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SUMMARY 

The Regional Workshop on Priority Health Sector HIV Interventions with Sex Workers in 
the Western Pacific was held in Manila, the Philippines, from 26 to 29 July 2011.  The workshop 
aimed to review and analyse lessons learnt from the experiences of targeted interventions with 
sex workers (SW) in countries in the Region with strong programmes; to review and build 
consensus on regional guidance on priority health sector interventions with SW; and to discuss 
plans for implementing and monitoring targeted interventions with SW in the Region.   

The workshop was attended by programme managers, epidemiologists and strategic 
information/monitoring and evaluation focal persons from nine countries and sex worker 
community representatives in the Western Pacific Region, as well as representatives from other 
development partners, such as the Joint United Nations Programme on HIV/AIDS (UNAIDS), 
the United Nations Population Fund (UNFPA), the United States Agency for International 
Development (USAID), and the Avahan AIDS Initiative in India.   

The objectives of the workshop were: 

(1) to discuss and analyse the experiences of selected Western Pacific Region countries 
and partners in monitoring and evaluating interventions with sex workers; 

(2) to review and finalize the regional guidance document Second generation 
interventions with sex workers in the Western Pacific: an operational guide for the health 
sector; and 

(3) to develop a plan of action for implementing the new guidance and strengthening 
the monitoring and evaluation system for interventions with sex workers. 

The participants shared their experiences and reviewed a range technical updates focused 
on HIV interventions for key populations at higher risk of HIV infection, with particular 
emphasis on monitoring and evaluation.  They then reviewed the draft regional guidance 
document.   

The conclusions of the participants included: 

On monitoring health sector interventions with sex workers: 

• There has been progress in "know your epidemic and your response" in countries.  

• Newer guidelines for surveillance and M&E are being made available, including 
methodologies and tools to measure process, outcome and impact.  These guidelines 
need to be adapted based on country context and documented for appropriateness of 
methodologies and for standardization.  

• Measurement of outcome and impact is essential to demonstrate results of interventions, 
but is often constrained by limited resources and capacity. 



 

• In the country experiences shared by Cambodia, China, Malaysia and Viet Nam, 
significant progress has been made in terms of surveillance and monitoring in tracking 
the responses.  Avahan India used microplanning to scale a package of services.   

• The recommendations arising from the collaborative effort of the workshop will help 
overcome the challenges still being faced.  To begin with,  

o There should be a country-context definition of sex worker.  

o There should be more advocacy for SW interventions in the Pacific region (Fiji 
and Papua New Guinea).  

o In regard to addressing monitoring and evaluation issues, there should be one 
M&E plan developed as part of the national strategic plan.  M&E technical 
working groups should be established as a means of focusing efforts.  

o The best country practice experiences should be adapted and shared, in order to 
make as much progress as possible in the Region.  

o There is a major need for investment in capacity-building for M&E and for 
community involvement.  

o There is a need to keep a balance between process monitoring and outcome and 
impact evaluation. 

o Programme evaluation should be conducted to improve national response. 

o There is still a need for better ways to monitor HIV incidence. 

o A mechanism for data sharing and data utilization needs to be established. 

o Country-specific technical support should be provided.  

On the draft regional guidance document - Second-generation interventions with sex workers in 
the Western Pacific Region: an operational guide for the health sector 

● There is overall agreement on the 10 critical elements of the second-generation 
intervention with sex workers, following the guiding principles of meaningful 
community involvement, a rights-based approach, gender responsiveness and a public 
health approach. 

● The operational guide should respond to the evolving context in terms of effectiveness 
and sustainability. 

● The focus should be on all types of sex worker—direct, indirect, male, female and 
transgender. 

● There is a need to define the health sector role in key issues confronting sex work, such 
as police harassment, violence, stigma and discrimination, and provision of 
comprehensive services beyond STI/SRH. 

● The importance of clients of sex workers is recognized, but there is a need to carefully 
explore cost-effectiveness, given limited funding sources. 

● 100% CUP is the major component of the response.  There is a need to build on 
successes and learn from the challenges. 

● Regarding the 10 critical elements: 



 

(1) Existing policies should be reviewed and updated, ensuring a good combination of 
public health and rights-based approach. 

(2) Implementation support: 

o Coordination and collaboration with local authorities should be ensured. 
o Technical working groups could be established to support implementation. 

(3) Outreach:  

o There is a need to strengthen mapping, specifically in venues where sexual 
transactions occur. 

o The opportunity should be provided for strategic access to prevention 
services and condoms. 

(4) Condom availability should ensure that: 

o Condom access and quality should be emphasized more than availability. 
o Sex workers should be provided with skills in condom negotiation. 
o Condom social marketing should be better used.  

(5) STI services should consider: 

o Provision of a standard quality package. 
o Ensuring access to and availability of STI services. 
o Provision of same-day test results for HIV and syphilis. 
o Including condom programming as part of STI services. 
o Ensuring the availability of policies on confidentiality and informed consent. 

(6) Sex work mobilization: 

o Sex workers should trust government and non-government stakeholders in 
the implementation of HIV/ STI services. 

o Capacity-building on leadership is critical to mobilize and empower sex 
workers. 

o There should be meaningful involvement of sex workers at all levels. 
o National network-building is essential in sex work mobilization. 

(7) Enabling environment: 

o The implementing site should not underscore the collaboration with the local 
authority. 

o Regarding policing issues, the roles of the local authority should clearly be 
defined. 

o The health sector should coordinate with other sectors. 
o The roles of the different sectors should be defined at the different levels. 
o Stigma and discrimination, particularly in healthcare settings, should be 

addressed. 
o Country policies should be reviewed, including those on HIV testing and 

confidentiality and stigma and discrimination in relation to sex work. 

(8) Sexual and reproductive health: 

o Sex workers should be involved in quality monitoring. 
o Comprehensive services should be provided. 
o Additional services and a referral system should be in place. 
o ‘One-stop shops’ services should be set up. 
o Services should be gender-balanced, including provision of relevant services 

to both male and female sex workers and transgenders. 



 

(9) Scaling-up: 

o This should be linked to overall scaling-up in the national strategy. 
o Structures that impact on scaling-up should be reviewed. 
o Mechanisms to review progress should be in place. 

(10) Monitoring: 

o Quality surveillance and feedback should be in place. 
o Monitoring goals should be established. 
o An M&E plan should be developed and capacity-building should take place. 
o The focus on data utilization should be increased. 

Comments on the case studies: 

(1) Validate data with countries. 

(2) Present country context – epidemiology and population size estimates. 

(3) Present evidence, such as increasing condom use.  

(4) Add maps, tables and photographs to substantiate the case studies. 

(5) Add references and provide more detailed descriptions. 

(6) Use simple language, spell out acronyms. 

(7) Challenges need to be better reflected, both from the government and the 
community. 

(8) Highlight best practices in countries. 

Next steps: 

(1) Revise case studies based on participants' comments. 

(2) Countries to support in finalization of case studies. 

(3) Circulate revised version to: 

o participants; 
o communities; and  
o thematic working groups. 

(4) Set timelines to receive comments from countries, communities and partners. 

(5) The WHO Regional Office for the Western Pacific to finalize the whole document 
on second-generation intervention for sex workers by December 2011. 

(6) Involve the WHO Regional Office for South-East Asia in the development of the 
regional guidance document. 



 

 

1. INTRODUCTION 

The Regional Workshop on Priority Health Sector HIV Interventions with Sex Workers in the 
Western Pacific was held in Manila, the Philippines, from 26 to 29 July 2011.  The workshop aimed to 
review and analyse lessons learnt from the experiences of targeted interventions with SW in countries 
in the Region with strong programmes; to review and build consensus on regional guidance on 
priority health sector interventions with SW; and to discuss plans for implementing and monitoring 
targeted interventions with SW in the Region.  The workshop's programme of activities is attached as 
Annex 1. 

The workshop was attended by programme managers, epidemiologists and strategic 
information/monitoring and evaluation focal persons from nine countries and sex worker community 
representatives in the Western Pacific Region, as well as representatives from other development 
partners, such as the Joint United Nations Programme on HIV/AIDS (UNAIDS), the United Nations 
Population Fund (UNFPA), the United States Agency for International Development (USAID), and 
the Avahan AIDS Initiative in India.  The list of participants is attached as Annex 2. 

1.1 Background  

Over the years, targeted interventions, including the 100% Condom Use Programme (CUP), 
have been successfully scaled up among sex workers (SW) and their clients in many countries in the 
Region.  However, due to the evolving context of sex work and increasing knowledge regarding best 
practices in targeted interventions, there is a need to expand interventions to include greater 
involvement of SW and provision of broader sexual and reproductive health (SRH) services.  
Country-specific experiences that are currently being documented in four countries in the Region form 
the basis for the development of a renewed regional operational document on priority health sector 
interventions with SW, considered the second generation of interventions.  At the same time, the 
Avahan AIDS Initiative in India has  demonstrated that interventions with key affected populations 
(KAPs) can be scaled up in a short period of time.  The project has developed a comprehensive 
monitoring and evaluation framework, which is crucial to inform effective and accelerated 
interventions with SW, advocate for support and create an enabling environment. 

1.2 Objectives 

(1) To discuss and analyse the experiences of selected Western Pacific Region countries and 
partners in monitoring and evaluating interventions with sex workers; 

(2) to review and finalize the regional guidance document, Second generation interventions 
with sex workers in the Western Pacific: an operational guide for the health sector; and 

(3) to develop a plan of action for implementing the new guidance and strengthening the 
monitoring and evaluation system for interventions with sex workers. 

1.3 Opening remarks 

In his opening remarks, delivered through a video message, Dr Shin Young-soo, WHO 
Regional Director for the Western Pacific, thanked everyone present for taking part in the 
collaborative effort to address the issue of sex worker interventions.  He addressed the fact that 
unprotected commercial sex is still a main factor in the spread of HIV/AIDS and STI in the Region.  
WHO maintains its position on supporting Member States in an effective and evidence-based response 
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to the epidemic, and there is documented success in controlling the spread of HIV and STI through 
implementation of the WHO-supported 100% CUP.  However, challenges still remain, particularly the 
low level of SW involvement, and strategies need to be continually reviewed and updated.  In an effort 
to address those challenges, WHO is drafting a new second-generation guidance document and the 
aim is to fully involve sex workers in the process.  The Regional Director said he was pleased that 
representatives of the Avahan AIDS Initiative, supported by the Bill and Melinda Gates Foundation, 
were attending the workshop to share their experience.    

Dr John Ehrenberg, Director, Division of Combating Communicable Diseases, WHO Western 
Pacific Regional Office, in his opening remarks, noted that many communicable diseases relate to 
each other, and that cross-disciplinary collaboration is possible, which would allow an interchange of 
ideas between different programmes.  The year 2011 being the 30th anniversary of the first case of 
HIV, it is an appropriate time for the workshop to be held.  Currently, for every person that is put on 
treatment, two new infections are detected, and therefore prevention is critical.  Behaviour change is 
necessary, and this will have to be addressed through looking at accessibility, the level of SW 
involvement, and the issue of equality among different stakeholders. 

In his remarks, Dr Robert Verbruggen, Regional Programme Adviser, UNAIDS Regional 
Support Team, Asia Pacific Region, emphasized that HIV has been a unique catalyst in uniting the 
Region, and that the process must be speeded up.  A WHO Western Pacific Regional Office/UNAIDS 
partnership should be established to pull more resources together.  Furthermore, the right 
representation should be brought forth from each Member State; the best results will be obtained 
through such physical face-to-face interaction. 

Dr James Moore, representative of the Avahan AIDS Initiative in India, noted that Avahan is 
one of the largest HIV prevention programmes in India and the partners could benefit from its 
information on how to strengthen programmes, especially among KAPs.  Being a data-rich 
programme, the Avahan Initiative drives innovation and progress and has a strong impact.  Avahan is 
unique in that it focuses on sustainability, and it was originally designed to be transferred to the 
Government of India and community groups as time progressed.  In doing that, the programme will be 
transferred, not only to the Government, but also to those that are benefiting from it. 
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2. PROCEEDINGS 

PART I 

2.1 Monitoring health sector interventions with sex workers 

The first part of the workshop provided an overview of the monitoring and evaluation of 
interventions with key populations at higher risk; the major issues associated with monitoring sex 
work interventions in the field; data analysis and utilization; and country-specific implementation of 
monitoring and evaluation of sex work interventions. 

2.1.1 Update on new global guidance and recommendations to strengthen HIV surveillance 

An overview of the evolution of the different guidelines, toolkits and other reference documents 
developed for surveillance, monitoring and evaluation of targeted interventions for key populations at 
higher risk of HIV infection was presented. 

Emphasis was given to: how to organize a triangulation process, identify data, synthesize 
multiple sources, develop/test hypotheses, draw conclusions, and prepare a country report; how to 
estimate HIV incidence in populations using assays for recent HIV infection; techniques and country 
experiences in carrying out population size estimates; HIV surveillance in hard-to-reach populations; 
and how to estimate incidence at population level.  Also presented were generic tools developed in 
conducting operational research; ethical guidelines; and second-generation surveillance guidelines. 

It was clarified that second-generation surveillance is a system rather than a set of components.  
It is essential for "knowing the epidemic", monitoring the outcome and impact of the responses, and 
setting up priorities and interventions.  The surveillance system needs to be reviewed periodically to 
capture changes in the risky behaviours of key populations, and should address the following 
questions: 

(1) Where are new infections coming from and what prevention programmes are needed?  

