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1.  Introduction  The UNAIDS World AIDS Day Report (2012) noted that ‘the current disproportionate  

impact of HIV and AIDS on men who have sex with men (MSM) and transgender people 

in this region will continue unabated if prevention and related services are unable to 

contain or reduce the rates of new infection’.1  This report and other recent publications  

have also acknowledged  that in spite of some improvements, current HIV programming  

for MSM and transgender people  is largely  failing to reach universal  access (UA) targets  

for these populations.2   In Asia and the Pacific region,  national HIV programming  in  

many  low-  and  middle- income  countries  continues  to exclude or marginalize  MSM  

and  transgender people, whereas HIV programmes that  do  provide  services  are  

limited in scale and scope to address the growing number of MSM and transgender 

people in need. This disparity between clear need and actual programming  for these 

populations  has proven detrimental in many countries, where the failure of HIV  

programmes to provide essential HIV services has created a ‘perfect storm’ for the 

rapidly rising epidemics.

In the last few years, there have been a series of consultations,  policy papers and  

technical guidelines to address the challenges  to scaling up comprehensive  HIV  

programming  for MSM and transgender people.3  A clear message from these  

documents  is that any effective national and local response to HIV programming  is only 

as good  as  the  principles  guiding  their  implementation.   This  scoping  paper was  

commissioned to intends  to  identify  core  principles guiding current programmes for 

MSM and transgender people, the assumptions  that underpin them, their validity and 

impact on the current state of MSM and transgender programming in this region.

Furthermore, APCOM also develops a tool based on the identified principles and 

underlying principles to help organisation that works with MSM and transgender 

individuals to find out if they inadvertently reinforcing hierachies and unhelpful power 

dynamics, and to discover their key advocacy areas to pursue, in relation to the practice 

and principles of working with MSM and transgender people

The  Asia  Pacific  Coalition  on  Male  Sexual  Health  (APCOM),  launched  in  2007, 

strives  to  improve  the development, availability and use of strategic information as 

one of its key goals. Since its inception, APCOM has generated policy and information 

briefs on a variety of issues and topics, such as the need to allocate significant resources 

to MSM and transgender people HIV programming,  the need for effective involvement 

of communities in research, and the mappings of the HIV situation and response among 

MSM and transgender  people in South Asia and Insular Southeast Asia.

This scoping  paper  was commissioned  by APCOM  to identify  principles  guiding   

current  HIV programming  for MSM and transgender people in Asia and the Pacific and 

the assumptions that underpinned them. The information collected for this scoping 

paper assisted in the prepartion of the APCOM Knowledge Reference  Group  (AKRG)  

meeting. 

The objectives of this scoping exercise, as per the terms of reference (Annex 1) were the 

following:

• To look critically and strategically  at the current landscape of MSM and  

Transgender  programming  in Asia and the Pacific;

• To identify  and analyze  the key assumptions  which lie behind  the core principles  

underpinning  HIV programming for MSM and transgender in the region;

• To identify  and provide  recommendations  on other  assumptions  that are not yet 

studied  and could have potential positive outcomes at the programming level.

2. Background 
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3. terminology Men who have sex with Men  (MSM)

The UNAIDS  terminology  guide describes  the term ‘men who have sex with men’ as 

males who have sex with males,  regardless  of whether  or not  they  have  sex  with  

women  or have  a personal  or social  gay  or bisexual identity.  In  this  scoping  paper  the  

term  ‘men  who  have  sex  with  men’  is  used  only  as  a  behavioural  term,  

recognising that there is a great deal of diversity among this population and that many 

men who engage in male- to- male sex have no level of identity around this sexual  

practice, seeing themselves as normative males.4

transgender  

The term transgender  is applied to ‘individuals whose gender identity and/or  

expression of their gender differs from social norms related to their gender of birth’.5  

The term describes a wide range of identities, roles and experiences which can vary  

considerably from one culture to another’. This inclusive definition embraces a wide 

range of people who identify as male, as female, as genders beyond these two, or identify 

in ways that transcend gender.6,7

Principles and Assumptions    

The term principle has multiple definitions, but for the context of this paper it is defined 

as (a) a normative rule or code of conduct; and/or (b) a descriptive comprehensive  and 

fundamental law or doctrine.8  Principles can be scientific, logical, or moral/ethical  

“truths,” arising from experience, knowledge, and (often) values, on which we base  our  

actions  and  thinking.9   Scientific  and  logical  principles  are derived  from  experience  

and  experiment, from  knowledge,  from  logical  analysis,  and/or  from  experience, 

experiment, knowledge, logical analysis and/or theory.   Moral  and  ethical  principles  

are  statements  of human obligations or duties that are generally accepted and are 

the expression of normative ethical systems (see Kantian and Utilitarian ethics). Core 

principles within programmes are a broad philosophy that encompasses fundamental  

norms,  rules,  beliefs  or values  that represent  what  is desirable  and  positive.  In some  

programmes, these principles are described as the truths that shape both the reasons 

for doing the work, and the work itself. Programmatic principles can be both prescriptive 

and descriptive. Descriptive, in the case of explaining what will happen,  or  

prescriptive  (normative),  indicating  what  a person  should  do. In the latter  case,   

principles  reflect some scale of values, and therefore imply value judgments.  

A normative principle assumes the universality of its ethical  values  and  attempts  to  

justify  them  on  a  rational  basis.  Normative  principles  provide  guidance  and direction 

in terms of making moral or ethical choices or living in morally acceptable ways.  Such 

approaches tend to  be  philosophical  or religious,  providing  frameworks  and   

theories  that  are  prescriptive.   Normative  or prescriptive  principles  can also be seen as 

the imposition  of a rule or method or attempting  to impose rules of correct usage on  

users. Normative is therefore referred to as a morally endorsed universal ideal.  

Descriptive principles  are a type of non- normative  ethics that is based on what people 

believe, how they reason, and  how they act. These principles may vary from one culture 

to another and are usually based on assumptions.

Assumption  for  the  purpose  of  this  paper  is  broadly  understood  as  a’  proposition  

that  is  taken  for  granted, without reference to the facts’. Assumptions are often  

unexamined, because we “believe” they’re accurate, even though they may not be 

factually accurate or tested.  Assumptions in programmes refer to specific factors that 

are considered to be true or certain when planning without necessarily having proof 

of it in reality. Assumptions are critical to all aspects a programmes planning process; 

despite the fact that even the most carefully considered ones typically  carry  with  them  

a  certain  element  of  risk.10   Assumptions  can  affect  the  progress  or  success  of  a 

programme, depending on whether or not the assumptions made, prove to be correct.



7Assumptions and Principles of HIV Prevention and Care Programming
for MSM and Transgender People in Asia and the Pacific

4. Methodology This  paper  is  primarily  a  desk  study;  supplemented  by  a  rapid  qualitative   

questionnaire  and  a  convenience sampling of national HIV strategic plans (NSPs).

The convenience sampling of NSPs was implemented to obtain first hand information 

and to inform the scoping paper on core principles guiding national HIV programmes for 

MSM and transgender people in this region. The convenience sampling was conducted 

on 17 national HIV strategic plans (NSPs). The countries selected for this analysis11 were 

chosen to ensure the inclusion of (i) APCOM regions (table 1); (ii) those that receive 

funding from the Global Fund for AIDS, Tuberculosis  and Malaria (the Global Fund), The 

U.S. President’s  Emergency  Plan for AIDS Relief (PEPFAR)  and other major sources of 

HIV funding in the region; and (iii) importantly,  information that was readily  

available online and in English. The aim of this sampling was to gather a general overview 

of the principles  supporting  national  programmes.  The  sampling  focused  on  low-  and  

middle- income   countries  with donor- funded  programming  for MSM and transgender  

people. Please see table 1 for a listing of the APCOM sub regions and countries selected 

for review of their NSPs.

A key respondent  questionnaire  was conducted due to difficulties faced by the  

consultant in sourcing strategic documents for other donor funded programmes that 

were not linked to a country’s national strategic plan. The questionnaire was developed 

in English by the consultant and reviewed by APCOM’s knowledge reference group 

(AKRG).  The  final  questionnaire   contained  fourteen  questions  [Annex  2]  and  was  

emailed  to  national  HIV programmes,  bilateral and UN agencies, international  and 

national non- government  organisations  and community organisations and networks 

in Asia and the Pacific. As this was a rapid questionnaire, respondents were given till 

the 18 February 2013 to return them back to the consultant. A total of sixty- seven (67) 

questionnaires  were sent out  to  identify  respondents.   Fifty- two   (52)  respondents   

were   from   national   organisations,  agencies  and programmes  based  in  twenty- five   

(25)  countries  in  Asia  and  the  Pacific;  eleven  (11)  respondents  were  from regional  

organisations,   agencies  or  programmes;  and  four  (4)  respondents  were  from  

sub- regional   networks, organisations and programmes. A total of twenty- three  (23) 

respondents replied and their information was collated for the findings.  Twelve  (12) 

respondents  were from national  organisations,  agencies  and programmes;  eight (8) 

respondents were working with a regional organisation, agencies or programmes; three 

(3) respondents were from a sub- regional network. Please see table 2 and table 3 for a 

breakdown on geographical location and institutional composition of key respondents.

Table.1   Convenience  Sampling:  APCoM sub- region  and countries review    

Sub regions Countries

South Asia Bhutan, Maldives, Nepal, India, Pakistan, Sri Lanka and 
Mongolia

Islands of Southeast Asia Indonesia,  Malaysia,  Philippines  and Timor Leste

Greater Mekong Region Cambodia, Myanmar and Thailand

Pacific Papua New Guinea and Fiji
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4. Methodology
(continued)

Several important limitations were encountered 

during the implementation  of the  e- mail 

questionnaire process:

• There were respondents  who had 

difficulties in understanding  the concepts  

of principles and  assumptions and some of 

their feedback did not fit within the scope 

of the questions.

• The  limited  time  provided  for 

respondents  to  answer  the  questionnaire  

was  a concern.  However,  as  this paper  is  

only  a  scoping  exercise,  the  sampling  of  

respondents  does  cover  the  criteria  for  

selection  and provides sufficient relevant 

information for an overview.

Table.3.  Email Questionnaire 
Collation: Institutional Composition    

organisations/
Institutions

n 
(Sent)

n 
(received)

United Nations 4 1

Multilateral 0

Bilateral 3 2

Foundations 1 1

Regional Programmes 2 1

Regional Networks 2 0

Sub- regional Networks 3 3

National Programmes 6 1

INGO 10 6

NGO 9 2

CBO 22 4

Philanthropic 1 1

Other 1 1

National Networks 3 0

Total 67 23

Table.2.  Email Questionnaire Collation: Identified Key Respondents Location and  
Geographical Coverage   

respondents n Location 
(Identified 
respondents)

n Location 
(Questionnaire 
received)

n Geographical 
reach  
(Identified 
respondents)

n  
(Questionnaire 
received)

Asia and the Pacific 3 2

Asia 6 4

Pacific 4

Sub- regional 4 4

Nepal 1 1

India 9 1 9 1

Pakistan 1 1

Bangladesh 1 1 1 1

Mongoliaå 1 1

Indonesia 7 3 5 1

Timor Leste 1 1

Malaysia 2 1 2 1

Philippines 1 1

Cambodia 2 2

Thailand 9 7 2 2

Myanmar 3 2 3 2

Vietnam 2 2

China 1 1 1 1

Cook Islands 1 1 1 1

Fiji 4 1

Samoa 2 1 1 1

PNG 1 1

Tonga 2 2

Australia 2 1

Hongkong (SAR) 4 2 4 2

Japan 2 2

Singapore 4 1 3

Taiwan 3 3

Korea 1 1

Total 67 23 67 23
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4. Methodology
(continued)

A comprehensive  literature  search was conducted  to identify MSM and transgender  

programme  typology  in the region; to provide a scan of the current state of MSM and 

transgender  programming;  and to verify assumptions underpinning  identified   

principles.  The  literature  review  only  sourced  available  information  in  English.   

