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This study aimed to establish a key MSM well-liked persons who were taught to endorse actively
and visibly the importance and acceptability of behavioral change, as well as to convey strategies for
change implementation, and produce reductions in MSM population who engaged in high-risk activities
especially produce concomitant and population-wide increases in HIVV/AIDS prevention’s concern, they
are called as “Steer Peer Mobilizer (SPM).

The study using a Participatory Action Research approach was conducted. The research involved
9 steps: 1) Established a partnership with stakeholders, 2) Organize a meeting with partner organizations,
3) Baseline survey, 4) Selection of MSM hot spots, 5) Identification of Steer Peer Mobilizer (SPM),
6) Formulation of Learning Process, 7) Conducting a training of SPM, 8) Implementation of SPM and 9)
Evaluation of Learning Process and Outcome of Capacity Development. In the model implementation
process, 20 trained SPMs were assigned to convey message and having conversations with their 3
identified peers focused on the utilization of behavioral change strategies. Pre-test and post test
intervention scores of HIV/AIDS knowledge and attitude and sexuality as well as HIV infection risk
behavior of the study group were compared to reveal the level of changes affected by the intervention.
The primary outcome was the differences of HIV/AIDS knowledge and attitude and sexuality perception
at 3 months after intervention completed. The secondary outcomes were the reduction of HIV risk
behavior at 3 months after intervention completed.

The result showed that HIVV/AIDS knowledge and attitude and sexuality perception of the study
group were significantly higher when compared between pre-intervention test and the post-test . The
mean scores of HIV/AIDS knowledge and attitude and sexuality perception after intervention were
higher than those before intervention (P<0.001). Also those of them after intervention were higher
reduced in HIV risk behavior (P<0.001).The factors that effect on the acceptance of SPM model were
training program contents and facilitation techniques used by the research team. Increasing of HIV/AIDS
knowledge, awareness, and concern as well as reduction in HIV risk behavior were positively effect on
the success of HIV/AIDS prevention pram for MSM group.

Conclusion: Steer Peer Mobilizer (SPM) model with the focus of participatory action process

significantly brought in a reduction of HIV risk behavior among MSM in Chiang Mai. This development
model is documented as an innovative approach consistent to Thai context.
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CHAPTER I

INTRODUCTION

1.1 Rationale and Justification

Thailand, a Southeast Asian country with a total population of about 64
million people is known to the world as a model for effective AIDS control programs
in a developing country. The public health infrastructure in Thailand quickly adapted
to the AIDS epidemic, and prevention efforts went into effect in the 90’s with the
creation of the AIDS Division within the Department of Communicable Disease
Control (CDC) of the Ministry of Public Health (MOPH) (UNAIDS: 2002). What
emerged was the 100% Condom Use Program, which later became the model
program for other developing countries (Rojanapithayakorn et al.: 1996, Hannenberg
et al.: 1998, Hannenberg et al.: 1994). In this program, the government aggressively
enforced a 100% condom policy among brothel-based female sex workers (FSW) in
Thailand. That commitment by the highest level of authority in Thailand in the early
90’s prevented a very rapid epidemic from increasing further. Consequently, HIV
prevalence and incidence rates dramatically decreased (Ministry of Public Health
[MOPH], 2005). In addition to free condom distributions, MOPH also promoted
AIDS education in the brothels, as well as in schools. Children in elementary schools
were taught about AIDS. The result was a control of the epidemic, with a significant

drop in incidence rates among the general population (UNAIDS: 2002). Although



prevalence among female sex workers was as high as 30% in 1999 (see Figure 1.1)

(The Status and Trend of HIV/AIDS/STI Epidemics in Asia and the Pacific, 2005).

FIGURE 1.1: HIV prevalence among female sex workers in Thailand, 1989 - 2000
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Thailand’s HIV-prevention campaigns have been relatively successful,
reducing the estimated number of new HIV infections from 142,819 in 1991 to 19,500
in 2004 (Ministry of Public Health [MOPH], 2005). However the AIDS crisis in
Thailand continues to grow as the estimated more-than half- million Thais infected
with HIV progress to symptomatic AIDS, even as new infections occur. HIV/AIDS is
not distributed evenly throughout Thailand. The northern region has been particularly
heavily affected, especially the upper north, while the northeast is the least affected in
terms of HIV prevalence (MOPH, 2005). However, there remains considerable

concern about the potential for “new’ outbreaks of the disease in Thailand.

Empirically, only a few of developing countries in the world would have
effective public policy to critically move on HIV/AIDS prevention and control

programs on a national scale, but Thailand is an exception. In the 1990s, a massive



program that began to control HIV reduced visits to commercial sex workers by half,
raised condom usage, decreased the prevalence of STIs (Sexually Transmitted
Infections) dramatically, and achieved substantial reductions in new HIV infections
(UNAIDS, 2004). Thailand through this, it is a reminder that success has been derived
from well funded, politically supported and comprehensive prevention programs
which have saved millions of lives as shown in a critical reduction of new HIV
infections from 143,000 in 1991 to 19,000 in 2003 (UNAIDS, 2004). Nevertheless,
not few but over 500,000 people in Thailand are living with HIV/AIDS, and in 2009
the data indicated 28,000 people died from AIDS (UNAIDS, 2010). Unless past
efforts are sustained and new sources of infection are addressed, the striking
achievements made in controlling the epidemic could now be put at risk. Factors such
as an increase in risky sexual behavior especially among MSM group of population
and a rising number of STI cases (National AIDS Prevention and Alleviation
Committee, 2010) have led to concerns that Thailand could face a resurgence of HIV

and AIDS in coming years.

The Thai AIDS epidemic is a full-growth one, induced by heterosexual
transmission. While the epidemiology of HIV among Thai female sex workers has been
extensively studied, men who have sex with men (MSM) and male sex workers (MSW)
populations have been less studied and have very different characteristics. MSM and
MSW are understudied in Thailand for numerous reasons, one being stigma and
discrimination from different facets of society, particularly from the government
(Celentano D.D., 2005). In Thailand, homosexuality is tolerated, but not really accepted.
Furthermore, MSM and MSW are hard-to-reach populations. It is hypothesized that

these special populations are contributing significantly to the “hidden epidemic” of HIV



in Thailand. Therefore, studying the social, behavioral, and biologic mechanisms in

these populations will have remarkable public health implications for Thailand.

Men Reporting Same-sex Behaviors in Thailand remain at high risk for
HIV infection. In Thailand, men are required to serve a two-year term in the military
(one year if they have a bachelor degree). Process of recruitment is haphazard, and is
conducted at the district level. In this connection, several studies have been conducted
among this population to measure HIV prevalence and incidence and associated risk
factors. In these studies, between 3-17% of mostly 21 year old conscripts reported
same-sex behavior (Hannenberg R, Rojanapithayakorn W, 1997; Beyrer C. et al., 1995;
Jenkins RA. et al., 1999; Kitsiripornchai S. et al., 1998; Nelson KE., 2002). And
throughout the 90s, having had same-sex behaviors became increasingly associated with

HIV infection: significant odds ratio of 2.78-3.52.

In 2003, among a total of 1,121 MSM recruited in Bangkok venues, 17.3% were
found to be HIV-positive. In 2005, among a total of 821 MSM, 754 male sex workers
(MSW), and 474 transgender (2049 individuals in all), recruited through similar
Bangkok venues as well as venues in Chiang Mai and Phuket, 28.3% were found to be
HIV-positive. This high prevalence indicates a need for more effective behavioral and
biomedical interventions. A cohort of MSM is now being recruited to evaluate

feasibility of potential HIV prevention research (Van Griensven, 2003-2005).

Challenges to MSM Programming
The challenges in developing MSM programming are highly influencing to

social responsibility. First, many MSM do not identify themselves, and thus are



hidden from MSM-specific programming. This group is composing of most
masculine-acting MSM, who may view sexual encounters with transgender
individuals as heterosexual. Male sex workers are another group of people that often
fail to identify as MSM. Even defining a particular group as male sex workers is
considered a crucial problem since we have seen that exchange of money is common
among many MSM who would not characterize themselves as sex workers. MSM
programming is inhibited by stigma associated with male-male sex. Discrimination
can be resulting in the missing of condoms and lubricant in places where male-male
sex existed, such as in saunas and parks. Various campaigns aimed at MSM may be
prohibited or denied funding, so that appropriate prevention messages are not
available. Stigma is present at many levels. Male-male sex is illegal in 11 of the 23
countries surveyed, and in around other 12 countries MSM are subject to
discretionary ill-treatment, certainly by police. Those providing or accessing
HIV/AIDS prevention programming are often harassed, so MSM may avoid getting
involved in providing or accessing this programming. When MSM venues are
disregard, the only remaining possibility is stealthy deal with, which are greatly more
likely to involve unsafe behaviors. The disregard of MSM relationships results in
higher numbers of sexual partners and lower self-esteem, again leading to unsafe
behaviors. Finally, the absence of a spoken, self-identifying MSM population
obstructs the implementation of Western models and innovations of HIV prevention
and behavior change, which are based on establishing behavior norms in a self-
reinforcing community. Some successes have been achieved, however, in building
Asian MSM communities that emphasize an integrated rather than individualized
MSM identity. This suggests that HIV infection prevalence is still moderate but will

increase unless behavioral changes among MSM population are quickly implemented.



Experience in many health promotion areas supports the essence of social
influence as a determinant of population risk behavior patterns (Coates TJ., 1988; Mc
Kusick L, Coates TJ, Wiley J, and Morin S, Stall R., 1987; Kelly J.A., 1990). Gay
men who successfully implement risk reduction report greater peer support for
behavior change than their unsuccessful counterparts (Kelly J.A. et al., 2004:305;
Kelly J.A. et al., 2004:16; Rogers EM., 2004:16) while beliefs that one's friends have
already made remarkably changes and that these changes will be well accepted predict
compliance with HIV/AIDS risk reduction recommendations (Kelly J.A. et al.,
2004:16; Rogers EM., 2004:16). Reductions in high-risk sexual behavior among
homosexual men in urban centers appear linked to new norms in the gay communities
of large cities which discourage high-risk activities such as unprotected anal
intercourse and encourage precautionary steps such as condom use or other safer sex
modifications (US Bureau of the Census, 1986; Campbell DT and Stanley JC, 1963).
Persons frequently seek the advice of friends concerning steps needed to reduce risk

for AIDS (Van Griensven F., 2006).

From a community intervention perspective, HIV early prevention efforts
could be enhanced by developing practical strategies for introducing new behavioral
protocols and social norms that can encourage individuals to avoid high-risk activities
and launch risk reduction precautions. To be most effective from an early prevention
perspective, however, these changes must precede rather than follow dissemination of
a wide spreading HIV infection in a risk population. Unfortunately, almost no
experimental study has yet been pointed to the question of how best to produce these

community-level behavioral changes.



Community-based interventions that can reduce the prevalence of high-risk
sexual behaviors in vulnerable populations are great need in our efforts to prevent
HIV transmission (Kelly J.A., Sikkema K.J., and Holtgrave D.R., 1999). One type of
community-level program shown to be effective in the research literature is known as
the “‘Popular Opinion Leader’ (POL) approach. POL uses ethnographic techniques to
systematically identify popular and socially influential members of the target
population and recruits and trains these popular individuals in how to communicate
HIV risk. Diffusion of innovation theory posits that trends and innovations are often
initiated by a relatively small segment of opinion leaders in the population (Kauth
M.R,, St Lawrence J.S, and Kelly J.A., 1991). Once visibly modeled and accepted by
natural opinion leaders, innovations then disseminate throughout a population,
influencing others, so that interventions to change high risk behavior in groups with a
high prevalence of HIV infection is required. The main purpose of this research was to
experimentally test an AIDS prevention intervention based on diffusion of
innovation/social influence principles. Because HIV/AIDS risk behavior levels remain
high among gay men in Thailand, the project targeted homosexual men in their hot

spots.

The HIV/AIDS epidemic in the Asia-Pacific region is native as well as cross-
border in nature; and is concentrated in specific “hotspots”, usually urbanized areas,
and specific sub-populations in those hotspots while at the same time having the
potential to spread from one hotspot to another due to high mutability patterns. The
sub-populations are best defined by the high-risk behaviors of injecting drug users,

multiple and concurrent sexual partners, plus unprotected sex. Accordingly, this



current research proposes an attractive intervention, a Steer Peer Mobilizer model
which is modified from the original idea of POL for motivation of safe sexual

behavior among MSM in the available hotspots in Chiang Mai.

Due to sex is a complex and sensitive issue especially in a conventional
society. To increase MSM’s knowledge about safe sexual behavior for HIV/AIDS risk
reduction, hence, require several factors of which the significant ones are: messages
should be explicit and accurate, serve the reproductive health needs, and appropriate
to the various stages of adults’ lives. Material should be attractive and appropriate to
ages and gender, and method should involve young adults themselves in the learning
process. Their concerns, experiences, and needs have to be valued and respected
according to the people-centered concept. Since Popular Opinion Leader (POL) is the
biggest social influences in MSM’ social lives, this study modified POL model with
an application of participatory learning process that is considered highly influence to
movement and potentiality of MSM key leaders to fully display roles and ability to
promote sexual and health knowledge’s perception and practice among MSM.
Significantly this project is working to ensure that its prevention interventions target
at-risk populations especially MSM group. Identifying and targeting interventions to
match the needs of target populations is complicated, particularly when HIV/AIDS
epidemics involve such groups that are often disregarded and discriminated against.
Stigmatized populations are frequently hidden and hard to reach with any services and
intervention programs. Absolutely, the current research strongly desires to examine
the development of the intervention that draws from the strength of the successful

model of POL and combines with the essence of participatory learning process in



order that the ultimate goal of HIV/AIDS risk behavior reduction and prevention of

HIV infection among MSM can be achieved.

1.2 Research Questions

1.2.1 What is the knowledge, attitude, and practice on HIV/AIDS risk
reduction gathering by SPMs?

1.2.2 How to promote HIV/AIDS risk reduction behavior to MSM group?

1.2.3 What is the plan setting by involvement of SPMs on HIV/AIDS risk
reduction and prevention?

1.2.4 How to manage the participation of SPMs in HIV/AIDS risk reduction
and prevention among MSM group?

1.2.5 Does SPM model reduce HIV/AIDS risk behavior among MSM group in

their hot spots?

1.3 Research Objectives

1.3.1 General Objective
To establish a key MSM or so called “SPM” of widely known, trusted, and well-liked
persons who were taught to adopt actively and visibly the importance and
acceptability of behavioral changes, as well as to convey strategies for change
implementation, and produce reductions in the proportion of men in the population
who engaged in high-risk activities especially produce accompanying and population-
wide increases in HIVV/AIDS prevention’s concern.

1.3.2 Specific Objectives

1.3.2.1 To develop the SPM intervention to reduce HIV/AIDS risk

behavior and promote safer sex practice in MSM group.
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1.3.2.2 To examine the effects of SoupPM intervention on sexual and
reproductive health attitudes and intentions to have safer sexual behaviors.

1.3.2.3 To examine the acceptability of the SPM intervention among
SPM group.

1.3.2.4 To describe the target populations sexual risk.

1.3.2.5 To reduce HIV associated risk among the target population.

1.4 Research Outcomes

1.4.1 The primary outcome was an eligible role model MSM or so called
“SPM model” who were taught and conceptualized to be supporting and agreeable to
the importance and acceptability of behavioral change among MSM population.

1.4.2 The secondary outcomes

The SPM model could produce an increasing rate of condom use among MSM
group at various MSM hotspots in Chiang Mai province as well as brought about a
decrease in unprotected anal intercourse among all studies population and produced a

greater accurate knowledge about HIVV/AIDS infection and risk.

1.5 Scope of this study

Between March to September 2011, a participatory action research approach
has been implemented starting with an establishment of partnership between the
researcher and community-based organizations and followed by conducting a meeting
with partner organizations, conducted a baseline survey to assess HIV infection risk
behavior and AIDS knowledge of MSM population at all MSM hot spots, selection of
MSM hot spots, recruitment of Steer Peer Mobilizers (SPMs), organized the Popular

Opinion Leader training camp for SPMs at the Holiday Garden Hotel, Chiang Mai for
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4 days, and afterwards all 20 trained SPMs convey strategies for change
implementation by contracting to have conversations with 3 peers according to their
own developed plans of activities for providing knowledge to their peers in their
responsible hot spots as well as conducted a pre-intervention survey with each of their
peers, post intervention survey was carried out at three months following the
completion of the intervention in all targeted MSM hot spots. Ten among sixty of
peers group were selected and received individual in-depth interview at one week after
the completion of the intervention. The final step of this research as a part of
evaluation of the project implementation was a reflection session and sharing
experiences among SPMs and MSM community-based organizations to summarize

what they learned of the project and their personal development and learning.

1.6 Operational Definitions

Brink and Wood (1994) suggested that every variable state in the purpose of
the study should be operationally defined. The following terms were defined as:

1.6.1 Men who have sex with men or males who have sex with males (MSM)
refers to men who engage in sexual activity with other men, regardless of how they
identify themselves; many choose not to accept social identities of gay or bisexual.
The term was created in the 1990s by epidemiologists in order to study the spread of
disease among men who have sex with men, regardless of identity (UNAIDS, 2008).
MSM is often used in medical literature and social research to describe such men as a

group for clinical study without considering issues of self-identification.

As a constructed behavioral category, the term MSM had been in use in public
health discussions, especially in the context of HIV/AIDS, since 1990 or earlier, but

the coining of the initial’s by Glick et al. in 1994 “signaled the crystallization of a new
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concept” (Young RM and Meyer IH, 2005; Glick et al., 1994). This behavioural
concept comes from two distinct academic perspectives. First, it was pursued by
epidemiologists seeking behavioral categories that would offer better analytical
concepts for the study of disease-risk than identity-based categories (such as "gay",
"bisexual”, or "straight™), because a man who self-identifies as gay or bisexual is not
necessarily sexually active with men, and someone who identifies as straight might be
sexually active with men. Second, its usage is tied to criticism of sexual identity terms
prevalent in social construction literature which typically rejected the use of identity-
based concepts across cultural and historical contexts. MSM are not limited to small,
self-identified, and visible sub-populations. MSM and gay refer to different things:
behaviors and social identities. MSM refers to sexual activities between men,
regardless of how they identify, whereas gay can include those activities but is more
broadly seen as a cultural identity. Homosexuality refers to sexual/romantic attraction
between members of the same sex and may or may not include romantic relationships.
Gay is a social identity and is generally the preferred social term, whereas homosexual
is used in formal contexts, though the terms are not entirely interchangeable. Men who
are non-heterosexual or questioning may identify with all, none, a combination of
these, or one of the newer terms indicating a similar sexual, romantic, and cultural

identity like bi-sexual and;

Men who have Sex with Men (MSM) refers to a diverse population that
includes any men who have had sex with one or more men. It is an inclusive term that
is based solely on behavior and does not take sexual identity or attraction into account.
The term includes MSM who consider themselves to be gay, bisexual, heterosexual,
are questioning their sexual orientation, or do not identify their sexual orientation in

any of these ways. It encompasses a wide range of MSM, including men who form a
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lasting relationship with a primary male partner, men who participate in organized gay
communities and those who do not, men who have both male and female partners,
male sex workers, and men who engage in sex with male partners only in all-male
settings such as prisons and militaries. Some transgender persons are MSM and
should also be considered when addressing the needs of MSM and other most-at-risk
populations. The term “MSM” has thus been adopted in an attempt to focus on
behavior rather than identity, and to include all men who have sex with men,
regardless of how they see themselves. It encompasses males who define themselves
either by their sexual behaviors (e.g., gay men) or by their feminine gender identities
(katoey), in addition to their masculine-identified sexual partners.

In this study, Men who have Sex with Men (MSM) particularly refers to all
men who have sex with men, regardless of their sexual identity, sexual orientation and
whether or not they also have sex with females, and/or refers to a biological man
reporting at least one of the following behaviors in the last 12 months:

- insertive oral sex with another man; and/or
- receptive oral sex with another man; and/or

- insertive anal sex with another man; and/or

- receptive anal sex with another man.

1.6.2 Steer Peer Mobilizer (SPM) refers to a popular person among MSM
group with potentiality and commitment to help in changing risky sexual norms and

behaviors among MSN in their venue-based area.

1.6.3 Hotspot refers to a lively and popular area with a precise location of
something or entertainment places in which MSM like to go individually or in a
group to have fun, relax, conversation, working or to find new friends or sexual

partners.
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1.6.4 Participatory Action Research (PAR) is a recognized form of
experimental research that focuses on the effects of the researcher's direct actions of
practice within a participatory community with the goal of improving the performance
quality of the community or an area of concern (Dick, 2002). In addition, PAR involves
utilizing a systematic cyclical method of planning, taking action, observing,
evaluating (including self-evaluation) and critical reflection prior to planning the next
cycle (O'Brien, 2001; Mc Niff, 2002), and

Participatory Action Research (PAR) is research which involves all relevant
parties in actively examining together current action (which they experience as
problematic) in order to change and improve it. They do this by critically reflecting on
the historical, political, cultural, economic, geographic and other contexts which make
sense of it. Participatory action research is not just research which is hoped that will
be followed by action. It is action which is researched, changed and re-researched,
within the research process by participants. Nor is it simply an exotic variant of
consultation. Instead, it aims to be active co-research, by and for those to be helped.
Nor can it be used by one group of people to get another group of people to do what is
thought best for them - whether that is to implement a central policy or an
organizational or service change. Instead it tries to be a genuinely democratic or non-
coercive process whereby those to be helped, determine the purposes and outcomes of
their own inquiry." (Wadsworth Y., 1998)

In addition, PAR refers to the process that some people in the organization or
the community participated together with the researcher through the course of the
research from the start to the end of research result discussion, as to involve the target
people with problems identification or searching problems of their community

together with the research team. It is the process of the people in the organization or
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the community as the powerful and enthusiastic participants in the research. The steps
to conduct PAR especially require full participation from both people and researcher
in; (Kemmis, S., & McTaggart, R.,2000)

- Participation in the study of problems and origins of the community;

- Participation in the search, design and development method to fix and reduce
the community problems or to create something new for the community benefit or
response to the need of community;

- Participation in planning of policies, works or projects to solve and reduce
the community problems;

- Participation in utilizing the limited resources for the community benefit;

- Arranging and effectively improving the administrative development;

- Arranging funds in the community projects in accordance to own ability;

- Performing work according to the policies, work plan, structure and activities
to reach the goal;

- Controlling, assessing and maintaining the project and the existing activities.