(2) What direction is the epidemic taking?  

(3) How quickly must interventions reach full scale and where?  

(4) How many are infected and what are the available treatment and care services? 

2.1.2 Monitoring and evaluation (M&E) of HIV programmes for people who inject drugs, sex 
workers and men who have sex with men  

The goal of M&E is to follow up on evidence-based programmes that lead to a reduction in 
HIV incidence among key populations at higher risk.  It is important to look at what is making a 
difference at the population level.  The United Nations 2001 High Level Meeting on AIDS  came up 
with three goals to achieve by 2015: reduce sexual transmission by 50%; reduce IDU transmission by 
50%; and eliminate mother-to-child transmission.  The use of specific, standardized M&E tools is 
therefore critical.  The revised M&E guidelines are easy to use.  They are divided according to 
national, subnational, and service-delivery priorities, and have been pilot tested for utility and 
readability.   
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2.1.3 M&E of prevention programmes in sex work settings – a regional overview 

It is estimated that 75 million men in Asia visit sex workers; 10 million men inject drugs; 
10 million men have sex with men; 10 million women sell sex; and 50 million women are married to 
men who visit sex workers.  The creation of these bridges, not only fuels the spread of HIV 
throughout the population, but also ultimately leads to mother-to-child transmission.   Sex work 
programme coverage remains incomplete or inconsistent in most countries.  Moreover, the sex trade is 
evolving, moving from a brothel-based business to a more diffused industry.  Unfortunately, 
inadequate funding, lack of enabling environments, legal barriers, mobility of sex workers, and 
inadequate strategic information remain top concerns in efforts to scale up effective programmes.   

There appears to be a discrepancy between programme data coverage and United Nations 
General Assembly Special Session (UNGASS) data coverage and, as a result, more initiatives need to 
be taken at the country level.  In addition, it is crucial to do the right thing by knowing the problem; 
implementing the proper initiatives through standard service packages and operating procedures; 
monitoring country progress by looking at programme outputs and coverage; measuring results 
through impacts and outcomes; and looking at the people and systems through the level of 
involvement of key affected populations (KAP) at higher risk and community-based organizations 
(CBO). 

HIV funding has ‘flat-lined’ and the estimated resource gap is about 200% of current 
expenditure.  With funding for KAP prevention insufficient in all countries, comprehensive and 
sustained programmes remain the exception.  KAP prevention programmes are far from having 
acquired the status of core public health programmes, comparable to Expanded Programme of 
Immunization (EPI) or antenatal care (ANC), for instance.  While HIV data are plentiful, there are still 
key gaps to inform programmes, and, in order to maintain funding, programmes need to prove results.  
Results can be shown through the generation of strategic information (SI).  However, strategic 
information systems remain understaffed and underfunded.  One window to strengthen this system is 
through the Global Fund (GF), whose funds are as yet underutilized as a resource to improve M&E 
programme. 

Emphasis was also given in the need to rapidly scale up programmes by focusing on: 

(1) national and subnational technical working groups on KAP prevention with all key 
players (national and international; ministries of health, national aids councils, principal 
recipients; programme, epidemiology and M&E staff, NGOs and CBOs); 

(2) costed five-year SI system development plans with active resource mobilization plans 
(GF, domestic), including plans for staff development (government and CSO); 

(3) streamlining/integrating HIV SI and M&E units, with existing capacity where possible; 
and  

(4) investing in documentation, promotion of successes, and real-time learning, both 
nationally and regionally.  

2.1.4 Monitoring and evaluation of intervention activities among female sex workers in China 

Cumulatively, 379 345 HIV infections had been reported in China by the end of 2010, with a 
consistent trend of increase over time, the main routes of transmission being heterosexual, men having 
sex with men and injecting drug use.  Overall, HIV prevalence among sex workers has been 
consistently low.  However, the incidence of syphilis increased dramatically at the national level from 
1995 to 2010, partially due to the strengthened testing programme over the years.  On the other hand, 
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the reported gonorrhoea incidence dropped, due to programme effectiveness and/or biased with 
underreporting.  It has been observed that there is a higher prevalence of HIV and STI among low-
class female sex workers (FSW) in contrast with lower levels of prevalence for middle- and high-class 
FSW.  It has also been noted that HIV and STI prevalence is more pronounced in homosexual male 
sex workers than in heterosexual and bisexual male sex workers.  

The HIV sentinel surveillance systems in selected sites in China monitor specific populations 
through HIV and syphilis antibody testing, knowledge and behavioural surveillance, and intervention 
services received.  The data quality assessment programme makes sure that there is consistency 
between local records and reported data, as well as assuring the authenticity of reported data.  The 
methods employed include record checks and interviews with FSW and their managers.   

The challenges of not being able to reach low-class FSW, misclassification of non-FSW, and 
HIV-positive FSW refusing to be tested, are still present and serve as major constraints to providing 
interventions.  The main challenge in the HIV information system is not being able to ensure the 
authenticity of such data as: in outreach, the number of contacts versus the number of FSW contacted; 
and in testing, the number of tests versus the number of FSW tested. 

2.1.5 Sex work monitoring in Malaysia 

Malaysia has a concentrated HIV epidemic.  The main components of the programme to 
address the epidemic are needle and syringe exchange, interventions with sex workers and 
interventions with men who have sex with men (MSM).  Outreach work is the frontline programme.  
This is done through mobile and foot-based outreach activities that include providing information and 
HIV counselling, distributing condoms, and providing referrals to other available services (i.e. STI 
clinics, HIV counselling and testing centres) to individuals who engage in street-based, brothel-based 
and budget-hotel-based sex work.  There is a standardized outreach procedure in place that allows for 
effective monitoring of the workers and their clients.  Therefore, condom distribution and usage can 
also be monitored.  This outreach standardization comes with multisectoral linkages with state 
officers, religious bodies and legal agencies. 

Difficulties remain, however, specifically in identifying new and repeated clients, site data 
verification and data quality assurance.  It is difficult to show impact data on HIV prevalence or 
incidence, to establish baselines and to estimate population size.  There is a lack of infrastructure and 
capacity among programme officers, which often results in incomplete or inaccurate data. 

Discussion 

Other countries were invited to share their current practices and experiences.  The Philippines 
shared that entertainment establishment workers need to have health cards to be able to work in 
entertainment establishments.  They get health permits from local government/city health offices. 

2.1.6 Group Work 1: World Café - Identify major issues in monitoring sex work interventions in the 
field 

The aim was to identify current challenges and barriers in monitoring sex work interventions in 
countries and to propose solutions and a way forward to overcome those challenges and barriers in the 
field. 
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Summary of Group Work 1 

Topics Major issues Proposed solutions 

Mapping and 
estimation 

• Definition of SW: different types of 
SW: direct, indirect; hard-to-reach 
(i.e. self-employed via cell phone, 
Internet); male and transgender SW; 
sex tourism; and students who partake 
in sex work on a part-time basis for 
financial support. 

• Mobility of SW. 
• Funding of mapping and estimation. 
• Limitations of the current guideline: 

often target venue- and street-based 
sex workers only. 

• Police crackdowns and legal barriers. 

• Increase use of key 
informants, such as peer 
educators to inform 
definitions. 

• Use more than one method.  
• Improve country adaptation 

of guidelines on mapping and 
size estimation. 

• Advocate for favourable 
environments and funding.  

Monitoring 
and reporting 

• Mobility, stigma and discrimination.  
• Meaningful involvement of SW in 

M&E. 
• Lack of capacity, limited staff and 

high turnover. 
• No clear indicators on what needs to 

be monitored. 
• Lack of data of SW on ART.  

• Develop codes of 
confidentiality, and ensure 
confidentiality in all settings. 
For instance, outreach clinic 
services need to ensure that 
records are kept safe at the 
facility level. 

• Conduct capacity-building of 
SW on M&E; M&E under 
the national AIDS 
programme.  

• Conduct capacity-building on 
national M&E programme. 

• Conduct special surveys on 
the numbers of SW on ART.  

Outcome and 
impact 
evaluation 

• Poor coordination mechanisms 
between NGOs and governmental 
organizations.  

• Information gaps on other SW sectors 
(e.g., mobile populations).  

• Unclear population size, financial and 
technical constraints, insufficient 
absorptive capacity of institutions 
with multiple grants and different 
indicators.  

• Utilize and adopt existing 
WHO/UNAIDS guidelines 
depending on the country and 
context.  

• Maximize partnerships, 
especially with CBOs, and 
conduct mapping of KAP. 

• Conduct capacity-building 
training for NGO, CBO and 
programme staff. 
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Data 
triangulation 
and utilization 

• Insufficient quality of data. 
• Insufficient capacity of data 

collection, analysis and presentation, 
in particular in NGO and CBO. 

• Inconsistent methodologies and data 
from different funding sources.  

• No feedback of data to the site 
level/data collector. 

• Ensure correct methodology 
and capacities for data 
collection and analysis of 
government and NGO/CBO.  

• Harmonize methodologies 
and indicators by National 
AIDS Council.  

• Enhance government and 
NGO collaboration. 

• Set up a feedback mechanism 
to enable data collectors to 
use the data. 

 

2.1.7 Network scale-up and innovations in size estimation 

The network scale-up (NSU) method was used by anthropologists in the 1980s (Mexico City 
earthquake victims) and was used again in the United States in the 1990s to look at homelessness, rape 
and HIV status.  There have been recent efforts to improve the method and its use in estimation of key 
populations at higher risk of HIV infection.  Operationalization of the NSU method follows three 
steps: 

Step 1:  Estimate personal network size (in general population survey) 

Step 2:  Ask respondents for the number of sex workers they know (in general population 
survey) 

Step 3:  Calculate the estimated population size, adjusting for known biases. 

To describe further, if one knows 300 people, two of whom are sex workers, then one can 
estimate that 2/300th of the general population are sex workers.  Such estimation is improved by 
averaging over many respondents.  Multiplying the estimate by the total population gives an estimate 
of the number of sex workers in the population. 

There are still a number of things that should be understood with regards to the NSU method: 

• feasibility in highly stigmatized country;  
• measurement of transmission error;  
• adjustment for different network sizes;  
• sample size calculation; and  
• comparability with other size estimates (no gold standard).  

There are alternative approaches that countries can explore, including the proxy respondent 
method, the "Oil Well" method and respondent-driven sampling. 

2.1.8 Updates on mapping and size estimation of key populations at higher risk: a brief overview of 
size estimation of sex workers in countries of the Western Pacific Region  

A brief summary of the population size estimates in the Western Pacific Region was presented. 

► FSW prevalence ranges between 0.2% in Viet Nam and 2.5% in the Philippines.  
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► The national estimate of FSW prevalence in Indonesia was calculated from estimates of the 
numbers of FSW and women in each province.  

► National FSW prevalence was estimated at 0.4% in Cambodia, using two different methods, 
the first using a census (-0.3%), the second based on a study on trafficked people in the 
country.  It was estimated that about 29% of FSW were in the capital city, Phnom Penh, 
about 12% in other major cities, 33% in smaller towns, 21% in villages, and 5% in special 
settlements.  If special settlements were excluded, 22% of FSW could be found in rural areas 
and 78% in urban areas.  FSW prevalence was estimated at 0.5% for the capital, 0.4% for 
other urban settings, and 0.1% for rural areas. 

Many lessons have been learnt as a result of conducting size estimation surveys in different 
countries. 

► Size estimation is not a pure science, but rather a mixture of science, art and common sense.  

► There are no universal standard methods.  

► Size estimation can also be used for intervention planning.  Monitoring, especially at 
subnational levels, should be emphasized.  Different sources of data, such as surveys, 
studies, mapping, census, programme data, police arrest record, security office estimates, 
and population based surveys, should be triangulated. 

Countries have been conducting population size estimates every two years with support from 
WHO and UNAIDS.  Most countries already have estimates of their SW, MSM and injecting drug 
users (IDU).  There are increasing efforts to continue updating the estimates and generating more 
sources for triangulation. 

2.1.9 Mapping of female sex workers in Viet Nam 

FSW mapping in Viet Nam is used to determine the places and spots where FSW are working, 
to estimate the number of FSW in each spot, and to collect data to determine better methods of 
approach at certain sites.  ‘Hot-spot’ mapping is being done for planning and M&E activities. 

There are two stages in conducting hot-spot mapping: 

Stage 1: Mapping preparation and preliminary data collection (Level-1 mapping information). 

Stage 2: Field data collection (Level-2 mapping information) and comparison, and data 
triangulation. 

FSW are defined as all females selling sex for money and/or gifts.  These women are then 
subcategorized by the type of sex work they engage in and, as a result, whether they are either direct 
FSW (brothels, ‘guest houses’, streets, parks, bus/ferry/train stations, seated at pavement or small 
coffee shops, on motor scooters) or indirect FSW (hotels, restaurants, massage parlours, karaoke bars, 
barbershops, bars, beer restaurants, luxury coffee bars).  

The hot spots differ in the sense that they can be fixed or mobile.  A growing issue is the trend 
towards an increase in indirect FSW who are mobile, making it more difficult to trace them.  Data are 
collected by peer and outreach workers, mappers and supervisors, while information is collected 
through key informants.  Through different levels of collaboration, mapping of FSW is feasible, but 
increasing FSW mobility will require more continuous updating. 
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A sample map was shared by Viet Nam, with ‘signs’ specific to each key population at higher 
risk.  