The inclusion criterion was limited to content on MSM and transgender programming 

in Asia and the Pacific between the  years  of 2006 to 2013.  Document  typology  was  

broad  ranging   from   government,  bilateral  and UN documents;  national  policy and  

programmatic  documents;  regional  and  sub- regional  mappings  and  reports;  

epidemiological   reports;  country  progress  reports;  programme  and  project   

evaluations;  conference  abstracts; global  and  regional  guidelines  and  policies  (Please 

see reference page for full  listing of documents).  The populations  coverage  was  limited   

to  male- identified  MSM,  gay/homosexual,  bisexual   or  queer  men;   and transgender  

people (TG). Terms used to define these populations  in other languages  and local- 

identified  terms for  these  populations   were  not  used.  As  there  was  limited   

literature   available   on   MSM  and  transgender programming,  the  findings  of this   

section  predominantly  focus  on  MSM  in Asia.  The  literature  review  was  

primarily conducted through Google, GoogleScholar,  AIDSdatahub,  ELDIS, UNAIDS, 

WHO, UNESCO HIV and AIDS Education  Clearinghouse  and websites  of agencies  and 

institutions  working  on HIV and  AIDS  in Asia  and the Pacific.  Searches   were   

conducted   by  combining   the  region/sub -region/country   (table   1)  of  interest  with 

keywords such as “men who have sex with men/MSM”,  “transgender/transgender  

people/TG”,  “gay”, “LGBT”. A search  of  peer- review   and  gray  literature  was  also  

conducted   to  verify  identified  assumptions.   For  peer-  reviewed sources, PubMed and 

Google Scholar was searched for content published from 2006 to 2013 using the search  

terms  “HIV”,  “AIDS”,  “Men  who  have  sex with  Men/MSM”  and  “Transgender/TG,”  in 

combination  with “Human  Rights,”  “Partnership”,  “Community”,  “Community   

participation”,  and “Evidence  based  programming.” The review only looked at the  

countries,  which were  identified  in the convenience  sampling  and at documents that 

were available in full text in English. 

4.1. Geographic Scope    

APCOM’s  geographical  definition  of  Asia  Pacific  includes  the  following   

geographical  sub- regions:  Australasia (Australia  and  New  Zealand),  The  Pacific,  

South  Asia12,  Greater  Mekong  (GMS),  Islands  of  Southeast  Asia, Developed Asia13 

and China.14  Due to the limited consultancy days for this scoping exercise, priority was 

given to low-  and middle- income  countries in Asia and the Pacific and to high- income 

countries in East Asia and Islands of Insular Southeast  Asia. Australia and New Zealand 

were only included within the scoping paper when agencies and organisations  based 

in those countries were funding, managing or implementing  programmes in the other 

sub- regions of Asia Pacific. For the purposes of this paper the term ‘region’ or ‘regional’ 

assumes both Asia and the Pacific. When and where documentation was available Asia 

and the Pacific are referred to as separate geographic regions.  The scoping  paper  also 

includes  the use of World  Bank’s  classifications  for countries  and geographic regions.15  

The classifications used are low- , middle-   and high- income countries or economies.16

4.2. Context and Limitations    

This study is essentially  limited to secondary  information,  apart from the results of the 

email questionnaire.  A concern  identified  by the consultant  was  the inclusion  of both  

MSM  and  transgender  populations  within  this paper. The author felt that based on the 

time frame provided to conduct the desk- review, there was not sufficient time to provide  

equal  attention  to both these  populations.  In addition,  some of the terminology  and  

concepts used in this paper have multiple definitions and are concepts that are open to 

interpretation  and are subjective. Therefore,  readers should keep in mind that the use 

of terms in this paper is based on definitions  used in this paper.
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5. MSM and 
transgender  
Programming

5.1.  Current  Landscape       

Current HIV programming  for MSM and transgender  people continues  to be driven by 

small  and  medium scale projects.17   However in recent years there has been an  

emergence of larger scale programmes at the national and regional levels. Based on the 

data collected,  the main donors for HIV programming  for MSM and transgender  people 

in Asia is the Global Fund, followed  by the United States Government18,  the  

Australian  Government (AusAID),  the Government  of  the  United  Kingdom  (DFID)  

and  the  World  Bank.  In  the  Pacific,  the  Australian  Government provides the largest 

share of investment to support MSM and transgender interventions, but still relatively 

small compared to its overall HIV and AIDS investment in these countries.19  There are 

also other donors in the region, some support national programmes, which cover MSM 

and transgender people as part of a larger target population programme  or fund  

individual  small- scale  projects,  individual  interventions,  activities  and services (Table 

4).20  In high- income  countries,  community- based  organisations in Singapore, Korea, 

Taiwan, Hong  Kong  SAR  (China) and Japan, who are providing  services  to MSM and 

transgender  people,  were  receiving  approximately  40% of their programme budget 

from the government,  35% from the local private business sector and the general public, 

while international funds make up the remaining 10%.21

Investment  for MSM  and transgender  programming  supports  a  variety  of  service   

components  for these populations in the region. In most cases, they are based on the 

recommended  regional  comprehensive  package of services and international   

guidelines.  

In the last few years, this region has witnessed an increase in the number of HIV services 

being provided for MSM and only recently for transgender people as a separate  

population  in a few countries.25  Table 5 and 6 provides an overview of the service  

components  in funded programmes in low- and middle- income  countries and high- 

income  countries for MSM and transgender  people in this region. This listing is based on 

a rapid review of programmes, projects and mappings done in the region. 26

Table.  4. External Donors Supporting MSM and Transgender Programming in Asia and the 
Pacific   

Country  Global   
Fund   
(n)  

Global   
Fund   
(r)  

USAID/   
PEFPAr  

AusAID  DFID  WB  EU  BMGF 
22  

EJAF23

Afghanistan Yes

Bangladesh Yes Yes Yes

Bhutan Yes

Cambodia Yes Yes

China Yes

East Timor Yes Yes

Indonesia Yes Yes Yes Yes

India Yes Yes Yes Yes Yes Yes Yes

Laos Yes

Maldives

Malaysia Yes

Myanmar Yes Yes

Mongolia Yes Yes

Nepal Yes Yes Yes Yes

Pakistan Yes

Papua New Guinea Yes Yes Yes

Philippines Yes24 Yes Yes

Sri Lanka Yes Yes

Thailand Yes Yes

Vietnam Yes Yes
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5. MSM and 
transgender  
Programming
(continued)

The reviewed programmes  provided   a  basic  HIV  prevention   package.   This  included   

awareness generation, condom promotion, STI treatment (mainly referrals) and HIV 

related counseling and testing (mainly referrals).  The larger programmes  also provided  

psycho- social  counseling,  drop–in center services,  and access  to water based  

lubricants  and were engaged in advocacy and other activities for creating an enabling 

policy, legal and  social  environment.  In  Asia  and  the  Pacific  these  services  continue  

to  be  delivered  by  international  and national  NGOs,  CSOs,  CBOs and community 

support groups.28

    

The findings of the literature review also found that despite the increase in the number 

of services, for MSM and transgender people, the latest prevention coverage data shows 

that current HIV programming for MSM and transgender people is largely failing to 

reach universal access (UA) targets.29  In the region estimated coverage of prevention  

services  still  remains  inadequate  to  ‘halt  the  HIV  epidemic  among  these   

populations.  The  latest estimation of median coverage of HIV prevention services for 

MSM in this region was at around 57 %.30  A closer inspection  of  the  coverage  rates  

in  individual  countries  shows  a  far  dire  situation.  The  rates  in  individual countries  

range from as low as 9% in Bangladesh;  22% in the Philippines  and 23% in Indonesia;  to 

as high as 76.7 % in China and 77.3% in Nepal [table 7].31

Table.5.  HIV  Services  Provided  by  Donor  funded  HIV  Programmes  in  low- and  middle- 
income  countries       
Condom distribution Services for female Partners

Lubricant distribution Livelihood programmes

Condom social marketing Access to treatment/Anti- retroviral therapy

BCC Positive Prevention

Drop- in centers Care and Support

Peer- outreach Strategic Information

Confidential voluntary counseling and testing (VCT) / and referral Enabling Environment/Structural interventions

Sexually  transmitted  infection  diagnosis and treatment / referral Strengthening CS and institutional development

Psychosexual and Psycho- ‐social counseling Other capacity building

Table.6.  HIV Services Provided by HIV Programmes in high- income countries  in Asia27     
Condom distribution Palliative care

Lubricant distribution Antiretroviral therapy

HIV and sexual and  reproductive health prevention information Provision of clean needles and syringes

Psycho- social support Opoid substitution therapy

Confidential voluntary counseling and testing (VCT)/HIV Screening Legal services

Detection and management of sexually transmitted infections (STI) Employment training

Diagnosis and / or treatment for hepatitis Nutritional support

Vaccination for hepatitis A and B Micro- finance

Prophylaxis  and  treatment   for  opportunistic  infections.

Table.7.  Estimated Coverage rates of HIV  
Prevention  Programmes for MSM32    

Country Levels of Coverage
Bangladesh 9.0 %33

Philippines 22.7%

Indonesia 23.4%

Vietnam 24%

Republic of Korea 25- 49%

Thailand 49.2%

Myanmar 27%

Papua New Guinea 50- 74%

Cambodia 69.5%

Mongolia 65.5%

Myanmar 69.09%

China 76.7 %

Nepal 77.3 %
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In regards  to the Pacific,  only Papua  New Guinea  (PNG)  reported  coverage  of HIV 

prevention  services  among MSM, which was at 65%.34 There are still gaps in terms 

of coverage data. In the latest round of official reports submitted  by countries to the 

UNAIDS Secretariat  for the monitoring  of progress towards the targets set in the 2011  

Political  Declaration  on  HIV/AIDS,  only  13  out  of 40  countries  in  Asia  and  the  

Pacific  reported  on  the coverage indicators for MSM. In addition, none of the countries 

reported on coverage for transgender people and in most cases, transgender people 

were subsumed  within MSM data in the country reports.  In addition, according  to van 

Griensven  and de Lind van Wijngaarden  (2010) this data is problematic as ‘there seems 

to be no  clear  relationship  between  the  severity of the HIV epidemic among MSM and 

the extent  to  which  HIV interventions have been initiated or expanded’.35  They also 

state in their paper that some ‘countries might be underestimating  the number of MSM 

in need of interventions,  artificially inflating current levels of coverage and downplaying 

the need for increased investment in prevention for this population’.36

This is evident from current investment data, which points to a disproportionately  low 

level of investment being allocated  to MSM  and  transgender  programming  in  

comparison  to their  prevalence  level.37,38  Current  data  on resource allocation for HIV 

prevention  showed low actual spending (combination  of domestic and international 

funds) on MSM in this region when compared to the country’s total prevention  

spending.39  The countries where data was available showed that the estimated  

percentage  of spending on HIV prevention  for MSM was between 0.2%  to 18.5%  

(Table 8).

