RTD 3: Modes of Transmission

WHERE HAVE WE FAILED? FINDINGS OF THE COMMISSION ON AIDS IN ASIA

Dr Tim Brown of the East-West Center presented the results of a study conducted by the Commission on
AIDS in Asia.

Resurging epidemic

Although regional epidemic have slowed down in recent years, there are indicators that the epidemic
has resurged.

New patterns of infections

The graph shows the history of the epidemic in
Asia, as well as the successes and failures of early
interventions. From 1985 until the mid-90s, the
epidemic was driven by sex workers and their
clients. Countries like Thailand made resources
available and programmes specifically targetting
the sectors were implemented. The average
regional coverage of interventions was at 34
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infections coming from the sectors have

noticeably gone down.

On the downside, infection from other sectors has picked up, particularly for males having sex with
males (MSM) and injecting drug users (IDUs). Projection shows that within the next five or ten years,
MSM will drive the epidemic.

Dr Brown called the situation amon gwithl&®Wbmsagefarn d

MSMs at less than five percent and less than two percent for IDUs.
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What could further drive the epidemic is the fact that all modes of transmission are now at play.
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Country variations

The study also looked into variations among countries:

Indonesia Cambodia
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In Indonesia, sex workers and their clients continue to drive the epidemic. Cambodia and Burma have
controlled the infection among the two sectors. Japan presents a different picture since its epidemic is
primarily driven by MSMs.

The graphs show that while there are regional commonalities, there are country variations as well, and
these have to be taken in consideration when designing country programmes.

Countries have to know their epidemic by looking at the sizes of most-at-risk populations (MARPs),
identifying the levels of their risk behaviour, and HIV and STI prevalence of each MARP.



Looking at Thailand, the study showed that its intervention programmes for sex workers helped stem
the rate of infection for this sector. Prevention programmes included condom promotion and STI
treatment.

However, the current epidemic in Thailand is now driven by MSMs. Since 2003, HIV prevalence has gone
up from 17.3 to 30.7 in 2007; one in three MSM is HIV-positive.

Cost effective programmes that have more impact

The commission looked into the programmes per sector and studied its effectiveness based on cost and
impact:

Comparison of prevention interventions, according to distribution of
resources and percentage of new infections averted, 2007-2020
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Source: Redefining AIDS in Asia: Crafting and Effective Response

Programmes on sex workers and their clients produced the most impact, while requiring minimal
investments. On the other hand, interventions in the health care setting require the most invesments
while averting the least number of infections.

Dr Brown pointed out that in designing an intervention programme, there is an opportunity cost, where
the cost of doing a specific programme eats on the cost of other more effective programmes.



Prevention of downstream infections through IDU harm reduction interventions

Recognising that cross infection among MARPs occur, the
Dt study also looked into downstream infections that may be
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192,000 IDU infections

60,000 FSW infections

460,000 client infections

200,000 infections in low-risk adult populations
50,000 infections in MSM

30,000 infections in children
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Dr Brown attributed the failure of programmes to low
coverages. The graph shows the average coverage of

programmes covering three MARPs. (Source: Stover and " \ 20
3

Fahnestock 2006) - e
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M East-Asia and Pacific ® Southeast Asia

Low coverage is due to resource constraints, inappropriate
targeting of resources, and limited community engagement.

To prevent the resurgence of the epidemic, there is a need for prompt and appropriate actions. Dr
Brown emphasized the need to identify the sources of new infection and to evaluate the coverage and
impact of preventions.

WHERE DO WE FOCUS OUR HIV RESPONSES IN ASIA?

Ms Amala Reddy of the UNAIDS Regional Support Team — Asia Pacific presented an overview of the
Modes of Transmission (MoT) in Asia Project, which has the following objectives:

A To apply existing data in models to estimate the distribution of new infections by mode of
exposure
T Modes of Transmission worksheet and
T Asian Epidemic Model (AEM)
A To review prevention responses and relationship to new infections
A To improve national prevention responses by aligning them with sources of new infections in a
country
i Part of ®“Know your epidemic, Know your resfpg

A theidea is to use the models to look at infections and to review the prevention responses and
their relationship to new infections.