Another innovation introduced in Viet Nam is the unique identifier code (UIC).  This code is 
easy to remember and confidential.  By issuing FSW with a UIC, there is a better chance of 
monitoring programme coverage, improving access to services by ensuring confidentiality, 
minimizing double reporting, and ensuring better tracking of distribution of HIV prevention products. 

2.1.10  Monitoring scaling-up of sex worker interventions – the Avahan experience 

Avahan is a programme with an overarching goal to show how to rapidly saturate coverage of 
core and bridge groups at scale in a complex environment.  It is a large-scale programme covering a 
wide geographic area, delivering a service package of proven interventions to most-at risk new 
infections. 

Avahan’s 10-year charter (2004-2013) states the following goals: 

● Goal 1: Implement an HIV programme with high coverage of core and bridge groups  

● Goal 2: Transfer the programme to the Government of India and other implementers in 
the country. 

● Goal 3: Enable replication of programmes and best practices by other institutions by 
fostering and disseminating learning. 

In order to rapidly scale up its coverage, the programme zeroed in on specific geographic areas, 
and critical districts and subdistricts.  In designing for scale, it ensured accurate denominators for  
districts; accurate denominators for geographic subregions; mapping; size estimation; needs 
assessment for FSWs; and harm reduction in MSM and IDU in urban, periurban and, where 
warranted, rural areas.  The critical action was deciding where to put the programmes and what 
specific progammes should be in place.  Avahan came up with the following packages: 

Services and 
commodities for female 
and male sex workers 

Services and commodities 
for clients of sex workers 

Community mobilization and 
creation of an enabling environment 

• Peer-led outreach 
(48 peers and 
outreach workers) 

• Programme-owned 
community centres 
and clinics (8) 

• Referral doctors  
(10) 

• Free condom 
distribution        
(~39 000 per month) 

• Condoms socially 
marketed to high-risk 
men (~76 000 per 
month) 

• Franchised STI treatment 
clinics for high-risk men 
(18 in top 4 towns) 

• Outreach workers for 
IPC with high-risk men 
(57 in top 4 towns)  

• Capacity-building of local 
community-based organization to 
provide: 

− crisis response cell; 

− police sensitization training; 

− community advisory 
committees. 
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In order to demonstrate the success of the programme, Avahan designed its own M&E system 
that shows that it achieved, not only the desired scale and coverage, but also improvement in the 
quality of services.  

  

Avahan is currently in the transition phase of turning what it has initiated over to the 
Government, with the aim of sustaining the gains and replicating the programme in sites where it is 
now needed.  

2.1.11  Monitoring of community mobilization and structural interventions 

Working with communities is imperative.  This is done by bringing people together and 
fostering initiative and collective action.  Once resources are used to achieve this, the initiative 
becomes a lot more sustainable and community-driven.  Avahan has a complex community-
mobilization model, but the main point is that the levels of participation evolve from targeted 
intervention activities (identification), to structural intervention activities (collectivization), to 
organizational development activities (ownership).  The data sources are a combination of routine 
programme data, behavioural surveys and organizational assessment.  Measuring community 
mobilization poses a great challenge because of the difficulties presented when trying to manage such 
a programme; it is extremely time-consuming and resource-intensive.  Nonetheless, with the 
perseverance of the communities, there is overall involvement in sustaining prevention efforts and, 
thanks to this great level of perseverance, the prevention initiative can be considered cost-effective 
and sustainable. 
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Discussion 

► On the issue of cost-effectiveness:  Avahan’s project was considered very cost-effective 
because it is mainly fuelled by the local communities. 

► On the issue of whether rapid scaling-up could be applied to different communicable 
diseases: There might be a benefit in adapting or replicating what Avahan did.  Using the 
data for decision-making and strengthening the system is a key factor in its success, which 
could certainly be applied to other programmes.  Other major drivers of success are 

microplanning
1

, community systems strengthening and involvement. 

► On the issue of how Avahan dealt with certain districts that showed no improvement in 
terms of epidemiological picture or behavioural data, even with access to 
intervention/services, with indicators showing no positive change: This type of problem is 
addressed directly at the level where the issue is occurring.  By looking at M&E data, 
CBO/NGO can analyse the data to identify the problems.  If the problem requires a strategic 
change, it is imperative to find out at what level the change needs to be implemented. 

2.1.12  Update on outcome and impact measurement of SW interventions 

Countries are overburdened with tools, resulting in there being too many different ways of 
collecting information.  In an effort to control this overflow, the United Nations Monitoring and 

                                                 
1
 Microplanning is the generation of available resources in order to finance small projects that will generate income and 

profit. Sex workers would be able to benefit greatly from this as it is a method of empowerment as well as a different option 
to viability. 



12 

 

Evaluation Reference Group (UNMERG) has developed additional tools and guidelines, but in an 
effort to ease the comparison of already existing tools and indicators. 

There is also a need to bring to the market a reliable HIV incidence test.  Many assays have 
been developed but, unfortunately, the only commercially available HIV test does not perform well.  It 
is therefore critical to determine what kind of HIV incidence assays to use, get background 
information on the samples, test using the recent infection testing algorithm (RITA), and estimate the 
false recent rate (Discard if it is greater than 10%, and calculate incidence.). 

2.1.13  Impact framework and early results from Avahan 

Rapid expansion of targeted interventions across districts in areas of India has led to a decline 
in HIV prevalence, as well as expansion of ANC sites (sentinel surveillance sites) across the country.  
There has been a 50% decline in HIV prevalence among ANC and condom supply has increased. 
However, HIV prevalence remains high among high-risk groups.  That being said, modelling shows 
that between 40% and 60% of infections have been averted due to programmes among high-risk group 
in selected Avahan geographic areas.  Meanwhile, changes in HIV and STI status among FSWs are 
shown to differ from state to state.  The syphilis rate differs in different states and, as a result, there are 
different trends of change. 

2.1.14  Impact evaluation of interventions to KAP at higher risk in Viet Nam 

In terms of coverage, out of Viet Nam's 63 provinces, 32 are covered by the World Bank and 
the United Kingdom Department for International Development (DFID) projects to prevent HIV in 
Viet Nam; 29 provinces are high-risk, covered and are over the national median for numbers of IDU 
and FSW; and the remaining nine provinces are uncovered, with more than 1000 FSW.  Common 
services for sex workers include condom distribution, peer outreach, mapping, interpersonal behaviour 
change, and STI services. 

Modelling shows that 38% of potential infections have been averted, attributed to prevention in 
the population groups directly targeted by the harm-reduction programmes.  If the programme 
coverage targets are reached, it can be expected that more than 20% of infections among FSW will be 
averted.  The next step is to focus on the many provinces that do not yet have good coverage.   
High-risk interventions should be expanded, and existing harm-reduction programmes should be 
strengthened.  Improvements in data quality are also critical in assessing the impact of harm reduction 
activities in the next strategic planning phase. 

2.1.15  A triangulation approach 

Triangulation is used to synthesize and integrate data from multiple sources for programme 
decision-making.  Triangulation is best used when data are scant, when data are also plentiful, when 
the ‘best’ data are not available, and when a rapid response is needed.  Triangulation is therefore an 
approach for analysis and interpretation of data in public health, and is a method through which 
different stakeholders are included. 

2.1.16  Data triangulation – exercises with regional data 

There are several practical steps for data triangulation:  

• track trends and relate to interventions,  

• examine two trends together (for instance, behavioural and biological);  



13 

 

• combine three or four trends (for instance, HIV, STI and condom use) and check 
whether the trends agree;  

• include trends from different populations (for instance, SW, male clients and men at 
risk); 

• question your data, given that trends may be due to other factors; and  

• relate trends to interventions.   

2.1.17  Data utilization to strengthen programmes for community mobilization and structural 
interventions 

Programme monitoring showed that Avahan achieved scale and coverage due to: its focus on 
core and bridge groups; the widespread scope of the initiative; and the methods used, such as 
monitoring the quality of STI clinical surveys.  This, combined with the ongoing, increasing transition 
to the CBO level helped, and continues to help, sustain the initiative. 

Discussion 

► Measuring the impact of a project is not easy. In fact, it is very complex.  When more than one 
intervention exists, it is difficult to attribute impact to a specific factor.  The statement about the 
difficulty of attribution was acknowledged and was uncontested. 

► A comment was made about the United States President’s Emergency Plan for AIDS Relief 
(PEPFAR) use of an indicator in relation to how Avahan looks at monitoring referrals made.  
PEPFAR had an indicator for the number of people referred for HIV testing who got care, but they 
did not use it because the results yielded 100%.  Given this situation, has Avahan looked at 
innovations in monitoring referrals?  For instance, for HIV and STI referrals, has there been any 
follow-up to see if the HIV-positive patients have received care and treatment.  Since Avahan 
refers patients to government facilities for testing and release of results, referral mechanisms are in 
place to track and record whether referrals have been completed.  

► In relation to how core programmes/knowledge are transferred.  Avahan brought together Indian 
and non-Indian academic institutions, which facilitated sharing of the programme and how it could 
be adapted by other partners, as well as how the M&E system was built and was being utilized for 
programming.  

► The presentation on Viet Nam showed the gaps and where resource allocation needs to go, but it 
did not show how efficient the allocations have been.  Many country collaborators recognize that 
data could be improved, and that this process should be followed up in order to continue with trend 
analysis in the future. 

2.1.18  Group Work 2 

Group Work 2 dealt with monitoring and evaluation of interventions with sex workers in 
countries.  Each country discussed the issues individually, followed by sharing with other countries 
represented in the grouping.  The results were presented in plenary.  Details of the discussions are 
summarized in Annex 3. 
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PART II 

2.2 Review of the draft regional guidance document, Second-generation interventions with sex 
workers in the Western Pacific Region: an operational guide for the health sector  

2.2.1 Overview: Objectives, process and expected results 

Objectives of the second-generation programme: 

(1) To define effective and evidence-based priority health sector interventions with SW; 

(2) to summarize key policy and technical recommendations, including addressing emerging 
issues with SW; 

(3) to provide Member States with lessons learnt from field experiences, for adaptation or 
replication; and 

(4) to support countries and stakeholders to set priorities for HIV and STI interventions with 
SW in GFATM proposals and other funding opportunities. 

The draft  regional guidance document was developed in consultation with country 
programmes, a process that took place in several stages, as follows: 

(1) Desk review of evidence and experience 

(2) Field visits, especially to countries with strong SW programmes 

(3) Internal and external review of the draft version 

(4) Case studies drafted and reviewed by the community and implementing partners, and 
then cleared by the national counterparts 

(5) Intensive review during the regional workshop 

2.2.2 Presentation of country case studies 

The selected representatives of Cambodia, China, Mongolia and Viet Nam all presented their 
country case studies, focusing on a country overview, early conditions, initial response, early 
outcomes, changing conditions, evolving response, and lessons for the Region.  Other countries were 
also invited to share their experiences or relevant information about their situations and programmes. 

2.2.2.1 Cambodia 

When Cambodia emerged from instability in the 1990s, it confronted HIV under very 
vulnerable conditions.  There was a low level of condom use among sex workers (less than 20%), and 
HIV spread rapidly through the increase in unprotected sex work.  In response to the issue, Cambodia 
launched a 100% CUP pilot in Sihanoukville, consolidating it nationwide in 1999.  As a result, 
increasing condom use and declining STI were observed nationwide.  There was a decline in 
prevalence of HIV in sex workers, and condoms were being used in direct and indirect sex work 
settings.  However, there has been a progressive shift from direct to indirect sex work during the last 
10 years, making it more difficult for outreach and follow-up initiatives to be implemented.  This shift 
can be partially explained by the Law on Human Trafficking, which forced massive brothel closure 
and drove sex workers underground, causing tremendous hurdles for appropriate implementation of 
the 100% CUP.  The growing number of sex workers can be explained by the limited economic 
opportunities.  In response to this collapse, a continuum of services from prevention to care and 
treatment for women and entertainment workers was developed in 2009.  This included new efforts to 
expand outreach to SW through a new peer-outreach model, and to encourage SW to attend health 
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services.  A broader range of services was therefore offered, and there was strengthening of family 
health clinics nationwide. 

In terms of lessons for the Region, Cambodia shared that its 100% CUP was a decisive factor in 
reversing its HIV epidemic.  Moreover, high-level policy and effective multisectoral coordination at 
the operational district level helped in the enactment of all efforts being made.  The continuum of 
services from prevention to treatment and care played a huge role in initiating more contacts with SW 
and enabling more accurate monitoring.  As a result, SW are more involved in the planning and 
implementation of interventions. 

2.2.2.2 China 

There has been an increase in HIV and STI transmission among certain groups, such as MSM, 
but it remains with apparent low rates of transmission in sex work.  Sex work is illegal in China and 
the law is enforced by periodic police crackdowns.  Because of this, there is a large variability and 
therefore mobility of sex work, involving venue-based direct and indirect SW, as well as freelance.  
There are an estimated 2.5 million sex workers (male and female) in China.  There was a rapid 
increase in sex work with economic development, with a resurgence of STI in the 1990s.  
Heterosexual HIV transmission began with overlapping sex work and IDU networks.  Because of low 
condom use and high STI prevalence, the potential for rapid HIV spread was very high.  