1.7 Expected Outcomes and Benefits

We anticipated that the Steer Peer Mobilizer model could have the following
outcomes:

1.7.1 An increasing in condom use among MSM

1.7.2 A decrease in unprotected anal intercourse

1.7.3 Greater accurate knowledge about HIVV/AIDS infection and risk behavior

among MSM.

1.7.4 An increasing in awareness of an easily HIV infection among MSM

group and leading to a better self-protection.
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LITERATURE REVIEW

With a special aim of this research to establish a key men who have sex with
men (MSM) or so called “SPM” who are widely known, trusted, and well-liked
persons as well as they have received a Popular Opinion Leader (POL) peer education
training to encourage them recognizing in the importance and acceptability of
behavioral change strategies for changing implementation, and produce reductions in
the MSM population who engaged in high-risk activities especially produce a wider
increases in HIV/AIDS prevention’s concern. Researcher searched electronic
databases, current journals, manuscripts submitted by various researchers,
bibliographies of relevant articles, conference proceedings, and other reviews for
published and unpublished reports from 1988 through 2009 and also asked local
NGOs staff working in HIV prevention about new and ongoing studies that could
construct and indicate the important facts and incredible lesson learns which can be

summarized as follows:

2.1 Preliminary Studies

2.2 The Body of Knowledge Contributes to Model Development

2.3 MSM Quantitative and Qualitative Findings

2.4 HIV/AIDS Knowledge and Perception on Safe Sex among MSM
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2.5 Participatory Action Research

2.6 Conceptual Framework of the Study

2.1 Preliminary Studies

This study was based on intersectoral-collaboration with several institutions in
Thailand which include both community-based NGO’s and government
organizations. The following are preliminary studies on MSM and MSW in Thailand

that the collaborating investigators have conducted to date.

Chiang Mai Male Sex Workers Prospective Study: The last and only large-
scale study among male sex workers was done by my study team in collaboration
with Dr. Chris Beyrer from Johns Hopkins University in 1995, using a prospective
cohort design in 17 sex establishments in Chiang Mai (Kunawararak P et al., 1995; 9:
517-521). From 1989-1995, we had total enrollment of 1172 male sex workers. The
median age of the sex workers was 20 years, with 13 % being under 18 years. 57%
described themselves as heterosexuals. Median number of clients was 2 per week and
the median price for sex was US $14. 58% reported always using condoms. Incident
rates among male sex workers in our study ranged from 0 per 100 person years in
1989 to its peak of 16.8 per 100 person years in 1992, the overall incident rate was

11.8 per 100 persons per years.

Chiang Mai Male Sex Workers Cross-sectional Study: In 2000, formative
research was conducted, using qualitative research methods to assess the men who
have sex with men (MSM) situation in Chiang Mai. The result was appalling; many

high school, college and university level students were practicing unprotected anal
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intercourse, believing that they were not at risk. Furthermore, an escalating medium
for anonymous sexual encounter are the internet chat rooms. Most Thai MSM
reported having used oil-based lubricant with latex condoms during sexual activities.
Oil can tear latex condoms. These findings suggest that adolescent males are

practicing unsafe sexual behaviors [unpublished manuscript].

In June 2003, a cross-sectional behavioral risk survey was conducted among
198 male sex workers in 15 sex establishments highly frequented by MSMs in Chiang
Mai, as part of the national sentinel surveillance (Guadamuz T.E. et al., 2004). In this
survey, HIV prevalence was 7%, median age was 22 years, median number of clients
was 2 per week, and the median time of sex work was 9 months (4 months for current
establishment). Median payment per session was US $20. 17% had no formal
education and 62% had less than 12 years. 65% of MSW described themselves as
heterosexuals. Within the past month, 31.7% of MSW had casual sexual encounters,
76.8% reported always using condoms with male clients, 90% reported always using
condoms with female clients, 55% reported always using condoms with casual sex
partners, and 20.6% reported always using condoms with regular sex partners.
Approximately 30% of MSW interviewed had used oil-based lubricants like lotion,
soap, Vaseline, shampoo, and oil. This quantitative data confirms the earlier
qualitative findings and therefore raises a red flag that indeed this population is
engaging in risky behaviors, but there is still insufficient endorsement and measure to
reduce this challenging situation.

Bangkok Men who have Sex with Men Cross-sectional study: This study
was the first surveillance among MSM in Bangkok, and was carried out by van

Griensven and his team at the Thailand Ministry of Public Health-US Centers for
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Disease Control and Prevention Collaboration HIV/AIDS (TUC) (Van Griensven F.,
2005, 19: 521-526). A community-based sample of MSM residing in Bangkok
metropolitan area was assessed for HIV prevalence and associated risk factors. MSM
were recruited from mapped venues where sexual activities took place using a venue
day time sampling technique. The venues included saunas, public parks, and karaoke
bars. This study was the first time the venue day time sampling was used in a
developing country setting. A total of 1,121 MSM were assessed. HIV prevalence was
17.3%, median age was 25 years, 42.5 % completed university education, 43.8% had
ever had an HIV test, and 36% reported unprotected sexual intercourse within the past
3 months. Lower education, recruitment from a park, self identification as
homosexuals, and multiple male sex partners were significantly associated with HIV

prevalence in a multivariate analysis.

HIV Risk and Change of Sexual Behavior: Not few men who have sex with
men and bisexuals have never been thinking they are at higher risk than other group
of populations. So far as we have known that HIV/AIDS affected MSM population
since early years and they have put strong efforts to educate themselves about
HIV/AIDS transmission (Hope, 1995a). Empirically, anyone’s especially bisexuals
who think and continue to believe in HIV/AIDS as a gay disease are those at
particular risk. One study found that while bisexuals believed they were at higher risk
than homosexuals, however they did not think they were more at risk than
heterosexuals (Hope, 1995b).

Some studies have also explored the unbelievable discovery regarding HIV
transmission, although the existing evidence has shown some significance but was

affected from the previous studies. HIV was believed to be transmitted by semen in
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pools, by sweating, shaking hands and sharing toilets (Hassad Rossi, 1993; Hope,
1995b). Royes was told by informants that “men who have sex with women can’t get
AIDS,” and “if you look healthy you don’t have HIV or AIDS” (1993: 9). Hassad’s

informants also believed that prayer, antibiotics, food and rest could cure HIV/AIDS.

Many comprehension findings are that although there has been some behavior
change and unbelievable increasing of HIV awareness among MSM population since
the early epidemic, however the perceives to behavior changed practice was still
questionable. Royes (1993) found that although knowledge of condoms was high,
their use was unpredictable. While over 90% of informants in a later study endorsed
condom use as an effective way to reduce HIV infection, only about half were actually
using them (Hassad Rossi, 1993; Hope, 1995b). Particularly, among the group of male
sex workers, a recent study showed that the numbers of female sex workers who used
condom are higher at three times when compared with MSM sex workers, this results
indicated to the need to approach MSM as a different and specific group. Their results
were sometimes so strange with previous studies. For example, they did not suffer
from feelings of guilt or low self-esteem noted in other research. They did not believe
that having sex with same gender was worse than any other “sin,” and had high self-
esteem, considering from their opinions on their own attractiveness. The researchers
considered MSM *“a particularly vulnerable group” (Campbell & Campbell, 2001),

due primarily to low use of condoms and other safer sex practices.

The study of Coates TJ in 1988 found that reductions in HIVV/AIDS high-risk
practices among gay men in big cities have been attributed, in part, to evolving social
norms that now discourage risky practices and advocate the adoption of precautionary

measures (Coates TJ. cited in Kelly J.A., 1988)
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In 1997, Mc Kusick L. et. al studied the influential role of peer norms on HIV
risk behavior patters which is further highlighted by findings that gay men who
successfully reduce their high risk practices report greater peer support for making
these changes (Mc Kusick L. et al., 1997). There is another similar study conducted
by Kelly JA et. al that confirmed the result of strong associations between risk
behavior levels and perceptions of the social/peer acceptability of condom use (Kelly

JAetal., 1990).

A recent report on the results of a preliminary investigation on the effect of
training popular opinion leaders in the gay community of a small city to serve as
behavioral change endorsers to their friends and acquaintances predicted that
"trendsetters” who endorse innovations can help to refine behavioral norms and

standards (Johnson WD et al., 2008).

A series of studies has shown that interventions based on the POL model can
reduce the prevalence and frequency of high-risk sexual behaviors in populations of
men attending gay bars in small US cities, generally by magnitudes of approximately
30% from baseline risk behavior levels (Kelly et al., 1991, 1992, and 1997). The same
effects replicated across several different community trials, including one large
randomized multi-city trial (Kelly et al., 1997).

In the latter trial, there were large population-level reductions in mean
frequency of unprotected anal intercourse (from 1.68 occasions in the past 2 months
at baseline to 0.59 at 1-year follow-up) and increases in proportion of condom-
protected anal intercourse (from 45 to 67%) in large community samples of men

attending gay bars where the POL intervention had been conducted. In the trial’s
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control cities, where AIDS education materials alone were distributed, no behavior

change effects were found.

In addition to studies specifically evaluating the POL model, interventions that
included the recruitment and training of popular opinion leaders as a program
component have produced similar behavior change outcomes in a randomized
community-level trial with inner-city women (Sikkema et al., 2000), a study with
male commercial sex workers (Miller et al., 1998), and in a community intervention

with young gay men (Kegeles et al., 1996).

Recently, there have been several reports of peer education programs for gay
men in the United Kingdom that did not yield positive findings with respect to
reductions in population-level high-risk sexual behavior. These included a project
undertaken with gay men attending five gyms in London (Elford et al., 2001, 2002b)
and a study carried out in gay bars in Glasgow and Edinburgh, Scotland (Flowers

etal ., 2002).

The US studies examined as outcomes any unprotected anal intercourse
occurring with male partners in the past 2 months, while the UK studies used
outcomes reflecting unprotected behavior with casual or status-unknown partners
during the past 3/12 months. In contrast to positive results found in the US studies,
pre- and post-intervention surveys of gym and bar patrons in the UK projects did not
show sexual risk behavior change and the studies’ authors concluded that peer-based

programs were not effective under the circumstances in which they were tested.
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A review of HIV Risk Behavior Reduction following Intervention with Key
Opinion Leaders of Population: An Experimental Analysis studied by Jeffrey A.
Kelly et..al. suggested that AIDS risk behavior knowledge scores were high among
men in each city even before intervention about AIDS was not a critical dimension in
the populations studied and that intervention methods which induce behavior change
implementation and social acceptability of changes are needed. Second, while it was
anticipated that the intervention would alter perceptions of social norms, the norm
measure did not reflect changes parallel to the population behavior shifts. Generalized
changes in sexual behavior may precede peer norm changes rather than cause the
initial adoption of risk reduction. In that case, elements of the intervention responsible
for population behavior change may have included frequent safety prompts delivered
by credible peers, conversational dissemination of suggestions for implementing
precautionary changes, legitimization of making risk reduction changes by opinion

leaders, or other factors.

A controlled trial study implemented in the United States provides persuasive
evidence that peer education can bring about a significant reduction in high risk
sexual behavior among homosexual men. For example, peer educators recruited from
“gay” bars in small towns made a crucial impact upon sexual behavior at a
community level. The proportion of homosexual men who engaged in unprotected
anal intercourse (UAI) decreased by about one third following the peer led
intervention whereas no change was observed among men using bars in towns
without the intervention (controls) (Kelly JA et al., 1992; 82:1483-9, Kelly JA et al.,

1991; 81:168-71, and Kegeles SM, Hays RB, and Coates TJ, 1996; 86:1129-36).
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2.2 The Body of Knowledge Contributes to Model Development

Diffusion of Innovations Theory which is considered the root of this study
where applied as a principal conceptual framework and guiding how this research
should move forward. The theory seeks to explain how, why, and at what rate new
dimensions of thought and innovation can spread through cultures. Everett Rogers, a
professor of rural sociology, popularized the theory in his 1962 book Diffusion of
Innovations. He said diffusion is the critical process by which an innovation is
communicated through certain channels over time among the members of a social
system. The origins of the diffusion of innovations theory are varied and bridge across

multiple disciplines.

The concept was first studied by the French sociologist Gabriel Tarde (1890)
and by German and Austrian anthropologists such as Friedrich Ratzel and Leo
Frobenius (The Building of Cultures, 1982). Its basic epidemiological or internal-
influence form was formulated by H. Earl Pemberton (1936, 1 (4): 547-556), who
provided examples of institutional diffusion such as postage stamps and compulsory
school laws. In 1962 Everett Rogers, a professor of rural sociology published
Diffusion of Innovations. In the book, Rogers synthesized research from over 508
diffusion studies and produced a theory for the adoption of innovations among
individuals and organizations. The book proposed 4 main elements that influence the
spread of a new idea: the innovation, communication channels, time, and a social
system. That is, diffusion is the process by which an innovation is communicated
through certain channels over time among the members of a social system. Individuals
progress through 5 stages: knowledge, persuasion, decision, implementation, and

confirmation. If the innovation is adopted, it spreads via various communication
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channels. During communication, the idea is rarely evaluated from a scientific
perspective; rather, subjective perceptions of the innovation influence diffusion. The
process occurs over time. Finally, social systems determine diffusion, norms on
diffusion, roles of opinion leaders and change agents, types of innovation decisions,
and innovation consequences. To use Rogers’ model in health requires us to assume
that the innovation in classical diffusion theory is equivalent to scientific research

findings in the context of practice, an assumption that has not been rigorously tested.

The origins of the diffusion of innovations theory are varied and span across
multiple disciplines. Rogers identifies six main traditions that impacted diffusion
research: anthropology, early sociology, rural sociology, education, industrial, and
medical sociology. The diffusion of innovation theory has been largely influenced by

the work of rural sociologists.

The key elements in diffusion research are: Innovation, Rogers defined as "an
idea, practice, or object that is perceived as new by an individual or other unit of
adoption” (Rogers, 1983: 11); Communication channels is "the means by which
messages get from one individual to another” (Rogers, 1983: 17); Time "the
innovation-decision period is the length of time required to pass through the
innovation-decision process” (Rogers, 1983: 21); Rate of Adoption is the relative
speed with which an innovation is adopted by members of a social system (Rogers,
1983: 21, 23); and Social system which is defined as a set of interrelated units that are

engaged in joint problem solving to accomplish a common goal (Rogers, 1983: 24)

The Mechanism of diffusion of innovation theory is a five—step process. This
process is a type of decision-making. It occurs through a series of communication

channels over a period of time among the members of a similar social system. Ryan
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and Gross first indicated the identification of adoption as a process in 1943 (Rogers,
1962: 79). Rogers categorizes the five stages (steps) as: awareness, interest,
evaluation, trial, and adoption. An individual might reject an innovation at any time
during or after the adoption process. In later editions of the Diffusion of Innovations
Rogers changes the terminology of the five stages to: knowledge, persuasion,
decision, implementation, and confirmation. However the descriptions of the

categories have remained similar throughout the editions.

Throughout the diffusion process there is evidence that not all individuals can
absorb an equal amount of influence over all individuals. In this sense there are
Opinion Leaders, leaders who are influential in spreading either positive or negative
information about an innovation. Rogers relies on the ideas of Katz & Lazarsfeld
(1995) and the two-step flow theory in developing his ideas on the influence of
Opinion Leaders in the diffusion process (Katz Elihu & Paul Felix Lazarsfeld, 1955).
Opinion Leaders have the most influence during the evaluation stage of the
innovation-decision process and late adopters (Rogers, 1961; 2: 219). In addition
opinion leaders have a set of characteristics that set them apart from their followers
and other individuals. Opinion Leaders typically have greater exposure to the mass
media, more cosmopolitan, greater contact with change agents, more social experience
and exposure, higher socioeconomic status, and are more innovative. Persons
frequently seek the advice of friends concerning steps needed to reduce risk for AIDS.
Diffusion of innovation theory posits that trends and innovations are often initiated by
a relatively small segment of opinion leaders in the population (Ross MW and Carson

JA, 1988; 88:239-241).
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2.3 MSM quantitative and qualitative findings

The surveillance of HIV prevalence among populations of men who have sex
with men in Thailand has presented an alarming result as Men who have Sex with
Men (MSM) in Thailand remains at high risk for HIV infection. In 2003, among a
total of 1,121 MSM recruited in Bangkok venues, 17.3% were found to be HIV-
positive. In 2005, among a total of 821 MSM, 754 male sex workers (MSW), and 474
transgenders (2049 individuals in all), recruited through similar Bangkok venues as
well as venues in Chiang Mai and Phuket, 28.3% were found to be HIV-positive. This
high prevalence indicates a need for more effective behavioral and biomedical
interventions. A cohort of MSM is now being recruited to evaluate feasibility of

potential HIV prevention research. (Van Griensven, 2003 — 2005).

In 2007, the largest estimated proportion of HIV/AIDS diagnosis among adults
and adolescents in the U.S. were men who have sex with men (MSM). This category
accounted for 53% of the overall diagnoses and 71% among men (Williams R, 2006).
According to a CDC study, HIV prevalence in the MSM population of the U.S. varies
widely by ethnicity. "As many as 46% of black MSM have HIV" while "the HIV rate
is estimated at 21% for white MSM and 17% for Hispanic MSM (Petersen NJ et al.,
1976). In the United States from 2001-2005, the highest transmission risk behaviors
were sex between men (40-49% of new cases) and high risk heterosexual sex (32—
35% of new cases) (Shapiro CN, 1993). HIV infection is increasing at a rate of 12%
annually among 13-24-year-old American men who have sex with men (STD
Surveillance, 2006). Experts attribute this to "AIDS fatigue” among younger people
who have no memory of the worst phase of the epidemic in the 1980s and early 1990s,

as well as "condom fatigue)" among those who have grown tired of and disillusioned
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with the unrelenting safer sex message. The increase may also be because of new
treatments. In developing countries, HIV infection rates have been characterized as
skyrocketing among MSM (Christopher K Fairley et al., 2005; 183 (4): 172-173).
Studies have found that less than 5% of MSM in Africa, Asia, and Latin America have

access to HIV-related health care.

The Empowerment project in California and Oregon also reported a significant
reduction in the frequency of unprotected anal intercourse with both regular and
casual partners following a peer led intervention 9 Kegeles SM (Kegeles SM, Hays
RB, Coates TJ, 1996;86: 1129-36, Rogers E, 1983). These peer education programs
applied on a diffusion of innovation model whereby popular opinion leaders engaged
in conversation with other homosexual men to promote HIV risk reduction (Rogers E,
1998; 74:87-9, Kelly JA, 1994:297-317). According to this model, behavior change
initially adopted and endorsed by the opinion leaders gradually diffuses throughout
the population. The model is well suited to community level HIV prevention
campaigns that typically require the initiation, diffusion, and long term maintenance

of behavior change (APHA 134™ Annual Meeting and Exposition, 2008).

Ethnographically driven outreach successfully targeted and enrolled a hard-
to-recruit population, members of which generally considered themselves well -

informed induces of risk behaviors (Elford J, Sherr L, Bolding G, et al., 2000).

In urban areas, MSM typically meet for social and sexual purposes at MSM
businesses such as clubs/discos, karaoke bars and saunas. MSM also commonly meet
in public toilets and public parks, although they will go elsewhere to have sex. One
2005 study identified more than 300 places in metropolitan Bangkok alone where

MSM meet to look for or engage in sex. Some social support is available for MSM,
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but only in Bangkok and Chiang Mai—both have MSM drop-in centers operated by
local CBO’s. There are now drop-in centers for male sex workers and transgender sex
workers in Bangkok and Pattaya, consequently. In general, utilization of support
services by MSM is very, very low and usually limited only to circles of friends who
know someone who already attends or works there. Friends are important sources of
support. Families are also important and for most MSM, family always comes first.
Because families are so important, they generally do not completely reject MSM,
except in non-urban or very poor families where they will be thrown out if they are
not contributing financially. This is especially true for transgender MSM who can’t

find regular work (Flowers P, Frankish JS, and Hart GJ., 2000).

2.4 HIV/AIDS Knowledge and Perception on Safe Sex among MSM

HIV transmission is well understood but personal risk is not. MSM know
about HIV prevention practices and tools (condoms and non-oil based lubricants), but
still do not use them consistently (UNAIDS, 2006). There is poor knowledge
regarding other STIs and prevention practices. A lot of written information on
HIV/AIDS prevention is available, including for MSM. Mass media campaigns were
more common 5-10 years ago; there is one current MSM HIV campaign (“Sex Alert”)
underway targeted to MSM venues and websites, but it is very subtle. Access to HIV
prevention services for MSM is largely by word of mouth, although there is some

advertising and limited promotion during outreach efforts (The Nation, 2006).

