
clarifying roles and responsibilities, the transition from 
"rowing" to "steering" is o~lgoing. 

The ASEP education component has received minimal 
supervision from the DOX. In contrast, one partner NGO reporred 
that PATH supervises its management of subgrants too closely- 1x1 
L ' tnis respect, it should be noted that PATH must meet USAID 
financial and technical accountability requirements for bilateral 
projects. The reporting requirements of USAID bilateral projects 
are more comprehensive than those of the AIDAB regional RIV/AIDS 
Initiative, which is also providing grants to mzny of the same 
NGOs. Due to differences in donor funding mechanisms being used 
to support local hGOs, it may appear to them chat USAID/PATH is 
~icro-managing unnecessarily, 

* Pinancins Mechanisms. The f o m l  organizations established ai 
various levels to carry out the NAPCP have been, to a large 
extent, dependent on foreign funding. ASEP comprises a 
substantial portion of the NAPCP. 

The DOH, having devolved functions to LGUs, has had to 
relinquish control over the allocation of health funds- Because 
of budget constraints and more imediate priorities, LGUs 
generally have limited funds available for health spending. 

* Implementins NGOs- USAID, as well as other donors, have 
relied heavily on a small number of NGOS which have solid track 
records in HIV prevention programming. Concerns have been raised 
that the capabilities of these NGOs are being overstretched- 

* Dooor Coordination. There is a reported lack of donor 
coordination to the NAPCP. Apart from the organizational and 
follow-on meetings held in 1991, there ha.ve been no formal donor 
meetings in the last three years. However, donor represenratives 



Recommendations- -- 

ASSP 

the 

* Mechanisms f o r  Coordination. The ASEp Education subcommittee 
must meet more re~ularly to assess the efficiency ar.d impact of 
I E C  activities and to enable implementing agencies CO ZCt in a 
more coordinated manner. 

Consideration should be given to the establishment 0: a 
"grievance systemw whereby unresolved disagreements between ASEP 
NGOs, or between NGOs and L G u ~ ,  could be addressed expeditiously. 

* The AIDS/STD Unit. The AIDS/STD Unit must be institutionalized 
as 2 pemanent "serviceH in the DOH. Its ccntinued attachment to 
the Office of Special Concerns ( 0 s ~ )  may be recomanded, as there 
is a potential for synergism among OSC programs which have 
overlapping concerns. 

The technical 2nd financial capability of the AIDS/STD U i - . i ~  
to develop and manage a strategic plan for STD prevention and - 
control must be strengthened. 

* Local Government/NGO Collaboration. Local level public/private 
Sector partnership must be further strengthened. The relevant 
experience gained in cities such as Angeles and Cebu could serve 
as a model for other cities.  he search for learning "models" 
nay be directed away from Thailand towards local achievements in 
mobilizing joinc GO-NGO responses to HIV/AIDS.) 

* The PNAC. The ppJP.C could se-me as a venue for policy dialogue 
2 ~ 3  a vehicle for instituting policy reforms, but its potential 
has not yet been realized. policy dialogue which can properly 
orient and enlighten members of PNAC must be considered as a 
potential area for expanded Us~ID/Manila assistance. 

2 3 



. - * Roles and Res~onsibilities. The speclric roles and 
responsibilities of NADCP inplementing agencies mus'i be redefin+d 
and clearly communicated. Important factors such as the 
devolution of health services and the a&ministraiive 
responsibilities of NGOs should be taken into account. In ~ n i s  
respect, USAID/Manila should re-zssess the three-tier rnanageaenr 
of the -=El? education component. 

* Financinq. Mechanisms need to be devised to increase public 
and private sector investments in health. As ASEP represents a 
major proportion of the NAPCP, there may be a need to reassess 
the balance between short-term funding of direct services and 
longer-term investments in building local capabilities. For 
example, it was originally envisioned that the Public ~nfomation 
and Health Education Service would oversee the implementation 02 
the =EP educati,on component. In reality, PIHES has not been 
involved in the implementation. of ASEP IEC activities, deferring 
instead to the AIDS/STD Unit to provide guidance. USAIDJManila 
may want Lo consider whether the involvement of PIHES in ASEP 
should be strengthened, in order build the capability of this 
unit of the DOH. 

Government agencies responsible for implementing the NAPC? 
must be more proactive in 2etemlnin.g which donor agencies will 
support various components of the programs. 

* Donor Coordination. Future donor assistance must be 
coordinated more systematically as activities in other NAPCP 
progran areas are implemen~ed, and as the number of donors an6 
levels of funding increase. The DOH should consider taking the 
lead role in convening donor meeeings. 

* National Stratecw Development, Plans are underway to use the 
'Australian method' to develop a national AIDS strategy for the 
Philigpines by December 1, 1995 (World AIDS Day). This process 
will involve all national and local 12vel agencies involved in 
implementing the NAPCP, in an effort to achieve consensus on key 
issues that are still unresolved. The development of a national 
A I D S  strategy represents an important opportunity to put a m c h  
needed legal/regulatory framework in place, and galvanize 
political com,itment to addressing BIV/AIDS issues at all levels 
of government. 



ANNEX ONE: LIST O F  PERSONS VISITED BY THE EVALUATION TEAM 

TITLE 

Iresidcnr 

Second Secrerasy 
(Development Assistance) 

- ~sguerra, Teresiia (-39) Chief, Social Hygiene Clinic 

?!a?.olin-- 3 Social Yorker 

. . 
?ISJ la, Proceso A. (?ID, MPH) City Hea.lth officer 

- Sigua, lesesiia L. Health Educator 

.22rez.z, Lourdes "Odette" D. President 

T - - -  , i ~ ~ ~ ,  Julie : J .  Project Development Cfficer 

Xz~ellancsa, Ilya P. (MD) Head, STD/AIDS Detection Unir 

Fernandez, Thomzs L. (;.ID, MPM) City Haairh Officer 

-A-bzlls, Er-ryl (23) 

Ierales, Cerrnelica 

- ~on%nes, Daylinda 
S2n Yigxel, Xariberh X. 

Gabor, Yzrina 

.Av-er.dsnw , Edzardo I.. 

Calica, Carlos L. ( 3 D j  

Darden, Craig ?I. 

iiapitan, Benny L . ,  Jr. 

Capul, Rosendo R. ( 3 3 ,  MPM) 

XeodFca, Cirzencitz 5 .  
(?ID, MPH) 

Abeszois, Criselda G. (MD) . - 

?Lmos, Grace T . X .  Mina 

Public Health Surse 

x- ~{urse Attendant 

Sanitation Inspector 

Program Zanager 

Under Secretary 

y Ld~ional .. - Sales Mazager 

Marketing Director - R x  Div 

Country Director 

Senior Advisor 

Under Secretary for 
Public Healch 

Divis ion Chief 

Chief, Hematol-ogy & 
Ir?lmunology Seciioz 

Angeles City Heslth Department 

Angeles City Healzh Departmsnc 

Angeles Ciry Health Deparzrwnt 

Angelss City Health Department 

Associstion of Non-TradFiiocal 
Educators in the Phiiippines 

3idlisiw Founbarion, Inc. 