A series of successful 100% CUP pilots were implemented and showed increasing condom use 
and declining STI among sex workers.  This was followed by nationwide implementation of condom 
promotion programmes.  The high-level policy was announced in 2004 and in 2006, interventions 
were being developed through the collaboration of local and multisectoral committees, and there was 
an effort made towards establishment of mapping, outreach, peer education, and HIV and STI 
services.  

HIV prevalence remained low, but increasing migration and mobility started to complicate the 
delivery of interventions and services.  Together with the conflict between public health and public 
security becoming more pronounced, as well as an increase in the diversity in sex work, it was clear 
that new sex worker strategies were arising, making it more difficult to monitor SW.  This was dealt 
with by strengthening interventions through: 

(1) scaling up for high coverage,  

(2) strengthening outreach and peer interventions, and  

(3) improving SRH services and referrals.  

There was also an increase in the small-scale role of CBO and NGO in supporting outreach and 
peer interventions. 

Early experiences in selected counties and districts influenced provincial and national policy 
development.  A model with clear components (multisectoral, coordination, outreach, condoms, and 
HIV and STI screening) was therefore replicable on a national scale.  A referral system among 
different organizations facilitates access to a range of needed services. 

2.2.2.3 Mongolia 

As of May 2011, a cumulative total of 95 HIV infections had been reported in Mongolia, most 
of them among males who are MSM.  There are much fewer infected females, but about half of those 
infected are female sex workers. STI, on the other hand, pose a much larger problem.  The trends for 
gonorrhoea and trichomoniasis are unstable and fluctuating, but their prevalence remains higher than 



16 

 

that of consistently increasing syphilis.  There have been a series of targeted intervention programmes 
for FSW, including the 100% CUP, voluntary counselling and testing, provider-initiated testing and 
counselling, provision of STI services, outreach and peer education, access to drop-in centres in 
selected districts and provinces, and advocacy.  There are an estimated 9500 sex workers in Mongolia, 
concentrated in cities and border areas.  The 100% CUP pilot in Darkhan-Uul province in 2002 
showed increasing condom use and declining STI.  The pilot was followed by nationwide expansion 
between 2003 and 2007, which established a policy with high-level support, dealt with local 
implementation committees, and put an emphasis on increasing condom use in sex work and 
encouraging an enabling environment.  

No HIV has been detected among sex workers in second-generation surveys.  Syphilis on the 
other hand, continues to be a problem and, although it is declining, mobility poses a major issue.  
Moreover, limited economic opportunities are driving more women into sex work; increased mining 
and road construction is increasing the demand for sex work; the high mobility of sex workers and 
informal settings complicate outreach and follow-up activities; and there is a high turnover of police 
and local authorities who require training to support the enabling environment that needs to be 
created.  As a result, there has been increased funding (GFATM) since 2006, an expansion of 
interventions with sex workers, expansion of services by STI clinics, activities to encourage sex 
workers to seek care, development of local AIDS committees in 2009, and establishment of 
partnerships for programme implementation. 

The 100% CUP yielded very satisfactory results, as an increase in condom use was reported.  
Nationwide implementation has been feasible, even with the difficulties experienced due to the 
increase in freelance and indirect sex work.  An expanded range of reproductive health services attract 
more sex workers to clinics.  It is possible to have direct support for peer outreach workers by STI 
clinic staff without NGO help.  Using STI clinic data and patient interviews, as well as monitoring and 
strengthening of condom use compliance started to be piloted in Darkhan-Uul province in 2010.  
Process indicators are being tracked and looked at by province, with the potential to follow trends, and 
the sharing of experiences between provinces is being promoted through exchanges and national 
seminars. 

2.2.2.4 Viet Nam 

Viet Nam has seen an increase in sexual HIV and STI transmission, and there is no proof that 
transmission is slowing down in sex work.  Estimates of FSW differ widely, given that there is large 
variability and mobility involving indirect and non-brothel-based venues.  Most SW have different job 
titles.  The onset of the HIV epidemic was fuelled by IDU.  Transmission then increased through sex 
work, due to the large overlap of high-risk behaviours (especially between SW and IDU).  Pilot 
100% CUP activities were launched in several provinces in 2000, several of them supported by the 
Asian Development Bank (ADB), with the condom promotion programme replicated on a small scale 
from 2001 to 2004.  The expansion of the 100% CUP was given high-level support with the 
endorsement of harm reduction in the National HIV Strategy in 2004.  The early outcomes for the 
ADB-supported provinces, followed by larger scale expansion, funded by DFID and World Bank 
projects to prevent HIV in Viet Nam, in 32 provinces showed an overall decline in gonorrhoea and/or 
chlamydial infection among sex workers, with an increase in consistent condom use through 
implementation of the prevention programme.  

There has been uneven implementation and therefore uneven outcomes across provinces, with 
improvements in some, but regression in others.  The high-risk behaviour overlap (SW and IDU) 
complicates the response, as does the illegal status of sex work because of the negative, and at times, 
violent attitude exhibited towards SW, making it very difficult to reach them.  There has, however, 
been an evolving response through enhancement of outreach and peer interventions, strengthening of 
CUP implementation, and bringing of clinical services closer to SW.  Evidence from multiple sources 
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suggests that these efforts have led to an overall decline in HIV and STI transmission in sex work.  
The effective response, involving clear policy and high-level political endorsement is sustainable for 
implementation through multiple channels.  In regard to addressing the overlapping risk behaviours 
associated with the epidemic, a comprehensive harm reduction approach to drug use and sex work has 
proved to be highly synergistic.  Moreover, involving peer educators, particularly using current sex 
workers as peers, can help strengthen outreach.  Because of the increase in freelance and street-based 
sex workers, free condom distribution is especially important, and increased targeting of non-
traditional outlets for condom social marketing needs to be assessed. 

While Cambodia, China, Mongolia and Viet Nam have different backgrounds, and are in 
different situations, definite similarities in trends and results can be observed.  The shift from direct to 
indirect sex work and vice versa is occurring everywhere.  Every country shared that the 100% CUP 
had contributed to an increase in reported condom use and a decrease in STI, and consequently might 
have impacted on HIV incidence. In addition, all countries noted that multisectoral collaboration in 
creation of an enabling environment is key and plays a very large part in efforts to address major 
health care issues in the sex worker community.   

2.2.2.5 The Philippines 

When the 100% CUP was introduced in the Philippines, there was a good response from the 
owners of entertainment establishments.  Specifically, in Angeles City, condoms were really made 
available by establishment owners themselves, in support of the programme, and condom dispensers 
were installed in every bar.  When condom dispensers became unpopular, innovations were introduced 
by collaborating with the private sector through the introduction of ‘pop shops’.  These are operated 
by the associations of bar owners.  This innovation is being implemented in selected sites in the 
country. 

2.2.2.6 Lao People's Democratic Republic 

Intervention activities among sex workers began between 1999 and 2000.  The prevalence of 
HIV was very low, but STI prevalence was very high (32%).  The response was to provide provincial-
level STI services for SW, in the form of drop-in centres, and to develop a serious and vast network of 
outreach workers and peer educators.  The use of peer educators and outreach workers proved to be 
most useful. 

2.2.2.7 Malaysia 

Malaysia started with a needle-exchange programme to address its HIV epidemic, given that 
transmission was primarily through IDU.  However, change occurred very rapidly and, with the bridge 
between high-risk behaviours, MSM, SW and IDU partners became the most at risk. In 2006, two sex 
work programmes were developed; by 2007, there were 10 NGO conducting such programmes.  
Because of religious constraints, Malaysia can hardly implement a national condom programme, but 
the programme run by the Malaysian AIDS Council can monitor how many clients are reached, the 
number of condoms and lubricants distributed, etc.  There is frequent contact with and distribution 
among SW.  The Malaysian AIDS Council is provided with free condoms by the Government, but 
only for marginalized groups.  Other population groups in need of condoms can obtain them at a very 
low price in stores and STI clinics. NGO are encouraged to promote condom use through health 
education.  There has been an encouraging response to this initiative from the police and policy-
makers. 
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2.2.2.8 Fiji 

Interventions in Fiji are carried out by civil society.  While there is no government involvement, 
they are open about dealing with sex workers.  Hopefully, thanks to the sharing of different country 
experiences and case studies, a report can be presented shortly to start implementation of a national 
programme. 

2.2.2.9 Papua New Guinea 

There are no direct government interventions.  The only action being taken is through an NGO 
group and is limited to the capital city.  The group carries out interventions with funding from the 
Government and the Australian Agency for International Development (AusAID).  Community-based 
condom education and training is encouraged. However, more support is needed from the Government 
and the Ministry of Health.  At the moment, there is a clinic, with a medical officer, which can be used 
by sex workers.   

Discussion 

● There is a major issue with human trafficking, especially in the 15-17-year-old age group.  
There is a need for more collaboration with anti-child-labour sectors. 

● The involvement of sex workers in multisectoral groups through 100% CUP was brought up.  
A regional partner indicated concerns regarding difficulty in understanding such multisectoral 
collaboration when faced with the challenge of police needing to monitor condom provision 
and at the same time enforce the law on illegal sex work.    

► In reality, where the 100% CUP has been implemented, police can be advocated and 
mobilized to support the condom promotion programme by encouraging the compliance 
of entertainment business owners, without enforcing punitive laws/policy in the 100% 
CUP areas.   

► The support of top authorities is key, and it is possible to involve different sectors in the 
establishment of a task force.  

► The first step is to convince the top authorities to deal with HIV, and then convince the 
other agencies to support the programme.  

► In other cases, where the national government is not involved, strong commitment is 
found at the local level, through the local government units.  

► Addressing the issue of crackdowns should be a multisectoral collaborative effort.  
If done correctly, there is no conflict.   

● It is crucial to establish a definition for ‘brothel’.  Many sex work venues use different names.  

● With the mobility problem comes the issue of test results.  Both tests and treatment are 
expensive to administer.  If mobility is increasing, sex workers are unlikely to wait for their test 
results.  There must be innovation to improve the release of rapid test results, and WHO needs 
to provide guidance on how to do surveillance, as well as rapid testing, in remote areas.  

● Another important issue that needs to be addressed are sex workers who are minors.  This has 
become a growing problem.  

● Concern was raised regarding interventions for clients of sex workers; this needs to be 
addressed properly, but poses a big challenge. 
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2.2.3 Voices of the sex worker community 

Introduction of the sex worker community: 

This session was interactive, taking the form of a question and answer interview with sex 
workers from China, Fiji, Malaysia and Viet Nam. 

● The Chinese representative has been doing intervention work for sex workers since 2003, 
and in 2005 she established a women support group.  Now she is also one of advisers of 
Global Fund RCC NGO Consultation Committee. 

● The Fiji representative is a 33-year-old transgender sex worker.  She has a national advocacy 
network established nationally for female and transgender sex workers.  She has firsthand 
experience of how human rights have been violated, and that pushed her into trying to find 
ways to intervene and empower SW. 

● The Malaysian representative, who has experience in drug use and sex work is now with a 
reputable NGO Malaysia working on HIV sees the benefit to being on both sides, in order to 
provide the most beneficial inputs. 

● The Vietnamese representative became a sex worker and drug user in 2000.  After three 
years, she was arrested and put into a detention centre.  Upon release, she became a peer 
worker, offering help to the IDU group and acting as a peer educator for sex workers.  She 
now provides support to the wives of drug users and partners of sex workers and student sex 
workers.  

The topics discussed ranged from community involvement; experiences of stigma and 
discrimination; violence and harassment; and the need for comprehensive health care services. 

Community involvement: Community involvement is most effective when the lifestyles and 
behaviours of the sex workers are known. 

• Carrying out personal surveillance of establishments, as well as involving different 
stakeholders, encourages community involvement.  

• Training should be provided on certain topics, such as HIV testing, and STI and reproductive 
health services.  

• It is very beneficial to establish sex networks on a small local scale, so that information can 
be shared and the workers can help to save each other through knowledge and advice.  

• While community and sex worker involvement is very important, it is also crucial to look at 
how much of a voice a sex worker could have in policy-making.  Therefore it is most 
effective to have an individual to represent the sex workers and act as a liaison between the 
community and the policy-makers.  The needs of SW, not only health services such as STI, 
HIV and condoms, but also social and legal support,  need to be voiced at the local, national 
and international levels.  There needs to be a way for them to contribute as much as possible 
to policy-making, given that policies may be implemented which ultimately do not benefit 
the SW.  Advocacy to address SW concerns at policy level needs to be proactive. 

• To ensure meaningful engagement of sex workers, their capacity and skills should be 
strengthened to enable them to engage with policy-makers and to manage interventions. 
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Stigma and discrimination: This is also felt among health care workers, and is a major drawback, 
especially when sex workers feel hostility when they seek care.  Each country has a different way 
of approaching this problem.  

• In Malaysia, there is a government clinic located every three kilometres.  

o A sex worker can easily access the clinic and get treatment.  
o However, SW do not feel comfortable talking about their situations and their 

occupations, because of the associated stigma.  
o However, if government sex worker clinics were implemented, NGO would be able to 

introduce doctors and clinic staff to what outreach is through explanations of what sex 
work is.  

o These clinics could allocate a specific time every day or every week specifically for sex 
workers. This would help curb, or at least isolate the stigma.  

 
Such types of outreach services remain very difficult in some countries where the 

Government and public institutions believe sex work does not merit care and treatment.  

• The Chinese representative mentioned that stigma among health care workers is a key barrier 
to access to services, but getting retired doctors to join the outreach services is a useful way 
to reduce public stigma and discrimination against sex workers.  

