More HIV infections will be prevented sooner

if programmes strategically select locations with

the greatest potential for HIV transmission.
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A BUSY HIGHWAY INTERSECTION IN NEPAL NEAR THE INDIAN BORDER PROVIDES AN ENTRY POINT FOR REACHING VULNERABLE
GROUPS VIA CROSS-BORDER HIV PREVENTION PROGRAMMING.




INITIATING CROSS-BORDER HIV/AIDS-PREVENTION
PROGRAMMES: PRACTICAL LESSONS FROM ASIA

210 INTRODUCTION

211 IMPLEMENTING CROSS-BORDER PREVENTION PROJECTS

221 CONCLUSION

221 AUTHORS

221 ACKNOWLEDGEMENT

222 REFERENCES

224  APPENDIX |

229 APPENDIX Il

CASE STUDY FOURTEEN 209



INITIATING CROSS-BORDER HIV/AIDS-PREVENTION
PROGRAMMES: PRACTICAL LESSONS FROM ASIA

INTRODUCTION

Seroprevalence data from a number of
countries in Asia show that there tend to

be higher levels of HIV and sexually trans-
mitted infections (STIs) in provinces with
international border crossings than in other
provinces.' Tens, sometimes hundreds of
thousands of people cross these borders
every year, stopping in nearby towns to

rest and relax (see Appendix II). Studies
conducted during the 1990s led to the
growing recognition that border towns

tend to be higher-risk environments for HIV
and STIs, in part because of an atmosphere
of remoteness from normal legal and cultural
restrictions that encourages visitors to engage
in risk behaviours they might not necessarily
practice in their home communities.””

By 1998 a number of agencies in Asia
had started implementing HIV-prevention
programmes at border crossings to reach
mobile populations in transit to other parts
of the region. Implementing programmes
in these border locations presents unique
challenges that mainstream HIV/AIDS-
control programmes do not regularly face.
For example, multiple languages are used
in cross-border sites; most of the population
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at any given time is en route to somewhere
else; and, fewer government health and
social services are available in these sites
than in provincial capitals or other trade
towns not located on borders.

In March 1998 a workshop jointly organized
and sponsored by Family Health International’s
(FHT’s) Asia Regional Office, based on work
performed during the AIDS Control and
Prevention (AIDSCAP) Project, and the Joint
United Nations Programme on HIV/AIDS
(UNAIDS) Asia-Pacific Intercountry Team
(APICT) was held in Mae Sai, Thailand, to share
experiences among agencies implementing cross-
border programmes in Asia. Judging by the
geographical sites represented by project staff, a
definition of “cross-border” in the context of HIV
prevention can be stated as “a land, sea or river
connection between two countries where signifi-
cant border crossing occurs.”

The prevention programmes are
usually carried out in linked settlements
(see Table 1) populated by people who are
involved in the cross-border trade. They
target those who are travelling to places
near or far in search of economic opportu-
nity—a population largely unserved by
mainstream HIV/AIDS programmes.
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A “sister-city” approach to prevention
programming is evolving in these linked settle-
ments, based on the hypothesis that
HIV-prevention messages and services will have
greater impact if they are reinforced on both sides
of a border. This assumption follows the basic
communication principle of repeating messages
through different media, but also reflects the
understanding that public health problems such
as HIV are not avoided by crossing a border.

This case study is a summary and synthesis
of information from the agencies that have had
actual experience in designing, implementing
and evaluating cross-border HIV-prevention
programmes. As a first attempt to chart the
essential steps in mounting such a prevention
effort, it draws on state-of-the-art experience
from the projects that have pioneered this
work and may serve as a practical guide to
other agencies wishing to begin on their own.
A much larger and wider effort will be needed
in the coming years as the number of border
crossings increases in Asia and elsewhere.

IMPLEMENTING CROSS-BORDER

PREVENTION PROJECTS

1. Listing cross-border locations

Why? The number of border crossings in

Asia seems to change by the month. While
some close (temporarily), more open than close.
With each new bridge, paved road or port,
opportunities for cross-border movement increase.
Therefore, it is important to try to establish a
working list of international border crossings

to serve as the “universe” of possible sites for a
project. This list need not be exhaustive. Indeed,
listing some unofficial sites might jeopardize

the welfare of refugees. It should, however,
include the major cross-border junctions where
a significant number of people engage in daily
economic activity across borders.

How?

+  First, list the sites that meet the criteria
for a cross-border location. Try to categorize
the basic nature of the site from information
available from common knowledge
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(e.g., official/unofficial, land/sea/river
crossing, large/medium/small size).

+ Be creative about finding reliable sources
of information. Include recent migrants,
local government officials (particularly health
officials) and representatives of nongovern-
mental organizations (NGOs) that may have
development projects in border areas. Trips
to the perimeter of the country are often
useful and necessary. Look for published
lists of cross-border sites (e.g., from the
national immigration authority).

