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IVE SUMMARY

The USAID/Manila AIDS Surveillance and =Zducation Project
(288P) is a five-vear, $10 millicn dollar project being
implemented by the Government of the Philippines (CGOP) Department
of Hezlth (DOH). The goal and purpose of the project are to
control HIV transmission within the Philippines population by
institutionalizing public and private sector mechanisms for
moniteoring HIV prevalence, and encouraging behaviors which reduce
individual risk for contracting or transmitting HIV. A sentinsl
surveillance system for monitoring HIV sero—prevalence in the
Philippines is being implemented under the surveillance ccmponent
of ASEP. Mass media, and informaticon, education and
communication (IEC) programs which nhelp reduce HIV transmission
among individuals at risk are being implemented under the
education compcnent of the project

The ASEP midterm evaluation was conducted in February, 1593
bv a four person team composed of an epidemioclcgist/survezllance
analyst; an information, education and communication specialistc;
and two public health technical advisors. The evaluation team
was asked to recommend actions for improving the effectiveness
and sustainability of the project, and to determine whether the
surveillance systam needs to be expanded further.

This document contains a progress report on ASEP, and
presents key findings and recommendations regarding the technical
components and overall organization of the project Majcr points
discussed in the report are summarized here.

Summary of Accomplishments to Date.
Surveillance.

Since 1583, three rounds of HIV sentinel surveillance (HSS)
have been conducted among six target grouvs in six geographic
sites. Data on risk behavior were collected in all three rounds.
Serologic testing for sypnilis was added in the third round.

= the local level, staff of public sector Social Hygilen=
Clinics (SECs) have been trained by the Field Epidemiologv
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Surveilllance.

There has not besn a marked increase in HIV prevalence
during 1993 and 19%4. HIV prevalence remains less than 1% in all
of the high risk "groups" included in the three HSS rcunds

supported by ASEP.

o e

As of 18985, given the current low prevalence of HI
detected, the HIV risk "groups" selected for HS5 remain the most
appropriate target groups for public health surveillance in the
Philippines

The requisite sample size of about 300 has been attained for
registered female commercial sex workers (FCSWs) at almeost all of
the HSS sites. However, the sample sizes of most of the other
high risk "groups", especially high risk male "groups", are less
than the requisite 200.

Relatively high seropositive rates for syphilis (5-12%)
were found in many of the risk "groups". The highest rates were
geﬁerally found among the freelance FCSWs, but a very high rate

(close to 10%) was found among registered FCSWs in Angeles City.

Among the FCSWs, reported condom use is increasing. The
highest reported rates are seen in registered sex workers. Much
lower, but rising, rates are seen in the freelance sex worker
"groups". In contrast, reported condom use in the male risk

"groups" has remained very low.

Educatiocn.

ASEP implementation uses a three-tier approach that invclves
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.

HIV is not in the general population and is not an immediate
threat to the general population. Populations vulnerable to
HIV/STD in the Philippines are a diverse and mobile group who are
at unequal risk. Based on multiple sources of data anc
indicators, unregistered/ freelance CSWs are at higher risk of

HIV/STD than are registered CSWs.

According to its scope of work, John Hopkins
University/Population Communication Services (JHU/PCS) is
required to develop a 12-month strategy and a 5-year plan. The
team saw no evidence of these deliverables, even though they
shoul:! be in place well before mass media activities begin in

May, 18895.
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A variety of brands of condoms are widely available,
accessible, affordable and of good quality. Although impressive
increases in condom use have been cbserved for some sentinel

= <~
oY rIree-

groups, consistent conas>m use remains dangerously low
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 supply constrained.

Organization.

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

The DOH, having devolved functions to Local Government Units
(LGUs), 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
limited funds available for health spending.

Offices in the DOH, including those responsible for
implementing ASEP, have had to retool to better carry out the new
DOH function of "servicer of servicers" under a devolved set-up.
Reorientation from "rowing" t»o "steering" has had varied success.

Summary of Reccmmendations.

Surveillance.

The initial target of 30 geographic HSS sites by the end-of-
project (EOP) 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 SHCs 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 blood specimens from risk

"groups" should be developed.

A surveillance tool for establishing baseline data on risk
behavior should be developed. In coordination with the AIDS/STD
Unit, FETP, 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.

iv



The DOH should develop resources to assure that HSS will not
be discontinued in some geographic sites because of inadeguate

LGU support.

Education.

PATH 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 education compcnent 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.

JHU/PCS needs to adhere more closely to its scope of work
and produce a 12-month plan and evaluation strategy that can be
shared with other implementing partners of ASEP.

Increased coordination of ASEP mass media activities is
eded to avoid duplication of target audiences and message
nt. Mass media content should support social norm change

te
ich complements IEC activities.

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

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

Organization.

The AIDS/STD Unit must be institutionalized as a permanent
service in the DOH. The success of the Unit should be made 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
implementing the NAPCP must be redefined and clearly
communicated. The devolution of health services and the
administrative responsibilities of NGO grantees should be taken
into account. While the DOH has recently developed a strategy
for clarifying the roles and responsibilities of NAPCP
implementing agencies, the transition from ‘'"rowing" to

"steering" is ongoing.



The development of local level public and private sector
partnerships must be supported. Relevant experience gained in
Angeles City and Cebu City could serve as a model for other LGUs.

Plans are underway to use the 'Australian method' to develop
a national AIDS strategy for the Philippines by December 1, 15395
(World AIDS Day). This process will involve all national and
local level agencies involved in implementing the NAPCP, in an
effort to achieve consensus on key issues that are still
unresolved. 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 HIV/AIDS issues at all levels of

governmernt.

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 Information
and Health Education Service (PIHES) would play a role in
implementing the education component of ASEP. In reality, PIHES
has not been 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 ASEP should be
strengthened, in order build the capability of this unit of the

DCH.




I. INTRODUCTION

AIDS Surveillance and Education Proiject

The AIDS Surveillance and Education Project (A.I.D. Project
No. 492-0473) was authorized on July 20, 1%892. The five-year
bilateral project will extend from 1952 to 1997. USAID/Manila
will provide $10 millicon in Development Assistance grant funds,
and the Government of the Philippines (GOP) will contribute the
Peso equivalent of $2.3 million over the life-of-project. The
CGOP Department of Health (DOH) 1is the lead implementing agency.

The goal of ASEP is to control HIV transmission within the
Philippine population. The project purpose is to
institutionalize public and private sector mechanisms for
monitoring HIV prevalence, and encourage behaviors which reduce
individual risk for contracting or transmitting HIV. The geoal
and purpcse of ASEP support the objectives of the first and
second Medium Term Plans (MTP1, MTP2) of the National AIDS
Prevention and Control Program for the Philippines (NAPCP).

A sentinel surveillance system for monitoring HIV sero-
prevalence in the Philippines is heing implemented under the
surveillance component of ASEP. iass media, and information,
education and communication (IEC programs which help reduce HIV
transmission among individuals a. risk are being implemented
ur "zr the education component of the project.

As stated in the Project Paper (PP), it was expected that
ASEF 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 "groups”, and (3) an institutionalized network of
non-government organizations (NGOs) with the financial and
technical capacity to implement effective IEC interventions among

risk "groups" in sentinel sites.

ASEP Midterm Evaluation

The ASEP midterm evaluation was - conducted by Tony Bennett,
MSc, Senior Program Officer for the AIDS Control and Prevention
Project (AID3SCAP), Asia Regional Office, Bangkok, Thailand; James
Chin, MD, MPH, Clinical Professor of Epidemiology at :he
University of California, Berkeley, School of Public Health;
Jictor Ortega, MD,. Head of Technical Staff, Philippines Senate

1



Committee on Health; and Anne Scott, PhD, HIV/AIDS Coordinator
for the Asia/Near East Bureau, USAID/Washington. The team spent
from Eebruary 6 to February 28, 1995 in the Philippines
interviewing representatives of ASEP implementing agencics (Annex
One) and reviewing project documents and other relevant research
reports (Annex Twe). In addition, the team made site visits to
observe the implementation of IEC and surveillance activities in
Quezon 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
further, and provide an overall assessment of the response to
HIV/AIDS in the Philippines. USAID/Manila provided the team with
a detailed scope of work (SOW) containing priority questions
about ASEP education and surveillance activities, ASEP
organization and management, donor assistance for HIV/AIDS
programming, and the NAPCP (Annex Three). Answers to the SOW
questions are contained in this report of the team's findings and

recommendations.

The team faced scme minor constraints in carrying out the
evaluation. The team was unable to locate current documentation
of the GOP allocation of funds for HIV/AIDS. Little
documentation was made available concerning progress under the
JHU/PCS 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 team representative from
AIDSCAP could not contribute any findings or recommendations on
improving 3TD services since awards to AIDSCAP in this area are
pending. These constraints notwithstanding, the team was able to
carry out a comprehensive examination of the project, thanks to
the assistance of the USAID/Manila Office of Population, Health
and Nutrition (OPHN) and ASEP implementing agencies.

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



ITI. TECENICAT, EVATLUATION OF THE ASEP SURVEILLANCE COMPONENT

Surveillance of HIV Infection and AIDS Cases in the Philippines

HIV surveys in the Philippines were started in 1%85, when
HIV antibody tests first became available (Annex Five). These
surveys were carried out by the Department of Health (DOH) via
the Research Institute for Tropical Medicine (RITM) and the
United States Naval Medical Research Unit 2 (NAMRU-2), in
collaboration with the DOH's bureau of Research and Laboratories
(BRL) . Subsequently, five Social Hygiene Clinics (SHCs) in
several regions of the country started testing for HIV infection
among female commercial sex workers (FCSWs). Surveys have ailso
been carried out among men who have sex with men (MSM) and

overseas contract workers (OCWs).