MSM is tailored to subgroups. However, the hidden MSM population—which
is thought to be much, much larger than any other group—is not being reached at all

and has no access, since these men have no contact with these resources. Transgender
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MSM have limited access to HIV/AIDS prevention information because of general

reluctance to support or understand their issues (UNAIDS, 2000).

Condom used in Men population are reported as most men engaging in
unprotected anal sex at high levels, although condoms and lubricant are readily
available in convenience stores; condoms are inexpensive, but lubricant is not. Many
MSM businesses have condom vending machines, and most saunas have condoms
and lubricant available for free (at least one of each), either in the locker or at the
front desk. In rural areas there are no condoms and lubricant available. MSM mostly
know how to use condoms but are less aware of the importance of lubricant. MSM
often have sex with females as well, and condom use depends on who the partner is:
committed partner, less use; Western foreigner, more use; other Asia foreigner, less
use; Thai partner of the same age, much less use. There have been reports of increased
unprotected sex and dramatic increases in HIV sero-prevalence rates among MSM
(from 17.3% to 28.3% in only two years). Almost all substance use among MSM s
limited to alcohol. There also may be some underground drug use that is missed by
prevention workers because it is highly illegal and considered “unacceptable” by

ordinary people (Van Griensven et al., 2009).

2.5 Participatory Action Research (PAR)

Participatory Action Research; PAR should be the most appropriate method
for the development or problems-solution for people to deal with the community’s
problems at least involved the following 3 parties.

- Firstly, the villagers consisted of the core leader group, problems dealing

group.
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- Secondly, the community developer from the government agencies, private
development agencies or the religious organizations.

- Thirdly, the subject scholars as the researchers who wanted to acquire modern
knowledge for the specific process for the community problems-solving, as the
guidelines to create the theory used appropriately with the problems including
the research method and ethical.

All three parties had employed PAR to create the learning process in order to

develop the analyzing capability and problem solving effectively among the villagers.

Pairat Dhaecharin (1973: 6-7) presented the step in work participation to
achieve the purposes and development policies:

1. Participation in the study of problems and origins of the community
including its need.

2. Participation in the search, design and development method to fix and
reduce the community problems or to create something new for the community benefit
or response to the need of community.

3. Participation in planning of policies, works or projects to solve and reduce
the community problems.

4. Participation in utilizing the limited resources for the community benefit

5. Arranging and effectively improving the administrative development.

6. Arranging funds in the community projects in accordance to own ability.

7. Performing work according to the policies, work plan, structure and
activities to reach the goal.

8. Controlling, assessing and maintaining the project and the existing

activities.
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Panthip Ramasoota (1996:42-43) gave the participating research method in
details:

1. The community should be ready for equally participated in the research by
preparing each step before starting the projects, such as, building the community,
promoting the decision-making process of community in arranging problems
according to priority or selecting the representative and the project joint venture.

2. Local researchers must be trained to give knowledge regarding the local
situation, the roles of the local researcher, the community management, pattern of
leader, support and public relations.

3. The local researcher set up the design, such as, split the selected problems to
be solved by each section. Next, designing the data collection methods, instruments,
data collection procedures, including to estimate the sample size, instruments
formulation, designed questions and asking methods.

4. Trainees were trained how to collect data.

5. The team of local researchers together compiled results, analyzed data and
gave the conclusion. They had given their observation and comment towards the
findings and analyzed the reason for such data to be concluded in general with the
advices.

6. Results discussion with the community aimed at the return of the derived
data to the community for verification and validity. Analyzed and summarized the
issue or advice the research team in the form of roles play including group meeting or
other methods, such as, exhibition of pictures or graphic varieties in the public or the

community to arouse the opinion and feeling of the locals.

PAR is a popular method used in teaching adult learners in low-income

communities, and others how to explore, challenge, and react to their own needs. It is
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gaining popularity among community youth workers, as well as middle and senior
high school teachers as a successful methodology for engaging youth voice in the
classroom. According to Mclintyre, A. (2008), "Youth PAR projects are typically
centered on issues of intimate, structural violence: educational justice, access to
quality healthcare, the criminalization of youth, gang violence, police brutality,
race/gender/sexuality oppression, gentrification and environmental issues."” PAR is
also increasingly used in service learning projects and provides the basis for a variety

of secondary approaches such as Triple Task Method.

Robin McTaggart (1989) presented the 16 tenets of Participatory Action
Research to the Third World Encounter on Participatory Research on September 3 - 9,
1989 in Managua, Nicaragua. He indicated the significant illustration and screening
of the practice of participatory action research as a part of its key practitioner during

the 1980s. The 16 tenets of Participatory Action Research (PAR) are composed of;

1. PAR is a crucial death to developing social practice by altering it and

actively learning from the consequences of change.

2. PAR is contingent on authentic participation that concerning a continuing
circuit of planning, practicing (implementing plans), observing (systematically),
reflecting and then re-planning and so goes around the circuit again. The procedure

can be induced in different ways:

Collect primary data in the area of general interest (a reconnaissance),
feedback on it, and then making a plan for modified action;
Make an inventory change, gather data on what happens, reflect, and

then build more delicate plans of action.
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3. PAR is alliance: those handle for action are involved in improving it. The
alliance group is covering from those most fully participated to fully participated as

many as possible of those influenced by the practices related.

4. PAR establishes self-critical communities of people participating and
partnership in the research procedures of planning, acting, observing and reflecting. It
has aimed at building communities of people accepted to realizing themselves about
the association between circumstance, action and consequence, and to relaxing
themselves from the institutional and personal constraints that seems to block their

power to live by their intervention, and freely chosen social values.

5. PAR is a systematic learning process in which people perform reasonably
through sustaining disclose to unexpected and responsive to opportunities. It is
considered as a process of using critical intelligence to inform and develop action, so

that social concern becomes significance (critically informed, committed action).

6. PAR involves people in building theory concerning their practices. This
involves them in being curious about and inclining to understand the interrelationship
between circumstances, action and consequences in their own lives. The theories that
participatory action research employed may be expressed primarily in the form of
rationales for practice. These founding rationales are thus subjected to critical

consideration through the participatory action research process.

7. PAR requires that people induced their practices, perspectives and
definitions about institutions to the investigation by gathering compelling evidence for

substantiation.
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8. PAR involves not only keeping records which describe what is happening
as accurately as possible but also collecting and analyzing the groups judgments,

reactions and impressions about what is going on.

9. PAR involves population in objectifying their own experiences. This can
be done by keeping a personal daily note in which population record their progression
and their feedback about two parallel sets of learning: (a) relating to the practices
themselves (how the individual and accumulative practices are developing) and (b)
relating to the process of learning the practices (how the action research project is

carrying out).

10. PAR is a political process because it involves people in initiating and
making changes that will affect others. For this reason it may create resistance to

change, both in the participants themselves and in others.

11. PAR involves making critical consideration of the institutionally
structured situations (projects, programs, systems) in which population work. The
obstacle to change felt by a researcher is relating to conflicts between the proposed
new practices and the accepted practices (e.g. concerning communication, decision-
making and educational work) of the institution. This finest analysis will help the
participatory action researcher to act politically by (a) involving others participatory in
the research process and convincing them to explore their practices, and (b) by
working in the broader institutional context towards more rational understandings,
more just processes of decision-making, and more fulfilling forms of work for all

involved.
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12. PAR starts with a small scale by working on minor changes which
individuals can easily manage and control, and then working towards more expanding
patterns of change. These might include criticizes of vision of institutions which might
lead to ideas for the general reshapes of projects, programs or system-wide policies
and practices. Participants should be able to present evidence-based data on how they
articulated the thematic concern which holds their group together, and on how they

established authentically shared agreements in the group.

13. PAR starts with small cycles of planning, acting, observing and reflecting
which can help to define issues, ideas and assumptions more clearly so that those

involved can define more powerful questions for themselves as their work progresses.

14. PAR starts with small groups of coordinators but broadens the community
of participating action researchers so that it gradually includes more and more of those

involved and affected by the practices in question.

15. PAR allows and acquires participants to initiate records of their
improvements: records of their changing activities and practices, records of the
changes in the language and discourse in which they describe, explain and justify their
practices, records of the change in the social relationships and forms of organization
which characterized and constrain their practice, and records of the development of
their expertise in the conduct of action research. Participants must be able to
demonstrate evidence of a group climate where people expect and give evidence to
support each other’s claims. They must show respect for the value of rigorously
gathered and analyzed evidence — and be able to show and defend evidence to

convince others.
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16. PAR allows and requires participants to give a reasoned explanation of
their social (educational) work to others because they can show how the evidence they
have compiled and the critical reflection they have conducted have supported them to
create a developed, tested and critically examined rationale for what they are doing.
Having developed such a rationale, they may legitimately ask others to justify their
own practices in terms of their own theories and the evidence of their own critical

self-reflection.

To summarize, the Participatory Action Research (PAR) is the process that
some people in the organization or the community participated together with the
researcher through the research from the start to the end of research result discussion
as the beginning of study with problems, searching problems together with the subject
scholar. It was the process of the people in the organization or the community as the

powerful and enthusiastic participants in the research.

Absolutely, the researchers chose PAR methodology in order to (1) create a
strong program combining the knowledge of researchers and the expertise of
community to increase the relevancy of the program to local MSM, (2) increase the
effectiveness of the program by fostering ownership by MSM leader and peer
network, (3) allow participants to serve as experts regarding the culture of their
communities, and (4) promote a more rigorous evaluation of the intervention. The
methodology afforded the opportunity for practitioners to tailor the prevention
message for MSM population, while allowing researchers to ensure that the project

remained theory driven and methodologically sound.
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2.6 Conceptual Framework of the Study

In this research, a Diffusion of Innovation Model or sometimes it is called as
Social Diffusion Theory (SDT) is thoroughly applied for drawing and shaping the
research conceptual framework. This theory seeks to explain how, why, and at what
rate new ideas and technology spread through cultures. Everett Rogers, a professor of
rural sociology, popularized the theory in his 1962 book Diffusion of Innovations. He
said diffusion is the process by which an innovation is communicated through certain
channels over time among the members of a social system. The origins of the

diffusion of innovations theory are varied and span across multiple disciplines.

Its basic epidemiological or internal-influence form was formulated by H. Earl
Pemberton (1936), who provided examples of institutional diffusion such as postage
stamps and compulsory school laws. In 1962, Everett Rogers, a professor of rural
sociology published Diffusion of Innovations. In the book, Rogers synthesized
research from over 508 diffusion studies and produced a theory for the adoption of
innovations among individuals and organizations. The book proposed 4 main elements
that influence the spread of a new idea: the innovation, communication channels, time,
and a social system. That is, diffusion is the process by which an innovation is
communicated through certain channels over time among the members of a social
system. Individuals progress through 5 stages: knowledge, persuasion, decision,
implementation, and confirmation (Rogers Everett M., 1983). If the innovation is
adopted, it spreads via various communication channels. During communication, the
idea is rarely evaluated from a scientific standpoint; rather, subjective perceptions of
the innovation influence diffusion. The process occurs over time. Finally, social
systems determine diffusion, norms on diffusion, roles of opinion leaders and change

agents, types of innovation decisions, and innovation consequences.


http://en.wikipedia.org/wiki/Diffusion_of_Innovations
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The origins of the diffusion of innovations theory are varied and span across
multiple disciplines. Rogers identifies six main traditions that impacted diffusion
research: anthropology, early sociology, rural sociology, education, industrial, and
medical sociology. The diffusion of innovation theory has been largely influenced by
the work of rural sociologists. The key elements in diffusion research are: Innovation
as "an idea, practice, or object that is perceived as new by an individual or other unit
of adoption” (Rogers, 1983: 11), Communication channels which is "the means by
which messages get from one individual to another (Rogers, 1983: 17), Time "The
innovation-decision period is the length of time required to pass through the
innovation-decision process” (Rogers, 1983: 21), Rate of adoption is the relative
speed with which an innovation is adopted by members of a social system (Rogers,
1983: 21-23), and Social system as a set of interrelated units that are engaged in joint

problem solving to accomplish a common goa (Rogers 1983: 24).

The mechanism of Diffusion of an innovation occurs through a five—step
process. This process is a type of decision-making. It occurs through a series of
communication channels over a period of time among the members of a similar social
system. Ryan and Gross first indicated the identification of adoption as a process in
1943 (Rogers, 1962: 79). Rogers categorizes the five stages (steps) as: awareness,
interest, evaluation, trial, and adoption. An individual might reject an innovation at
any time during or after the adoption process. In later editions of the Diffusion of
Innovations Rogers changed the terminology of the five stages to: knowledge,
persuasion, decision, implementation, and confirmation. However the descriptions of

the categories have remained similar throughout the editions.
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Regarding the opinion leaders within a social system, Rogers mentioned that
throughout the diffusion process there is evidence that not all individuals exert an
equal amount of influence over all individuals. In this sense there are Opinion
Leaders, leaders who are influential in spreading either positive or negative
information about an innovation. Rogers relies on the ideas of Katz & Lazarsfeld
(1995) and the two-step flow theory in developing his ideas on the influence of
Opinion Leaders in the diffusion process (Katz Elihu & Lazarsfeld Paul: 1955)
Opinion Leaders have the most influence during the evaluation stage of the
innovation-decision process and late adopters (Rogers, 1962: 219). In addition opinion
leaders have a set of characteristics that set them apart from their followers and other
individuals. Opinion Leaders typically have greater exposure to the mass media, more
cosmopolitan, greater contact with change agents, more social experience and

exposure, higher socioeconomic status, and are more innovative.

This theory used five stages of diffusion progresses: 1) knowledge (awareness
of the existence of the innovation), 2) persuasion (mobilizing positive attitudes toward
the innovation), decision (securing commitment to adopt the innovation),
implementation (operationalization in use), confirmation (positive outcomes reinforce
the process of diffusion) as shown in figure 2.1. The researchers applied this
framework because of its potential relevance and applicability to real-life problems of
MSM community. The framework allows for consistent exploration of integration in a
holistic manner for each critical health system arms through the participatory action
approach. The conceptual framework and the analytical approach presented in this
study are not intended to serve only the research questions as mentioned above, but

resumed at addressing any unanticipated events in varied contexts.
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Figure 2.1: Diffusion of Innovation Model and Conceptual Framework
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Figure 2.2: Research Conceptual Framework
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CHAPTER Il

RESEARCH METHODOLOGY

The research methodology chapter is consisted of 6 parts. The first part is s a
conceptual framework of research design which included population and setting, and
recruitment of target population. Secondly - research instruments consisted of a
survey form on knowledge and perception on HIV/AIDS and Sexuality and self-
report sexual risk behaviors, and a modified POL training package. Thirdly -
contained validity and reliability of the instruments, fourthly - data collection
procedures, the fifth part is data analyses, and the last is the presentation of

considerations.

3.1 Conceptual Framework of Research Design

This study used a Participatory Action Research (PAR) design and was viewed
as the first step and holistic approaches of the project aimed at providing MSM
population with the knowledge and skills they have been requiring for protecting
themselves from HIV infection. This design included 9 essential procedures starting
from 1) to establish partnership with stakeholders, 2) organizing a meeting with
partner organizations, 3) conducted a baseline survey of which its results could reflect
socio-demographic data, HIV/AIDS knowledge and perception, and risk behaviors of
MSM population at various MSM hotspots then was utilized as critical information to
support the decision for selection of the studied MSM hotspots, 4) Selection of MSM

hot spots, 5) Identification of Steer Peer Mobilizer (SPM), 6) Formulation of Learning
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Process in conducting research and training curriculum development 7) Conducting a
training of SPM, 8) Implementation of SPM intervention, and 9) Post Intervention
survey plus in-dept interview with target population. This design exactly permits a
systematic comparison of pre- to post intervention risk behaviors to control for
extraneous factors that might be responsible for changes and to replicate the same
intervention in the targeted communities. Under the umbrella of PAR processes this
study has focused on the design of a single group intervention, which is the Steer Peer
Mobilizer (SPM) intervention group with none of control group. The ultimate goal of
this designed to assess the SPM intervention in reduction of HIV risk behavior of
MSM group as well as to increase knowledge and perception on HIV/AIDS through
the employment of pre-test and at post-test study after the 3 month disseminative SPM

intervention. The total of the SPM intervention time period is 3 months.

Figure 3.1: The Format of Research Design and Methodology
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3.2 Population and Settings
3.2.1 Target Population
The overall target populations were men the group of men who have sex with

men living in Chiang Mai province.

3.2.2 Study Area

This study was conducted in Chiang Mai Muang city, selected because it is a
tourist attraction area with revealed alarmingly high rates of high-risk sexual behavior
as well as high incidence rate of HIV/AIDS infection among MSM groups in
Thailand. Due to the geographical distance from Bangkok and as a center city of
Northern region, there are many different types of MSM hot spots and entertainment
places that tend to attract large, stable crowds of homosexual men and serve as the
primary social setting in each town's MSM community. Consequently, 20 popular
MSM hot spots included both entertainment places and natural social groups which
are considered as stylish places for MSM group such as beer bars, saunas, karaoke
shops, public park, massage houses, beauty salon, bouquet shop, gay bar, and gas
station in Chiang Mai province were purposively selected based on level of popularity
and baseline survey result. Afterwards, theses 20 popular and potential hot spots were
approached by research team for receiving the intervention. And from these 20
locations of MSM hotspots, then 1 well-recognized MSM in each target MSM hotspot

of any ages was recruited to be SPM.

3.2.3 Study Population
The studied population consisted of 2 main groups of MSM;
3.2.3.1 A group of Steer Peer Mobilizers (SPM) who were selected and

identified through the process of snow ball sampling technique. The selection of SPM
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was done after the 20 target hotspots identified. The member of MSM club or gangs,
bar waiters or bartenders, owners of service shops and outreach staff from MPlus
(a local Community-Based Organization (CBO) who familiar with MSM population
were advised by research team to observe social interaction patterns within the
selected MSM hot spots. Then each could make unobtrusive behavioral observations
and discussed with MSM attended each selected hot spot for a few days, recorded first
names and a physical identifier for 1 or 2 persons observed to socialize and be greeted
positively most often by men in the hot spots. The names receiving nomination are
considered key popular people or SPM with the existing total of 20 SPMs. These all
selected SPMs receiving 4 days training and afterwards they practiced at least three
times of conveying of strategies for behavioral change in reduction of risk behavior to
their target peers as well as they contacted to have conversations or group sessions
with peers to review and reinforce these efforts. At the first contacted and the 3
months follow up contacted to each peer in June until September 2011, each SPM
collected a pre-intervention test and post-intervention test respectively by using a self-
report risk behavior survey form and HIV/AIDS knowledge and perception

questionnaire.

3.2.3.2 A group of MSM peers who were identified by each SPM after the
training completed totally 60 target peers. They had been receiving disseminative
SPM intervention between June to September 2011.

The MSM population who were eligible for participation in this research were
selected according to the following criteria:

- Thai males who come to MSM hotspots located in Chiang Mai Muang

district at the period of research.
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- Having a residence/ residing in Chiang Mai more than 3 months

- Aged 18 years or older

- All occupations

- Beable to read and write

- Beafrequent visited to the targeted MSM hotspots

- Be sacrifice own time for the benefit of the public with the courage to

express own opinion.

3.3 Research Instruments

This research has employed several kinds of research tools as follows;

3.3.1 A survey form of knowledge and perception on HIV/AIDS used to
collect preliminary data on HIV/AIDS knowledge and perception and population
AIDS risk characteristics of SPM and their peers in the studied areas which were
administered at baseline, pre-intervention test and post-test. The entire instrument had
been developed by the researcher. It was prepared by compiling the related literature
and reviewing pertinent with the subject and existing researches which covered the
contents and the objectives of the present research. It was divided into three parts

(used 30-45 min/questionnaire) as follows:

3.3.2 A Self-report sexual risk behaviors as a tool to assess socio-
demographic data, the level of risk via frequency of engagement in risk behaviors, and
detailed event-level data related to the co-occurrence of other factors (e.g., alcohol use
or primary vs. secondary partners) that could facilitate engaging in risk behaviors,
including lifetime and recent partners; vaginal, anal, and oral intercourse within the

past three months; frequency of condom use, and frequency of having sex with
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temporary partners. There are also open-ended questions on condom use obstacles and
voluntary counseling and testing (VCT) services they received. This form was
administered to collect the data at baseline survey and at pre-intervention test and
post-test. Supplementary, a self-report sexual risk behavior is a foundation of sexual
health-related research, particularly when related to assessing risk-related outcomes
such as HIV. Despite their frequency of use, the capacity of self-report measures to
provide an accurate account of actual behavior are questioned (Brody and S., 1995)
and ways to enhance their accuracy should be a critical focus when administering such
measures (L. S. Weinhard et al., 1998). Self-reported assessments of sexual behavior
is inclined to a number of measurement concerns that could affect the reliability and
validity of a measure ranging from participants literacy level and understanding of
behavioral terminology to recall biases and self-presentation or confidentiality
concerns resulting form stigmatization of the behavior in question (L. S. Weinhard et
al., 1998). Hence, the decision to incorporate a self-report measure of sexual risk
behaviors is often one of practicality. Self-report measures are both inexpensive and
more feasible than behavioral observation given the private nature of most sexual risk
behaviors. It is important to consider the way in which measures of self-reported
sexual risk behaviors was collected during the research development phase.
Frequently self-report measures are self administered, but can also be explored from
an interviewer either face-to-face or over the phone; such approaches help to address
literacy and comprehension puzzles but may increase potential for self-presentation
bias. The delivery of risk behavior assessments via the internet or computer can
increase a sense of privacy and may reduce self-presentation biases (D. Morrison-
Breedly, M. P. Carey, and X. Tu: 2006). Similarly, it is important to select a self-

report sexual risk measure that meets the studies assessment needs. Dichotomous
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(yes/no) evaluation of engagement in risk behaviors (Risk Screening), assessing the
level of risk via frequency of engagement in risk behaviors (Risk Assessments), and
detailed event-level data related to the co-occurrence of other factors (e.g., alcohol use
or primary vs. secondary partners) that may facilitate engaging in risk behaviors
(Risk-event Data) are non-equivocal serving very distinct functions in evaluating self-
reported risk behavior (L. S. Weinhard et al., 1998). Attention should also be paid to
the period of time in which self-reported risk measures ask individuals to recall the
occurrence/frequency of engaging in risk behavior, generally recalling frequency of
risk behaviors over a period of approximately 3 months supports recall accuracy (K.