Cebu City Health Dipar~rnent 

Cebu City Eealzh Department 

Cebu Social Hygime Cliaic 

Cebu Social Hygiene Clinic 

Cebu Social Hygiene Clinic 

Children's Lab 

Departrnenc of Tourisn 

DKT Inrernarional, Inc. 

DKT International, Inc. 

DKT Internationd, Inc .  

DKT International, Inc. 

DOH 

DOH 



Parazn, Asuncion X .  ( 3 9 )  

Dayr i c , Flanue l M . (?ID ,, ?IS c ) 

3adoy , Tinoteo J . , Jr. (>D) 

Mzningas, Christina C. 

Uysingco, Perfecto 

Gacad, Evelyn Grace 5 .  (MD) 

Ki, Teodora ( L ~ )  

Besnaj e ,  Marietra 

- 
Kmigarakuchi, lokuj iro 

- 7 102a, Yorihiko (XD)  

Alvarez, Rowena 

Daliraz , RFra 

Diaz, Yariel 0. 

Colemzn, Pacrick L. 

Vic~oriano, Helanie X. 

Sagasao, Teresitz "Bai" 

Dendiego, Arnold 

Aquino, Carmina 5 . h .  (?D) 

D'Agnes, Leona A. 

Rahardj o ,Virginia Sonya (PhD) 

Inumerabie, Annle V. (-W) 

Aboitiz, Ma. Chriscinz C. 

Czseros, Mary Grzce D. 

Chiu, Leonardo V. 

Llenos, Y4. Dolores V. 

Razalo, Francisco (XD, MPH) 

Sabucido, Christina R. 

Sita, Ireneo B. 

Program Manager, Kational 
l'oluntary Blood Program 

Assisranc Secretary of Health 

Projecc Coordinator, Xational 
HIV Sencine1 Surveillance 

2:-ogram Xdminiscra~or 

Social Scientist 

Program Manager/t"iDS-STD 

AlDSCA? Xesideni Advisor 

Officer-in-Charge 

AIDS Progrzm Coordinator 

Firsc Secretary 

Executive Director 

Project Coordinator 

Program Officer 

Senior Resident Advisor 

Program Officer 

Executive Officer 

Froject Assistant 

Consulcanc/XSEP 

Country Direczor 

Proj ecc ManagerIASEP 

Medical Officer V 

Executive Vice President 

Program Officer 

Director, Program Dev 6 Eval 

IEC Specitlist/Res Officer 

Residenc Advisor 

Accountant 

Program Manager 

DOH/ERL 

DOH/BRL/FETT 

DOH/FETP 

DOH/FETP 

DOH/FET? 

DOH/NAPCP 

DOH/LU*APCP 

DOW/PIHES 

Embassy of Japan 

Embassy of Japan 

ISSA 

ISSA 

ISSA 

Johns Hopkins University 

Johns Hopkins University 

Kabal ikac 

Kabalikat 

PATH 

PATH 

PATH 

Qcezcn Ci ty  Health Departnent 

X4FI 

RAF I 

FaFI 

FL4FI 

RAFI/PATH 

FL%F I 

K%F I 



Cas~ro, Joan ?,sglna (YE) 

Fleras, Jomar 

Jardenil , John 

Aplzsca, Xarie Xose (ED) 

Wonzon, Ofelia T. (ED) 

"alddln, Pen Julia E. (FlSc) 

3el 6a11sg0, Sanette 

Montes, Kecta 

Parawan, Pmado (?I) 

Tsmpongko, Ma. Szndra 3. 
(as!-IT, MFH, D r W )  

Manaloco , Corazon 2 .  (9, DTXW) 

?a lner  , Douglas (YSPH) 

- - -.. 
vodgaropculus, muxinuel 
(3.13, NPH) 

Yanthey, Geoff 

S a r c a ,  Zabin M. (3D) 

Dirscto~/Counseli~~.g Progrzm 

Esecucive Director 

Pzogrzm Officer 

OIC, AIDS Research Group 

Consulcant on AIDS 

Head, Virology Section 

Proj eciz Manager 

sroj ect Coordinator 

Execurive Director 

Professor Erxerirus 

Associate Professor 

Depury Chief, Office of 
Portfolio Dev & In21 Supp 

Xib l i c  Health Advisor 

Health Development Officer 

Chief, Off ice of PHN 

Technical Officer 

Medics1 Officer 

XeactiOus 

R e a c h O u ~  

ReachOu;;: 

RITX 

RITM 

RITM 

Tr i D F V  

' T r  iDEV 

TriDEV 

U.P. College of P~blic Hea: 

U.P. College of Public Hez! 

1r.es USXID/Philipp ' 

USAID/Philipp ines 

~ ~ l e s  USAID/Philipp'- 



ANNEX TWO: L I S T  O F  PROJECT DOCUMENTS AND OTHER XELEVANT REPORTS 

L i s ~  of Reference Documents 

3322  Project Paper 

US~D/Philippines 
May 1992 

3risfing Kit for ASEP Evaluation Team 

PAT2 
January 1995 

AS92 Educaticn Strategy 

H I V / A I D S  Subcommittee and PATH 
Marcin 1994 

Cormunication Strategy: National AIDS/STD Prevention and 
Control Program: 1994-1999 

DOE 
Septerber 1994 

Scope of Work: J W / P C S  Coogeraiive Agreement 

airst P-nnuzl Report - ASED Education Component 

PATE 
January 1995 

Minutes of the AS2P Organizational Meeting 

Office of S~ecial Concerns, DOH 
Novenber 1993 

Country Report: Philippines 1987-92 

AIDSTECH 
circa 1393 

The Continuing Liv?s of Women in the Entertairitrnent Industry 
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Czrmina Aquinc 
February 1995 

Qualitative data relevant to AIDS prevention gathered fram 
sex workers, injecting drug users, and at-risk youth in Cebu 

Rarnan Aboitiz Foundation, Inc. (XAFI) 
August 199.1- 

Assorted proposals, financial and ac~ivity reports of sub- 
grantees. 

Country Report: Sexually Transmitted Disease (STD) 
Irevention and Control Program - Philippines 

Enmelia Salva 
circa 1993 

Prelininzry Results: Rapid anonymous surfley of STD services 
in the Philippines 

S'I?) Statistics per region: January 1993 - September 1994 

DOH 
late 1994 

Report on Project Activities in the Philippines 

Assessment report of STDs in the Philippines 

John Gallwey 
early I993 

Trip Report : Phil! ?pines 

Peter Perine 
Zuly 1994 

Strategic P l a ~  for the Philipsires 

AIDSCAD 
October 1993 

T r i ~  Report: Phiiippices 
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2esuLcs of the Second Zo~.md of Surveillance Activities, NCX- 
Quezon City, Metro Cebu, 2nd Metro Davao, April-Jum, 1994 

Mznuel M. Dayrit and Tirnoteo 2 .  Sadoy, Jr. 
October, 14, 1994 

Xesults of the Third Round of Surveillance 
Quezon City and Pasay City sentinel sites, 
Eetrc Davzo, Fmgeles City, and Iloilo City 

Manuel M. Dayri.t an2 Tirnoteo 2. Badoy, Jr. 
Jaxtiary 19, 1995 

Activities, NCX- 
Metro Cebu, and 
, Sept.-Nov. 1994 

(lhscractj Survey of EIV Risk aehavior Anong Female Sex 
Workers i~ Dasay City, Mecro Manila, Philippines, April-May 
19 9 4 

Zudkth S Iturralde-Tapiador, "lorante P Magboo, Mark 5 White 
2nd Kanuel M Dayrit - (FETP) 
circa late 1994? 

