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CHAPTER |

INTRODUCTION

1.1 Background

The human immunodeficiency virus (HIV) is a retrovirus that infects cells of the immune
system by destroying the white blood cells and damaging the function of human
bodies. After such infection operated, the immune systems of human bodies become
weaker and they become more vulnerable to HIV infections. Eventually, the final stage
of HIV infection has developed which called acquired immunodeficiency syndrome
(AIDS). People become HIV infected by having unprotected sexual intercourse, both
anal and/or vaginal, contaminated blood transfusion, sharing of contaminated needles,
and from mother to child during pregnancy, childbirth and breastfeeding (World Health

Organization, 2014a).

Since the HIV/AIDS epidemic has begun in 1980s and spread to every corner of the
world, globally around 78 million (71 million-87 million) people have become infected
and died with HIV. There numbers are included 35 million (33.2 million-37.2 million)
people are living with HIV worldwide and around 39 million people have died of AIDS
related illnesses (The Joint United Nations Programme on HIV/AIDS, 2014). In 2013,
Asia and the Pacific region had 4.8 million [4.1 million - 5.5 million] people living with

HIV. It also estimated that 350, 000 [250 000 — 510 000] new HIV infections in the



region and 250,000 [210, 000 — 290,000] people died of AIDS related causes (The Joint
United Nations Programme on HIV/AIDS, 2014). At the end of 2013, about 35 million
people were living with HIV. That same year, some 2.1 million people became newly
infected. With this respect, international communities have raised serious concern
about the HIV/AIDS epidemic and the United Nations also set targets under the
Sustainable Development Goal (SDG) Goal 3 for Ensure healthy lives and promote well-
being at all ages. The SDG Goal 3 Targets stated that “by 2030, end the epidemics of
AIDS, tuberculosis (TB), malaria and neglected tropical diseases and combat hepatitis,
water-borne diseases and other communicable diseases” (United Nations, 2017). Apart
from United Nations, other agencies such as Global Fund, International communities,
government agencies, civil society organisations (CSOs) and other stakeholders also
provide financial and technical supports in combating HIV/AIDS globally. However,
numerous challenges are remaining due to different factors, particularly the decreasing
of financial supports due to economy crisis globally. Globalisation, migration, socio-
political and economic factors as well as continuation of risk behaviours are crucially
factors in facilitating the HIV/AIDS epidemic and infection among people in every small

part of the world.



1.1.1  HIV/AIDS Situation in Thailand

On 7 June 2016 Thailand was validated by the World Health Organisation (WHO) to be
the first country in eliminating mother-to-child transmission (MTCT) of HIV and syphilis
in Asia and Pacific region (The Joint United Nations Programme on HIV/AIDS, 2016)
although the HIV/AIDS coverage in Thailand is still insufficient for reducing new

infection among Thai and migrant population in Thailand, particularly migrant women.

The National AIDS Centre of Thailand (NAC), Ministry of Public Health (MOPH) of
Thailand reported that in 2014, there were 445,504 persons living with HIV (PLHIV),
20,492 people passed away with AIDS related deaths and 7,816 people were new HIV
infections. Moreover, among the total number of 445,504 PLHIV, 39% are females and
47% are children living with HIV (National AIDS Committee, 2015) and particularly 30%
are female sex workers who never return for their HIV test result (National AIDS
Committee, 2015). Also, the 2014 HIV/AIDS prevalence in Thailand was approximately
1.1% among Thai adult population, 12% among male sex workers and 2% among
female sex workers, with the estimation of 141,769 sex workers in Thailand (National
AIDS Committee, 2015). An estimated 7,816 new cases of HIV infection are reported in
Thailand each year, and approximately 445,504 people are living with HIV and AIDS
throughout the country (National AIDS Committee, 2015). HIV infection rate has not

significantly declined especially among men having sex with men (MSM). The sexual



transmitted infection (STI) is also increasing among young population (National AIDS

Committee, 2015).

In addition to Thailand’s initiative in ending HIV/AIDS by 2030, the Thai government
has committed itself and set the ten respective targets for 2012-2013. The Thai
government has continued increasing its focus on HIV prevention among vulnerable
populations both Thai and Myanmar migrants, including men who have sex with men
(MSM), transgender (TG), male sex workers (MSW), female sex workers (FSW) and their
clients.  Thailand also has been collaborating greatly with international communities,
UN agencies and the Global Fund. Numbers of strategies are being implemented
nationwide for increasing access to sexual transmitted disease/sexual transmitted
infections (STD/STIs) and HIV/AID. The service provision of HIV/AIDS prevention and
treatment has improved, and protective behaviours keep practicing more regularly. As
a result, Thailand successfully has reached the achievement of 2012-2013 targets.
Nevertheless, the HIV/AIDS coverage is still insufficient for reducing new infection
among Thai and migrant population in Thailand. HIV infection rate has not yet declined
as intended, especially in among MSM, and the STI infection is also increasing among

young population (National AIDS Committee, 2015).



1.1.2 HIV/AIDS Situation in Myanmar

The HIV/AIDS epidemic in Myanmar demonstrates that the prevalence in Myanmar
declined from 0.94% in 2000, 0.6% in 2010 and estimated 0.47% in 2013 among general
population aged 15 years and above (National AIDS Programme of Myanmar, 2014).
The 2011 and 2013 HIV/AIDS surveillance data demonstrated the fall of prevalence in
the high risk groups, including People who inject drugs (PWID), MSM as well as FSW
and their clients from 9.6% to 8.1% in FSWs, 21.9% to PWID, but the prevalence of
MSM increased from 7.8% to 10.4% (National AIDS Programme of Myanmar, 2015).
Also, the 2015 HIV/AIDS surveillance highlighted that the HIV/AIDS prevalence of
general population (15 years of age and above) slightly increased at 0.5%. Meanwhile,
HIV/AIDS prevalence among sex workers had decreased at 6.3% (World Health

Organization, 2014b).

1.1.3 HIV/AIDS Vulnerability and Thai-Myanmar Cross Border Migration

In addition to the rapid spread of HIV/AIDS, it is undeniable about the relationship
between the HIV/AIDS epidemic and international migration. Some may consider that
migrant workers and mobile populations crucially facilitate the blow out of HIV/AIDS
epidemic both in the country of transit and the country of destination, and even in
the country of origin when they repatriated. While, many studies demonstrated that
migrants and mobile populations are even more vulnerable in HIV infection rather than

the local population (International Organization for Migration, 2008, 2013).



For centuries, Thailand has been marked as a hub for almost 3 million migrant workers
from the neighbouring countries, including Lao PDR, Cambodia and particularly
Myanmar. Since Thailand shares the border with Myanmar for 2,837 Kilometres,
Myanmar migrant population has become the largest migrant populations which are
about 2,546,410 Myanmar migrant workers or 70% of the total migrant populations in

Thailand (Archavanitkul, 2014).

In addition to the HIV/AIDS prevalence among migrant populations from Cambodia,
Lao and Myanmar in Thailand, the 2012 Integrated Behavioural Biological Survey (IBBS)
revealed that Myanmar migrants reached the highest of prevalence of HIV infection
among the three nationalities, including Myanmar, Cambodia and Laos, corresponding
prevalence was which was 1.0%, 0.9% and 0.8% (National AIDS Committee, 2014). Also,
International Organization for Migration (IOM) stated that there are numerous Myanmar
populations have been migrating to Thailand without having proper knowledge of
HIV/AIDS (International Organization for Migration, 2008). Furthermore, the 2016 study
of Musumari and Chamchan about HIV/AIDS testing experience among 2,000 Myanmar
migrants in Thailand revealed that more than half did not know about HIV/AIDS or
where to get HIV testing (Musumari & Chamchan, 2016). Even though most of Myanmar
migrants mainly are working age and being healthy, they can also be crucially
vulnerable to serious sickness, especially HIV/AIDS infection (United Nations Thematic

Working Group on Migration in Thailand, 2014). Owing to their mobility, working



condition, lifestyle and the lack of life skill education and knowledge of HIV/AIDS, and
lack of access to HIV/AIDS prevention and services, Myanmar migrants, in particular

Myanmar female sex workers (MFSW) and their clients are highly vulnerable.

With this respect, it is very important to pay highest attention to Myanmar migrant
population living along the Thai-Myanmar border since they may not have enough
knowledge about HIV/AIDS prevention and health facilities and HIV/AIDS prevention
and treatment interventions are still insufficient.  Furthermore, massive influxes of
migrants into Thailand also raised significant concerns about the potential increased
risk of infectious diseases and increased demands on the health-care delivery system
by the Thai government, especially along the border areas of the Thailand-Myanmar.
Besides, Thailand is still struggling for expanding the coverage of HIV/AIDS prevention
and treatment for the most vulnerable, marginalised and “hard to reach” populations,
particularly Myanmar female sex workers (MFSW) and their clients both Thais and

migrants who live and commute along the Thai-Myanmar border.

1.2 Rationale of the Study

Generally, Thai and Myanmar female sex workers (MFSW) have faced common
vulnerability for HIV/AIDS infection by having multiple sexual relationships and not
using condoms with their casual partners (husbands, boyfriends or lovers) consistently.

Nevertheless, Thai female sex workers are not at risk in contacting with HIV/AIDS since



they regularly receive out-reach HIV/AIDS prevention and treatment services (i.e.
HIV/AIDS education, condom distribution, blood checking, voluntary counselling and
testing (VCT) and referral) by government and NGOs service providers. Meanwhile,
MFSW in Mae Sot district are seriously at risk of HIV/AIDS infection and transmission
since they have migrant status and they are also “hard-to-reach population”.
Consequently, they hardly access and/or being accessed to HIV/AIDS prevention and
treatment services by any service providers.  Several factors facilitating such risky
situation are including: language barrier, limitation of movement and mobility and fear
of being arrest due to their illegal work and their illegal status in Thailand. Besides,
some MFSW also live in Myanmar side but keep crossing Thai-Myanmar border for
performing their prostitution works in Thai side occasionally, regularly or daily (Planned

Parenthood Association of Thailand, 2015).

From the overall numbers of MFSW in Mae Sot district, some MFSW serve as venue-
based female sex workers (V-FSW) in remote areas. While, unknown numbers of MFSW
are also serving as non-venue-based female sex workers (NV-FSW) who work under
mobile conditions. Due to such mobility, it is totally impossible for health service
providers, particularly from the government sector (i.e. Mae Sot Hospital) to access all
types of MFSW for providing HIV/AIDS prevention and services. Therefore, most of
MFSW have been relying on service provisions from HIV/AIDS outreach activities of

NGOs in Tak Province especially in Mae Sot and Poppra districts. However, currently



many NGOs face serious financial constraints in implementing their outreach

programming for supporting MFSW since international aid decreased dramatically.

During the past few years, most of health interventions, especially HIV/AIDS,
Tuberculosis (TB) and Malaria for both registered and unregistered migrant populations
in 36 provinces in Thailand supported by the Global Fund (National AIDS Committee,
2015). This also included Planned Parenthood Association of Thailand’s project on the
Aligning Care and Comprehensive HIV-Prevention by Promoting Integrated Outreach
and Networking with Government Decentralization to Achieve Coverage and Impact
(ACHIEVED). This project had implemented during 2011-2014 which was one of the
most significant programmes that focusing on MFSW in Mae Sot district, Tak Province.
However, after rapid political change in Myanmar in 2013, financial support from the
Global Fund and other donors on HIV/AIDS, STI/STD prevention and treatment for Thai-
Myanmar border population, particularly Mae Sot district, Tak province already
decreased and ended dramatically. Many programme and projects on HIV/AIDS
prevention already closed down due to the lack of funding support (Planned
Parenthood Association of Thailand, 2015; The Diplomat, 2013). Besides, health service
providers both government and CSOs are facing even serious burden in expanding the
coverage of STI/STDs and HIV/AIDS prevention and services in Tak province, particularly
for both venue-based and non-venue based MFSW and their clients in Mae Sot district.

On the contrary, new waves of Myanmar migrant, especially MFSW and their potential
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clients keep crossing border and commuting for responding the rapid economic growth
with large demand and supply for sex industry which resulting from successful

establishment of the special economic zone in Mae Sot district.

As a result, serious concern about HIV/AIDS infection and transmission among Myanmar
migrants in Mae Sot district, Tak province has been raised up due to the fact that many
programmes on HIV/AIDS prevention already closed down and scaled down their
operations. Meanwhile, new waves of migrants and FSWs from Myanmar keep arriving
in this newly special economic zone without having knowledge and life skill on
HIV/AIDS prevention. With this respect, there is a great need of assessment of
knowledge, attitudes and practice towards HIV/AIDS prevention and sexual behaviour
among MFSW. This is because there is no recent study on this issue for health service
providers and other stakeholders to tailor their HIV/AIDS prevention programmes as
well as other interventions effectively (Guadamuz et al., 2010; Htoo, 2008; Htun, 2008;

International Organization for Migration, 2010; Press, 2005).

1.3 Benefits of the Study

This study will highly benefit for Myanmar female sex workers in increasing perception
about the important of safe sex and HIV/AIDS prevention. Also, this research will be
useful for health service providers from both government and CSOs in implementing

their HIV/AIDS interventions more effectively.  Moreover, this study will be benefited
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for the implementation of the Master Plans on Border Health and particularly the
Master Plan on Mobility of HIV and the National AIDS Strategy of the MOPH and other
interventions on HIV/AIDS prevention and treatment of government and non-
governmental organisations (NGOs) in Thailand and Myanmar for covering all groups of

border populations, including MFSW in Mae Sot district, Tak province.

1.4 Objectives of the Study

1.4.1 General Objectives

The general objective of the study is to assess level of knowledge, attitude and practice
on HIV/AIDS prevention and also to examine the association between HIV/AIDS
preventive sexual practice among MFSW in Mae Sot district, Tak Province towards

related factors.

1.4.2 Specific Objectives

1) To describe the socio-demographic characteristics of MFSW, sex work
characteristics, sexual partner characteristics, availability of HIV prevention
information and condom usage, influence from peers, employers, clients and
regular partners, drug and alcohol use and preventive sexual practices with
their sexual partners.

2) To describe and to assess the level of knowledge, attitude, practices on

HIV/AIDS prevention among MFSW.
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3) To examine the association between HIV/AIDS preventive sexual practice with

their sexual partners towards related factors.

1.5 Research Questions

1) What are socio-demographic and sex works characteristics of MFSW in Mae Sot
district, Tak Province and their availability and accessibility of HIV/AIDS
information and service, their influence/pressure for performing preventive
sexual practice?

2) What are the level of knowledge, attitude, practices on HIV/AIDS prevention

among MFSW in Mae Sot district, Tak Province?

3) Are there any association between HIV/AIDS preventive sexual practice among

MFSW in Mae Sot district, Tak Province and MFSW characteristics?
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1.6 VARIABLES OF THE STUDY

1.6.1

1)

Independent variables

Socio-demographic characteristics, i.e. age, race/ethnicity, religion, education,
Thai language ability, marital status, migration status and length of stay in
Thailand and number of year working as FSW

Sex work characteristics, i.e. type of sex works, no. of client per day, earning
per prostitution service and earning last month)

Sexual partner characteristics, including clients characteristic and regular
partner characteristic

Availability and accessibility of HIV information and service

Influence from peers, employers, clients and regular partners

Knowledge and attitude towards HIV/AIDS prevention

Dependent variables
Preventive sexual practice toward HIV/AIDS with male clients and casual

partners (negotiation of condom uses at sex and using condom at sex)



1.7 Conceptual Framework

Independent Variables

1) Socio-demographic Characteristics
® Age

® Race/Ethnicity

® Religion

® Marital status

® Education

® Thai language ability

® Migration status in Thailand

® | ength of stay in Thailand

e Length of working as Female Sex Workers

2) Sex Work Characteristics

® Type of prostitution business
® Number of clients per day

® FEarning last month and earning per service

3) Sexual Partner Characteristics

® (Client Characteristic (regular clients and random

clients)

® Regular Partner Characteristic (Husband/Spouse,

Boyfriend and Lover)

4) Availability & Accessibility to HIV/AIDS

Prevention Information & Service

5) Influence/Pr re from Peers, Em r

ien R r Partners (H n

Boyfrien

6) Knowledge and Attitude towards HIV/AIDS

Prevention

Figure 1: Conceptual Framework

Dependent Variables

Preventive

Sexual Practice

(Negotiation of
condom use &
condom at sex)

with sexual

9 partners:

® Clients

® Regular

partners

14
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1.8 Operational Definitions

1.8.1

1.8.2

1.8.3

1.8.4

1.8.5

1.8.6

Myanmar female sex workers (MFSW) refer to Myanmar migrant women who
provided sexual services for their livings. In this study, it only focuses on
Myanmar female sex workers (MFSW), aged 18 years and above who are venue-
based female sex workers (V-FSW) in Mae Sot district, Tak Province.

Sex Workers refer to a contractual arrangement where the term of engagement
of sexual service provisions having been agreed upon for the provisions of
sexual services for money or good between the seller and the buyer.

Sexual activities mean activities associated with sexual intercourse

Sexual services or Prostitution services are the performance of any sexual acts
and sexual activities by using any part of the body or an object for another
person for payment, including oral sex, nude massage, sexual intercourse and
masturbation by using hand jobs and body slides.

Socio-demographic  characteristics refer to the socio-demographic
characteristic of MFSW in Mae Sot district, Tak province which including age,
race/ethnicity, religion, marital status, education, Thai language ability, income,
migration status and Length of stay in Thailand and years of working as female
sex workers.

Sexual partner characteristics are characteristics of persons who have sexual
relationship  with  MFSW, including regular  partner  characteristics

(husband/spouse, boyfriends/lovers) and client characteristics, including regular
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clients (whom visited repeatedly) that paying per prostitution service and long
term payment and random clients whom visited occasionally).

Sex work characteristics refer to type of prostitution business (type of sex
works), location of workplace, number of clients of MFSW (per day) and
payment of prostitution services.

Location of workplace refers to geographical locations or the areas where
prostitution business situated and MFSW are employed for carrying out their
works, i.e. Zone 1: Central area of Mae Sot district, Zone 2: Outskirt area of Mae
Sot district, Zone 3: North of Mae Sot district, Zone 4: South of Mae Sot district
and Zone 5: West of Mae Sot district.

Type of prostitution business refers to type of entertainment and hospitality
business that also provided prostitution services, including massage shops,
prostitution houses, karaoke shops and cafe.

Venue-Based Sex Workers (V-FSW) refer to MFSW who provide sexual services
for their living in the permanent places where prostitution business operated
like brothels, Thai traditional massage parlour, café and karaoke bars in Mae
Sot district, Tak province. These also include MFSW who stay in the houses
where prostitution business operated and managed by agents and sexual
services provide outside the house such as hotels, resorts or any places where

the clients requested.
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HIV/AIDS Service Provisions refer to the provision of HIV/AIDS, including
HIV/AIDS awareness rising activities, trainings on HIV/AIDS prevention and
condom usage, condoms and lubricants distributions, Voluntary Counselling
and Testing (VCT) (HIV blood checking) service and referral.

Health Service Providers refer to health workers, health volunteers from local
government organization (Mae Sot Hospital), Mae Tao Clinic and staffs of IOM
and non-governmental organisations (NGOs) both local and international NGOs
operating their works in Mae Sot district, Tak province. International and local
NGOs are included Planned Parenthood Association of Thailand (PPAT),
Migration Assistance Programme (MAP) Foundation, World Vision Foundation of
Thailand (WVFT), International Rescue Committee (IRC), and Mae Tao Clinic (MTC)
Peers refer to friends, co-workers or colleagues who work in the same
workplace of MFSW.

Employers refer to persons who employ MFSW who also owned and operated
different kinds of prostitution related business such as owners of brothel or
prostitution house, owners of massage shop, barbers and karaoke bars, owners
of café as well as pub and restaurants.

Sexual partners are anyone who has sexual relationship with MFSW, including
regular partners (husband, spouse, boyfriend and lover) and clients

HIV/AIDS preventive behaviour is a behaviour of a person who intends or

plans to prevent HIV infection.
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1.8.17 Knowledge of HIV/AIDS refers to ability of respondents to answer questions
about the basic HIV/AIDS facts, i.e. causes, symptoms, signs, diagnosis,
infections, transmissions and practice of prevention measures and available
treatment.

1.8.18 Attitude of HIV/AIDS refers to respondents’ feeling, belief, value towards
HIV/AIDS and awareness of HIV/AIDS prevention, i.e safe sex and condom use.

1.8.19 Practice of HIV/AIDS prevention means regular actions in performing HIV/AIDS
prevention, i.e. using condoms every time at sex with sexual partners and
avoiding using substance abuse, particular injecting drugs and having sexual
relationship with injecting drug users

1.8.20 Risks of Contacting with HIV/AIDS are the risk factors facilitating MFSW in
contacting, infecting and transmitting HIV/AIDS. These are included:
® having multiple sexual partners and boyfriends or lovers;
® drinking alcohol and taking drugs;
® does not use condoms every time at sex with their sexual partners (clients,

regular partners or others).