E. E. Schroder et al., 2003).

3.3.3 The training curriculum and program for SPM which was outlined
and designed by SPM themselves together with the research team through the
brainstorming discussion process. The standard POL training package originally
developed by Kelly JA et. al and often used in much similar research was also brought
in use as reference and guidance to shape up the scope of training curriculum. The

training curriculum comprised 4 major sessions as following details;

Session 1: 5 steps to build SPM recognizing in the significance of HIV / AIDS
and reducing risky behavior
Step 1 : Introduction of the Popular Opinion Leader-POL concept
Step2: Description of basic knowledge about HIV / AIDS: the virus and the
immune system.

Step 3: Identifying the risks of HIV infection at various levels.
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Step 4: Identifying strategies to create change for the reduction in risk
behavior such as;

- There is no anal sex, if will, need to use condoms.

- Do not allow for exchanging fluids.

- Just touch the outside.

- how to tell and protect your partners on safe sex
Step 5: Summary of lesson learns and answer questions, and then introduce
the scope of the next session. As it is the subject concerning to beliefs and
misconceptions, how can the social standard and values affecting to behavior
change, and strategies that will make talking about HIV / AIDS is possible
and practical. (Social skills they needed to serve as risk reduction endorsers
to their peers).

Session 2: 5 processes of social change through effective communication.

2.1 Review of the Session 1.
2.2 Explanation on various fault beliefs and misconceptions i.e.

Misconception: | should have unsafe sex in order to show that | care

and believe in my partner.
Fact: You both have been having sex with other men.

Misconception: I'm safe if | wash my anal after had sex without

condom.
Fact: Washing anal after sex may increase more risk.
Misconception: safe sex is not fun.
Fact: You can make sex as safe as a fun activity.

2.3 Explain the use of standard social behavior for behavioral change.
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The idea came from the research finding that Social Standards plays a key
role in enabling people with or without risk, so SPM is required,;

1. Reinforces the benefits of having safe sex to their partners.

2. Talk about his own benefits received from having safe sex. This method is
not only to send a message to anyone but also help to push ourselves to continue
with safe sex behavior, thus SPM will be a good example to others in the network.

2.4 The 6 elements of effective communication to reduce risky behavior.

2.4.1 Stressing as AIDS is a serious problem, but we can stop it.

2.4.2 Using creative thinking method for explanation any issues.

2.4.3 Using the straightforward /clear conversation to explain what is
the meaning of safety.

2.4.4 Provide advice on safe sex behavior.

2.4.5 Not use instruction or lecture approach

2.4.6 Discuss in a safe and comfortable area.
2.5 Summary of the Session 3.

This section covers three main iSsues.

1. People have different beliefs and misconceptions, but SPM can help
to shape up ideas and then tell others.

2. Many people are vulnerable because of the social standards in their
own community could not support those people to have safe sex.

3. SPM can change the social standard by using a dialogue on d
reduce risks with other people.

Session 3: A conversation on how to talk about risk reduction.

3.1 Introduction.

- Explain why many people do not communicate about risk reduction, such as
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not sure where and when to start and not sure if people have safer sex or not.

- Describe the function of opinion leader or SPM as to establish networking,
promote the belief that safe sex is the right thing need to do, capable to do,
and engage to social acceptability.

3.2 Review the contents of messages on effective communication for risk
reduction before delivery to the target MSM.

3.3 Explain how to distribute BCC material or information about AIDS
prevention to their communities.

3.4 The practical session: All trainees started practicing the delivery of
messages and communication with their peers or target MSM in their own
community regarding HIVV/AIDS prevention and risk reduction.

3.5 Summarizing all lesson learns from Session 3. This section covers two

main matters;

1) Practicing of the 6 elements of effective communication to reduce risky

behavior.

2) ldentified 3 names of peers and fill up the monitoring form and submit.

Session 4: 5 Steps to conduct a dialogue about reducing risk and inspire
the group.
4.1 Review of conversations about risk reduction.
4.2 Review of information that can be inserted in such conversations.
- AIDS is worrisome in the MSM community.
- Changes in behavior can reduce or eliminate the risk.
- Behavioral changes to reduce or eliminate the risk that to benefit
themselves and their partners.

- Safe sex is something new.
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- Safe sex is easy, just decide in advance what to do or not do any
- Talk about safe sex with partners in advance.
- Prepare to get condoms and to have close at hand.
- Avoid drugs or alcohol when having sex.
- Using himself as a good example.
4.3 Present the information and start a conversation about HIV/AIDS
situation and the spread of HIV infection among men who have sex with men.
4.4 Present the information and start a conversation about the factors
That affect risk behaviors for HIV infection.
4.5 Principles of inspiration with the target group.
- To indicate the great benefit received from having conversations with
their friends.
- Reinforcing the participants through their cooperation of having
Conversations with their friends more frequency as at least 4 times each.
- Asking for cooperation and commitment from all trainees based on the
foundation of trust and faith with each other.
- Asking participants for showing up hands or giving signature in order to
confirm that they will have conversations with their friends in front of

eVvery ones.

their

3.3.4 Video recorder used to tape the role play and demonstration of peer

education practice performed by SPM during the training sessions.

3.3.5 Action plan and monitoring form for SPMs recording descriptions of

conversations related to message for reduction of risk behavior and other
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significant recommendation, telephone number or contact address of their MSM peers

who were approached.

3.3.6 Group discussion guideline has been used with selected SPMs aimed
at the brainstorm activities that widely open for the SPMs group to express vision and
opinion towards the HIV risk reduction strategies and approaches that might be
effectively and proactively implemented in MSM community. There were highlighted
issues existed in the guideline such as “Do you think we as SPMs will help other guy
people to reduce the risk of HIV infection or not, and how ?”’, and “Due to we often
meeting together with lots of friends at our various MSM hotspots such as parks,
sports fields, beauty salon shop, gas stations, coffee house, Karaoke and so on and
how do you think if we are helping to spread knowledge about HIV infection and
talking to them about reducing the risk of infection, is it feasible or not and in which
approach ?, these issues were arranging the MSM opinion’ dependency on the risk
reduction approach should be applicable to serve their social network. Besides, this
group process could help widely encouraging the SPM recognized their social
responsibility in helping other risk people safer from HIV infection as well. Some
other example of questions existed in the guideline included such as;

- Do you think that any of your MSM friends know about HV infection rate
as of 1 in 4 of the total MSM in Chiang Mai are infected with HIV, then? If
they know, where or who they heard from.

- What dimensions or aspects that MSM tend to talk or ask about HIV
infection?

- Do you think to help your MSM friends to reduce their risk of HIV

infection? If yes, what kind of help do you want to offer to them?
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- As you know well that our research team invites all interested MSM like
you to participating in the training of opinion leaders in order to help
other MSM friends reducing the risk of HIV infection among MSM people
in Chiang Mai. We as the research team are confident that everyone will
be able to help your friends become aware of the risk of HIV infection
more and more. Also you all can lead them to the point of having a chance
to talk sexual behavior openly and exchange ideas with everyone. What do

you think you can help your friends or not? And how do we help them?

3.3.7 Telephone in-depth interview guideline has been used with
purposively selected peers of SPMs, 10 among 60 peers were picked up the names
and received interviewed. The outline contents comprised 5 major topics with 30 sub-
questions such as socio-demographic data of the peers, the location where the peers
meet their MSM friends, communication among MSM to reduce the risk of HIV
infection, types of risk of HIV infection for MSM, the use of condom, and opinion
about SPM approach. The examples of interview topics are as follows:

- How old are you?

- Are you Chiang Mai native? Where are you from ?

- How long have you been in Chiang Mai ?

- Now you are working as ....?

- You highest education is ....?

- How do you meet or gather with your MSM friends, at where, and how often ?
- What the numbers of MSM friends you regularly meet with?

- What the purposes to meet with your MSM group of friends?

- You get information about AIDS and sexually transmitted diseases from where?
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- Do you ever talk about HIV/AIDS and sexually transmitted diseases? with

whom, at what time, and where?

- What are causes that you want to talk about HIVV/AIDS and sexually transmitted

diseases?

- You talk about HIV/AIDS and sexually transmitted diseases in what way,

please give examples of your talks?

- You talk about AIDS and sexually transmitted diseases, in particular issues?

- When you talk about HIVV/AIDS and sexually transmitted diseases with your

friends, how they feel or response ?

- Do you think MSM are at risk of HIV infection or not?. Why?

- Do you think that you are risky getting infected with HIVV? Why?

- Do you worry that you are infected with HIV ? Why?

- Do you think your MSM friends are at risk of HIV infection ? Why?

- Do you suspect that some of your friends infected with HIV ? Why?

- Do you use condoms, Why?

- Do you use condoms with whom? Why?

- You do not use condoms with whom? Why?

- How do you feel about using condoms?

- What do you think that's why some people do not use condoms?

- What decision making criteria do you use for choosing and buying condom
(brand, size, color, taste, smell, price, etc.)?

- Do you use lubricants? What kinds you used?

- How do you feel and perceive when you talk with your friend who is SPM ?
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3.4 Data Collection and Procedures
There are 13 steps of research procedures launched in this research as follows;
3.4.1 Established a partnership between the researcher and community-
based organizations working on MSM programs that have a strong commitment to the

implementation of the project.

3.4.2 Organize a meeting with partner organizations to clarify and create
understanding about the process of participatory research, problematic situations,
development of implementation plans and approaches, and development of curriculum

and tools for evaluating outcomes of the project.

3.4.3 Baseline survey to establish risk behavior levels among gay men,
anonymous interview of baseline data on population AIDS risk characteristics was
conducted at all MSM hot spots. Several men entering the target places may be
approached at the door, before drinking, and at individual tables to voluntarily giving
interview that elicits socio-demographic information, sexual risk behavior and
practices (including the number of sexual partners, occurrences of unprotected anal
intercourse, and condom use during sex) over the past 3 months. Respondent
perception of peer norms concerning the acceptability of safer sex practices was
assessed using true-fault rating scale. Items assessing risk behavior knowledge were
included in initial surveys. A check was conducted after several baseline surveys to
reveal such overlapping cross sections of visits to each hot spots among the gay male

population.
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3.4.4 Selection of MSM hot spots: Following the baseline population
assessments in all MSM hot spots existing in Chiang Mai (beer bars, saunas, karaoke
shops, public park, massage houses, beauty salon, bouquet shop, gay club), 20
popular and potential hot spots were selected to receive the intervention while
AIDS prevention posters and brochures are generally available everywhere in
entertainment-based places of Chiang Mai. The desk review and discussion was
employed with inclusively participation of 3 CBO staff, 1 community health expert
from Chiang Mai provincial health office, one public health expert from Ministry of
Public Health, and researcher to assess the potential hotspots with respect to the
different criteria on both qualitative response from CBO experience working with
various MSM hotspots for many years, environmental factor affecting to possible
cooperation we require from each hotspots such as to practice as a researcher and
receive training, number of existing peer network at each hotspot, and especially life
style of the members of that hotspot. Furthermore the research team were asked to
give weights to the respective sub criteria, and then a multi-criteria analysis was done
with the combination of individual expert rankings and weightings resulted in overall
group consensus rankings regarding the priority of hotspot. The overview of
consensus rankings presented a rather mixed opinion as well as no hotspot case clearly
scored high on all criteria, however finally CBO’s perspective and opinion were

considered as priority for making decision.

3.4.5 Identification of Steer Peer Mobilizer (SPM): To identify key popular
MSM, peers, bar waiters or bartenders and outreach staff from MPlus, a local
Community-Based Organization (CBO) who familiar with population members were

advised to observe social interaction patterns within the selected MSM hot spots. Each
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made unobtrusive behavioral observations at the selected hot spots for a few days,
recording first names and a physical identifier for 1-2 persons observed to socialize
and be greeted positively most often by men in the hot spots. The names receiving

nomination were considered key popular people or SPM.

3.4.6 Formulation of Learning Process: The learning process of SPM is
essential to be established through the self-act process of the SPM and research team.
This is to encourage the participants understanding the significance of their
participation in solving their own and their community’s problems by conducting the
research and self-development, strategic planning, self-planning of work, project and
other activities. They might need the initial support, such as, adapting the conceptual
trend and learning, research techniques, data collection and cooperation in analyzing
derived data in order to create their learning for their own benefit till for their healthy
MSM community. Research team explained how to conduct the activity as well as to
facilitate and encourage each SPM help each other to analyze and write the significant

of daily contact to their peers.

3.4.7 Develop capacity-building curriculum for SPM and develop methods
for evaluation. Curriculum for training of SPM was developed through involvement
of community-based organizations working on MSM intervention programs and SPM
themselves. Through needs assessment and reflection sessions, the core content was
designed by using the standard POL training package originally developed by Kelly
JA et. as a guideline. All SPMs brainstormed and worked together to initiate and make
plans of activities for providing knowledge to their peers in hot spots, and to make

plans for implementing and evaluating such activities. Researcher and MSM
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community-based organizations team serving as support providers and assistance in
terms of knowledge, techniques, methods and other enabling factors required for

conducting and summarizing peer-led activities.

3.4.8 Conducting a training of SPM and pre-test of SPM: The training
consisted of four days learning and practicing, presentation, discussion and group
sessions led by CBO outreach staff. In the session one, the SPMs were updated and
reviewed basic epidemiology of HIV infection, high-risk behavior, and precautionary
changes needed to reduce risk and misconceptions concerning risk. They discussed the
steps that can be used to successfully implement risk reduction, including: keeping
condoms readily available if sexually active; avoiding drug or alcohol used before sex;
discussing precautions in advance with sexual partners; resisting coercions to engage
in high-risk practices; and self-reinforcing for behavior change efforts. Session two,
the facilitator described and discussed on characteristics of effective health promotion
messages: sensitizing others to the potential threat of AIDS; stressing that HIV
infection can be prevented by behavior change; identifying specific behavior changes
needed to reduce risk; suggesting strategies for implementing these changes; using his
self as an example in order to avoid a "preachy" tone (i.e. beginning statements with "l
am learning to." rather than "You should"); and gradually introducing the positive
value and desirable benefits of behavior change. In the third session, SPM
demonstrated conversational examples which incorporated the characteristics
discussed in session two. Following the discussion of the agreement, participants
role-played how they would initiate conversations, incorporating these message
characteristics. Researcher and one Mplus CBO member observed this social skill

rehearsal, provided feedback and suggestions. After becoming proficient in the role-
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plays, each participant identified three MSM peers with whom he could initiate
conversation in the next week. Action plan and monitoring forms are then discussed
and drafted among SPMs with supportive comment provided by the facilitator, then
this form would be used for recording the descriptions of conversations with their
identified peer. Session four reviews outcomes of the real-life conversations. The
researcher, Mplus CBO staff and SPMs then settings strategies, and times which
would afford opportunities to initiate additional conversational contacts with other
peers. The session was concluded with discussion emphasizing the participants'
important role in stressing the benefits of behavior changes to prevent HIV infection
among MSM group in their own hotspot. In addition, before and after the training
program, each SPM was asked to role-play standard, simulated peer educational
conversations. At the end of training, researcher, facilitator, and other Mplus CBO
members had dialogue and round table discussion with all SPMs. It was the afternoon
activity to exchange visions and express opinion in different issues especially hearing

the feedback from SPMs.

3.4.9 Pre-implementation survey: Each SPM at the first contact with each his

identified peer, he collected data by using the 2 set of questionnaires at anywhere.

3.4.10 Implementation of intervention: The objective of the intervention is
to establish a highly motivated of already known, trusted, and well-liked persons who
were trained to enroll actively and visibly the importance and acceptability of
behavioral change, as well as to convey strategies for change implementation. Each
SPM contracted to have conversations with peers as well as group sessions to review

and reinforce these efforts. To stimulate conversational opportunities further, each
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SPM agree to place a designed T- shirt with similar logo of special posters throughout
the MSM hotspots. This ambiguous logo is intended to elicit numerous questions by
others and allow participants to explain and to deliver additional endorsement
messages taught in the sessions. At the same time, each SPM collected observe and
use a monitoring form to record descriptions of their conversations related to message
for reduction of risk behavior and other significant recommendation, telephone

number or contact address of MSM who are approached.

3.4.11 Post Intervention survey: Three months following completion of the
intervention in all targeted MSM hot spots, post-test survey then applied with all
target SPMs/ peers in order to indicate the change in population’s sexual risk behavior
and HIV/AIDS knowledge and perception between pre intervention survey and its

post intervention surveys both from SPMs and their peers reflection.

3.4.12 In-depth Interview by telephone: The researcher gathered data from
10 purposive selected SPM’s peers with different status. In-depth interview by
telephone was carefully conducted in order to receive the most accurate data from the
interviewees. The interviewer used an in-dept interview guideline via a constructive
relationship to have conversation with interviewees, in such a way the interviewees
felt easy, comfortable, and having confidence to share their opinion and reflection as
much as possible. The in-depth interview by telephone went smoothly as the
interviewee felt familiar with the researcher when talking about their opinion leaders
or SPM they liked and also with the interviewee’s kind cooperation, the data was

naturally provided.
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3.4.13 Evaluation of Learning Process and Outcome of Capacity
Development: In the final step, reflection sessions and sharing experiences covering
both process and outcomes were conducted as a part of evaluation of the project
implementation through SPM and MSM community-based organizations fully
involvement. Process evaluation was conducted by participatory observation of
participants during project implementation and self reflection of what they learned of

the project and their personal development and learning.

3.5 Outcome Measurement

There were 2 sets of outcomes from this research are measured;

3.5.1 Before and after the training program, each SPM were asked to complete
the pre and post tests on HIVV/AIDS knowledge and perception including to role-play
standard, simulated peer educational conversations. A rating of the tape recorded role-
plays was given by trainers for pre and post practice conversations. These rates will
reveal that, after training, the SPM become more frequently exhibited skills taught in
the program or not. These checks were able to confirm social skill acquisition and
conversational assignment compliance by the SPM.

3.5.2 At the first contact with each peer and 3 months after the intervention,
SPM accompanied by one Mplus staff used a questionnaire; measuring knowledge
and perception on HIV/AIDS prevention as well as information, motivation,
behavioral skills, sexual behavior, and self-reports of actual risk and preventive
behaviors, with all identified MSM peers or of a total 60 people. Furthermore, among
these 60 SPM’ peers, 10 have received telephone in-depth interviewed in order to
confirm what their actual sexual behavior that can be used to support the validity of

information gained from the questionnaire.
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3.6 The Intervention

The SPM intervention package is the product of extensive collaboration
between researcher who modified and developed the intervention and Mplus
Foundation as MSM Community-based organizations who is mainly responsible for

implementing the intervention. There are three-stage process is used:

3.6.1 Identifying and encouraging the compliance of popular and well-liked

opinion leaders or SPM to take on risk-reduction supportive roles.

3.6.2 Training of SPM to effectively disseminate risk-reduction endorsement

messages within their own social networks.

3.6.3 Supporting and empowering successive waves of SPM to help reshape

social norms to encourage safer sex among MSM peers

3.7 Content Validity and Reliability of the Instruments
Data Validity and Reliability for Quantitative data were as follows:
3.7.1. Content validity was conducted by asking the following four experts to
validate the breastfeeding questionnaire:
- A public health academician
- A peer education specialist
- A MSM technical advisor from local MSM NGO
- A qualitative research specialist
The experts reviewed the content validity of the questionnaire and self-
reported risk behavior form as well as language appropriateness that related with the

objective and gave comments and recommendation for revision of the instrument.
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3.7.2. Reliability of the HIV/AIDS knowledge and perception and sexuality
questionnaire which had been revised to ensure content validity was tested with 30
subjects who had characteristics similar to those of the study population. The
Cronbach’s alpha coefficient was used to determine the reliability of the

questionnaire.

3.8 Data Analyses
Data analysis consisted of quantitative and qualitative data analysis which
could be detailed as follows:
3.8.1 Quantitative Data Analysis
For quantitative data, the researcher used SPSS version 12 for statistical
analysis (SPSS Inc, Chicago, IL, USA). Results were presented as adjusted odds ratio
(OR) with 95% confidence interval (Cl). P-value< 0.05 was considered to be
statistically significant.
3.8.1.1 Conducting data coding and data entry
3.8.1.2 Checking and cleaning data
3.8.1.3 Analysis of data using descriptive and inferential statistics
3.8.1.3.1 Categorical data was expressed by percentage and
comparison was made by the T-test
3.8.1.3.2 Descriptive statistics were derived for the percentage;
means and standard deviation of the perceived knowledge, perception, and sexuality
towards HIV/AIDS of the population at the baseline survey.
3.8.1.3.3 Test of difference between mean scores of the

perceived knowledge, perception and sexuality toward HIVV/AIDS before and after the
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intervention in the population group was carried out by using paired t-test with
statistically significant at 0.05.