When and where population size, share of HIV burden or resource need for optimal 

coverage is available, these levels  of funding  illustrate  that  current  HIV  prevention  

programmes  reaching  MSM  and  transgender  people  are severely  underfunded.    

According  to  UNAIDS,  the  limited  investment   being  allocated  by  countries  towards 

meeting the estimated resource need ‘not only jeopardizes the sustainability of existing 

programming, but is insufficient to halt HIV epidemics among MSM and transgender 

people’.41

Table  8.40   Estimated Spending on MSM prevention   
(Domestic  and  External  Sources)

Country Spending on MSM prevention as % of 
total HIV prevention spending (year)

Cambodia 8.4% (2010)

Indonesia 0.7% (2010)

Malaysia 1.7% (2011)

Myanmar 18.5% (2011)

Mongolia 0.2% (2009)

Nepal 23% (2012)

Pakistan 4.8% (2009)

Philippines 4.0% (2009)

Sri Lanka 5.7% (2010)

Thailand 8.2% (2011)

Vietnam 2.3% (2010)
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In terms of existing  programming,  the findings  of the literature  review  showed  a wide 

range of programming models being funded and used to design and delivery the above 

mentioned HIV services. Based on the programmes for MSM and transgender  people 

reviewed  the categories  used for this paper are ‘public health programming‘,

‘boutique  programming’42   and ‘community  programming’.43  There  are naturally   

overlaps  between  these  three types  of programming  models  and the services  they 

provide,  but in most  countries  there  is a visible  division between them in this  

region.44,45

Similarly, the findings of the sampling review and email- questionnaire showed a variety 

of principles currently in use to guide  HIV programmes  in the region.  However,  there  

are normative  principles  that are  common  to all types  of  programming.  These   

normative  principles  seemed  to  be  adopted from International  and regional   

frameworks,  recommendations   and  guidelines  and  based  on  commitments  made  by 

countries  for achieving  Universal  Access.  There  were  also  non- normative   

principles,  which  were  more programme- and context-specific.  These  principles  seem  

to be selected  based  on  assumptions  behind  the type of programmes they are guiding, 

the implementers  and the communities they serve. The section below provides some 

of the key findings on principles specific to the different types of MSM and transgender 

programming.

6.1.    Public Health Programming           

This type of programming  is based on a public health model for delivery of HIV  

prevention, treatment and care. It is aligned  to a country’s  national  HIV strategic  plan 

(NSP)  and coordinated  by the national  programme.  Public health programming in most 

cases is funded by external donors and programmed vertically. Interventions and  

services  are delivered  mainly through  the public health system  and in some cases it 

is done through  a  public- private partnership  approach.46   Examples  of this type of 

programming  are the current national  HIV  programmes. These populations  are usually 

targeted as part of an overall public health or national programme strategy for ‘key  

affected’  or ‘most at risk’ populations,  which are then funded  by bilateral  or  

multilateral  donors.47  The largest donor in Asia and the Pacific for these programmes  is 

the Global Fund. 48,49 , followed  by, in  no particularly  order, USAID, AusAID, DFID and 

the World Bank.50,51

The  findings  from  the sampling  of national  strategic  plans  showed  that  the most  

common  principles  used  to guide public health programming in this region was human 

rights, followed by principles of partnership, gender, greater involvement of people living 

with HIV and AIDS (GIPA) and evidence- based  programming (table 9).

Table.9.  Common Principles Guiding Public Health Programmes 17 Countries out of 40  
APCOM countries in Asia and the Pacific (42% of the Countries Covered)

Principles Total  %  
Human Rights and Rights- based 14/17 82%

Multi- Sector and Bilateral Engagement and Partnership 13/17 76%

Gender Equity, Gender–based, Gender Mainstreaming, Gender Equality 13/17 76%

Evidence Based 12/17 70%

GIPA/MIPA 10/17 59%Overlaps  between  these  three types  of 
programming  models  and the services  they 
provide commonly occur,  but in most Asia-
Pacific countries  visible  division among them is 
recognisable. 
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Fourteen countries explicitly mention human rights as a core principle for guiding their 

national HIV programmes (table 9 and 10). 52,53,54  This principle  is expressed  in  

normative  terms  by these countries  and used in reference  to the right to health.  

In some NSPs the focus is only on availability and accessibility, while others include 

acceptability, and  quality  of  services  in  regards  to  right  to  health.  In  all  countries  

the  principle  of  human  rights  was  not expressed specifically in relation to MSM or 

transgender people, but to the general population. However, some countries  did  have  

elements  for  a rights- based  approach  to  programming  to support interventions  with  

key affected  populations.   These  included  creating  an enabling  environment,   

supportive  laws  and  regulations, structural responses, social justice and equity.55  

Countries that included structural reform principles and other similar enabling  human 

rights principles  were Indonesia,  Philippines, India and Malaysia.  While Indonesia  and 

Vietnam do not mention human  rights  as  a principle,  they  do  mention  supportive  

laws  and  regulations  as  a principle.  This could be due to reluctance  on the part of 

some countries to explicitly name human  rights  as a principle.56   While  some  countries  

included  principles  for respecting  cultural  and  religious  values  and societal norms, 

which seemed contradictory to values expressed by principles of human rights.

Table.  10:    Listing of Public Health Programming Principles by Country    

Principles  Countries  

South Asia Greater Mekhong ISEAN Pacific

Human  Rights        

Bangladesh 
Bhutan  
India
Nepal  
Pakistan  
Sri Lanka  
Maldives  
Mongolia

Cambodia
Myanmar

Philippines
Timor Leste

PNG  
Fiji

Multi- Sector and Bilateral Engagement and  Partnership  

Bangladesh 
Maldives  
Nepal  
Pakistan  
Mongolia

Cambodia
Myanmar 
Vietnam

Philippines
Timor Leste 
Indonesia

PNG  
Fiji

Gender Equity,  Gender–Based,  Gender Mainstreaming, 
Gender Equality    

Bangladesh 
Bhutan  
Maldives  
Nepal
India  
Pakistan  
Sri Lanka  
Mongolia

Cambodia
Myanmar

Indonesia
PNG  
Fiji

Evidence  Based    

Bangladesh 
Maldives  
Nepal
India  
Pakistan  
Mongolia

Cambodia
Myanmar

Malaysia 
Philippines
Timor Leste

PNG 

GIPA/MIPA  

India  
Pakistan  
Sri Lanka  
Mongolia  
Nepal

Cambodia
Myanmar

Indonesia
Malaysia

PNG  
Fiji
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In Asia  and  the Pacific,  every  country  is party  to at least  one human  rights  treaty,   

and  all have  made  rights- related   commitments  in  relation  to  HIV.57,58     

The  adoption    of  this  principle  seems  to  be  based on recommendations  of existing  

international  and regional agreements,  frameworks  and guidelines  for scaling up the  

response  for  MSM  and  transgender people.59,60   However,  there  continues  to be sharp   

difference  between acknowledgment  by and  commitment  by  the  governments.   

Despite  the  widespread  incorporation  of  human rights language in these national 

strategic documents,  there seems to be a lack of strategic guidance on how, by whom,  

and for whom  human  rights  principles  will be respected,  protected,  and  fulfilled.  

In addition,  the total proportion of donor investment supporting advocacy or human 

rights-based approaches  within these programmes is unknown. As bilateral, multilateral 

and private philanthropic  donors differ in their opinions about whether or not support 

for such activities constituted HIV programming.61

The next common principle among NSPs was partnership, with 13 countries mentioning 

it as their core principle (Table  9 and  10). This  principle  is underpinned  by the  

assumption  that  the HIV  epidemic  is complex  and  its impact is felt across society 

involving individuals, families, sectors and institutions. It therefore goes beyond the  

domain of the health sector and as such an effective response can only be achieved 

through partnership and coordination of stakeholders and funding. In most cases, the 

partnership principle within NSPs was adopted due to the commitments by countries 

to the UNAIDS Three Ones Principles, the Paris Declaration on Aid Effectiveness 

(2005)  and  the  Accra  Agenda  for  Action  (2008).  In  country’s  NSPs  the  approach  

for  implementation  of  this principles  is  expressed  as  multi- sectoral,  bilateral  or  

inter- disciplinary   partnership,  coordination  and engagement.62   This  principle  is also  

common  within  strategic  plans  of donors  in the region  and  through  this principle, 

they are increasingly  empowering  recipient governments  to set HIV priorities based on 

multi-sectoral engagement   and  ‘country  ownership.’  Interestingly,  whereas   

international  and  regional  documents   give attention  to partnership  with  

communities,  this is an elusive concept  in many NSPs. In NSPs  that identify  civil society 

and communities as partners, they were predominantly  mentioned within the context of 

service delivery. Bangladesh,  India, Maldives, Sri Lanka, Indonesia,  Philippines  and PNG 

do mention involvement of civil society, vulnerable  groups  and  communities  or  

community  participation,  but  do  not  explicitly state partnership with these groups.

Gender- related  principles  were  also  common  within  NSPs.  In most  cases,  Gender  

referred  to young  girls  and women.  Gender  was  expressed  though  a variety  of  

normative  and  enabling  principles  such  as  gender- equity,  gender- equality  and gender 

mainstreaming.  There was no mention  of gender expression  or  gender  

identity  or principles  relating to the Global Fund’s sexual orientation  and gender  

identity (SOGI) strategy, even though 11 out of the 17 countries  have Global Fund 

grants that address MSM and transgender people (Table 4). The next guiding  principle  

identified  in  the  NSPs  reviewed  was  evidence- based  programming  or  

evidence- informed programming.63,64   Surprisingly,  even  with  international  and  

regional  consensus  on the need for evidence- based  programming, not all countries 

included this principle in their strategic documents.

Global Fund’s sexual orientation and gender 
identity (SOGI) strategy, published in 2009, 
highlight the importance of sexual minorities’  
issues in the fight against AIDS, malaria and 
tuberculosis.
Source: Theglobalfund.org
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These identified principles guiding this type of programming are based on the  

underlying assumption that HIV is a public health and medical issue.65  It is evident from 

current programmes that this assumption  greatly influences the application of the  

identified principles. In most public health programmes there is a singular focus on  

provision of treatment services. HIV diagnosis and treatment are core programmatic  

elements of these programmes, followed at  times  by  care  and  support   

interventions.66,67   Prevention  services  within  these  programmes  are  primarily  for 

accessing these populations  for diagnosis and treatment. This type of programming  in 

most cases creates single dimension  generic programmes,  based on a public health 

package of services.  In most cases, services or activities that lie beyond the traditional 

domain of the health sector were missing.68  In terms of care and support activities, 

there is limited information to ascertain how much of investment and what activities 

are reaching MSM and transgender  people. Similarly, only a few programmes included 

targeted structural interventions  or human rights-  related,  or  capacity  building   

activities.  If  these  interventions  are  included  they  are  primarily  to  strengthen 

service  delivery.69   In  national  statistics  and  some  country- level  data,  MSM  and  

transgender  people  are  often subsumed  under  the general  category  of ‘key  

populations’  or ‘most- at- risk  populations,’  making  it difficult  to determine which  

services are specifically targeting these groups

Overall, there is very little evidence to show that the principles identified are guiding the 

development and implementation  of national programmes  for MSM and transgender  

people. As multiple reports and peer- reviewed  papers  show that national  programmes  

continue  to face barriers  and challenges,  which include  repressive  policy and legal 

environments,  stigma and discrimination,  vertical HIV services, lack of a cohesive 

strategy, limited or lack of partnership  with MSM and transgender  people and their 

organisations,  networks  and  support  groups.70  In some  cases,  there  is also limited  

commitment  from  the governments  to improving  programmes  and services  for these 

populations.71  This is evident in the Pacific Island countries where there are still no 

public health programmes for  MSM  and  transgender  people.  While  in  Asia,  MSM  

and  transgender  people,  regardless  of  their  elevated prevalence  levels within some 

countries,  continue to be marginalized  and ignored.  This is particularly  the case for 

transgender  people  who are generally  absent,  or are subsumed  within  services  for 