The Sational EIV Scneillance System: Operationai Plan Sept 
1993 - Sept 1994 

DO5 
c i r c a  1993? 

Mid-Yezr AIDS/SIV 2egist.ry Xepo-t - June, 1993 

77- 

Z 5 . L "  

August, 1993 

HIV/AIDS Registry: Annual Report January-December 1994 

FETE) 
February 2, 1995 

Nztional AIDS Prevention 2nd Control Progran 1 9 9 0 - 1 9 9 2 :  
Final Report of the External R e v i e w  Team - June-July 1993 

External Xeview Team f ? )  
circa late 1994? 

2ecorrimendations for the First HIV Surveillance 2ound Bzse3 
on a Zeview of H I V  Sentinel Surveillance Studies, 1392 

DO2 HIV Surveillance Group of 1992 
June 7, 1993 



Creation of a Subcommittee for the Zducatio?. Conponexi of 
the AIDS Surveillance and Education Project (ASED).  
Tra~script of Signed Department Order No. 3 2 5 - H ,  s. 1993 

Department of Health 
October 7, 1993 

Creation of Steering Cornii.ittes for the AIDS Surveillance and 
Education Project, Department Order No. 3298, s. 1 9 9 3  

Department of Eealth 
October 8, 1993 

Creating the Philippines National AIDS Council (PNAC as 
National Policy and Advisory Body in the Prevention aod 
Control of %IV (Human Immunodeficiency V i - n s )  Infection 
AIDS 4" the Philippines, Executive Order No. 39 

O ~ ~ i  L ~ -  C3 - of the PresiGent 
Decesrber 3, 1992 



. . T h e  AIDS Surveillance and Education P r o j e c t  
Mid-Tern Evaluation 

Scope of Work 

Pro  j e e t  Backqround 

Prior to the ccmencement of the AIDS Surveillance and 
Education ?reject (ASEP), USAID provided over $3.5 million 
to the National AIDS Philippine Control Prosram (NAPC". 
This assistance was used to fund activities in Metro Manila. 
Cebu, Olongapo and L~geles which included training in AIDS 
counseling, support for an AIDS hotline, general AIDS 
education, upgrading social hygiene clinics, upgrading 
regional blood centers, and the completion of a market 
feasibility study for condoms. 

2ecognizin.g the need to do more in HIV/AIDS control and Che 
req~irenent to support more focused efforts, USAIC 
anthorized the ASEP in late 1992. The project is scheduled 
Co continue until 1997 with a present funding level of $ 7 . 5  
million. 

The project's overall objective is, "To establish 
institutional mechanisms in the public and private sectors 
which can: 

1. Monitor the prevalence and transmission of HIV - 
infection; and 

2 -  Encourage behaviors which reduce HIV transmission-" 

-  he two corrpcnents of  he project are: 

7 - Sui?reillance. Project funds are tzrgeted 
atestablishing an HiV sentinel surveillance system at 
strategically located geographic sites and population 

2. Education. Local NGQs are supported to pr~vide 
community-based education targeting groups that 
~ractice high risk behaviors, in locations where the - 
sentinel sur~eillance system have been established- 
Education and some mass media are based on Sekavioral 
research. and surreys supported by the ASEP and other 
projects, The educational compon2nt of the project 
aims to reduce high risk behaviors, thus the 
trzmsmission of H I V .  (Funds are provided via a 
cooperative agreement with PATH for this 
component.)groups. Presently the Department of 
Eealth's (DOH) Field Epidemiology Training Program 
(FETP) Unit has established sentinel sites in Pasay 
City and Quezon City - -  in the greater Manila area; in 
Cebu City; Davao City, I l o i l o  City and Aageles City. 
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The surveillance systerhas initially monitored both 
male and female commercial sex workers (CSWs), men who 
have sex with men (MSMs), IV drug users (IWUs), and 
patients of STD clinics ("clients"). Other groups 
asswmed to practice high risk behaviors are planned to 
be included in the surveillance, such groups incluck 
truck drivers, the military, and the police. 
(Equipment and support for surveillance are provided 
through a grant to the WHO for surveillance.) 

Other activities supported through the project include: 
(a) a nation-wide mass media AIDS education effort 
directed at the general population, This media blitz 
will run during late I994 through mid-1995 with the 
exceptions of the Christmas season, the visit of the 
Pope in January, and during the Nay e1ecr.i ons. (Mass 
media efforts are funded through Zahn IG~skins 
University.] And, b , assistance to esr?.~lish an all- 
voluntary blood banking systern(s) in the Philippines. 
(This activity has yet to be designed.) 

U S A I D ,  by significant margin, is presently the major 
donor in the Philippines' National AIDS Control 
Drograin. Other donors include AIDPB, UNFPA, the 
Japanese through the nComon Agenda," and Wd0. 

Evaluation Purpose: 

This is a mid-term evaluation. Most activities have been 
running less than two years; however, given the length of 
time since the prcject was Cssigned, it is time to take a 
look at overall ~roject planned activities and assumptions. 
The evaluation will focus on USAID'S assistance to 
STD/HIV/AIDS control through the ASEP and, via other means, 
such as AIDSCAP. It will also assess the overall national 
program and other donor efforts, as all activities are 
focused on SrJD/HLV/AIDS control. The evaluators then will 
look at the entire NAPCP Program and make recom~endations to 
the GOP, particularly the DOH, and to donors on how the 
national program can enhance its achievements ar,d resolve 
any proclem areas in order to make the program more 
effective and efficient in the control or the spread of HIV 
and other STDs in the Philippines. 

Evaluation Scope of Work: 

1. Evaluation rnernbers will work as a team. The evaluation 
tean leader will be responsible for assuring that the 
entire scope of work is completed and the evaluation 
report is put in final form before departure. 

2. Cetailed Svaluation SOW is given below; hcwever, t k e  
evaluation team will be given questions submitted by 
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iie DOII, WdO, AIDAB,  DKT and PATH for considera~ior. aP.6 
expansion. The great majority of their inputs have 
Seen utilized in the following SOW: 

Surveillance: 
Should the ASEP aim to establish 30 geographic 
sentinel surveillance sites by 1997, as in the 
project design, or should the number of sites be 
restricted in number? 
What grocps should the seroprevalence surveillance 
target at this stage? Has a system been developed 
for behavioral surveillance? Are represenrative 
groups included in the surveillance? 
Should the 6-monthly seroprevalence and behavioral 
surveillance studies at the DOH/FETP be conducted 
at the same time? Does this bias results of the 
behavioral survey? 
Are surveillance results being routine!.y and 
clearly comanicated to all entities invol-~ed in 
HIV/AIDS control efforts? i.e. within the DOH, E o  
NGOs, and to the donors? Is the data being 
inregrated and are the implications and 
recorrmendations being formulated and conrmunicated 
with end users in mind? 
How will the behavioral change planned: "increase 
in saEe sex practices" be measured? Does the 
FETP-generated survey provide sufficient and 
usaaie data? 