3.8.1.3.4 The relationship between factors that were associated
with HIV risk behavior reduction was determined by using the multivariate logistic
regression analysis. Results were presented as relative risk with 95% confidence

interval (CI). A P-value < 0.05 was considered statistically significant.

3.8.2 Qualitative Data Analysis

The qualitative study began with recording all summary points that obtained
from group discussion and in-depth telephone interview in order to create an overview
situation from small details which determined as an inductive approach. This was
followed by writing a descriptive report in analytical description style. The researcher
analyzed the aligning purpose and supportive factor for promotion of risk reduction

behavior as well as to indicate the supportive factors for both enabling and obstacles.

3.9 Ethical Considerations

The Ethics Review Committee for Research Involving Human Research
Subjects, Health Science Group, Chulalongkorn University, Thailand approved the
research protocol. All participants were given adequate information, and consent was
obtained from each participant that they could withdraw from the study at any time

with no effects. The confidentiality of the participants was respected.



CHAPTER IV

RESULTS

The findings of this study are presented in both descriptive and analytical
findings. Descriptive findings illustrated the results from each study phase which
covered the acceptance and effectiveness of Steer Peer Mobilizer (SPM) model
launched in men who have sex with men (MSM) to reduce HIV risk behavior after
the four months intervention completed in which included the results from group
discussion of SPMs, the SPMs training evaluation, and in-depth telephone
interviews of SPM peer group. The analytical findings could explore the level of
HIV/AIDS knowledge and perception and sexuality of the MSM studied group that
derived from the “Survey Form on HIV/AIDS Knowledge and Perception and
Sexuality”. The set of questions in this questionnaire composed of 3 parts for pretest
and posttest of the study group; Part 1: The demographic data of the population;
Part 2: Knowledge and Perception of HIV/ AIDS; and Part 3: MSM and Sexuality
of which used for pretest and posttest. Besides, such a declining in HIV risk
behavior could be empirically exhibited in this chapter as it was elicited from “Self-
reported survey form on HIV/AIDS Risk Assessment that included both ended and
open-ended questions. The quantitative and qualitative results were supportive
mutually shown in both tables and description. The additional discovery points
were retrieved as qualitative feedback from 2 parts; in-dept group discussion of

SPMs and individual telephoned in-dept interview of SPMS’ peer group.
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4.1 A preliminary review of baseline survey

Before the baseline survey taken, the purposive selection of target hotspots
for engaging in the baseline survey was initially done. The criteria for choosing the
MSM hotspots for baseline data collection included such as the hotspots where
composed of regular daily member or clients at least 15 persons, located in Muang
Chiang Mai, easy to approach, differences in venue types, and be advised by Mplus
CBO who best known about the background information of all existing MSM
hotspot in Chiang Mai, The list of approached MSM hotspots are shown in the

below Table 4.1.

Table 4.1: Number of MSM hotspots where baseline survey conducted.

Types of hotspots Number

Beer bar

Cabaret show house

Sauna

Beauty salon shop

Guy Massage/ Spa house

Guy bar

Karaoke shop

Internet/ game cafe

Group in public park

Group in educational institution
Group at volley ball sport field
Group at gas station

Bouquet shop

Natural social group

P W N PP, WO NN DD PR EDNDN D>

Modeling group

Total

N
w
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In the baseline survey, the target MSM hotspots where popular among MSM
included bar beer, sauna, karaoke shops, internet café, bouquet shop, beauty salon,
community sport fields, public park, coffee shop, guy pub, cabaret show, massage
and spa shop, natural MSM gang, and MSM group in educational institutions were
approached and data were collected by Mplus CBO staff and accompanied by the
researcher. We used many kind of approaches to pick up MSM for answering the
questionnaires for instances counting of the numbers of men who entered to each
hotspots in order to make sure that the number of member at each hotspot are big
enough for choosing, because we considered that a too small group might not have
any opinion leader there. Absolutely, a total of 43 MSM hotspots were approached,
and then two MSM from each of the 43 totally 86 respondents who shown their
willingness and generous in answering the questionnaire were interviewed.
Although AIDS prevention posters and brochures were generally available in
entertainment-based venues throughout Chiang Mai city, no significant differences
in population risk behavior were found among different attributions of hotspots.
HIV/AIDS knowledge and perception and sexuality of MSM group at baseline
survey are varied in all 3 parts of the questionnaires. The mean scores of knowledge
and perception on HIV/AIDS and sexuality was quite low among all at those
various hotspots of Chiang Mai city (M = 86) on knowledge, perception, and

sexuality about HIV/AIDS as shown in the Table 4.2.

The socio-demographic characteristics of the respondents by baseline survey
have shown in the following table 4.2. It was evenly distributed between the youth
i.e. those less than 20 years and older men, with the oldest being 40 years. Nearly

50 percents had a secondary education, which is higher than in the general
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population, particularly among men. So either MSM tend to be better educated or,
and this is more plausible, MSM of lower educational levels are less likely to reveal
their sexuality and therefore are not known/not available for interviews. Although
the distribution by area of residence does not reflect the national picture, it should
be noted that MSM tend to move away from rural areas into larger towns and cities
where they can live their sexual orientations outwardly and with more freedom of

expression.

Table 4.2: Number and percentage of respondents at baseline survey classified

by demographic characteristics.

Demographic Characteristics Number Percentage
Age
Less than 20 years 4 34.9
20-30 years 54 62.8
31-40 years 28 2.3
Total 86 100.0

X=22.86 SD=.42

max= 40 min=18

Education Attainment

Primary Education 10 11.6
Secondary /Vocational Education 40 46.5
Bachelor Degree 24 27.9
Master Degree 2 2.3
Others: Diploma 10 11.6
Total 86 100.0

Marital Status
Single 78 90.7
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Married
Total

8
86

9.3
100.0

Table 4.2: Number and percentage of respondents at baseline survey

classified by demographic characteristics (Cont.)

Demographic Characteristics Number Percentage
Occupation
College/ university students 17 19.8
Government officials 6 6.9
State enterprise officials 8 9.3
Private company employee 10 11.6
Merchandiser/ Trade worker 4 4.6
Agriculturist 12 13.9
Own business 9 10.5
General employee/ worker 12 13.9
Others 8 9.3
Total 86 100.0
Place of Birth
Chiang Mai 55 63.9
Chiangrai 11 12.8
Khon Kaen 2 2.3
Lumpoon 6 7.0
Mae Hongsorn 2 2.3
Payao 5 5.8
Pitsanuloke 1 2.3
Rayong 2 2.3
Sukhothai 1 1.2
Suphanburi 1 1.2
Total 86 100.0
Duration of times living in Chiang Mai
Less than 1 months 18 20.9
2 months — 11 months 2 2.3
1-5years 6 7.0
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6 - 10 years

5.8

Table 4.2: Number and percentage of respondents at baseline survey

classified by demographic characteristics. (Cont.)

Demographic Characteristics Number Percentage
11 years and over 55 63.9
Total 86 100.0

X=14.56 SD=10.1 max=40 min=0.3

In this study, the data related to the report of HIV infection risk behavior of

MSM at baseline survey was explored in addition to the survey of HIV/AIDS

knowledge and perception and sexuality. MSM at 43 hotspots were asked about

their sexual behavior specifically in the past three months see details in the below

Table 4.3.

Table 4.3: Previous sex practices of the MSM population at baseline survey

classified in numbers and percentages.

Items of Questions Number Percentage
Last time had sex with
Man 72 83.7
Both man and women 4 12.8
Never had sex 3 35
Total 86 100.0
Last time had sex with man both insertive and
receptive anal sex
Never had sex 3 35
Within one week ago 32 37.2
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Table 4.3: Previous sex practices of the study group at baseline survey

classified in number and percentages (Cont.)

Items of Questions Number | Percentage
Over one week but not later than one month 34 39.5
Over one month but not later than three months 6 7.0
Over three months 11 12.8
Total 86 100.0
Addictive substance used during last week
Never 33 38.4
Alcohol/ beer 48 55.8
Hashish 1 2.3
Amphetamine 3 3.5
Alcohol & Hashish 1 2.3
Total 86 100.0
Drug used before had sex last week
Used 20 23.3
Not used 66 76.7
Total 86 100.0
Condom used with regular partner within last week
Used 33 38.4
Not used 32 37.2
No regular partner 21 24.4
Total 86 100.0
Condom used with temporary partner within last
week
Used 48 55.8
Not used 21 24.4
No temporary sex partner 17 19.8
Total 86 100.0
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Now, you have condom with you
Yes 50 58.1
No 36 41.9
Total 86 100.0

Table 4.3: Previous sex practices of the study group at baseline survey
classified in number and percentages (Cont.)

Kinds of lubricant used when having anal sex

Saliva 4 4.6

Saliva with cream-based lotion or oil lotion 1 2.3

Saliva with water-based lubricant 9 10.5

Cream lotion or Oil lotion or Water-based 1 2.3
lubricant

Cream lotion or Oil lotion or Water-based 1 2.3
lubricant or Saliva

Water-based lubricant 60 70.9

Never had anal sex 9 10.5

Total 86 100.0

4.2 Demographic Data of the Studied Groups

The main findings of the survey are presented in this section with the
frequencies of all the questions being included. The results confirm some of the
findings derived from the group discussion among SPM members that to be

presented in the following part.

To understand the location and characteristics of MSM hotspots where were
selected for receiving the intervention see the figures in below Table 4.4. It
illustrated that the most of SPMs are from existing MSM groups of one university,
2 vocational schools, and 1 technical college. Secondly, 3 SPMs were from guy bar/

karaoke, and another 3 from natural social groups or we called MSM gang who like
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to join and meet each other almost everyday at a specific meeting point such as in

front of cinemas, department stores, evening markets etc. or in anywhere they like.

Table 4.4: Number and types of MSM hotspots where the study group of SPM
affiliated to.

Types of hotspots Number
Guy bar/ Karaoke 3
Sauna 1
Beauty salon shop 2
Guy Massage/ Spa house 1
Internet/ game cafe 1
Group in public park 2
Group at educational institution 4
Group at volley ball sport field 1

Total 20

4.2.1 Demographic data of SPM group (Table 4.5)

Age: Most of the MSM who were trained to become the SPM group were
between 31-40 years of age (62.8 percents), followed by the younger age group of
target MSM between 21-30 years (34.9 percents). The average age of target SPM
was 25.1 years old. The youngest was 20 years old, and the oldest was 42 years old.

Education attainment: Nearly half of the study group was from Secondary
school level and the remaining half from Bachelor or higher level (40 percents

each) followed by those completed primary school level at 20 percents.



Occupation: The distribution of occupations among SPM group is
eventually among whom are on education, working in private company; do own

business, and working as general employee or workers. Only 1 SPM is a

merchandiser or trade worker.

Place of Birth: Majority of SPMs was Chiang Mai natives, there are

only 2 from 2 neighboring provinces of Chiang Mai; Chiangrai and Phrae.
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Duration of times living in Chiang Mai : Most of SPMs have been living in

Chiang Mai more than 31 years or 70 percent among all. This data could support the

figures related the place of birth above that majority of SPMs are Chiang Mai

natives.

Table 4.5: Number and percentage of the study group of SPM classified by

demographic characteristics

Demographic Characteristics Number Percentage
Age
21-30 years
3 34.9
31-40 years
15 62.8
41 years and over
2 2.3
Total
. 20 100.0
X=25.1 SD=.60 max=42 min=20
Education Attainment
Secondary Education 1 5.0
High school/ VVocational school 12 60.0
Bachelor Degree 7 35.0
Total 20 100.0
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Demographic characteristics (Cont.)

Table 4.5: Number and percentage of the study group of SPM classified by

Demographic Characteristics Number Percentage
Marital Status
Single 18 90.0
Married 2 10.0
Total 20 100.0
Occupation
Collage/ University student 5 25.0
Private company employee 5 25.0
Merchandiser/ Trade worker 1 5.0
Own business 4 20.0
General employee/ worker 5 25.0
Total 20 100.0
Place of Birth
Chiang Mai 18 90.0
Chiangrai 1 5.0
Phrae 1 5.0
Total 20 100.0
Duration of times living in Chiang Mai
Less than 10 years 1 5.0
21 — 30 years 3 15.0
31 - 40 years 14 70.0
41 and over 2 10.0
Total X=24.3 SD=.70 max=42 20 100.0
min=0.7

4.2.2 Demographic data of SPM peer group (Table 4.6)

Age: Most of the SPM peers in this study were between 21-30 years of age

(59.0 per cent), followed by the age of below 20 years (31.2 per cent). The average
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age of this target MSM of SPMs peer group was 25.10 years old. The youngest was
20 years old, and the oldest was 42 years old.

Education attainment: Nearly half of the study group was from high
school and vocational school level and the remaining half from bachelor degree
level (34.4 percents) followed by those completed secondary school of 16.4 per
cent.

Occupation: Majority of SPMs peer was private company employees of
41.0 percents and followed by on study group and general employee at the same
percent of 16.4.

Place of Birth: Majority of SPM peer was Chiang Mai natives at 70
percents, when the rest of 30 percents from different provinces of all regions with
exception from the South.

Duration of times living in Chiang Mai : Most of SPM peer have been
living in Chiang Mai less than 10 years or 40.9 percents and follow by a group of
whom living since births or for 31-40 years (34.5 percents).

Table 4.6: Number and percentage of the study group of SPM Peers classified
by demographic characteristics

Demographic Characteristics Number Percentage
Age
Less than 20 19 31.2
21-30 years 36 59.0
31-40 years 4 6.5
41 years and over 2 3.2
Total 60 100.0
X=25.10 SD=.60 max=42 min=20
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Table 4.6: Number and percentage of the study group of SPM Peer classifig

by Demographic characteristics (Cont.)

Demographic Characteristics Number Percentage
Education Attainment
Primary education 1 1.6
Secondary Education 10 16.4
High school/ VVocational school 25 41.0
Diploma 1 1.6
Bachelor Degree 21 34.4
On studying bachelor degree 3 4.9
Total 60 100.0
Marital Status
Single 57 93.4
Married 3 4.9
Divorced 1 1.6
Total 60 100.0
Occupation
On Studying 10 16.4
Private company employee 25 41.0
Merchandiser/ Trade worker 2 3.0
Own business 6 9.0
General employee/ worker 10 16.4
Other 8 13.1
Total 60 100.0
Place of Birth
Bangkok 1 1.6
Chaingrai 1 1.6
Chiang Mai 43 70.0
Lampang 1 1.6
Lampoon 2 3.3
Rayong 2 3.3
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Table 4.6: Number and percentage of the study group of SPM Peer

classified by Demographic characteristics (Cont.)

Demographic Characteristics Number Percentage
Sukhothai 1 1.6
Nakhonsawan 1 1.6
Nan 2 3.3
Phayao 2 3.3
Phrae 2 3.3
Roi-Ed 1 1.6
Samutprakran 3 4.9

Total 60 100
Duration of times living in Chiang Mai

Less than 10 years 25 40.9
21 — 30 years 12 19.6
31 - 40 years 21 34.5
41 and over 3 4.9

Total 60 100.0
X=24.3 SD=.70 max=42 min=0.7

4.3 Knowledge, Perception, and Sexuality Related HIV/AIDS

The measurement of knowledge, perception,

and sexuality related

HIV/AIDS was done with the target MSM in this study who was 60 peers of SPMs

with the utilization of a constructed questionnaire. The questionnaire consisted of
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69 items covering 3 topics; general knowledge on HIV/AIDS as of 42 items,
perception towards HIV infected cases as of 12 items, and the topic on sexuality
with 15 questions. Each item required True or Fault answer. The answer key for this
test are prepared and then used for checking the scores of each respondent. The
criteria to indicate the level of knowledge and perception on HIV/AIDS and
sexuality was set in three levels; scores of less than 45 is low, 45-60 is moderate,
and 60-69 is good. The total scores were then calculated into percentage and
compared between pre-test and post-test, the three months after the intervention
ended.

When considering to the average scores of knowledge about HIV/AIDS
before intervention in all studied participants (N = 60), it was interestingly found at
26.72, maximum scores was 32 and 21 Minimum scores.

The average scores of knowledge after intervention in the study group was
significantly increased to 39.52, and the highest scores was 40 while the minimum
was still high as 35.

Moreover, when statistical significant was set at 0.05 and then to be
calculated by comparing between before intervention and post, it was found
significantly statistically difference between the two times tested (p-value = 0.001).
The details were described in the below Table 4.7.

As for the perception toward HIV/AIDS infection and a person with
HIV/AIDS tested, the questions could also elicit the beliefs, feelings, and intention
to behave of the respondents. The mean scores was calculated from the total scores
and then separated into three levels: 3-5 as low, 6-9 fair, and 10-12 as good

perception. Comparing before and after intervention, it was found that there was
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much difference between the two times tested (T-value = 11.038). The details were

described in the below Table 4.7

Table 4.7: Differences of mean scores of knowledge on HIV/AIDS, perception

towards HIV/AIDS, and sexuality between Pre-test and Post-test

Area of Measurement  Pre-test Post-test T-Value
Knowledge on X =26.72 X =39.52 13.202**
HIV/AIDS S.D. =0.0657 S.D.=0.0972 .000
(Total 42 scores)

Perception on HIV/AIDS X =5.44 X =8.54 11.038**
(Total 12 scores) S.D.=0.1695 S.D.=0.0914 .000
Sexuality X =6.81 X =14.06 15.857**
(Total 15 scores) S.D.=0.2144 S.D. =0.1047 .000
Overall knowledge, X =38.96 X =61.45 15.161**
perception and sexuality S.D. =0.1560 S.D. =0.0920 .000

on HIV/AIDS

(Total 69 scores)

** (P<0.01)

4.4 HIV Infection Risk Behavior of the Studied Group (SPM Peer Group)

The data related to the self-report of HIV infection risk behavior of the
target MSM were elaborately collected to explore and indicate the status of their
sexual risk behavior during the last three months. At pre intervention period and
post intervention period, Sixty MSM peers of 20 trained SPMs from the 20 target

MSM hotspots were specifically asked about their sex partnerships and condom use
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behaviors. Addictive substances used, drug used, and consistent condom use with

sexual partners both regular and temporary ones, types of lubricant used and

carrying condom were the primary outcomes of the study that can trustfully imply

the state of risk behavior at the period of measurement. The data received from this

two periods then was compared and finally could illustrate the highlighted reduction

of sexual risk behavior of the target MSM see details in the below Table 4.8.

Table 4.8: Comparison of Sexual Risk Behavior of the Study Group at Pre-

intervention and Three Months post-intervention classified in number and

percentages.
Items of Questions |Practice at Pre-| Practice at T-Value Sig.
intervention Post-
period intervention
period
Addictive substance used
during last week
- Never used X =23934 | X=22131 1.333** .188
- Used (Alcohol/ beer, S.D.=0.8373 | S.D.=0.6544
Hashish, Amphetamine,
others)
Drug used before had sex
last week
- Not used X =.5738 X =.3607 3.418** .001
S.D.=0.4986 | S.D.=0.4841
- Used
Condom used with regular
partner within last week
- Used X =0.1639 X = .5574 -5.850** .000
S.D.=0.3732 | S.D.=0.5330

- Not used
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Table 4.8: Comparison of Sexual Risk Behavior of the Study Group at Pre-
intervention and Three Months post-intervention classified in number and

percentages. (Cont.)

Items of Questions [Practice at Pre-| Practiceat | T-Value Sig.
intervention Post-
period intervention
period

Condom used with

temporary partner within

last week
- Used X =.6066 X =.7705 -3.430** .001
S.D.=0.4925 | S.D.=0.4240
- Not used

Now having condom with
you

- Yes X =.1803 X =.5082 -5.410** .000
- No S.D.=0.3876 | S.D.=0.5040

Regarding to the questions concerning how and why the MSM peers not
used condom with their sex partners, the answers have shown as "don't like because

7 [1]

to get slow climax”, “no condom at the time had sex”, “partner don't like to use”,

“don't like because make me feel uncomfortable and not enjoy”, “expensive”, “got
drunk with no consciousness”, “in hurry so no time to put”, “using condom make
me not feel spasm”, and “Shy to use”. Absolutely, theses ideas and answers were
raised caused by they have never be on awareness of their risk. So it should be

emphasized on awareness raising to let MSM knowing good and bad of no

prevention.
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4.5 Practical Processes of SPM Model Implementation

One of the potential results derived from the implementation of SPM model
as well as essential to be documented is the practical processes existed at MSM
hotspots in Chiang Mai. The lessoned learns from SPM model implementation is

presented here in this chapter as following details;

Stepl: Establish a partnership between the researchers and local GOs
and NGOs that have a strong commitment to the implementation of the
project.

The first walk of this project was to establish relationship with both local
Government Organizations (GO) and Non-government Organizations (NGO). In
this study, we put much more interests at particularly NGOs have been working and
using community-based approach or we called them as a Community-based
Organization (CBO). This process resulted in the identification of HIV-prevention
NGOs who highly motivated and placing their interests and strong concern at MSM
group wellness. In Chiang Mai where more than one HIV-prevention service
provider had been found, we used both a citations across multiple databases and
expert recommendations from national and international sources to identify which
GO and NGO appeared well-established and had a large scale of direct service
HIV-prevention activity. The director and core outreach team of 3 selected GOs and
3 NGOs were invited to participate in the first meeting. Some GOs and NGOs could
not be contacted even after repeated attempts. After explanation of project
objectives and research process and discussions about concerns on sexual risk
behavior of MSM group of population with community-based organizations (CBO)

in Chiang Mai, then MPlus foundation as one of MSM CBO volunteered and
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showed strong intention to become partner organizations. In this case, the most-
established and active GO and NGO from Chiang Mai included Provincial Health
Office (PHO) of Chiang Mai, Bureau of AIDS (BATS), TB, and STIs and M-Plus
Foundation were agreeable and invited to participate in this study. It was not
possible to locate all major HIV-prevention GOs and NGOs in Chiang Mai in this
study. A Working Group (WG) consisting 4 staff of Mplus, two public health
professionals from Chiang Mai Provincial Health Office (PHO) and one public
health expert from BATS. Accordingly, so they worked together with the research
team to implement the project.