• Similarly, in Fiji and in Viet Nam, sex workers are stigmatized, not only by health care 
workers, but also by legal officers and the authorities.  It is most important that HIV and STI 
services be user-friendly to encourage utilization by SW.  If sex workers feel threatened by 
the health care services, there will be a block and the risk of HIV will be higher. 

• There are ways to tackle stigma and discrimination through groups and networks.  The main 
problem is that stigma is often a result of lack of knowledge.  

• General knowledge would help reduce stigma and discrimination a great deal.  This can be 
done through advocacy, setting up hospitals with doctors and nurses who are aware of sex 
workers' situations, through strengthening the relationships between these doctors and nurses, 
and through quality service screenings. 

• Health care providers should be desensitized through training sessions and regular 
coordination meetings with NGO and CBO working with sex workers.  Health care providers 
should also be involved in outreach services.  

• It is also beneficial to have groups of peer educators in hospitals and clinics to directly assist 
sex workers coming in to seek aid.  These peer educators can act as mediators between the 
doctors and the patients, and help make the patients feel more at ease.  

• Medical school curricula may need to be re-evaluated to ensure they include a section on 
basic human rights, which should be available to all, regardless of occupation. 

Comprehensive services for SW: HIV and STI services are not enough. SW require 
comprehensive health care services.  

• SW need to learn how to protect themselves from violent and abusive clients.  As a result of 
such abuse, as well as societal rejection, many of them require psychological help.  This type 
of help is often given by other members of the sex worker community, but professional help 
may prove to be a lot more effective.  

• For the transgender population, hormonal change therapy is often necessary but often not 
available; when available, usually lack of professional counseling support.  
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• Money management training is also essential.  Most sex workers spend all the money they 
earn very rapidly because of their lack of money management skills. 

o In Viet Nam, the network has a savings fund in case of emergency, but a more proactive 
approach to the issue needs to be adopted.  

o SW need to be shown job opportunities that do not require them to be officially 
registered.  For instance, they should be taught how to obtain microcredit loans to start 
small businesses (tea or coffee businesses, for instance).  

o Economic empowerment can go very far for these workers.  Many of them have come 
from unhappy marriages, and have children, but do not know their rights.  If SW are 
empowered economically, they will feel less violated.  

o Moreover, they are also in dire need of legal services, so that they know their rights and 
can get the legal help they require in instances such as divorce.  There is too much 
emphasis being put on health, while what is really needed is a package of services 
focusing on general welfare, through meaningful multisectoral collaboration. 

Discussion 

► There was a request for elaboration on police violence and the internal conflicts that authorities 
have to face when dealing with sex workers.  They have a monitoring duty, but also need to 
enforce national law that considers sex work illegal. 

► There is major misuse of power by the police, because some of them often use law enforcement as 
an excuse to carry out physical acts of violence towards sex workers, or use the services of the sex 
workers and arrest them afterwards.  

► The public does not react to any of this, because the law states that sex work is illegal.  However, it 
is a basic human right for these workers not to be beaten and violated, and that is what needs to be 
focused on, not how to change the legality of it.  

► One of the effective ways to address this is to find knowledgeable, open-minded/liberal and 
trustworthy police officers within the police force who are willing to spread knowledge to other 
law enforcers about unreported violence being on the rise.  

► Moreover, if there is increased involvement from the side of the Ministry of Health, the initiatives 
will prove to be more effective.  If the Ministry could have continuous dialogues, information 
sessions and workshops with law enforcers, the latter would be more likely to listen, because it is 
coming from a government standpoint. 

► It should also be pointed out that, while sex work is illegal, so is buying the act of sex, and 
therefore issues relating to the clients of SW should be also addressed.  

► If there is increased collaboration with doctors and health facilities, where diagnosis of injury can 
be made and treatment can be provided, reporting of acts of violence could be improved.  

► Health care providers should document acts of violence, support the reporting of such acts  and 
increase dialogue with police officials.  This might reduce violence towards sex workers.  There 
can also be health training on how SW can protect themselves, set up throughout multiple health 
facilities.  
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► Contacts with legal agencies need to be made to enable sex workers to seek their basic human 
rights. 

2.2.4 Summary of discussions and recommendations from the Asia and the Pacific Regional 
Consultation on HIV and Sex Work. 

The first consultation took place in October 2010, in Pattaya, Thailand, the purpose being to 
review progress in implementing recommendations from the Commission on AIDS in Asia and the 
Pacific.  A set of 10 regional recommendations resulted from the Pattaya Consultation, as well as 
country action plans.  There has been some progress in implementing regional recommendations.  
A series of key debate points relating to the operational guide for the health sector were put forth.  The 
operational guide is an important part of a wider regional effort, and therefore regional coordination, 
policy consistency and collaboration between governments, communities and United Nations agencies 
are critical.  

Two recommendations from Pattaya are that a regional approach to condom programming 
should be developed collaboratively and should be rights-based, and that a guidance document on 
interventions required for a comprehensive response to HIV and sex work should be developed.  
Another important issue to consider is that condom availability might not be the same as condom 
accessibility.  The majority of countries with a national policy on condoms identified condom 
accessibility as a critical barrier.  There is also a lack of high-quality, peer-outreach programmes and 
limited involvement of sex workers in national planning processes. 

In addition, there are certain issues that arise with implementation of the 100% CUP, including 
the power imbalance between local authorities, the police, health workers and brothel owners on the 
one hand, and sex workers on the other.  Sex workers are unable to change this power imbalance and, 
as a result, are subject to violence, abuse and exploitation at the hands of the police and brothel 
owners, who are given the responsibility of enforcing the programme.  In order to avoid such 
problems, it is important to involve SW on as many levels as possible in the review of the operational 
guide.  They should be involved in the design and implementation of it, while creating and sustaining 
community norms, which can be supported by leadership, coordination and a multisectoral approach, 
all key to 100% CUP. 

The focus cannot be solely on health, but rather on human rights and empowerment in order to 
create better working conditions and thereby be effective in reducing HIV among sex workers.  It is 
critical to look at external influencing factors that might act as barriers to the 100% CUP, such as the 
authority imbalance or the issue of widespread stigma and discrimination. 

2.2.5 Overview of the draft regional guidance document– Second-generation interventions with sex 
workers in the Western Pacific: an operational guide for the health sector  

In the early 1990s, the Sonagachi project was implemented in Calcutta, India, and the 
100% CUP was piloted in Ratchaburi province, Thailand.  Sonagachi came to be known as the SW 
empowerment model and the 100% CUP as the most successful structural intervention strategy.  The 
idea was to merge the experiences, given that these intervention models have a lot in common.  Newer 
programme implementation activities have all borrowed and learnt from existing ones, which is 
important to take into consideration when developing new guidelines and looking at new programme 
possibilities.  After the Sonagachi project and the 100% CUP, there were a number of initiatives, such 

as the WHO sex work and HIV toolkit
2
, the United Nations guidance note

3
, the WHO evidence-based 

                                                 
2
 Toolkit for targeted HIV/AIDS prevention and care in sex work settings.  Geneva, World Health Organization, 2005. 

3
 UNAIDS guidance note on HIV and sex work. Geneva, UNAIDS, 2009 
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guidelines, and now the update of the regional guidance document.  This document is divided into 
three parts, with a summary, an annex and a portion dedicated to links to capacity-building. 

Development of the regional guidance document was done through consultation and field visits.  
The three parts of the document include the background, the 10 critical elements, and the operational 
details.  The background is similar to the case studies presented previously.  The 10 critical elements 
have three areas of focus: building on the existing foundation; prioritizing new programme elements; 
and implementing at an adequate scale for impact.  The policies establishing 100% condom use as the 
norm in sex work settings are backed by high-level political support for the programme.   

Structural interventions, such as the 100% CUP, can be combined for greater effect.  Policy 
support has weakened in some countries, and therefore different approaches need to be adopted.  This 
would involve implementation support through local coordinating committees including political 
leaders, health departments, the police and sex workers.  There should also be more outreach in places 
where sex work takes place, based on mapping and data from the community.  It is most important to 
create a supportive and enabling environment for sex workers in order to encourage their participation 
and use of the services being offered.  SRH services that go beyond STI and HIV check-ups and deal 
with sex workers' broader needs help increase confidence and participation in the programme. 

These 10 critical elements were represented in three colours (blue for essential 
programmes, green for evolving concerns and purple for common components), illustrating the 
need for additional programme components, and how to make them solid and sustainable in the 
changing condition over time.   
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Discussion 

• Because of external factors, such as lack of government support or religious interference, 
programmes that have condom use as their sole driving factor, need to take into account all the 
different entities involved.  There cannot be a condom-use programme without contacting, 
consulting and involving key stakeholders.  

• Emphasis should first be given to empowerment of sex workers.  This will help in obtaining 
external cooperation and be more cost-effective.  Along the same lines, HIV services need to 
become more user-friendly.  Through the improvement of technical and clinical capacity, the 
health sector needs to work towards reducing discrimination and stigma.  

• Given shrinking resources, more political attention needs to be shifted towards HIV.  Regional 
technical working groups should be created, which will help establish a sense of belonging and 
community, contributing to a sense of cooperation and therefore a better regional dynamic.  

• In some countries, condom programmes are seen as harmful to human rights, because they are 
perceived as encouraging sex work and, thereby, human trafficking.  The clash between police 
collaboration and police crackdown is very pronounced, and a different approach has had to be 
tried.  Some governments now deal with condom policies and not directly with programmes in 
order to clarify legal issues that could arise from supporting condom-use programmes. 

• The 100% CUP has now entered a new chapter, and second-generation guidelines have been 
established and are being reviewed.  The goal is to take the best elements from the 100% CUP and 
develop a newer programme that addresses all of the aforementioned issues.  The programme 
needs to be modified to enable better and more comprehensive services to be offered.  

• In restructuring and reviewing, however, sex worker organizations need to be represented and the 
policing issue needs to be addressed.  

• In summary, sex workers need to be involved, their other needs should be addressed, and a 
method of engaging the police in a positive way must be found.  

• Before the legal barrier can be removed, capacity-building and community mobilization needs to 
take place for SW to be given the opportunity to be empowered.  Meaningful involvement and 
empowerment of sex workers has been a top priority.  Future direction should be towards 
decriminalization of sex work.   

2.2.6 Group Work 3: Review of the draft regional guidance document - Second generation 
interventions with sex workers in Asia and the Pacific 

Objectives: 

(1) To review and provide inputs on the 10 critical elements for interventions with sex 
workers; 

(2) to review the operational details on interventions and discuss the feasibility of 
implementing the operational guidance with sex workers; and 

(3) to provide suggestions to improve the operational guidance document. 

2.2.6.1 Review of the 10 critical elements 

The participants were asked to break into four groups, by country, with the participation of 
regional partners.  The 10 critical elements were reviewed by each group, and comments presented.  
The session is summarized below. 



25 

 

(1) Policies establishing 100% condom use as the norm in sex work settings, backed by high-level 
political support for the programme. 

● There should be strengthening of the policy, with adaptation to specific country needs.  

● Strong political commitment is required because policy strengthening is insufficient.  

● Other aspects need to be addressed, such as the issue of human rights, especially in relation 
to law enforcement.  There should be an increased focus on violence against women and 
how police violence can be reduced.  

● There needs to be advocacy building at all levels.  

● Establishing and implementing a simple condom programme is insufficient.  There is a need 
for a comprehensive harm-reduction package that incorporates other services and allows 
space for country adaptation and socioreligious sensitivity.  

● Because of the transition from direct to indirect sex work, coverage should be extended to 
all sex workers, not just those operating in the direct establishments.  This should include 
sex workers that are already HIV-positive.  

(2) Implementation support through local coordinating committees involving political leaders, 
health departments, entertainment establishments, the police and sex workers themselves. 

● Combinations of top-down and bottom-up approaches are beneficial, especially in order to 
ensure nationwide coverage of specific interventions.  

● Multisectoral collaboration, according to country context, is the key.  

● Local implementers have a very important role.  

● Sex worker committees should be established, to enable them to collaborate with separate 
entities.  

● Sex worker NGO need to collaborate with local authorities, and to turn to district authorities 
rather than the police in order to address police violence.  

● More local government involvement, as well as local authority and relevant stakeholder 
(including religious bodies) involvement should be encouraged.  

● Supportive and enabling environments for sex workers need to be made available. 

(3) Outreach to places where sex work takes place or where solicited services are provided, based 
on mapping and data from the community. 

● The phrase "where sex work takes place" suggests that only direct sex work is being 
addressed.  

● It is important to better reflect the importance of outreach workers and peer educators, as 
local interventions are crucial.  

● Peer educators should be offered protection as target populations and the police often harass 
them.  Peer educators should be from the target population. 

● Mapping needs to be improved to include venues of transaction and strategic access for 
prevention services/condoms, especially in regard to finding indirect and freelance SW. 
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(4) Condom availability (male, female and lubricants) and promotion of their use. 

● Clinic staff should reinforce the knowledge of outreach staff in order to achieve better skills 
development.  

● The accessibility of condoms is more important than their availability.  It needs to be 
ensured that condoms are available in the areas where sex acts are taking place.  

● This brings in the issue of condom distribution, including free of charge, social marketing 
and other methods.  

● The quality of condoms needs to be evaluated, preferably through a national standardization 
process.  It is important to emphasize the benefits of behaviour change and not only condom 
availability.  

● Social marketing of condoms should be included to promote condom use, especially among 
clients of sex workers. 