MSM  in current  public health programmes.72,73

The faces of transgender people in Asia 
and the Pacific, that are often left behind by 
government-based HIV responses. 
Photo credit: UNAIDS Asia Pacific
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6.2.    Boutique Programming               

MSM and transgender  response in this region continues to be dominated  by small and 

medium- sized programmes or projects. Some of these initiatives are described as  

“boutique programming” within international, regional and national  reports.74,75  This 

type  of programming  is defined  as ‘setting  up high- quality,  small- scale  projects  for 

providing   services to most- at- risk  populations’.76    According  to amfAR (2010) and 

APMG (2011)   what differentiates boutique programming is that they are usually  

conceived and funded by donors and then governed and managed by International   

non- government  organisations  (INGOs), research institutions  and other external  

agencies’  with  hopes  (not always  made  explicit)  of being  eventually  phased  over  to 

local  control.77,78   In some cases  INGOs  provide  the initial  start- up  funds  and help  to  

articulate  service  models  in partnership  with  local agencies.79  This type of  

programming  is vertically designed and managed with the classic features of ‘log frames, 

targets  and  regulations   and  include  tight  supervision  and  incentives   to  achieve  

quick  results’.80    Boutique programming  in  some  cases  promotes  horizontal  service  

delivery  and  this  is  evident  in  this  region  where prevention- to- care services  are 

delivered  through  partnerships  with local governments,  CSO and CBOs (where they 

exists).81  But in most cases these  programmes  are disconnected  from the mainstream  

HIV response  and the health- related  services  that are  provided.  In some countries  

they also work outside  the national  or provincial government   health    

infrastructure.82,83    A  key assumption underpinning  this type of programming  is that 

traditional  bio- medical  approach  is  inadequate  on  its  own  and  that  services  and   

activities  are  required  for addressing  the  larger  socio- cultural and economic   

dynamics  of  the  epidemic  and  for  creating  an  enabling community ownership.  This  

theoretical  underpinning   has  enabled  ‘boutique  programming’   to  create  some  

innovative  services  and address  gaps in settings  where  there is a need for such  

programming  in  Asia and the Pacific.84  In this region boutique programming  provides 

community VCT, mobile STI clinics, and clinical services within NGOs and  

community- based  organisations  (CBOs). In other countries,  boutique  programmes  

are ‘one stop shop,’ for prevention- to- care  services,  which  have  been  established  as  

demonstration  models, to  show governments that MSM and transgender can run their 

own programmes.85

Based  on  the  findings  of  respondents  from  boutique  programmes,  the  principles  

that  guide  their  programming tends to be more descriptive and enabling in nature, 

rather than normative. In all boutique programmes reviewed services provided were 

closely linked to its principles. These principles provide a glimpse into the type of work 

that they do and assumed  outcomes.  The identified  guiding  principles  are primarily  

descriptive  in nature  and based on what is assumed as ethical and moral reasons for 

setting up these programmes.

 
Table.11.  Principles Guiding Boutique Programmes            

Programmatic  Principles    n  (13)  %  
Capacity building 9 69%

Locally- led initiatives 7 54%

Rights- based 7 54%

Evidence- based /Informed 7 54%

Comprehensive and integrated Services 6 46%

Support MSM and TG involvement in programme design, delivery and evaluation 3 23%

Partnership 3 23%

Community Ownership 2 15%

Community systems strengthening 2 15%

Community advocacy and policy 1 8%

Respect and confidentiality 1 8%

SOGI 1 8%

Community Empowerment 1 8%
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69% of respondents  identified  capacity building as a key principle  guiding their 

programming  response  (Table11). This was also a common principle stated in reports 

and evaluations of boutique programmes reviewed. The principle of capacity building 

reflects what is seen as an essential component of this type of programming, which is the 

provision of technical support. That latter is usually provided for the purpose of building 

the capacity of community organisations, networks or local groups prior to funding them 

to deliver services or manage the programme.86   Based on the review  of boutique   

programming,  the taxonomy  used to differentiate  the concepts  of capacity is based on 

two dimensions: level (individual, organisational, and community levels) and type  

(general capacity  and  intervention- specific  capacity).   In some programmes  the  

outcome  for  programmes   guided  by  this principle  was limited to having basic  

technical,  management,  operational  and programmatic  skills. While other  

programmatic outcomes reviewed saw capacity built as and when clients are able to 

manage their own projects or to independently  source  and  manage  funding  for  

continuation  of these  programmes.  There  was  considerable confusion over  

approaches or strategies for implementing  this principle and in some cases it was just 

an activity within programmes rather than a principle. Regional reports have mapped 

examples of boutique programmes having built capacity of community organisations and 

networks to managed  and implement their own  programmes  for their communities.87   

While  there  are examples  from  evaluations done  on these  programmes,  which  have  

shown problematic transfer processes due dependency issues, limited local capacity and 

funding. 88

The next principle that was popular among respondent was locally led approaches.  

However, there was limited information  provided  by  boutique  programmes  on  how  

they  defined  the  term  ‘locally’.  In  some  cases  ‘locally’ referred  to the target  

population  (community),  while in other cases it was used in reference  to a  

geographical location (local) or the combination of both. The key assumption  

underpinning this principle was that MSM and transgender  people should involved in 

developing  and providing services for their own communities.  However, there are also 

examples where this principle has failed to achieve its intended outcome.  

This particularly evident within  programmes  that  are  usually  managed  and  delivered  

by  INGOs  and  larger  NGOs  or  they  act  as  shelter agencies for community groups 

(due to legal and social constraints within countries). Where programming tends to be 

more paternalistic and vertical.

The next principle identified by respondents  from boutique programmes was human 

rights. The application of this principle  focused  on  a rights- based  approach  to health.89   

This  included  the  integrating  of core  human  rights principles  such  as  participation,  

equity,  respect,  confidentiality,  non- discrimination,  stigma  reduction, transparency,  

and  accountability  into  policy  and  programme  responses.90   This  principle  is  closely  

linked  to  the principle  of evidence- based  programming.  This linkage  is based on the 

assumption  within  boutique  programmes that countries  with repressive  and legally  

constrained  environments  continue  to have  considerable  data gaps and  lack  of   

methodologically  sound  surveillance,  epidemiologic  and  social  science  research on 

MSM and transgender  people.91  This assumption  underpins  the development  of  

components  on operational  research and building  strategic  information  for advocacy  

and  to inform  rights- based   activities.92   However,  where  the application of this  

principle proves problematic  is when this type programming  replicates external HIV 

services and models for delivery, which are defined as evidence- based.93
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6.3.  Community  Programming               

The  last  category  in  the  typology  of  current  programming  for  MSM  and   

transgender  people  in  Asia  and  the Pacific  is  ‘community  programming’.   The  use  

of  the  term  community  as  stated  in  the  previous  sections  is problematic as there 

is no fixed definition. Community within this type of programming refers to MSM and 

transgendered  individual  who  have  come  together  based  on  their  social  and  sexual  

identities  and  networks, shared cultural and political affinities, or by joint action in  

seeking rights and health or fighting discrimination.94

These formal and informal groups, organisations and networks are key drivers in  

developing, managing and implementing  these  programmes  to  deliver  services  for  

their  own  specific  community  or  the  wider  MSM  and transgender  community.95   

These  community  organisations,  groups  and  networks  in  some  cases  have  arisen  

locally  (location- based)  in response  to particular  needs  or challenges  or are operate  

at the national  level  but deliver services where their target population  is based. This 

type of programming  is usually small- and medium scale and is funded by external,  

domestic and/or internal sources (such as fundraising, membership, fees, etc). In some 

low- and middle- income  countries, external and national stakeholders and  

community- based  agencies have supported  community  programming  by providing  

technical, operational,  and management  support or acting as shelter organisations.96,97

Community programming usually emerges to respond to gaps in services or needs within 

the community and are at  times  informal  initiatives  that  are  self- generated   through  

community  action.  These  services  are  usually programmed  in urbanized areas, are 

activity- based  or are short- term  service delivery initiatives or are included within a 

small- and  medium scale projects.98,99  Reasons include easier accessibility  of these 

populations  in urban areas, limitations in capacity for scaling- up services, funding and 

sustainability  issues. Community programmes are usually  not  based  on  formalized  

plans,  strategies  or approaches.  This  was  evident  during  both  the  literature review 

and also stated by respondents. Most community programmes did not have  

strategic or programme documents that described or stated their organisational  or  

programmatic  principles, values, goals, aims or objectives. If and when they did have 

programme documents,  it was based or developed to fit what their donors expected.  

In recent years, there has been the emergence  of a more formalized  programmatic  

response, when and where funding is available. In some cases, this type of programming 

is being developed for countries with no services for MSM and transgender  people.  

While  other  countries,  these  programmes  are  developed  to  compliment  the   

government’s response within a public- private  partnership approach.100

Table.  12.    Interpretation of Principles Guiding Boutique Programming by Key respondents    

Programmatic  Principles    Interpretation  
Capacity building • Deliver high- quality comprehensive prevention package   

• Technical and management skills   Building capacity for sustainability   
• Operational and programmatic skills   
• Empower organisations to manage projects

Locally led approaches • Community ownership    
• Community-led    
• Community empowerment

Right- based • Gender equality   
• Equal Access for All     
• Human rights based framework   
• Right to access to HIV services and information
• Freedom from Stigma and violence

Evidence- based /Informed • Building evidence of what is effective and applying it to specific contexts
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The findings of the email questionnaire  showed that compared  to the other types of 

programming  there was a wider set of principles guiding community programming. 

Some community respondents had difficulties in understanding  the  term  principle  

and  others  did  not  have  strategic  or  operational  plans.  Some  respondents stated  

that  their  programme  activities  as  principles.   There  were  some  respondents   who  

reported  that  their principles  were  based  on  those  of  their  funders  and  therefore  

it  changed  accordingly.   Respondents   from community  programmes  that  were  not  

funded  by  donors,  in  most  cases  did  not  have  separate  programmatic principles, but 

stated their organisational  principles or values were the same as their programme  

principles. These community  programmes  had principles  that were more about the  

philosophy  and values of what is desirable  and what defines them. Such as physical, 

social and psychological  well being, sexual orientation and gender identity, respect, 

cultural  and  social  acceptance.   However,  most  programmes  identified  a mixture  

of  normative  and descriptive  principles  that  were  also  guiding  both  boutique  and  

public  health  programming;  such  as  human rights,  evidence  based  programming   and  

partnership.  This  could  be  because  the  programmes  reviewed  were supported  by 

funds from either boutique  or public health programming.  The principles  that were 

identified  by key respondents  were similar to what was espoused by community   

practitioners  at the Risk and Responsibility consultation in 2006.101  Please see table 13 

below for a listing of the other principles.