1.8.21 Preventive sexual practices refer to behaviour of MFSW in negotiating and
using condoms every time when they have sexual intercourses with their

regular partners and their clients.
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LITERATURE REVIEW

2.1 HIV/AIDS Symptoms, Infections and Transmissions

According to World Health Organization (WHO) and the Joint United Nations
Programme on HIV/AIDS (UNAIDS), it was estimated that in 2014 almost 36.9 million
people all over the world were HIV infected. Meanwhile 2 million people became
newly HIV infected and 1.2 million also passed away with AIDS related causes. Since
the human immunodeficiency virus (HIV) infects cells of the immune system, all
functions in human bodies also destroyed and impaired and the immune system
became deficient and could not fight against infection and disease. Infection
associated with severe immunodeficiency also called “opportunistic infections” due
to the fact that such infection takes advantage in attacking weakened immune system
of HIV infected persons. Then, the most advanced stages of HIV infection become
AIDS or Acquired immunodeficiency syndrome which defined by the occurrence of
numerous opportunistic infections or HIV-related cancers (World Health Organization,

2014a).
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2.2 Knowledge, Attitude and Practices (KAP) of HIV/AIDS Prevention

From the past until now, overall stakeholders, including international communities,
government agencies, NGOs, private sectors and community members have been
working and identifying several approaches to increase knowledge, attitudes and
practices (KAP) of HIV/AIDS prevention globally. In many developing and low-income
countries, numerous interventions and tailored programmes already developed for
promoting protective sexual behaviours and encouraging sexual risk reduction,
including HIV/AIDS awareness training, promoting of condom use and contraception.

Nevertheless, more than 50% of people living in the 15 countries with the highest HIV
prevalence cannot answer basic questions on HIV and its transmission. Besides, there
is a significant difference between the proportion of individuals who used condom
during the last sexual intercourse and the number of sexual partners accessed to

HIV/AIDS information worldwide (Nylander, 2012).

In Asia and Pacific, HIV infection rates have fallen during the past decade, there are
growing epidemics in some geographical areas and within key populations at higher
risk, including sex workers, PWID and MSM in many countries. Existing interventions on
the preventive knowledge and awareness of HIV/AIDS are still insufficient due to the
lisht of the fact that these key populations at higher risk have not yet known about

their HIV status (The Joint United Nations Programme on HIV/AIDS, 2013a). With this
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respect, KAP of HIV/AIDS prevention among vulnerable population and high-risk group

like migrant female sex workers and their clients are crucially important.

2.2.1 Knowledge, Attitude and Practices (KAP) of HIV/AIDS Prevention among

Myanmar Migrant Workers in Thailand

Several studies reported that Myanmar migrant population migrated to Thailand with
very little knowledge of HIV/AIDS and sexual health. Later, their knowledge of HIV/AIDS
had been improved at moderate level since they could access more information on
HIV/AIDs through mass media and health service providers both from government
agencies and NGOs during the period that they were working in Thailand (Htoo, 2008;
Htun, 2008; International Organization for Migration, 2010; Nylander, 2012) About 83.9%
of respondents in Ranong Province knew that use of condom could prevent HIV/AIDS
infection and transmission (Htoo, 2008) while only 42.6% of respondents in Kao San
Road, Bangkok had moderate knowledge level of HIV/AID prevention (Htun, 2008).
According to IOM’s studies in 2006, the risk of HIV/AIDS infection could be increased
by misconceptions and ignorance about this issue among Myanmar migrants.
Furthermore, Htoo’s study highlishted unsafe sex behaviour among Myanmar
fishermen in Ranong Province since 90% of them had more than one sexual partners
and 60-80% of them paid for sex and had sex with sex workers.

Even though Myanmar migrants had moderate level of HIV/AIDS, they are still being at

risk of HIV/AIDS infection and transmission due to inconsistent use of condom. More
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than 789% of male respondents in Kaosan Road, BKK stated that they had no experience
in using condom with their spouses while 72.3% of female respondents also did not
use condom with their spouses since they trusted each other. For having sex with
boyfriends/girlfriends, 42.8% did not use condom during their sexual intercourse since
they trusted each other. Surprisingly, only 14.3% of respondents reported that using
condoms could reduce the chance of HIV infection and transmission (Htoo, 2008). In
addition to IOM’s study in 2008, about 22% of married Myanmar women and 26% of
single Myanmar women reported having never heard about condoms, and Myanmar
women are more likely to have less knowledge than men (International Organization
for Migration, 2008). On the contrary, the finding of Nylander study of Myanmar migrant
workers in Samut Sakhorn Province in 2012 demonstrated that overall respondents
had better knowledge than men. Less than 50% of male migrants reported they had
ever received information on HIV. Also, between male and female Myanmar migrant
workers had different knowledge, attitudes and practice of HIV prevention (Nylander,

2012).
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2.2.2 Knowledge, Attitude and Practices of HIV/AIDS Prevention among Sex

Workers

Several HIV KAP studies among FSWs in Nepal, Ukraine and India, revealed that FSWs
highly reported that they had heard about HIV/AIDS and condom (AIDS Alliance, 2013;
Hemalatha, Kumar, Venkaiah, Srinivasan, & Brahmam, 2011; Singh, Lall, Gupta, K.Bose,
& Singh, 2014). In Nepal, 84.9% of them were educated and about 98.9% of
respondents had heard about HIV, and 100.0 % of them had heard about AIDS and
they had heard or seen condoms as well as used condom. Also, 89% of them had
known that they can protect from HIV by using condom (Singh et al,, 2014). On the
contrary, the findings on the practice of sexual risk behaviour among FSWs in Nepal,
Ukraine and India demonstrated high risk of HIV infection and transmission. In Nepal,
the frequency of condom use was unsatisfactory, and alcohol use as well as negligence
to use condom during sexual activity was high. Although most of FSWs in Nepal, which
was 98.6%, reported that they had insisted their clients to use condoms but many
times they did not use condom due to their client’s objection. Also, 75% of them
reported that partner’s objection is the most common reason for not using condom
(Singh et al,, 2014). In Ukraine, 46% of FSWs stated that they refused to engage in
unprotected sex under any situation or even they received more payment, while 73%
of clients reported that they offered to pay extra for not using condoms during sexual

intercourse (AIDS Alliance, 2013). In India, 91% of FSWs used condom in last sex and
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84.7% with occasional and regular clients but consistent condom use (CCU) was slightly
lesser with regular clients compared to occasional clients. Also 28.7% of the FSWs
could not use condom as intended. Furthermore, all of them raised significant concern
about being at risk of HIV and STDs/STI infection and transmission. In Ukraine, 92% of
FSWs reported that they were at risk of STl and 88% of HIV infection (AIDS Alliance,
2013).  Over 50% of them perceived their high risk to HIV/AIDS infection due to their

sexual risk behaviour (Hemalatha et al.,, 2011).

In addition to these findings, HIV/AIDS prevention programmes needed to focus on
increasing of knowledge and awareness of preventive behaviour and practices on
STI/STDs and HIV/AIDS prevention, including the consistent condom use. Besides, it
needed to change attitude of male clients that using condom was a sign of caring of
health since they had crucial role of HIV transmission to their wives or other sexual
partners. Moreover, IOM’s study in 2010 revealed that numerous MFSW had never
heard about HIV/AIDS and STD/STI issues, particularly symptoms and transmission or
how to do prevention when they lived in Myanmar (International Organization for
Migration, 2010). The National AIDS Centre (NAC) also reported that it needs to pay
significant attention to young populations (those under age 25 years) and particularly
“mobile” FSW or “non-venue-based FSWS” on STD/STIs and HIV/AIDS prevention and
treatment since they have lower level of knowledge of HIV/AIDS (National AIDS

Committee, 2014).
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2.2.3 General Socio-Demographics Characteristics of Myanmar Migrants in

Thailand

Owing to the fact that most of Myanmar migrant workers set their final goal in
accumulating enough capital to eventually return to their home country, they
demonstrate enormous efforts in having employment opportunity with better quality
of lives. For female sex workers (MFSW) in Thailand, they also set the same final goal
just like others with the aim to collect significant amount of income for their futures
and family members. Besides, many studies demonstrated socio-demographical factors
influencing numerous women and girls from Lao PDR, Myanmar, Vietnam and
Cambodia in joining prostitution business and being at risk of HIV/AIDS infection
(Mekong Migration Network & Asian Migrant Centre, 2007; Sunthornthada, 2011; Tran
et al,, 2014). Sunthornthada mentioned about significant reasons why Laotian women
joining sex industry in Thailand, they are included: 1) economic reason as they wanted
to earn good income; 2) low education background, 3) no options or alternatives for
their own livelihood; 4) want to learn more about commercial sex work and 5) being
trafficked, deceived or forced to join prostitution work (Sunthornthada, 2011). IOM’s
study on mobility and HIV vulnerability among Myanmar sex workers in Mae Sot district
in 2007 also stated that most of MFSW had financial burdens caused by their family’s
difficulties such as debt bondage, sickness and death of family members, no bread-

winner and low payment from their employment in Myanmar; and several of them
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had been married and divorced. Therefore, they had to provide financial and other
supports for their dependents (parents, children, siblings, husbands and even extended
family members living with them in Thailand or residing in Myanmar (International

Organization for Migration, 2007).

Length of Stay in Mae Sot district

MFSW usually worked in Mae Sot district for an initial four to eight months or depend
on the situation that allowed them to work and to save their capital. Then, such saving
or capital would be used for investing in a business or other financial burden in
Myanmar. After paying all the debts to brothel owners and karaoke boss, they returned
to Myanmar via Myawaddy district. Later, they started up their small business such as
teashop or providing financial support to farming of their families inside their
hometowns. Many of MFSW in Mae Sot district had repatriated in Myanmar for 1 year
or more and they did not have much intention for returning to Thailand. Crucially,
most of them wanted to stop working as MFSW so they were actively building their
savings for the future (International Organization for Migration, 2007). According to
PPAT, MFSW who work as venue-based sex workers (VSW) like Karaoke lounge, café’
and massage shops in Mae Sot sub district also express similar idea about their plans

in the future (Planned Parenthood Association of Thailand, 2015).
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2.3 Socio-Political, Economic and Cultural Factors facilitating HIV/AIDS Epidemic
and HIV/AIDS Infection in Mae Sot district
The Joint United Nations Programme on HIV/AIDS (UNAIDS)’s Policy Brief on HIV and
International Labour Migration (The Joint United Nations Programme on HIV/AIDS, 2008)
also reaffirm that there are different socio-political, cultural and economic factors in
both origin and destination countries that influencing the risk of HIV infection of
international labour migrants. Such significant factors are included loneliness due to
separation from spouses, families and unfamiliar social and cultural norms, language
difficulties and barriers, poor quality of life and living conditions, and exploitative
working conditions, including sexual violence. Consequently, the resulting from
isolation and stress persuaded migrant workers to engage with risk behaviours, such as
unsafe casual or commercial sex, which potentially increase the risk of exposure to
HIV (The Joint United Nations Programme on HIV/AIDS, 2008). Over centuries, Thailand
has been strugsling in intensifying the coverage of STI/STDs and HIV/AIDS prevention
and service for Myanmar migrants who work irregularly and illegally under mobile
conditions in the significant border areas of Thailand. Major communicable disease,
including Malaria, Tuberculosis, diarrheal diseases, emerging infections and re-emerging
disease, STI and particularly HIV/AIDS are highly reported long the border areas of

Thailand.
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The development and expansion of international transportation routes as well as
active dynamic border commuting have also increased the risk of contacts and the
spread of disease along the Thai-Myanmar borders. With this respect, the Thai Ministry
of Health already addressed communicable disease as border health concerned
according to the first and the second Border Health Development Master Plan of
Thailand (2007-2011 and 2012-2016). The massive influxes of Myanmar migrants
migrating into Thailand raised significant concerns about the potential increased risk of
communicable diseases and increased demands on the health-care delivery system,
particularly the Thailand-Myanmar border. Mae Sot district is one of the most critical
Thai-Myanmar border city where the Thai government has been combating with illegal
trading, smuggling and trafficking of human and drugs, labour exploitation and the
epidemic of communicable diseases such as TB, Malaria and particularly HIV/AIDS

(International Organization for Migration & World Health Organization, 2009).

2.3.1 Push Factors Facilitating Myanmar Women and Girls in joining Sex Trade

For decades, Mae Sot district is notable as the first gate and the most significant border
crossing channels where Myanmar migrants continue trading, migrating and even
fleeing from socio-political and economic reasons by having Mei River as a natural
border between Mae Sot district, Tak province, Thailand and Myawaddy district, Kayin
state, Myanmar. Myanmar population have suffered from the result of socio-political

isolation and economic stagnation from international communities for over 50 years
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as Myanmar is one of the lowest income countries in Asia (CIA Factbook Myanmar,
2015). Although the rapid socio-political and economic change and opening market
for international investors demonstrate potential shining future of economic growth
and development inside Myanmar, deepening poverty among Myanmar population is
still exiting. Such economic factor has been pushing numbers of Myanmar women in
joining sex trade both in Thailand and Myanmar for supporting all the needs of their
families. The figure in 2013 from the Myanmar government and the United Nations
estimated that 0.45% or 40,000-80,000 of Myanmar women aged between 15-19 years

was engaged with commercial sex work in Myanmar (Htet, 2015).

Beyond economic factor, cultural patterns like “sood daughter” who sacrificed herself
to be the only one who take the overall financial burden for supporting all family
members have been playing similar drama patterns in pushing women and girls in the
GMS for joining sex trade. Then, they become at risk of HIV/AIDS infection and
transmission (Mekong Migration Network & Asian Migrant Centre, 2007; Sunthornthada,
2011; Tran et al,, 2014). For Cambodian culture, Cambodian women and girls who

)

become female sex workers (FSW) can be condemned as “ignorant girls” who
deceived into prostitution. On the contrary, those who have to join prostitution work
for clearing financial burdens and have better lives of their parents and other family

members will be praised as “sacrificing daughter” (Derks, 2008). Also, Myanmar women

and girls culture carry the same cultural drama pattern in sacrificing their lives to
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become MFSW in order to earn large amount of money for supporting their family

members (International Organization for Migration, 2007).

2.3.2 Pull Factor Facilitating Large Demand for Flesh Trade in Mae Sot district

Apart from push factor facilitating large supplies of MFSW in the sex industry, there is
a significant pull factor as Mae Sot is also a newly special economic zone (SEZ) where
accommodate large number of Thai and foreign investors, businessmen and others
who always need sexual entertainment. As a consequence, these new visitors even
expend rapid economic growth in this border city with highly demand for Myanmar
female sex workers to fill up flesh trade in the sex industry (Planned Parenthood
Association of Thailand, 2015).  According to the Tak Chamber of Commerce (TCQ),
during the last three years, about 20 news hotels are being pop up for accommodating
business visitors.  Besides, Big C and Lotus supermarkets, fancy cinemas and
department stores also demonstrate the sign of prospect economic growth in Mae Sot

district (Burmese Migrant Workers’ Education Committee, 2013).

In addition to Mae Sot-Myawaddy twin city project, this is a part of Thailand’s
preparation for the ASEAN Single window system. Such development plan aims to
facilitate trade, investment, logistics and commmuting among the 10 ASEAN member
countries. According to the Governor of the Industrial Estate Authority of Thailand, a

successful establishment of the special economic zone in Mae Sot will particularly
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increase border trade as the area is a part of the Asian’s East-West Corridor that
connects Myanmar with Laos and Vietnam (Burmese Migrant Workers’ Education
Committee, 2013; Hong Kong Trade Development Council, 2015; National News Bureau
of Thailand, 2013). Such prospect glory of the rapid economic booming and extensive
development plan in Mae Sot district, Tak province have been attracting a rising
number of Myanmar women who want to earn significant amount of incomes by joining

sex industry as MFSW in Thailand and even in the other countries.
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Figure 2: Mapping of East-West Economic Corridor for Thailand, Myanmar, Laos
and Vietnam

Source: Hong Kong Trade Development Council (Hong Kong Trade Development Council, 2015)

In addition, Thailand’s national minimum labour wage increased at 300 Baht a day is
the crucial pulling factor attracting large number of Myanmar migrant populations to

leave poverty inside Myanmar and to search for sun raise in the Thai territories.
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Currently, it has been estimated that about 200,000-300,000 Myanmar migrants are
residing and working in over 350 workplaces in Mae Sot district. These are included
60,000-80,000 Myanmar migrants working for different business sectors, including
garment factories as well as entertainment and hospitality sectors which inter related
with sex industry. Among these numbers 70% could be Myanmar female migrants

(Kanchanadiut, Biel, Pollock, & Press, 2014).

Even though, numbers of Myanmar migrants in Mae Sot district are extremely high, not
many of them are registered migrant workers since the Thai employers hardly register
them under the Migrant Worker Registration Scheme of the Ministry of Labour of
Thailand. Therefore, they are extremely vulnerable for labour exploitation, particularly
those who work in farms, small factories and sweatshops. Mae Sot district is being
richer, but labour exploitation and employment situation of Myanmar migrants in this
area have not yet getting better. Due to labour exploitation and lack of decent
employment opportunity, numbers of Myanmar female migrants have been persuaded
in joining prostitution business whether full time or part-time jobs as direct and/or
indirect sex workers for earning significant amount of income to serve their family
members (MAP Foundation, 2013). In addition, the rapid growth of business, socio-
economic prosperity, investment and employment opportunities in Mas Sot district as
a Special Economic Zone (SEZ) also pave the way for the expansion of numerous

entertainment businesses, tourisms and particularly industry in the area. Large
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numbers of red lights business such as massages parlours, karaoke lounge, pubs and
restaurants as well as night life and red-light businesses also pop up for entertaining
different male clients. This is a significant pull factor persuading women and girls from
Myanmar to join sex industry and prostitution business in filling the clients” demands
and the growth of sex industry. Women and girls from Myanmar are considered as
“exotic, beautiful and decent price product” for local customers and foreigners.
Moreover, many clients also have high demand of young women and girls from
Myanmar; particularly the virgins as they are still young and innocents, more attractive
and clean than young Thai women. Also, male clients also assume that young women

and girls from Myanmar have a very low risk of HIV/AIDS and STI/STDs infection.

With this respect, it cannot deny that socio-political, economic and cultural factors
that pushing and pulling cross border migration also facilitated HIV/AIDS epidemic and
HIV/AIDS infection both in Thailand and Myanmar since both MFSW and their clients
do not decent knowledge and awareness of STI/STDs and HIV/AIDS prevention.
Besides, cross border migration and mobility of MFSW and their clients who regularly
crossing and commuting along the borders as well as different places both inside
Thailand and Myanmar also highly facilitated the HIV/AIDS vulnerability and blow out

of HIV/AIDS epidemic and infection.
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2.4 Sex Industry and Myanmar female sex workers (MFSW) in Mae Sot district

According to PPAT’s mapping survey of female sex workers (FSW) under ACHIEVE
project (Mapping Round 4) in Mae Sot district in 2013, about 830 FSW were identified,
including 225 Thai FSW and 605 Myanmar FSW (MFSW) working in different prostitution
business. However, the actual numbers of MFSW in Mae Sot district usually more than
the estimated figures as they work. Most of Myanmar women who join prostitution
business voluntarily were mainly forced by poverty and economic reason (Oo, 2013).
They generously earn very low payment both in Thailand and inside Myanmar, so they
have insufficient income for feeding their family members. Some of them were
involuntary as they were lure or trafficked for joining sex trade however they accepted
their fates, they keep working and saving money, and waiting for the time to leave this

ungrateful profession.

In general, Myanmar female sex workers (MFSW) in Mae Sot district are included: 1)
those who already live and work in Mae Sot district as migrant workers, 2) those who
live in Myawaddy with families and regularly crossing border to carry out their
prostitution works in Mae Sot district, and 3) those who directly imported from different
States and Townships inside Myanmar for sending to brothels and other prostitution
places in Mae Sot district, and many cases highly involved with human trafficking for

sexual exploitation (Planned Parenthood Association of Thailand, 2015).



35

For “direct sex workers” are MFSW who provide prostitution services in brothels or
prostitution houses and also those who openly demonstrate about their commercial
sex work in red light and prostitution areas. While “indirect sex workers” are those
MFSW who work as workers in the entertainment and service places like karaoke bars,
massage parlours, lounges, pub and restaurants, drink shops and barbers. Apart from
normal service, they also provide prostitution services if their clients need. Besides,
MFSW who provide their prostitution services secretly or indirectly as full time or part
time jobs through agents, pimps or work independently are also called “indirect sex
workers” or so called “called girls or side-line girls”. Also, among these MFSW are
migrant workers who carry out full time working in factories, farms or other work places
such as waitress, shop keeper and farm workers, but performing prostitution works as
their “part-time” or “side-line” jobs for extra pocket money for fill the needs of their

families (Planned Parenthood Association of Thailand, 2015).