+  Having an international airport should not
be a criterion for selection because the higher-
priority sites are land or water crossings.

(In Asia, HIV is concentrated among the
lower- and middle-income segments of society.
Those who travel by air either have higher
incomes or travel infrequently and are,
therefore, at considerably lower risk of trans-
mitting HIV to large numbers of people.)

+ Cross-border sites are not only contiguous
land borders; rivers or seas can connect
“sister” port towns. Port cities that regularly
receive international seafarers should always
be included in a list. (However, “rest and
recreation” sites that receive foreign navies
a few times a year are not necessarily places
where HIV flourishes and should not receive
priority attention unless they meet other
criteria described in this case study.)

2. Selecting sites for a formal assessment
Why? Once a pool, or “universe,” of cross-border
sites is assembled, a subset needs to

be selected for more in-depth assessment.

The list of potential sites is usually too large

to enable efficient assessment.
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Selecting the preferred sites requires making
a judgment on the relative importance of each
site for the regional HIV epidemic—current or
future. Please note that this step occurs before
the on-site assessment. Thus, the selection of
priority sites should be made based on secondary
information that can be obtained easily.

How?

+ In the absence of more specific data, sites
with larger populations should be selected
because they have greater potential for STI
and HIV spread. This is because a local
economy must reach a certain size in order
to sustain overnight accommodations,
commercial sex establishments and a wide
selection of drinking establishments and to
offer people some anonymity to engage in
(usually) illegal activities—all hallmarks of
cross-border HIV epidemics.

+  If existing data show that a particular site has
a tradition of nonmarital sex and a known
STI or HIV problem, clearly that site is a
priority for selection. Some of the key proxy
information to look for is included in the
following checklist:

— Do people cross the border for
commercial sex?

— Is there a well-established nightlife
or entertainment sector?

— Are drugs and alcohol available or traded?

— Is the site on a major truck route?

— Is the site a major port for deep-sea
fishing vessels or sea transport?

— Is there evidence that women are
welcomed aboard ships in port to engage
in commercial sex (the “boat climber”
format for commercial sex)?



— Do employers in the area want and
employ migrant labour?

— Are there large numbers of soldiers
or police in the area?

— Do men outnumber women?

— Are there legal differences between
the two countries that stimulate
cross-border movements (e.g.,
availability in one country of gambling,
cheap alcohol, drugs, sexual services,
pornography)?

— Is there a rapid change in the social
environment that could create risk
(e.g., sexual experimentation by youth,
separation of families)?

— Are government welfare services or
medical services weak?

— Is there significant trading of goods
and services?

— Is the cross-border site a good-sized
town and not just a “pass-through”
point to another larger town?

If a site has already been assessed within

the past several years, reports of these

assessments and their authors should be
consulted as part of site selection and
prioritization. Search for previously
conducted studies about the sites that might
be relevant (e.g., studies of drug use, trade,
transportation, infrastructure development).

A site that has some government or

NGO HIV-prevention services may still

be considered a priority if these services

are weak or very limited in coverage. If

a comprehensive prevention programme

has already been mounted in a particular

site, however, that site should be a low
priority for new intervention.

+  Sites that pose a security risk should
be included and assigned relatively high
priority in the list, because HIV tends to
thrive in environments that encourage other
forms of risk behaviour, such as gambling,
organized crime, commercial sex and
smuggling. Many of these activities occur
in remote border areas because it is usually
more difficult for authorities to police
such sites. However, one must recognize
the increased risk to project staff in such
an environment and take this into account
during design and implementation phases.

3. Conducting a preliminary rapid
assessment and prioritization

Why? There are few agencies delivering
cross-border prevention activities in Asia and
not enough comprehensive programmes to
cover all sites adequately. Thus, prioritization
is particularly important in order to avoid
wasted effort. More HIV infections will be
prevented sooner if programmes strategically
select locations with the greatest potential for
HIV transmission. Some objective basis for this
prioritization is needed to ensure that resources
are directed to the most important locations.
The data collected to make these decisions

also will help funding agencies understand the
need for and goals of cross-border projects.

What? The term “rapid assessment” is frequently
used to describe data collection in a number

of sites before a final location is chosen for an
HIV-prevention project. Such an assessment
need not be a complex and expensive behavioural
survey. Enough is known about the context of
HIV epidemics to allow efficient collection of
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the relevant data from observation and interviews
with a few key informants.

The main difference between rapid assess-
ments and larger, more formal surveys is time.
Depending on the site, a rapid assessment can
range from one to two weeks.

In a rapid assessment, a trained team uses
a set of methodological tools to efficiently gather
information about a site. The methods may
be qualitative, quantitative or both, but are
often mostly qualitative. They include in-depth
interviews, mapping, observation, collection of
secondary data, taking photographs, videotaping
and focus group discussions.