80% of respondents  identified  human rights as a key principle.  In some cases this was 

both an organisational, and programmatic principle (Table 13). This was followed by 

community engagement and participation and evidence- based  programming.  Most 

respondents expressed the principle of human rights in normative terms.102

While   others   did   not   mention   human   rights,   but   stated   rights- based    principles   

such   as   the   right   to confidentiality,   respect,  non-  judgmental  and  elimination   of  

stigma  and  discrimination.   Human  rights  as  a favored  principle  guiding  this type of 

programming  was not surprising  as many of these programmes  operate  in difficult  

circumstances  and repressive  environments.103   The adoption  of this principle  greatly 

influences  a core activity  of this type of programming,  namely  advocacy  and  

community  mobilisation.    These activities  are  also guided  by the principle  of  

community  engagement  and participation.  Respondents  from community  programmes 

stated that MSM and transgender people are best placed to develop services for their 

own communities,  both in terms of making  these services  more relevant  and  

responsive  and in being able to reach  hidden and high- risk members  of their   

Table.  13.   Principles Guiding Community Programmes        
(Identified by Community Programmes, Organisations and Networks)

Programmatic  Principles    n  (10)  %  
Human Rights 8 80%

Community Engagment and Participation 5 50%

Evidence- based/Informed 4 40%

Capacity building 1 10%

GIPA 1 10%

Networking and Alliance Building 1 10%

Scaling up 1 10%

Partnership 1 10%

Community ownership 1 10%

Lesson- based Approach 1 10%

SOGI 1 10%
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communities.  This assumption  has been  validated  in regional  mappings  and reports,  

which underpin the relevance of this type of principle for guiding programmes  

delivering services to sub- populations  who are not being reached.104,105  A criticism  of 

this principle  is that outcome  is  limited  to participation  rather than following a  

community empowerment model.  Similarly, the application of this principle has also 

proven to be problematic   when   looked   at  in  terms   of  representation   and   

transparency.   In  some  countries,   groups   or organisations   try  to  represent  all  MSM  

and  transgender   people  in  a  society,  but  in  reality  they  are  only representing  the 

needs and providing  opportunities  to a specific  sub- population.106  In most cases,   

‘community representatives’  tend  to be  urban- based,  well- educated,  good  at  

speaking  English,  and  usually  gay- identified.  Lower- class  and less educated  or young  

MSM and transgender  people,  as well as  those engaging  in behaviours such as sex work 

and drug use, may not be as well represented.107   These  issues  support  the assumption  

that MSM and transgender people have  different identities and need to be ‘mobilised’ 

in ‘separate communities’ and have  ‘ownership’  over  their  own  representation  and  

programmes.  In this  regionally  and  globally,  this  has  been  the theoretical basis for the 

need to create groups based on the different sexual and gender identities, social, sexual 

and  health  networks,  cultural  and  political  affinities,  etc.108   The  diversity  of   

identities  within  this  type  of programming  is also  evident  in the  variety  of  

mobilisation  used  in the  region.  In some  programme,  community mobilisation  is based 

on western models, such as online and other communication technologies  and  

large- scale annual community events.109    While other programmes have followed a 

different trajectory to that seen commonly in the West. For example, in some countries, 

community organisations  and groups have mobilised  gay men and lobbied  openly  for  

gay  rights  using  a  model  similar  to  that  seen  in  Western  cities.  While  other   

community organisations  and groups utilized different approaches to mobilize those 

who do not follow western notions of coming out, adopting a gay identity, or fighting for 

gay rights.

The  next  guiding  principle  identified  by  respondents  was  evidence- based   

programming.  However,  there  was limited clarity among respondents  on how this was 

interpreted or defined within programmes.   Some respondents stated  programmes  

developed  by MSM  and transgender  people  were  evidence  based,  while  others  felt 

evidence meant the  availability  of sociological,  behavioural  and  epidemiological   

research  to inform  the  development  of appropriate  programmes.  However,   

there  was  a  consensus  among  all  respondents  that  despite  the availability  of  

epidemiological   information,  there  continues  to  be  a  lack  of  strategic  qualitative  

information  on  obstacles, challenges, including current risks behaviours of MSM and 

transgender people in the region.

The findings from the email questionnaire showed that community programmes in most 

cases did not monitor their principles  or  have  specific  indicators  and  tools  to   

monitor  the  application  of  these  principles.  This  makes  it difficult  to  ascertain  if  

these  principles  were  translated  into  practice  or  remained  as  rhetoric.  Overall,  the 

findings  found that community  programming  tended to be activity- based  or  

project-based, isolated,  fragmented and continue to face relatively low levels of funding 

with limited or no core support and with funding cycles that usually limited their ability 

to operationalize their principles.110
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6.4.  Monitoring  and  Evaluation  of  Principles    

Findings  from  the  literature  review  showed  that  in  most  cases  operational  plans  

were  developed  wholly  or partly separated from the principles identified in strategic 

documents. Principles were also missing at the costing and budgeting phase and, when 

implemented, were seldom evaluated or taken to scale. The majority of key respondents 

from larger programmes stated that not all principles identified were included within 

their monitoring frameworks. While a review of smaller programmes showed that in 

most cases principles were not monitored or evaluated, the  programmes  that  did  

monitor  their  programmatic  principles  used  a  combination  of  output  and outcome 

indicators. The challenge identified with the use of outcome indicators are that it  

assumes that change occurs  in  a  linear  fashion.  However,  if  the  principles  is  based  

on  untested  assumptions  then  it  affects  the outcome  and impact of the programme.  

While the use of output indicators  does not seem to measure  quality and treats  each  

principle  as  separate  concepts  with  different  outcomes.  There  were  also  a  variety  

of  different methods  and tools  for collecting  information  on these  indicators.  The 

main  reporting  methods  were programmatic  mid- term or annual evaluations and 

reports, success stories, partner reports, qualitative research and operational  research 

and on- site  supervision.  However,  there was not enough information  provided  to see 

how these principles were evaluated and whether the information collected was used to 

improve the programmes.

AIDS Zero Portal is Thailand’s solution to 
reach the large and dispersed number of MSM 
and transgender population that are often 
overlooked in a geographic expansion-based 
programme. 
Source: aidszeroportal.org
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The guiding principles identified within the different types of programming are in most 

cases aligned or are influenced by recommendations from existing technical policies and 

guidelines to scale up comprehensive HIV prevention  and  care  programmes  for  MSM  

and  transgender  people  (Table  14).  Based  on  the  findings  from  the previous section 

and review of technical guidelines and documents, there seems to be a common set of 

principles that are consistently being used to guide MSM and transgender programming. 

However, despite their growing consensus and rhetoric, there is little to evidence to 

support their effectiveness in guiding current programme implementation  in this region. 

These principles are not new, but the assumptions they are based on have evolved over  

the  years  to  address  the  assumed  challenges  to  MSM  and  transgender   

programming.  This  section  will discuss some of the overarching  assumptions  that 

underpin  these recommended  principles  and to what extent are they based on the  

realities of the current state of MSM and transgender programming in Asia and the 

Pacific.

7.1 Human  Rights  and  Rights- based  Programming

        

Countries with repressive laws, policies and practices often ignore or marginalize 

MSM and transgender people.

While  there  are  examples  of  national  HIV  programmes  that continue  to  exclude  or  

marginalize  MSM  and transgender people.111   There  are  also  examples  where  HIV  

services  are  being  provided  in  countries  with repressive  legal  and policy   

environments  for these  populations.  While  there  are 19 countries  in Asia and the  

Pacific that continue to criminalise male- to- male  sex.112,113 There are currently 22 

national HIV responses in this region that have identified MSM as a priority population, 

which include countries that have policies and laws that criminalise  and discriminate  

against  MSM  and transgender  people.114  Table 13 provides  examples  of  low- and  

middle-income countries in this region that prioritize MSM and in some cases  

transgender people in their NSPs.  Five  of these countries  have specific  MSM  and  HIV  

strategic  plans  (Cambodia,  Philippines,  China,  India, Indonesia), while others have a 

programme strategy for MSM and HIV under their overall strategy for KAPs.115  Out of 

19 countries that criminalise same sex behaviour, five of these countries have funded 

HIV programmes for MSM and transgender people. These countries included Sri Lanka, 

Pakistan, Bangladesh, Myanmar and PNG.

Table.  14.    Key MSM and Transgender Technical and Policy Guidelines and reports    

Document  Date  Principles  

UNAIDS Action Framework: Universal Access for Men who have 
Sex with Men and Transgender People 2009

• Human  Rights    
• Partnership  
• Evidence  based    

LPEPFAR Technical Guidance on Combination HIV prevention 
for MSM 2011

• Capacity building and Technical  Assistance
• Partnership  
• Evidence  Based    
• Access  to  Services    
• Human  rights    

WHO/UNDP Global consultation report on  
“Prevention and treatment of HIV and other sexually  
transmitted infections (STI) for men who have sex with men and 
transgender populations”,  Geneva, Switzerland

2008
• Rights- based  
• Know  your  epidemic    
• Partnership  

WHO Guidelines: prevention and treatment of HIV and other 
sexually transmitted infections among men who have sex with 
men and transgender people: recommendations for a public 
health approach

2011
• Public Health Approach
• Comprehensive health
• Sexual health

Comprehensive Package of Services to Reduce HIV among Men 
who have Sex with Men (MSM) and Transgender (TG)  
Populations in Asia and the Pacific

2009
• Human  rights    
• Evidence  based    
• Partnership  
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Similarly,  in  high- income  countries  where  these  populations  face  stigma,   

discrimination  and  social  exclusion they are still accessing services. In Japan, Singapore, 

and Hong Kong SAR (China), MSM and transgender  people are included as a target 

population in their national strategic plans and do receive services and commodities  for 

HIV prevention,  care and support. Therefore  this assumption  is not entirely valid within 

the context of current programming in Asia and the Pacific.

Denial   of  human   rights   for  MSM  and  transgender   people   and  continued   high  

levels   of  stigma   and discrimination   mean  that  current  programmes  will  not  

reach  those  most  at  risk,  thereby  impeding  HIV programmes.

In Asia, the Commission on AIDS in Asia report underscored this assumption by stating 

that ‘inappropriate or repressive  application  of  criminal  law  in  some  Asian   

countries  undermines  effective  HIV  responses  in  the region’.116  The majority of 

low- and middle-income countries in Asia and the Pacific still have repressive legal and 

political  environments,  while MSM and transgender people in nearly all countries in 

this region continue to face some form of stigma and discrimination.  A UNDP/APCOM  

(2010) regional study and the Global Commission on HIV and  Law  working  paper found  

that  in  countries   where  male- to- male  sex  is  criminalised,  MSM and transgender  

people not only face the threat of persecution, but also extortion, harassment, and  

violence by police and  others.117,118,119   Other  countries  in  the  region  that  do  not   

specifically  criminalise  male- to- male sex  are reported  to selectively  apply other 

criminal  provisions,  such as public  order and indecency  offences,  to target MSM and 

transgender  people on the grounds  of their real or perceived  sexual orientation,   

gender identity and gender expression.120  In many countries in this region  

transgender people do not have any form of practical or legal recognition  of their  

self- affirmed  gender identity and some countries even have laws that criminalise  

transgender people  based  on  their  sexual  or gendered  behaviours.   Transgender   

people  are  also  subjected  to  gender-  inappropriate  detention  or incarceration   

practices,  as  well  as  police  abuses.121   This  creates  an  environment where  

transgender people face extreme discrimination and denial of basic human rights.122,123

7. Discussion and    
Validation of Key    
Assumptions
(continued)

Table.  15:    List of Countries Prioritizing MSM and Transgender People       

Country  MSM-specific    
programme  line 
in    nSP?    