This study divides MFSW into three different groups based on the Mapping Survey of
sex workers in Mae Sot district under PPAT’s ACHIEVED Project which implemented
during 2011-2014 (Mapping Round 3, 2013). This Mapping Survey had developed for
identifying intervention strategies and strategic intervention areas for operating
HIV/AIDS prevention programme activities. MFSW in this mapping survey are included

1) “venue-based female sex workers” (V-FSW), 2) “non-venue-based female sex
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workers” (NV-FSW) as well as 3) “social network sex workers”. Among these three

groups, MFSW who are direct sex workers or indirect sex workers are also included.

2.4.1 Venue-Based Female Sex Workers (V-FSW) in Mae Sot district, Tak province
For MFSW who openly provide prostitution services are so called “direct sex workers”
and they mainly are “venue-based female sex workers” (V-FSW) who work in
permanent prostitution places, including traditional massage parlours, karaoke lounges,
brothels, prostitution houses as well as pub and restaurants in red light areas in Mae
Sot district. These permanent prostitution places normally operated in different timing

due to the following types of their prostitution business:

® (afé, pub and restaurants with singers and dancers operate from 20.00 p.m.— 02.00 a.m.
® Karaoke lounges operate from 19.00 p.m. to 01.00 a.m.

® Brothels or prostitution houses operate from 19.00 p.m. — 02.00 a.m.

°

Traditional massage parlours operate from 10.00 p.m. = 23.00 p.m.

According to PPAT’s mapping survey of sex industry in 2013 (Mapping Round 4), there
were about 333 Myanmar female sex workers (MFSW) working as venue-based sex
workers in 24 prostitution places. These prostitution places have been operating

openly and invisibly in different sub districts in Mae Sot district, Tak Province.
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Table 1: Venue-based female sex workers (V-FSW) in Mae Sot district

Age range of Venue-based female sex workers (V- | Total

FSW) No.
No. | Nationality
< 18| 18-25 Yrs | 26-35 Yrs | 35-36 >45
Yrs Yrs Yrs
1. Thai FSW 0 64 39 2 0 105
2. | Myanmar 0 275 53 5 0 333
FSW
Total Numbers of Venue-based female sex workers (V-FSW) 438

Source: (Planned Parenthood Association of Thailand, 2014)

Nevertheless, the recent survey of PPAT in June 2016 revealed that the number of
venue-based MFSW in Mae Sot district had been decreasing due to active prostitution
suppression policy of the recent government. Different prostitution places have to
stop or to close down their prostitution business or to operate invisibly. Also, numbers
of venue-based MFSW have become non-venue-based MFSW or social network FSW.
Therefore, there are only about 150 venue-based MFSW who could be found in
different visible prostitution places in Mae Sot district (Planned Parenthood Association

of Thailand, 2016).

2.4.2 Non Venue-based Female Sex Workers (NV-FSW)

Non Venue-based Female Sex Workers (NV-FSW) are included Myanmar female sex
workers (MFSW) who perform their sexual services under mobile situations or non-

permanent places where their clients requested. According to PPAT’s Mapping Survey
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(Mapping 4) carried out in 2014, there were 65 MFSW aged between 18-45 years old
generally performing their works as NV-FSW in significant prostitution areas in Mae Sot
district. Moreover, they usually gather together between 20.30-23.00 p.m. Also, their
clients generally purchase their prostitution services extensively during the weekend

and holidays (Planned Parenthood Association of Thailand, 2014).

Table 2: Non-Venue-based female sex workers (NV-FSW) in Mae Sot district

Age range of NV-FSW Total
No. | Nationality | < 18 | 18- 26-36 Yrs | 35-36 >45 No.
Yrs 25Yrs Yrs Yrs
1. | Thai Sex | 2 15 12 0 0 29
Workers
2. Myanmar 0 65 0 0 0 65
Female Sex
Workers
Total Numbers of NV-FSW in Mae Sot district 94

Source: Mapping Round 4 (Planned Parenthood Association of Thailand, 2013)

2.4.3 Social network sex workers

Social network sex workers are Myanmar female sex workers who carry out their
prostitution business via different social networks such as prostitution agents, pimps,
friends, colleagues, and even relatives. Also, social networks also include social media
such as Facebook, websites, LINE and other chat programme where they could

coordinate on their prostitution business directly with the clients. However, for MFSW
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in Mae Sot district usually carried out their commercial sex works via prostitution agents
in order to avoid security problems from being arrested by the Thai police. According
to PPAT’s mapping survey in 2013, there were about 207 MFSW who join social
networks via 20 prostitution agents both Thai and Burmese who served as middlemen
coordinating between MFSW and clients on prostitution business (Planned Parenthood

Association of Thailand, 2014).

Table 3: Social Network Sex Workers in Mae Sot district

Age range of Venue-based female sex workers | Total
(Vsw) No.
No. | Nationality
< 18] 18- 26-37 Yrs | 35-36 >45
Yrs 25Yrs Yrs Yrs
1. Thai Sex | 12 75 4 91
Workers
2. Myanmar 6 143 56 2 0 207
Female Sex
Workers
Total Numbers of Social Networks Sex Workers in Mae Sot district 298

Source: Mapping Round 4 (Planned Parenthood Association of Thailand, 2013)

2.5 Mobility and HIV/AIDS Vulnerability of HIV/AIDS Infection and Transmitted

2.5.1 Mobility of MFSW in Mae Sot district

For MFSW who are venue-based female sex workers (VSW), generally, they hardly

commute around Mae Sot district due to security reason and language difficulty. They



40

are afraid of being arrested by the Thai police as prostitution business is illegal
according to the Thai law. Moreover, several of MFSW do not have work permit for
working as indirect sex workers in entertainment business and service industry in Mae
Sot district. Therefore, all brothels owners or those who operate prostitution business
generally pay monthly “protection fee” to local authorities or local mafias so they can
be free from being arrested or they will be initially inform about the upcoming arrest
by the Thai police officers (Planned Parenthood Association of Thailand, 2015). Due
to illegal status and illegal profession, most of Myanmar female sex workers in Mae
Sot district have limitation of their movement and visibility. Then, health service
providers both Mae Sot hospital and NGOs also face difficulties in implementing
HIV/AIDS prevention and treatment interventions for MFSW, particularly those indirect
sex workers who are also NV-FSW and social network sex workers. Consequently, they
hardly access to information and services on HIV/AIDS prevention as well as other
health services which facilitated more risks of HIV/AIDS infection and transmission

among these groups, clients and their regular partners.

2.5.2 HIV/AIDS Vulnerability

Generally, MFSW and their clients are the most vulnerable population for HIV/AIDS
infection.  Due to their profession, illegal status, mobility, invisibility and language
boundary, they have numerous HIV/AIDS vulnerabilities. MFSW, particularly non

venue-based female sex workers (NV-FSW) and social network sex workers face
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difficulties in accessing basic health care service as well as HIV/AIDS prevention and
treatment services. Besides, local health service providers also face difficulties in

reaching them out.

In regard to HIV/AIDS vulnerability, MFSW in Mae Sot district have shared the same
circumstances however and different types of MFSW might have different level of
vulnerability depended on their working environment and situation. In general, sex
workers all over the world are often stigmatised, marginalised and criminalised by their
societies in different ways. Then, such factors contribute greatly to their vulnerability
of HIV/AIDS infection and transmission as well as physically and sexual abuse (United
Nations Population Fund & United Nations Development Programme, 2015). MFSW in
Mae Sot district also encounter similar security and vulnerability problems. Many of
them do not have strong power to negotiate with their clients about condom usage,
types of sexual services, payment, movement and even their own security
(International Organization for Migration, 2008; Planned Parenthood Association of

Thailand, 2015).

2.5.3 Safe Sex Behaviour and Condom Use
In addition to condom usage, there are unpredictable situations pushing them to be
HIV/AIDS infected, including inconsistency and incorrectly condom usage, unavailable

of condoms, denial of condom usage by clients, breaking of condoms during sexual
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intercourse as well as unprotected sexual intercourse with their clients and particularly
their casual partners/regular partners or even clients who become their sweethearts
(AVERT, 2015; United Nations Development Programme, 2011). According to PPAT,
socio-demographic of different type of clients of MFSW such as ethnicity, education
background and career demonstrate different and similarity of unsafe sexual
behaviours, particularly denial of condom use. For clients who are Thai with ethnic
background, especially Thai male-Hmong farmers who lived in rural areas or remote
farming areas do not have much knowledge about HIV/AIDS and always refuse to use
condoms. While Thai male clients generally know about HIV/AIDS however they
always refuse to use condom when they already get drunk or when they have a chance
in having sexual intercourse with virgin girls (Planned Parenthood Association of
Thailand, 2015). Besides, some studies demonstrated that many truck drivers who
usually buy services from female sex workers (FSWs) always think that they have less

chance in getting HIV infection (Moon, 2002).

Even though the availability and promotion of condom use in Thailand is slightly high,
only of proportion of Myanmar migrants and MFSW understand about the correct
condom use and safe sexual practice. According to IOM study in 2008, it stated that
“only 21.9 percent of male and 17.5 percent of female migrant populations in the
survey believe that condom use can prevent HIV infection”. Also, condom use with

regular partners among married Myanmar migrants was rare due to trust relationship
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and sometime female migrants cannot negotiate with their partners to use condom
(International Organization for Migration, 2010). Most of married Myanmar migrants,
including MFSW generally perceived that condom use is only for sexual intercourse
with someone who are not their regular partners or husbands like clients and female
sex workers (International Organization for Migration, 2008). Furthermore, a baseline
survey of PHAMIT project revealed that “nearly 75 percent of respondent’s primary
distaste for the use of condoms was the reduction of pleasure during intercourse”

(International Organization for Migration, 2008).

According to the 2010 UNAIDS Global Report, it revealed that “only a third of the 86
countries surveyed reported 90 percent of sex workers using a condom with their last
client, while more than half reported condom use by 78 percent of sex workers” (The
Joint United Nations Programme on HIV/AIDS, 2013b). It was reported in the other
countries that sometimes sex workers have no access to condoms and they are simply
powerless to negotiate safer sex. “Clients may refuse to pay for sex if they have to use
a condom” (AVERT, 2015). Furthermore, young Myanmar woman and girls expressed
their tragedy experiences that they had entre into sex trade as their parents, guardians,
brokers or traffickers firstly sold their virginity and those clients refused to use condoms
during the sexual intercourse (International Organization for Migration, 2007; Planned

Parenthood Association of Thailand, 2015).
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For venue-based female sex workers (V-FSW) in Mae Sot district, they are generally
aware of condom use as safe sexual practice and HIV/AIDS prevention when they
provide sexual services with their clients since they are regularly approached by health
service providers from Mae Sot Hospital and NGOs. Furthermore, owners of brothels,
karaoke bars or drink shops play crucial roles in facilitating HIV/AIDS prevention,
including distributing and monitoring condom usage of FMSW with their clients as they
have to ensure credibility and reputation of their business. However, some MFSW
usually do not use condom with their husband, resular partners or regular customers
whom have treated as their sweetheart. In addition to this, MFSW are still extremely
vulnerable for HIV/AIDS infection and transmission as they or their regular partners may
have more than one partner or sweetheart (Planned Parenthood Association of
Thailand, 2015). On the other hand, some MFSW in Mae Sot district, particularly social
network sex workers and NV-FSW who work under “out of reach” conditions due to
their invisibility and mobile conditions, they hardly access to free condoms distributed
as well as other HIV/AIDS prevention and treatment services by Mae Sot Hospital and

NGOs (Planned Parenthood Association of Thailand, 2015).

2.5.4 Malpractice of Law Enforcers Facilitated HIV/AIDS Vulnerability of MFSW

Owing to the fact that prostitution or commercial sex work is illegal in many countries,
most of police officers usually perform malpractice by using possession of condoms

as ground for arresting, harassing and exploiting sex workers such as asking for bribes
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or trading of free sexual services with paying bribe (Open Society Foundation, 2014).
From global legal perspective, condoms do not accept as evidence at court level
however polices perform such practices only for the arrest of sex workers whom hardly
pursuit their cases at court level (IRIN Asia, 2010). In Thailand, Thai police officers also
apply similar malpractice by using “condom” as significant evidence for arresting and
accusing sex workers in violating the 1949 Suppression of Prostitution Act of Thailand
(Planned Parenthood Association of Thailand, 2015). In Myanmar, police officers also
applied similar mal practice. According to Kay Thi Win, Programme Manager of the
Targeted Outreach Programme initiative in Myanmar stated that “To avoid
arrest that can involve violence, rape and other trauma, many sex workers try to
avoid things that may identify them as sex workers like carrying condoms or
visiting health clinics for check-ups.” (AVERT, 2015). For MFSW in Mae Sot district,
in particular NV-FSW and social network sex workers, they are also protecting
themselves by not keeping a lot of condoms with them as the police officers
can notified them as “sex workers” who are subjected to be arrested (Planned
Parenthood Association of Thailand, 2015). At this point, the fear of arrest by Thai
police officers is the fundamental barriers in elimination of HIV/AIDS infection and
transmission. Avoiding possession of condoms while engaging prostitution works in red
light areas and limiting their movements for accessing HIV/AIDS service in venue based
health service providers are common practices of MFSW in Mae Sot district, especially

those who do not hold work permit in venue based prostitution places, like karaoke
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bars, café and massage shops (Planned Parenthood Association of Thailand, 2015).
Resulting from the overall HIV/AIDS vulnerabilities faced FMSW, their clients, husbands
and regular partners as well as children also face HIV/AIDS infection and later died with

HIV/AIDS (Planned Parenthood Association of Thailand, 2015).

2.6 HIV/AIDS Prevention and Treatment Interventions in Thailand

The Thai-Myanmar border, particularly Mae Sot district is one of the most significant
concern areas for controlling and monitoring communicable disease, including
HIV/AIDS, TB and Malaria by the Thai government and international communities. Over
centuries, different organisations, including Mae Sot Hospital (MSH), Mae Tao Clinic
(MTQ), World Vision Foundation of Thailand (WVFT), Migration Assistance Program
(MAP), International Rescue Committee (IRC), International Organization for Migration
(IOM) and Planned Parenthood Association of Thailand (PPAT) have been operating
public health intervention programming, in particular HIV/AIDS prevention and
treatment services for border populations, especially migrants and displaced persons
from Myanmar. In general, public health intervention programming that operated
globally, including Thailand are based on theories and models of behavioural change
for identifying how to change their negative behaviours and what are the reason why
people changing their behaviours. Several theories related to HIV/AIDS prevention
already cited and utilised by different organisations for implementing HIV/AIDS

interventions are as follows.
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2.6.1 Theories and Models related to HIV/AIDS Interventions

Family Health International (FHI) and the United Nations Programme on HIV/AIDS
(UNAIDS) have identified four significant theories and models, included: 1) the Health
Belief Model, 2) the AIDS Risk Reduction Model, 3) the Stages of Change Model, 4) the
Theory of Reasoned Action (TRA) (Family Health International, 2002; The Joint United

Nations Programme on HIV/AIDS, 1999).

1) The Health Belief Model (HBM)

The Health Belief Model (HBM) is a psychological model attempting to explain and to
predict health behaviours of individuals by focusing on his/her belief and attitudes.
This model was developed in the 1950s for explaining the lack of public participation
in health screening and prevention programme. Later, this model has been adopted
for discovering short-long term health behaviours such as HIV/AIDS transmission and
sexual risk behaviours (Family Health International, 2002). According to HBM model,

someone must hold the following beliefs for enable their behaviour changing:

® Perceived susceptibility to a specific health problem, e.g. asking question whether
“am | at risk for HIV?”

® Perceived seriousness of the condition, e.g. “if | got HIV/AIDS, how difficult of my
life would be?”

® Belief in effectiveness of the new behaviour, e.g., “condom is an effective method

for HIV prevention”.
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® Cues to action, having seen people living or dying with HIV/AIDS.

® Perceived benefits of preventive action, e.g. “if | start using condoms, | prevent

HIV infection and transmission”.

® Barrier to taking action, such as “I don’t like using condom at all” (The Joint

United Nations Programme on HIV/AIDS, 1999).

® Other variables, such as diverse demographic, socio-psychological and structural
variables that affect someone’s perceptions as well as indirect influence health-

related behaviour (Family Health International, 2002).

® Self -Efficacy, it is the belief in being able to successfully execute the behaviour
required to produce the desire outcomes (Family Health International, 2002).

In addition, the HBM model also has some limitation since it is a psychological model

that does not take consideration of other factors like economic and environmental

factors influencing social norms and peer influences, particularly for working with

adolescents on HIV/AIDS issues (Family Health International, 2002).

2) The AIDS Risk Reduction Model (ARRM)
The ARRM was introduced in 1990. It is a three stage models combining different
variables from other behaviour change theories such as the Health Belief Model,
“efficacy” theory, emotional influences, and interpersonal processes, as well as the

hypothesized factors used for explaining and predicting individuals’ effort in changing
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their behaviour in regard to HIV/AIDS sexual transmission. This model contains three
stages, including:
® Stage 1: Recognition and labelling of one’s behaviour as high risk;

® Stage 2: Making a commitment to reduce high-risk sexual contacts and to increase

low risk activities;

® Stage 3: Taking action which contained three phases, including information seeking,
obtaining remedies and enacting solutions. Each phase may occur alongside of

each phases or phases may be skipped.

The authors of the ARRM also identified other internal and external factors motivating
someone to change their behaviour across the stage (Family Health International,
2002). Nevertheless, this model has limitation as it only focuses on the individuals, not
their sexual partners. According to an ARRM study of several women in Kampala,
Uganda, it revealed that these women felt that they were at risk of HIV due to the
behaviour of their sexual partners, not due to their own behaviour. This model may
take strong consideration of the sociocultural issues that influence and it would be
limited choices and ability of individual to take action in changing their behaviour

(Family Health International, 2002).

3) The Stages of Change Model
The Stage of Change Model was developed by psychologists. FHI stated that this

model was developed in 1982 (Family Health International, 2002) however UNAIDS
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mentioned that it developed in the 1990s. It is a model to tailor therapy to someone’s
needs at his/her significant stage in the process of behaviour changing. The model
contains stages and process on the behaviour changing of individuals or groups for
comparing smokers in therapy and self-changers alongside with their continuing

behaviour changing. These stages are included:

® Precontemplation: Individual has the problem and do not have any intention of

changing his/her behaviour (whether he/she recognizes it or not).

® (Contemplation: Individual realise the problem and he/she is seriously considering

about changing his/her behaviour.

® Preparation for Action: Individual realise the problem and he/she intends to change

his/her behaviour within a month.

® Action: Individual set his/her own rule about their consistent behavioural changing

for less than six months such as using condom consistently.

® Maintenance: Individual maintains his/her new behaviour for six months or more

(Family Health International, 2002).

Nevertheless, this model has some limitation since it focuses on the individual without
assessing the environmental factors affected his/her ability in behavioural changing.
Also, the stage of change model presents a descriptive rather than a causative
explanation of behaviour, so it may not be the right model in applying with all types

of populations (Family Health International, 2002).



51

4) The Theory of Reasoned Action (TRA)

The TRA was developed in the mid-1960 by Fishbein and Ajzen which aims to explain
and to predict several human behaviours. This theory is based on the assumptions
that human beings are usually quite rational and make systematic use of the
information available to them, and the behaviour lays under their decision makings
(Family Health International, 2002; The Joint United Nations Programme on HIV/AIDS,
1999). It provides a structure that link with individual belief, behaviour, attitudes and
intentions (Family Health International, 2002).The concept of this theory is similar to
the health belief model but adds the construct of personal behavioural intention as a
determinant of health behaviour. A person’s intention consists of the two basic
determinants, including (1) attitude (toward the behaviour), and (2) ‘subjective norms’,
i.e. social influence. In this theory, ‘normative’ beliefs play a crucial role in focusing
on what an individual believes other people, especially influential people, would
expect him/her to do. For example, someone who starts to use condoms, his/her
attitude might be “having sex with condoms is just as good as having sex without
condoms” and subjective norms or the normative belief could be “most of my peers
are using condoms, they would expect me to do so as well”. Several behaviour
changing interventions using this theory to guide activities focus on attitudes about
risk-reduction, response to social norms, and intentions for changing risky behaviours

(The Joint United Nations Programme on HIV/AIDS, 1999). In order to measure the
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accuracy and effectiveness of the TRA, the intention should be defined by using the

same components in defining the behaviour (Family Health International, 2002).