Recognizing the need to support more focused efforts to
prevent HIV/AIDS, the USAID/Manila initiated the technical
development of ASEP in the early 1590s. Following the earmarking
of funds by WHO and USAID to support surveillance activities,
steps were taken by the Department of Health (DOH) tc develop a
National HIV Surveillance System for the Philippines. A workshop
was held in August, 1991 to draft the surveillance strategy. An
assessment and subsequent report of the status of HIV/AIDS
surveillance in the Philippines was prepared by Drs. Detels and
Frerichs of UCLA. This was followed with a series of workshors
leading up to a June, 1992 workshop to finalize a five year
strategy and first year operational plan.

The surveillance component of ASEP aims to establish an HIV
sentinel surveillance system at strategically located
geographical sites and population groups. Eguipment and support
for the surveillance component of ASEP are being provided thrcugh
a grant to WHO. A Memorandum of Understanding and Agreement for
Implementation of USAID Grant No. IA93002 (MOUA) was signed in
ARugust 1993 by the Secretary of Health Dr. Flavier and the
WHO/WPRO Regional Director Dr. Han. A total of $2,095,020 in
project funds were allocated to previde 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 the staff and
agencies involved in the National HIV Surveillance System and
theilr specific responsibiiities. The DOH AIDS/STD Unit is
responsible for overseeing the implementation of ASEP and
ensuring that activities are consistent with the NAPCP. T
Health Information Service/Field Epidemiology Training Prog
(HIS/FETP) has overall responsibility for managing the
surveillance system, and for the collection, analysis and

3



Cdissemination of data gathered. At each sentinel site, local
governmaent staff from the Social Hygiene Clinics (SHCs) are
responsible for collecting 300 blood samples from members of
target risk 'groups". Regional laboratories are responsible for
testing blood samples for HIV and sending positive tests to the
Research Institute for Tropical Medicine (RITM) laboratory for
confirmatory testing. RITM and the Bureau cof Research
Laboratories (BRL) are jointly responsible for guality assurance.

It was originally envisioned that ASEP HIV sentinel
surveillance (HSS) would initially be developed in six geographic
sites, with sequencial expansion to 30 sites throughout the
country by ECP. 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.

Accomplishments Since the Beginning of ASEP

* HIV Sentinel Surveillance. Since 1893, a total of three HSS
rounds have been completed. The tirst round was completed and
reported in June, 1993. It was carried out in two geographic
sites (Quezon City and Metro Cebu) and included six HIV risk
"groups": registered female commercial sex workers, freelance
female commercial sex workers, male commercial sex workers, male
STD patients, men who have sex with other men, and injecting drug
users (IDUs). Only one HIV seropositive, in a registered FCSW in
Quezon City, was detected. Questions about the numbers of sexual
partners and condom usage were asked. Findings indicated that
the numbers of sexual partners per week in the registered FCSWs
were relatively low (uedian of 2-3 per week). Condom usage rates
were also low, especially among male CSWs and MSM. Reported
injecting drug use in freelance FCSWs in Metro Cebu was very high

(13%) .

Experience from the first HSS round was used to refine risk
"group" sample selection and expand HSS to an additional
gecgraphic site (Metro Davac). The second HSS round was carried
out from April to June, 1994. Again, ornly une HIV seropositive
was found in a registered FCSW in Quezon City. The median number
of reported sexual partners per week in most of the HIV risk
"groups" remained relatively low (1-5), but was relatively high
(14) in freelance FCSWs in Metro Cebu. Reported 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 ASEP risk "aroups". Reported condom use among
registered FCSWs in Quezon City and Metro Cebu increased
significantly, but was much lower in registerad FCSWs in Metro
Davao, and in freelance FCSWs in all geographic sites. Reported

4



condom 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 number 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 seropositives were detected, one in a registered FCSW inp
Quezon City and the other in a registered FCSW in Pasay City.
Thus, in all three HSS rounds, HIV was found only among
registered FCSWs in the National Capital Region (NCR).

* Dissemination of the HSS Findings. The FETP has, within two to
three months after completion of an HSS round, 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.

Kev Findings

* STD rates. Relatively high seropositive rates for syphilis (5
to 12%) were found in many of the risk "groups". The highest
rates were generally found among the freelance FCSWs, but a very
high rate (close to 10%) was found among registered FCSWs in
Angeles City where routine 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 Figures
One and Two. Among the FCSWs an increasing trend of reported
condom use is seen with the highest reported rates in the
registered sex workers and much lower, but rising rates in the
freelance "groups". 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 condoms because
they believe that this is the "appropriate" answer to give to the
SHC 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 carried out to validate the

behavioral data collected.

* HIV Prevalence in the Philippines. The H3S system that was
designed for the Philippines was intended to serve as an early
warning system to detect the general prevalence and pattern of

' Using the HSS systermr that had been develcped in

HIV infections.
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Thailand as a model, Detels and Frerichs reccmmended that as EIV
prevalence increased in high risk "groups", sentinel surveillance
should.be expanded to include groups at lower risk of HIV
infection (such as antenatal women) and additional geographic
sites throughout the Philippines. (In Thailand, HIV prevalence
rates in FCSWs and male STD patients increased in many sentinel
sites from less than 1% in 1988 to about 5% by mid-1991).

Although detected HIV prevalence levels in high risk
"groups" in the Philippines (mostly from Metro Manila and areas
near United States military bases) were well less than 1% in 19391
and 1992, the general expectation was that these rates would
increase markedly in a few years and gradual expansion of HSS
population "groups" and geographic sites would be needed. A
marked increase of HIV prevalence has not been detected durilng
1993 and 1994, and HIV prevalence remains less than 1% in all of
the high risk "groups" included in the three HSS rounds supported

by ASEP.

* Access to HIV Risk "Groups". Given the current low prevalence
of HIV detected so far, the HIV risk "groups" that have been
selected remain the most appropriate "groups" for public health
surveillance in the Philippines. At the local level, staff of
Social Hygiene Clinics (SHCs) have been trained by FETP staff to
carry out the sampling and data collection needed for each_HSS'
round. S8HCs routinely provide mandatory STD screening, primarily
for registered FCSWs. As a result, the requisite sample size of
about 300 has been attained for registered FCSWs at almost §ll
HSS sites. The sample sizes attained for most other high risk
"groups", especially high risk male "groups", are well less than
rhe requested 300. During the most recent HSS round, very small
samples of male STD patients, MSMs, and IDUs were collected at

several of the geographic sites.

* STD and Behavioral Surveillance. When the surveillance ‘
component of ASEP was developed, little or no attention was given
to STD or behavioral surveillance. Drs. Detels and Frerichs from
UCLA adapted the Field Guidelines for HSS developed by GPA/WHO to
the HIV/AIDS epidemiologic situation present in the Philippines
during the early 1890s.

Since that time, the third HSS round discovered high rates
of syphilis within target groups. The ASEP Education Strategy
Logframe identified behavioral surveillance as a means of
verifying reductions in risk behavior resulting from IEC
activities. As a result, the midterm evaluation team was asked
to recommend whether STD and behavioral surveillance should be

included in ASEP.

In late 1993, WHO distributed a set of Prevention Indicators
for HIV/AIDS programs. It was recognized that the ultimate
indicator of the success of HIV/AIDS programs would be a .

6
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measurabl . nrease of HIV infections and AIDS cases, but that
these data are very insensitive indicators for interventions to
eliminate or reduce HIV 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 (b}
levels of HIV 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 measurement of these variables represent the mzin
parameters of HIV/AIDS behavioral surveillance.

* Administration and Budget. ASEP support for HSS staff and
activities at the national and local level is allocated through
the MOUA between the DOH and WHO. At the outset, major problems
were encountered in channeling funds for project implementation
through WHO. Some delays still exist for reimbursement of local
costs for HSS field work, mostly due to the bureaucratic and
administrative requirements of WHO, DOH, and LGUs. However,
these agencies/units have gained experience in the last three
vears 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 HIV Prevalence Data. HSS findings as of early
1995 indicate that the prevalence of HIV continues to be very low
among all high HIV risk "groups". HSS cannot be relied upon to
provide precise measurement of HIV 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 specific program
interventions to reduce HIV risk behavior (Annex Four) .

for HSS. Given the

* Number of Sentinel Sites and Risk "“"Groups"
there is

current low levels of HIV prevalence in the Philippines,
no pressing need to expand the number of sentinel risk "groups'
or to increase the current number of geographic sites for HSS.
The initial target of 30 geographic sites by EOP is not practical
or needed at this stage of the epidemic. If HIV prevalence does
begin toc reach 2 to 3% in one or more of the 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 considered in 1996.

* Access to Risk “"Groups". The SHCs do not appear to be able to
obtain adeguate numbers of many of the targeted risk "groups"”
selected for HSS. With the current low prevalence levels

detected (well less than 1%), a minimum sample size of 300 is
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needed to have any statistical confidence that the true
prevalence is not more than 1%.

FETP should develop alternative methods and time frames for
cellecting blood specimens for HIV surveillance from "groups"
such as men who have sex with men (MSM), male STD patients, and
injecting drug users (IDUs). NGOs who work with the above risk
"groups" 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 in the Metro Manila area. Any "explosion® of
HIV infections, if and when it may occur, will be more likely in
CSWs who have the highest average number of sexual partners and
who have low condom use rates. HSS should focus priority on CSWs
with these characteristics and assure that they are included in

the HSS.