6ed an Has r;he AIDSCAP STD behavioral survey provi, 
adequate behavioral baseline with the CSW t s rge t  
group? 

( 7 )  What role do local government officials plzy in 
seroprevaience and behavioral surveillance? WhaC 
role do -he NGOs play? Should they be modified? 

( 8 )  Is behavioral surveillance being conducted for 
tracking purposes only or is che data being 
utilized in control efforts? 

( 9 )  Are the s~rveillance data presented in a useable 
format? Can it be improved? 

(10) How timely are the delivery of surveillance 
results? 

b) Education 
(1) Should the project limit ics IEC foccs on selected 

high risk groups, given the present stage of the 
epidemic 3 

(2) Quezon City has a seroprevalence rate of over 1%. 
Wnat is the DCH and the Conor and NGO comiiunity 
doing to address the situation in this area? What 
should what can they be doing? 

3 )  Is the ASEP strategy of utilizing EGOS to provide 
IEC effective? Should the private sector and/or 
;he GOs be brought in more to assure coverage? If 
so, how should they be brought into the effort? 

3 6 



,slzs should they play? 
Is peer education the culturally approsriate nodel 
for AIDS education and intervention program in 
the Philippines? 
Should the project rely more on social marketixg 
in the delivery of IEC? 
A 1994 draft audit report noted that "target 
numbers for the ASEP education activities are 
lacking." What should the target numbers be? 
Does mass media, aimed at the general population 
make sense at this stage? (See the DKT questions 
for a complete response.) 
What has been the IEC process of project 
development and start-up? How has coordination 
with USAID and the DOH affected project 
organization and implementation of activities? 
Has a system been developed for monitoring and 
evaluation the quality and im2act of strategy 
activities? 
What are the gaps in other support services for 
STD/AIDS intervention that need to be addressed 
for overall project impact? 

Mass Media: 
What &re the channels of coordination between the 
mass media component and the surv2illance and 
education components? 
What is the strategy for the mass media component? 
Is it epidemoisgically sound? 
rWhat impact has past media efforts have on target 
groups? The general public? Have this be 
assessed? 

( 4 )  Should mass media target building awareness w h e ~  
there are indications that awareness is extremely 
high? 

(d) Qrqanizational Policy and Other: 
(1) Are donors effectively coordinating assistance to 

the XAPCP? Is there duplication of efforts and/or 
areas where too much assistance is being 
delivered, thus stretching the abilities of the 
implementing units? Are there important areas 
where little assistance is being provided?. 

(2) Should USAID assistance keep its focus on "high 
risk" groups in assumed "hot spot" areas? Should 
the focus be narrowed? Broadened? What are the 
DOH plans? 

( 3 )  Should ASEP address the apparent need to improve 
STD diagnosis and treatment to groups practicing 
high risk behaviors, given the important of 
classic S T D s  in H I V  transmission? if so, .how/whiit 
%ssistance should be provided? 
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( 4 )  Are condoms available r e  groups p r a c t i c i n g  high 
risk behaviors? 

. ( 5 )  Is t h e  DNAC func t ion ing?  What- a r e  t h e  
c o n s t r a i n t s ?  

( 6 )  Has the DO3 issued a Depar tnenia l  Order t o  
e s t a b l i s h  c l e a r  l i n e s  of r e s p o n s i b i l i t y  f o r  
implernentati.on of t h e  NAPCP? 

( 7 )  Are o t h e r  n a t i o n a l  governmental departments 
involved i n  t h e  NAPCP? How can they be involveA? 
Wnnat governrnantal a c t i o n ( s )  tlre needed t o  ge-c 
t h e i r  involvement? 

( 8 )  What are t h e  o t h e r  donors planning r e .  support f o r  
HIv/AIDS c o n t r o l ?  Are t h e  donors coord ina t ing  
adequate ly?  Are t h e r e  over laps :  a r e  t h e r e  gags? 



ANNEX FOFTR: USES AND LIMITATIONS OF H I V / A I D S  SURVEILLANCE, 
INCLUDING BEHRVIORAL SURVi3IELANCE 

Introduction. 

Fublic health surveillance can be defined as "the 
collzction, analysis, and dissemination of all data relevant to 
the prevention and control of a public health problem". Methods 
2nd systems for public health surveillance of HIV infections and 
AIDS cases (HIV/AIDS) have been evelving since the initial 
developnent of HIV sentinel surveillance (ESS) in the late 1980s 
by the Global Progrzlmme on A I D S  ( G P A )  of the World Wealth 
Orgznizacion (WHO). As of 1995, routine surveillance of sexually 
transmitted diseases (STDs) and surveillance of behaviors that 
place a person at increzsed risk of acquiring or trensmitting 22 
EIV infection have not been carried out by any national YIV/AIDS 
Prevention and Control Program. 

3zsic questions that need to be answered before the 
developxent of any surveillance system include: what data are 
- A - L  --ded, with what frequency, and with what accuracy? Eowever, 
before these basic questions can be answered in detail, the more 
bzsic question - what specific action or actions, if any, will be 
zaken as a result of surveillance findings? - needs to be 
answered first. Surveillance data are supposed to be data for 
public health action. Up to now, it seems that very little, if 
any, specific actions have resulted from most of che public - - - health ,e~V/AIDS surveillance data that have Seen collected to 
date. 

For surveillance data to be relevant and useful, the basic 
objectives of the Frogran should be reviewed to determine if the 
su-rveillance findings are useful for the achievement of progr~? 
objectives. The basic and primary objective of aEy AIDS 
?revention and control program is to prevent the transmission of 
HIV infections; a secondary objective is to Se able to estimate 
the cyrrent and future number of AIDS cases so that adequate 
health and social services can be mobilized. 

Surveillance of AIDS and HIV Infection. 

Reported cwLbers of A I D S  cases are of limited value lor 
public health planning. In addition co reflecting BIV infectio~s 
which were acquired many years previously, significant 
Hadjustrnentsu usually have to be made to the reported eata to 
account for delays and incompleteness of reporting. Estimates 
of the prevalence of HIV infection are essential for monitoring 
&- Lhe epidemiological patterns and scope of individual epidemics. 
- In  addition, future cases of WIV-related diseases, including 
AIDS, will depend on the number of persons infected with this 
v i r u s .  



Since it is difficult and generally not feasible to monitor 
 he crends of XIV infection in the total or "general" pog)ulation, 
many public health surveillance systems have relied on the 
routine and consistent collection of data from sentinel grou2s. 
Such surveillance has focused on easily defined and accessibl~ 
popularion groups. The basic purpose of sentinel HIV 
surveillance is to detect changes in the prevalence of HIV 
infection in the groups selected. If different sentinel groups 
are monitored uniformly over a period of time zt selected sites, 
the data collected will provide informztion on HIV trends in 
these groups which should be sufficient for the design and 
direction of HIV/ALDS prevention and control programs. The 
sentinel populations selected should allow for the monitoring of 
zlI the major HIV risk behaviors or factors known to be ~revalen: 
in any given area. 