Fishbein also provides an example on the implementation of sexual HIV risk reduction
strategy (action) by using condoms with sex workers (target group) in brothels (context
every time (time). The intention in performing behaviour is a crucial predictor
identifying individual desire behaviour (Family Health International, 2002). While,
Kippax and Crawford highlighted some limitation of the TRA due to its individualistic
approach in considering the environmental factor and structural issues as well as the
linearity of the theory components. Someone may first change their behaviour and
then their beliefs/attitudes about it (Family Health International, 2002). Another
example from the studies in US about the impact of seatbelt laws, it revealed that
since people become accustomed to the new behaviour, they often changed their
negative attitudes about the use of seatbelts (The Joint United Nations Programme on
HIV/AIDS, 1999). In addition to the four given theories and models, none of them are
well-suited with this study. Although the Theory of Reasoned Action (TRA) has some
similar objective with this study in aiming to explain and to predict several human
behaviours, the major different is the construct of personal behavioural intention” as
a determinant of health behaviour. While, this study does not focus on “personal
behavioural intention” but more about “actions” or “practices” of MFSW on HIV/AIDS

prevention that they already done in the past, (i.e. during the last 3 months).
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RESEARCH METHODOLOGY

3.1 Research Design

This research is a cross sectional, descriptive and analytical study, regarding knowledge,
attitude and practice of HIV/AIDS prevention among Myanmar female sex workers in
Mae Sot district, Tak Province, Thailand. Quantitative research method was used for
data collection. For describing and analysing the relationship between socio-
demographic and behavioural factors with practices toward HIV/AIDS prevention,
Mann-Whitney U Test, Kruskal-Wallis Test and Spearman’s correlation were considered
as appropriated measure for analysing the association between the level of HIV/AIDS
prevention and socio-demographic characteristics, sex work characteristics and sexual
partner characteristics (regular partners and client characteristics), availability and
accessibility to HIV/AIDS information and service, influencing factors/pressure towards

HIV/AIDS prevention as the data did not normally distributed.

3.2 Study Area

The study was carried out in the selected sub districts in Mae Sot district, Tak Province,
Thailand. This area was considered one of the most critical areas of the government
of Thailand and Myanmar since it was the most crucial border city between Thailand

and Myanmar where at risk of communicable diseases among Thai-Myanmar border
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populations such as TB, malaria and particularly the HIV/AIDS. Besides, Mae Sot district
was a strategic area for sex industry with large demand and supply of prostitution

business, especially MFSW.

SLPHRTE [IMan Sot

THAILAND
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Figure 3: Map of Mae Sot district, Tak Province
(Source: http.//maesotsojourn.blogspot.com)

3.3 Study Population

Study populations were MFSW, aged 18 years and above who were venue-based MFSW
in Mae Sot district, Tak Province, Thailand. The recent survey of PPAT in June 2016
estimated that there were about 150 venue-based MFSW who carried out their works
in different visible prostitution places in Mae Sot district (Planned Parenthood

Association of Thailand, 2016).
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Research Criteria

3.3.1 Inclusion Criteria

® Myanmar female sex workers (MFSW), aged 18 years and above who performed
sexual services to their clients directly/indirectly in permanent prostitution places
(venue based prostitution places) in Mae Sot district, Tak Province.

3.3.2 Exclusion Criteria

® MFSW who were engaging with clients or personal issues are not available for

answering the question

® MFSW who got sick

3.4 Sample Size Calculation

Taro Yamane formula was used for calculating the sample size (Yamane, 1973).

n= N
2
1+ N (e)
N = the population size
e = Sampling error, the value of 5%
n = the estimated sample size
n= 150 =109

2
1+150 (0.05)
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With this respect, calculation of sample size of MFSW in Mae Sot district demonstrated
as following:

N = the population size is 150 venue-based MFSW in Mae Sot district

()
Il

Sampling error, the value of 5% will be selected

3
Il

the estimated sample size is 109

With estimated of 10% of incomplete data (152 x 10%), 120 respondents were required
for the study. Therefore, approximately 120 respondents of venue-based MFSW who
were currently working in the permanent places where prostitution business operated

(venue-based prostitution places) in Mae Sot district were interviewed in this survey.

3.5 Sampling Techniques

Since the target population of this study was MFSW in Mae Sot district, Tak Province.
They were “hard to reach population” as prostitution business was considered illegally
and some of them work without obtaining work permits and proper travel documents
according to the Thai laws (The Immigration Act of Thailand, 1979 and the Prevention
and Suppression of Prostitution Act of Thailand,1996). Therefore, they had to operate
their prostitution works invisibly in the undisclosed areas of Mae Sot district. They
mainly worked in brothels, massage parlours/shops, pub and restaurants, café, bars,
karaoke bars. Besides, MFSW usually carried out their prostitution work during night
time and rest during day time in their own places. Moreover, some MFSW did not

have residences in Mae Sot, they kept commuting from Myawaddy-Mae Sot-Myawaddy
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for operating their prostitution works daily or regularly. They crossed border to Mae
Sot district, Thailand in the morning and they headed back to Myawaddy Township,
Myanmar when they earned sufficient income, or someone called them to return.
Besides, currently the Thai government was strictly enforced the law against illegal
migrants and sex workers. Therefore, numerous MFSW and those who worked in these
prostitution business, particularly those venue base sex workers decided to perform

their work invisibly or secretly.

A cross-sectional study was carried out among MFSW who worked in permanent
prostitution places (venue base prostitution places) in different sub districts (Tambon)
in Mae Sot district, Tak Province. Non-probably sampling method with purposive and
convenient sampling techniques were used for collecting data. This method
commonly used for KAP surveys of sex workers where the target population of this

study was difficult to reach and or located (Gumucio et al., 2011).

® |n addition to the first stage, purposive sampling technique was used for selecting
sub districts (Tambon) in Mae Sot district (Amphor), Tak Province where venue-
based prostitution places highly operated.

® [or the second stage, venue-based prostitution places in the selected sub districts

(Tambon) were selected by convenient sampling technique.



58

® At the final stage, Myanmar female sex workers (MFSW) in the selected venue-
based prostitution places who meet the eligible criteria and available for

participation were selected by convenient sampling technique.

3.6 Measurement Tools and Measurement Methods

The structured questionnaire (Appendix A) were used as a measurement tool for
assessing knowledge, attitude as well as practice of preventive behaviour toward
HIV/AIDS among Myanmar female sex workers in Mae Sot district, Tak Province,
Thailand. This structured questionnaire was based on a modification of a set of an
existing questionnaire in English and they were translated into Thai and Myanmar
languages for structure questionnaire with face to face interview by researcher and
research assistants with local language skills. The questionnaire survey tool had
developed from the 2011 HIV KAP Survey Model of Médecins du Monde (Doctors of
the World), previous research questionnaires (Bubpa, 2004; Charoenchokpanit, 2012,
Family Health International, 2000; Hemalatha et al., 2011; Htoo, 2008; Htun, 2008;
Mureed, 2008; Nylander, 2012; Singh et al., 2014) and recommendations from thesis
advisor and expert committees of this study.  This structured questionnaire survey

contained 63 questions (No.1-63) which divided into 7 parts, they were as follows:
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Part I: Socio Demographic Characteristics

There were 14 questions (No.1-14) in this part asking about general information and
characteristic data of commercial sex work, including age, ethnicity, religion, marital
status, number of children, years of working as female sex workers, education level,
Thai language ability, income, saving, homeland, migration status, length of stay in

Thailand and Myanmar.

Part II: Clients Characteristics

This part had 3 questions (No.15-17) asking about characteristics of sexual partners

(regular partner (s) and clients of MFSW.

Part lll. Availability of HIV/AIDS Information & Services

This part had 7 questions (No.18-24) asking whether they knew about HIV/AIDS, how
they accessed to HIV/AIDS information and services as well as condom distribution,

and also asked about significant obstacles in accessing health services.

Part 1IV: Knowledge of HIV/AIDS

In this part contains 15 questions in total (No.25-39) with True/False/Don’t know

answer. It had divided into three following sub-parts:
4.1)  General Knowledge of HIV/AIDS: This sub-part had 4 questions (No.25-28),
including 1 negative and 3 positive statements which aimed at asking about

general HIV/AIDS knowledge of MFSW respondents.
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4.2)  HIV/AIDS Symptoms: This sub-part had 5 questions (No.29-33), including 5
positive statements which aimed at asking about knowledge of HIV/AIDS
symptoms among MFSW respondents.

4.3)  HIV/AIDS Transmissions: This sub-part had 6 questions (No.36-39), including
1 positive and 5 negative statements which aimed at asking to about

knowledge of HIV/AIDS transmission among MFSW respondents.

From all 15 given statements included both negative and positive statements. With
positive statements, the score for correct answer (True) was 1 and the score for
incorrect answer (False) and don’t know answer (don’t know) are 0. On the contrary,
with negative statements, the score for correct answer (False) was 1 and the score for

incorrect answer (True) and don’t know answer (don’t know) were 0.

Table 4: Scoring for negative and positive statements of Knowledge

Positive Statement Negative Statement
Choice Score Choice Score
True 1 True 0
False 0 False 1

From all 15 statements in this part, the score varies from 0-15. The MFSW respondents’
knowledge was classified into 3 levels according to Bloom’s cut-off point (Bloom, 1975)

as follows:



Table 5: Table demonstrates

Knowledge Level

the Cut-Off Point of the Bloom’s Theory

® (Good knowledge

12.0- 15.0 points

Level Cut-Off Point Percentage
® Poor knowledge 0- 8.9 points ® < 60%
® Moderate knowledge 9.0- 11.9 points ® 60-80%

® > 380%

Part V: Attitude towards HIV/AIDS Prevention
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on

This part contained 10 questions/statements in total, including 5 positive and 5

negative statements with Strongly Agree/Agree /Not Sure/Disagree/ Strongly Disagree

answers. The MFSW respondents were asked to rate their level of agreements on the

statement in the Five-score Likert’s scale.

Table 6: Scores of the Likert’s scale for negative and positive statements of

Attitude
Positive Statement Negative Statement
Choice Score Choice Score
Strongly Agree 5 Strongly Agree 1
Agree a4 Agree 2
Not Sure 3 Not Sure 3
Disagree 2 Disagree a4
Strongly Disagree 1 Strongly Disagree 5
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The score from all answers in this part summed up to a total score and calculate for
mean for classifying the level of attitude, and the total score ranged from 10 to 50.
After that, the MFSW respondents’ attitudes were classified into 3 levels by using

means + standard deviation, they were as follows:
® the score less than mean - standard deviation (SD) referred to poor attitude;

® the score within mean - standard deviation (SD) and mean + standard deviation

referred to moderate attitude;

® the score more than mean + standard deviation referred to good attitude

Table 7: The classification of level of attitudes

Level of Attitude Range of Score
Poor attitude < 31.2
Moderate attitude 31.2to42.1
Good attitude > 42.1

*Mean = 36.68, Standard Deviation = 5.450, Median = 37, Min = 22 and Max = 49

Part VI: Influence or Pressure from Peers, Employers, Clients and Regular Partners

and Obstacles towards HIV/AIDS Prevention

This part contained 4 questions (No. 50-53), including 2 negatives and 2 positive
questions asking MFSW to answer questions about influence or pressure from peers,
employers, clients and regular partners and obstacles towards HIV/AIDS prevention.

For respondents who answered in any form of influencing or pressuring by employers,
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work colleagues, regular partners and clients in supporting them or not supporting
them to use condom at sex, it could be implied that MFSW already got influenced or

pressured in performing HIV/AIDS prevention.

Part VII: Preventive sexual practice with male clients/regular partners (negotiation

on condom using and condom used at sex)

This part had 10 questions (No. 54-63) of correct and incorrect behaviour with rating
always/often/sometimes/never answers. This set of questions aimed to assess MFSW

about their sexual practices towards HIV/AIDS prevention.

Table 8: Scores of the Likert’s Scale for Correct and Incorrect Practice

Correct Practice (Positive) Incorrect Practice (Negative)
Choice Score Choice Score
Always 3 Always 0
Often 2 Often 1

Sometimes 1 Sometimes 2
Never 0 Never 3

The score of this part ranged from 0-30. The MFSW respondents’ sexual practice

classified into 3 levels by using means + standard deviation, they were as followed:
® the score less than mean — standard deviation (SD) referred to poor practice;

® the score within mean — standard deviation (SD) and mean + standard deviation

referred to moderate practice;

® the score more than mean + standard deviation referred to good practice
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Table 9: The Classification of Level of Practice

| eemee [ ewesee ]

Poor practice <145
Moderate practice 24.7 to 19.60 + 24.7
Good practice > 24.7

*Mean = 19.60, Standard Deviation = 5.083, Median = 20.00, Min = 9 and Max = 29

3.7 Validity and Reliability
3.7.1 Validity Test
Construct Validity was used for verifying whether the conceptual framework met the

behavioural theory and methodology for conducting the research on knowledge,

attitude and practice toward HIV/AIDS among MFSW.

Content Validity was used in this study. The content of the questionnaire was verified
by consulting expert committees. Their comments and feedbacks also incorporated
in consultation with the thesis advisor and the index of item-objective congruence

(I0Q) results was 0.67-1.00.

3.7.2 Reliability Test

After completing the validation process, a pre-test of questionnaires carried out for

testing the reliability on the pilot study by interviewing of 30 MFSW respondents in the
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selected permanent prostitution places in Mae Sot district, Tak Province. With this
respect, the selected 30 MFSW respondents for testing the reliability of this study were
different group of MFSW respondents for the data collection process.  For reliability
test of knowledge, Kuder-Richardson 20 (KR20) was used and the score was 0.81. For
attitude and behaviours parts, Cronbach’s alpha co-efficient was analysed separately
and the score for attitude part was 0.761 while preventive practice part was 0.725.

The Cronbach’s alpha co-efficient was 0.70.

3.8 Data Collection

Data collection process carried out after obtaining ethical approval from the Ethics
Review Committee for Research Involving Human Research Subjects, Health Science
Group, Chulalongkorn University. Data collection carried out in both day time and
night time in residences and/or workplaces of MFSW depending on their available
periods. MFSW respondents were required answering face to face interview

questionnaires survey.

Research tool: Questionnaire survey and information sheet originally developed in
English and translated into Thai by researcher and translated into Burmese by a
professional English-Burmese translator who worked in Mae Sot on sexual reproductive
health programme. Also, back to back translation of Burmese questionnaire survey

was conducted by Burmese research assistant.
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Research team: Team members of this study consisted of 5 members, including: 1
researcher, 4 research assistants with native Thai, Karen and Burmese language skills.
All of them had strong experience working with MFSW in Mae Sot district on HIV/AIDS
prevention projects. Some of them used to work for PPAT’s ACHIEVED Project which

already finished its funding in 2014.

Research operation: At the beginning, the researcher carried out a training workshop
for building good understanding among research team members, about research
objectives, rationales, questionnaire tools and the length of time for conducting face
to face interview (which took about 30-40 minutes per person). Moreover, operational
plan, ethical and sensitive concerns, roles and responsibilities and division of labour
also discussed prior rolling out the survey. Data collection rolled out in October 2016
and convenience sampling technique was used. This was because the team members
could approach only prostitution places that employers allowed them to conduct face
to face interview with their MFSW who were available and willing to participate in this

study.
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3.9 Data Entry, Statistical Technique and Data Analysis
3.9.1 Data Entry

The licensed SPSS software for window version 16 was used for data analysis.

3.9.2 Statistical Technique

® Descriptive statistics were used for summarizing and describing the socio-
demographic characteristics, knowledge, attitude and behaviour data by

percentage, frequencies, mean and standard deviation calculation.

3.9.3 Data Analysis

® Kolmogorov-Smirnov Test of normally was used to test data distribution of practice
scores. Mann-Whitney U Test, Kruskal-Wallis Test and Spearman’s correlation were
considered as appropriated measure for analysing the association between the
score of HIV/AIDS preventive practice and socio-demographic characteristics, sex
work characteristics and sexual partner characteristics (regular partners and client
characteristics), availability and accessibility to HIV/AIDS information and service,
influencing factors/pressure towards HIV/AIDS prevention as the statistical data did

not normally distributed, and the significant level was P value < 0.05.
® Associations between the score of HIV/AIDS preventive practice and socio-
demographic characteristics (age, number of children, number of years working as

sex workers and length of stay in Thailand) and sex work characteristic (number of



68

clients per day, earning per client and earning last month) and the knowledge and

attitude score were analysed by Spearmen Correlation.

® Association between the score of HIV/AIDS preventive practice and the rest
variables of socio-demographic characteristics, sex work characteristics, sexual
partner characteristics, availability and accessibility to HIV information & service and
influencing factors and pressure from peers, employers, clients and regular partners
which were categorised scales were analysed by Mann Whitney U-Test and Kruskal-

Wallis Test.

3.10 Ethical consideration

Ethnical approval of this study obtained from the Ethics Review Committee for
Research Involving Human Research Subjects, Health Sciences Group, Chulalongkorn
University on 21 October 2016 (COA No.180/2559). Prior the interview, information
about the survey was provided to all MFSW respondents. Also, they were informed
about the objectives, methods and benefits of the study and they were free to abstain
or withdraw any time. Coding system was used and their names, the names of their
workplaces and location also did not mention in this study. Crucially, the respondents’

privacy and confidentiality were strictly maintained with respect.
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3.11 Limitation of the study

This study had numbers of limitation due to the nature of convenient sampling
technique that could not provide accurate representation on the situation of MFSW in
Mae Sot district. Since MFSW in this study was lived and worked in illegally and their
workplaces situated in inaccessible and/or invisible areas and they also had unusual
working hours, the researcher and research team members could access those
undisclosed workplaces. Besides, there was a serious limitation during the data
collection period. Many entertainment businesses, including venue-based prostitution
places had to close temporarily or operated invisibly due to the mourning period
following the death of the King Rama Nine of Thailand on 13 October 2016. Therefore,
convenient sampling technique was considered the most appropriate sampling
technique for this study under the indicated condition. Furthermore, some MFSW felt
uncomfortable to provide truthful answers for questions asking about their personal
matter like sexual partners and sexual practices on HIV/AIDS prevention. Also, team
members had faced difficulties during the period of face to face interview as translation
of questionnaire survey did not provided proper back-to back translation. As a result,
some questions contained answers demonstrated contradictions or required

clarification.



CHAPTER IV

RESULTS

This cross-sectional study aimed to examine knowledge, attitude and preventive
practices towards HIV/AIDS prevention among MFSW in Mae Sot district, Tak Province.
This study carried out by using quantitative research method. The information of 120
MFSW from various prostitution businesses in different areas in Mae Sot district was
collected by structured questionnaires during 21-31 October 2016. This chapter
presented the findings from the data collection and data analysis which divided into

two main sections: (1) The descriptive information and (2) The analytical information.

4.1 The Descriptive Information

4.1.1 Socio-Demographic Characteristics

This part described the background characteristics of MFSW respondents. The Table
10 showed the overall socio-demographic characteristics of 120 MFSW respondents,
including age, race/ethnicity, religion, marital status, number of children, educational

level, Thai language ability, hometown and migration status.
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Table 10: Socio-demographic characteristic of Myanmar female sex workers

(n = 120)

Socio-demographic characteristics Number | Percentage (%)
Age

18-24 years 63 52.5
25-34 years 46 38.3
35-41 years 11 9.2
Ethnicity

Burmese (Burman) 81 67.5
Karen 26 21.7
Mon 12 10.0
Indian-Muslim 1 0.8
Religion

Buddhist 108 90.0
Muslim 7 5.8
Christian 5 4.2

Marital Status

Single a6 38.3
Divorced 36 30.0
Married 33 275
Widow 5 4.2

Number of Children

No child 56 46.7
1 child 35 29.2
2 children 19 15.8

More than 2 children 10 8.3




Table 10: Socio-demographic characteristic of Myanmar female sex workers

(n = 120) (continued)
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Socio-demographic characteristics Number Percentage (%)
Educational Level

Never went to school but literate 27 22.5
Never went to school & illiterate 20 16.7
Primary Education a8 40.0
Secondary Education and higher education 25 20.8
Thai language communication ability

No ability 25 20.8
Little communication skill 59 49.2
Good communication skill 36 30.0
Hometown

Karen State 39 325
Mon State 31 25.9
Yangon Division 25 20.8
Bago Division 15 12.5
Ayeyarwady Division 6 5.0
Shan State 3 25
Mae La Temporary shelter, Tak Province 1 0.8
Migration status in Thailand

Unregistered (Undocumented/illegal) migrant worker 68 56.7
Registered (Documented/legal) migrant worker a4 36.7
Tourist passport/ Border pass/ Residential permit 8 6.6
Length of stay in Thailand

Less than 1 year 2 1.7
1-3 years 50 a41.7
4-6 years 37 30.8
7-9 years 8 6.7
10-12 years 7 5.8
13-15 years 6 5.0
More than 15 years 10 8.3
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Table 10: Socio-demographic characteristic of Myanmar female sex workers

(n = 120) (continued)

Socio-demographic characteristics Number | Percentage (%)
Year of Working as sex worker

Less than 1 year a4 33
1-3 years 94 78.3
7-9 year 2 1.7
4-6 years 17 14.2
10-12 years 3 2.5

In regard to Table 10, the age of MFSW respondents ranged from 18 to 41 years and
the median was 24 years old. Over half of them were aged 18 and 24 years old which
were 52.5% (63) of all respondents, followed by 38.3% (46) who were 25-34 years old
and the rest of them were 35-41 years old which were 9.2% (11). The ethnicity of
MFSW respondents, more than half of them or 67.5% (81) were Burmese and others
were Karen, Mon and Indian-Muslim. Also, the majority of them were Buddhist or 90%
(108) and the rest were Muslim and Christian. More than one third of them were single
women which were 38.3% (46), followed by 30% (36) of them were divorced and
27.5% (33) and 4.1% (5) were married and widow, respectively. — The range of the
number of children of all MFSW respondents was between 0-6 children. Nearly half of
them did not have children which were 46.7% (56), followed by 29.2% of those who

had only one child and a few number of them had more than 2 children.
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For education level of MFSW respondents, slightly less than half of them had primary
educational level which was 40% (48) and 39.2% were never attended school.
Meanwhile, almost half of them had little Thai communication skills which were 49.2%

(59) while 20.8% (25) of them could not communicate in Thai at all.