* Behavioral Surveillance. In coordination with the AIDS/STD
Unit, FETP, PATH, and major NGOs should collectively decide what
behavioral data are needed to evaluate the overall effectiveness
of ASEP educational activities. FETP should support the
development of standard questions for the routine collection of

behavicral data (Annex Four).

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

NGOs implementing the ASEP education component should not be
given the primary responsibility of collecting the data for the
behavioral surveillance, but should be asked to assist data
collectors in gaining access to the groups they work with. Each
NGO should continue to gather additional behavioral data needed
to implement, 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 from January to February and from July to August and the
bpehavioral surveillance survey (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 STD

8

Best Available Copy



surveillance system at this time. No clear cut guidelines as to
what STDs should be included and what clinical and laboratory
tests should be used in STD surveillance have been developed.
However, blood samples collected for HSS should continue to Dde
routinely tested for syphilis. Data on syphilis prevalence
provide another general measurement of risk behavior.

When high syphilis rates (>10%) for a given risk "group" are
identified, more aggressive control measures such as expanded
syphilis testing and treatment should be carried out.

* Dissemination of HSS Findings. The report of the third HSS
round included a classification of gecgraphic sites: hot spot,
potential hot spot, and high risk sector. A "hot spot" 1is
essentially defined as a site where HIV infection is found. A
"potential hot spot' is & site where no HIV infection is found,
but where a high syphilis rate i1s found, and a "high risk sectoxr"
is a site where only risk behavior is documented.

This classification system was developed to direct attention
and public health interventions to specific areas and populaticns
for HIV intervention activities, but it needs to be re-evaluated.

Many problems can be anticipated. Should Quezon City be
classified as a "former" hot spot 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 HIV only exists in areas

declared "hot spots".

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

behavior.

Surveillance reports should de-emphasize HIV/AIDS data and
begin to highlight data con risk behavior. For example,
behavioral data collected so far indicate that freelance FCSWs in
Cebu City have high numbers of sexual partners, high levels otf
injecting drug use, and relatively low condom usage rates. Based
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 that surveillance data
are not merely for monitoring the HIV/AIDS situation, but are

data for action!

* Continuation of HSS After ASEP. The ability of local
government units (LGUs) to implement routine HSS activities when
ASEP funding ends (September, 1597) is a major concern given the
wide range of capabilities and support LGUs have from their local
government. As significant increases in HIV prevalence may be
occurring by 1987, DOH should develop resources to assure that

)



2SS will not be discontinued in some geographic sites because or
a

inadequate LGU support.
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IIZ. TECHNICAL EVALUATION OF THE ASEP EDUCATION COMPONENT

Background.

The ASEP PP designated the DOH/Public Information and Eealth
Education Service (PIHES) as the unit with overall responsibility
for implementing the education component of ASEP. Under this
component, project funds will enable PIHES and the lead NGO
Program for Appropriate Technology in Health (PATH) to (1)
develop a National AIDS Prevention and Control Communication
Strategy, (2) continue and expand on-going IEC activities of
local NGOs, (3) identify and support new interventions targeted
toward other audience segments, and (4) 'rollout® successful
interventions to new geographic sites.

PATH and its local partner NGOs (Kabalikat and RAFI) are
responsible for: administering funds for sub-grants to local
NGOs; contracting for services needed; monitoring sub-grantee

rformance; providing technical assistance; and submitting
ired financial accounting reports to USAID and the DOH.

$4.2 million in ASEP funds were allocated for the provision
of grants, and for the technical assistance, training, local
costs and research needed to implement the education component.
No commodities will be procured for this project component.

The major outputs identified under the MOUA between PATH and

USAID/Manila are: (1) strengthened capacity of the DOH to develop
(2) strengthened capacity of local

and implement an IEC strategy,

NGOs to serve as partners to the NAPCP, and (3) improved
understanding of HIV risk factors and situations in the
Philippines.

Initial target audiences identified include sex workers,
clients of sex workers, and men who have sex with men. In Metro-
Cebu, injecting drug users and 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 Cooperative Agreement between Johns Hopkins
University/Population Communication Services (JHU/PCS) and
USAID/Manila was amended in April 1994 to provide additional
assistance to the DOH in implementing HIV/AIDS mass media and
public relations activities. The responsibilities of JHU/PCS
under this amendment are to develop a mass media communications
strategy, oversee the implementation and evaluation of mass media
campaigns, and develop the public relations capacity of the DOH.

11



Acvproximately $750,000 xm 2
Ior tnhis activity

Accomplishments since the beginning of ASEP,

* Strengthening local partner NGOs. There 1s no baseiine for
comparing NGO strength before and after ASEP. However, based on
discussions with partner and implementing NGOs, it is clear that
they understand the goals and purpcses of the project, and are
following guidelines for message development and outreach.
Implementing NGOs have received PATH/partner NGO technical
assistance (TA) in grant management, message development and

outreach.

* Strengthening DOH capacity. Delayed project start-up aud DOH
staff turnover have hindered progress toward this goal. Strong
DCH oversight of a national AIDS IEC strategy has not yet
cccurred. Nevertheless, the gense of (ASEP) project ownership

within the DOE is currently high and positive.

* Implementation of IEC activities. ASEP has active projects
through local NGOs in Pasay City, Quezon City, Metrc Cebu,
Angeles City and Davao. Project expansion to Iloilo is under
velopment. A complete package of interpersonal, mass media and
blic relations interventions will be in place in at least three
the sites in 1995. The sites for education match the sites

for the surveillance component, and this will facilitate strategy
modification and evaluation.

a
p\
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A satisfactorily complete inventory of vulnerable
populations and access points has been conducted in at least
three of the sites. BRased on this information, sub-projects are

being tailored to "groups" most at risk.

* Mass media campaigns. Two mass media campaigns are scheduled
for 1895. One will be launched by ReachOut and McCann-Erikson
(under contract with PATH) in April, 12985, and the other, by the
Campaigns ad agency (under contract with JHU/PCS) in May, 1995.
Although not funded under ASEP, DKT also conducts mass media
campaigns to promote condoms directed to ASEP target populations.

Key Findings

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

coordinated.

The HIV/AIDS Educatiocon Subcommittee, created in
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collaboration with the DOE to formulate a communication strategy
for ASEP, has not met as often as planned and currently is
inactive.

Implementation through PATH uses a three-tier approach that
involves extensive coordination among PATH, its Partner NGOs, and
implementing NGOs. While this approach may improve capacity
building and sustainability in the long-run, it can cause
confusion if roles and responsibilities are not clearly defined

and mutually agreed upon.

The flow of funds and reporting among the three tiers has
been kept on schedule. Implementation of the ASEP education
component is well-monitored and documented at all levels.
However, only two of six scheduled guarterly project review
meetings have been held. Coordination of implementing partners
mostly takes place through informal channels.

Morale and dedication among the partner and implementing
NGOs is high. Mutual trust and respect between PATH and the
partner NGOs is evident, and sincere efforts are made to maintain
the constructive relationships. However, some implementing NGOs
want a greater say in the development of ASEP IEC materials and
he format of progress reports.

[®)

Some implementing NGOs are sharing community maps, IEC
materials and data from focus groups discussions. However,
is evidence of competition among ASEP NGOs, which could
eventually impede project implementation unless team-building

measures are taken now.

there

According to its SOW, JHU/PCS is required to develop a one-
r strategy and a five-year plan. The team saw no evidence

year
that these deliverables were being developed. They should be in
place, for mass media activities are scheduled to begin in May,
1855.

PIHES seerns minimally informed of ASEP education activities,
although it is willing to cooperate and share as needed. PIHES
defers to the AIDS/STD Unit to provide guidance on HIV/AIDS

education.

* Target Populations. HIV is not in the general population, nor
t an immediate threat to the general population. Populations
erable to HIV/STD in the Philippines are diverse, fluid, and
nequal risk. Multiple sources of data indicate that
eelaﬂce CSWs are at higher risk of HIV/STD than registered

Ws. There is alsc evidence of overlap among IDUs and CSW
popu ulations. There 1is no evidence that foreign tourists are a
major source cof HIV/STD transmission.

While overseas contract workers {OCW) were identified as a

13



orimary risk "group" in the ASEP PP, this group has effectively
been dropped in the implementation of the ASEP education
component. There is no evidence to suggest that OCWs are at
greater risk of HIV/STD than other groups in the generalc )
population. Therefore, the team did not look at what efforts are

being made to provide HIV education to this group.

ASEP mass media campaigns have emphasized that only t?ose
who engage in risk behavior are vulnerable to coptractlng HIV.
However, other media campaigns which have emphasized that AIDS
does not discriminate against anyone may have inadvertegt}y
encouraged the belief that all Filipinos are at equal risx of

contracting AIDS.

PATH and its partrers are aggressively targeting registered
and unregistered CSWs, MSMs, and (where indicated) IDUs. The
JHU/PCS 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 Strategy. Target audiences are involved in the design of
IEC strategies, primarily through participation in focus groups.
IEC and mass media messages and themes are adeguately pre-testec

among the target audiences.

ASEP Cooperating Agencies (CAs} are using two different i
communication strategy documents (the ASEP Education Strategy of
March, 1994 and the Philippines National AIDS{STD Communication
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 explifit%y
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 IEC strategies are being implemented: )
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.