Wnat information is needed regarding the prevalence of H I V  
in different population groups for HIV/AIDS prevention and 
control programs? If HIV prevalence is estimated from the 
available surveillance data to be low (i-e., less than 1 
~ercent), is there a need to attempt to determine precisely how 
A 

low the actual prevalence might be? It may be quite sufficient 
for HLV/AIDS prevention and control programs to be aware of the 
following general levels of HIV prevalence for different 
population "groupsn : 

A, HIV not detected 
3 HIVpresent and prevalence probably very low (less ~ h a n  

0.5 percent?) 
C. HIV prevalence close to 1 percenc 
D. HIV prevalence more than 5 percent 

These arbitrary HIV prevalence levels are within the 
capability of most public health HIVJ~IDS surveillance systems to 
measure and monitor with reasonable sample sizes. To be able to 
measure any specific prevalence level below I percent with any 
degree of statistical confidence would require very large sample 
sizes, and the additional problems of biases in smple selection 
and participation also contributes to the general lack of 
precision in public health surveillance data. 

In many developed countries, HIV seroprevalence levels in 
men who have sex with many men (MSM) and injecting drug users 
(IDUs) reached level D within a few years of the start of HIV 
epidemics in these risk "groupsH, whereas many heter~se~lcuals who 
have mzlti~le sexual partners (IiMSPs) in many Zzreas are still ac 
level B. These arbitrary nthreshold" levels can be changed by 
?iIV/AIBS programs to fit their own priorities or anxieties, It 
also has to be emphasized that public health WIV surveillance 
systems cannot provide coinplete surveillance coverage of all 
areas and populations, nor is there any overriding need for such 
a comprehensive surveillance system. 



n -  
*% rrequznt c r i ~ i c i s r n  of starting sencine1 E I V  surveillance 

-- ;n only a f@w of ehe highest H I V  risk "groups" in the highest 
risk zreas iusually the largest cities) is thar possible 
epidenics in other areas and popuLations will go unaetec~ed. 
While this is always a possibility, more than a decade of 
experience in public health surveillance of RIV/AIDS indicate 
that concern about WIV epidemics occurring outside of the largest , 

urban areas before high HIV seraprevalence levels are reached 2 2  

the large cities are unfounded. Experj-ence in many countries, 
where HIV egidemics have reached level D m o n g  several 
heteros2xual high H I V  risk groups such as female comnercial sex 
workers (FCSWs) and/or heterosexual STD patients, also indicate 
that spread to the "generaln population of heterosexuals as 
retitcced by EZV seroprevalence levels zmong antenatal women may 
take u~ to 5 years or more to reach level C. 

There has been a general uneasiness of public health 
progrzms to accept the f a c ~  that the incidence and prevalence of 
3 i V  infection are difficult to measure with any great degree of 
precision and/or confidence. In addition, there has been an e v l n  
greater reluctance on the part of HIV/AIDS program managers and 
policy makers (including many public health epidemiologists) to 
accept che fact that even the most accurate and timely data on 
the incidence and prevalence of HiV infections and AIDS cases 
will not provide adequate or sensitive indicators of the 
effectiveness of HIV/AILJS prevention and control programs- 

Sehaviosal Surveillance. 

During the early 1 9 9 0 ~ ~  at the behest of internatiocal 
d o ~ o r s ,  increasing attention was given by GPA/WliO to the 
development of evaluation indices for H I V / A I D S  program. Although 
the inportance of data on the prevalence and pattern AIDS cases 
and HIV infections is accepted, these 2ata are also acknowledgzd 
to be of limited use for the evaluation of t h e  effectiveness of 
education and other intervention measures in changing HLV risk 
behaviors. 

Methods for routine STD and behavioral sum-eillance that 
should be irnplemated by HTV/AIDS programs, including the 
specific data that need to be collected, have not been fully 
deveioped by GPA/WHO or by any major public health agency. The 
concept of behavioral surveillance w z s  not formulated u~ltil 1 9 1 3  
and behzvioral surveillance targeting high risk "groupsu has n O E  
yet been systematically and routinely implenented in any natioral 
HIV/AIDS program. In addition, programmatic uncertainty exists 
as to whether the routine collection of behavioral data shouid be 
the responsibility of traditional public health epidemiology and 
surveillance units or whether behavioral surveillance should be 
developed and implemented by those responsible for education and - 

outreach activities. 
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G?A/ivTHO continues Lo give high priority to periodic (every 3 
to 4 years) and relatively large scale snowledge, &ttitudes, 
3eliefs, - and Practices (IGB?) surveys of a large (3,000 or noref 
rznd~m survey of young and middle-aged adults. Such KABP surveys 
are important to accurately measure and to better uneerstand 
prevalent beliefs and behaviors in the "general" adult 
population, but are of limited or no use for the timely 
evaluation of intervention measures directed to s2ecific 
population ngroups" or specific behaviors siich as condom usage in 
C S W s .  These surveys hive been developed and supported by 
soeial/behavioral research personnel at GPA/mO and have not 
involved the HIV/AIDS surveillance unit. AIDSCAP has been 
developing detailed protocols for periodic (every 6 months or 
year) cross secticnal behavioral sur~eys in specific po-julaiion 
groups in Bangkok and + draft manual and questionnaire should be 
availale for distribution by mid-1995. 

It needs to be critics-liy asked - would the most accurate 
and timely data on the patterns and prevalence of HIV infections 
and AIDS cases significantly change any of the programs and 
policies currently in place? From what has been learned about 
che epidemiology of HIV infections over the past decade, it is 
clear that multiple and to some extent separate epidemics of BIV 
infections can occur in any country or region depending on the 
distribution and prevalence of specific HZV risk behaviors - MSM; 
I D U s  who routinely share injecting equipment, and , W P s .  3IV 
surveillance systems need to he designed to appropriately monicor 
.each of these relatively separate HIV epidemics. 

The more appropriate and essential surveillance data needed 
by AIDS prevention and con~rol progrzms are the patterns and 
?revalence of sexaal behaviors relaced to multiple sexual 
gartners and the patterns and prevalence of sharing injecting 
equipment mong injecting drug users. There is a critical need 
to develop routiue surveillance of these HIV risk behaviors. If 
puSlic__health programs are to be effective in reducing or at 
least modifying these HIV risk behaviors, they must first obtain 
reliable baseline data on s e ~ ~ a l  2nd injecting drug behaviors in 
population "groupsn who are known to practice these risk 
behaviors. The essential data needed for all risk "groupsu are: 

1. On average, how many different sexual partners did persons 
in this "group" have over the past nonth and/or week? 

2. For each of these sexual encounters, was a condom used? 

Tabulation and analysis of the answers to these questions 
yields two basic numbers which can provide programs with: 

A. Specific and reasonable targets to achieve over a specified 
period of time; and 

2.  A specific means of evaluating the effecliveness cf progrzrit. 
interventions with regarcis to achieving the stated targets. 