For hometown, the 119 MFSW respondents had hometown in 3 States and 3 Divisions
inside Myanmar (Figure 4) and one respondent had hometown in Mae La temporary
shelter (Mae La refugee camp) located in the Thai-Myanmar border, Tak Province,
Thailand. Almost a third of MFSW respondents or 32.5% (39) were from Karen State,
followed by 25.9% of them (31) were from Mon State and others were from Yangon

Division, Bago Division and Shan State.
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More than half of MFSW respondents or 56.7% (68) were unregistered migrant workers,

followed by 36.7% (44) of them who were registered migrant workers and others had

entered into Thailand with tourist passport, border pass card and 10 years residential

permit.

In addition to the length of stay in Thailand and years of working as sex workers, the

120 MFSW had lived in Thailand for a period ranging from 11 months to 41 years.
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Almost half of them (41.7%, 50) lived in Thailand for 1-3 years, followed by 30.8% (37)
who had lived in Thailand for 4 to 6 years. Only 2 respondents stated that they lived
in Thailand for less than a year (6 and 9 months). Meanwhile, the duration of working
as sex worker regardless Thailand or Myanmar ranged between 11 months to 12 years

and the majority or 78.3% (94) of them worked as FSW for 1-3 years.

4.1.2 Sex Work Characteristic

Table 11 demonstrated data of sex work characteristic of MFSW. For the type of
prostitution business and location, almost one third of MFSW or 31.6 % (38) worked in
karaoke shops and cafes in Zone 1 which equally with others who worked in
prostitution houses in Zone 2. While, there was only 3 MFSW or 2.5% of them worked
in karaoke shops and cafés in Zone 5. Also, their payment per each prostitution service
ranged between 100 Baht to 1,500 Baht. Majority of 120 MFSW respondents or 60%
(72) earned 300-599 Baht. Nearly 25% of them earned less than 300 Baht (100-200
Baht) and around 15% of them could earn between 600-1,500 Baht per prostitution
service. For their income last month from working both full-time and part-time jobs
ranged from 1,500 Baht to 10,000 Baht. Slightly more than one forth or 29.2% (35) of
them earned 4,000-5,000 Baht per month which equally with those who earned 6,001-
7,000 Baht per month. The minority of them or 10.8% (13) of respondents earned
more than 7,000 Baht per month which some of them could earn up to 10,000 Baht

per month.
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Generally, MFSW provided services between 1 to 10 clients a day. Half of MFSW
respondents or 50.8% (61) provided services for 1-2 clients per day, followed by 40%
(48) of them provided services for 3-4 clients. Nearly 10% of them provided service

for 5-10 clients per day.

Table 11: Sex work characteristics (n=120)

Sex Work Characteristics Number | Percentage (%)

Type and location of prostitution business in

Mae Sot district

Karaoke shops & cafés in Zone 1 38 31.6
Prostitution houses in Zone 2 38 31.6
Karaoke shops & cafés in Zone 3 23 19.2
Massage shops in Zone 1 12 10.1
Karaoke shops & cafés in Zone 4 6 5.0
Karaoke shops & cafés in Zone 5 3 2.5

Average earning per client

Less than 300 Baht 29 24.2
Between 300-599 Baht 72 60.0
Between 600-1,500 Baht 19 15.8

Number of clients per day

1-2 clients 61 50.8
3-4 clients a8 40.0
5-6 clients 6 5.0
7-8 clients 3 2.5

9-10 clients 2 1.7




Table 11: Sex work characteristics (n=120) (continued)

Sex Work Characteristics Number | Percentage (%)
Average monthly income
Less than 4,000 Baht 17 14.2
4,000-5,000 Baht 35 29.2
5,001-6,000 Baht 20 16.6
6,001-7,000 Baht 35 29.2
More than 7,000 Baht 13 10.8

4.1.3 Sexual Partner Characteristic
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For regular partner characteristics, the majority of them or 65.8% (79) stated that they

had regular partners. Among 79 MFSW who had regular partners, 20.3% of them and

57.0% (45) had husband or spouse and boyfriends or lovers, respectively. While 22.8%

of MFSW who had regular partners stated that they had both husband and boyfriend

at the same time.

In addition to client characteristics, 66.7% (80) of MFSW had regular clients who

repeatedly visited them. Among 80 MFSW who had regular clients, 91.3% (73) of them

had regular clients paid per each prostitution service or per visit and 8.8% (7) had

regular clients with long term payment (steady clients). While 36.3% (29) of them had

regular client, who had become their boyfriends or lovers (Table 12).
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Table 12: Sexual partner characteristic (regular partner & client characteristics)

(n=120)

Sexual Partner Characteristics Number | Percentage (%)

Regular Partner Characteristic (Multiple Answer)

Having regular partner (s) 79 65.8
Husband/spouse 16 20.3
Regular boyfriend/lover 45 57.0
Having both husband and boyfriend 18 22.8

Client characteristic (Multiple Answer)
Having regular clients (repeatedly visited) 80 66.7
Having regular clients paying per each 73 91.3
service/visit
Having regular clients with long term payment 7 8.8
(steady clients)
Having regular client (s) who had become 29 36.3

boyfriend/lover (s)

4.1.4 Availability and Accessibility of HIV/AIDS Information and Services

Table 13 demonstrated results of availability and accessibility of HIV/AIDS information
and services, it revealed that most of 120 MFSW respondents or 96.7% (116) had heard
about HIV/AIDS, while only 4 of them (3.3%) had never heard of HIV/AIDS at all. Among
these 116 respondents, 45.7% of them (53) knew about HIV when they migrated to
Mae Sot district, Thailand. However, 22.4% (26) of them knew about HIV/AIDS since

they lived in Myanmar. Slightly more than half of MFSW respondents or 54.3% (63)
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learned more about HIV/AIDS from both NGO health providers such as staffs and
volunteers from Planned Parenthood Association of Thailand (PPAT), World Vision
Foundation of Thailand (WVFT) and Mae Tao Clinic (MTC). Almost half or 48.3% (56)
of them stated that they received HIV/AIDS information from health providers from
government sector, mainly community health volunteers and health professionals
from community health centres and Mae Sot Hospital. Others got information from
posters/leaflets and brochures, Myanmar TV, radio programme, internet, social media

(LINE/Facebook) and others around them.

For access to condoms, Half of MFSW respondents or 51.7% (62) got free condoms
from local NGOs, followed by others who got free condoms from government agencies,
and those who purchased condoms from drugstore or convenience stores. A few

percentage of MFSW (5.0%) got free condoms from their employers.

In addition to experience having HIV blood testing and access to HIV blood testing
services, the majority of respondents or 74.2% (89) revealed that they already
experienced receiving HIV blood testing. While, 25.8% (31) of them had never done
HIV blood testing at all. For accessing to Voluntary Counselling and Testing (VCT) and
referral services for HIV blood testing services, about 59.6% (53) of MFSW who receiving
HIV blood testing participated in the out-reach HIV/AIDS services of Mae Sot hospital

and 25.8% (23) of them received the same services from NGO, mainly by PPAT.



81

For obstacles in accessing HIV blood testing among MFSW respondents, 40% (48) of
them revealed that they were afraid of being arrested by the police officers, followed
by 37.5% (45) of them stated that they did not have enough money to pay for medical
bills. While, others did not have any means of transportation and faced problem of

language barrier and only 15.8% of them did not have problem in accessing services.

Table 13: Availability and accessibility to HIV/AIDS information and services

Characteristic Number Percentage (%)
Heard of HIV/AIDS (n = 120) 116 96.7
Had heard of HIV/AIDS when (n = 116)

® Living in Myanmar 26 224
® Migrating to Mae Sot, Thailand 53 a5.7
® \Working as FSW in Mae Sot, Thailand 18 155
® \Working in Myanmar and Thailand 19 16.4

Source of Information about HIV/AIDS muttiple

Answers) (n = 116)

Internet/Social media (Line/Facebook) 40 34.5
Myanmar TV & Radio 40 34.5
Poster/Leaflets/Brochures ar 40.5
Employers 18 15.5
Friends/Peer educators 28 24.1
Clients 19 16.4
Regular partners 22 19.0
Family members & relatives 24 20.7
NGO health providers 63 54.3
Government health providers 56 48.3

Government Health service providers 39 32.5



Table 13: Availability and accessibility to HIV/AIDS information and services

(Continued)

Characteristic
Source and Access to Condoms: (Multiple Answers)
(n = 120)
Health service providers from NGOs & MTC
Employers/Agents/Mama Sang/Shop or Café owner
Drug stores/Convenience store
Clients
Work colleagues/Friends
Peer educators
Experienced HIV Blood Testing (n = 120)
VCT & Referral Services for HIV Screening (Multiple
Answers) (n = 89)
Out-reach HIV/AIDS services by NGOs Health
Providers
Out-reach HIV/AIDS services by GOs Health Providers
Nearby public health centres of the MOPH
Visiting private clinics or hospitals
Mae Sot Hospital (MSH)
Mae Tao Clinic
Obstacles in accessing HIV blood testing (Multiple
Answers) (n = 120)
Lack of financial means
Fear of arrest by police
No means of translation
Language barrier

No obstacles as MSH provided referral arrangement

Number

62

24
12
13
18
89

23

13
16
53
18

45
48
34
28
19

Percentage (%)

51.7

50
20.0
10.0
10.8
15.0
74.2

258

10.1
14.6
18.0
59.6
20.2

37.5
40.0
28.3
23.3
15.8
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4.1.5 Level of Knowledge towards HIV/AIDS

The assessment of knowledge of 120 MFSW respondents towards HIV/AIDS prevention
contained 15 questions for measuring their knowledge. Three parts of questions about
HIV/AIDS knowledge were included 1) general knowledge of HIV/AIDS, 2) HIV/AIDS
Symptoms and 3) HIV/AIDS Transmissions. There were 9 positive statements and 6

negative statements in this questionnaire, and the full score was 15 points.

In addition to the level of HIV/AIDS knowledge, the Table 14 demonstrated that half
of MFSW respondents had moderate level of overall HIV/AIDS knowledge. While 25.8%
(31) of them had good HIV/AIDS knowledge and 23.4% (28) of them had poor
knowledge The Median of knowledge score of 120 MFSW respondents were 10 points
with the minimum and maximum score 0 and 14 accordingly.

For general HIV/AIDS knowledge, there was no MFSW respondents had good
knowledge, while, majority or 87.5% (105) of them had poor knowledge. In addition
to HIV/AIDS symptoms, almost half 47.3% or (57) of MFSW respondents had moderate
level of knowledge. For HIV/AIDS transmission, majority (56.6%) or (68) of them had

good knowledge, while 26.7 % (32) of them had poor knowledge.
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Table 14: Number and percentage distribution of the level of HIV/AIDS knowledge

(n = 120)
Level of Knowledge
Good Moderate Poor
More than Between Less than
Statement
80% 60-80% 60%
(12-15 points) (9-11 point) (0-8 points)
n % n % n %
Overall Knowledge 31 25.8 61 50.8 28 234
General HIV/AIDS knowledge 0 0 15 12.5 105 875
HIV/AIDS Symptoms 17 14.2 57 47.5 a6  38.3
HIV/AIDS Transmissions 68 56.7 20 16.6 32 26.7

Number and Percentage Distribution of HIV/AIDS Knowledge

Table 15 demonstrated number and percentage of correct answers about HIV/AIDS

knowledge. For general HIV/AIDS knowledge, the majority of MFSW respondents or

79.2% (95) of them knew that HIV is a virus which attacks the human immune system,

the body's defence against disease. However, only 33.3% (44) of them knew that a

person with HIV may feel completely well and have no symptoms.

Furthermore,

74.2% of them (89) knew that having blood test for HIV is the only way to ensure that

they are HIV infected.

In addition to knowledge of HIV symptoms, the majority or 69.2% (83) of them knew

that one of HIV/AIDS symptoms were included chronic diarrhoea (more than a week)
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and weight loss. However, only few of respondents (41) or 34.2% knew that in some

cases HIV/AIDS may took as many as ten years for more severe symptoms to appear.

In relation to HIV/AIDS transmission, majority of respondents or 86.7% (104) knew that
HIV/AIDS could be transmitted via the exchange of a variety of body fluids from
infected individuals, such as blood, breast milk, semen and vaginal secretions. On the
other hand, 40.0% (48) misunderstood that there was absolutely no risk of HIV
transmission when having body piercing and tattooing in the place that shared
instruments contaminated with blood without sterilising or changing new needles

between clients.

Table 15: Number and percentage distribution of correct answers of HIV/AIDS

knowledge (n = 120)

Correct Answers
Knowledge
n (%)

General Knowledge of HIV/AIDS
HIV is a virus attacked the human immune system. 95 79.2
PLHIV may feel well and have no symptoms. 40 333
Blood test is the only way to check HIV infection. 89 74.2
PLHIV can survive without treatment. 81 67.5
HIV/AIDS Symptoms
Prolong fever, headache and sore throat are one of HIV/AIDS 63 52.5
symptoms.
Swollen glands, lymph nodes, rash and having white spots
or unusual blemishes are one of HIV/AIDS symptoms. 75 62.5
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Table 15: Number and percentage distribution of correct answers of HIV/AIDS

knowledge (n = 120) (Continued)

Correct Answers
Knowledge
n (%)

Prolong chronic Diarrhoea and weight loss are one of 83 69.2
HIV/AIDS symptoms.
Faticue and lack of energy are one of HIV/AIDS symptom:s. 75 62.5
HIV/AIDS may take up to 10 years for symptoms to appear. 41 34.2
HIV/AIDS Transmissions
HIV/AIDS can be transmitted via the exchange of a variety of 104 86.7
body fluids.
Having body piercing and tattooing that shared instruments 72 60.0
have no HIV risk.
Visiting the barber that shared instruments have no HIV risk. 76 63.3
Using the same toilet can get HIV/AIDS. 83 69.2
Kissing and drinking same glass can get HIV/AIDS. 84 70.0
Massaging, hugsing and touching can get HIV/AIDS. 89 74.2

4.1.6 Level of Attitude towards HIV/AIDS

The level of attitude of 120 MFSW respondents had assessed by 10
questions/statements in total including 5 positive and 5 negative statements. They
were asked to rate their level of agreements on the statement in the Five-score Likert’s
scale (Strongly Agree/Agree /Not Sure/Disagree/ Strongly Disagree). The score from all
answers in this part sum up to a total score and calculate for mean for classifying the

level of attitude, and the total score ranged from 10 to 50. After that, the MFSW
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respondents’ attitudes also classified into 3 levels by using means + standard

deviation.

Number and Percentage Distribution of the Level of Overall HIV/AIDS Attitude

Table 16 demonstrated that the majority (71.7%, 86) of 120 MFSW respondents had
moderate level of overall attitude toward HIV/AIDS prevention. Meanwhile 15.8% (19)
of them had poor level, followed by 12.5% (15) of them had good level of HIV/AIDS

attitude.

Table 16: Number and percentage distribution of the level of overall HIV/AIDS

attitude
Number | Percentage
The Level of Overall HIV/AIDS Attitude (n=120) (%)
® (ood attitude 15 12.5
® Moderate attitude 86 71.7
® Poor attitude 19 15.8

Mean = 36.68 Standard Deviation = 5.450
Median = 37 Min = 22 Max = 49

Total 120 100.00
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Number and Percentage Distribution of HIV/AIDS Attitude
Table 17 demonstrated Mean, Median, Standard Deviation (SD) and 95% Cl distribution
of the level of attitude towards HIVAIDS prevention. The result revealed that generally

MFSW respondents had moderate level towards all questions about HIV/AIDS attitude.

Table 17: Mean, median, standard deviation (SD) and 95% Cl of level of HIV/AIDS
attitude (n=120)

Attitude toward HIV/AIDS Mean | Median SD 95% ClI Result

Having sex with a healthy- 3.55 a 1.229 | 3.33-3.77 | Moderate
looking person would not attitude
get HIV/AIDS.

Having sexual intercourse 3.69 a4 1.165 | 3.48-3.90 | Moderate
with clients, especially attitude

regular clients, there is no

need to use condom.

Having sexual intercourse 3.17 a4 1.422 | 2.91-3.42 | Moderate
with regular partners, there is attitude

no need to use condom.

Condoms are not suitable to 3.08 3 1.278 | 2.84-3.31 | Moderate
use with a regular partner. attitude
Using condoms would cause 293 3 1.367 | 2.68-3.17 | Moderate
regular partner to feel attitude
distrusted.

PLHIV should inform health 4.28 5 1.012 | 4.09-4.46 | Moderate
personals for the best attitude

services.
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Table 17: Mean, median, standard deviation (SD) and 95% Cl of level of HIV/AIDS

attitude (n=120) (Continued)

Attitude toward HIV/AIDS Mean | Median | SD 95% ClI Result
HIV screening is very 4.27 5 1.019 | 4.08-4.45 | Moderate
important for sex workers. attitude
HIV screening is very 4.23 4.5 1.049 | 4.04-4.41 | Moderate
important for injecting drug attitude
users.

FSW have a chance of 3.87 al 1.084 | 3.67-4.06 | Moderate
STI/STDs infection. attitude
FSW have a chance of 3.63 a4 1.216 | 3.41-3.85 | Moderate
HIV/AIDS infection. attitude
Total 36.68 37 5.450 35.69- | Moderate

37.66 attitude

Table 18 demonstrated the number and percentage distribution of attitude towards

HIV/AIDS prevention.

moderate level towards all questions about HIV/AIDS attitude.

The result revealed that generally MFSW respondents had

In addition to having sex with a healthy-looking person would not get HIV/AIDS, 64.2%

of them disagreed and strongly disagreed (42.5% and 21.7% respectively) with this

statement.

Nearly 75% of them disagreed and strongly disagreed (52.5% and 21.7%

respectively) that there was no need to use condoms during sexual intercourse with

clients, particularly regular clients.
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Also, 55.8% of them disagreed and strongly disagreed (39.2% and 16.6% respectively)
that there was no need to use condom during sexual intercourse with regular partners,
and 47.5% of them disagreed and strongly disagreed (34.2% and 13.3% respectively)
that condom was not suitable to use with regular partners. Furthermore, 42.5% of
them disagreed and strongly disagreed (29.2% and 13.3% respectively) that using

condoms could cause their regular partners to feel distrusted.

For attitude towards HIV screening, half of MFSW or 88.3% (with 50.8% strongly agreed)
of them agreed that it was very important for high risk group like sex workers and
85.8% of them agreed (with 50.0% strongly agreed) that it was very important for

another high-risk group like injecting drug users.

Regarding attitude towards accessing to health care services, 87.5% (with 52.5%
strongly agreed) of MFSW respondents agreed that people living with HIV should
inform health personals, including doctors, nurses, dentists, health service providers or

health volunteers that they were HIV infected for having the best medical services.

For attitude towards awareness of HIV, STl and STD infection and transmission, 73.4%
(with 30.0% strongly agreed) of MFSW respondents agreed that they might have a
chance to get HIV/AIDS infection and due to their profession as female sex workers.
Also, 69.2% (with 24.2% strongly agreed) of them agreed that they might have a chance

to get STI/STDs infection due to their profession.
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Table 18: Number and percentage distribution of level of attitude towards

HIV/AIDS
Level of Attitude
Strongl Agree Not Sure | Disagree | Strongly | Total
Attitude e 8 B
Agree Disagree
toward
n=
HIV/AIDS Number | Number | Number | Number | Number
120
% % % % % 100
Having sex with a 12 13 18 51 26 120
healthy-looking 10.0 10.8 15.0 42.5 21.7 | 100.0
person would
not get HIV/AIDS.
Having sexual 10 12 9 63 26 120
intercourse with
ot 8.3 10.0 75 52.5 21.7 | 1000
clients,
especially regular
clients, there is
no need to use
condom.
Having sexual 25 17 11 a7 20 120
intercourse with
20.8 14.2 9.2 39.2 16.6 | 100.0
regular partners,
there is no need
to use condom.
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Table 18: number and percentage distribution of level of attitude towards

HIV/AIDS (Continued)

Condoms are not 13 38/////; 12 a1 16 120
suitable to use 108] 317|100 34.2 133 | 100.0
with a regular _;///sﬂ"” | | J‘

partner. > 4 // <y

Using condoms ﬂ 28| 17 35 16 120
would cause 200|233 142 29.2 133 | 100.0
regular partner /

to feel -

distrusted. L S— £)

HIV screening is ‘l;ﬁ‘l\ a5 —/1T 3 6 120
very important 50.8 37.5 4.2 2.5 5.0 | 100.0
sex workers.