MPlus+ is a non-profit organization in Chiang-Mai, Thailand that serves the
gay, lesbian, and transgender communities. They are doing groundbreaking work
and going to parks where quick, anonymous, and often rough, dangerous MSM sex
is taking place. They are bringing condoms and safe-sex information to the parks, at
the point where it is most needed. MPlus has established a drop-in center and clinic
where its target group can be tested and treated for STIs or referred for anti-AIDS
therapy. The gay, lesbian, and transgender communities are comfortable using the
center where health educators, with accurate information, and counseling services
are available. MPlus workers use the condom project art pin program to introduce
condoms to their target groups. Mplus uses the video program and condom pin
making at festivals, community events as well as at their drop in center. Mplus
works primarily with sexual health for MSM. The term MSM covers the three focus
groups of Mplus: The general MSM, which includes gay and bisexual men (using a
western terminology); male sex workers who often self-identify as heterosexual;
and transgender, male-to-female. These three groups are addressed on their own

through a variety of focused interventions and outreach. Mplus has a wide span of



87

activities such as workshops, English education for male sex workers, and handing
out condoms and information at places where men meet to have sex. They have also
had activities with local schools informing about safe sex, stigma against sexual
minorities and activities that promote familiarity with condoms, such as making
condom pins and condom flowers. Mplus also offers face-to-face counseling, phone
counseling and plans to set up online counseling. Mplus currently consists of about

1000 members, spanning all the three focus groups.

Step 2: Organize a meeting for partner organizations to clarify
understanding about the process of participatory research, problematic
situations, and development of implementation plans and approaches.

The research team and working group joined together in a small group
meeting to clarify the work process, based on the principle of working in a
partnership, and participation throughout the project. The meeting focused on the
debates and exchange of opinions on HIV/AIDS prevention program for MSM
specific group. The concept and model on Steer Peer Mobilizer (SPM) was also
presented and discussed in this meeting. The main purpose of this consultation
meeting is for the project partners to jointly develop strategy to enroll as well as
endorse MSM opinion leaders to the SPM model implementation project in the
targeted areas f Chiang Mai province with the following specific objectives.

1. To gain mutual understanding on the project’s aim, objectives and expected
outcomes among all implementing partners and selected key stakeholders,

2. To jointly review and provide inputs to the drafted research planned and
activities to promote safe sex behavior among MSM population at various

hotspots in Chiang Mai,
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3. To brainstorm on the potential key implementation strategies, and

4. To gain a consensus on the next steps of the research procedures.

The consultation meeting was conducted in a highly participatory and
flexible manner that could ensure the optimal inputs from participants. It has
involved 22 participants representing implementing partners and potential partners
from both government and non-government agencies from Bangkok and Chiang
Mai including Chiang Mai Provincial Health Office, Office of Disease Prevention
and Control Region 10, Chiang Mai Red Cross Station, AIDSNet, Mplus, Rainbow
Sky Association of Thailand, Bureau of AIDS, TB, and STIs, and research team.
The consultative meeting was started with making presentation on the background
of the project and anticipated interventions that might be contributing towards the
overall goal of the research project. Identification of core elements and processes
for the implementation of the project was crucially presented and shared with the
members. In addition the researcher is expected to use this activity as a basis to
develop an implementation plan and approaches incorporating the following key
elements: structural barriers to effective prevention for MSM and solutions to those
barriers including core elements for increasing risk reduction behaviors among
MSM population group; and identification and documentation of best practices in
Thailand on MSM Prevention. The next step after this consultative meeting was
collaboratively designed and set up that included the use of data and other
information emerging from this consultation as well as other appropriate
assessment/ consultations, design and concise a model framework for actual

practicing by the MSM opinion leaders or so called SPMs.
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Step 3: Selection of MSM hotspots: Following the baseline population
assessments in all MSM well-liked hotspots existing in Chiang Mai (beer bars,
saunas, karaoke shops, public park, massage houses, beauty salon, bouquet shop,
gay club), 20 popular and potential hotspots were selected to receive the
intervention. However, a Pre-selection of hotspots procedure was essential to be
carried out by considering from the numbers of 43 MSM hotspots we mapped and
approachable at the baseline survey, the research team and working group selected a
shortlist of 20 cases on the basis of research-related criteria and additional
information obtained from various CBO and government agencies. The research
related criteria used at this stage were the following: Is the problem researchable by
means of a concentration of HIV risk behavior?, Does the MSM hotspot concern a
clearly distinctive area?, Is it to be expected that lessons can be learned from the
MSM hotspot case on a more general level than just local level?, Can we group
different MSM hotspot cases under the umbrella of one type of hotspot?, Does the
pre-selection sufficiently reflect the diversity of submitted case proposals?, and Do
MSM hotspot cases already have sufficient scientific attention in other (current or
recent) studies? Absolutely, the 31 MSM hotspots that were pre selected for the
analytical deliberative procedure included 6 Guy bars, 3 Sauna, 4 Beauty salon
shops, 5 Guy Massage/ Spa house, 3 Internet/ game café, 4 Groups in public parks,
4 Groups at educational institutions, 1 Group at department store and 1 Group at
volley ball sport field. These hotspot cases were further assessed in the selection
procedure in which a multi-criteria analysis was used for structuring all relevant
information. Firstly, the analysis of Hotspot using desk research method, we
conducted desk research with respect to each of the short listed MSM hotspot cases,

focusing on four main angles: demographic angles, public health angles, social
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angles, and research aspects. The public health aspects was investigated by the
experts from Provincial Health Office and Office of Disease Prevention and Control
Region 10 and were mainly based on available data in Chiang Mai and international
literature. For the demographic and social aspects we decided to collect information
from CBO workers as they can provide valuable insight into the societal dimension
of cases relevant to their working region and involving local actors. The local public
health workers are part of a broader health promotion network of which as well as
the local CBO is also part. We met and discussed with them asking to make an
assessment of their perception on MSM risk behavior, Do local health authority
know about the problem?, Do they complain and concern about the problem?,
Where we can easily reach MSM group?. The list of potential MSM hotspots were
raised and discussed crucially. Finally, 3 Guy bars, 1 Sauna, 2 Beauty salon shops,
2 Guy Massage/ Spa house, 1 Internet/ game café, 2 Groups in public parks, 4
Groups at educational institutions, and 1 Group at volley ball sport field were

selected to be the target studied areas.

Step 4: Identification of Steer Peer Mobilizer (SPM): To identify key
popular MSM or later called as Steer Peer Mobilizer (SPM), therefore peers, bar
waiters or bartenders and outreach staff from MPIlus, a local Community-Based
Organization (CBO) who familiar with MSM population members were advised to
observe social interaction patterns within the selected MSM hotspots. Each making
unobtrusive behavioral observations at the selected hotspots for a few days,
recording first names and a physical identifier for 1 or 2 persons observed to
socialize and be greeted positively most often by men in the hotspots. The names

receiving nomination were considered key popular people or SPM. On the other
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hand, the natural groups such as groups in public parks, groups at educational
institutions , group at volley ball sport field were approached leading CBO staff
who are MSM and quite familiar with the groups. The CBO staff could identify

whom are mostly acceptable and well-liked persons by their friendly-network.

Step 5: Formulation of Learning Process: The learning process of SPM is
essential to be established through the self-act process of the SPM and research
team. This process could help to encourage the participants understanding the
significance of their participation in solving their own and their community’s
problems in case they agreed to involve in conducting the research, increasing self-
development, recognizing the strategic planning process, able to do self-planning of
work, project and other activities. They certainly acquired the initial support, such
as, adapting the conceptual trend and learning, research techniques, data collection
and cooperation in analyzing derived data in order to create their learning for their
own benefit till for their healthy MSM community. The research team started to
sparkle the learning life of SPM by using participatory group discussion approach
that could make them all trust and feel enjoy when having talks together and then
not so long as during the first meeting they became realized that involving in the
research arm not difficult but useful for their learning. Continuity of having group
or individual discussion between SPM and research team were made at anytime we
met each other in order to booster the SPM recognition and acceptability to move
the research forwards hand in hand. Starting from encouraging the target group
understanding the significance of action research till we received full participation

from them is the highlight of this practical process.
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Step 6: Develop capacity-building curriculum for SPMs and develop
methods for evaluation. Curriculum for training of SPMs need to be developed
through involvement of community-based organizations working on MSM
intervention programs and SPMs themselves. Through needs assessment and
reflection sessions, the core contents were discussed and designed by using the
standard POL training package originally developed by Kelly JA et. as a guideline.
All SPMs brainstormed and worked together to initiate and make plans of activities
for providing knowledge to their peers in their MSM hotspots, and to make plans
for implementing and evaluating such activities. Researcher and MSM community-
based organizations team serving as support providers and assistance in terms of
knowledge, techniques, methods and other enabling factors required for conducting
and summarizing peer-led activities. The use of a participatory brainstormed
process to gather information regarding SPM acceptability and training facilitator
responses, therefore the reaction was concurrently optimistic. Participants of the
reflection session shared MSM perception and concerns to reduce their risk of
getting HIV, recording several significant examples when selected SPM asked, ‘Are
we having REAL class today?’. Training facilitators especially appreciated the
chance to advise participants the ‘tools’ to convince using condom rather than a
‘standard message’ that was directive. Teaching life-skills, especially those
associated with peer pressure, generated a strong positive response from the
facilitators. Several areas of interest to these facilitators related directly to PAR. For
instance, training facilitators noted that the design of the lessons accommodated
different learning and practicing styles, including facilitating personal efforts. Using
optional examples suggested prior to implementation, training facilitators were able

to emphasize different points within the lessons, guiding them to fit their particular
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teaching styles, while remaining true to the lesson content. Training facilitators also
emphasized the value of local and cultural background to accommodate diverse
participant’s needs. Focus group participants affirmed the use of real-life scenarios
to which participants could relate. Training facilitators praised the infusion of racial
diversity, slang and youth language into the presentations, and reported great MSM
efforts and enthusiasm about them. The facilitators agreed that researchers’
weighting of facilitator input was important and also emphasized the importance of
participatory training to their effectiveness in teaching the curriculum. They
appreciated being treated as professionals through adequate training, stipends and
professional development credit. Finally, the group generated several ideas to
reinforce core strategies that were incorporated in the Booster plan for Phase 2 of

implementation.

Step 7: Conducting a training of SPM: The training consisted of four days
learning and practicing, presentation, discussion and group sessions facilitated by
CBO officer who is an expert on Behavioral Change Communication (BCC)
strategy used. The training sessions had been focusing on building the
communication skills of the key MSM to help them effectively communicate HIV
risk-reduction information to other MSM friends within their social network in
spontaneously initiated conversations. With further discussion emphasizing the
participants' important role in stressing the benefits of behavior changes to prevent
HIV infection among guy men in their own MSM hotspots are considered very
essential. In session one, the facilitator reviewed basic epidemiology of HIV
infection, high-risk behavior, and precautionary changes needed to reduce risk and

misconceptions concerning risk. They discussed the steps that can be used to
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successfully implement risk reduction, including: keeping condoms readily
available if sexually active; avoiding excessive intoxicant use before sex; discussing
precautions in advance with sexual partners; resisting coercions to engage in high-
risk practices; and self-reinforcing for behavior change efforts. Session two
described characteristics of effective health promotion messages: sensitizing others
to the potential threat of AIDS; stressing that HIV infection can be prevented by
behavior change; identifying specific behavior changes needed to reduce risk;
suggesting strategies for implementing these changes; using self as an example in
order to avoid a "preachy" tone (i.e. beginning statements with "1 am learning to. . ."
rather than "You should. . ."); and personally endorsing the positive value and
desirable benefits of behavior change. In the third session, leaders modeled
conversational examples which incorporated the characteristics discussed in session
two. Following discussion of the enactments, participants role-played how they
would initiate conversations, incorporating these message characteristics. The role
play activity was started once the participants are comfortable with one another
(perhaps after one or two sessions), introduce the concept of role-playing in learning to
communicate about HIV infection and AIDS. An appropriate situation to role-play was
used as follows:

“Surapol heard on the TV the other day that bisexual men or intravenous drug
users can get AIDS easily and need to protect themselves. He is worried because his
sexual partner always used drugs. He decided to talk to him about it, but he refused to
discuss the matter. He said that he could never get AIDS. Asked the group to describe
the role-play and their feelings while acting out the role-play and discussed barriers to
communication, especially the issue of unprotected sex, and ways to get around them.
Ask participants about situations requiring communication about HIV infection and

AIDS to friends, and coworkers. Stress the importance of passing on accurate



95

prevention information to others. Group leaders and assistants observed this social
skill rehearsal, providing feedback and suggestions. After becoming proficient in
the role-plays, each participant identified three gay friends with whom he will be
able to initiate an endorsement conversation in the next week. Monitoring forms
were provided for recording descriptions of these conversations. Session four
reviewed outcomes of the real-life conversations; most participants reported
positive reactions from others. The leaders and other participants then problem-
solved persons, formulating strategies, and setting times which could afford
opportunities to initiate additional conversational contacts with other peers. All
members agreed to initiate and monitor at least 10 more peer conversations over the
next two weeks. The session concluded with further discussion emphasizing the
participants' important role in stressing the benefits of behavior changes to prevent
HIV infection among gay men in their own community. Fortunately, of the 20
opinion leaders who began the intervention, all 20 attended and completed all the
sessions. Later review of participants' self monitoring forms indicated that 20 peer
conversations were monitored after the facilitators assigned all SPM to have
practicing conversation with one each of MSM friends over the next night session.
This probably underestimated the number of conversations which actually took
place because peer conversations were likely to have continued beyond the
monitoring phase. In addition, before and after the training program, each SPM was
asked to role-play standard, simulated peer educational conversations. Ratings of
the tape recorded role-plays were made by trained judges, susceptible to whether
practice conversations were pre- or post-intervention. These rates revealed that,

after training, the opinion leaders more frequently exhibited skills taught in the
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program (data available on request to author). These checks confirm social skill
acquisition and conversational assignment compliance by the opinion leaders.

The evaluation of training was crucially conducted and summarized at the
end session of the training by using group feed back process with the response
shown as following details;

“We know each other’s ideas, we share ideas so I think it’s really nice
to participate in this training because in Chiang Mai we don’t get the
chance to talk with other MSM friends and express our opinions about
awareness on sexual risk behavior even though it is a very crucial issue we
need to concern as the top priority.”

SPMs excited for opportunity to speak about a sensitive topic such as
to reveal what hidden topics generally they had never talked that with any
ones before.

SPMs liked the Exchanging Water Game especially because it allowed
them to see the linear process of what was happening if they have sex
without using condom.

Analyzing the factors affecting risk behavior allows them to go insight
and become more awareness when they would have sex with any MSM.

The groups wanted the training team to come back to do more
participatory workshops.

Training of SPMs is really essential and needed!

Community-based organization and provincial health sector needs to
be familiar with MSM community

Discussions were rich but important to control time to give proper time

for each exercise.
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Smaller groups of no more than 6 participants are ideal.

Participatory exercises worked to get beyond education, awareness,
and outreach!

We felt empowered and eager to make other MSM friends felt
empowered too.

We are so impressed and felt this training is another fantastic training
session! SPM training is always accessible, empowering and totally
relevant; nothing else makes MSM group recognizing the risk reduction
behavior so importance"”

"Participatory approaches give me more confidence to assist MSM
friends with knowing and understanding their perception, attitude, real
sexual practices and options."

"...by far the most informative, useful and well presented training that
I have ever attended"

"Excellent — answered all my questions and more. Gave me so much

reassurance and confidence. Really, really high quality day..."

It can be concluded that the overall evaluation of the SPM training is
quite useful as well as could help to stimulate and influence SPM enjoy
practicing and endorsement of HIV risk reduction behavior with their peer

network.

Step 8: Implementation of SPM intervention: Due to the major objective
of the SPM model intervention is to establish a highly motivated and well-liked

persons who were trained to enroll actively and visibly the importance and
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acceptability of behavioral change, as well as to convey strategies for change
implementation. Each SPM has contacted to have conversations with their peers to
review and reinforce these efforts. At the same time, each SPM has observed and
used a monitoring form for recording descriptions of their conversations related to
message for reduction of risk behavior and other significant recommendation of

MSM who were approached.

Step 9: Evaluation of Learning Process and Outcome of Capacity
Development: In the final step, reflection sessions and sharing experiences
covering both process and outcomes were conducted as a part of evaluation of the
project implementation through SPMs and MSM community-based organizations
fully involvement. Process evaluation was conducted by participatory observation
of participants during project implementation and self reflection of what they

learned of the project and their personal development and learning.

In addition, at one month and two month completion of intervention, the
meeting to feedback performances and discussion during performances at their
hotspots were informally organized at Mplus meeting room, the SPMs led
discussions to identify obstacles, root causes, effects, solutions and responsible
agents for the problems and the solutions illustrated in their performances. One of
the SPMs acted as a ‘moderator’, he led lively debate among SPM members and
was the basis for social network actions for change. Performance discussions and
evaluations contributed greatly to the breakdown of silence and stigma barriers,
enabling free discussion of sensitive issues. Hidden traditions and practices that are

contributing HIV infection risk behavior were revealed and discussed. SPM
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participants shared their uncomfortable feelings at these meetings heightened
awareness of the dangers of many practices. There were a tendency to blame young
MSM: “It is really hard to deal with young MSM who always perform improper
manner at various places without ashamed such as shrilly, tried to do sex
harassment with other men at everywhere they wanted. Young MSM should be
contented with what they should perform and not seek men for fun. There should be
a frank discussion of the need to stop many risky practices. Another SPM
mentioned “Other MSM friends wanted wider distribution of condoms, more
HIV/AIDS education and more support from CBOs and government to restrain or

regulate harmful sexual-related practices.”

Through their participation in this action research, SPMs felt more collective
responsibility for the problem, and felt motivated to make changes in their hotspots.
SPMs who participated in the action research program were encourage by the
research team to identify and analyze problems and to focus on solutions. Issues
that were illustrated in the meetings were reinforced and documented by research
team. From the point of view of addressing the behaviors of young MSM, the
project provided the first chance for them to present issues relating to their hidden
lives, from their own perspective. This was very important because of the general
people have tried to blame MSM people, since MSM who are most affected by the
HIV epidemic, their performances quickly went to the root causes related to lack of
access to resources and opportunities, rather than focusing on individuals’

misbehaviors.
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4.6 Qualitative Results of SPM Model Implementation

4.6.1 In-depth group interview of SPMs

The qualitative results derived from the in-depth group interview were
documented according to the major themes of questions therein the guideline for
group interview discussion with SPMs as shown in the appendix C. The group
interview took place on the next day after the SPMs camp training completed.
Before starting the group interview, the pre interview discussion therefore provided
the opportunity to firstly catching any emerging issues or concerns in relation to the
research circle so as to enable the researcher to be more prepared both before the
intervention, and complement any later reflections. These pre interviews can also be
seen as part of a collaborative exercise to include the research participants in the
planning stage of the research. A joint researcher and research participant activity
which helped in raising issues and in promoting interest in the thematic concern,
therefore catalytic validity and also allowing participants to contribute to the design
and direction of the model implementation and to refine the method further. This
data is therefore presented here, in this participatory method of the study for two
reasons. Firstly to demonstrate how the participants were included in the planning
stages of the action research cycle, before the action and observation stages began
in earnest in the form of the action research procedure. Secondly, data from the pre
and mid/end interviews cannot be compared. This is due to both the nature of the
questions themselves and consequentially the responses. The pre interviews were
supposition. In the pre interviews members were asked if they thought the certain
content would be useful. They were asked to imagine and suppose if the certain
content would be beneficial. The pre interviews were therefore never meaningless.

By the mid-interviews, members would have commenced and experienced part of
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the participatory action research procedure and therefore could be asked if it had
been useful and beneficial. In other words, they would then be commenting on a
real experience as opposed to an imagined one. Therefore, the reflections and
tentative findings of this pre interview are considered to be part of the planning
stage of the action research cycle, as the model implementation process had not yet
begun. That is they are not the result of action research but rather are part of the

planning stage.

Most of the participants in the in-depth group discussion described
themselves as straight-gay or exclusively gay. But they said that there were many
people who they knew that do not feel the same way. Some of them had felt fated
and suffered, and said that other MSM might not felt the same way about
themselves. They stated on many reasons why they were different because their
socialization is different, economical constraints and sexual preference. They
described MSM people as closeted, shy, living in denial, afraid, cautious and
curious. There were persons who thought that those people don’t necessarily
gather, while others gathered freely at clubs, restaurants, social activity events, and

many mainstream public places.

In this group process, the starting point of discussion was the question about
“WHAT do you think MSM or guy life in Chiang Mai is? Since the group
moderator asked to individuals by name to get the discussion started and later to the

group in general, and then the MSM or guy life in Chiang Mai was summarized as:

“The gay life in Chiang Mai is noticeable and tolerated and even accepted.
In Chiang Mai a gay can retire and find a male companion easily and live life

comfortable and affordably. There are accommodations that cater to the gays and
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there are massages that are male oriented. So anyone who is gay and is thinking of
finding male partners where they can live life out of the closet and not be
persecuted, or stared at, Chiang Mai has many places for them. There are a group
of bars that cater to the gay. The way to tell if it is a gay bar is if the bar tender is a
male and you do not see any females there available for bar fines. Now this is very
generalized and for the bars that employ a male bartender and do not have any
ladies working there, so they are. Entertainment created for and catering to the gay
community would be Cabaret where males dressed as females perform musical
numbers. Also a new restaurant has taken over from the downtown and features a
male dressed as a lady and entertaining the clients. At times when people are
grocery shopping at a large shopping centre such as the Central, we can see an
older male accompanied by a young Thai male. Absolutely, the male is gay and

living here long term perhaps with a male companion.