- .or exax21e, i; rho t z r c e t e d  pspula2ion were cluck drivers, 
and the baseline behavioral surveillance su rvey  indicated that 
this "groupv had an average of 3.5 different sexual partners per 
moath an6 the condom usage or coverage rate for chese sexml 
contacts was 2 0 % ,  then the program can initially set objectives 
o r  pr-ogram cargets to reduce the average nuder of sexual 
contacts in chis "group" to 2 or less per month, acd to increase 
& - ~ n e  condon =age rate to 50% over the next 6 months or year. 
Such program objectives should be pursued regardless of whether 
the HZV sero~revalence in the connunity is very low, moderate or 
high. A sec0r.d behavioral survey 6 months or a year later can be 
used Lo measure if progran targets were achieved, or at least to 
6ztemine if any statistically significant changes occurred or 
not. 

All identified high i I I V  risk "groups" need to have routine 
sexual behavioral surveillance surveys (not research studies} 
carried out on a regular basis. For those " g r o u ~ s ~ ~  who may 
e3gage in injecting drug use, the essential behavioral questions 
they need to be asked in addition to the two basic sexual 
behavioral pestions are: 

i. How many persons, and/or rimes did they share drug injecting 
equipment during the past month and/or week; and 

2. Did rhey use separate and/or clean injecting equipment, when 
they shared injection equipment. 

The answers to these behavioral questions will provide 
~ublic health programs with data to develop targers for changing - 
these behaviors and with data to evaluate the effectiveness of 
education and other interventions in achieving these targets. 
?ublic health epidemiologists, in collaboration with behavioral 
scientists and experts need LO devalop and evaluate instme2ts 
(questionnaires, etc.) and methods for the routine colieccion of 
behavioral surveillance data for specific populations. 

Sumsnam 2nd Conclusions. 

As described above, surveillance data on H I V  infections 2x3 
AILIS cases are needed to estinate the current patterns, 
prevalence, and trends of the epidemic. However, rou t lne  
BI V/AIDS  surveillance data are not sufficiently secsi t i -~e or 
timzly for the direction of prevention programs. Sy the time 
that EIV surveillance data indicate that HIV infections are 
increasing at a very rapid rate in any specific population, iC is 
generally too laie and/or tco difficult to prevent further 
extensive sprrad. In addition, withoui extensive qualitative and 
vancitative dzta on behavioral patterns. public health program 
will not be able to adequately design and d i r ~ c c  agprcpriate 
intenention measures to specific target popu1aLion.s to chznge or 
modify their documented risky behaviors. 
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AIDS case reports are received by the A I D S  Registrar in - .  the 
FETP Officn/DOH/~anila via a passive reporting system. The rlrst 
case 02 AIDS was diagnosed in the Philippines in 1984. As of 
early 1995, close to 190 A I D S  cases have been reported to the 
National AIDS Registry. The majority (close to 90%)of the 
reporred AIDS cases probably acquired their IiFJ inEection via the 
sexual route - over half of the total reported cases are in 
heterosexuals and over a third are in homosexual males. More 
male cases have been reported compared to female cases and the 
rnale:female ratio has been about 1,3:1. In general, male cases 
are ol6er than female cases and the median age for male A I D S  
cases in 1994 was 36, whereas the median age for female A I D S  
cases was 30. 

Up to 1992, less than 20 AIDS cases were reported annually 
but a xarked increase has been noted cver the last couple of 
years - 32 cases were reported in 1993 and 55 in 1994. No 
specific studies are available to estimate how incomglete, 
inaccurate, and delayed AIDS case-reparting may be in the --m 

?hilippines, bu: informal discussions with senior staff of r b l P  
suggests that the actual number of AIDS cases, as of early 1995, 
nay be conservatively estimated to be at least 300. 

AIDS surveillance data, collected in the ~hilippires vi" a 
passive reporting system, ccntinuas to provide an incomplete and 
delayed description of the HIV situation. As of early 1995. 

i about 2 9 0  AIDS cises have been reported but it is conservaiive--Y 
estinated that at least 300 AIDS cases may have occurred. 
Although general education, to medical providers and hospital 
workers to better recognize acd report AIDS cases, should be 
increased and improved, the general passive resorting system of 
A I D S  cases in the Philippines can be expected to remain 
incomglete and unreliable, 

As of early 1995, in addition to the reported AIDS cases, a 
cumulative total of about 400 XIV-infected persons have been 
detected in the Philippines. Almost all of these HIV-infected 
persons were found through BIV serosu~rveys carried out from 1985 
up to 1993, before the start of ASEP. By 1993, over 1 million 
HIV tests had been done. Over 500,000 of these tests were in 
OCWs (mainly because of requirements by middle-east countries), 
over 300,000 tesis were for screening of blood for transfusi~n, 
and over 175,000 were in female cornmercial sex workers primarily 
in Olongapo, Eingeles City and Manila. These relatively large 
s-ale HIV sero-surveys documenfed the presence of HIT infection 
in the Philippines, but at very low levels--about 2 to 3 per 
1,000 among MSM and, on average, less thac 1 per 1,000 zmong 
FCSWs . 



ANNEX S I X :  SUMMRKY O F  THE M O S T  RELEVANT SURVEY DATA FOR ASEP 

!+~~\ale CSWs : Registered 
J u n - A u g  '93 0.3 0.0 
Apr-Jun '94 0.3 - 0.0 0.0 
Sep-Nov '94 0.3 0.3 0'0 0.0 0.0 0.0 

Fcmalc CSWs: Free Icxnce 
Jun-Aug '93 0.0 - 0.0 - 
Apr-Jun '94 0.0 - 0.0 0.0 
Sep-Nov ' 9 4  0.0 0.0 0.0 0.0 0.0 0.0 

Male CSWs 
(Tun-Aug 93 0.0 0.0 
Apr-Jun '94 0 . 0  - 0.0 0.0 
Sep-Nov '94 0.0 0.0 0.0 0 , 0 0.0 0.0 

Males with an STD 
Jurl- Aug ' 93 0.0 
Apr-Jun '94 0.0 
Sep-Nov '94 0.0 

Men who have sex with men 
Jun-Aug '93 0.0 - 
Apr-Jun '94 0.0 - 
Sep-Ncv '94 0.0 0 - 0  

I n j  ~ ' c  t ing d r u g  asers 
J u n - A u g  '93 0.0 



A p r - J u n  ' 9 4  0 . 0  - 0 . 0  0 . 0  0 . 0  
Sep-NOV ' 9 4  0 . 0  0 . 0  0 . 0  0 . 0  0 . 0  0 . 0  0 . 0  

1. I1TV In_Eec t i . sn  ( c o n t  . ) P e r c e n t  HIV-t-  

P o p u l a t i o n -  Q u e z o n  City Pasay C i t y  -- Metro Cebu Davqo Anqeles 11.oilo To t aLi 

NAMRU 

Female CSWs 
Ju193/Apr94 0 . 0  

Male CSWs 
Ju193jApr34 0.0 



Popul-ation - --.- O U ~ Z O ~  C i t y  Pasay Cfi t y  Metro Cebu Davao A n g e l  es I l o i l o  'I'ota7 

Fema1.e CSWs: F r e e  l ance  
Jun-Auy ' 3 3  3 0 
A p r - J u n  9 4  2 9  
Sep-Nov ' 3 4  1 3 