The project, which will run until 2010, is conducted in seven countries:

A MOT: Philippines, Pakistan, Nepal
A MOT and AEM: Myanmar, Indonesia, Cambodia, Vietnam

It is an evidence-based and collaborative process meant to generate data needed for planning national
prevention strategies. It has seven steps:

A Critically review & document existing epidemiological, behavioural and size data
Apply MOT and/or AEM model using this data

Identify important data gaps and fill them

Revise and document models and inputs

Prepare in-country recommendations report for national prevention planning

Disseminate findings widely

o Do Do To Do o

Develop regional report of lessons learned



Sourcing and analysing data

Data can come from different sources:

9 Sentinel surveillance

 Behavioural surveillance

9 Special studies

0 Sex workers and clients

0 MSM

0 Overseas Filipino workers

9 National surveys
9 Scientific literature

Since there are various data sources, it is necessary to collaborate with different agencies, as well as

with the communities concerned.

The data are reviewed for:

Geographic coverage

o I Do I

MoT model

Quality of data collection

Consistency with other available data

Representativeness of key populations

The model, which uses a spreadsheet, is used to calculate the expected incidence of HIV infection over

the coming year. The calculation is based on the current prevalence of HIV infection, numbers of

individuals with particular exposures to HIV, and the rates of these exposures.

Four major modes of transmission are considered:

A Sexual contact (commercial sex, casual sex, marital sex,men who have sex with men)

A Injecting drug use
A Blood transfusions
A Medical injections

Figure 1. sample MoT spreadsheet
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Figure 2. Sample MoT output

Distribution of new infections by mode of exposure
in the adult population

@ Injecting Drug Use (IDU)
B Partners IDU

O Sex workers

O Clients

B Partners of Clients

@ MsSM

B Female partners of MSM
O Casual heterosexual sex
B Partners CHS

B Low-risk heterosexual

O No risk

O Medical injections

B Blood transfusions



Outcomes for national policy
A Comprehensive review of
T Alignment of current prevention efforts with new infections
T Limitations of available epidemiological, behavioural and size estimation data
A Recommendations on
T Improving data systems to fill knowledge gaps
T Adjusting future prevention efforts to more effectively address the epidemic situation

THIS IS IT: OVERVIEW OF THE IHBSS SURVEY
Dr Genesis Samonte of the National Epidemiological Centre (NEC) presented an overview of the results
of the IHBSS survey.

The national goal is to maintain a less than one percent prevalence, but the IHBSS shows that the one-
percent limit is about to be breached. Current data show that the country has an average of two new
cases a day; if the upward trend continues, the country will have about one thousand new cases in 2010.

The IHBSS results show that there is a high prevalence of syphilis in all sites included in the survey. For
freelance sex workers, sentinel sites registered a higher prevalence.

For MSM, prevalence is at 1.05 percent for sentinel sites. If the data is disaggregated, NCR showed a
1.61-percent prevalence.

The latest IHBSS also utilised for the first time the BED assay, which can determine if the infection is
recently acquired. The test showed that fifty percent of those tested were recently infected.

Using another model to validate the IHBSS results, the NEC mapped out the registry to show where the
infection are coming from. The mapping showed that cases are concentrated in Central Luzon, central
Visayas, and some areas in Mindanao. However, using the 2008 — 2009 data, a shift became evident.
Central Luzon is now clustering near the NCR and a new cluster appeared in Davao.

There are still a lot of data needed to make a conclusive analysis on why the infection is spreading.
However, the IHBSS provided important clues on why this is happening. Aside from low condom use, it
became apparent that some FSWs and MSMs are also injecting drug users; there is now an overlap
among MARPs. In one site alone, 90 percent of FSWs are also IDUs.