Implementing NGOs and mass media agencies clearly UDGEFStan
the full range of behavior change options, althoug@.sub-prOJecLs
have different emphases depending on the target audience.
Communication materials being used offer a range of behavior

change choices and do not prescribe 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 ocutreach strategies are being implemented. The
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ectiveness of different strategies can be assessad

t

(]

relative ef
over time.

Although the ASEP education strategy mentions the inclusion
of additional target groups. Audience research has begun for
transport workers, but there are no current plans to develop

activities for new target groups.

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

Evaluation of these two campaigns must await implementztion.
However, they have similar target audiences and message content.
There is a potential for duplication of effort. It alsc may be
quite difficult to evaluate the separate effects of these two

campaigns.

# Public relations campaigns. Both ASEP mass media strategies
include public relations activities. Evaluation of these
activities must also await implementation. However, as with the
mass media campaigns, there may be a potential for duplication of

effort.

* Condom Programming. ACSEP does not provide condoms for HIV/STD
in the Philippines, and condom programming is technically not
part of the education component. However, many ASEP IEC
activities are clearly intended to increase the demand for
condoms. PATH has contracted with DKT to increase access to and

proper use cf condoms.

Condoms are being directly marketed to commercial sex access
points at low price. Over eight million pieces of the Trust
condcem marketed by DKT were sold in 1994. In addition, the
SOMARC 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

0of NGO performance.

A variety of brands of condoms are widely available,
accessible, affordable and of good quality. However, the amount
of lubrication on local condoms may be inadequate for sex wWOrkers
with more than three partners per night. Condom advertising and
placement 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 groups.
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Although impressive increases in condcm use have been
ocbserved for some sentinel populations, consistent condom use
remains dangzrously low for free-lance CSWs, men who have casual
sex with other men and male and female IDUs. Greater use of
condoms in risk situatinns is demand constrained rather than
supply constrained at the present. The use of condoms for
Gisease prevention still suffers from perceptions that condoms
interfere with sex and reduce sensation. These perceptions may
explain, in part, low levels of condom use in some ASEP risk

"groups".

* STD Infrastructure. ASEP does not include an STD component.
The education component was not designed to be implemented
through SHCs located in project sites. Nevertheless, SHCs are
cne point of referral for ASEP risk "groups", especially
registered commercial sex workers. SHCs also play an important
role in coordinating efforts of non-government and government

organizations at the local level.

While there is significant variation in the range and
quality of services ocffered at SHCs in ASEP sites, support for
indigenous networks of CSWs through the SHCs is taking place.
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

materials.

At

Research recently conducted by AIDSCAP on STD 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
'community health clinics' (which may serve as an alternative to
SHCs) . 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 useful behavioral data on risk "groups" in two ASEP
sites were gathered by FETP prior to the initiation of project
IEC activities. Data on risk behavior in three additional cities
became available in mid-19%4. Behavioral data on risk "groups"
all six proposed ASEP sites was made available by the end of

94.

W

i
1

PATH and its partner NGOs assisted implementing NGOs in
conducting audience research on different target groups. These
results were shared among NGOs and with JEU/PCS. JHU/PCS also
conducted focus groups on target audiences for its mass media
campaign and shared the results with other ASEP implementing
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rartners.

ementing NGOs are providing regular and extensive output
luding establishments contacted, persons reached,
materials produced and distributed) in their gquarterly progress
reports to the partner NGOs. One NGO, TriDEV, is conducting a
behavioral baseline survey on its target populations in order to
gain a more complete understanding of their risk. TriDEV is
using these data to orient peer educators. Surveying will be
followed by in-depth data collection to probe factors affecting

1igh and low risk behaviors.

Impl
data (inc

e 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 successfully
evaluating mass media efforts, as no evaluation plans were
presented 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 Findings. Numerous issues relevant to the ASEP
educaticn component were discussed during team fiesld visits.
Some of these issues are presented here.

Some ASEP IEC materials distinguish the term "AIDS" from
asymptomatic HIV infection. Because the general public refers to
HIV disease as "AIDS" in the local vernacular, these materials
may confuse target audiences.

The widely advertized "ABC's" of prevention (Abstinence, Ee

faithful and Condoms) implies a natural priority which may not
reflect ASEP's education strategy cr the priorities of its
primary target populations.

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

Some of the pre/post-test evaluation guestions used in
fraining activities are ambiguous and inaccurate.

ASEP 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.

Portions of the self-risk assessment tool Risk Advisor are
being included in training materials, despite some f£laws in the
content and in weighting of risk.
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Recommendations.

the potential to

The Philippines AIDE prevention program has t
The following

become the model for a low-prevalence country.
recommendations are offered mostly to help refin
well-conceived, timely and solid project.

an otherwise

* Process of Implementation. Two project coordinating
mechanisms, the quarterly progress review meetings chaired by
DOH and the Education Subcommittee, urgently need to be
revitalized. In addition, all ASEP implementing partners must
come to view the DOH, and especially the AIDS/STD Unit, as the
focus of cecordination and strategy development.

tne

PATH needs to ensure that roles and responsibilities
nherent in each of the three tiers of project management are
more clearly understood, and acceptable to all partners. PATH
and its partner NGOs need to be more sensitive to implementing
NGO concerns regarding the comparison of output performance and

IEC materials for different target audiences.

JHU/PCS needs to adhere more closely to its scope of work
nd produce a 12-month plan and evaluation strategy that can be
hared with other ASED implementing agencies.

U)f))

* Target Populations. Where it exists, the notion that all
Filipinos are at risk of STD/HIV should be discouraged and

discontinued.

The ASEP education component should continue and refine its
focus on high risk "groups" by prioritizing target populations
and allocating resources acco*dﬁngly By EOP all (100%) of the
highest risk populations in the ASEP project q1tes should be
targeted for coverage with interpersonal outreach, multimedia
exposure, condom access, and referral for STD diagncsis and

Creatment.

* IEC Strategy. The ASEP Education Strategy and the Philippine
National AIDS/STD Communication Strategy should gradually be
merged into a single strategy document in coordinaticn with the
development of national strategy guidelines.

As soon as possible, ASEP implementing agencies should
determine which IEC approaches are most cost-effective, and
replicate them in all project sites.

Educational efforts should be gradually recriented to
eflect changes in risk levels, as indicated by behavioral
surve17lance. Mass media should not be used to further HIV/AIDS
awareness in the general population, but rather to target clients
of CSWs and modify social norms. ASEP technical managers should
ensure that a range of behavioral options are included in, all I=EC
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terials.

U

* Condom Programming. PATH and Partner NGOs can help
implementing NGOs to view the direct marketing of condoms tO
thelr target populations as a complementary activity rather than
a short-cut means of achieving behavior change.

SHCs should make free condoms available to NGO outreach
teams for use by high risk individuals who cannot afford socially
marketed condoms.

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

* STD Infrastructure. ASEP IEC materials should be shared with
SHCs to increase coverage. As public sector services are
upgraded through projects funded by WHO, AIDAB, and others, ASEP
communication activities should increasingly refer individuals to
these outlets for STD diagnosis and treatment. As appropriate
models and strategies for improving public and private sectoxr STD
Creatment and management in the Philippines are developed,
USAID/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/May launch. Consideration should be
given to developing a method for determining the differential
impact of the two campaigns.

L= the resulting data

should be used to loock at aggregate 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 overail
assessment of project impact.

1% behavioral surveillance is undertaken,

* Miscellaneous. The term "AIDS" should be used to refer to all
stages of HIV disease, asymptomatic and symptomatic. The ABC's
of prevention might be amended to include a "D" for "Diagnosis
and treatment of STDs." The content of training matcrials needs
to be screened more carefully by local PATH technical staff.
Questionable items should be verified by full-time AIDS
professionals such as staff of GPA or AIDSCAP.

ASEP should continue to support telephone counseling. While
some NGOs are already tracking which ASEP target groups &are using

the service, more data on utilization of this service need to be
coilected.
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IV. Organizational Evaluation of the ASEP Proiject

Key findings.

* The Two Components of ASEP. In the initial phase of ASEP, the
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 gain
access to sentinel groups. Some NGOs have also found
surveillance data to be useful in informing LGUs about HIV/AIDS.

* The Subcommittees for Surveillance and Education. It was
originally envisioned that Surveillance and Education Technical
Working Groups would help guide the implementation of ASEP
activities. The Education Subcommittee met in ~ctober 1983, but,
in general, i1t has not met as often as mandated. The
Surveillance Subcommittee is currently being organized.
evaluation of project progress has been limited by a lack of

guidance from these Subcommittees.

Periodic

* The AIDS/STD Unit. Responsibility for the NAPCP, of which ASEP
is a major component, has been delegated to the DOH AIDS/STD
Unit. Relative to other bodies in charge of natiocnal 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 merged with the
NAPCP. Plans are also under way to increase the number of
permanent employees in the AIDS/STD Unit. The majority of Unit

empnloyees are contractors.

* Program Management. Management of the NAPCP has changed hands
three times in as many years. Expectations are high that the
newly appointed program manager will be able to work better with

ASEP implementing agencies.

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

* TLocal Government - NGO Collaboration. Local level AIDE Task
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Forces and similar multi-sectoral coordinating bodies have helped
to implement desired policies in a more coordinated way.

However, in certain cases, LGU action agendas have contradicted
local Task Force priorities, making some member NGOs reluctant to
share information about risk "groups" and planned IEC activities
with LGUs. However, through the active encouragement of the City
Health Office, NGO representatives have remained in the Task
Force. Efforts are now underway to make the Kabalikat drop-in
center the central base for Quezon City's response to HIV/AIDS.