Male CSWs 
J u n - R u g  ' 9 3  1 8  
Apr-Jun ' 9 4  4  
Sep-Nov ' 9 4  3 4  

Mal.es with a n  STD 
J u n -  A\ lg  3 3  
Apr-Jun ' 3 4  - 
Sep-Nov ' 9 4  - 

Men who have sex with men 
J u n - R u g  ' 9 3  1 
Apr-Jun ' 9 4  0 
Sep-Now ' 9 4  3 

JMenustik
PPB



W e p o r t e d  Risk Behaviors (cant. 1 Mcdian Number of Sex Partners Per Week 

Pojulat ion Quezon City Pasay , City Metro Cebu Davao Anqeles T.loi1.0 Total 
- 

Female C S W s :  Registered 
Jun-Aug '93 2 
Apr-Jun '94 5 
Sep-Nov ' 94 5 

Fernale C S W s :  Free lance 
Jun-Rug '93 3 14. 
Apr-Jun '94 4 - 14 

Sep-Nov '94 3 2 5 

Male C S W ~  (male and female partner: i 
Jun - Aug ' 9 3 3 - 2 

Apr-Jun ' 9 4  3 - 1 

Sep-Nov '94 3 2 1 

Males w i t h  an S T D  
Jun-Rug $93 + 

Apr-Jun ' 9 4  - 

Sep-Nov '94 - 

Men who have sex w i t h  men (male and female pa r tne r s )  q 

Jun - Auq ' 9 3 1 C 

1 

Sep-Nov '94 .I. I 



3. Reported Risk Hehaviors (cont.) Percent Reporting Drug Use ----- 

Ouezon City Pasay C:i.ty Metro Cebu Davaa A r y e l e s  - .t 1.0 i 1.0 'Yo tal- 

FETP - IISS 

Female CSWs: Registered 
Spp-NOV '94 2 

Fernale CSWs: Free lance 
Sep-Nov '94 - 

Male CSWs 
Sep-NOV '94 

Males with an SrI'D 
Sep-Nov '94 - 

Men who have sex with men 
Sep-Nov ' 9 1  - 

( %  who share needles) 

Male injecting drug users 
Sep-Nov '94 16 

Female injecting drug users 
Sep-Nov '94 57 



ANNEX SEVEN:  DEVELOPING P R l O R l T l E S  AMONG PRIMARY RBSK 
POPULATJBNS FOR SEXUAL TRANSMCSS!ON OF HJV 

Interpersonal comrr~unication for behavior change is the centerpiece of most serious 
prevention programs around the world. However, experience has shown that it is 
rarely possible to reach ail vulnerable individuzls before an epidemic eventually breaks 
out. Therefore programs must make painful decisions concerning which subgroups 
are to receive higher priority and first access to services. 

There is little in the scientific literature to guide program managers in the development 
of priorities for risk populations. Lamptey (1991) has summarized the relationships 
and transmission paths between primary and secondary "risk groups" for sexual 
transmission of HIV and a mdi f ied version of that schema follows: 

Spouses and Other Sexual Partners** 
t 
t 
t 

Male Customers and Other CSVd Partners* 
t 4 
t J. 
t .1 
t J- 

Commercial Sex Workers (CSWs)* 

Source: Peler bamptey. "An Overview of AIDS Interventions in High-risk Groups" in AIDS and 
Women's Reproductive Health. L.C. Chen et al eds. New York. 1991. 

Individua!~ in the primary risk group (denoted by one *) are those who by choice, 
occupation or circumstance have multiple, different sexual partners on a regular basis. 
.- 
the mast common groups of individuals in this category are male customers of 
commercial sex workers (CSWs) and the CSWs themselves. The secondary risk 
group (denoted by two **) are the sex partners of the primary risk groups. To the 
extent that condoms are not !,~sed and STDs are prevalent in these populations, HIV 
once introduced in sufkient quantity, can rapidly infect the individuals at primary risk 
and then spread to the much larger population at secondary risk. Thus, a community 
or a country's best defense against such an epidemic is to reduce t h ~ ?  ievei of risk 
among the primary risk grobps. 

The Philippines is in a pre-epidemic phase and the AIDS Surveillance and Education 
Project (ASEP) has correctly targeted the individuals who have the highest risk 
behavior. These include CSWs, customers of CSWs, men who have casual sex with 
other men and injecting drug Esers (1DUs). These popufations are of unequal size and 



are quite diverse. Risk is unequal within each group as well. For example, among 
CSWs free-lmce street-walkers may be at higher risk of STD and HIV than 
unregistered CSWs in a Czsa (call-girl house). CSWs who charge lower fees are 
generally more vulnerable than those who charge higher fees (since price for sex 
generally correlates inversely with number of partners). Amang men who have sex 
with other men, those with casual (anonymous) partners may be at higher risk than 
those with several regular partners. 

When human and financiaj resources are limited (as they usua!ly are) prevention 
programs must direct their efforts to the members of the high risk groups ~ i t h  hiuhest 
risk first. The level of risk is determined by qualitative and quantitative behavioral -- 
surveys and confirmed by periodic STD prevalence data. However, for educationai 
outreach programs, other factors than risk behaviors may influence the priority 
attached to different groups. For example: 

Size of the Population: The larger the size of the pcpulation, the more chance 
there is that HIV will perwtrate (other things being equal). The more densely 
populated a high risk community, the higher the probability that a critical mass 
of infected will be reached to spark an epidemic. Thus, through enumeration 
and mapping, program resources can be directed first to the more populous 
and dense areas. However, managers must also consider.. 

Accessibilitv: The program may be able to identify a population of street 
walkers, however if they are constantly on the move and difficult to locate! then 
they might drop in priority below more stable groups of similar number and 
equal level of risk behavior. But keep in mind.. 

Mutabilitv: How probabie is it that an individual is able to change his or her 
behavior. lDUs or brothel-based CSWs may have little ability to control or limit 
their exposure to risk. Unless a supportive environment for change is in piiace, 
it may be a waste of resources to devote too much effort on outreach to these 
individuals. At the same time, some of the individuals in these groups have a 
much greater potential for distributing the infection to many others such that 
another factor is taken into consideration: 

Transmissibilitv: This factor is determined by a composite estimate of the 
number of unprotected risk contacts combined with the level of HIV (or STD in 
the absence of HIV). 

No single factor should be paramount in developing the priorities. All are important. 
The goal is the most cost-effective result that may prevent the most infections. Clearly 
some basic data collection is needed to begin development of a priority list. But in 
the csse of ASEP, much of the necessary data are already in hand. Ta aid in viewing 
these factors simultaneously, a g i d  format is proposed. By assigning values for each 

I 



of these factors to each of the risk groups an objective hierarchy is developed that can 
be used as a guide to intervention program managers. 