How?

+ The rapid assessment should provide data
on the number of sexual-risk access points,
contextual features that support risk, general
volume of persons in the cross-border area,
the dearth or abundance of HIV/STI-
prevention resources and political support
for a prevention project.

+ To the extent possible, use local people as
data gatherers. This does not mean, however,
that outside people cannot fully participate
in the assessment.

+  Training is particularly important when
the local people have little or no experience
in gathering data. Consider training needs
when determining how long the rapid
assessment will last.

+ To the extent possible, conduct the
assessment on both sides of the border.

+ Consider what will happen in a cross-border
site where you conduct a rapid assessment
but do not decide to implement a project.
How will it affect the people at the site?
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Can the information collected during the
rapid assessment be used advantageously
to serve that community?

* Prioritize among sites that have been
assessed. From the assessment results,
an informed decision can be made about
where to begin action among several
potential sites. Clearly the sites with greater
risk environment and fewer HIV-prevention
resources should be given top priority.

+ Appendix I provides one framework for
conducting a rapid assessment. Another
set of guidelines has been published by the
UNAIDS APICT Task Force on Migrant
Labor and HIV Vulnerability.®

4. Preparing the intervention programme
Why? The rapid assessment may provide the data
necessary for prioritizing and selecting sites, but
it will not yield enough in-depth information
about the cross-border community to design

a complete intervention programme. For this,

a more involved pre-intervention technical
assessment is needed.

What? Approaches designed to maximize
the opportunity for community input include
Participatory Rural Appraisal (PRA) and
Participatory Learning and Action (PLA). Such
approaches tend to be long term and in-depth.
An agency that uses one of them should assume
that it will start an intervention programme at
the site—to justify the investment and also to
be responsive to community expectations.
Several shorter-term methods have been
used to design cross-border HIV interventions
in Asia, including assessments by multidiscipli-
nary technical teams. These methods are



focused, direct and rely on a small group
of (usually outside) experts.

Some of the advantages and disadvantages
of these types of approaches to designing
interventions are described briefly below.
Implementing agencies must weigh the advan-
tages and disadvantages and select one approach
or a combination of both. Field experience
to date is not sufficient to recommend one
method over another.

How? (1) PLA: Participatory Learning and
Action. PLA evolved out of the participatory
rural appraisal approach developed for analyzing
agro-ecosystems. Many of the PLA methods are
derived from social anthropology and include
visualized information exchange among members
of a community. For example, members of a
community draw maps showing where people
meet, and stones or other objects are placed

on the maps to indicate areas of high and low
HIV risk. A variety of other tools are used to
gather information, including time lines of
influential community events, family lines

and trend analysis.’

In the context of HIV, the PLA technique
requires particularly skilled guidance from
facilitators because of the myths and prejudices
that surround HIV/AIDS. While a participatory
approach allows more community input, it can
also allow those with discriminatory tendencies to
dominate group discussion. The facilitator needs
to guard against these tendencies and try to ensure
that false or bigoted information is exposed and
rejected by the group. Despite this hazard, the
final result of a successful PLA exercise should be
a more profound understanding of the dynamics

of HIV/STI risk in the cross-border community,

more community investment in a solution and
greater sustainability once external assistance ends.

(2) Multidisciplinary technical assessment.

In this approach an outside group of technical
specialists visits a series of communities and,

by reviewing data and holding discussions with
local key informants, makes some determination
of the level of risk in the environment. If team
members consider the site worthy of a prevention
programme, they recommend certain general
strategies. Then local implementing agencies are
given funding to operationalize those strategies.

While the factors that lead to HIV-risk
behaviour are many and complex, the mechanics
of prevention can be basic and straightforward.
Therefore, having outside technical experts
design a plan that applies behaviour change and
STI-care strategies that have proven effective
in other border areas can save valuable time
in mounting a prevention effort.

Such early action may, in fact, be more
important than long-term sustainability because
of the explosive nature of HIV epidemics in Asia.
The early period of very high infectivity (first
three months after infection) followed by a long
period of low infectivity means that a community
can become saturated fairly rapidly unless the
most susceptible sex networks are “immunized”
by individual, group and structural interventions.
On the other hand, if such immunization can
be accomplished early in an epidemic, the result
will be a rapid decline in new cases.