HIV screening is 60 a3 7 a4 6 120
very important 50.0 35.8 5.8 3.4 50| 100.0
for injecting drug

users.

PLHIV should 63 42 a4 7 4 120
inform health 52.5 35.0 33 5.9 3.3 | 100.0
personals for the

best medical

services.
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Table 18: number and percentage distribution of level of attitude towards

HIV/AIDS (Continued)

Level of Attitude
T Strongly Agree Not Sure | Disagree = Strongly | Total
toward Agree Disagree
HIV/AIDS Number | Number | Number | Number | Number | n=
120
% % % % % 100
FSW have a 36 52 19 7 6 120
chance be 30.0 43.4 15.8 5.8 5.0 | 100.0
STI/STDs
infected.
FSW have a 29 54 10 18 9 120
chance be 24.2 45.0 8.3 15.0 7.5 | 100.0
HIV/AIDS
infected.

4.1.7 Influence or Pressure from Peers, Employers, Clients and Regular Partners

and Obstacles towards HIV/AIDS Prevention

This part contained 4 questions, including 2 negatives and 2 positive questions asking
MFSW to answer about influence or pressure from peers, employers, clients and
regular partners and obstacles towards HIV/AIDS prevention.  Numbers and

percentages of such significant influences/pressures demonstrate in the Table 19.
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In addition to significant influences from employers that supporting MFSW respondents
in using condoms during sexual intercourse with clients, 30.0% (36) of them stated that
their employers told them about the risks of HIV/AIDS and their employers also took
care of their health. But almost half of them or 41.7% (50) said that they did not gain

support from their employers on this matter.

For significant influences from work colleagues, peers or peer educators supporting
these respondents in using condoms during sexual intercourse with clients, nearly 40%
or (46) of MFSW stated that their friends, who were peer educators told them about
HIV/AIDS risks, provided condoms and insisted them to use for prevention. While
30.8% (37) of them stated that there was no influence from friends, peer educators

supporting them in using condom.

In relation to significant pressures from friends, work colleagues, peers and employers
towards you for not using condom during sexual intercourse with clients, almost a
quarter of them or 24.2% (29) revealed that if their clients preferred not using
condoms, their employers asked them to response the needs of their clients.

While, 15.0% (18) of them stated that they would get more clients and more tips, if
they had sexual intercourse with clients without using condoms according to their work
colleagues, friends or employers. Also, 13.3% (16) of them followed their work

colleagues for not using condom every time with clients as their work colleagues were
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still fine. Nearly half of 120 MFSW respondents or 46.7% (56) said that there was no
significant pressure from their friends work colleagues, peers and employers towards

them for not using condom with clients.

For significant pressure from regular partners (husband/boyfriends/lovers) that
pressuring them for not using condom during sexual intercourse, fortunately, most of
respondents or 60.8% (73) exposed that there was no significant pressure from regular
partners in pressuring them for not using condom. However, 15.0% (18) of them
revealed that their regular partners did not want to use condoms during sexual
intercourse and it would feel distrust each other. Also, 11.7% (14) of them said that
their regular partners did not want to use condoms during sexual intercourse as he

wanted to have natural feeling, more fun and pleasure.

Table 19: Number and percentage distribution of influencing factors/pressure
from peers, employers, clients and regular partners and obstacles towards

HIV/AIDS prevention (n=120)

Influencing Factors/Pressures Number | Percentage

Influence from employers in supporting you to use

condoms at sex with clients

Employers informed about HIV/AIDS risks. 36 30.0
Employers always provided condoms and insisted to 19 15.8
use them.

Employers provided supports in negotiating with clients a4 33

on condom using.




Table 19: Number and percentage distribution of influencing factors/pressure

from peers, employers, clients and regular partners and obstacles towards

HIV/AIDS prevention (n=120) (Continued)

Influencing Factors/Pressures Number | Percentage
Employers set regulation and enforcing practices with 11 9.2
clients and FSW in using condoms during sexual
intercourse.
There is no support from employer in using condom. 50 a1.7
Influence from work colleagues, peers or peer
educators in supporting you to use condoms at sex
with clients
Friends, who were peer educators informed about a6 38.3
HIV/AIDS risks, provided condoms and insisted to use
them.
Friends at workplace informed about HIV/AIDS risks and 20 16.7
insisted to use condoms.
Having friends or someone whom did not use condom 12 10.0
regularly suffered and died from HIV/AIDS.
Friends taught on how to deal with clients whom 5 4.2
refused to use condoms.
There is no influence from friends, peer educators in 37 30.8

condom use supporting.




Table 19: Number and percentage distribution of influencing

factors/pressure from peers, employers, clients and regular partners and

obstacles towards HIV/AIDS prevention (n=120) (Continued)

Influencing Factors/Pressures Number | Percentage
Pressure from friends, work colleagues, peers and
employers towards you for not using condom at sex
with clients
Employers asked to response clients’ needs. 29 24.2
Friends, work colleagues or employers said that not 18 15.0
using condoms at sex with clients would get more tips.
Followed work colleagues whom not using condom at 16 13.3
sex with clients.
My friends and work colleagues said that not using 1 0.8
condoms at sex with clients would be more fun and
pleasure.
There is no significant pressure from friends work 56 ae6.7
colleagues, peers and employers for not using condom.
Pressure from regular partners pressuring you for not
using condom at sex
| and regular partner did not to use condom as it wasted 8 6.7
money.
Regular partners did not want to use condoms at sex for 14 11.7
natural feeling.
Regular partners did not use condoms at sex as it would 18 15.0
feel distrusted.
Having regular partner whom used to be clients and did 7 58
not use condom at sex.
There is no significant pressure from regular partners for 73 60.8

not using condom.
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4.1.8 Level of HIV/AIDS prevention and Sexual Behaviour

This part had 10 questions (No. 54-63) of correct and incorrect behaviour asking 120
MFSW respondents with rating always/often/sometimes/never answers. This set of
questions aimed to assess MFSW about their sexual behaviour and practices, including
negotiation on condom using and condom used at sex towards HIV/AIDS prevention
during the last 3 months. The total score of this part was 30, ranging from 0-30. The
MFSW respondents’ sex behaviour and preventive practices had classified into 3 levels

by using means + standard deviation.

The Table 20 demonstrated that during the last 3 months, the majority or 61.6% (74)
of 120 MFSW respondents had moderate level of HIV/AIDS prevention. While, 20.8%
(25) of them had good preventive practice and 17.5% (21) had poor preventive

practice.

Table 20: Number and percentage distribution of level of overall HIV/AIDS

prevention during the last 3 months

Number | Percentage
Level of overall HIV/AIDS prevention

(%)
® (Good Preventive Practice 25 20.8
® Moderate Preventive Practice 74 61.6
® Poor Preventive Practice 21 17.5

Mean = 19.60, Standard Deviation = 5.083
Median = 20.00, Min = 9, Max = 29

Total 120 100.0
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During the last 3 months, all 120 MFSW respondents also reached moderate level of
all HIV/AIDS prevention and behaviour statements (Table 21). The results of
assessment of their sexual behaviour and practices, including negotiation on condom
using and condom used at sex) towards HIV/AIDS prevention during the last 3 months

demonstrated in the Table 22. They are as follows:

Alcohol and Drug Use Before/During Sexual Activity

Slightly more than half of MFSW respondents or 52.5% (63) sometimes drunk alcohol
before or during sexual intercourse, which also included 5.8% (7) of those who always
did such the same behaviour. While 24.2% of them had never drank alcohol before
or during sexual intercourse. For drug use before or during sexual intercourse, 52.5%
(63) of respondents stated that they had never used drugs before or after having sex,

while 6.7% (8) of them always did such behaviour.

Condom Use with Regular Partners

The majority or 60.0% (70) of respondents used condoms with their regular partners
at sex meanwhile 10.0% (12) of them stated that they never used condoms with their
regular partners. At the same time, around 44.3% (35) of them always insisted their
regular partners to use condom at sex, but 11.4% (9) of them had never insisted their

regular partners. For experiencing the situations that regular partners denied using
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condom at sex, 39.1% (31) of respondents sometimes had such experience, but 20.3%

(16) had never faced such experience.

Besides, slightly half or 55% (43) of respondents always met their success in convincing
and insisting their regular partners to use condom during sexual intercourse, but 10.8%
(9) had never met their success. Moreover, 36.7% (29) of MFSW respondents always
refused to have sexual intercourse when their regular partners denied using condom:s,
but 10.0% (8) of them never refuse their regular partners. Also, during the last 3
months, 49.2% (39) of respondents always used condoms during sexual intercourse

with their regular partners, but 10.8% (8) had never done so.

Condom Use with Clients

In addition to condom use with clients during the last 3 months, less than half or only
44.2% (53) of all 120 MFSW respondents revealed that they always used condoms
during sexual intercourse with their clients, and 10.8% (13) of them revealed that they
had never used condoms with their clients.  Around 36.6% (44) of respondents
sometimes tried to convince their clients to use condoms at sex, but up to 12.5% (15)
of them had never tried to do it. However, 34.2% of them always convinced their

clients to use condoms.
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Table 21: Mean, median standard deviation (SD) and 95% Cl| of HIV/AIDS

prevention (n=120)

HIV/AIDS Preventive Mean Median SD 95% Cl Result

Behaviour & Practice

Consumed alcohol 1.95 2 0.808 1.80- | Moderate
before/during sexual 2.10 Practice
intercourse

Consumed drugs 2.29 3 0.902 2.13- | Moderate
before/during sexual 2.45 Practice
intercourse

Used condom (s) with my 2.18 3 1.097 1.98- | Moderate
regular partner (s) during 2.37 Practice

sexual intercourse.

Insisted my regular partner {93 2 1.083 1.74- | Moderate
(s) to use condom during 2.13 Practice

sexual intercourse

Experienced the situation 1.58 2 1.034 1.39- | Moderate
that my regular partner (s) 1.76 Practice
denied using condom

during sexual intercourse.

Met success in convincing 2.06 2 1.125 1.85- | Moderate
and insisting regular 2.26 Practice
partner (s) to use condom

during sexual intercourse

Convinced and insisted 1.73 3 1.069 1.53- | Moderate
clients to use condom 1.92 Practice

during sexual intercourse
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Table 21: Mean, median standard deviation (SD) and 95% Cl| of HIV/AIDS
prevention (n=120) (Continued)

HIV/AIDS Preventive Mean Median SD 95% Cl Result

Behaviour & Practice

Refused to have sexual 1.83 2 1.031 1.67- | Moderate
intercourse with regular 2.04 Practice
partner (s) when they

denied using condom

Used condoms during 2.00 2 1.053 1.81- | Moderate
sexual intercourse with 2.19 Practice

clients during the last 3

months.
Used condoms during 2.03 2 1.084 1.84- | Moderate
sexual intercourse with 2.23 Practice

regular partner (s) during

the last 3 months

Total 19.60 | 20.00 5.083 | 18.68- Moderate
20.52 Practice

Table 22: Number and percentage distribution of preventive sexual practice with

male clients/regular partners (n=120)

Always Often Some Never Total
Preventive sexual practice times
and Practice No. No. No. No. Number
% % % % %
Consumed alcohol 7 21 63 29 120
before/during sexual 58| 175| 525|242  100.0
intercourse
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Table 22: Number and percentage distribution of preventive sexual practice

with male clients/regular partners (n=120) (Continued)

Always Often Some Never Total

Preventive sexual practice times

and Practice No. No. No. No. Number

% % % % %

Consumed drugs before/during 8 12 37 63 120
sexual intercourse 6.7 10.0 30.8 525 100.0
Used condom (s) with regular a7 6 18 8 79
partner (s) during sexual 60.0 75 22.5 10.0 100.0
intercourse with regular
partner (s)
Insisted regular partner (s) to 25 12 23 9 79
use condom at sex 44.3 15.2 29.1 11.4 100.0
Experienced the situation that 16 16 31 16 79
my regular partner (s) denied 20.3 20.3 39.1 20.3 100.0
using condom at sex
Convinced and insisted clients 41 20 aq 15 120
to use condom at sex 34.2 16.7 36.6 12.5 100.0
Met success in convincing and 43 5 26 10 79
insisting regular partner (s) to 55.0 6.7 27.5 10.8 100.0
use condom during at sex
Refused to have sexual 29 18 24 8 79
intercourse with regular partner 36.7 225 30.8 10.0 100.0

(s) when they denied using

condom




Table 22: Number and percentage distribution of preventive sexual practice

with male clients/regular partners (n=120) (Continued)

Always Often Some Never Total

Preventive sexual practice times

and Practice No. No. No. No. Number

% % % % %

Used condoms during sexual 53 27 27 13 120
intercourse with clients during aa.o 205 295 108 100.0
the last 3 months
Used condoms during sexual 39 13 19 8 79
intercourse with regular 49.2 15.8 24.2 10.8 100.0
partner (s) during the last 3
months

4.2 The Analytical Information

In this study, Mann-Whitney U Test, Kruskal-Wallis Test and Spearman’s correlation
were considered as appropriated measure for analysing the association between the
score of HIV/AIDS prevention and socio-demographic characteristics, sex work
characteristics and sexual partner characteristics, availability and accessibility to
HIV/AIDS information and service, influencing factors/pressure towards HIV/AIDS
prevention, knowledge score and attitude score regarding to HIV/AIDS prevention did

not normally distributed.

Associations between the score of HIV/AIDS prevention and socio-demographic

characteristics, i.e., age, number of children, years of working as female sex workers
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and length of stay in Thailand and sex work characteristic, i.e., number of clients per
day and earning per client) were analysed by Spearmen Correlation. While the
association between the score of HIV/AIDS preventive practice and some variables of
socio-demographic  characteristics, sex work characteristics, sexual partner
characteristics (regular partner and client characteristics), availability and accessibility
to HIV information & service and influencing factors and pressure from peers,
employers, clients and regular partners, which were categorised scale, were analysed
by Mann Whitney U-Test and Kruskal-Wallis Test. Besides, associations between the
score of HIV/AIDS prevention and the score of HIV/AIDS knowledge and attitude score

were analysed by using Spearmen Correlation.

4.2.1 Association between Practice towards HIV/AIDS Prevention and Socio-

Demographic Characteristics

Table 23 demonstrated that none of socio-demographic characteristics variables, i.e.,
age, number of children, years of working as FSW and length of stay in Thailand were

significant associated with the level of practice towards HIV/AIDS prevention.
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Table 23 Association between practice towards HIV/AIDS prevention and socio-

demographic characteristics

HIV/AIDS Practice

Socio-Demographic Characteristics Spearman P-value

Correlation

Age -0.007 0.941
Number of Children 0.003 0.976
Length of years working as female sex workers -0.068 0.459
Length of stay in Thailand 0.033 0.718

*Significant level at 0.05

Table 24 demonstrated that the score of HIV/AIDS prevention of MFSW was significantly
associated with these variables, including religion (o = 0.010), ethnicity (p = 0.031) and
hometown (p = 0.001). It was notable that MFSW respondents who were Buddhist

performed less preventive practice than MFSW who were Muslim and Christian.

Table 24 Association between the scores of practices towards HIV/AIDS

prevention and socio-demographic characteristics

HIV/AIDS prevention
Socio-Demographic Characteristics

Mean Rank P-value
Religion®
Buddhist 57.80 0.010*
Others (Muslim & Christian) 84.83
Ethnicity® 0.031%
Burman 61.31
Karen 48.54

Others (Mon, Shan, Indian-Muslim) 79.35
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Table 24 Association between the scores of practices towards HIV/AIDS

prevention and socio-demographic characteristics (Continued)

HIV/AIDS prevention
Socio-Demographic Characteristics

Mean Rank P-value
Marital Status” 0.839
Single 61.01
Married 59.27
Divorced 59.13
Widow 73.80
Educational Level” 0.118
Cannot read and write 69.88
Can read and write 64.85
Primary education 51.30
Secondary and higher education 65.96
Thai Language Ability® 0.256
No Thai communication skill 56.42
Little Thai communication skill 65.78
Good Thai communication skill 54.68
Home town 0.001*
Mon State 57.11
Karen State 55.51
Shan State 67.17
Ayeyarwady 26.75
Yangon Division 83.82
Bago Division 49.83

Mae La, Tak Province, Thailand 119.50
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Table 24 Association between the scores of practices towards HIV/AIDS

prevention and socio-demographic characteristics (Continued)

HIV/AIDS prevention
Socio-Demographic Characteristics

Mean Rank P-value
Migration Status” 0.426
Unregistered migrant workers 61.19
Registered migrant workers 62.23
Others (Passport, border pass and residential 45.13
permit)
*Mann Whitney U Test °Kruskal-Wallis Test *Significant level at 0.05

4.2.2 Association between Practice towards HIV/AIDS Prevention and Sex Work

Characteristics

Table 25 showed that earning last month of MFSW respondents was significantly
associated with negative correlation (r = - 0.233 and p = 0.010).

Table 25 Association between the scores of practices towards HIV/AIDS

prevention and income and number of clients

Sex Work Characteristics Spearman Correlation P-value
Earning per client 0.073 0.430
Number of clients per day 0.064 0.489
Earning last month -0.233 0.010*

*Significant level at 0.05
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Table 26 demonstrated that MFSW respondents who worked in different type of
prostitution business performed differently in HIV/AIDS prevention. Furthermore, the
MFSWs in Karaoke shops had the highest score of practice towards HIV/AIDS prevention
while those MFSW in prostitution houses had lowest practice. Not only the
prostitution type but the zone of prostitution located also associated with the
performing HIV/AIDS preventive practice of MFSWs, the MFSWs working in the
prostitutions located in the area of outskirt and West of Mae Sot district had the highest
level of HIV/AIDS preventive practice. While, the MFSWs working in the prostitutions
in South of Mae Sot district had the lowest level of HIV/AIDS preventive practice.

Table 26 Association between the scores of practices towards HIV/AIDS

prevention and type and zone of prostitution business

HIV/AIDS Practice
Sex Work Characteristics
Mean Rank P-Value

Type of prostitution business ° 0.002*
Massage shop 63.98

Prostitution house 41.46

Karaoke shop 71.41

Zone of prostitution business b 0.002*
Zone 1: Central Area of Mae Sot district 69.80

Zone 2: Outskirt & Zone 5: West of Mae Sot district 107.96

Zone 3: North of Mae Sot district 69.00

Zone 4: South of Mae Sot district 66.58

®Kruskal-Wallis Test *Significant level at 0.05
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4.2.4 Association between Practice towards HIV/AIDS Prevention and Sexual
Partner Characteristics (Regular Partner and Client Characteristics)
Table 27 demonstrated that there was no significant association between the score of

practice and sexual partner characteristics (regular partner and client characteristics).

Table 27 Association between the scores of practice and sexual partner
characteristics (regular partner and client characteristics) towards HIV/AIDS

prevention

HIV/AIDS prevention
Sexual Partner Characteristics (Variables)

Mean Rank P-value
Regular partner Characteristics® 0.510
Did not have regular partners 66.61
Having husband/spouse 61.94
Having boyfriends/lovers 56.63
Having both husbands and boyfriends 54.93
Regular partners knew about sex work profession® 0.088
Yes 36.60
No 45.51
Regular Client Characteristics ° 0.908
Did not have regular clients 58.55
Having regular client (s) paying per each service 61.41
Having regular clients with long term payment 62.14
Having regular clients who had become 56.45

boyfriends

*Mann Whitney U Test; °Kruskal-Wallis Test; *Significant level at 0.05
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4.2.5 Association between the Practice towards HIV/AIDS Prevention and

Availability and Accessibility to HIV/AIDS Information & Service

Table 28 demonstrated that there was only HIV/AIDS blood testing (p = 0.001)

significantly associated with the score of practice towards HIV/AIDS prevention.