Cebu City offers another model of coordination. Instead of
forming an AIDS Task Force, the Cebu City Health Office has used

the existing Basic Urban Health Services Task Force, a o
multisectoral body started under a UNICEF sanitatlog and hea+tn
program, to develop a join LGU-NGO action plan for implementing

HIV prevention programming.

In Angeles City, PATH was instrumental in organizing
establishment-based sex workers and floor managers. The group
they formed, Angeles City Entertainers (ACE), has been active in
br nglng to joint GO-NGO soonsored eaucatlon and counsplﬂlng
services to its members. One of ACE'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 secsvices.

The capacity of LGUs to implement HIV prevention programs,
and the most appropriate mechanisms for doing this, vary in each
locality. Much depends on the degree to which City Health
Officers actively encourage cooperation among the government,
NGOs and individuals at risk. The experience gained through
in LGU-NGO collaboration in HIV prevention is informative.
Several models for joint public-private sector response Lo
HIV/AIDS have arisen.

SED

* The Philippine National AIDS Council (PNAC). At the national
level, high-ranking officials of thirteen govermnment agencies and
representatives of six NGOs have been tapped to sexve on the
PNAC. The Council was tasked to advise the President of the
-nlllpplnes on matters pertaining to HIV/AIDS. The efficacy of
the PNAC is therefore dependent on actions taken by the President

to implement its recommendations.

Due to several interacting factors, the PNAC has not been
effective. Representatives of other government agencies do not
perceive HIV/AIDS as an imminent threat in the Philippines, and
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rs also have

assume that the DOH can address it. PNAC m & '
o HIV prevention

widely divergent views as to what approache
and control are effective and appropriate.
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It was envisioned that the PNAC would have high-level
members with the authority to make decisions for their
Departments. 1In 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
PNAC 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 "servicer of
servicers". While the DOH has recently developed a strategy for
clarifying roles and responsibilities, the transition from
"rowing" to "steering" is ongoing.

The ASEP education component has received minimal

rvision from the DOH. In contrast, one partner NGO reported
PATH supervises its management of subgrants too closely. In
is respect, it should be noted that PATH must meet USAID
financial and technical accountability requirements for bila;eral
rojects. The reporting requirements of USAID bilateral projects
re more comprehensive than those of the AIDAB regional HIV/AIDS
initiative, which is also providing grants to many of the same
NGOs. Due to differences in donor funding mechanisms being used
to support local NGOs, it may appear to them that USAID/PATH 1S

micro-managing unnecessarily.

up
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* Financing Mechanisms. The formal organizations established at
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
relinguish control over the allocation of health funds. Because
of budget constraints and more immediate priorities, LGUS
generally have limited funds available for health spending.

* Implementing 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.

* Donor Coordination. There is a reported lack of donor
coordination to the NAPCP. Apart from the organizational and
follow-on meetings held in 1991, there have been no formal donor
meetings in the last three years. However, donor representatives
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ro develop strategies for

and to discuss common Concerns.

Recommendations.

* Project Oversight. The Steering Committee of ASEP must be
reactivated. Its could formulate recommendations for mgklng ASEP
more responsive to the prevailing HIV/AIDS situation. It could
facilitate the implementation of initiatives, such as the A
revision of the Sanitation code, that are beyond the scope oI
ASEP but affect project success. The DOH must also conglder the
need to exercise its ASEP oversight function more forcefully.

* Mechanisms for Coordination. The ASEP Education Subgommltte?
must meet more regularly to assess the efficiency and 1mpact ot
IEC activities and to enable implementing agencies to act in a

more coordinated manner.

Consideration should be given to the establishment of a
"grievance system" whereby unresolved disagreements betygeg ASE
NGOs, or between NGOs and LGUs, could be addressed expeditiousl

P
Y.

The AIDS/STD Unit must be institutionalized

* The AIDS/STD Unit. e
Tts continued attachment to
re

as a permanent "service" in the DOH. - .
the Office of Special Concerns (0SC) may be recommended, as the

is a potential for synergism among OSC programs which have
overlapping concerns.

The technical and financial capability of the AIDS/STD Unit
to develop and manage a strategic plan for STD prevention and
control must be strengthened.

* Program Management. The success of the AIDS/STD Unit should be
made to depend less on the person in charge of it. Expectations
of the program manager must be based on the resources and powers
at his/her disposal. To this end, his/her authority, functions

and liabilities must be spelled out more clearly.

Local level public/private
The relevant

* Local Government/NGO Collaboration.
sector partnership must be further strengthened.
experience gained in cities such as Angeles and Cebu could serve
as a medel for other cities. (The search for learning ”models?

may be directed away from Thailand towards local achievements in

mobilizing joint GO-NGO responses to HIV/AIDS.)

* The PNAC. The PNAC could serve as a venue for policy dialggue
and 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 USAID/Manila assistance. '
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* Roles and Responsibilities. The specific roles and
responsibilities of NAPCP implementing agencies must be redefined
and clearly communicated. Important factors such as the
devolution of health services and the administrative
responsibilities of NGOs should be taken into account. In this
respect, USAID/Manila should re-assess the three-tiex management

of the ASEP education component.

* Pinancing. 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 Information
and Health Education Service would oversee the implementation of
the ASEP education 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. USAID/Manila
may want to 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 NAPCP?
must be more proactive in determining which donor agencies will
support various components of the programs.

* Donor Coordination. Future donor assistance must be
cocrdinated more systematically as activities in other NAPCP
program areas are implemented, and as the number of donors and
levels of funding increase. The DOH should consider taking the

lead role in convening donor meetings.

* National Strategy Development. Plans are underway to use the
'Australian method' to develop a national AIDS strategy for the
Philippines by December 1, 1995 (World AIDS Day). This process

will involve all national and local level agencies involved in
implementing the NAPCP, in an effort to achieve consensus on kev
issues that are still unresolved. The development of a national
AIDS strategy represents an important opportunity to put a much
needed legal/regulatory framework in place, and galvanize
political commitment to addressing HIV/AIDS issues at all levels
cf government.
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ANNEX THREE: ASEP MIDTERM EVALUATION SCOPE OF WORKX

The AIDS Surveillance and Education Project
Mid-Term Evaluation

Scope cf Work

Project Background

N

Pricr to the ccmmencement of the AIDS Surveillance and
Education Project (ASEP), USAID provided over $3.5 million
to the National AIDS Philippine Control Program (NAPCP) .
This assistance was used to fund activities in Metro Manila,
Cebu, Olongapo and Angeles 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.

+

ct
)

Recognizing the need to do more in HIV/AIDS control and
requirement to support more focused efforts, USAID

authorized the ASEP 1in late 1992. The project is schedu
to continue until 1897 with a present funding level of $

million.

le
7

Ul

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
Encourage behaviors which reduce HIV transmission.”

[N}

two components of the project are:

-]
by
(0

Surveillance. Project funds are targeted
atestablishing an HIV sentinel surveillance system at
strategically located geographic sites and population
2. Education. Local NGOs are supported to provide
community-based education targeting groups that
practice high risk behaviors, in lcocations where the
sentinel surveillance system have been established.
Education and some mass media are based on behaviora
research and surveys supported by the ASEP and other
projects, The educational compon=ant of the project
aims to reduce high risk behaviors, thus the

'..A

transmission of HIV. (Funds are proviced via z
cooperative agreement with PATH for this
component.)groups. Presently the Department of

Health's (DOH) Field Epidemioclogy Training Program

(FETP) Unit has established sentinel sites in Pasay

City and Quezon City -- in the greater Manila area; 1in

Cebu City; Davao City, Iloilo City and Angeles City.
34
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The surveillance systemhas initially monitored both

male and female commercial sex workers (CSWs), men who
have sex with men (MSMs), IV drug users (IVDUs), and
patients of STD clinics ("clients"). Other groups

assumed to practice high risk behaviors are planned to
be included in the surveillance, such groups include
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 nation-wide mass media AIDS education effort
directed at the general population. This media blitz
will run during late 1994 through mid-19%5 with the
exceptions of the Christmas season, the visit of the

Pope in January, and during the May elections. (Mass
media efforts are funded through John Hcopkins
University.) And, (b), assistance to esczplish an all-

voluntary blood banking system(s) in the Philippines.
(This activity has yet to be designed.)

USAID, by significant margin, is presently the major
donor in the Philippines' National AIDS Control
Program. Other donors include AIDAB, UNFPA, the
Japanese through the "Common Agenda, " and WHO.

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 project was designed, it is time to take a
look at overall project 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 STD/HIV/AIDS control. The evaluators then will
look at the entire NAPCP Program and make recommendations to
the GOP, particularly the DOH, and to donors on how the
national program can enhance its achievements and resclve
any problem 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:

] Evaluation members will work as a team. The evaluation
team leader will be responsible for assuring that the
entire scope of work is completed and the evaluation
report is put in f£inal form before departure.

N

Cetailed Evaluation SOW is given below; hcwever, the
evaluation team will be given questions submitted by
35



the DOH, WHO, AIDAB, DKT and PATH £
expansion. The great majority of t

T

or consideration and
heir inputs have

been utilized in the following SOW:

(a)
(1)

{2)

(3)

o~
W

(7)

(3)

Surveillance:

Should the ASEP aim to establish 30 geocgraphic
sentinel surveillance sites by 1997, as in the
project design, or should the number of sites be
restricted in number?