Thus, if HIV prevention is the primary goal
of a cross-border project, a technical planning
team might be more efficient than PLA. However,
if long-term community health development is
the goal, PLA may provide a broader base for
future programming.
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Nepaldndia Project Creates Cross-Border Partnerships for HIV Prevention

Cme promising sample of a cross-border HMADS
prevention project began in 1285 when s dinic
oifering sewually transmitted infection (5701
treatment and ather health services opened in the
indian 1own of Aaxaul and staried linking Az
sapyl ced with those of 2 Mapall organi2stion across
the hordar

this collaborat ion grew out of reseanch
conductad by Faraly Health International's (FHI%)
AS Controd and Prevention (A0S0 AR) Projecd,
swhich founa high tevels of HiV-risk behaiour
among trudk drivers and thelir assisiants along
trucking routes in india and Mepal. Concerned
shrout protecting its workers from HIY, the
Tramsport Corporation of indis (TCH decioad to
establish the Raxaul clintg, one of a nepwork of 16
clirics run by ite Bhoruka Pubdic Welfars Trust
throgghcuat India

Raxzuiwes chosen asthe site for the cross-
border intervention becauss it s en the main road
to Mepal's capital city of Kathmandu and
consequently the mos important ety paint from
frcfia into Mapal and becagss of fs proximity 1o
AIDSC AR aalbities in the town of Birguny. There the
WG D General Welfare Pratisthan {QWFheas already
privicing HIWAIDS and ST grevent ion outreach to
truck drivers arnd their sen partners a3 part of the
AIDSCAP programme dong the major trucking
routes in Mepal's central region.

Sevaral major highayays comverne st Biroun)

g Haxadl. Some 2 0004ruck divers pass through

these towns cally, oflen stopping for one of twa
aays to load ang unload trucks ano to rest. The
trarslent natare of e in such towns crestes many
cpportuniies for HVisk behaviour, but the open
Mepaldndia korder also offers unigue opportunit ies
for cross-brarder irtenartione

ADECARS firg arosshorder project, fundad by
the Unied Sates Agenay for Internalional
[layalopment's (USAID] Asiz and Mear £ast Bureay
(aME L wowe together the 89 treatmerd snd
prevention sendoss offered by the Bhoroks A0S
Projad (BAF in Ragaul with the autreach services
of GWFin Birgun). The staf of BAR GWP and the
tfesaving and Lifegving Socsty (LALSY 2 Mepall
MG that prowddes technical sssistance in human
rasource devalopmaent to GWE warked togesther
tomatch projed goals, strategies and approadhes.
Ag g orasudt, outreach workers from indla and
Mepal founc it eamy to Ccoondingte thelr advitles

Freguent visits and communication amang field
staff were essential 10 successful collabaration. BAP,
WP and LALS saff members also partidpates in
Joird trainingworkshops, and GWE irgited BAP gaff
to part lcipate intraining sesslons & s afficen
Hatawda, just an hear's drive north of the border,

Freda workers from the thres groups sven
rossed the harder toowork regulary with sad
ot her on indiar—hepal i cutreach teams BAP stafi
helped their SWP counter parts improw e outreach 1o
indizn mean i Birgung, whils GWF educators talked

to Mapall sex warkers in Ragaul
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the Bhaoruka AIDS Freject was able to use ar
afapt many of the camrmunicatian rnaterials
developaa for the AIDSCAR programme in Megal
Cnly 2 few changes (dantified by focus group
participantstwera requirad to make the MNapal
programmes lege, "Dhaaley Dal,” accaptablie te
fnoian audiences Using sirndlar materials oeated 2
saamless pravention environment at the Ragaul-
Birgunj border, where thousands of peeple received
cansistent messages about HIV and 5Tls as they
travallen back and forth.

Parfrags the most imgortant aspect of the
BAP-GWE collaboration was the joirt 5T refersal
sat e, Because people were often reludant to
wiait Birguni's only and highly visibls ST dinlc, GWP
outreach workers used cards printec in Mepall ang
Hindi 1o refer men and weomen in need af 57|
seryices bo B AP'S general clinic just across the
bricige. From 1920 4o 19RY, the dinig served an
gverage of S0 clients & day. Mmost one out of four
chants recaiving freatment was from hNepal,

GWEF and BAF alsoowerkad together ta
organ e a consultstve board condsting of
representatives
af lacal organizations, dubs and government
agencies. The board pravides advice and keeps
mamibars infxmad abogt project activitizs, building
vital community and government support
for aossborder inbery entions.

The pilot project has not yet besn evaluated
Hivwaver, in surveys conduded to svaluate the

AMOACAF programme in Mepal, hoth sexoworkers

and their clients repart e increased condom use.
In fact, the proportion of sex warkerswha sald
that thelr most recent cliert had warn 2 condam
inrazsed from 3% par cent in Be84 10 &8 percent
in TH06, while thers was no significant inaease
i repoied condom use by sed warkers In simillar
arezsthat hag not benefied from the ADSCAP
programme. Mearly 82 per cent of dients with
5Tl symptorns in the project area report ed seeking
treatment, comparedto only S0 per centin
other arsas,