HIV strategy for    
MSM?    

HIV strategy 
for  Transgender 
people?     

Bangladesh Yes (’12) Yes (’12)

Bhutan Yes (’12) No (‘12)

Cambodia Yes (’12) Yes (12’) Yes

China Yes (’12) No (’12) Yes

East Timor Yes Yes

Indonesia Yes (’12) No (’12) Yes

India Yes (’12) Yes (12’) Yes

Laos Yes Yes

Maldives Yes Yes

Malaysia Yes (‘12) No (12’)

Myanmar Yes (’12) No (’12)

Mongolia Yes (’12) Yes (’12)

Nepal Yes (’12) Yes (’12)

Pakistan Yes No

PNG Yes Yes

Philippines Yes (’12) Yes (’12) Yes

Sri Lanka Yes (’12) Yes (’12)

Thailand Yes (’12) Yes (12’) Yes
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In these countries, while HIV and other health services are provided to these  

populations, they continue to be delivered  by  health  systems  that  are  not  always   

willing  or  capable  of providing  nonjudgmental,  high- quality services to these  

communities.124   Stigma and discrimination  against MSM and transgender people 

pervades the health  systems  of  many  countries.  John Godwin in his  report on legal  

environments,  human rights and HIV response  in  Asia  and  the Pacific, alludes to the 

reality that  “the  human  rights  of  sexual minorities  are  often ignored  by  policy   

makers  and  programme  implementers’.125   Similarly,  national  programmes  find  it  

challenging  to provide sexual health, and care and support programmes to sexual 

minorities because of the stigma associated with perceived  sexual  deviance.126   In some  

countries, MSM and  transgender programming  face  legal  and  policy impediments to 

the provision of HIV services and commodities, delivery of services by staff and access 

to service by beneficiaries, who often face harassment, violence and blackmail. This is 

documented in regional reports that have  identified  situations  where  state- sponsored   

homophobia,  especially  the  criminalization   of  homosexual behaviour, creates  barriers 

to promoting the use of condoms and  lubricant,  or to provide  outreach,  education, 

testing  and  treatment  to  those  engaging  in  same- sex  sexual.  It is  clear that, in this 

region, the lack of protective legislation,  criminalization, stigma and discrimination  and 

other barriers  contributes to low access. ultimately leading to insufficient  scale and 

scope to address these expanding  epidemics and  to provide  services  for the growing  

number of MSM and transgender  people in need. The challenge  of delivering   

nondiscriminatory  services is  particularly  daunting  in  environments  that perpetuate  

homophobic  rhetoric, harassment and violence towards both MSM and transgender 

HIV service providers and their constituents. This has also  been  validated  in a global  

review that found that, in countries with legal protections from discrimination for MSM,  

almost  60  percent  were   reached   with   prevention   services,127   while MSM and 

transgender programmes that do not deal with the relationship between structural  

factors and HIV risk continue to have low coverage.128    This  assumption  is valid  within  

the  context  of  current  MSM   and   transgender programming and it is well established 

in international and regional literatures.129

7.2 Evidence- based  or  Evidence- informed130   

        

Men who have sex with men and transgender people are disproportionately  at risk 

of HIV Infection.

A systemic review of epidemiology of HIV infection in Asia estimates the odds of MSM 

being infected with HIV as being  18.7  times  higher  than  in the general  population.131      

Recent  meta- analysis  studies  and  reviews  on  HIV prevalence  among MSM in Asia and 

the Pacific estimates prevalence  rates of 5.2% in East Asia, 14.7% in South and  

Southeast  Asia and 4.4% in Oceania.132  According  to a recent Joint Strategic   

Assessment  report,  ‘Incidence among men who have sex with men is rapidly becoming 

the largest single driver of the epidemic in the region. Unless this is addressed,   

incidence  in many countries  will sustain  significant  prevalence  levels.133  Double- digit 

HIV  prevalence  among  MSM  is  found  in  cities  in  China,  Taiwan,  India,  Myanmar  

and  Thailand.134    Even  in countries  where the MSM population  is relatively  small, the 

rate of HIV prevalence  among  this group is much higher than in the general  

population.135  An overview of national estimates in low- and middle- income  countries 

shows HIV  prevalence  rates  of  more  than  20%  in  Thailand;  17%  in  Viet  Nam;  11%  

in  Mongolia;  8.5%  in Indonesia; 7.8% in Myanmar and 6% in China,136 whereas HIV  

MSM and transgender people not only face 
the threat of persecution, but also extortion, 
harassment, and violence by police. 
Photo credit: UNESCO/W. Field
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prevalence estimates among MSM in high- income countries in the region range from 4% 

in Japan; 4- 5% in Hong Kong SAR (China) and Singapore; 6- 7% in South Korea  to  4- 10%  

in Taiwan.137   Similarly,  a  review  of government  data and cross- sectional  surveys  of 

MSM shows  the  exponentially  rapid  elevation  of  prevalence  rates in  urban  areas.   

In  Bangkok,  HIV prevalence in cross- sectional  surveys of MSM showed an increase 

from 17% in 2003 to 31.3 % in 2010.138  In Ho Chi Minh City, HIV prevalence  among 

MSM tripled between 2006 and 2009, rising from 5.3% to 15%. In Hanoi, similar results  

showing  an upward  trend  from  9.4%  to 17.3%.139   In Jakarta,  there  has  been  an  

exponentially higher  increase  from 2% in 2003 to  8.1%  in 2007 and then 17.2%  in 

2011.140  In the Pacific  Island  countries, aside from Papua New Guinea141  where almost 

all HIV diagnoses are attributed to heterosexual  sex, one third of HIV infections in the 

Pacific are known to have occurred in MSM.142  Because of the stigma regarding sex  

between men in many Pacific Island countries, it is likely that an HIV infection rate 

among MSM is still under- reported.143

In  regards  to transgender  people,  according  to Baral  et al  (2012)  ‘As  of  2012,  there   

remains  a  poor understanding  of the burden of HIV’ amongst this population.144  This 

is due to various factors, which include the limited inclusions of transgender  people in 

national HIV surveillance  systems and/or the conflagulation  of MSM and  transgender  

people  in  country  data.145   However,  recent  meta- analysis,   systematic  reviews  and  

reports indicate  that  when  data  is available  (overwhelmingly  on trans  women)  there  

are alarmingly  high  prevalence levels  and  in  some  areas  rates  even  exceed  those  

estimated  for  MSM.146   Baral  et  al  (2012)  estimates  that transgender  people  are  50  

times  more  likely  to  be  at  risk  to  HIV  infection  when  compared  to  all  adults  of 

reproductive  age  in  low- and  middle- income  countries.147,148    Other available global   

epidemiological studies among  transgender people have found that HIV prevalance in 

this sub-population ranging  from  8 per cent to 68 per cent.149  In Asia, the situation  is 

equally  alarming,  with  prevalence  rates  in some  areas  reported  to be up to 49%.150,151  

Estimated figures from   city- based studies cited by UNAIDS  (2009),  WHO  (2010) and 

Godwin  (2010) have   shown prevalence level of 11% in Bangkok; 14% in Bandung; 25% 

in Surabaya; 22% to 34% in Jakarta; 37% in Phnom Penh and 49% in Delhi.152

The data that is available on these populations  clearly points to an HIV epidemic among 

MSM and transgender people  that is accelerating  in some countries  within  Asia. While, 

according to the UNDP Multi-city initiative report,  ‘there has been a leveling-off in new 

HIV case reports in recent years.’153 particularly in some high-income countries (Hong 

Kong, Singapore, Taiwan and Japan), a comprehensive overall picture of the HIV  

epidemic among MSM and transgender people in Asia and the Pacific is still lacking due 

to a lack of epidemiologic data.154
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Countries  with low evidence  bases have limited coverage  of HIV services for MSM 

and transgender  people.

A regional assessment conducted by WHO and the Asia Pacific Transgender Network 

(APTN) in 2012 on HIV, STI and other health  needs  of transgender  people  in Asia and 

the Pacific  found  that ‘limited  data for transgender women led to low coverage rates for 

effective interventions  and an insufficient range of interventions  to reduce HIV   

infection  risks’.155   The lack of data on  population- based  measures of the prevalence,   

the  size  of  the populations at risk, and the great diversity of these populations in 

differing social, cultural, and political contexts all contribute to the limited effectives 

of current programmes in reaching these populations. Overall, there is a clear lack of 

understanding  about ‘how to reach those who are most at risk for HIV and AIDS, what 

sort of information they  would  respond  to, and  the  kinds  of services  they  would  need  

and  use?’156   Current  programming  is not informed  by the realities  of HIV   

transmission  risks  for MSM and transgender people and their different   

sub- populations.  In many cultures, concepts  such as homosexuality,  bisexuality or 

being “gay” may have little meaning.  Even the use of the term MSM  and  transgender 

in programming  is problematic when  considering   the   health  needs  of  the  diverse 

populations  it represents. HIV programming  for these populations  in many countries 

does not acknowledge  the wealth of geographic,  social,  sexual, and  gender  diversity  

among  these  population  groups.  A clear recommendation  from regional reports is that 

any provided intervention and services should take into account epidemiology,  culture, 

social mores and legal aspects, in addition to the heterogeneity  of MSM and transgender 

related  risk- behaviours,  self- identification   (gender,  sexual  orientation,  cultural)   and  

social  support  (family, community,  spiritual)  and  cultural  norms.157    

Only then these interventions and approaches can be termed  as evidence- based  and  

shared,  adapted,  and  scaled  up.’  The absence of this exercise unsurprisingly  

perpetuates generic one size fits all strategy.  These  programmes  are  scaled  up  based  

on  assumptions   on  the homogeneity  of these populations,  how they function, how 

they are organized,  and their expressed  or assumed needs.  They  are  usually  not  

based  on  hot  spots  with  high  prevalence,  but  on  geographic  expansion  to  meet 

targets, which in turn leads to continued challenges in the quality and uptake of provided 

services. These issues are  evident, and thus,  hindering  the  success of  programmes  in  

countries  like Thailand,  India, Indonesia  and Bangladesh,  where issues of reaching the 

large and dispersed number of MSM, transgender and other  sub- populations  is  a   

challenge.158   The  is  also  evident  from  the  latest  prevention  coverage  data,  which 

shows that the current HIV programming for MSM and transgender people is largely 

failing to reach universal access (UA) targets. The estimated median coverage of HIV 

prevention services for MSM in this region is at 57%, which is still far below the  

Commission on AIDS in Asia (2008) estimated coverage rate of at least 80%.159

This  assumption  has  also  been  validated  in  reports,  programme  evaluations  and  

peer- reviewed   papers  in  this region and globally.160  However, there is also an urgent 

need for a balanced and common framework in defining what is evidence- based   

programming  as a principle and approach.161  This will provide a clearer understanding 

on how to evaluate.

transgender  people  are  50  times  more  
likely  to  be  at  risk  to  HIV  infection  when  
compared  to  all  adults  of reproductive  age  
in  low- and  middle-income  countries
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7.3 Partnership

        

‘The most effective and sustainable  responses to HIV among men who have sex 

with men and transgender people  are  built  on  partnerships  between  many   

actors,  including  affected  communities,  allies, governments, the private sector 

and the Un family’.162

At the national level, this assumption  has come to be termed as country ownership.163  

While asking countries to take  greater  ownership  and  coordinate  partnerships  for  an  

effective,  efficient  and  sustainable  national  AIDS response  is good in principle,  it only 

works when it is holistically  applied.  It is, however, detrimental  when the fate of these 

populations  are in the hands of governments,  which do not see MSM and transgender  

people as a priority population, or partners in the response or even acknowledge  the 

existence of these populations.  Partnership for many  national   programmes   equates   

leadership   and  action  by  governments   and  coordination   between   their ministries in 

setting the direction of the national response based on national policies and  

strategies for managing the  epidemic  in  their  countries.  While  partnership  with   

community  groups  and  organisations  is  interpreted within public health programmes 

as the involvement of MSM and transgender in service delivery, communities in most 

cases are not acknowledged  as equal partners or as key stakeholders within programme 

or are missing at decision- making  levels in countries. As a result, many governments   

determine  their national HIV priorities and response  without  the  participation  of 

MSM  and  transgender  people.  In most  countries,  there  continues  to  be limited or 

no representation  of MSM or transgender  people on national policy and programming  

bodies such as national AIDS councils and committees,  or on Global Fund Country 

Coordinating  Mechanisms  (CCMs).164  There are exceptions, but in most cases there is 

no meaningful partnership with these populations. This funding is also supported by the 

limited adoption of principles of civil society representation,  community participation 

and involvement of civil society and communities within national programmes. Evidence 

to justify this assumption is still limited, but the detrimental impact of the  

implementation of ‘country ownership’ to effective programming for these populations 

has been evident.