What groups should the seroprevalence surveillance
target at this stage? Has a system been developed
for behavioral surveillance? Are representative
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 routinely and
clearly communicated to all entities involved in
HIV/AIDS control efforts? 1i.e. within the DOH, to
NGOs, and to the deonors? Is the data being
integrated and are the implications and
recommendations being formulated and communicated
with end users in mind?

How will the behavioral change planned: "increase
in safe sex practices" be measured? Does the
FETP-generated survey provide sufficient and
usable data?

Has the AIDSCAP STD behavioral survey provided an
adequate behavioral baseline with the CSW target
group?

What role do local government officials play in
seroprevalence and behavioral surveillance? What
role do zhe NGOs play? Should they be modified?
Is behavioral surveillance being conducted for
tracking purposes only or is the data being
utilized in control efforts?

Are the surveillance data presented in a useable
format? Can it be improved?

How timely are the delivery of surveillance

results?

Education
Should the project limit its IEC focus on selected
high risk groups, given the present stage of the

epidemic?
Quezon City has a seroprevalence rate of over 1
What is the DCH and the donor and NGO community
doing to address the situation in this area? What
should what can they be doing?
Is the ASEP strategy of utilizing NGOs to provide
IEC effective? Should the private sector and/or
the GOs be brought in more to assure coverage? IT
so, how should they be brought into the effort?
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(2)

+cles should they play?

Is peer education the culturally appropriate model
for AIDS education and intervention programs in
the Philippines?

Should the project rely more on social marketing
in the delivexry 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 guestions

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 gquality and impact of strategy
activities?

What are the gaps in other support services for
STD/AIDS intervention that need to be addressed
for overall project impact?

Mags Media:
What are the channels of coordination between the

mass media component and the surveillance and

education components?
What is the strategy for the mass media component?

Is it epidemologically sound?

What impact has past media efforts have on target
groups? The general public? Have this be
assessed?

Should mass media target building awareness when
there are indications that awareness is extremely

high?

Organizational Policy and Other:
Are donors effectively coordinating assistance to
the NAPCP? 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?.
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?
Should ASEP address the apparent need to improve
STD diagnosis and treatment to groups practicing
high risk behaviors, given the iImportant of
classic STDs in HIV transmission? If so, ‘how/what
assistance should be provided?
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Are condoms available to groups practicing high
risk behaviors?

Is the PNAC functioning? What are the
constraints?

Has the DOH issued a Departmental Order to
establish clear lines of responsibility for
implementation of the NAPCP?

Are other national governmental departments
involved in the NAPCP? How can they be involved?
What governmental action(s) are needed to get
their involvement?

What are the other donors planning re. support for
HIV/AIDS control? Are the donors coordinating
adequately? Are there overlaps: are there gaps?



ANNEX FOUR: USES AND LIMITATIONS OF HIV/AIDS SURVEILLANCE,
INCLUDING BEHAVIORAL SURVEILLANCE

Introduction.

Public health surveillance can be defined as "the
collection, analysis, and dissemination of all data relevant to
the prevention and control of a public health problem". Methods
and systems for public health surveillance of HIV infections and
AIDS cases (HIV/AIDS) have been evolving since the initial
development of HIV sentinel surveillance (HSS) in the late 1880s
by the Global Programme on AIDS (GPA) of the World Health
Organization (WHO). As of 1995, routine surveillance of sexually
transmitted diseases (STDs) and surveillance of behaviors that
place a person at increased risk of acquiring or transmitting an
HIV infection have not been carried out by any national HIV/AIDS

Prevention and Control Program.

Basic questions that need to be answered before the
velopment of any surveillance system include: what data are
ed, with what frequency, and with what accuracy? However,

e these basic guestions can be answered in detail, the more
estion - what specific action or actions, if any, will be
a result of surveillance findings? - needs to be
first. Surveillance data are supposed to be data for

alth action. Up to now, it seems that very little, if
ific actions have resulted from most of the public
IIV/AIDS surveillance data that have been collected to
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or surveillance data to be relevant and useful, the basic
es of the program should be reviewed to determine 1if the
ance findings are useful for the achievement of program
es. The basic and primary objective of any AIDS
prevention and control program is to prevent the transmission of
HIV infections; a secondary objective is to be able to estimate
he current and future number of AIDS cases so that adeguate
ealth and social services can be mobilized.

Surveillance of AIDS and HIV Infection.

Reported numbers of AIDS cases are of limited value Ior
public health planning. In addition to reflecting HIV inrections
which were acquired many years previously, significant
"adjustments" usually have to be made to the reported data to
account for delays and incompleteness of reporting. Estimates
of the prevalence of HIV infection are essential for monitoring
the epidemiclogical patterns and scope of individual epidemics.
In addition, future cases of HIV-related diseases, includin
AIDS, will depend on the number of persons infected with this

virus.



is difficult and generally not feasible to monitor
IV infection in the total or "general" population,
many public health surveillance systems have relied on the
routine and consistent collection of data from sentinel groups.
Such surveillance has focused on easily defined and accessible
population groups. The basic purpose of sentinel HIV
surveilllance 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 at selected sites,
the data collected will provide information on HIV trends in
these groups which should be sufficient for the design and
direction of HIV/AIDS prevention and control programs. The
sentinel populations selected should allow for the monitoring of

i B

2all the major HIV risk behaviors or factors kxnown to be prevalent
in any given area.
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What information is needed regarding the prevalence of HIV
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
percent), is there a need to attempt to determine precisely how
low the actual prevalence might be? It may be quite sufficient
for HIV/AIDS prevention and control programs to be aware of the
following general levels of HIV prevalence for different

population "groups”:

A. HIV not detected

B. HIV present and prevalence probably very low (less than
0.5 percent?)

C. HIV prevalence close to 1 percent

D. HIV prevalence more than 5 percent

These arbitrary HIV prevalence levels are within the
capability of most public health HIV/AIDS surveillance systems to
measure and meonitor with reasonable sample sizes. 7To be able to
measure any specific prevalence level below 1 percent with any
degree of statistical confidence would require very large sample
sizes, and the additional problems of biases in sample selectiocn
and oart1c1patlon 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 "groups", whereas many heterosexuals who
have multiple sexual partners (HMSPs) in many areas are still at
level B. These arbitrary "threshold" levels can be changed by
HIV/AIDS programs to f£it their own priorities or anxieties. It
also has to be emphasized that public health HIV surveillance
systems cannot provide complete surveillance coverage of all
areas and populations, nor is there any overriding need for such

a comprehensive surveillance system.
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A freguent criticism of sbartipg sentinel HIV surveillance
in only a few of the highest HIV risk "groups" in the highest
risk arxeas (usually the largest cities) is that possible
epidemics in other areas and populations will go undetected.
Wnile this is always a DO&Slbll’ty, more than a decade of
experience in public health surveillance of HIV/AIDS indicate
that concern about HIV epidemics occurring outside of the largest

urban areas before high HIV seroprevalence levels are reached in
the large cities are unfounded. Experience in many countries,
where HIV epidemics have reached level D among several
heterosexual high HIV risk groups such as female commercial sex
workers (FCSWs) and/or heterosexual STD patients, also indicate
that spread to the "general" population of heterosexuals as
refiected by HIV sercprevalence levels among antenatal women may
take up to 5 years or more to reach level C.

There has been a general uneasiness of public health
programs to accept the fact that the incidence and prevalence of
HIV infection are difficult to measure with any great degree of
precision and/or confidence. In addition, there has been an even
greater reluctance on the part of HIV/AIDS program managers and
policy makers (incliluding many public health epidemiologists) to
accept the 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/AIDS prevention and control programs.

Behavioral Surveillance.

During the early 1950s, at the behest of international
donors, increasing attention was given by GPA/WHO to the
development of evaluation indices for HIV/AIDS prograr. Although
the importance of data on the prevalence and pattern AIDS cases
and HIV infections is accepted, these data are also acknowledged
to be of limited use for the evaluation of the effectiveness of
education and other intervention measures in changing HIV risk

behaviors.

Methods for routine STD and behavioral surveillance that
should be implemented by HIV/AIDS programs, including the
specific data that need to be collected, have not been fully

developed by GPA/WHO or by any major public health agency. The
concept of behavioral surveillance was not formulated until 1983
has not

and behavioral surveillance targeting high risk "groups”
yet been systematically and routinely implemented in any national
HIV/AIDS program. In addition, programmatic uncertainty exists

as to whether the routine collection of beshavioral data should be
the responsibility of traditional public health epidemioclogy d
surveillance units or whether behavioral surveillance should
developed and implemented by those responsible for education

outreach activities.
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GPA/WHO continues to give high priority to periodic (every 3
4 years) and relatively large scale Xnowledge, Attitudes,
iefs, and Practices (KABP) surveys of a large (3,000 or more)
ndom survey of young and middle-aged adults. Such KABP surveys
e important to accurately measure and to better understand
evalent beliefs and behaviors in the "general" adult
population, but are of limited or no use for the timely
evaluation of intervention measures directed to specific
population "groups" or specific behavicrs such as condom usage in
CSWs. These surveys have been developed and supported by
social /behavioral research personnel at GPA/WHO 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 surveys in specific population
groups 1in Bangkok and & draft manual and questionnaire should be
available for distribution by mid-1895.
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It needs to be critically 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
the epidemiology of HIV infections cover the past decade, it is
clear that multiple and to some extent separate epidemics of HIV
infections can occur in any country or region depending on the
distribution and prevalence of specific HIV risk behaviors - MSM,
IDUs who routinely share injecting equipment, and HMSPs. HIV
surveillance systeme need to be designed to appropriately monitor
each of these relatively separate HIV epidemics.