Surveys of truckers in Raxad | also reveslss
soime Dndications of behaviour change and an
incregsed bevel of awareness about the risk of HIV.
Arcanalyss of the results, howewar, led 1o the
concluson that the Bhaoruka A0S Projeat alone was
too small to have the necessary irmpact on Hiv-rik
behaviaur and transmisdan among the large
poputation of truckers snd their partners along
incia’s Matlonat Highway 284

Expanding cress-korder prevention efforts 1o
reice HiV-ri sk behaviodr amaong farge mchile
poputations selll reguire mors of the kind of long-
term internations partnerships crestes in Raxaul
and Birgunj. This collabaration continues with
funding frarm the U%AI0s ANE Bureau andg
tedinical assistance from FHI, and it has been
expanded to three adational border crossings
bebwesn India and Mepal. # has also served as
inspiration for 3 number of planned cross-horder
projects monsored by other crosnizations along

the ndia-Banoladesh boreer
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5. Implementing the interventions

Why? It is reasonable to ask why this additional
section on implementing interventions is needed—
why not simply apply the current state-of-the-art
in HIV prevention to cross-border settings?
Because of the unique challenges of cross-border
programmes described earlier, unique adaptations
to the intervention strategy are required. The
experience of the cross-border programmes in
Asia provides important guidance in many areas
that other guidelines may not address.

The next section lists some of these special
attributes of interventions during the start-up phase
of cross-border programmes. Since the implementa-
tion of these programmes in Asia is still nascent,
it is premature to suggest lessons for successful
(and unsuccessful) implementation.

How? (1) Forge local partnerships between agencies
across borders. The most successful projects have
started locally and gradually sought the support

of national governments.

+ Work with local agencies on both sides
of the border. (See Sidebar 1.)

+  Initiate contact at the provincial or district
level first; do not try to begin at the national
level. Build relationships between local
NGO:s before forging government-to-
government collaboration.

+  Plan to evolve toward a mixture of both govern-
ment and NGO programme management.

+  Include non-HIV programme areas of priority
to local governments, such as assistance with
repatriation of illegal aliens or orientation on
immigration policies and differences in laws
when crossing a border. Explore ways to incor-
porate these issues into the design of the
intervention package.
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+  As projects mature, involve higher levels of
governments.

+ Inform and get approval from military/border
police early.

(2) Identify and engage the key stakeholders

in cross-border towns/ports.

+ Once local cross-border partnerships have been
formed, move beyond implementing agencies to
link the following on both sides, as appropriate:
— private sector (clinics, pharmacies,

transport companies, fishing companies)
— commercial sex establishments
(with consistent condom-only policies)
— local border officials (customs/police)
— immigration officials
— port health officials
— branch offices of the Ministry
of Defence (reaching men)
— publicity/media channels (local radio,
television, advertisers)
— mass organizations (political
support, connections)
— UN agencies (expertise, resources)
— political parties (funding)
— universities (evaluation, capacity building)

(3) Establish a project advisory committee.

+  Identify individuals on both sides of the border
from the NGO, government and commercial
sectors who can provide guidance and support
to the implementing agencies.

+  Include representative(s) from local
organizations for migrant workers.

+ Convene regular meetings of the advisory
committee to review obstacles, progress and plans.
(The advisory committee should be used as a
“sounding board” to suggest what is realistically
possible and what is not and to help interpret
why activities do not proceed as planned.)



6. Evaluating the programme

Why? Evaluation is an essential component of
all programmes, but it is particularly important
for cross-border projects because of the special

challenges they face. The high mobility of popu-

lations in border areas is perhaps the most
formidable challenge, since effective behaviour

change communication (BCC) requires repeated

contacts. The many languages and dialects
spoken in border areas may mean that BCC
messages are not fully absorbed, or only by the
full-time resident population. And the relative
absence of social and legal controls in border
areas means that risk is a way of life and that

attempts to modify norms may have little impact

on mobile populations.

These examples are just some of the
attributes that distinguish border areas from
the average provincial or district capital or
trade town. The implication is that what
worked elsewhere in HIV prevention may
not fully apply in cross-border settings.
Therefore, in this formative phase of cross-
border programming, evaluation systems
are needed to objectively monitor trends in
self-risk perception and risk behaviour over
many years. The information they provide
will be useful to programme planners and
implementers and to the funding agencies that
are investing an increasing amount of resources
in this strategy for regional HIV prevention.

What? The following bimodal approach
to evaluating cross-border HIV-prevention
programmes is recommended:

(1) Use quantitative data-collection tools to
track risk behaviours over time among certain
subgroups of the community.

(2) Use qualitative methods to assess
the environment of risk in the community
at large.

This approach is recommended because
changes in risk behaviour have proved to
be one of the more reliable indicators of
prevention programme impact in Asia."
While behaviour change itself does not neces-
sarily protect one from HIV in all cases, there
is a strong correlation between behaviour
change and trends in STI and HIV in
countries with extensive data.!' Process data
from programme implementation, such as
number of persons reached, condoms distrib-
uted and posters displayed, are important
for monitoring implementation. However,
these data do not always provide convincing
evidence of programme impact.