Table 28 Association between the scores of practices towards HIV/AIDS

prevention and availability and accessibility to HIV/AIDS information & services

HIV/AIDS prevention
Access to HIV/AIDS Information & Services
Mean Rank P- Value

Access to HIV Information

Heard about HIV/AIDS ° 0.496
Yes 60.90
No 48.88
Had heard of HIV/AIDS when ® 0.707
Living in Myanmar 68.56
Migrating to Mae Sot, Thailand 59.08
Working as FSW in Mae Sot, Thailand 56.8
Living in Myanmar and Thailand 59.32

Access to Service

HIV Blood Testing ® 0.001*
Yes 66.72
No 42 .65

*Mann Whitney U Test; °Kruskal-Wallis Test; *Significant level at 0.05
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4.2.6 Association between the Practice towards HIV/AIDS Prevention and Pressure
& Influenced Factors from Employers, Peers, Clients and Regular Partners

Table 29 demonstrated that influence from employers in supporting on condom use
at sex with client (p = 0.002) and pressure from work colleagues for not using condom
at sex (p = 0.013) were significantly associated with the score of HIV/AIDS preventive

practice.

Table 29 Association between the scores of practices towards HIV/AIDS
prevention and pressure & influenced factors from employers, peers, clients and

regular partners

Pressure & Influenced Factors from HIV/AIDS prevention
Employers, Peers, Clients and Regular Mean Rank P-value
Partners

Pressure and Influencing Factors

Influence from employers supporting to use 0.002*
condoms ?

Yes 68.81

No 48.87

Influence from work colleagues supporting to 0.322

use condoms?®

Yes 62.60

No 55.80

Pressure from work colleagues for not using 0.013*
condom ?

Yes 53.16

No 68.88
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Table 29 Association between the scores of practices towards HIV/AIDS
prevention and pressure & influenced factors from employers, peers, clients

and regular partners (Continued)

Pressure & Influenced Factors from HIV/AIDS prevention
Employers, Peers, Clients and Regular Mean Rank P-value
Partners

Pressure from regular partners for not using 0.659
condom °

Yes 58.76

No 61.62

*Mann Whitney U Test; ®Kruskal-Wallis Test; *Significant level at 0.05

4.2.7 Association between the Practice, the Knowledge and the Attitude of MFSW

Respondents towards HIV/AIDS prevention
Table 30 demonstrated that there was no significant association between the score of

practice, the knowledge and the attitude of MFSW respondents towards HIV/AIDS

prevention.

Table 30 Demonstrate the association between the scores of HIV/AIDS knowledge,
attitude of and HIV/AIDS prevention of MFSW respondents (by Spearmen

Correlation and P-value, n=120)

Knowledge and Attitude of HIV/AIDS HIV/AIDS prevention

Spearman p-value

Correlation

Summary of total HIV/AIDS knowledge 0.005 0.956

Summary of HIV/AIDS attitude -0.052 0.569

*Significant level at 0.05 level



CHAPTER V

DISCUSSIONS, CONCLUSION AND RECOMMENDATION

5.1 DISCUSSION

Socio-Demographic Characteristics

The majority (52.5%) of MFSW respondents aged between 18 to 24 years old and
around 38.3% of them were single women. Mostly, they were Buddhist (90%) and
mainly they were Burman (Burmese) (67.5%). Also, 32.5% of them were from Karen
State, followed by those who were from Mon State, Yangon Division, Bago Division,
Ayeyarwady Division and Shan State.  Almost half of them had little Thai
communication skills. For Length of stay in Thailand, almost half of them (41.7%) had
lived in Thailand for 1-3 years and majority of them (78.5%) worked as FSWs for 1-3

years.

Socio-demographic characteristics of MFSW respondents in this study had similar
findings with the other studies about migrants from Myanmar and male sex workers,
particularly the study of Shan sex workers in Chiang Rai (Guadamuz et al., 2010). For
educational level, 40% of MFSW respondents in this study had only primary education
level while Shan male sex workers in Chiang Rai Province had 36.4% of primary level

and 34.1% of informal education (Guadamuz et al., 2010).
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According to the age of MFSW, many findings demonstrated the same range of the age
of sex workers, 56.6% of Shan male sex workers aged between 18-21 years old and
58.9% of FSWs in Nepal were in 20-25-year age group (Singh et al., 2014) and 52.5%
of MFSW respondents aged between 18-24 years old for this study. In addition to work
place, majority of MFSW respondents worked in the same type of prostitution business

as Shan sex workers such as massage shops, karaoke shops and bars.

Also, 40% of FSW in major cities in Myanmar had middle level of education (Swe &
Rashid, 2013). Many findings demonstrated the same range of the age of sex workers,
56.6% of Shan male sex workers aged between 18-21 years old, 58.0% of FSW in
Myanmar were in 22-29-year age group, 58.9% of FSWs in Nepal were in 20-25-year age
group (Singh et al,, 2014) and this study 52.5% of MFSW respondents aged between
18-24 years old. In addition to work place, sex workers, particularly MFSW in Thailand
and Myanmar worked in the same type of prostitution business (i.e. massage shops,
karaoke shops, bars, brothels or prostitution houses) as sex workers in Chiang Rai
Province and in major cities in Myanmar (Yangon, Myitkyina, Taunggyi, Mandalay and

Lashio). But FSWs in Nepal and India mainly worked in brothels or prostitution houses.
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5.1.2 Availability and Accessibility of HIV/AIDS Information and Services

In this study, most of 120 MFSW respondents or 97% (116) had heard about HIV/AIDS
while only 4 of them (3.3%) had never heard of HIV/AIDS at all. Among these
respondents, 44.2% of them (53) knew about HIV when they migrated to Mae Sot
district, Thailand, and 21.7% (26) of them knew about HIV/AIDS since they lived in
Myanmar. However, in the other study stated that 100% of FSW respondents in major

cities in Myanmar were aware of HIV (Swe & Rashid, 2013).

For HIV/AIDS information, majority of MFSW respondents or 52.5% (63) learned more
about HIV/AIDS from both NGO health providers such as staffs and volunteers from
Planned Parenthood Association of Thailand (PPAT), World Vision Foundation of
Thailand (WVFT) and Mae Tao Clinic (MTC). Almost half or 46.7% (56) of them stated
that they got HIV/AIDS information from health providers from government sector,
mainly community health volunteers and health professionals from community health

centres and Mae Sot Hospital.

About 33.3% (40) of respondents got information about HIV/AIDS from internet, social
media (LINE/Facebook), Myanmar TV and radio programme, and 39.1% (47) from
posters/leaflets and brochures. While 15% (18) of MFSW got HIV/AIDS information from
their employers, agents, bar/café owners, followed by 15.8% (19) those who got

information from their regular partners (husband/boyfriends).
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For access to condom, most of 120 MFSW respondents could access to condoms. Half
of MFSW respondents or 51.7% (62) got free condoms from local NGOs, followed by
others who got free condoms from government agencies, those who purchased
condoms from drugstore or convenience stores and those got free condoms from
employers, prostitution agents and Mama Sang/shop or café owners. Nevertheless,
around 50% of MFSW in this study used to get free condoms, such prevention services
did not clearly indicate that they performed sufficient preventive practice by using
condoms every time during sexual intercourse and did not do any risk behaviour like

drinking, using drugs and having more than one regular partners.

In addition to HIV/AIDS blood testing, the majority or 74.2% of MFSW respondents
already experience receiving HIV blood testing services. Likewise, nearly a half of the
FSWs in Southwest China had ever tested for HIV, and almost 73% had participated in
at least one type of HIV prevention activities including condom provision/VCT, needle
exchange, and peer HIV/AIDS education (Qiao et al.,, 2014). Also, 35% of FSW in major
cities Myanmar ever had counselling for HIV and 68% already received HIV testing (Swe
& Rashid, 2013). According to the study on HIV testing experience among Myanmar
migrant workers in Thailand, HIV testing significantly low among Myanmar migrant
workers and one of the crucial barrier in accessing to HIV testing is knowing about the
places that providing such service (Musumari & Chamchan, 2016). In this study, the

barriers in accessing HIV/AIDS testing and services were differ from this study as more
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than 90% of migrant worker respondents were registered migrant workers and they
worked legally in Thailand. While more than half of MFSW respondents in this study
had irregular status (unregistered migrant workers) they performed prostitution works
which considered illegal in Thailand. As a result, 40% of them stated that the
significant obstacles in accessing HIV blood testing was the fear of arrest by the police
officers. Similarity, the study of Ugandan female migrant sex workers in Guangzhou,
China stated that the lack of legal documentation was a major barrier to health services
access at hospitals. Because many hospitals ask for identification (though not a valid
visa specifically). Many of them were afraid that they would be arrested if they went

to the hospital (Davis et al., 2016).

Furthermore, the study on condoms and sexual health education as evidence: impact
of criminalization of in-call venues and manasgers on migrant sex workers access to
HIV/STI prevention in a Canadian setting revealed that police officers also used
condoms as evidence are particularly harmful for migrant sex workers, for whom police
contact increases vulnerabilities related to immigration status concerns. In addition
to fears of arrest and deportation and language barriers between migrant sex workers
and police further frustrates migrant sex workers, who find themselves vulnerable to
miscommunication with police and intimidation. Meanwhile, migrant sex workers’
individual access to condoms is also constrained by the broader social stigmatization

of sex work, including taboos against the purchase of large number of condoms, which
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makes it difficult for sex workers to access adequate quantities on their own (Anderson
et al,, 2016). With this respect, it can be noted that migrant sex workers whether in
Thailand, Canada or other countries, they have faced similar barriers in accessing sexual
health services. Fear of arrest by police enforcers due to irregular migration status and
prostitution works are significant barriers in accessing condoms and other sexual health

services.

In addition to other barriers, 37.5% of MFSW respondent worried that they did not
have enough money to pay for medical bills. While, others concerned about the lack
of mean of transportation and language barrier. Besides, 15.8% (19) of respondents
stated that they did not face any problem as they could access to HIV/AIDS out-reach
service from Mae Sot Hospital. Health volunteers and officers regularly visited them
and provided transportation and referral services from their workplaces to Mae Sot

Hospital.

5.1.3 The Level of Knowledge, Attitude, Practices on HIV/AIDS prevention

Nearly 100% (96%) of MFSW respondents had heard of HIV/AIDS however the figure of
the level of knowledge of HIV/AIDS prevention did not demonstrate the same results.
Only half of them (50.8%) had moderate level of the overall HIV/AIDS knowledge. The
other studies also revealed similar findings, over 60% of low pay female sex workers

in Southwest China reported that they knew some or a lot about HIV/AIDS, but around
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80% perceived a low HIV susceptibility (Qiao et al.,, 2014). While, the study of FSW in
Nepal found that 100% of FSWs had heard about AIDS but 75.3% had HIV/AIDS
knowledge (Singh et al., 2014). Also, 95% of FSWs in India heard of HIV, but about 99%
of respondents believed that HIV/AIDS could not be prevented (Hemalatha et al,,

2011).

In regard to general HIV/AIDS knowledge, none of MFSW respondents had good
knowledge and mostly or 87.5% of them had poor knowledge. Besides, only 33.3%
(40) of them could provide correct answer on the statement said that “People Living
with HIV (PLHIV) may feel well and have no symptoms”.  Also, only 34.1% (41)
respondents could provide correct answer stating that “HIV/AIDS may take up to 10
years for symptoms to appear”. It can be noted that majority of MFSW respondents
seemed to have improper knowledge about HIV/AIDS symptoms that could facilitated

further risks on HIV/AIDS infection and transmission.

For knowledge about HIV/AIDS transmission, 60% of MFSW respondents in this study
provided correctly answer. Also, the study of Birenda stated that More than two third
(82.2%) of respondents thought that a healthy-looking person can be infected with HIV
(Singh et al,, 2014). While, 42.5% of MFSW in this study disagreed with the fact that

having sex with a healthy-looking person would not get HIV/AIDS.
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In addition to attitude towards HIV/AIDS prevention, the level of knowledge of MFSW
respondents was modestly but significantly highlighted important concerns about their
attitudes towards condom use with regular partners (husband, spouse, boyfriend or
lover). Around 30-40% of respondents agreed that using condoms would cause their
regular partner to feel distrusted and they did not use condoms as they thought that
condoms were not suitable to use with regular partners. Moreover, 45% of MFSW
respondents in this study agreed that they might have a chance to get HIV/AIDS due
to their sex work profession. However, some respondents still had improper attitude
towards condoms use with their regular partners that could also lead to HIV/AIDS
infection and transmission. The study of FSW in India also demonstrated similar finding,
more than 35 per cent of them felt that they were ‘at-risk’ for HIV infection (Hemalatha
et al,, 2011). Also, the majority (42.5%) of FSW in Nepal did not know the level of

chance for contracting HIV infection.

In addition to the level of HIV/AIDS prevention among MFSW respondents, majority of
them or 66.7% had moderate level of preventive practice. For risk behaviour of MFSW
respondents, some of their risk behaviours highlighted crucial concerns. Slightly more
than half of respondents or 52.5% stated that they sometimes drunk alcohol before
and during sexual intercourse and included 17.5% of those whom often did such
behaviour. However, it was some concerned issues that facilitating them to fall into

vulnerable situation or sexual risk behaviour such as using drug and taking alcohol
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before and/or during sexual intercourse and condom negotiating with regular partners.
Comparing to the study of FSW in India, the practice of alcohol use prior to sex among
both FSWs and their clients has a significant association with consistent condom use
during paid and unpaid sex (Verma, Saggurti, Singh, & Swain, 2010). Also, in Nepal. More
than two third or 71.2% of the respondents had used alcohol during sexual activity
and more than half of them or 59.6% had neglected to use condom (Singh et al,,

2014).

For drug use, majority or 52.5% of MFSW respondents stated that they had never used
drugs before and/or during sexual intercourse. However, up to 37% of them
sometimes used drugs, which mainly amphetamines before and/or during sexual
intercourse. These also included 10% (12) of respondents who sometime did it and

6.7% (8) of those who always did the same behaviour.

Comparing to the study of Chinese female sex workers in Southwest China, 3.3% of
them had ever used drug and 5.7% had ever been arrested by the police (Qiao et al,
2014). It can be noted that drinking alcohol and taking drugs, particularly
amphetamines before or during sexual intercourse could also affect their capacity in

performing HIV/AIDS prevention, especially using condom at sex.
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In addition to condom use with regular partners, the majority or 60% (70) of MFSW
respondents in this study used condoms with their regular partners at sex. Meanwhile,
10% (12) of them stated that they never used condoms with their regular partners.
Crucially, nearly 30% of MFSW respondents stated that their regular partners did not

know that they worked as female sex workers.

Also, 15.8% of them revealed that they had husband and boyfriend at the same time.
There was a significant inconsistency of answer about the use of condom which 60%
(70) of them stated that they always used condoms with their regular partners but
only 20% (24) of them stated that they had never experienced the situation that their
regular partners denied using condom at sex. Such contradiction could highlight the
issues during the data collection process, including trust relationship, language
difficulties, limited of time and etc. that could lead to the inconsistencies of answers
of MFSW respondents. Such behaviour demonstrated serious concerns about
STI/STDs and HIV/AIDS transmission and infection among Myanmar migrant
communities and also their potential clients as there was no consistency in condom

use among MFSW and their regular partners.

For condom use with clients, less than half or only 44.2% (53) of all 120 MFSW
respondents revealed that they always used condoms during sexual intercourse with

their clients, and 10.8% (13) of them revealed that they had never used condoms with
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their clients. Comparing with the other studies, the study on HIV and sex work in
Thailand stated that 92.2% of FSW used condom with their last clients (The United
Nations General Assembly Special Session on Drugs, 2014). Besides, the study of sex
workers in Cambodia revealed that female sex workers working in brothels,
guesthouses and karaoke parlors experience a significant vulnerability towards sexual
risks. Some brothel based sex workers are pressured to take as many clients as possible
by brothel owners or pimps. Consequently, they are at increased risk of HIV infection.
Although other women in brothels and karaoke parlors report being paid per guest,
they too are vulnerable as they have little discretion over who they will have sex with
and limited power to negotiate with them. Moreover, FSW in Cambodia stated that
they faced difficulties in negotiating condom use with male clients as they depend
upon pleasing these clients for their economic well-being. In the other cases, violence
and drunkenness also discouraged condom use during sexual intercourse with their
clients (Nishigaya, 2002). Furthermore, less than 39% of FSW in Southwest China
reported consistent use of condoms with clients in past months (Qiao et al., 2014).
Comparing to the study of FSW in India, condom use in last sex was 91% and 84.7%
with occasional and regular clients, respectively. Consistent condom use (CCU) was
slightly lesser with regular clients compared to occasional clients and 28.7% of the
FSWs could not use condom though they desired (Hemalatha et al., 2011). It can be
noted that the situation of MFSW respondents in Mae Sot district was highly differ from

general female sex workers in the national surveys both in Thailand and India as
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national female sex workers mainly probably had better migration status, protective
environment, situation and power situation in facilitating condom use at sex with

clients, especially negotiation for condom use.

For MFSW respondents in this study, they had migrant status, mainly illegal migrants
who worked illegally as sex workers under Thai law. Many of them had socio-political
and economic difficulties background that pushed them to do everything for earning
significant income, including not using condom at sex with clients. Such vulnerable
situation and low position in power relation towards negotiating on condom use with

client affected their condom use behaviour.

There were other factors facilitated or influenced the respondents in performing their
HIV/AIDS prevention.  24.1% of these respondents revealed that their employers
informed them to please the clients when they denied using condoms, followed by
15% of them who thought they could get more tips and 13.3% of them followed their
healthy-looking work colleagues who did not use condoms at sex with clients at all
times. Also, 15% of them declared that their regular partners did not want to use
condoms every time at sex as it would feel distrusted among each other and 11.7%
of them wanted to please their regular partners by not using condoms at sex as he
wanted to have more natural feeling and more pleasure. Comparing to the study of

FSW in Myanmar, 54.5% of respondents stated that the most common reason for not
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using condoms was because their clients refused and those respondents with regular
partners who refused to use condoms at sex were at risk of being HIV-positive (Swe &

Rashid, 2013).

The Association between the Level of Practice Characteristics and Socio-
Demographic Characteristics, Sex Work Characteristics and Sexual Partner
Characteristics, HIV/AIDS Information and Service, Pressure and Influencing

Factors towards HIV/AIDS Prevention

For association between HIV/AIDS practice and socio-demographic characteristic, sex
work characteristics and sexual partner characteristics, HIV/AIDS information and
service, pressure and influencing factors towards HIV/AIDS prevention of MFSW
respondents, some variables were significantly associated and correlated both
positively and negatively. Generally, the findings did not demonstrate significant
association, except earning last month which significantly associated with negative
correlation (r = - 0.233 and p = 0.010). It can be noted that the more MFSW earned
from their prostitution works, the less HIV/AIDs preventive practice they performed.
On the contrary, the study of HIV prevalence and risk behaviours of FSW in Myanmar
revealed that FSW respondents who earned less than 200,000 kyats were almost three
times at higher odds of being HIV-positive (Swe & Rashid, 2013). However, IOM’s study

on MFSW in Thailand in 2007 stated similar finding with this study. It was stated that
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“FSW with good income may be more insistent on the use of condoms by their clients
whereas sex workers who do not make enough money for their daily needs may be
more inclined to give into the demands of the clients who do not wish to use

condoms” (Swe & Rashid, 2013).

The association between the level of HIV/AIDS practice was significantly associated
with these variables, including religion (p = 0.010), ethnicity (p = 0.031), type and
location of prostitution business (p = 0.002). HIV/AIDS blood testing (p = 0.001),
influence from employers in supporting on condom use at sex with client (p = 0.002),
pressure from work colleagues for not using condom at sex (p = 0.013). This study
revealed that MFSW respondents who were Buddhist performed less preventive
practice than MFSW who were Muslim and Christian.  While those who were from
Yangon Division and the one who came from Mae La temporary shelter had the highest
preventive practice and respondents from Ayeyarwady Division had the lowest
preventive practice. On the contrary, the study of FSW in Myanmar stated that FSW
who were non-Buddhist and those from ethnic minorities, particularly those from Shan
State had higher chance to be HIV-positive (Swe & Rashid, 2013). The difference of
these two findings can be explained that this study there was only few MFSW from
Shan State (3) and many of MFSW respondents were Burman with Buddhist religion
from Ayeyarwady Division (6) that had the lowest level of HIV/AIDS prevention.

However, generally MFSW respondents in this study faced more vulnerable situation
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that did not facilitating to have decent HIV/AIDS prevention than FSW in Myanmar since

they were migrants in Thailand.

For HIV/AIDS blood testing, MFSW who experienced HIV blood testing had better
HIV/AIDS prevention than those respondents who never had HIV blood testing. In
addition to pressure and influence factors, MFSW who gained support from employers
in using condoms during sexual intercourse with clients had better HIV/AIDS prevention
than those respondents who did not gain such support. Meanwhile MFSW respondents
who had pressure from work colleagues for not using condoms during sexual
intercourse with clients had less HIV/AIDS prevention than those who did not have
such pressure. Likewise, the study of migrant female sex workers in Canada revealed
that they may not have good knowledge in HIV/AIDs prevention as their brothel owners
or managers did not allow health outreach to provide free condoms, to do onsite
HIV/STI testing and other medical referrals and HIV/AIDS prevention activities due to
occupational stigma. Migrant female sex workers stated that their bosses were afraid
of the government inspection because this business was not legal, so both migrant sex
workers and owners did not support outsiders to come in and give supplies and do

blood testing (Anderson et al., 2016).