The more appropriate and essential surveillance data needed
by AIDS prevention and control programs are the patterns and
prevalence of sexual behaviors related to multiple sexual
vartners and the patterns and prevalence of sharing injecting
equipment among injecting drug users. There is a critical need
to develop routine surveillance of these HIV risk behaviors. IEZ
public health programs are to be effective in reducing or at
least modifying these HIV risk behaviors, they must first obtain
reliable baseline data on sexual and injecting drug behaviors in
pcocpulation "groups" who are known to practice these risk
behaviors. The essential data needed for all risk "groups'" are:

1. On average, how many different sexual partners did persons
in this "group" have over the past month and/or week?
2. For each of these sexual encounters, was a condom used?

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

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

A specific means of evaluating the effectiveness of program
interventions with regards to achieving the stated targets.

o
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For example, if the targeted population were truck drivers,
and the baseline behavioral surveillance survey indicated that
this "group" had an average of 3.5 different sexual partners per

month and the condom usage or coverage rate for these sexual
contacts was 20%, then the program can initially set objectives
or program targets to reduce the average number of sexual
contacts in this "group" to 2 or less per month, and tO increase
the condom usage rate to 50% over the next & months or year.

Such program objectives should be pursued regardless of whether
the HIV c=eroz:r*ﬁvaﬂ_ence in the community is very low, moderate or
high. A second behavioral survey 6 months or a year later can be
used to measure if program targets were achieved, or at least to
determine 1f any statistically significant changes occurred or

not.

All identified high HIV risk "groups" need to have routine
sexual behavioral surveillance surveys (not research studies)
carried out on a regular basis. For those "groups" who may
engage in injecting drug use, the essential behavioral questions
they need to be asked in addition to the two basic sexuzal

behavioral guestions are:

]

1. How many persons, and/or times did they share drug injecting
equipment during the past month and/or week; and
2. Did they use separate and/or clean injecting egquipment, when

hey shared injection equipment.

The answers to these behavioral guestions will provide
public health programs with data to develop targets for changing
these behaviors and with data to evaluate the effectiveness of
education and other interventions in achieving these targets.
Public health epidemiclogists, in collaboration with behavioral
sbﬂenblsts and experts need to develcop and evaluate instruments
(guestionnaires, etc.) and methods for the routine collection of
behavioral surveillance data for specific populations.

Summazry and Conclusions.

oy

As described above, surveillance data on HIV infections
AIDS cases are needed to estimate the current patterns,
prevalence, and trends of the epidemic. However, routine
HIV/AIDS surveillance data are not sufficiently sensitive or
cimely for the direction of prevention programs. By the time
that HIV surveillance data indicate that HIV infections are
increasing at a very rapid rate in any specific population, it is
generally too late and/or too difficult to prevent further
extensive spread. n addition, without extensive qualitative and
guantitative data on behavioral patterns, public health programs
will not be able to adequately design and direct appropriate
intervention measures to specific target populations to change or
modify their documented risky behaviors.
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ANNEX FIVE: AIDS CASE REPORTING AND HIV SEROSURVEYS IN THE
PHILIPPINES

AIDS case reports are received by the AIDS Registrar in the
FETP Office/DOH/Manila via a passive reporting system. The Iirs
As of

case of AIDS was diagnosed in the Philippines in 1984.
early 1995, close to 190 AIDS cases have been reported to the
Naticnal AIDS Registry. The majority (close to S0%)of the
reported AIDS cases probably acquired their HIV infection via th
sexual route - over half of the total reported cases are in
hetercosexuals and over a third are in homosexual males. More
male cases have been reported compared to female cases and the
male:female ratio has been about 1.3:1. In general, male cases
are older than female cases and the median age for male AIDS
cases in 1594 was 36, whereas the median age for female AIDS

cases was 30.

Up to 1%92, less than 20 AIDS cases were reported annually
a marked increase has been noted cover the last couple of

but

years - 32 cases were reported in 19S3 and 56 in 19%4. No

specific studies are available to estimate how incomplete,

inaccurate, and delayed AIDS case-repcrting may be in the

pr ilippines, but informal discussions with senior staff of FETP
uggests that the actual number of AIDS cases, as of early 18855,
ay be conservatively estimated to be at least 300.

AIDS surveillance data, collected in the Philippirnes via a
passive reporting system, continues to provide an incomplete and
delayed description of the HIV situation. As of early 1995

aboub 190 AIDS cases have been reported but it is conservat
estimated that at least 300 AIDS cases may have occurred.
Although general education, to medical providers and hospital
workers to better recognize and report AIDS cases, should be
increased and improved, the general passive reporting system of
AIDS cases in the Philippines can be expected to remain
incomplete and unreliable.

.Ly

As of early 1895, in addition to the reported AIDS cases, a
cumulative total of abcut 400 HIV-infected persons have been
detected in the Philippines. Almost all of these HIV-infected
persons were found through HIV serosurveys carried out from 13885
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 tests were for screening of blocd for transfusion,
and over 175,000 were in female commercial sex workers primarily
in Olongapo, Angeles City and Manila. These relatively large
scale HIV sero-surveys documented the presence of HIV infection
in the Philippines, but at very low levels--about 2 to 3 per
1,000 among MSM and, on average, less than 1 per 1,000 among

FCSWs.
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ANNEX SIX: SUMMARY OF THE MOST RELEVANT SURVEY DATA FOR ASEP

1. HIV Infection Percent HIV«+

Population Quezon Citvy Pagay City Metro

Cebu Davao Angeles Iloilo Total
LETP-HSS
IFemale CSWs: Registered
Jun-Aug '93 0.3 0.0 - - - 0.2
Apr-Jun '94 0.3 - 0.0 0.0 - - 0.1
Sep-Nov '94 0.3 0.3 0.0 0.0 0.0 0.0 0.1
Female CSWs: Free lance
Jun-Aug '93 0.0 - 0.0 - - - 0.0
Apr-Jun '94 0.0 - 0.0 0.0 - - 0.0
Sep-Nov '94 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Male CSWs
Jun-Aug '93 0.0 - 0.0 - - - 0.0
Apr-Jun '94 0.0 - 0.0 0.0 - - 0.0
Sep-Nov '94 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Males with an STD
Jun-Aug '93 0.0 - 0.0 - - - 0.0
Apr-Jun '94 0.0 - 0.0 0.0 - - 0.0
Sep-Nov '94 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Men who have sex with men
Jun-Aug '93 0.0 - 0.0 - - - 0.0
Apr-Jun '94 0.0 - 0.0 0.0 - - 0.0
Sep-Nov '94 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Injecting drug users
Jun-Aug '93 0.0 - 0.0 - - - 0.0
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1. HIV Infection (cont.) Percent HIV+

Population Quezon City Pasay City Metro Cebu Davao Angeles Iloilo Total

NAMRU

Female CSWs
Jul93/Apr94 0.0 0.5 - - 0.4 - 0.1

Male CSWs
Jul93/Apr9a 0.0 - - - 0.0 - 0.0
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3.

Population Quezon City

Reported Risk Behaviors Percent Reporting "Always Use Condoms"

Pagsay City Metro Cebu Davao Angeles Iloilo Total

FETP-HSS
Fomale CSWs: Registered

Jun-Aug '93 22 - 12 - -

Apr-Jdun '94 62 - 69 27 - - -
Sep-Nov '94 60 33 81 21 25 40 43
Female CSWs: Free lance

Jun-Aug '93 30 - 1 - - -
Apr-Jun '94 29 - 11 19 - - -
Sep-Nov '94 43 69 13 35 11 17 36
Male CSWs
Jun-Aug '93 18 - 1 - - - -
Apr-Jun '94 4 - 1 12 - - -
Sep-Nov '94 34 8 2 3 10 - 13
Males with an STD
Jun-Aug '93 - - - - - - -
Apr-Jun '94 - - - 0 - - -
Sep-Nov '94 - 8 - 1 - - 2
Men who have sex with men
Jun-Aug '93 1 - 1 - - - -
Apr-Jun '94 0 - 2 3 - - -
Sep-Nov '94 3 1 2 10 3 8 3
48
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3. Reported Risk Behaviors (cont.) Median Number of Sex Partners Per Week

Population Quezon City Pasay City Metro Cebu Davao

Angeles Tloilo Total

FETP-HSS
Female CSWs: Registered

Jun-Aug '93 2 - 3 - -

Apr-Jun '94 5 - 3 3 - - -
Sep-Nov '94 5 7 3 3 4 3 4
Female CSWs: Free lance

Jun-Aug '93 3 - 14 - - -

Apr-Jun '94 4 - 14 3 - - -
Sep-Nov '94 3 2 5 3 4 3 3
Male CSWs (male and female partner::)

Jun-Aug '93 3 - 2 - - - -
Apr-Jun '94 3 - 1 2 - - -
Sep-Nov 94 3 2

b2
(O]
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Males with an STD
Jun-Aug 93 - -
Apr-Jun '94 - -

- 2 - - -
Sep-Nov '94 - 1 - 2 - - 2
Men who have sex with men (male and female partners)
Jun-Aug '93 1 - 2 - - - -
Apr-Jun '94 1 - 1 2 - ~ -
Sep-Nov '94 1 1 1 2 2 1 1
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3. Reported Risk Behaviors (cont.)