How? Monitoring changes in behaviour among
a large population over time can provide reliable
evidence that communities are changing in
response to project interventions. Some of
the recommended indicators include:
—  self-reported number of sex partners in
the previous six months
—  self-reported patronage of commercial
sex industry in the previous six months
—  self-reported condom use with different
types of partners
—  self-reported STI symptoms and treatment-
seeking behaviour
—  self-assessment and assessment of others’
risk of contracting HIV
— ability to identify effective methods to
prevent HIV transmission.
Data collection to measure these and
other indicators should be conducted just
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before the prevention programme begins to
establish a baseline and repeated once a year.

SIDEGAR £
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The behavioural surveillance survey
(BSS) approach, created by Family Health
International, has been applied in a variety of
settings in Asia and may be an appropriate tool
for sub-regional programme evaluation of cross-
border projects.” A core questionnaire and

standard methodology already have been
developed for the BSS and are described in

several handbooks.™!

While the BSS presents quantitative
data on risk behaviour in the cross-border
population, other evaluation data are needed
on the context of risk in the community.

This is because some border towns have an
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“atmosphere” of risk that facilitates reckless
behaviour and, possibly, HIV transmission."
Some of the contextual dimensions
that should be investigated (using qualitative

data collection methods) include:

+ Interaction between the resident
population and the mobile populations
who travel through a border town

+ Self-perception when in or outside the
border area (e.g., sense of anonymity,
freedom from legal or social controls)

+  Behaviours and attitudes of powerful
authorities that may encourage or
discourage risk behaviour

+ Increase or decrease in institutions and
policies that encourage or discourage
risk behaviour.

Manuals for using qualitative methods to

collect data for HIV-prevention programmes

are available.'

7. Leverging Local Resources and
Sustainability

Why? Despite the increased attention to Asia
as the area with potentially more furure HIV
infections than any other region, it is very
likely that grant funding for HIV-prevention
programmes will continue to decline indefinitely.
While loan funds may increase for some

time, these funds will be managed by national
prevention programmes that may consider
border sites a lower priority than large cities.
Thus, agencies planning new cross-border
interventions need to include plans for
sustainability right from the start. As data

are being collected during the pre-imple-
mentation phase, special attention needs to
be given to the capability of the community



to mobilize indigenous resources to eventually
underwrite much of the prevention costs.

If that capacity does not exist, it must be built
as part of the intervention.

How? To invest in, and then sustain, HIV-preven-
tion interventions can be particularly challenging
in remote cross-border areas. Travel and communi-
cation costs are much higher on average for cross-
border projects than for programmes in large cities
and other more accessible areas. World Vision has
attempted to address the sustainability challenge
by integrating HIV prevention into its general
development work along the border between
Thailand and Myanmar. This integration achieves
some economies of scale. Other programmes are
considering a “prevention marketing” strategy

to deliver prevention materials and supplies to
at-risk mobile populations through social
marketing. Cost-recovery is possible through

the collection of modest clinic fees, as is done

on the India-Nepal border. However, the most
successful HIV-prevention work is achieved
through sustained interpersonal communication
with trained outreach workers, and this usually
requires outside support.

CONCLUSION

While HIV has spread rapidly in some Asian
countries, it appears that the pervasive urban
and rural epidemics that many countries in
sub-Saharan Africa are experiencing will not
materialize in this region of the world.”
Nevertheless, for future decades HIV will
continue to be a serious public health threat
to Asians. Accordingly, regional prevention
programmes need to concentrate their limited
resources in the areas most vulnerable to

HIV/AIDS epidemics. Analysis of the distribu-
tion of HIV in parts of Asia suggests that areas
with busy land-border crossings and international
fishing ports have higher levels of STT and HIV
than other trade areas. Because of the volume

of people who travel to and through these towns
and ports, the implications for widespread
transmission of HIV are enormous. Similarly,

the implications for cost-effective reductions

in new HIV infections are also great.

An increasing number of NGOs and funding
agencies are recognizing this border-crossing
epidemic-spread phenomenon and are steering
resources to the geographical perimeter, instead
of the centre, of societies. The March 1998
Mae Sai meeting of the agencies with the most
experience conducting this work in Asia was
remarkable for the commonality of approaches
and strategies that had evolved independently.
This case study outlines the essential elements
of a cross-border programme based on the
practical experience of NGOs that implement
such programmes. This experience can be
summed up in a few simple words: “Select
carefully, start locally, plan broadly.”
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APPENDIX 1|

RAPID ASSESSMENT: GUIDELINES

FOR CROSS-BORDER PROJECTS
Introduction and Rationale Using statistical
methods, epidemiologists have determined
that mobility is an independent risk factor

for HIV infection where HIV is prevalent.
The same relationship should hold for other
STlIs, even where HIV is not prevalent. Thus,
it is important for prevention programmes

to develop services for mobile individuals.