The association between the level of practice and the type and location of prostitution

business was significantly associated (p = 0.002). MFSW respondents who worked in
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Karaoke shops had the highest level of practice towards HIV/AIDS prevention while
those MFSW in prostitution houses had lowest practice. For the zone of prostitution
business, zone 2: Outskirt & zone 5: West of Mae Sot district had the highest level of
HIV/AIDS preventive practice. While, zone 4: South of Mae Sot district had the lowest
level of HIV/AIDS preventive practice. It could imply that MFSW respondents who
worked in zone 2 & 5 which was the central area of Mae Sot district had better skills
on HIV/AIDS prevention than MFSW respondents who worked in the other zones that

did not have a chance to receive HIV services regularly.

Moreover, this can be explained that those respondents in Karaoke shops & cafes had
different factors facilitating them to have better HIV/AIDS prevention, including
availability of service, particularly out-reach and referral service for HIV blood testing
provided by Mae Sot hospital and PPAT and their employers or owners highly
collaborative with health service providers. These included allowing health service
providers to do out-reach activities in their workplaces, serving as HIV/AIDS peer
education members and participate in HIV/AIDS prevention event regularly and
ensuring that their sex workers could access health services. While, those respondents
who worked for prostitution house, their employer/agent did not make their workplace
accessible for service providers, especially HIV blood testing service, and they did not
ensure about HIV/AIDS prevention among MFSW and clients, particularly condom use

at sex.
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For number of years of working as FSW, findings from this study did not demonstrate
significant association with HIV/AIDS prevention. While, study of Kunawararak and the
study of Shan male sex workers in Mae Sai district, Chiang Rai Province revealed that
longer duration of sex work could made them to become more “professional” sex
workers, particularly the skills in negotiating on condom use with both male and

female clients (Guadamuz et al., 2010).

5.1.5 The associations between the score of practice and knowledge and attitude

scores towards HIV/AIDS prevention

According to such finding, it can be explained that it could not assume that MFSW
respondents who had good or high knowledge and attitude of HIV/AIDS would be
performed good HIV/AIDS prevention. Cultures, socio-economic factors, social norms,
believes and power relationships (i.e. gender, economic) also play significant roles in
changing attitudes and practice towards HIV/AIDS prevention among MFSW. Generally,
MFSW have modest knowledge, attitudes and practice towards HIV/AIDS prevention.
At personal level, they seem to have better attitude and practice. But when they have
to deal with power relationship with regular partners like spouses, husbands,
boyfriends or lovers and sometime with male clients, the findings clearly pinpoint
“power imbalance and gender inequality issues” in negotiation for having safe sex and
using condoms with their male sexual partners both regular partners and male clients.

Furthermore, in the other studies focusing on sex workers who were from Myanmar,
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particularly those ethnic background concluded that HIV/AIDS interventions with
cultural sensitivity were needed in order to carry out effective programme

implementation (Guadamuz et al., 2010; Swe & Rashid, 2013).

Also, many of MFSW are Buddhist and Christian, working as sex workers is not accepted
in their religion believes as well as their cultures. Therefore, some MFSW did not inform
their family members and their regular partners about their profession. While, others
also did risk behaviours like drinking alcohol and using drugs before or during having
sexual intercourse for booting their self-esteem and confident to do provide sexual
services for clients as they felt shy and shameful. Besides, some MFSW preferred to
respond their clients’ need for not using condoms as they wanted to have higher

payment for their sexual services.

5.2 CONCLUSION

Although Thailand reached its success implementing HIV/AIDS prevention and
particularly reducing HIV prevalence and mother-to-child-transmission (MTCT) rate,
Thailand still has problem of HIV rapid spread among men who have sex with men
(MSM) sex workers and drug-users crucial proportion of MFSW respondents. This study
revealed that generally, MFSW respondents had moderate level of overall knowledge,
attitude and practice towards HIV/AIDS prevention. Also, only some type of socio-

demographic characteristic of MFSW respondents demonstrated significant association
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and correlation with their HIV/AIDS prevention, including religion (p = 0.010), ethnicity
(p = 0.031) and hometown (p = 0.001) and earning last month (r = - 0.233 and p =

0.010) with negative correlation.

For sex work characteristic, type and location of prostitution business (p = 0.002) was
significantly associated with positive correlation. While sexual partner characteristics
(client and regular partner characteristics) did not demonstrate any significant.  In
addition to availability and accessibility to HIV/AIDS information and service, there was
only HIV/AIDS blood testing (p = 0.001) that significantly associated with the level of

practice towards HIV/AIDS prevention.

In regard to the association between the level of practice and knowledge and attitude
of MFSW respondents towards HIV/AIDS prevention, there was no statistically significant
association However, there were numbers of misunderstanding and misconceptions
about HIV/AIDS among MFSW respondents and their practices also correlated with
barriers or influencing factors. With this respect, it is very important to improve their
knowledge, attitude and particularly practices on HIV/AIDS prevention. In conclude,
the findings of this study address hidden critical alarms for more opportunity for HIV
infection and transmission among MFSW in Mae Sot district and other areas in Thailand
which also similar to the findings of other studies. According to Joint United Nations

Initiative on Migration, Health and HIV in Asia, Thailand reaches numbers of success in
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combating HIV/AIDS, prevalence of HIV/AIDS infection among sex workers, still keep

increasing.

5.3 RECOMMENDATION

Since Mae Sot district become a special economic zone and a Western ASEAN
Economic Corridor, it is very important to implement critical and comprehensive
HIV/AIDS programme interventions urgently for responding such critical situation.

Initial baseline studies and survey on HIV/AIDS, particularly HIV/AIDS prevalence among
Burmese migrants, including MFSW in Mae Sot district should be carried out for
assessing the situations, problems and upcoming issues and identifying strategic
interventions. Such interventions will highly benefit to the work of health providers in
Mae Sot district. Furthermore, health workers in Mae Sot district have to carry out
proactive actions in reaching MFSW for building trust relationship and facilitating them
to have better opportunity in accessing the service (e.g. HIV blood testing and condom
distribution). Meanwhile, programme intervention for controlling and monitoring the
situation of HIV/AIDS infection and transmission such as HIV screening and referral for

treatment need to be carried out urgently.
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At the same time, HIV/AIDS prevention interventions like communication for behaviour
changing as well as condom distribution and usage need to be carried out among
MFSW, potential clients, employers and regular partners.  Crucially, HIV/AIDS
prevention programme interventions for educating, raising awareness and promoting
safe sex and HIV prevention should be carried out specifically for other influential
persons around MFSW like regular partners, clients and employers. Also, HIV blood
testing service programme should be implemented for providing accessible and
friendly services and it could be one of the best way to advocate on HIV/AIDS
awareness and prevention. Furthermore, overall HIV/AIDS interventions should pay
attention on cultural sensitivity into every intervention and programme activities. Since
this study has demonstrated numbers of limitations and difficulties in conducting data
collection of MFSW in Mae Sot district that demonstrated some contradiction of
answers of MFSW respondents. For further studies, it needed to pay more attention
with factors or difficulties, including language barrier due to different ethnic
background, interviewing skills, building trust relationship with female sex workers that

could affected the results of the study.
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APPENDIX A

Questionnaires Survey: Knowledge, Attitude, Practice towards HIV/AIDS

Prevention among Myanmar Female Sex Workers in Mae Sot district, Tak

Province, Thailand

Interviewed Date: Ref. Code:

144

Interview Team member:

Part I: Socio Demographic Characteristics (15 Questions: No.1-15)

1. How old are you? Age Years

2. What is your ethnicity?

O 1) Burmese O 2) Karen [ 3) Kayah O 4)Mon O 5) Other, specify

3. What is your religion?

0O 1) Buddhist O 2) Muslim 0O 3) Christian O 4) Other, specify

4. What is your marital status?

O 1) Single O 2) Married 3) Divorced O 4) Widow

5. Do you have children? 0 0)No 0O 1) Yes, | have children

6. What is your educational level?
O 1) Never went to school and illiterate (cannot read or write)

O 2) Never went to school but literate (can read or write)

O 3) Primary Education 004) Secondary Education O 5) Higher Education, specify
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7. Can you communicate in Thai?

00 0)No [O1) Yes, with a little conversation skill O 2) Yes, very good conversation

skill

8. Your Hometown in Myanmar (Township)

9. What is your migration status in Thailand?

O 1) Unregistered migrant workers O 2) Registered migrant workers O 3) Other

10. How long have you been working as a Commercial Sex Worker? Years

11. How long have you been living in Thailand?  Year (s)

12. During the past 3 months, how much you earn generally from providing sexual
services from each client? (Baht)
13. How many clients you provide sexual services per day (average)?

(Clients)

14. How much you earn from providing sexual services to clients last month?
(Baht)

O 1) Less than 4,000 Baht, specify

0O 2) 4,000-5,000 Baht 0O 3) 5,001-6,000 Baht

O 4) 6,001-7,000 Baht O 5) More than 7,000, specify
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Part II: Sexual Partner Characteristics (6 Questions: No.16-21) Instruction: Please

answer and please tick (v) on the following questions

15. Regular Partners Characteristics Yes | No

® Do you have regular partner?

If yes, please answer the following questions, if no, please answer

question no.18

® Do you have regular partner who is husband or spouse?

® Do you have regular partner who is boyfriend or lover?

16. Did your regular partner (s) know about your profession?

O0)No O1)Yes

17. Client Characteristics Yes | No

® Do you have clients whom regularly visited you?

® Do you have regular clients?

® Do you have clients whom had become your boyfriends or

lover?

Part lll. Availability of to HIV/AIDS Information & Services (7 Questions: No.18-24)

Please answer questions and please tick (v) on the following questions

18. Have you ever heard about HIV/AIDS?

O 1) Yes, | do (please answer question no.23 O 0) No, if No, skip to no.24)
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19. If yes, when you know about it? (Only one answer)

O 1. | knew about HIV/AIDS since | lived in Myanmar.

O 2. | knew about HIV/AIDS since | migrated to Mae Sot district.

O 3. I did not know about HIV/AIDS when | migrated to Thailand but | know only when
| work as FSW in Mae Sot.

O 4. | knew about HIV/AIDS both when | was in Myanmar and in Thailand.

20. In Thailand, from where did you hear or learn more about HIV/AIDS issue,

particularly HIV/AIDS prevention during the last 3 months? (Yes/No answers)

Source of information about HIV/AIDS Yes No

Instruction: Please tick (v) in the appropriate blank tables

** Internet or social media (Line/Facebook)

< Myanmar TV/Radio

X Posters/Leaflets/Brochures

+* Employers/Agents/ Bar, Shop or Café owners

< Peers/Colleagues & Peer Educators

*$* Clients

*%* Regular sex partners (Boyfriend/Husband)

< Family members & relatives

+* NGO health providers e.g. staffs & volunteers from

PPAT, WV & MTC

** GO health providers from e.g. Community Health

Volunteers & Mae Sot Hospital

+* Others, please specify
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21. Where you usually get condoms? (Multi answers)
O 1. Health Service Providers from NGOs & MTC e.g. NGOs staffs & volunteers

O 2. Health Service Providers from GOs e.g. health staffs and medical officers from the

MOPH
O 3. Employers/Agents/Mama Sang/Shop or Café owners
O 4. Drug Stores/Convenience Stores O 5. Clients O 6. Work colleagues/Friends

O 7. Peer educators O 8. Other, specify

22. Have you ever received HIV blood testing?

O 1) Yes, | do O 0) No, | don’t

23. If yes, where do you access HIV blood testing service (Referral & VCT testing)?
(Multi answers)

O 1) Out-reach HIV/AIDS services by NGOs Health Providers

O 2) Out-reach HIV/AIDS services by GOs Health Providers

0O 3) Nearby public health centres of the MOPH

O 4) Visiting private clinics/hospital

0O 5) Mae Sot Hospital O 6) Mae Tao Clinic 0O7) Other, specify

24. What are your significant obstacles in accessing HIV blood testing service?
(Multi answers)

O 1) Not enough money to pay for medical bills

O 2) Being arrest by the police officers

O 3) No means of transportation

O 4) Language barrier O 5) Other reason, specify



Part 1IV: Knowledge of HIV/AIDS (15 Questions: No. 25-39)
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Questions and Statements

Instruction: For each statement, please tick (V)

(True/False/Don’t know) about your knowledge of

HIV/AIDS (Only One Answer)

Knowledge of

HIV/AIDS

4.1 General Knowledge of HIV/AIDS

True | False | Don’t

(4 Questions: No. 25-28) know

25. HIV is a virus which attacks the human immune | Vv 1 0 0
system, the body's defence against disease.

26.  Person with HIV may feel completely well and have | V1 0 0
Symptomes.

27. Having blood test for HIV is the only way to ensure | v 1 0 0
that you are HIV infected.

28.* | People living with HIV/AIDS can survive without | 0O V1 0

treatment

4.2 HIV/AIDS Symptoms (5 Questions: No.29-33)

True | False | Don’t

know
29. One of HIV/AIDS symptoms are included prolong | V1 0 0
fever, headache and sore throat.
30 One of HIV/AIDS symptoms are included swollen | V1 0 0
glands, lymph nodes, rash and having white spots
or unusual blemishes on the tongue, in the mouth
or in the throat.
31 One of HIV/AIDS symptoms are included chronic | V1 0 0
Diarrhoea (more than a week) and weight loss.
32. One of HIV/AIDS symptoms are included fatigue | V1 0 0
and lack of energy
33, In some cases, HIV/AIDS may take as many as ten V1 0 0

years for more severe symptoms to appear.
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4.3 HIV/AIDS Transmissions (6 Questions: No.34-39) True | False | Don’t
know
34. HIV/AIDS can be transmitted via the exchange of a | V1 0 0

variety of body fluids from infected individuals,
such as blood, breast milk, semen and vaginal

secretions.

35.* | There is absolutely no risk of HIV transmission 0 V1 0
when having body piercing and tattooing in the
place that shared instruments contaminated with
blood without sterilizing or changing new needles

between clients.

36.* | There is absolutely no risk of HIV transmission | 0 V1 0
when visiting the barber that sharing instruments
contaminated with blood without sterilizing or

changing new blades between clients.

37.* | People can get HIV/AIDS by using the same toilet 0 V1 0

38.% | People can get HIV/AIDS by kissing and drinking 0 V1 0

from the same glass.

39. * | People can get HIV/AIDS by massage, hugging and 0 V1 0

touching.




Part V: Attitude toward HIV/AIDS Prevention (10 Questions: No. 40-49)
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Questions and Statements

Attitude of HIV/AIDS

Instruction: For each statement, please tick (v) whether | SA | A | NS | DA | SD

you: Strongly Agree = SA, Agree = A, Not Sure = NS,

Disagree = DA, or Strongly Disagree = SD

40. * | 1think, having sex with a healthy looking person will | 1 2|3 a4 5
not get HIV/AIDS.

41.* || think, having sexual intercourse with clients, | 1 213 q 5
especially regular clients, there is no need to use
condom.

42*% | think, having sexual intercourse with regular | 1 213 4 5
partners, especially husband, spouse or boyfriends,
there is no need to use condom.

43* | | think, a condom is not suitable to use with a | 1 213 4 5
regular partner (boyfriend/spouse/lover).

44.* | I think, using condoms would cause my regular | 1 213 4 5
partner (husband, spouse or boyfriends) to feel
distrusted.

45. | think taking HIV screening is very important for high | 5 4 |3 |2 1
risk group like sex workers.

46. | think taking HIV screening is very important for high | 5 4 13 2 1
risk group like injecting drug users.

a7. In my view, people living with HIV should inform | 5 4 13 |2 1
health personals, including doctors, nurses,
dentists, health service providers or health
volunteers that they are HIV infected for having the
best medical services.

48. Due to my profession as female sex workers, | think | 5 q |3 2 1
I may have a chance to get STI/STDs infection.

49. Due to my profession as female sex workers, | think | 5 a4 |3 |2 1

| may have a chance to get HIV/AIDS infection.
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Part VI: Influence or Pressure from Peers, Employers, Clients and Regular Partners

and Obstacles towards HIV/AIDS Prevention (4 Questions: No. 50-53)

Instruction: Please answer questions and please tick (v) your answers on the

following questions

50. What is the most significant influence from employers that supporting you in
using condoms during sexual intercourse with clients? (Only one answer)

O 1. My employers tell me about HIV/AIDS risks and take care of my health.

O 2. My employers always provide me condoms and insist me to use them.

O 3. My employers help me to deal with clients in negotiating with clients on condom
using.

O 4. My employers set regulation and work practice in enforcing my clients, myself
and my work colleagues in using condoms every time during sexual intercourse.

O 5. There is no support from employer in using condom.

51. What is the most significant influence from work colleagues, peers or peer
educators supporting you in using condoms during sexual intercourse with
clients? (Only one answer)

O 1. My friends, who are peer educators told me about HIV/AIDS risks, provide
condoms and insist me to use them for prevention.

O 2. My friends at workplace tell me about HIV/AIDS risks and insist me to use condoms
for prevention.

O 3. My friends or someone | knew have suffered and died from HIV/AIDS so | am
aware of HIV/AIDS infection and | always use condom for prevention.

O 4. My friends teach and help me in dealing with clients whom refused to use
condoms.

O 5. There is no influence from friends, peers educators supporting me in using

condom.
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52.* What is the most significant pressure from friends, work colleagues, peers
and employers towards you for not using condom during sexual intercourse with
clients? (Only one answer)

O 1. My employers ask me to response clients’ needs. If they prefer not using
condoms, | should response their needs.

O 2. My friends, work colleagues or employers said that | would get more clients and
more tips if | have sexual intercourse with clients without using condoms.

O 3. My work colleagues said that it is not necessary to use condom every time during
sexual intercourse with clients and they are fine so | follow them.

O 4. My friends and work colleagues said that it is more fun and pleasure in having
sexual intercourse without condom with clients.

O 5. There is no significant pressure from friends work colleagues, peers and employers

towards me for not using condom.

53.* What is the most significant pressure from regular partners
(husband/boyfriends/lovers) that pressuring you for not using condom during
sexual intercourse? (Only one answer)

O 1. My regular partner usually does not get free condoms and me neither so if both
of us has to buy condom ourselves, it would waste money so we prefer not to use it.
O 2. My regular partners did not want to use condoms during sexual intercourse as he
wanted to have natural feeling, more fun and pleasure.

O 3. My regular partner (s) does not want to use condoms during sexual intercourse
and we would feel distrust if we used condoms.

O 4. | have clients who have becomes my regular partner (as a
husband/lover/boyfriend) so we prefer not to use condom as we trust each other.

O 5. There is no significant pressure from regular partners in pressuring me for not

using condom
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Part VII. Preventive sexual practice with male clients/regular partners (negotiation

on condom using and condom used at sex) (10 Questions: No.54-63):

Instruction: Please answer questions and please tick (v) on the following questions

of situation occurring during the last 3 months.

No Preventive sexual practice Always | Often | Some | Never
times

54.* || consume alcohol before/during sexual 0 1 2 3
intercourse

55* || consume drugs before/during sexual 0 1 2 3
intercourse

56. | I'used condom (s) with my regular partner 3 2 1 0
(s) during sexual intercourse.

57. || insist my regular partner (s) to use 3 2 1 0
condom during sexual intercourse.

58.% | | experienced the situation that my regular 0 1 2 3
partner (s) denied using condom during
sexual intercourse.

59. | When my client (s) denied using condom 3 2 1 0
during sexual intercourse, | tried to convince
and to insist him (them) to use condom.

60. | meet success in convincing and insisting 3 2 1 0
my regular partner (s) to use condom
during sexual intercourse.

61. | When my regular partner (s) denied using 3 2 1 0
condom, | refused to have sexual
intercourse with him (them).

62. During the last 3 months, | have been using 3 2 1 0
condoms during sexual intercourse with my
clients.

63. | During the last 3 months, | have been using 3 2 1 0
condoms during sexual intercourse with
my regular partner (s).
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Part II: Sexual Partner Characteristics (Questions: No.16-20) Instrucborx FPlease answer and
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Part IIL Avaikability of to HIV/AIDS Information & Services (7 Questions: No.22-27)
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Part IV: Knowledge of HIV/AIDS (8 Questions: No. 29-35)
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Part V: Attitude toward HIV/AIDS Prevention (10 Questions: No. 40-49)
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Part VI: Influence or Pressure from Peers, Employers, Clients and Regular Pariners and Obstade:
towards HIV/AIDS Prevention (4 Questions: No. 50-53)
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Part VIL Preventive sexual behaviour with male dients/regular pariners (negotiation on condo
using and condom used at sex) (10 Questions: No.54-63):

Instruchion. Please answer questions and please tick (V) on the following questions of situatio

occurring during the last 3 months.
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