Population Quezon City Pasay City

Percent Reporting Drug Use

Metro Cebu Davao Angeles Iloilo Total

FETP-HSS
Female CSWs: Registered

Sep-Nov '94 2 1. 2 1 1 2 1-2
Female CSWs: Free lance

Sep-Nov '54 - 5 3 1 - - 3
Male CSWs

Sep-Nov '94 - - 12 6 1 - 7
Males with an STD

Sep-Nov '94 - 7 - 1 - - 2
Men who have sex with men

Sep-Nov '94 - 3 5 5 - 2 4
(% who share needles)
Male injecting drug users

Sep-Nov '94 16 66 61 33 40 - 59
Female injecting drug users

Sep-Nov '94 57 - 17 - - - 38



ANNEX SEVEN: DEVELOPING PRIORITIES AMONG PRIMARY RISK
POPULATIONS FOR SEXUAL TRANSMISSION OF HIV

Interpersonal communication 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 all vulnerable individuals 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 modified version of that schema follows:

Spouses and Other Sexual Partners**

1
t

0
Male Customers and Other CSW Partners*

o
i
R
P
Commercial Sex Workers (CSWs)*

Peter Lamptey. "An Overview of AIDS Interventions in High-risk Groups" in AIDS and

Source:
Women's Reproductive Health. L.C. Chen et al eds. New York. 1981.

Individuals 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 most 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 used and STDs are prevalent in these populations, HIV
once introduced in sufficient 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 the level of risk

among the primary risk groups.

The Philippines is in a pre-epidemic phase and the AIDS Surveillance and Education
Project (ASEP) has carrectly targeted the individuals who have the highest risk
behavior. These include CSWSs, customers of CSWs, men who have casual sex with
other men and injecting drug users (IDUs). These populations are of uneqgual size and
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are guite diverse. Risk is unequal within each group as well. For example, among
CSWs free-lance street-walkers may be at higher risk of STD and HIV than
unregistered CSWs in a Casa (call-girl house). CSWs who charge lower fees are
generzlly more vulnerable than those who charge higher fees (since price for sex
generally correlates inversely with number of partners). Among 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 financial resources are limited (as they usually are) prevention
programs must direct their efforts to the members of the high risk groups with highest
risk first. The level of risk is determined by qualitative and guantitative behavioral
surveys and confirmed by periodic STD prevalence data. However, for educational
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 penetrate (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..

Accessibility: The program may be able to identify a populaticn 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
eqgual level of risk behavior. But keep in mind..

Mutability: How probable is it that an individual is able to change his or her
behavior. IDUs or brothel-based CSWs may have little ability to control or limit
their exposure to risk. Unless a supportive environment for change is in place,
it may be a waste of resources to devote toc 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:

Transmissibility: 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 impartant.
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 case of ASEP, much of the necessary data are already in hand. To aid in viewing
these factors simultaneously, a grid format is proposed. By assigning values for each
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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 PRIORITY LIST OF SEXUAL RELATIONSHIPS FOR
RISK OF HIV/STD TRANSMISSION

Commercial Sex Relationships

Lower-fce Higher fee Customers of
CSWs CSWs CSWs
Message Potential
1. Ease of access to
written messages
2. Ease of access to
personal education

3. Ease of changing
behavior to lower
risk

Transmitter Potential

1. Seroprevalence of
HIV (or syphilis)

2. Potential to spread
HIV to many others

3. Size of population

Total Score

Suggested scoring key:
Message Potential: (Very difficult = 1, Difficult = 2, Moderate = 3, Easy = 4)

— A4

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



DEVELOP/NG A PRIORITY LIST OF SEXUAL RELATIONSHIPS FOR

RISK OF HIV/STD TRANSMISSION

Casual Sex Relationships

Men who have iDUs
sex with men

Street
Adolescents

Message Potential

1. Ease of access to
written messages

2. Ease of access to
personal educaticon

3. Ease of changing
behavicr to lower
risk

Transmitier Potential

1. Seroprevaience of
HIV (or syphilis)

2. Potential to spread
HIV to many others

3. Size of population

Total Score

Suggested scoring Key:
Message Potential: (Very difficult =

Transmitter Potential: (Low = 2, medium

1, Difficult = 2, Moderate =

= 4, high = 6)




In the case of ASEP, all of the populations listed in the above tab]e; are targeted for
interventions. The prioritization process should not be used to eliminate any of these
groups frem outreach programs. Instead, the scoring can be used to assist program

managers in the following ways:

® As a criteria in soliciting and screening proposals for more outreach
activities;

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

° As a means for allocating unprogrammed resources;

® As a means for discussing strategy modifications with implementing
agencies. :

The scoring weights (e.g., 2 for ‘difficult’, 4 for ‘medium’) are not arbitrary. They glve
somewhat higher priority to transmitter potential dimensions than megsa:_gg potential.
This partly reflects the fact that more is known about the potential of mmvxc_fuafs to
spread HIV to others than is known about the relationship between educatxon and
sustained behavior change. Thus, the total score will be inﬂuencecj slightly more by
the transmission potential variables than the message potentiai. variables. Deciding on‘
the scores for the individual cells (i.e., ease of changing behavior among gustomers of
CSWs) needs to be discussed among a small group of weil-inform?d qu‘vz.duaxs who
have worked with the population in question. If there is wide variation within a group
(e.g., sauna workers, street walkers and beer house girls) then these su.b-groups can
be scored separately. However, too much subdividing of target populations may {be
unrealistic given the lack of clear distinctions between some groups and constantly

changing formats of risk behavior.

it is important to emphasize that all the listed population sub-groups are vulnerable
and are worthy of the ASEP outreach services. It is the timing and relative ;mount ot
resources that is uneven and can be adjusted by program managers to achieve
optimal coverage. The above tool is an aid to managers to help them make more

objective judgments in the difficult, but necessary, prioritization process in AIDS
prevention education outreach.



ANNEX EIGHT: RANGE OF SEXUAL BEHAVIOR CHANGE OPTIONS IN THE AIDS
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 dc so for a
variety of reasons that have little 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 couples; a
cafeteria approach has been proved to increase contraceptive prevalence --
prevalence increases as the range of choices expands. In the same way, HIV
preventicn programs can expect to increase the prevalence of lower risk practices as

more behavioral options are offered.

However, simply knowing about the options is clearly not enough. Programs must
make sure that high risk individuals have access to prevention services and the skills
to use them. The attached chart presents a form of hierarchy of prevention choices.
Individuals may choose a combination of options or switch back and forth among
options as the situation demands. Generally, in the case of HIV prevention, the more
options used results in a reduction of risk. But there are exceptions of course. For
example, merely reducing one's overall number of sex partners while retaining the
most risky partners will do little to protect against HIV/STD. Substituting casual sex
without condoms for cornmercial sex with condoms may actually increase one’s risk.

The following list of behavicral options are organized into five categories:

Reduce sex with risky partners

Use condoms for disease prevention
Use spermicides for disease prevention
Have STD check-ups and treatment
Seek HIV counseling and testing

A

Although the relative safety of these behaviors varies with the level of HIV 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 to having sex with someone who might be infected with an STD. Then,
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commercially available spermicides may offer some protection 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 effects have been observed and reduction of risk
for STD and HIV has been scientifically documnented in field trials.) If neither condoms
or spermicides are available, and sex with a risky partner is unavoidable, then thg next
best course of action is to have an STD check-up with & qualified medical practiioner
as soon as possible. While treating an STD won't necessarily protect against HIV, ‘the
risk of contracting HIV is much higher when a person has an active venereal infecticn.
Finally, the most vuinerable, those who cannot reduce the number of risky partners
and cannot increase the use of condoms, should seek HIV counseling and testing. '
Although the HIV test does not confer protection against future infection, some studies
have shown that counseling plus HIV test results may motivate a person to adopt

safer sex practices.

The lesson for prevention programs is that educational outreach, hotlines and mass
communication must always try to communicate the message that there is a choice of
multiple options -- and that people are availabie to help explain the choices and how 10

use any or all of them.
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Notes on terms used in the attached chart:

“Concurrent” sexual partners refers to having sexual relationships with more than one

erson 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" sexual .
relationships refer to individuals who are faithful to one partner during the relationship
but terminate the relationship and then initiate a new, monogamous sexual
relationship.

CSW refers to female and male commercial sex workers.

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

Spermicides (containing, for example, memfegol, nonoxynal 9) refer to vaginal films,
gels, foams or tablets which are inserted in the vagina shortly before sex.

PHC is an abbreviation for primary health care provider.

NGO: Non-governmental organization.

Self-test refers to products that may come on to the commercial market as (saliva or
blood) coliection devices and rapid tests which, when linked with testing centers could
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provide test resulis directly to the consumer.

Cafeteria of Options: Reducing Risk of HIV

Reduce Sex With Risky Partners

e Reduce the number of partners

-«

- abstinence
+ - fewer concurrent partners
- fewer serial partners
v e Reduce the type of partners
¥ - less CSW partners
- less partners who have multiple
v partners
v ® Reduce the number of episodes
- delay first sex
¥ - substitute non-penetrative and

oral sex for vaginal/anal sex

N
Use Condoms

e Use for commercial sex

vy ® UUse for casual sex
e Use for pre-marital and extra-
A marital sex

e Use for marital sex

!
Use Spermicides

e Use for casual sex
e Use for premarital and extra-
marital sex
\ e Use for marital sex
i
Have an STD Check-up

\

e Government clinic or hospital
v e Private practitioner, clinic or hospital
e Gatekeeper (PHC provider or pharmacist)
i
Seek HIV Counseling/Testing

® Anonymous clinic

e NGO clinic/center

® Private, commercial

e Government clinic, hospital
o Seif-test (pharmacy)
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