DEVELOPING A PRlORlN LIST OF SEXUAL RELATIONSHIPS FOR 
RISK OF HIV/STD TRANSIW/SSION 

Commercial Sex Relationships 

Lower-f ce 

Message Potential 

1. Ease of access to / 
written messages I 

2. Ease of access to 
personal education 

3. Ease of changing 
behavior to iower 
risk C 

I Transmitter Potential i 

1. Seroprevalence of 
HIV ( ~ r  syphilis) 1, 2. Potential to spread 1 I 

Higher fee Customers of 
csws csws 

HIV to many others / 
I I I 

3. Size of population I I 

I 

Suggested scoring key: 

Message Potential: (Very difiicillt = 1, Difficult = 2, rdockrate = 3, Easy = 4) 

Transmitter Potential: (Low = 2, medium = 4, nigh = 6) 



DEVELOPING A PRIORITY LIST OF SEXUAL RELATlONSHIPS FOR 
RISK OF HIV/STD TRANSMISSION 

Casual Sex Reiationships 

1. Ease of access to 

3.  Ease of changing 
behavior to lower 

Suggested scoring key: 

Message Potential: (Very diiiicuit = 1, Diiiicult = 2, Moderate = 3, Easy = 4) 

Transmitrer Potential: (Low = 2, medium = 4, high = 6) 



In the case of ASEP, all of tile populations listed in the above tables are targeted for 
interventions. The prioritization process should not be used to eliminate any of these 
Qr'OupS itom outreach programs. Instead, the scoring can be used to assist program 
mmagers in the following ways: 

o As a criteria in soliciting and screening pioposa1.S for more outreach 
activities; 

o As a means for deciding which groups to begin working with first; 

o AS a means for allocating unprogrammed resources; 

e As a means for discussing strategy modifications with implementing 
agencies. 



ANNE>( EIGHT: RANGE OF SEXUAL BEHAVIOR CHANGE OPTIONS IN THE AtDS 
ERA . 

The "Just Say No" campaign used by the U.S. in the 1980s to combat drug abuse has 
been applied by some to HIV prevention. The implication of this message is two-fold: 
that there is only one behavioral option to avoid risk (i.e., abstinence) and that only 
will-power is needed to choose abstinence. In fact, many individuals would like to 
reduce their risk of drug addiction or HIV infection but are not able to do so for a 
variety of reasons that have littie to do with will-power. Prevention programs that have 
worked with the most marginalized populations have learned that it is critically 
important to offer these individuals viable options for behavior change. For example, 
family planning programs do not offer a single contraceptive choice to coup% a 
cafeteria approach has been provei? to inrrease contraceptive prevalence -- 
prevalence increases as the range of choices expands. In the same way, HW 
prevention programs can expect to increase the prevalence of lower risk practices 2s 
more behavioral options are offered. 

However, simply knowing about the options is clearly not enough. Programs f l ~ s t  
make sure that high risk individuals have access to prevention services and the skiils 
to use then. The attached chart presents a form of hierarchy of prevention choices. 
Individuals may choose a combination of options or swiich back and forth among 
options as the situation demands. Generaily, in the case of HlV prevention, the m ~ e  
options used results in a reduction of risk. But there are exceptions of course. For 
example, merely reducing one's overall number of sex pariners while retaining the 
most r k ~ y  partners will do little to protect against HIV/STD. Substituting casual sex 
~ i t f i ou t  condoms for commercial sex with condoms may actually increase one's risk. 

The fallowing list af behaviorat options are organized into five categories: 

1. Reduce sex kvith risky partners 
2. Use condoms for disease prevention 
3. Use sperrnieides for disease prevention 
4. Have ST13 check-ups and treatment 
5. Seek H1V counseling and testing 

Although the relative safery of these behaviors varies with the level of HlV in a 
community, greater reduction in risk can generally be achieved by reducing one's Sex 
partners (assuming all partners are equally risky themselves). If reducing sex partners 
is not a viable option, then using condoms is a viable alternative to reduce risk. 
Several scientific studies have confirmed the effectiveness of condoms in preventing 
HIV transmission. A situation might arise when condoms are not available and there is 
no alternative io having sex with someone who might be infected with an STD. Then 



commercia!iy available sperniicides may offer some protectior: against STDs and HIV. 
(Note: frequent applications of spermicides -- several times in one night for example -- 

have been found to cause vaginal irritation which could increase risk. Used 
infrequently however no such side efezts have been observed and reduction of risk 
for STD and HIV has been scientifically documented in field trials.) If neither condocis 
or spermicides are available, and sex with a risky partner is unavoidable, then the next 
best course of actiorr is to have an ST0 check-up wi1f-l a qualified medical practitioner 
as soon as possible. While treating an STD won't necessari!y protect against HIV! the 
risk of contracting HIV is much higher when a person has an active venereal infection. 
Finally, the mast vulnerable, those who cannot reduce the number of risky partners 
and cannot increase the use of condoms, should seek HIV counseling and testing. 
Although tne HlV test does not confer protection agaiast future infection, some studies 
have shown that couxel ing plus HIV test results miiy motivate a person to adopt 
safer sex practices. 

The lesson for prevention programs is that educational outreach, hotiines and mass 
communication must always try to communic&e the message that there is a choice of 
multiple options -- and that people are available to help explain the choices and how 10 
Ese any or all of them. 

Notes on terms used in the attached chart: 

"(h--mrrentn sexual partners refers to having sexual reiationships with more than one 
person during a certain time period. For example, a married man may have sex with 
his wife and also seek commercial sex on some occasions. "Serial" sexuzl 
relationships refer to individuals who are faithful to one partner during the relationship 
but terminate the relationship and then initiate a flew, monogamous sexual 
rela:ionsnip. 

CSW refers to female and male commercial sex workers. 

Condoms refer to both male and female, latex and piastic versions as prescribed for 
disease prevention. 

Sperrnicides (containing, for example, memfegol, nonoxynol 9) reizr to vaginal films, 
gels, f o m s  or tabfeis which are inserted in the vagina shortly beiore sex. 

PHC is an abbreviation for prirnary health care provider. 

NGO: Nun-governmental organization. 

Seif-test refers to products that may come on to the commerckl market as (saliva or 
bbod) coliection devices and rapid tests which, when linked with testing centers c d d  



provide test results Cirectiy to the consumer. 

. , Cafeteria of Options: Reduc inq  Risk of HIV 

Reduce Sex With hiskv Partners 

j. 
-Use Condoms 

j. 

Use S~errnicides 

5. 
9. 

Have zn S f D  Check-up 

* Reduce the number sf partners 
- abstinence 
- fewer concurrent pariflers 
- fewer serial partners 

e Reduce the type of partners 
- less CSW partners 
- less partners who have multipie 

partners 
* Reduce the number of episodes 

- delay first sex 
- substitute non-penetrative and 

oral sex for vaginal/anal sex 

@ Use for commercial sex 
@ Use for casual sex 
e Use for pre-marital and extra- 

marital sex 
Use for marital sex 

@ Use for casual sex 
@ Use for premarital and extra- 

marital sex 
@ Use for marital sex 

@ Government clinic or hospital 
Private practitioner, clinic or hospital 

@ Gatekeeper (PHC provider or pharmacist) 

Seek kiIV Co~nsel inal iest inq 

@ Anonymous clinic 
s NGO clinic/center 
s Private, commercial 
s Government clinic, hospital 
o Seif-test (pharmacy) 



P e r c e n t  P e r c e n t  

-. rr-;ure 2 

hla%es With fviutltiple Sex P a r t n e r s  
V i h o  R e p o r t  "AfuYvays" U s i n s  C o n d o m s  

P e r c e n t  Percent 