(5) STI/HIV services of high quality for sex workers, their clients, their partners. 

● The impact and outcome of services need to be monitored.  

● The scaling up of services should take into account broader issues, such as consent, 
confidentiality and counselling availability, as well as offering testing and treatment.  

● Symptomatic STI can be easily identified while asymptomatic ones cannot, and testing is 
very costly.  

● The guideline needs to define what level of care can realistically be provided.  

● The condom programme needs to be incorporated into an already existing sexual health 
service.  

● Service staff need to receive adequate training in order to ensure that an accessible, 
supportive and enabling environment is being provided for SW/MARP/KAP.  

● Private service providers should be encouraged to share some of their data with the 
Government.  

(6) Sex worker mobilization and empowerment to reach high levels of participation and uptake of 
services, especially among non-establishment-based sex workers. 

● Drawing on the knowledge, experience and expertise of sex workers, it is easier to find out 
what barriers are being faced.  

● While their involvement is necessary, it is most important to focus on how to empower SW.  
There should be meaningful involvement at every level (individual, group and network).   

● It is therefore important to define a community and subpopulation to be the focus for 
establishment of a network.  

● Innovative ways of mobilizing sex workers and dealing with the attitude of service providers 
in order to minimize stigma and discrimination should be encouraged. 

● There should be improvement of services and access, especially in places where there is no 
CBO or NGO.  One of the most important aspects is the choice of the right person for 
capacity-building and gaining mutual trust.  
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(7) Enabling environments that are supportive of sex workers, encourage their participation and use 
of services, and prevent anti-trafficking efforts from interfering with HIV prevention work. 

● First and foremost, the legal aspect needs to be tackled, since violent policing practices 
prevent the establishment of a supportive and enabling environment.  Rather than turning to 
the police, there should be increased collaboration with local authorities for monitoring help.  

● Stigma and discrimination in health care settings need to be minimized and ultimately 
eliminated.  This requires advocacy on the policy interpretation of enforcement and skills-
building for providers to ensure that these do not hinder the implementation of services.  It 
must also be ensured that policy on confidentiality does not hinder provision of or access to 
services. 

(8) SRH services beyond condoms and STI check-ups should be available, on site or by referral, to 
address sex workers' broader needs and increase their confidence and participation in the programme. 

● Condoms and STI check-ups are part of basic service needs.  However, the requirements of 
the sex worker community go far beyond these basic needs.  

● The most important barrier that is being faced and needs to be addressed is stigma and 
discrimination.  Health care providers will need to have more interaction / meetings with 
NGO, CBO and sex workers, and this needs to be done by establishing networks.  SW can 
therefore report issues arising from stigma and discrimination to their peer educators and 
outreach workers. 

● Additional assistance needs to be made available to SW, such as microfinancing, skills-
building, education access, legal support services, psychological help and welfare.  These 
initiatives need to be taken and followed up by appropriate programme partners.  

● A comprehensive service package (such as a one-stop shop) should offer, not simply HIV 
and STI check-ups.  Topics such as how to manage sexual violence should be addressed, and 
support services should be made available. 

(9) Scale up plans to extend services nationwide, including capacity-building mechanisms to set 
standards, train service providers and community members, monitor progress and provide supportive 
supervision. 

● Strengthening the quality of services is as important as scaling up coverage.  Community 
strengthening aims for community mobilization and community empowerment, which 
ensures a sustainable programme.  There should be a structured system whereby all players 
coordinate and are linked with each other.  

● The scaling-up plans should be structural and multisectoral, and should offer an extensive 
network and linkages.  The plans must also be comprehensive and complete and adapted to 
each country's individual situation.  

● The key to successful capacity-building is through identifying a person who will act as a 
liaison between the sex worker community and separate entities.  

● Setting of standards, monitoring of the programme and provision of supervision are all 
essential and need to be evaluated on a country-by-country basis. 

● There also needs to be regular review of the process and associated actions, in order to better 
gauge when methods need to be updated.  
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(10) Monitoring of key coverage process and outcome indicators to provide regular feedback for 
improvement to programme implementers. 

● The M&E guidelines address this issue.  M&E of second-generation guideline 
implementation should be linked to the national surveillance system.  Input should at the 
district or subnational level, and output at the national level.  

● There are challenges in reporting clinical services from the subnational to the national level, 
due to the absence of standard forms.  It is therefore important to include how to monitor 
peer outreach, and to define a goal for monitoring.  

● There needs to be an emphasis on data utilization, which includes the need for feedback, and 
an alert system.  

● Capacity-building should be done on a needs basis, by level of monitoring.   

● Because of mapping difficulties, UIC is a critical tool that has proven most helpful for 
monitoring in certain countries.  

2.2.6.2 Group Work 3 (continued) 

After reviewing the 10 critical elements, the groups were requested to give comments on the 
"operationalizing section" (pages 17-49 of the document).  The responses to guide questions are 
summarized below.  

(1) How much detail is appropriate for this section?  

● The background should be detailed enough for the policy level to comprehend. 

● More information should be provided on the existing first-generation guideline and how the 
gaps in that guideline were addressed. 

● More charts and figures are needed to complement the text.  

● The content should be basic and succinct, with diagrams to illustrate concepts and 
operations, as well as links to resources.  

● There should be a table with key points and steps for more specific interventions.  The 
guidelines should be translated into standard operating procedures, but operational details 
should give options.  

● Examples of intervention methods already in place, such as outreach, condom distribution 
channels, etc. should be provided to give a general idea of what countries can adapt, based 
on their own needs.   

(2) How to present it? 

● In order to give a model, it is beneficial to find country-specific operational guides that can 
be presented as examples and then adapted to specific countries.  

● The proposal should fit the national action plan in order to be approved by the government.  

● The government's role needs to be strengthened and, while NGO should collaborate, the 
initiative needs to be driven from the bottom up.  This leads to looking at how the 
multisectoral area supports the programme and, in turn, acts nationally.  

● Again, it is important to present the strengths and weaknesses of the key components of the 
previous guideline in order to give a rapid assessment of the existing coverage and gaps.  
If this can be done on an individual country basis, it will be most beneficial for the other 
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countries, as they will be able to learn from each other and adapt their individual policies 
accordingly.   

(3) General comments  

● All types of sex workers should be involved in the first basic step.  

● However, this is difficult in some countries at the government level, especially when there is 
no existing network.  Other methods of supporting and involving sex workers at the policy 
level need to be proposed.  This may require finding ways of involving United Nations 
agencies at these specific levels. 

● The guidelines need to emphasize that each country should adapt them according to their 
needs, but the core message to all countries is similar.  

● The national strategy needs to be reinforced, and the goals to achieve during a specific 
period of time outlined, in order to give a general idea and timeline.  Indicators should be 
included at each level of the process.  

(4) Specific suggestions or additions  

● A sequential approach is needed, but it must be taken into account that every country 
already has an existing framework in place. 

● It is more important to focus on developing and adapting the existing framework, rather than 
trying to create a new one. 

● Once the regional guideline has been properly established, the standard operating procedures 
should be developed and then adapted to the M&E of other key populations (e.g. male and 
transgender sex workers).  

● The meaningful involvement of sex workers should be an overarching guiding principle in 
the development of the guideline.  

● The logistics of establishing a partnership with the private sector need to be clearly 
articulated and encouraged, as do those for involving other health programmes and sectors.  

2.2.7 Group Work 4 – Review of the case studies  

The objective of Group Work 4 was to review, validate and provide inputs to improve the case 
studies.  The participants were divided into four groups, by country, with participation of regional 
partners. Each group identified a chair and a rapporteur.  

Each group was assigned one country case for review, in order to provide inputs on the content 
and format of the case as well as to advise how the case study should be presented to be useful to 
readers who wish to replicate experiences or adapt them to their own situations.  The groups came up 
with similar feedback about the questions posed.  

Discussions are summarized below 

■ The case studies are very clear.  However, it may be beneficial to expand certain points.  
For instance, explaining the how size estimation was done in one case where there was 
major sex worker mobilization would be useful to other countries in the Region.  

■ Giving specific examples of how the countries in the case studies achieved their numbers 
would encourage other regional countries to adapt their methods in order to do the same.  
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■ Mobilization of sex workers is happening throughout the Region and should therefore be 
addressed directly in the guideline, perhaps with a tool to show how to adjust the data 
accordingly.  

■ The graphs should be updated based on the newest data.  

■ Condom management needs to be addressed as well, especially the distribution aspect.  

■ The same goes for conducting advocacy, sensitization, local-level coordination, and 
achieving strong political commitment.  

■ All of the aforementioned points that need to be addressed are concerns on every country's 
agenda and, while the case studies show that certain countries have found ways of 
addressing these points, there is no detail as to how this was done.  This needs to be 
provided.   

■ The "lessons for the Region" parts should be more detailed.  A short section should be added 
to the operational guidelines to explain a country's successful method (Cambodia's step-by-
step data collection and intervention process, for instance).  

■ The logistics associated with the management and distribution of condoms to hotspots needs 
to be explained.  There is an overall need for more practical information on how the condom 
need is estimated, how the condoms are stored, distributed, etc.  If the example of a good 
national condom programme is given in the operational section, other countries can get ideas 
and adapt.  Another very important component of a successful condom programme is peer 
workers' far-reaching range.  

■ More information needs to be given on how countries are recruiting, training and sending 
workers out into the field.  

■ It is crucial to address the trafficking issue associated with sex work.  This can be done by 
giving examples of how countries are dealing with this, again to encourage innovation and 
adaptability.  

■ It was acknowledged that more pragmatic approaches need to be given.  Countries need to 
provide/share their methods, which will then be included in the case studies.  

■ Moreover, if each country shared their strengths, this would be a major attribute. 

■ The legal issues might be difficult to address in the guideline.  

■ Challenges in the implementation of the 100% CUP should also be clearly stated. 

2.3 Closing session 

Representatives from the sex worker community, the Member States and United Nations 
partner organizations were asked to give a few closing remarks.  

The remarks from the sex worker community were very positive.  They were pleased to be 
equal partners in this meeting and were able to learn from the workshop, as well as to contribute, by 
feeling free to voice their community needs and problems.  Hearing country experiences would be a 
strong motivator to implement different methods, adapted to local needs.  

The United Nations partners (UNAIDS, UNFPA and UNDP) were very pleased with the 
participation of the country representatives, as well as the representatives of the sex worker 
community.  It was most useful to hear about country-specific challenges and successes, and about 
where priorities should be focused.  Documents are only as useful as how they are applied, and 
therefore the workshop was most beneficial in trying to address priority-building.  The country 
feedback also brought up major issues in the legal field, an increasingly important factor in sex work.  
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More effort will be put into looking at what the legal environment and associated practices entail.  The 
tools acquired during the conference, as well as the guidelines, need to be used with a sense of 
urgency, as social development should be put on the same level as economic development.  

The representative for the Member States expressed their appreciation and gratitude for the 
highly beneficial workshop.  The 100% CUP has been implemented successfully in many countries in 
the Region, and regional collaboration on the guidelines, with an emphasis on meaningful 
involvement of sex workers, will help steer country-based interventions down the most effective path.  

Dr John Ehrenberg, in his closing remarks, noted that the group present at the workshop was 
very diverse, with participation of different sectors / stakeholders seldom seen in other programmes, 
an indication that the outcome of the workshop cannot be solely a public health concern.  There is a 
definite need for collaboration between public health and social sciences (in the need to address 
human rights, for instance).  The diversity and discussion have never been so broad.  Giving the sex 
worker community a voice is an inspiring approach that is very welcome, given that it brings to light 
the very real side of the issue at hand.  It also gives a better idea of what needs to be addressed, and 
whether or not priorities need to be re-evaluated to make the guidelines most useful.   

 

3. CONCLUSIONS 

3.1 General discussion: perspectives and next steps  

The regional workshop covered many different points.  Emphasis was given to the need for 
collaborative work to ensure that the second-generation intervention will address the needs of SW, and 
for consultation with and active involvement of SW, as an integral part of the development process.  

There was a general agreement that the operational guide should focus on all types of sex 
worker (male, female and transgender).  The health sector has a major role in confronting issues 
arising from sex work, including that of the clients, who are building an increasingly large infection 
bridge between key populations at higher risk and the general population.  The 100% CUP is so far 
one of the programmes that have been most widely implemented, and has demonstrated cost-
effectiveness.  However,  programme weaknesses, such as the limited level of sex worker 
involvement, need to be addressed.  

The 10 critical elements and the operationalization section of the guideline were carefully 
reviewed and analysed by country groups, as were the country case studies.  The suggestions given 
will facilitate the revision of the document.  The involvement of the WHO Regional Office for South-
East Asia will also be sought to include a broader perspective on the issues confronting sex work; 
programmes with sex workers; and sex workers’ access to services.  Additional case studies from the 
South-East Asia Region will be incorporated.  The target date for finalization of the document is 
December 2011. 

Questions and comments:  

► With declining external resources, there is a need to be more strategic in designing programmes.  
The guideline needs to address this, just as much as it needs to provide a more practical approach 
on how the interventions suggested should be implemented.  
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► Adaptation at the country level needs to be supported with appropriate funding.  External 
organizations, such as United Nations partner organizations, need to provide support to countries to 
make sure that all the country priorities and needs have been taken into account in resource 
mobilization (Global Fund proposal).  