Regional HIV-prevention programmes
in Asia are becoming more interested in
mobile populations because these individuals
may not have equal access to national
prevention programme services. In addition,
population movement in Asia is on the
rise, due to the expanding infrastructure
of paved roads, bridges and ports. This
increased movement is expected to increase
the spread of HIV.

By virtue of their movement, mobile
populations are difficult to reach with
sustained interventions for STI diagnosis
and treatment and interpersonal communica-
tion to assess risk and choose behavioural
options to reduce personal risk. Mobility is
also a vague term, since everyone in society
is mobile to some degree. For the purpose
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of this discussion, the following distinction is

made. Mobile populations are of two types:

(1) Migrants, who change residence (legally
or illegally) for a significant duration
(many months or years).

(2) Other mobile populations, such as those
with mobile occupations, who do not
change their formal residences.

Although both groups are vulnerable

to HIV/STI due to lack of access to quality

prevention services—and the social disruption

of moving—it is proposed that the second
group plays the more significant role in fuelling
the regional HIV epidemic. This is because
certain HIV “breeding grounds” in the region
are disproportionately located in cross-border
market towns and international fishing ports.

These cross-border junctions serve as gathering

places for Asian men and women with mobile

occupations and cash incomes. While migrants
may pass through these locations only once,
those with mobile occupations pass through
them regularly and repeatedly.

Despite the substantial investment in

HIV/AIDS prevention resources in Asia,

few of these resources reach the cross-border

sites because of their remoteness, the lack

of recognition of their epidemiological



significance and the priority national AIDS
programmes place on serving mainstream
populations. In addition, the need for
programmes that cross borders means that
these sites fall into a political vacuum, outside
of the mandate of most national and bilateral
programmes. Recently, however, regional HIV-

prevention programmes are beginning to design

prevention projects for mobile populations—
especially those that cross national boundaries.
To inform the design process, these projects
need more information on the context of risk
and the potential modes of intervention.

This case study defines a proposed
methodology for conducting a rapid assessment
of cross-border locations originally prepared in
response to a request by the APICT/UNAIDS
Task Force on Migrant Populations and HIV
Vulnerability.

Data Collection: Community Context
The epidemiological data suggest that some
contextual factor or set of factors render
cross-border sites “flammable” for HIV.
Thus, a rapid assessment must collect certain
information on the general community
setting in order to help sketch a risk profile.
This information should enable planners

to prioritize sites for the pilot projects that
are to follow the assessments. The major
method of data collection is key informant
interviews with individuals who have a
broad knowledge of the site and have been
in residence for some time. In addition,

the team will use observation and mapping
to describe the locations and interaction of
various establishments or sites that facilitate
sharing of sex partners.

Key Informant Interviews

Key government administrative officials

+  chief district officer, mayor

+  chief of police

+  chief of immigration

* chief government health officer.

Knowledgeable long-term residents

+  retired governor, district chief, mayor

+  beauty salon owners (female)

* bar or nightclub owners.

The items for the discussion guide should

be adapted for different types of informants,

and not all questions should be asked of each

respondent. Reliable information on the

following core items should be obtained:

+  age of town; factors behind development
status

+  number and location of ports, landing docks

+  number and location of bus depots,
truck stops

+  number and location of fresh markets

+  number and location of health service
outlets (including pharmacies)

+ number and location of places with
overnight accommodations by price/room

+ number and location of places that serve
hard liquor

+  number and location of commercial
sex access points by type (e.g., brothels,
karaoke lounges, massage parlours)

+  number and location of places that
sell/distribute condoms

+  number and locations of parks, locations
for “cruising” for commercial sex partners
and men who have sex with men

+  number of gambling dens

+  local slang terms for above locations,
commercial sex, STI, drunken behaviour

CASE STUDY FOURTEEN 225



+  size of population (of sexually active age):
— in residence
— in transit
*  passing through without staying overnight
+  male-to-female ratio (of those of sexually
active age).
Based on this information, the data collection
teams will begin to construct a crude map
of the site and plot the key landmarks. Next,
a thorough walk-through is conducted to fill
in locations of other sites that were overlooked
by the key informants. Photographs should be
taken during the day and night of important
gathering places where risk behaviour or
commercial sex negotiation take place; STI
service outlets; and border crossing junctions,
such as bridges, checkpoints, ports and piers.