In this region, where partnership of a broad range of relevant stakeholders has been 

apparent, there has been greater investment and prioritization of MSM and  

transgender people in HIV programming.

Various regional and sub-regional partnerships, which have supported the  

development of regional policies and strategies, regional and sub-regional advocacy 

networks, consensus on a comprehensive package, multi-city initiatives and greater  

evidence base, has been noticeable since 2006.165  The partnership at the regional and 

national level for developing Global Fund proposals are the epitome of this  

partnership.166

While there is evidence to show that the partnerships at the regional and national  

levels have led to an increased prioritization  on  these  populations  in  low- and   

middle- income  countries,  political  commitment  has  only  been partly supported by 

domestic resources.167  According to Griensven and Wijngaarden (2010),  ‘Government 

investment in prevention among MSM remains small.’168 This is evident in the available 

strategic information, which points to a disproportionately  low level of investment  

currently being allocated from both domestic and external sources.169
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7. Discussion and    
Validation of Key    
Assumptions
(continued)

In Asia and the Pacific, this assumption is valid in terms of greater prioritization by  

governments and donors, but there is limited evidence to show that this has been  

translated to increased resources for MSM and transgender programmes at the national 

level.

An HIV response for MSM and transgender people is at its strongest point when  

community  members are involved at all stages of programme  development and   

implementation.    

The above- mentioned  assumption on community inclusion and involvement in  

improving health outcomes is not a contemporary idea. It has its roots in the Alma Ata 

declaration  of 1978. It is also the cornerstone  of both  ‘community- based development ’ 

and ‘community  driven development’, which relies on “communities”  that are  

“empowered”  to organize themselves and “participate” in the development processes. 

Similarly, this assumption is  a  key  to  the  effective  implementation  of  the current  

global  and  regional  guidelines  on  MSM  and  transgender programming.  WHO   

guidelines  on HIV and MSM,  issued  in June  2011,  states  that,  “health  services  should  

be made  inclusive  of  MSM  and  transgender  people,  based  on  the  principles  of   

medical  ethics  and  the  right  to health”.170    Similarly,  the guidance  from PEPFAR  

stresses  the importance  of   using  members   of  the  MSM community  to  connect  

with  their  peers  and  to  engage  and  retain  them  in  health  interventions.171  In 

countries  where communities  have been part of the development  and implementation  

process, these programmes have  delivered  HIV services  to large  number  of  MSM  

and  transgender  people  in  need. 172  More  broadly,  as responses have developed and 

grown, there is increasing evidence that the most effective programmes are those in 

which civil society’s role, engagement and leadership are strongest and equitable.173  

This is evident in countries like India, Nepal, Malaysia, Indonesia and the Philippines, 

where communities have been included at the programme development  stage.174   

Community participation  and engagement in health programmes can also improve  

quality of services, scale up testing and treatment and provide essential care and  

support services. According to Trapence et al (2012), ‘without community involvement,  

government-run health programme will have little chance of  effectively  reaching   

communities  or  scaling  up interventions   towards universal access to lessen, and  

ultimately, end the HIV pandemic’.

However, given the realities of working with these populations,  it remains important  

to have an understanding of what we mean by community, who is part of it and who are 

not; in order to assess the extent to which people claiming to represent communities 

actually do so, as there is considerable diversity in the prevention and sexual health  

needs  of  MSM  and  transgender  people.  Another  issue  is  that  the  use  of  terms  such  

as  community, engagement and participation uncritically assumes that they are widely 

and uniformly understood.   The findings of  this  paper  showed  that,  within  MSM  and   

transgender   programming,   there   continues   to   be   limited understanding on what 

these concepts imply, which makes it problematic in terms of validating this assumption.
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8. Conclusion Principles within programming are seen as fundamental norms, rules, beliefs or values 

that represent what is desirable and positive. They guide programmes in all  

circumstances,  irrespective  of changes in its goals, strategies or type of services.   

In some programmes, these principles are described as the truths that shape both the 

reasons for doing the work and the work itself. However, these truths and/or  

assumptions need to be based on the current realities. In Asia and the Pacific, HIV 

programming for MSM and transgender people continues to be guided by principles that 

are morally endorsed. These principles seem to be externally derived and donor driven.  

In most cases, they are only acknowledged in rhetoric,  based on the  limited  evidence 

on  their implementation  and effectiveness in guiding current programming. If these 

principles are to be optimally applied for  guiding  future  programming   they  need  to  be  

based  on  the  realities  of  current  MSM  and  transgender programming and the  

experiences of those working in this region, while adapted  to the social, cultural and 

economic situations of these populations. 
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Consultant  
term of Reference

Consultant term of Reference

Scoping paper on assumptions behind, and key principles of,  HIV prevention and care 

programming  for MSM  and Transgender in  Asia  and the Pacific.

Background

The Asia Pacific Coalition on Male Sexual Health (APCOM), launched in 2007, is a 

coalition of community representatives, government,  donor  and UN sector  advisors.  

The community  representatives are drawn  from 8 sub- regional  and 2  regional men 

who have sex with men (MSM) and transgender  networks in Asia and the Pacific. 

APCOM strongly advocates, regionally and  globally,   for  increased   investment   in  line  

with  the  need  for  scaled- up   coverage   of  evidence- based,  targeted   HIV intervention  

programming,   research  to  address  gaps  in  knowledge,  and  the  promotion  of  

individual  rights  for  MSM  and transgender  people in the region.

APCOM  strives to improve  the development,  availability  and use of strategic  

information  as one of its key goals. Generating this  knowledge  can  also  serve  to 

strengthen  its advocacy  messages.  Since  its inception,  APCOM  has  generated  policy  

and information  briefs on a variety of issues and topics, such as the need to allocate 

significant resources to MSM and transgender people HIV programming,  the need for 

effective  involvement  of communities  in research,  and mappings  of the HIV situation 

and response among MSM and transgender  people in South Asia and Insular Southeast 

Asia.

The  policy  environment   has  been  significantly   improving   in  recent  years,  

partly  due  to  advocacy   work  by  APCOM  in partnership  with the United National 

Development  Programme  (UNDP), UNAIDS Regional Support Team Asia Pacific 

Region, United  Nations  Educational,  Scientific  and  Cultural  Organisation  (UNESCO),  

World  Health  Organisation- Western  Pacific Region  Office  (WHO- WPRO), Hivos  

(Humanist   Institute  for Development Cooperation),  USAID  Regional Development 

Mission/Asia  and  others.  While  APCOM  has  been  a  growing  voice  for  the  diverse  

communities  of  MSM  and  transgender people in the region however,  there remains 

a lack of social research,  which takes into account and reflects the complexities  of 

MSM and transgender  identities  in the region. Although  there is growing  availability  

of epidemiological data on MSM and transgender  people, contextual (qualitative)  and 

quantitative  social research knowledge  and information  about male- to- male sex 

remains relatively rare. Whilst APCOM is increasingly  recognised  as an important 

and crucial player in the region, it must continue to improve and strengthen  effective 

advocacy. One of the ways it can do this is through strengthening  its knowledge 

base and promoting  social research on and among its constituents.   The 1st APCOM 

Governing Board meeting set up a Social Research Working Group to coordinate efforts 

in this important area.

terms of Reference
Scoping  paper on  assumptions  behind, and  key  principles    
of,  HIV  prevention  and  care programming  for MSM  and 
Transgender in Asia and the Pacific 
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A number  of formal and informal  discussions  took place during and after ICAAP 10 

(10th  International  Congress  on AIDS in Asia and the Pacific)  in Busan,  South  Korea  

in 2011.  These  involved  APCOM  senior  management,  Social  Research  Working 

Group  members,  several  APCOM  sector  advisors  and  others.  The  overall  consensus  

was  that  APCOM  needs  to  add  to  its reputation  by becoming  a centre of activity in 

collecting,  distributing  and advising on the proper application  of accurate and reliable 

knowledge on MSM and transgender  issues in the region.

A ‘visioning meeting’ was subsequently  held to help plan a process towards taking this 

forward, including further discussions that APCOM should have with stakeholders.  The 

outcome of this was a recommendation to develop two brief scoping papers intended to 

look critically and strategically  at the current state of MSM and transgender  knowledge  

in Asia and the Pacific (as well as globally),  and identify centres where that knowledge  is 

currently  held. These papers will then be used to inform and prepare  for the convening  

of the first APCOM  Knowledge  Reference  Group (AKRG)  meeting,  where further 

action steps will be developed.

    

Crucial in this investigation will be an analysis of the assumptions, which lie behind 

current MSM and transgender programme approaches in the region. The following 

assumptions  could be the topic of further investigation:

1. That  ‘friendships’  and  ‘friendship  bonds’  in Asian  contexts  are the same  as 

in Western  contexts.  This  is an assumption behind  peer education  as a health  

promotion/HIV prevention  strategy  developed  in Western  settings.  Below  the 

surface  is another assumption,  i.e. that friends are concerned about and able to talk 

about each others’ health and sex life.

2. That  MSM  and transgender  adolescents/young people/sex  workers  in Asian  

countries  have  similar  identities  in Asia  to those  in Western  settings.  This is the 

assumption  behind  promoting  ‘empowerment’ strategies,  such as, lifeskills,  self- 

help groups  and other ‘activist’  approaches.  Below  the surface  are assumptions  

about ‘identity’  that have never been  studied  in detail in most Asian settings.

3. That  Asian  gay  and  transgender   people  feel  that  they  need  to  be  ‘mobilised’  

in  ‘communities’   because  of  a  different ‘identity’  or because  of their  sexuality,  in 

order  to make  HIV  prevention  and  care  effective.  These  assumptions  about  the 

universal  nature  of  ‘gay  identity’  or  ‘transgender   identity’  as  well  as  the  need  

for  gay  and  transgender   ‘communities’ underpins all community  mobilisation  

approaches  currently being implemented  in the region, even though it is starting 

to be increasingly  clear that same- sex  behaviours  are very often not at all linked  

to a notion  of ‘identity’.  The role of age,  gender, religion,  race/ethnicity,  and class 

is swept under the carpet in such approaches  -  these are all assumed  to be less 

important than ‘sexual identity’.