► It is always crucial to know the next steps and to therefore keep an ongoing open relationship with 
the United Nations team, especially at the country level.  This openness will encourage feedback, 
and will eventually foster positive growth in the desired direction.  

3.2  Conclusions and action points from part 1 of the workshop on monitoring health sector 
interventions with sex workers 

o There has been progress in "know your epidemic and your response" in countries.  

o Newer guidelines for surveillance and M&E are being made available, including 
methodologies and tools to measure process, outcome and impact.  These guidelines need 
to be adapted based on country context and documented for appropriateness of 
methodologies and for standardization.  

o Measurement of outcome and impact is essential to demonstrate results of interventions, but 
is often constrained by limited resources and capacity. 

o In the country experiences shared by Cambodia, China, Malaysia and Viet Nam, significant 
progress has been made in terms of surveillance and monitoring in tracking the responses. 
Avahan India used microplanning to scale a package of services.  This became a sustainable 
intervention through major community involvement, planned rapid scale-up, robust 
monitoring and evaluation, and an ongoing transition towards national harmonization. 

• However, challenges still remain:  

o The ongoing change in the sex work context (e.g., from direct to more indirect) calls 
for a thorough mapping update.  

o There needs to be a move beyond international indicators, and initiatives must seek 
out the involvement of sex workers and the community.  

o There is also a great need to address the human factor, especially in regard to 
capacity-building, motivation and high turnover.  

o The question of the lack of capacity is recurrent and needs to be addressed urgently. 
This issue goes hand in hand with quality of data (consistency, methodology, 
standardization), as well as data analysis and use.  

o It is equally important to document best practices and to ensure programme and 
intervention sustainability. 

The recommendations arising from the collaborative effort of the workshop will help overcome 
the challenges still being faced.  To begin with,  

• There should be a country-context definition of sex worker.  

• There should be more advocacy for SW interventions in the Pacific region (Fiji and 
Papua New Guinea).  

• In regard to addressing monitoring and evaluation issues, there should be one M&E plan 
developed as part of the national strategic plan.  M&E technical working groups should be 
established as a means of focusing efforts.  

• The best country practice experiences should be adapted and shared, in order to make as much 
progress as possible in the Region.  
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• There is a major need for investment in capacity-building for M&E and for community 
involvement.  

• There is a need to keep a balance between process monitoring and outcome and impact 
evaluation. 

• Programme evaluation should be conducted to improve national response. 

• There is still a need for better ways to monitor HIV incidence. 

• A mechanism for data sharing and data utilization needs to be established. 

• Country-specific technical support should be provided.  

3.3 Conclusions and action points from part 2 of the workshop on the draft regional guidance 
document - Second-generation interventions with sex workers in the Western Pacific Region: an 
operational guide for the health sector 

● There is overall agreement on the 10 critical elements of the second-generation intervention 
with sex workers, following the guiding principles of meaningful community involvement, a 
rights-based approach, gender responsiveness and a public health approach. 

● The operational guide should respond to the evolving context in terms of effectiveness and 
sustainability. 

● The focus should be on all types of sex worker—direct, indirect, male, female and 
transgender. 

● There is a need to define the health sector role in key issues confronting sex work, such as 
police harassment, violence, stigma and discrimination, and provision of comprehensive 
services beyond STI/SRH. 

● The importance of clients of sex workers is recognized, but there is a need to carefully 
explore cost-effectiveness, given limited funding sources. 

● 100% CUP is the major component of the response.  There is a need to build on successes 
and learn from the challenges. 

● Regarding the 10 critical elements: 

(1) Existing policies should be reviewed and updated, ensuring a good combination of 
public health and rights-based approach. 

(2) Implementation support: 

o Coordination and collaboration with local authorities should be ensured. 
o Technical working groups could be established to support implementation. 

(3) Outreach:  

o There is a need to strengthen mapping, specifically in venues where sexual 
transactions occur. 

o The opportunity should be provided for strategic access to prevention services 
and condoms. 

(4) Condom availability should ensure that: 

o Condom access and quality should be emphasized more than availability. 
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o Sex workers should be provided with skills in condom use negotiation. 
o Condom social marketing should be better used.  

(5) STI services should consider: 

o Provision of a standard quality package. 
o Ensuring access to and availability of STI services. 
o Provision of same-day test results for HIV and syphilis. 
o Including condom programming as part of STI services. 
o Ensuring the availability of policies on confidentiality and informed consent. 

(6) Sex work mobilization: 

o Sex workers should trust government and non-government stakeholders in the 
implementation of HIV/ STI services. 

o Capacity-building on leadership is critical to mobilize and empower sex 
workers. 

o There should be meaningful involvement of sex workers at all levels. 
o National network-building is essential in sex work mobilization and 

empowerment.  This could be initiated through building small networks in peer 
education and outreach services. 

(7) Enabling environment: 

o The implementing site should not underscore the collaboration with the local 
authority. 

o Regarding policing issues, the roles of the local authority should clearly be 
defined. 

o The health sector should coordinate with other sectors. 
o The roles of the different sectors should be defined at the different levels. 
o Stigma and discrimination, particularly in health care settings, should be 

addressed. 
o Country policies should be reviewed, including those on HIV testing and 

confidentiality and stigma and discrimination in relation to sex work. 

(8) Sexual and reproductive health: 

o Sex workers should be involved in quality monitoring. 
o Comprehensive services should be provided. 
o Additional services and a referral system should be in place. 
o ‘One-stop shops’ services should be set up. 
o Services should be gender-balanced, including provision of relevant services to 

both male and female sex workers and transgenders. 

(9) Scaling-up: 

o This should be linked to overall scaling-up in the national strategy. 
o Structures that impact on scaling-up should be reviewed. 
o Mechanisms to review progress should be in place. 

(10) Monitoring: 

o Quality surveillance and feedback should be in place. 
o Monitoring goals should be established. 
o An M&E plan should be developed and capacity-building should take place. 
o The focus on data utilization should be increased. 
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Comments on the case studies: 

(1) Validate data with countries. 

(2) Present country context – epidemiology and population size estimates. 

(3) Present evidence, such as increasing condom use.  

(4) Add maps, tables and photographs to substantiate the case studies. 

(5) Add references and provide more detailed descriptions. 

(6) Use simple language, spell out acronyms. 

(7) Challenges need to be better reflected, both from the government and the community. 

(8) Highlight best practices in countries. 

Next steps: 

(1) Revise case studies based on participants' comments. 

(2) Countries to support in finalization of case studies. 

(3) Circulate revised version to: 

o participants; 
o communities; and  
o thematic working groups. 

(4) Set timelines to receive comments from countries, communities and partners. 

(5) The WHO Regional Office for the Western Pacific to finalize the whole document on 
second-generation intervention for sex workers by December 2011. 

(6) Involve the WHO Regional Office for South-East Asia in the development of the 
regional guidance document. 
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14:45 – 15:15 Coffee/Tea break 
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ANNEX 2 

LIST OF PARTICIPANTS 

CAMBODIA 

Dr Lan Van Seng, Deputy Director, National Centre for HIV/AIDS, Dermatology and STD, 
Ministry of Health, #245, Street 6A, Sangkat Preak Leap, Khan Reuseiy Keo, Phnom Penh 
Tel:  855 23 432 090│Fax:  855 23 432 090│E-mail:  lanvanseng@nchads.org 

Dr Neth Sansothy, Chief of Bahavior Change Communication Unit, National Centre for 
HIV/AIDS, Dermatology and STD, Ministry of Health, #245, Street 6A, Sangkat Preak Leap, 
Khan Reuseiy Keo, Phnom Penh.  Tel:  855 88 889 8668│Fax:  855 23 432 090 
E-mail:  nssothy@nchads.org 

Dr Phonly Nimul , Planning Officer, National Centre for HIV/AIDS, Dermatology and STD, 
Ministry of Health, #245, Street 6A, Sangkat Preak Leap, Khan Reuseiy Keo, Phnom Penh 
Tel:  855 23 432 090│Fax:  855 23 432 090│E-mail:  nimul_phonly@nchads.org 

CHINA 

Dr Xiang-Sheng Chen, Professor and Vice-Director, National Center for STD Control, 
12 Jiangwangmiao Road, Nanjing 210042.   Tel:  86 25 85478901│Fax:  86 25 85478958 
E-mail:  chenxs@ncstdlc.org 

Dr Liu Shusen, Research Fellow, National Center for AIDS/STD Prevention and Control,  
155 Changbai Road, Changping District, Beijing 102206.  Tel:  8610 5890 0952 
Fax:  8610 5890 0384│E-mail:  liu.epi@gmail.com  

FIJI 

Rani Ravudi, Project Coordinator, Women's Action for Change, 333 Waimanu Road, Suva  
Tel:  679 3314363│Fax:  679 3305033│E-mail:  rani.ravudi@gmail.com 

Arieta Tuitoga, Women's Project Officer, Rainbow Women's Network, 28 Reki Street, Laucala 
Bay, Suva. Tel:  679 3260 121│Mobile:  679 9205 860│E-mail: rwn.arietta@gmail.com 

LAO PEOPLE'S DEMOCRATIC REPUBLIC 

Dr Phengphet Phetvixay, Head of IEC, BBC Focal Point MSM, Center for HIV/AIDS/STI, 
Ministry of Health, Km3 Thadeua Road, Sisattanack District, Vientiane 
Tel:  856 21 562034│Fax:  856 20 22202498│E-mail:  phetvixay@hotmail.com 

Dr Khanthanouvieng Sayabounthavong, Head of STI Unit, Center for HIV/AIDS/STI, Ministry 
of Health, Km3 Thadeua Road, Sisattanack District, Vientiane 
Tel:  856 20 55515518│Fax:  856 21 315500│E-mail:  gfachas.nou@gmail.com  

 

 



 

 

MALAYSIA 

Dr Asiah binti Ayob , Senior Principal Assistant Director, Disease Control Division, Ministry of 
Health Malaysia, Level 8, Block E10, Parcel E, Federal Government Administrative Centre,  
62590 Putrajaya.  Tel:  603 8883 4271/6019 576 8874│Fax:  603 8883 4285 
E-mail: drasiahayob@moh.gov.my 

Dr Rohani Hj. Ismail , Epidemiology Officer, Federal Territory of Kuala Lumpur and Putrajaya, 
State Health Department, Ministry of Health Malaysia, Jalan Cenderasari,  
50590 Kuala Lumpur. Tel:  603 2698 3757│Fax:  603 2698 2669│E-mail: ani1432@yahoo.com 

Dr Zainol Ariffin bin Pawanchee, Deputy Director of Health, Division of Public Health, Federal 
Territory of Kuala Lumpur and Putrajaya, State Health Department, Ministry of Health Malaysia, 
Jalan Cenderasari, 50590 Kuala Lumpur.  Tel:  603 2694 0701│Fax:  603 2697 3009 
E-mail:  dr.zainol@wp.moh.gov.my 

MONGOLIA 

Ms Dorjbal Delgerjargal , HIV/AIDS Project Officer, Global Fund Project on HIV/AIDS and 
Tuberculosis, Ministry of Health, San Business Center, 3rd Floor, Prime Minister Amar Street – 29, 
Sukhbaatar District, Ulaanbaatar.  Tel:  976 88106565│E-mail:  deegiinee@yahoo.fr 

Dr Purev Oyuntsetseg, Officer-in-charge of TB and HIV/AIDS, Ministry of Health, Government 
Building – 8, Olimpic Street – 2, Ulaanbaatar 210648.  Tel:  976 99790110 
E-mail:  tseagromch@yahoo.com, oyuntsetseg@moh.mn 

PAPUA NEW GUINEA 

Dr Peniel Jason Boas, Senior Medical Officer, Care and Treatment, HIV Program, National 
Department of Health, Disease Control Branch, P.O. Box 807, Waigani, National Capital District,  
Port Moresby. Tel:  675 301 3737│Fax:  675 325 1175│E-mail:  boaspeniel@yahoo.com 

Mr Paik Wilhem Tade, Surveillance Officer, STI/HIV, Health Department, P.O. Box 807, 
Waigani, National Capital District, Port Moresby.  Tel:  675 301 3759│Fax:  675 325 1175 
E-mail:  paiktade@gmail.com 

PHILIPPINES 

Dr Jose Gerard Belimac, Program Manager, National AIDS and STI Prevention and Control 
Program (NASPCP), Infectious Disease Office, National Center for Disease Prevention and 
Control, Department of Health, San Lazaro Compound, Rizal Avenue, Manila 
Tel:  632 743 8301 local 2350-2352│Fax:  632 743 7846│E-mail:  naspcp@co.doh.gov.ph 

Dr Teresita Esguerra, Medical Specialist III, Angeles City Health Center, Puluang Marangal, 
Angeles City, Pampanga 2509.  Mobile:  63 917 5055808│E-mail:  navalitav@yahoo.com 

Dr Genesis May Samonte, Medical Specialist III, National Epidemiology Center, Bldg 19, 
Department of Health, San Lazaro Compound, Sta. Cruz, Manila 1003 
Tel:  632 495 0513│Fax:  632 495 0513│E-mail:  genesis.samonte@gmail.com 

 

 



 

 

VIET NAM 

Mr Do Thai Hung , Vice Director, Nha Trang Pasteur Institute, No. 8 Tran Phu Str., Nha Trang 
City, Khanh Hoa Province. Tel:  84 58 3811856│Fax:  84 58 3824058 
E-mail:  hungdt02@yahoo.com 