Data Collection: Populations of Special
Interest It is necessary to have some concept
of hierarchy of risk to ensure that the most
vulnerable are the focus of the assessment. Time
does not allow a general survey and evaluation
of risk for all persons in cross-border communi-
ties. Besides, much is already known about
vulnerability in the Asian context. Although
behaviour is the most important determinant
of risk, certain occupations create circumstances
leading to very high risk of infection.
Occupations for Men: These include
occupations in which there are prolonged
periods in close proximity with other male
co-workers, followed by a short burst of
freedom to socialize with women (e.g., deep-
sea fisherman, logger, miner, military recruit).
Occupations for Women: These
include occupations in establishments whose
primary customers are men (e.g., brothel
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worker, masseuse, karaoke lounge hostess,

barber shop attendant, snooker hall marker,

dance hall hostess).

Secondary levels of risk are associated
with the following:

Men: Occupations involving itinerant
travel, such as trader, salesman, transport
worker or border police.

Women: Wife or girlfriend of the men in
any of the male occupations described above.

A rapid assessment of such short
duration must rely on key informants
who know about the populations of special
interest described above. It is not necessary to
conduct sample surveys of these populations
to measure knowledge and behaviour. Their
vulnerability is already well established.
Instead, the data collection team should
collect information from individuals who
have resided in the cross-border location
long enough to have a good understanding
of population movements, gathering places
and prevention opportunities. Approximately
one person each should be interviewed from
the following groups:

+  older sex worker who has been in town at
least one year (one for each of the predomi-
nant linguistic groups, or about 3 persons)

+  fishing boat captain (in port towns)

+  foreman (logging, mining, construction,
fishery company)

+  daytime market vendor (female)

+  nighttime market vendor (female)

+  local commuter transport worker:
motorcycle taxi

+  local commuter transport worker:
cycle, rickshaw

+  local commuter transport worker: boat or ferry.



The discussion guide will vary by type of key
informant, but the essential information from
all groups should lead to a composite impression
of the risk environment of the town at large.
The core components of the discussion guide
should include the following content:
+  size of the population of coworkers, peers
+  frequency of turnover (average duration
of stay)
+  common destinations when leaving this site
+  trend toward increase or decrease in
population of peers
+  common languages spoken in group
+  most pressing need/hardship of group
right now (financial, legal, environmental,
health, etc.)
+  previous STI/HIV-prevention services
received (when, what type, by whom)
+  current need for prevention services
by type (STI, condoms, information,
incentives to change behaviour)
+  sources of condoms (with price range)
+  sources of STI treatment (with price range)
+  interest in becoming a peer educator/leader
+  recommendation of other key informants.

Data Collection: Service Infrastructure
To obtain more information on the health-
seeking behaviours of the mobile populations
and the range of services available, both
STI and non-STT certain key informants
will be interviewed, such as the following:
*  private clinic physician (one male,

one female)
+  pharmacy drug seller (one male, one female)
+  government health office official

(one male, one female)
+  traditional healers.

The information to be collected from

these individuals includes, but is not limited

to, the following:

+  most common complaints/conditions
of patients seen

+ any patients with STIs or concerns
about STI, by type

+  about how many persons with STI-like
complaints seen per week or month

+  what service is provided to these
individuals

+  local terms used for different STI-like
conditions

+ how STT is diagnosed

+ how treatment is prescribed

+  the most common treatment for
(1) genital ulcer, (2) genital discharge,
(3) abdominal pain

+  need for additional training on STTs

+  need for additional equipment/supplies
for STT management; who should
provide these

+ most popular service outlets for STIs
(by name and location)

+  volume of sales of over-the-counter
STI drugs by type

+ volume of sales of post-coital contraceptive
(Postinor)

+  demand for abortion

+  volume of sales of condoms by brand,
price per piece.

Data Collection Team Composition

The research team may vary in size and

other parameters but must include the

following attributes:

1. literate, multilingual speakers of the
predominant languages used in the site
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2. male and female data gatherers
(minimum: one each) with quantitative 1.
and qualitative data-collection skills

3. team supervisor (one minimum)

4. local counterpart (ideally, one female 2.
and one male)

5. time enough to spend overnights in
the site inclusive of one Friday-Saturday
night combination.

Field logistics It is proposed that the 3.

assessment be conducted over a period

of six consecutive days. A team of five
individuals should be able to collect the

requisite data in that time. The assessment

report should be prepared in the week

immediately following the assessment and

should include maps and photographs to

illustrate the context of the risk dynamics

of the site.

Essential equipment and support services

include:
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evidence of previous contact with local
officials and official, written permission
to collect data in the site

a one-page description of purpose of
visit and names of team members and
organizational affiliation

most recent road maps of the districts
and provinces surrounding the site
discussion guides with topics for key
informant interviews

checklists to aid in mapping site locations
grid paper for map sketches

notepads for field notes

tape recorder, tapes, spare batteries
camera, print film, spare batteries
locally-rented transportation and driver.
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