Although IDU prevalence currently stands at 0.04 percent, literature indicates that the IDU epidemic is
on the rise. One site actually have an IDU prevalence of 30 percent. If the rising IDU prevalence is not
halted, the Philippines may register 13,022 new cases in just one year.



Comments Clarifications/recommendations

OFWs are not included in the Asian Epidemic Although cases are coming from OFWs, other
Model, even if the sector is a key population MARPs are now overshadowing this particular
sector.

If a person is both an IDU and an MSM or FSW, This is still a grey area that needs to be analysed.
where should that person be categorised?

The increase in the number of new cases may be  These are possible factors, but these still do not
due to an increased awareness on HIV and AIDS explain the rising rate of the infection.

and the presence of an enabling environment.

This may have encouraged people to get tested.

NEXT STEPS

Dr Brown facilitated the last session where he identified the gaps, as well as the next steps that should
be taken to address the epidemic. The session also allowed participants to share experiences or to come
up with recommendations.

Next steps Suggestions/recommendations
How to fill data gaps: A Data can be obtained from the Philippine

A Size, distribution and risk of IDUs Drug Enforcement Agency. The number of

A How many people inject? Where are they? IDUs can be extrapolated from the volume
How risky? of illegal drugs seized by the agency.

A Coverage & intensity of prevention efforts A Hepatitis C outbreak among IDUs can be
Note: Data available are limited. This is the declared and this might send a message to
first time that questions on drug use were them.
included in the questionnaire. Respondents A Know the over-all drug-taking behaviour of
also probably did not answer the questions illegal drug users in the Philippines and in
as truthfully as possible. the region.

A Look into the prices of illegal drugs. If
substances like shabu, marijuana, and
ecstasy have gone up, there is a possibility
that users might shift to injecting drugs
that are relatively cheaper.

A Know the extent of injecting drug use
among MARPs

A Questions on injecting drug use may be
included in the next Young Adult Fertility
Survey.

A A possible source of data is ADB which
conducted a study on IDUs, together with

Primex
What responses are needed, and how can A A participant who conducts rapid testing
the stakeholders help? is advocating for the adoption of the
Urgent responses are essential strategy, as well as contact tracing.
T Epidemic has entered a new A Include the call centre industry in the

growth phase sector to be monitored or studied.




T MSM situation in Metro Manila &
Davao critical
T Emerging IDU epidemic in Cebu
may spread
How can we mobilise emergency
responses in the epicentres?
Who needs to be engaged and how?
What resources or support can you or your
agency provide?

How can the NDF be used to bootstrap an
emergency response?
A The National Dissemination Forum will be

A
A

the first opportunity to engage others
T Presentation of epidemic situation
in morning
T Discussion of moving to action in
the afternoon
T  We need to act fast —IDU and
MSM epidemics grow quickly
What is the best way to motivate action in
the afternoon?
Are task forces needed to move the
response? If so, what are they and who
needs to be involved?
How can we mobilise resources in short
term?

However, the industry is hesitant to
discuss the problem for fear that it might
stigmatise the entire industry. One way to
address this challenge is to go through
informal channels. A contact who is
already working in the industry may be
mobilised to institute a snowball effect.
Another strategy is to package HIV and
AIDS as an occupational health issue.
HAIN will collaborate with the NEC in
conducting in-depth studies of the MSM
sector.

Conduct an operational research to
determine if programmes and
interventions are actually working (e.g., in
Cebu, a one-day peer educator training
was held and there was no follow-up to
monitor what they have been doing)
There are structural barriers that need to
be addressed in order to implement
effective programmes (e.g., needle
distribution is prohibited)

The idea for the task force is to bring
together different sectoral groups and
organisations under one umbrella
organisation. This umbrella organisation
will then plan and execute the
interventions. At the end of the year, an
accounting will be done to assess the
interventions.

Bring in new groups that do not strictly
work on HIV and AIDS situation, but may
be able to contribute new insights and
informations.

At the top level, the DOH has engaged the
services of risk communicators. Briefings
per region are also being prepared.