When turn the point to what feeling the participants have when we talking
about sexual behaviors among MSM, one member stated that “It was the first time
that I could talk openly about sexual relation with new friends without scare or shy
because we have felt trusted each other and seem like we are all a same team with
same destination and it is a must for us to help other friends. Another one said
that ““I have mostly agreed with the high prevalence of HIV transmission caused by
unprotected anal sex existed among our group”. One members of the group said
that he knew someone who is HIV infected and feel sympathy to him because he
was rejected by many friends obviously. One person said that he does not want to
know anyone at all. “l am just too afraid of that thing. 1 am not sure if I could deal
with it at all.” Most group members said they think it’s likely you could catch AIDS

because of having unprotected sex and oral sex.
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Regarding the subject of condoms and negotiating for condom use, most
people said they used condoms frequently, but mostly with causal partners, and not
so regularly with long time partners. One said he had one steady partner and so did
not use condoms although he admitted that if he was to have sex with others who is
highly attractive, he would use a condom. All the participants said that they were
doing something to protect themselves from HIV/AIDS. However, it is really hard
for them if anyone suggested them to practice abstinence. When probed the group
revealed that for them and most of their friends, abstinence was not the preferred
choice. Some member admitted to avoiding having sex with someone if they felt
that they had been with someone who was HIV positive. Further discussions
revealed that most members of the group insisted that they used condoms every
time with both regular and temporary partners. One person insisted that he know
many of his friends don’t like condoms and sometimes there are no condoms

available.

When discussing about the perception of risk of contracting the HIV Virus if
no use of condom, one believed that there was a high level of HIV infection in the
MSM community and that most members were more at risk than they thought they

were. They felt that there needs to be greater education aimed at MSM people.

In return, one asked “Is it necessary to use a condom every time | have sex
with my long-term partner? The replied was that “Even though you live together,
you may not know if your partner is having sex with other partners, so it is always

best to protect yourself. When you have sex with your long-term partner, it is a
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good idea to always use a condom and water-based lubricant, that way you don’t
have to worry about anything and you can enjoy your sexual pleasure. In addition to
this question, another one raised “For oral sex, is it necessary to use a condom”.
The answer is that “Oral sex is considered to have a low risk for HIV infection
unless a person has problems with oral hygiene leading to bleeding gums, sores or
has cuts in their mouth. In this case the risk of STI of HIV transmission through oral
sex can be high, so if you don’t want to worry, and you want to enjoy oral sex, use a

condom. You can use fruit-flavoured condoms to make oral sex more enjoyable.”

When asking them back as “Do you think the MSM will help other people to
reduce the risk of HIV infection or not? If ever | wanted to help them how?
Many of SPMs explained that they thought if any other MSM can receive the
training like they just completed; the training of key MSM or opinion leader, they
have believed other MSM friends will be able to realize and recognize why we as a
member of MSM community is a must to help each other at least among our close
social net work.

However, the study also investigated whether from the perspective of the
participants, the engagement in empowering activities, and working towards change
and action, were worthwhile issues to explore. When participants reflected on these
possibilities the responses included:

“Well if it gives use an idea of how to start off helping our MSM friends”

“We can sort of start thinking about how to help our friends who are at risk
now”

“We can get a better understanding about HIV/AIDS and prevent ourselves

from™
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“It would be really good to learn something like that, to be involved in

starting up some small group or action plan or something™

They all agreed on the question of discussing personal issues with their
partners, they all agreed that they would discuss personal issues with their long-
term partners but not with their short-term partners. This they felt included issues
about HIV/STIs. “Mi have to get to know him first before revealing my personal
business to him” On the contrary, others said that they would want/appreciate a
short term partner to tell them of his positivism of STI status before becoming
physically involved. Most did not feel that they would still go ahead and have sex
if they were told that his man is positive. Most persons felt that they are very
confident in communicating with intimate partners and close friends without feeling
afraid of losing the person. They all felt that they could as their intimate partner to
use a condom and not feel afraid. Upon probing, some conceded that sometimes
they allowed *“things to happen without a condom™ because they had “long fi dis

piece” or they “felt that the person looked good” or ““mi did jus fraid”

On the subject of knowledge and practices, The groups seemed quite
confident that they had information about HIV/AIDS and prevention. One said “I
gained and learned much more information and is straight people want and need
education now... | am the one that have too taught him about condom.” Straight
people do not know anything and they are spreading it!” There was a slight
difference in the class of the participants since the more educated turned to the
Internet and books and media, while the less educated depended on friends, doctors

and nurses.

Upon further probing, the participants revealed that they would not be
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comfortable to ask and answer the most intimate questions in all of those locations
listed. For example, when asked who you would talk to about a sore on your anus,
most concluded that they would do so with their partners. It was at this juncture
that the whole issue of the “gate-keepers’ came up. Participants said that they knew
very well the persons that they would turn to for that kind of intimate service. They
pointed out that within each institution, there were persons that they would go to
and there were some that they would not approach at all. Some also said that if they
did not know the gay-friendly gatekeepers, they each knew at least one person who

would tell them who to go to.

4.6.2 Individual In-depth interview of SPM Peers

In-depth telephone interview method was used to collect data from 10
purposive selected SPM peers. The appointment was made individually with each
SPM peer with ranging of times. The next 3 days after the implementation of SPM
model completed, both before noon and afternoon telephone in-dept interviewed
were conducted with all selected cases, most of the SPM peers who from different
types of MSM hotspot venue included 2 from guy bar, 2 from groups in educational
institutes, and one each from sauna, beauty salon shop, guy massage/spa, internet/
game café, group in public park, and group at volley ball sport field. A few

examples of telephone interviews were presented as below:

SPM Peer 1: “I can negotiate with my partner to use condom, and | feel
happy and found so easy to tell him without worried. | believe that | can practice
like this again and again. | think use condom every time having sex made me feel

good as not use it”
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SPM Peer 2: ““I have felt empowered and developed ideas regarding how to
be stronger or get help if we encountered a similar situation especially on how to

convince our partner to use condom at every time having sex.”

SPM Peer 3: “It is true that the person who has many sex partners has a
higher probability of getting HIV than a person with only one sex partner. No
matter how many sexual partners we have, if we do not use condoms and water-
based lubricant, we have a much higher risk of getting HIV. People have sex
because it is pleasurable and enjoyable. Having sex is healthy. Having many sex
partners may put our more risk of contracting HIV, but if we practice safe sex, we

can reduce our risk.

SPM Peer 4: “I am working as a hidden commercial sex worker at public
parks located in the city. | think it’s impossible for me to use condom every time |
have sex with my customers. But it is very interesting and useful when | was told by
SPM who just approached me last week about how to convince and negotiate with
customers for using condom. And is it necessary to use a condom every time | have

sex with my long-term partner?”’

SPM Peer 5: *“Even though we live together, we may not know if your
partner is having sex with other partners, so it is always best to protect ourselves.
When we have sex with our long-term partner, it is a good idea to always use a
condom and water-based lubricant, that way we don’t have to worry about anything

and we can enjoy our sexual pleasure, isn’ it?”
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SPM Peer 6: “What we have learned from SPM here, we can share with
somebody else... | think we are stronger because we really start talking about this.
This is the first step...”*“l have felt empowered; developed ideas regarding how to
be stronger or get help if we encountered a similar situation especially on how to

convince our partner to use condom at every time having sex.”

Summary of main findings from individual telephone interview:

e Education on all levels needed — school, family, community, government
and MSM individuals needed for education on prevention of HIV/AIDS
endemic.

» Positive role models needed.

» Better socialization of men needed.

e Reverse stigma - so men feel shame rather than women

» Workshops for MSM needed.



CHAPTER V

DISCUSSION

The discussion in this study is divided into three parts. The first part is the
discussion of all findings derived from this study. The second part presented the

strength of this study and the last is the limitations of this study.

5.1 Discussion of Findings

This study showed that Steer Peer Mobilizer (SPM) model could significantly
increase knowledge and perception on HIV/AIDS as well as reduce in HIV/AIDS risk
behavior of MSM group of population. The results of this study provided new
information regarding effective intervention to promote safer sex and declining in
HIV risk behavior of a high risk group of MSM.

The Joint United Nations Program on HIV/AIDS (UNAIDS) and other
organizations adopted the importance of promoting a reduction in high-risk sexual
behavior among homosexual men as one effective HIV prevention method (UNAIDS:
2006) along with the enlistment of new norms in the gay communities of large cities
which discourage high-risk activities such as unprotected anal intercourse and
stimulate forethought steps such as condom use or other safer sex modifications
(Joseph JG et al., 1987; McKusickL et al., 1985).

There are many studies evaluating the effect of intervention to promote a
reduction in high-risk sexual behavior. However, the evidence of reduction are not
significantly shown as Jeffrey A. Kelly et..al. performed a review of HIV Risk
Behavior Reduction following Intervention with Key Opinion Leaders of Population

an Experimental Analysis studied suggested that AIDS risk behavior knowledge
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scores were high among men in each city even before intervention about AIDS was
not a critical dimension in the populations studied and that intervention methods
which induce behavior change implementation and social acceptability of changes are
needed (Jeffrey A. Kelly et..al.: 1989). Empirically, the result of the present study

shows significant evidence of HIV risk behavior reduction.

In the present study, discussion of findings will be presented in accordance
with the objectives of the study which were to examine;

5.1.1 To develop the SPM intervention to reduce HIVV/AIDS risk behavior and
promote safer sex practice in MSM group.

5.1.2 To examine the SPM intervention’s effects on sexual and reproductive
health perceptions and intentions to have safer sexual behaviors.

5.1.3 To examine the acceptability of the SPM intervention.

5.1.4 To reduce HIV associated risk among the target population.

5.1.1 To develop the SPM intervention to reduce HIV/AIDS risk behavior
and promote safer sex practice in MSM group.

This study used a Participatory Action Research (PAR) study design with
special aimed to develop the SPM intervention to reduce HIV/AIDS risk behavior and
promote safer sex practice in MSM group.. The process of participatory model
development was starting from the establishment of partnership between the
researcher and community-based organizations and followed by conducting a meeting
with partner organizations, collaborative conducted a baseline survey to assess HIV
infection risk behavior and AIDS knowledge of MSM population at all MSM hot

spots, selection of MSM hot spots, recruitment of Steer Peer Mobilizers (SPMs),
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formulation of learning process, participatory development of training curriculum by
and for SPMs including development of methods for evaluation, organized the 4-days
training on Steer Peer Mobilizer (SPM) camp at the Holiday Garden Hotel in Chiang
Mai for 4 days, and afterwards all 20 trained SPMs conveyed strategies for change
implementation by contracting to have conversations with 3 peers according to their
own developed plans of activities for providing knowledge to their peers in their
responsible hot spots as well as conducted a pre-intervention survey with each of their
peers, post intervention survey was carried out at three months following the
completion of the intervention in all targeted MSM hot spots. Ten among sixty of
peers group were selected and received individual in-depth interview at one week after
the completion of the intervention. The final step of this SPM model implementation
as a part of evaluation of the project implementation was a reflection session and
sharing experiences among SPMs and MSM community-based organizations to
summarize what they learned from this study and their personal development and

learning.

512 To examine the SPM intervention’s effects on sexual and
reproductive health knowledge and perceptions and intentions to have safer
sexual behaviors

The knowledge, perception and sexuality on HIV/AIDS of the target MSM in
this study was significantly increased averagely 67 %. This rate was comparable
between pre and post test scores. This figures implied that the SPM intervention could
effect on sexual and reproductive health perception of MSM population. In addition to
this supportive evidence of risk reduction behavior, some incredible and significant
responses from group discussion of SPMs could top up and support the conclusion of

SPMs have demonstrated their critical roles and are influential factors affecting to
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decision making of MSM individuals who they have conversation with on sexual and
reproductive health knowledge and perceptions and intentions to have safer sexual

behaviors.

5.1.3 To examine the acceptability of the SPM intervention..

Determinants of the acceptability of the SPM intervention referred to the
compliance in dissemination of risk reduction thought of recruited opinion leaders
who have agreed to hold at least 9 risk-reduction conversations with 3 friends and
acquaintances during the conducted of in-dept group discussion with research team. In
addition, when considering to the number of opinion leaders who completed the SPM
training, no drop-out as all selected 20 SPMs could accomplish the training with
positive feedback that the research team received at the end session of the training.

Reinforcing factors refer to factors promoting and encouraging the effort of
SPMs to endorse the risk reduction ideas to their peers.

Enabling factors refer to the resources and skills enabling the SPMs to
disseminate the message and having conversation with their friends smoothly and
informative including past experience of communication skill they had, supportive
and encouragement technique that help to lighting up new perception on HIV
awareness and timing allowed for approaching their social network.

From this study, factors that affected the acceptability of the SPM model were
perception toward HIV/AIDS infection and self-protection awareness of each SPM.
Increasing recognition in the harm of HIV/AIDS and increasing the perception toward
self-protection were positive effects on risk reduction behavior.

Increase the ‘acceptability’ of condoms through peer involvement and strong
social network was realistic and effective. The current situation has shown that

personal and social acceptability of condoms among MSM was very low. MSM
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reported that they reduced sexual pleasure, were inconvenient, and were disapproved
of by their partners. Condoms need to be ‘normalized’ in the population. Strong peer
networks that promote consistent condom use have been raised among the studied
group indicated that it possibly effectively reduce risky sexual practices. Targeted
media and word-of mouth promotion of condoms would also increase use. MSM

hotspots can be used as effective communication channels.

5.1.4 To reduce HIV associated risk among the target population

The HIV risk behavior of MSM in this study was found dramatically reduced
than the evidence at the pre-intervention stage. This rate of risk reduction was higher
than the studies done by Kelly JA et al in 1994, however the approach employed by
Kelly was found much different. The differences of research methodology, studied
populations, geographical locations as well as the years of study are credible

explanations for the differences of reduction in HIV risk behavior.

5.2 The Strength of this Study

The study design which was participatory action research was one of the
strengths of this study. The SPM model with social network involvement to reduce
HIV risk sexual behavior is the very first time intervention implementing in Thailand.
The SPM model is an effective approach and an important strategy because it explores
the participatory learning process which is considered matching with Thai context.
The reason to support this saying is based on the study of Kanchana P. (1993) to
indicate that a cooperative or participatory learning can increase learner participation
in the Thai context as well as it can facilitate the learning process both cognitively and

affectively.



114

The success of the program implies that the incorporation of PAR also was
successful. The methodology proved an effective way to utilize combined researcher
and community strengths. MSM leaders or in this study so called “Steer Peer
Mobilizer (SPM)” believed they were viewed as experts on the needs and nature of
their social networks, and were treated as professionals. Especially, the SPM group
enjoyed contributing to the data collection procedure and project evaluations in
addition to creating the conversation messages and Boosters. PAR methodology
enabled MSM community leader to represent their MSM hotspot and cultures. Both
SPMs and peers created conversation about safe sex and risk reduction very often
rather than the past that seemed and sounded as awareness raised after participating in
the development process. Because SPMs were able to identify the finished curriculum
as truly representative of their communities and values. Thus, PAR affected all levels
of the creation and implementation process, fostering active participation and the

emergence of a definitive sense of ownership.

5.3 The Limitations of this Study

5.3.1 This study was consisted of qualitative study in some parts which was
subjected to opinion, cultural and social beliefs, including specific practices of the
group, the application suggested by the study might be limited to population similar to
the study group.

5.3.2 Communication channel was another limitation, for example, contacting
by telephone interview was difficult during day time.

5.3.3 The length of the follow-up period of this study was relatively short as it

was restricted by the funder and resource considerations.
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5.3.4 Behavioral data were self-reported and some bias due to social
desirability could have occurred. However, this bias should not have changed the
conclusion of the study.

5.3.5 There was no generalization.

5.3.6 Fluctuation of population

5.3.7 High cost for data collection.



CHAPTER VI

CONCLUSION AND RECOMMENDATIONS

This chapter consists of two major sections; the first section is the conclusion
of all discovery and highlights emerged from the implementation of the SPM model.
The final section has shown the recommendations for further successfully

implementing HIV prevention program for MSM group.

6.1 Conclusion

The Steer Peer Mobilizer (SPM) model for the reduction of HIV/AIDS risk
behavior among Men who have Sex with Men (MSM) at MSM hotspots in Chiang
Mai has aimed to establish a popular opinion leader of MSM to endorse actively and
visibly the importance and acceptability of behavioral change, as well as to convey
strategies for change implementation, and produce reductions in numbers of men who
engaged in high-risk sexual activities particularly and significantly to produce
concomitant and population-wide increases in HIV/AIDS prevention’s concern. Since
and then the participator action research was conducted in Chiang Mai Muang city,
targeting at 20 MSM hotspots. The intervention in the target areas focused on 9 core
elements and procedures which was critically concluded and presented in the
following parts. Implementation of the SPM model in the 20 MSM hotspots ran from
June to September 2011. Both quantitative and qualitative methods were used in data
collection and analysis. The reliability of the questionnaire was tested with the use of
Cronbach’s alpha coefficient. The alpha coefficient was 0.921 on HIV/AIDS

knowledge and perception and sexuality, and 0.827 for the reduction in risk behavior
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of MSM studied population. The paired t-test was utilized to test the differences

between pre-intervention outputs and post-test.

6.1.1 Core elements and procedures derived from SPM model implementation

In this study there were 9 key steps of an intervention that need to be adapted
and cannot be ignored for effectively shaping the social norms and recognition in the
significance of HIV/AIDS risk of MSM as the most at risk people. It came from the
behavioral theory upon which the intervention or strategy is based, a diffusion of
innovation; they were taught to think to be responsible for the intervention's

effectiveness. The SPM model has the following 9 core elements:

6.1.1.1 Establishment = of partnership between the researcher and
community-based organizations working on MSM programs that have a strong
commitment to the implementation of the project.

6.1.1.2 Organizing a meeting with partner organizations which included
both GOs and NGOs to clarify understanding about the process of participatory
research, problematic situations, development of implementation plans and
approaches, and development of curriculum and tools for evaluating outcomes of the
project.

6.1.1.3 Baseline survey VS selection of MSM hot spots: The conduct of
baseline survey is very essential for assessment of existing situation of HIV/AIDS in
the high risk venues or in all MSM hot spots existing in Chiang Mai (beer bars,
saunas, karaoke shops, public park, massage houses, beauty salon, bouquet shop, gay
club), then the selection process to recruit SPM could be started. It is because the

baseline data can indicate and guide where to be selected to receive the intervention.
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6.1.1.4 Identification of Steer Peer Mobilizer (SPM): To identify key
popular MSM, peers, bar waiters or bartenders and outreach staff from MPlus, a local
Community-Based Organization (CBO) who familiar with population members were
advised to observe social interaction patterns within the selected MSM hot spots. Each
making unobtrusive behavioral observations at the selected hot spots for a few days,
recording first names and a physical identifier for 1 or 2 persons observed to socialize
and be greeted positively most often by men in the hot spots. The names receiving
nomination were considered key popular people or SPM.

6.1.1.5 Formulation of Learning Process: The learning process of SPM is
essential to be established through the self-act process of the SPM and research team.
This is to encourage the participants understanding the significance of their
participation in solving their own and their community’s problems by conducting the
research and self-development, strategic planning, self-planning of work, project and
other activities. They certainly needed the initial support, such as, adapting the
conceptual trend and learning, research techniques, data collection and cooperation in
analyzing derived data in order to create their learning for their own benefit till for
their healthy MSM community.

6.1.1.6 Develop capacity-building curriculum for SPMs and develop
methods for evaluation. Curriculum for training of SPMs needs to be developed
through involvement of community-based organizations working on MSM
intervention programs and SPMs themselves. Through needs assessment and
reflection sessions, the core content will be designed by using the standard POL
training package originally developed by Kelly JA et. as a guideline. All SPMs
brainstormed and worked together to initiate and make plans of activities for

providing knowledge to their peers in hot spots, and to make plans for implementing
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and evaluating such activities. Researcher and MSM community-based organizations
team serving as support providers and assistance in terms of knowledge, techniques,
methods and other enabling factors required for conducting and summarizing peer-led
activities.

6.1.1.7 Conducting a training of SPM: The training consisted of four days
learning and practicing, presentation, discussion and group sessions led by CBO
outreach staff. The training sessions should be focusing on building the
communication skills of the key MSM to help them effectively communicate HIV
risk-reduction information to others in spontaneously initiated conversations. With
further discussion emphasizing the participants' important role in stressing the benefits
of behavior changes to prevent HIV infection among guy men in their own MSM
hotspots are considered very essential.

6.1.1.8 Implementation of SPM intervention: Due to the objective of the
SPM model intervention is to establish a highly motivated and well-liked persons who
were trained to enroll actively and visibly the importance and acceptability of
behavioral change, as well as to convey strategies for change implementation. Each
SPM must contract to have conversations with peers to review and reinforce these
efforts. At the same time, each SPM will observe and use a monitoring form to record
descriptions of their conversations related to message for reduction of risk behavior
and other significant recommendation of MSM who were approached.