Dr Nguyen Vu Thuong, Deputy Chief, Department of Public Health, Pasteur Institute Ho Chi 
Minh City, 167 Pastuer Street, District 03, Ho Chi Minh City.  Tel:  84 8 38202815 
Fax:  84 8 38231419│Mobile:  84 0903121112│E-mail:  nguyenthuong@yahoo.com 

Mr Nguyen Van Hung, Staff – Scientific Research and International, Cooperation Department, 
Viet Nam Authority of HIV/AIDS Control, 135/3 Nuitruc, Badinh, Ha Noi 
Tel:  84 4 37366185│Fax:  84 4 38465732│E-mail: nguyenhungttyt@yahoo.com 

TEMPORARY ADVISERS 

Dr James Moore, Programme Officer, Bill and Melinda Gates Foundation, PO Box 23350,  
Seattle, WA 98102, United States of America.  Tel: 91 011 4100 3100│Fax: 91 011 4100 3101 
Mobile:  91 95822 11706│E-mail:  james.moore@gatesfoundation.org 

Dr Pradeep Narayanan, Head (Research and Consultancies) and Project Director (Community 
Mobilisation Grant of Avahan Programme), Praxis Institute of Participatory Practices, C-75, 
South Extension – II, New Delhi – 110049, India.  E-mail:  pradeepn@praxisindia.org 

Dr Miriam Lewis Sabin , M & E Advisor, ESR Department, UNAIDS, 20, Avenue Appia,  
Geneva 1211, Switzerland.  Tel:  41227914054│Fax:  41227914798│E-mail:  sabinm@unaids.org 

RESOURCE PERSONS 

Ms Chu Thi Thanh, Center for Supporting Community, Development Initiatives (SCDI),  
16 De To Hoang, Bach Mai Street, Ha Noi, Viet Nam. Tel:  84 4 3 6228431, 84 934460129 
Fax:  844 3572 0679│E-mail: trang3535@yahoo.com.vn 

Ms Jenithaa Santhira Sekaran, Manager, Sex Workers Department, Malaysian AIDS 
Council/Malaysian AIDS Foundation, No. 12, Jalan 13/8A, The Boulevard Shop Office, Off Jalan 
Sentul, 51000 Kuala Lumpur, Malaysia.  Tel: 603 4045 1033│Fax:  603 4042 6133 
Mobile: 6016 356 1683│E-mail:  jenithaa@mac.org.my 

Ms Zhang Yu, Program Manager, Lily FSW Drop-in Center, Member of China National RCC,  
2nd Floor, 1st Office, Yunnan CDC, 158, Dongsi Street, Kunming 650034, China 
Tel: 86 13987636197│Fax: 86 871 5303755│E-mail: xl001024@yahoo.com.cn 

Dr Robert Verbruggen, Regional Programme Advisor, UNAIDS Regional Support Team for Asia 
and Pacific, 9th Floor, Block A, United Nations Building, Rajdamnern Nok Avenue, Bangkok 10200, 
Thailand.  Tel:  662 680 4118│Fax:  662 288 1092│E-mail:  verbruggenb@unaids.org 



 

 

OBSERVERS/REPRESENTATIVES 

AIDS SOCIETY OF THE PHILIPPINES 

Mr Bric Bernas , Executive Director, AIDS Society of the Philippines, 2nd Floor, OTM Building 
71, Scout Tuason, Quezon City, Philippines. Tel:  632 3760149│E-mail:  bricbernas@gmail.com 

UNITED NATIONS POPULATION FUND 

Ms Julia Cabassi, Regional Advisor, HIV/ Most at Risk Populations (MARPs), United Nations 
Population Fund, Asia Pacific Regional Office, UN Service Building, 4th Floor, Rajdamnern Nok 
Avenue, Bangkok 10200, Thailand.  Tel:  66 2687 0141│Fax:  66 2280 2715 
E-mail: cabassi@unfpa.org 

UNITED NATIONS DEVELOPMENT PROGRAMME 

Dr Marta Vallejo , HIV Policy Specialist, UNDP Asia-Pacific Regional Centre, 3rd Floor, UN 
Service Building, Bangkok, Thailand.  E-mail: marta.vallejo@undp.org 

UNITED STATES AGENCY FOR INTERNATIONAL DEVELOPMENT 

Dr ThuVan T. Dinh , Regional Technical Advisor for HIV/AIDS, US Agency for International 
Development, Regional Development Mission Asia, Office of Public Health, Athenee Tower,  
26th Floor, 63 Wireless Road, Lumpini, Patumwan, Bangkok, Thailand  10330 
Tel:  662 257 3255│Fax:  662 257 3099│E-mail:  tdinh@usaid.gov 

SECRETARIAT 

WHO WESTERN PACIFIC REGIONAL OFFICE 

Dr John Patrick Ehrenberg, Director, Combating Communicable Diseases, WHO Regional 
Office for the Western Pacific, P.O. Box 2932, 1000 Manila, Philippines 
Tel:  632 528 9701│Fax:  632 521 1036│E-mail:  ehrenbergj@wpro.who.int 

Dr Teodora Elvira Wi , Medical Officer (Sexually-Transmitted Infections), WHO Regional Office 
for the Western Pacific, P.O. Box 2932, 1000 Manila, Philippines.  Tel:  632 528 9719 
Fax:  632 521 1036│E-mail:  wit@wpro.who.int 

Dr Yu Dongbao, Epidemiologist, WHO Regional Office for the Western Pacific, P.O. Box 2932,  
1000 Manila, Philippines.  Tel:  632 528 9711│Fax:  632 521 1036│E-mail:  yud@wpro.who.int 

Dr Zhao Pengfei, Technical Officer, Prevention, WHO Regional Office for the Western Pacific,  
P.O. Box 2932, 1000 Manila, Philippines.  Tel:  632 528 9718│Fax:  632 521 1036 
E-mail:  zhaop@wpro.who.int 

Ms Ariana Mavaddat, Intern, WHO Regional Office for the Western Pacific, P.O. Box 2932,  
1000 Manila, Philippines.  E-mail: amavadd1@jhu.edu 



 

 

WHO CAMBODIA 

Dr Masami Fujita , Medical Officer, WHO Cambodia, No. 177-179 corner Streets Pasteur(51) and 
254, Sankat Chak Tomouk, Khan Daun Penh, Phnom Penh, Cambodia 
Tel:  844 3943-3734│Fax:  855 23-216211│E-mail:  fujitam@wpro.who.int 

WHO CHINA 

Dr He Jinglin , National Programme Officer – HIV/AIDS, WHO China, 401, Dongwai Diplomatic 
Office Building, 23, Dongzhimenwai Dajie, Chaoyang District, 100600 Beijing, China 
Tel:  8610 6532-7189│Fax:  8610 6532-2359│E-mail:  heji@wpro.who.int 

WHO PHILIPPINES 

Dr Madeline Salva, Technical Officer, HIV/AIDS, WHO Philippines, National Tuberculosis 
Centre Building, Second Floor, Bldg. 9, Department of Health, San Lazaro Hospital Compound, 
Sta. Cruz, Manila, Philippines.  Tel:  63 2 528 9062│Fax:  63 2 731 3914 
E-mail:  salvam@wpro.who.int 

WHO VIET NAM 

Ms Nguyen Thien Nga, Technical Officer (HIV Prevention and Strategic Information), 
WHO Viet Nam, 63 Tran Hung Dao Street, Hoan Kiem District, Ha Noi, Viet Nam 
Tel:  844 3943 3734│Fax:  844 3943 3740│E-mail:  nguyenthie@wpro.who.int 

WHO HEADQUARTERS 

Dr Jesus Maria Garcia Calleja, Medical Officer, Strategic Information, WHO Headquarters,  
Avenue Appia 20, CH – 1211 Geneva 27, Switzerland.   Tel: 41 22 79 14252 
E-mail:  callejaj@who.int 

WHO EASTERN MEDITERRANEAN REGION 

Mr Richard Steen, Medical Officer, WHO West Bank and Gaza, PO Box 54812, Jerusalem 
91547, Israel.  Tel:  972 2 5400595 extension 133│Mobile:  972 547179007 
E-mail:  rst@who-health.org 



 

 



 

 

 ANNEX 3 

SUMMARY OF GROUP WORK 2 

Group 1: Cambodia, China, Malaysia, and Viet Nam 

Technical Area Gaps Country Needs Technical Assistance 
Needs 

Mapping and Size 
Estimation 

 

Lack of clear country 
guidance and protocol 

Categorization and size 
estimation of SW is out 
of date  

Mapping focusing on 
one population 

Unable to reach low 
class sex workers 

Double counting due to 
SW mobility 

Review and update 
guideline and protocol 

Conduct size estimation 
for SW regularly.  

Need to expand to other 
types of SW, to be 
carried out every 2 years 

Training 

Methodology to reduce 
double counting 

Lessons learned and 
experiences from other 
countries  

Facilitate in 
standardizing protocol 
building upon country 
experiences 

Expert support 

Monitoring and 
Reporting of 
Interventions 

No standardized report 
forms and procedures 

Lack of community 
involvement 

Poor quality of data 

Inappropriate indicators 

Multiple reporting 
requests 

Harmonize and simplify 
the reporting procedures 
and protocols 

Community mobilization 

Evaluate and improve the 
data collection 

Revise and update 
indicators 

Harmonize reporting 
requirements by 
governments 

Expert support on 
community mobilization 
and capacity building 



 

 

Outcome and 
Impact Evaluation 

Lack of consistent and 
continuous data in some 
countries   

Poor dissemination of 
report to stakeholders 

Integration of integrated 
biological and 
behavioural 
surveillance into routine 
health surveys 

Expert support on 
evaluatuion 

Data triangulation 
and utilization  

Data and information 
not utilized  

Difficult to share data 
between different 
agencies 

To utilize all available 
data and information  

To produce evidence in 
order to formulate 
appropriate intervention 

Training and build up 
mechanism to share 
information 

Technical support on 
advocacy and 
sponsorship for study 
and training 

 
Group 2: Lao PDR, Mongolia, and Philippines  
 

Technical Areas Gaps Country Needs Technical Assistance 
Needs 

Mapping and size 
estimation 

Needs updating: 
- mapping and counting 
of Freelance FSW, Male 
SW,  PLHIV SW, 
Clients of FSW/MSW  
- definition 

Tools for mapping and 
size estimates of indirect 
sex workers; 
 
Modify HIV case 
reporting form to include 
sex work in risk factor 
checklist; 
 
Identify male sex 
workers among MSM 
group. 

Size estimation expert 
for mapping & counting 
“indirect” or hidden 
male & female sex 
workers;  
 
New tools for mapping 
and size estimation for 
the changing definition 
and changing practices 
(cross border – land, 
sea, air) of sex workers 

Monitoring and 
reporting of 
interventions 

Fast turn over and 
documenting mobility; 
difficult because of 
mobility of SW (and 
indirect), data quality is 
weak 
 
Recording of services 
provided, program 
indicators 
- Client STI reporting 
- NGO data doesn’t 
reach government 

Measure of coverage 
 
Sustainability of data 
collection 
 
Mapping and rapid 
assessment of current 
reporting mechanisms 
  
Establish and strengthen 
CBOs and CBO networks 
 
Capacity to integrate 

Strategist and planning 
expert 
 
Expert in strengthening 
CBOs and support 
groups 



 

 

reporting 
 
- Data sharing and 
utilization (NGO, 
National, NAC) 
- MARP not aware of 
their data 
- Tools are not 
standardized (drop-in 
vs. peer-led; depending 
on funder) 

monitoring data from 
different 
programs/projects 
 
Surveillance unit should 
be able to catch new 
infections (male SW). 

Outcome and 
impact evaluation 

Conclusions and -
recommendations of 
previous evaluations 
lack specificity 
 
Need to unify outcome 
and impact results from 
different programs 
(drop-in vs. peer-led) 

Develop a planning 
framework (for national, 
regional, local) with 
actionable platform  
based on previous 
recommendations 
- integrating outcome and 
impact interventions & 
indicators from all 
implementers 

Strategist and planning 
expert 

Data triangulation 
and utilization 

Policy brief of the 
Philippine (national and 
sub-national) HIV 
scenario based on 
triangulated data and 
recommendations 
 
synthesis of surveillance 
data 

Data triangulation 
exercise 
 
Policy briefs 
 
Communication plan 

Communication expert 

 
Group 3: Fiji and Papua New Guinea  
 

 

Technical Areas Gaps Country Needs Technical Assistance 
Needs 

Mapping and size 
estimation 

No recent size 
estimation;  
 
Lack of appropriate 
documentation of 
estimation exercise;  
 
Lack of knowledge and 
skills on methodology. 

Development of plan for 
overall mapping; 
 
Training and capacity 
building on methodology 
of size estimation;  
 
Funding support; 
 
Government leadership; 

Technical assistance in 
countries  



 

 

 

 

Monitoring and 
Reporting of 
Interventions 

Unable to capture the 
health sector 
intervention programme 
with sex work 

Develop tools for 
monitoring of sex work 
intervention programmes 

Technical assistance in 
countries 

Outcome and 
Impact Evaluation 

Lack of tools and 
capacity at national 
level  

Develop/adapt tool and 
build up capacity 

Technical assistance in 
countries 

Data Utilization 
and Triangulation 

Limited data on KAPs; 
 
Limited data analysis 
capacity. 

More surveys and studies 
on sex workers;  
 
Capacity building 

Technical assistance  in 
countries 
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