6.1.1.9 Evaluation of Learning Process and Outcome of Capacity
Development: In the final step, reflection sessions and sharing experiences covering
both process and outcomes were conducted as a part of evaluation of the project
implementation through SPMs and MSM community-based organizations fully

involvement. Process evaluation was conducted by participatory observation of
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participants during project implementation and self reflection of what they learned of
the project and their personal development and learning. The conclusion of key
characteristics of popular opinion leader or SPM was made and revealed as 1) SPM
are trusted and well-liked by their network of friends, 2) SPM can be either male or
female but male is the best, 3) SPM are those people who are most often greeted, who

greet other the most, and who are sought out for advice by MSM friends.

6.2 Recommendations

6.2.1 SPM model seems to be successfully implemented and evaluated with
risk populations other than men who have sex with men. SPM model has wide
potential for adaptation to risk populations defined by the need for promotion of a
risk-reduction supportive social values in the context of shared social networks

mobilized around popular, credible, and trusted people (opinion leaders).

6.2.2 Detailed information for SPM should be collected and analyzed for the
target population in the targeted community setting, for the subgroups (social
networks) internally, the popular opinion leaders in these subgroups, the HIV risk-
reduction opinion or social values are required for further promotion, and for strategic
behavioral change strategy, including dissemination of HIV/AIDS risk reduction

materials.

6.2.3 Methods that are appropriate for the formative work to establish a SPM
intervention program include socio-metric surveys or community member ratings of
other members in terms of popularity, observational studies of community venues,
social networks, popular individuals in networks, and HIV risk attitudes and opinions,

interviews of and support from gatekeepers and key informants, focus groups to
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develop social marketing media, community surveys of members' knowledge,
attitudes, and behaviors , and secondary analysis of existing reports and data sets (e.g.,

existing needs assessments, risk assessments, market studies, and census studies)

6.2.4 Supportive role of the CBO is required including an implementation plan
to ensure that all of SPM's core elements and key procedures are included and

followed.

6.2.5 Strengthening the implementation capacity of the MSM steering group
and local MSM organizations is required to scale up and increase coverage using best

practices for effective and POL-based interventions as soon as possible.

6.2.6 Providing information in educational places like schools, college, and
universities to teach young people about the issue of HIV risk reduction and
prevention faced by MSM group can also help to reduce the number of social barriers

for MSM in the future.

6.2.7 The key process of how to institutionalize and sustain program funding

needs to be documented and published.

6.2.8 HIV risk behavior knowledge scores were high among MSM in each
hotspot even at the baseline survey; therefore it is suggesting that lack of knowledge
on HIV/AIDS was not significant in the studied populations but the strategic
intervention methods which promote behavior change and social acceptability of

changes are very much critical and essential.
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APPENDIX B
SPM TRAINING PROGRAM: THAI

(EXAMPLE)



144

v ) U 4 o 4 [y d
nangasmsineusy “maunningyundoumsinaiu i5ea miloaniuend (Steer Peer Mobilizers- SPM)

= v v d

Tunnaas ey amuiunveIngunaRNATHHUSA UK I8 (MSM Hotspot/

D

Entertainment-based intervention) TudanTaealvial

Session

Learning Method

Purpose

Session 1. 5 TuaduluM a0 SPM 1599

HIV/AIDS #azmsaanganssaaes Uszneu’ll

ROl

38

1.1 Uz Ni) 11M1uAA (Popular Opinion Leader

_POL) Ap0g 15

¥ o A

1.2 i’)%‘]J”IfJﬂTJWﬂJ%}Lﬁ’E]W]uﬁ@Q HIV/AIDS: M3ING

g Ay o
M0 LagIsuUYUANNU

a $ a o 9 1
1.3 95U18ANITIIV0INTAADAT IUTZALAIN
A o 9 =
1.4 o5 uenagns lumsaseanulasu uilag
d’ d' 1
NOAAANLT YN 1T
12 @ v @ Y A 9 4
- Lifimadunusniannsviin 911 deald
98190 U
1 Y A ﬂol [ <
- e InImMsuani/asuiinavas
- FuATLANYUDN
- dounaziloanuguenvesauliasans
1.5 a31) Fnonmuazuuziihdivae 11 fe 509
anuyeuazaNuin laiaA19 ATTINUDY
@ ~ a Y P
wnnazldounganisuldedne’ls uaznagnin
o Y A a da! 9
i limIsnaneises HIV/AIDS v lauag
Ufaldese
(Social skills they needed to serve as risk reduction

endorsers to their peers)

Didactic and group
process

Role play

- uaaalgiousy
< 9 =
Wiy vaznlang
DUATIOUVDUDAT LA
NANNNATZHIA 11
< { o o
Usziaundinnio 151
Y 9, w
FRRRFAIRNOITMIGR
9 1
Tdvealsuazisnng
o lgoninaved
Y Y YA~
33z o Ul
AINTTUMUNAN
1anans azan
WeAnssTeeld

28149'l5

Session 2. 5 TunouMsABUINAIFIUTINUNIY

d‘ d‘d a a
msgeasnulscansmn

2.1 ‘V]‘]J"ﬂ:m!ﬁi’)?ﬂﬁlli’)& Session 1

Didactic and group
process, games and role
play

- nNITU: INUANDL

Y 9 Y=
- griheusuaz 18

J
1sgaumsaltay
I a v Yo
Audasiugii

ANUAAALDU




145

Session

Learning Method

Purpose

2.2 oS neanuvenazANMdlafaA 19
A0
9 a v = » o A 1
anudnlada: SundsTiwaduiush b
[ 4 1w 4 4 @ '
Uavans ivendaInuuATIazireIu g
a g a3 v o Jdo 4
ANW54: AMINIGANAINIIINATFUNUTADALDY
9 a @ v Y o Y
anunlada: Auilasans SR UAIUANNNS
wiinuasangnaea lduuy lildgeeseunis
ANW3L: MIAIURNDBUNUANUT AT
3
WINTU
9 a v o oA o 1
At lda: madunusndaoane luayn
a o v o A
AW38: Aaasom IdmamaduRuEn
v 3 a §
Yavasuunonssuiaynld
2.3 B eMslFnasgrIumedsnanlasy
)
NYANIIN
BHIAANIDINNUIYI INATFIUMITIAN
o o Y A A T a
unundaglumsmldnuiinge lidinginssu
v 9
@ee INT1ZRZUY SPM 92A09
3 Y < 4 ~ v w A
1. aondn Iviiulse Teytionmslmaduiiu sy
YaoansnonuaIny
oAl @
2. wanolsz Teninaues 1ds vl
% o oA @ v
maduiusnlaoans uonvinzdedsliIdau
A Y o A g o Y a ~
puuad sunoluuswan Iiaueinanganssun
] dy Y9y A g Y ] Y A A
Yavanoil 13d1e et udedis o uaudulu
A 1
GERIRE
a J A A
2.4 95118090152 NO VD WU HIA3ITDINT

a

annnEssiiisyansam

2.4.1 huineadfuilymidous wasmga
iu'la

242 fludeanuludeaiaassa

2.4.3 lgtonnunase lasawsainnn

298190 TUIYILAUANY

A
LEUNR NG

Y 9 Y
- fousuaz 14

mauluy

vy 44
ANNLIATDNNIDD
gazaiuayuMs

Ui

Y 9 =

- Arneusui lema

G
]

nazin e

[ o oA
INFFUWUTN
R
aoanmilu
masg i Tuguru
VOIUVUDY
Y 9 9
- QINBUIUAIN
A 1 d‘
CEGRALL)
MIUAYUANUARN
TuisoaReInuny

YA a
HouAAD

Y 9

- AIBUTHATNIGTD

=2
ecR .

Y U @

Uy N
A
AudUa T
Jd A o
aouMsalifRgINy
Y 9
- Qe UsHAIID

=
Hnn1saugu

AULDN




146

Session

Learning Method

Purpose

aoansnooy s
2.4.4 Wauuzrh e wasulinganssun
1anany
1A < 9 [
2.4.5 ligeasuuudaasuuaz l¥asswuiy au
A A
INDUEAIATUYDINY
2.4.6 gonuluiinlasans Ae Nnazainlauas
Tusiaesuniu
2.5 a31ou uazuuz1i Session 3
< [ 1 dy A
szigunanluaiutinsoungy 3 (509
~ A ) a 1Yo
1. audianuFonazaNud laiaa 199 tagi
anuaaamnsoud lvligndewazuenaudula
2. HANIAUNNGANTTUTGUNTIZUIATTIU
daanlugnruvesau luaivayunsi
[ @ c’d’ 1Y
mAguNUTNanane
3. frhanuAsanson)asumasgudann
TagldFunauniniseamsannnuiTsanUinou
A
HAZAUBU
2 v X A
#%% NIU9ATTNOY 6 AUVDAUNBHIAITIT 04
4 da( A a [
MsaAnNUEsINNUsEans AN Msuaue
o Y A A Y
ATOUAQUIN 6 AUDDI1 SPM uNsndoas Ia

l o <
gl szaunnudTe *=

Session 3: !‘ﬁf’)?ﬂﬂ‘ﬂﬁ‘lﬂl‘lﬂ uagAEMIaUNIN

4 4
1399N13aAN TN

3.1 Unin

- 4 4 4

- o3 1eauaivatoau hideaisseinsan
~ ] 1 1 [ A A 1 1

anuaes oy Tindla ez ns il

] 1 d’ =\ a t:' %
wilanauduinganssumanailasasis

A ] Y a d' g
vso i lusimganssumansiilasaioas
a3 H @ [
Hungeusuvise l

a Y A Y o a A FY
- DTV UINVBIRUINNUAAND "IN

- Didactic and group

process, games and role

play

- NINTITY: FNDW

Y 9 9 '
- grineusuanlan

3 A A
adiuEeInn
I ] 1
Wurlunguane
Fnweluguruung
AU
Yy 9 9

- Aneusuanle
HAZATEHUNIING
nlasulag
NOANITUAIWNTD

AAYIOAIIANIY




147

Session Learning Method Purpose
A 9 A 4 o a ~ 9
AIDVIE - AT NANUFBDUUNNYANTTUNN eeld
A v g A A Y ° ) 9
manasansludingnane A3 @150 zgmammmﬂ%
o 9 I A Ao [ Y
mla nag Wuasindeangousu LAZRTEHUNIING
¢ A A A
3.2 NUNIUBINLITLNVVD UUBTNAITITBINT wasuualag
Al M A A = d‘
annNMasanNdssansmw NYANTTUINDAA
a ax ° Ay A o A o w
3.3 a5UNEIETMIUBAUDANT HIDVBYAIIDINT | - UAAIADIUNITAUIADY NIDNIANITY
o § ARl
Yosrueadarnry luilszdudis fo Tagiihmsousuang woalidse Toxiiao
P ¥ ) Y o A A o ]
- 9915z UVRUHRYIATFIMTanANY | UNUINFHIANNAATN AULDILASE

4 da( A a
eanulseanson
A o 9 A v
- stlupumsdeans uazanyueYoyans
ya ]
auswae gy uazyounuula 1y ¥eums
9 1 1 I %

Tdapvnunse lu oe1els, d1iludrnesaz Idnou

1 v A ]
!LﬂﬂﬂNﬂu‘Viﬁ’ﬂubJ

Al
wa A o

v =3 a G
34 E‘!!@‘Uiﬂwjﬂﬂﬂ‘ﬂﬂ LIDIMIUUAUDATT 1i7D
Y A v U J A A
slli’)ﬁmﬁi’)\‘lﬂ1§1]i’)\1ﬂ‘l—!!i’)ﬂﬁﬂﬂ!‘ﬂi’)u 139

L4
nganihnanalugau

3.5 aglounaznuz1i Session 4
< [ 1 2 A A
- Usziundnludiuiinseungu 2 (583 Ao
= s P L A
HneeAlsznen 6 AuveuleMIENITeINS
t:' tﬂ'd a A v Lﬁ‘

anANuTeINTlszansnmnuieu 4 auly

' [ 4 a J a
senIndlamuaziuuuuesudinauwa

TGEARGR

I ] A o w
flurruiounazhas
Titdoyaludadiims

= d'd a
pusNBNAUNINgANTTY
= A gd o A
GONERUTTITRGIERN

a A&
N1IAALYD HIV

- fimsousuaIsaLN
Y
AUNUUBEMS AR
A 9
Wwaee LUy e ld

Y Y = A o
NIV NLUVUNDUA
=1

naami I 1Fsuieula

Q

- YIUABITOILNAUNUT
AN WEUTY 1A391N
a <]
CRPEIGED
- MAdihousuans
4
03A1lsznoU 6 MUVDT
K 4
1HeMIA1521509M1509
4 da o~ a
ANUIABINTIUTZANT N
Y o =
mhnmsiszgndouuy
N3ZAY
- I¥nquiauedlegaum
v
aunu sauemsud

doymlumsmenoams

Y 9 9
AEAGHERILRID
HAZATEHIAN

1% o o"z:'
INFTUWUTN

v A

aoanailuaa

[~
Tv ifhnasgiu
NNFIANFIVIN
tazpamaalfiia

d

(o)

Y v P
QHJ"I’E)‘US‘JJL‘IH%]L@%

ATTHUNN

Y] 1 o’tﬂ'
INAFUNUTN
avansiin e

NeAe




148

Session Learning Method Purpose
Session 4 : 5 TupouAstHBIlUMIAWIUUN
4 4 N - v=_ | - AR uswasn
AUNUUIVINTAAANNTLASTINNTIVUAI - NINTTN: DIWANUFAN BN UIINAAND
ADUNAUNUTDINT NNAUIUTINVDN

lafunay

4.1 ‘YI‘U‘VIT.I‘I—!‘UTI@"I—!T]HH%ENﬂ]iaﬂﬂ'ﬂulaﬂﬁ

4.2 ﬂumuﬁi’fayaﬁmmsmmsn‘luuwauﬂm

(BH

] A A g 1 1 [
- L’é)ﬂﬁlf]Ju!,ﬁ’fN“I/]ll'lL”]JlJ‘I’i'NﬁluﬂijiJGIﬂfJiﬂ

< &
TIRNYUFHU

A a A
= ﬂ'lﬁ!fl_lﬁfJ'HLUJa\TWf]ﬂﬂﬁiilﬁ']N'ﬁﬂaﬂ‘ﬁ'ﬁ@

[

MyannuTesld

= a A A
= ﬂ1ﬂﬂﬁﬂuuﬂaQWﬂ@]ﬂﬁﬁNLW@a@ﬁ3’(’)

[

o a = d 1
N ﬂmmmmuﬂﬁzTﬂwmﬁummaz@

- maduiusnlasasedluaaIn G

PIATFIUNWNAIANFIVIN LAZAMAIAS

&3 q

eR

IBNER
o v oA v o Y1 1
= LWﬁﬁllWH‘ﬁVlﬂﬂﬂﬂﬂfﬁmulﬂ\‘ﬂﬂﬂ"lﬂ (YU

v A

aaaulaarmrinazihes lsuse lav

oz lsnfu ldnmsadrauamsmang

A v o Ia v W 1
ﬂﬂﬁﬂ\‘lLWﬁﬁﬂJWU‘ﬁﬂﬂai’)ﬂﬂﬂﬂUﬂ
' Y
AN
A A

- MINIATUATARUAUA DA AUDU

a
9

o 1 ] A Y= oA
JIUMVDNIN ‘hliJ’ LiJ’E]:.jﬁ'ﬂ’N!’ﬁEN

~ o Y a =
= WlﬁEJIIQQEJ’I\TE]H’I?JEJIWWEJ“UQ’IEJLLQ%?J@Q
Indile
a A A A A4 o
= UANREINISIENITHIDANT I UNDN
v o J
INATUNUD

3 @ ] H
- ldaueailudiegana

aaanudesan 1a v
11 91TUAUADIN 13U
lasiTomaaunuisol
MIAAANUITIIN
A Yy A Y
ouae 1las'ld
AUNAUNDUATY 5
Y I Y
AUNY \1luau
- DANTTV: DIU-ADV 1HU
D1: WUDANHANTIN
G\ o
(@oangaveeinge
(% Y 4
A01: INAFUNUTNIINNG
wiinn luileanu
21 NINTTUNMUNAN
Uaoanshiga Ao
=1
apl: M3 loaudegaga
gon NSAUNENIIUDN
1 1) o [
mIsenudusanulag
MU MINOA NMITYU
- 415 uagdoya
ao1uMIal 15AAAABN1g
NAFUWUT ez

HIV/AIDS

'
=)

unaunngiin
a Y o
ANuAA lam
- 1ETULTIEIUAY

U =}
TIUUDUD

Y Y ! =
AT INABNITY

UNAUNUIN

Y 2

11NN 10 ATIUYU
Ta
k)
- YDAIP
3 A A A
- IFUFDNTDENID
< 1
iU NIUN
AuUMNA N

ngulvi

w+x g3 Ao Aog
Y s K
naaa v

[ ' v
DUAI YV UA

v
a A

{o @ VoA )
fafidAgynInne 1513
Nazileafunuedla
aenalsuazis e
a A Y
anBwaveusINITHu

SISId' aAa
Tigouiinenssuma

mandasase ==+




149

Session

Learning Method

Purpose

4.3

4.4

4.5

Vinauedoya naz ¥IUALISEIAIUM DY
v %] a &’ =S
ﬁﬁ!ﬂ‘llf’)\iﬂﬂi1ﬂ1§ﬂﬂ!‘ﬁ®l®%\’l®3!!ﬁ$ﬂ1i

\ &’ X ' d’d
uwaazummmwamﬂm‘lunqum‘nu

v v dw
INATNNUBNUY Y
o v ﬁ' % d‘d
Hllaguovaya Lmzmuqmimﬁmwma

' a a a X 2
ﬂﬂwq{ﬂﬂiiulﬁﬂx‘]ﬂ®ﬂ1§ﬂﬂ!“ﬁi’)!i’)‘ﬂ‘1ﬁn

Y v U U IS5
wanmsadansstumalanunauiiie

Q

e®.

Hq v = o @ S 9o
- Fldmudamadnsnnmsndiin
a Yy~ [ d‘
anuda ldlunaunnnuiious)
- ESuusuANuT o vedid

UITUADNMINUNAUNUINLINAI 10
Y Y
asavu'll

- msveiesnquiiouse2191 U

v Jd

FINFIUVOIANUFUWUTAIUA AW

'
Y=

1¥9D0 ANUASNTINUADAU

S A A A Yy 1Yy
- L%Hﬂfﬁ]ﬂi@ﬁlﬂh@iﬂmu’ﬂ @Hﬂ@‘]ﬁh

[

seliunauunnnuioungu v

- NINTIV: DIU-ADU




NAME:

PRESENT TITLE AND

AFFILIATION:

BIRTH DATE& PLACE:

EDUCATION AND

QUALIFICATIONS:

POSITIONS:

WORK EXPERIENCE:

GRANT:

150

VITA

Mrs. Kornkanok Muangpratade

Director of Administration and Development Department

Association for the Promotion of the Status of Women (APSW)

501/1 Dechatungka Rd., Sikan, Donmuang, Bangkok 10210, Thailand.
December 16, 1963, Ratchaburi, Thailand

1982-1985: Bachelor of Education (B.Ed.), Faculty of Education,
Srinakharinwirot University, Bangkok, Thailand.

1989-1993: MA. Medical and Health Social Sciences,

Faculty of Social Sciences and Humanities, Mahidol University, Bangkok,
Thailand.

2006-2011: Ph.D. in Research for Health Development Program

(International Program ), Graduate School, Chulalongkorn University

Bangkok, Thailand.

1992-1997: Researcher, ASEAN Institute for Health Development,
Mahidol University

1998-2001: Lecturer, Boromrajonani College of Nursing, Ratchaburi

2002-2006: International Relations Officer, Faculty of Public Health,
Mahidol University

2007-2008: Program Consultant, HIV/AIDS RCC,

ASEAN Institute for Health Development, Mahidol University

2009-2011: Program Officer, Family Health International (FHI)

Present: Director of Administration and Development Department

Association for the Promotion of the Status of Women (APSW)



	Cover (Thai)
	Cover (English)
	Accepted
	Abstract (Thai)
	Abstract (English)
	Acknowledgements
	Contents
	Abbreviations
	Chapter I Introduction

	1.1 Rationale and justification
	1.2 Research questions
	1.3 Research objectives
	1.4 Research outcomes
	1.5 Scope of this study
	1.6 Operational definitions
	1.7 Expected outcomes and benefits

	Chapter II Literature review

	2.1 Preliminary studies
	2.2 The Body of knowledge contributes to model development
	2.3 MSM quantitative and qualitative findings
	2.4 HIV/AIDS knowledge and perception on safe sex among MSM
	2.5 Participatory Action Research (PAR)
	2.6 Conceptual framework of the study

	Chapter III Research methodology

	3.1 Conceptual framework of research design
	3.2 Population and settings
	3.3 Research instruments
	3.4 Data collection and procedures
	3.5 Outcome measurement
	3.6 The Intervention
	3.7 Content validity and reliability of the instruments
	3.8 Data analyses
	3.9 Ethical considerations

	Chapter IV Results

	4.1 A Preliminary review of baseline survey
	4.2 Demographic data of the studied groups
	4.3 Knowledge, perception, and sexuality related HIV/AIDS
	4.4 HIV infection risk behavior of the studied group (SPM Peer Group)
	4.5 Practical processes of SPM model implementation
	4.6 Qualitative results of SPM model implementation

	Chapter V Discussion

	5.1 Discussion of findings
	5.2 The Strength of this study
	5.3 The Limitations of this study

	Chapter VI Conclusion and recommendations
	6.1 Conclusion
	6.2 Recommendations

	References
	Appendix
	Vita