4. Linked to (3), that ‘homophobia’  and ‘transphobia’  are important  obstacles to life 

for Asian men -  assuming  that these two are universal forces.  Do homophobia  and 

transphobia  measure up as perceived  problems  for MSM and TG, in comparison to 

other problems they may face (poverty, access to education or employment,  etc)

5. The assumption  that ‘Greater  Involvement  of People Living with HIV’ (GIPA) is 

necessary  to improve  HIV prevention  and care programmes  or that they are 

made more effective  by this. The principle  was born partly out of patient activism,  
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term of Reference
(continued)

rejecting the authority of doctors and their tendency to make decisions on patients’ 

behalf without informing them properly. Is this an issue for Asian ‘patients’ looking 

for health care?

    

Objectives  of  the  scoping  paper  on  assumptions  behind,  and  key  principles  of,  

HIV  prevention  and  care programming  for MSM  and  Transgender in  Asia  and  the 

Pacific.    

    

The main objectives of this scoping paper are:

1. To look critically and strategically  at the current state of MSM and transgender  

programming  in Asia and the Pacific (as well as globally);

2. To identify and analyse the key assumptions  which lie behind the principles and 

components  of MSM and transgender  programming  in the region;

3. To assess the extent to which these assumptions  are based on research/data;

4. To supply a matrix of resources for inclusion in APCOM’s future knowledge 

database which outlines the assumptions  behind key programming  principles.

5. To identify and provide recommendations on other assumptions  that are not yet 

studied that could have a potential positive outcome at programme level
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Sample Questionnaire for Key Respondents    

1. Please state your Name, Designation,  Organisation,  Location

2. Is your organisation  one the following? Please check (more than one if applicable):

HIV/AIDS service organisation 
LGBT Organisation/network 
MSM organisation/network 
Transgender organisation/network 
Organisation working with HIV- related Issues 
Sexual and reproductive health organisation 
Government sponsored organisation/entity 
Government 
UN 
Bilateral/Multilateral 
International Non- government organisation 
National Non- government organisation 
Community- based organisation 
Regional Network 
Others (please specify) 

3. What HIV prevention and care programmes175  is your organisation  currently 

funding/managing/implementing in the country for MSM and gay men and what are 

the components  of these programmes?

4. What HIV prevention and care programmes is your organisation  currently funding/

managing/implementing in the country for transgender  people and what are the 

components  of these programmes?

5. What are the key organisational  principles176  that your organisation  adheres to in 

terms of supporting HIV programmes for MSM and gay men? Please specify if they 

differ or are the same principles for transgender?

6. What are the programmatic  principles currently being applied to the HIV 

programmes for MSM and gay men that your organisation  is funding/managing/

implementing? Are they the same for transgender  people?

7. Are these programmatic  principles similar to your organisational  principles or 

programme and region/country  specific?

8. What are some of the key assumptions177 about MSM and gay men (in the country or 

region) that support the selection of these organisation/programmatic principles for 

national HIV programmes for MSM and gay men?

9. What are some of the key assumptions  about transgender  people (in the country or 

region) that support the selection of these organisation/programmatic principles for 

national HIV programmes for MSM and gay men?

10. Please describe any recent challenges/barriers to the application/adoption of these 

principles within your regional/national HIV programmes for MSM and gay men? 

(Please specify which principle and what programme)

11. Please describe any recent challenges/barriers to the application/adoption of these 

principles within your regional/national HIV programmes for transgender  people? 

(Please specify which principle and what programme)

12. How do you assess effectiveness  of your organisational/programmatic principles 

and its application within HIV programmes for MSM, gay men and transgender  

people?

13. Please provide recommendations, based on your experience, on other (local/

regional/international) key principles that you feel can have a positive outcome if 

adopted/applied on HIV programmes for MSM and gay men in the region/country?

14. Please provide recommendations, based on your experience, on other (local/

regional/international) key principles that you feel can have a positive outcome if 

adopted/applied on HIV programmes for transgender  people in the region/country?
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(CIDA), Swedish International Development Cooperation Agency (SIDA), Helvetas, Bill and 
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Fund.
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Mapping Project of HIV/AIDS Groups for MSM and Transgenders in Insular Southeast Asia 
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Asia (2008). amfAR and Global Forum on MSM and HIV. Lessons from the Front Lines (2010), 
UNDP (2010) and IPPF (2011).

27     IPPF (2011) p. 12
28     Causey (2008); van Griensven and de Lind van Wijngaarden (2010)
29     2012 comprehensive review of the epidemiologic, human rights, policy and programmatic 

aspect of HIV related services for MSM in low- and middle- income countries, found that 
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percent of MSM having access to targeted HIV prevention services. Beyrer (2010)

30     UNAIDS Global Report (2012)
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32     2012 Country progress report and UNDP country snapshots (2012)
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34     UNAIDS Global Report (2012).
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37     Sarkar, Menser and Mcgreevey (2009)
38     Amico, et al found that in low-  and middle- income countries with concentrated epidemics, only 

4% of the total HIV spending prevention was allocated to MSM.38    Whereas, the MSMFG’s 
research revealed that only 2% of total HIV prevention spending was targeted at MSM in 42 
low-  and middle- income countries.38

39     extracted from the UNDP MSM country snapshots (2012)
40     Source: UNDP MSM Country Snapshots (2012) and 2012 Country Progress Reports
41     AIDS (2012)
42     Terminology borrowed from amfAR/APMG (2009).
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transgender programming in the region, such as Treat Asia (2006), amfAR/APMG (2009), IPPF 
(2010)

44     As this was a rapid assessment of the state of MSM and transgender programming in the 
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people in the region. A better understanding on implementation strategies being used, who is 
implementing the programme and who are the beneficiaries will also help to provide a clearer 
understanding of the current situation and how to improve it.

45     The visible division is due to variables such as funding source, capacity, scale, scope, governing 
entity, geographical location and types of interventions provided.

46     Godwin and Dickson (2012)
47     India has committed domestic resources to their targeted interventions programme, so 

has China and Thailand. However, the amount that is allocated for MSM and transgender 
programming is unclear.

48     Countries with Global Fund grants that include MSM and transgender people as a target 
population/populations are Bangladesh, Sri Lanka, India, Nepal, Myanmar, Indonesia, Thailand, 
Cambodia, Laos PDR, Vietnam, and Mongolia.

49     The national programmes in this region that are supported by the Global Fund, include not 
only the minimum package of services for HIV prevention, but also some care and support 
activities and structural interventions as core programmatic elements. The range of activities 
addressing care and support in these programmes include but not limited to: drop- in 
centers that address a broad range of social support issues, individual counseling centers, 
as well as peer support groups and telephone support lines. The structural interventions 
include programmatic activities that address supportive environments for HIV prevention. 
These are usually sensitization and stigma reduction programmes with health workers and 
law enforcement, policy development and legal support among others. In addition some 
programmes include small grant schemes and capacity building activities for organisational or 
network development, service provision and collection of strategic information.

50     Some examples of countries with public health programming supported by USAID, AusAID and 
the World Bank, which include MSM and transgender people as priority populations, are India, 
Laos, Cambodia, Nepal, Bangladesh, Thailand, Indonesia, PNG and Myanmar (3 Disease Fund).

51     India has committed domestic resources to their targeted interventions programme, so 
has China and Thailand. However, the amount that is allocated for MSM and transgender 
programming is unclear.

52      Human rights are legal guarantees: they apply to everyone.52   What a human rights framework 
distinctively contributes is an array of principles, norms, standards and instruments conducive 
to shaping policy and enhancing accountability. The application of a human rights framework 
can help ensure that the processes of setting agendas and priorities, as well as the expected 
outcomes, are based on justice, dignity and fairness and that a level of accountability is built 
into decision- making processes.

53     The formally recognized human rights are found in the Universal Declaration of Human Rights 
(1948) and the two key international treaties: the International Covenant on Economic, Social 
and Cultural Rights (1966), and the International Covenant on Civil and Political Rights (1966).

54     The concept of ‘human rights- based approach’ to HIV programming has multiple different 
interpretations across sectors, disciplines and organisations.54   According to Guskin and 
Tarantola (2008) a human rights- based approach to HIV calls for attention to process 
as  well outcomes. The use of rights- based approach implies a people centered approach 
to empowering individuals and communities to assert their rights. At the same time, the 
primary goals are to ensure that the duty bearers are cognisant of their responsibilities, and 
importantly, have the capacity to fulfill their obligations. Thus, both rights- holders and duty- 
bearers should be involved in all stages of the realization of the rights- based approach. The 
emphasis on the rights of people living with HIV or vulnerable to HIV infection is deemed a 
fundamental element of the response to HIV.

55      Countries that included the following rights- based approaches in their national strategic 
documents were: enabling environment (India and Malaysia); supportive laws and regulations 
(Indonesia and Vietnam); structural responses and reform (Indonesia, Philippines, India and 
Malaysia); combat stigma and discrimination (all countries) and policy compliance.

56     Tarantola and Gruskin (2008)
57     The Millennium Development Goals (2000); the 2001 Declaration of Commitment on HIV/

AIDS, United Nations (2000); 2006 UN General Assembly Resolution on Universal Access, 
UNGA (2006)

58     UNESCAP resolution 66/10, and resolution 67/9. The UNESCAP Resolutions 66/10 (May 
2010) and 67/9 (May 2011); which are political declaration to take action to curb the HIV 
epidemic, including the delivery of prevention, treatment and care for MSM and transgender 
population to meet Universal Access targets. In addition, Resolution 67/9 also acknowledged 
that transgender people face heightened stigma and discrimination, including a lack of formal 
recognition of their gender identification, and that in order to meet global commitments 
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countries must work to reduce HIV among MSM and TG populations. UNESCO (2011)
59     UNAIDS (2009) Action Framework for MSM and transgender people and WHO (2012).
60     The WHO (2011) guidelines overreaching principles is respect and protection of human rights 
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GlobalFinancingAnalysis.pdf. [Accessed 20 January 2013]

62     It embodies the current trend of HIV resources being channeled through multilateral and 
bilateral agreements with governments or ‘partnership funds’ based on a ‘country ownership’ 
model supported by donors (Indonesia Partnership Fund for HIV, 3D Fund in Myanmar).

63     The UNAIDS definition is ‘in the context of research, treatment, and prevention, evidence 
usually refers to qualitative and/ or quantitative results that have been published in a peer- 
reviewed journal. UNAIDS terminology guidelines (2011). evidence.http://www.unaids.org/
en/media/unaids/contentassets/documents/unaidspublication/2011/JC2118_terminology-  
guidelines_en.pdf

64     The evidence- ‐based approach to HIV prevention emphasizes the application of rigorous 
research methodologies in public health science that parallel those used in clinical research, 
chiefly, the adoption of experimental study design, and specifically, the randomized controlled 
trial (RCT) for assessing intervention efficacyhttp://www.implementationscience.com/
content/4/1/76

65     http://grassrooted.net/2012/08/01/the- robert- carr- doctrine- principles- for- a- meaningful- 
response- to- hiv- among- the- worlds- key- affected- populations/

66     The behavioural and bio- medical interventions included in this type of programming for MSM 
and transgender people are peer outreach education, promotion and distribution of condoms 
and in some countries water- based lubricants, voluntary counseling and referrals for HIV and 
STI testing and treatment.

67     In terms of care and support activities; there is limited information to ascertain how much 
of investment goes towards MSM and transgender people MSMGF (2011). The range of 
activities addressing care and support in these programmes include but not limited to: drop- in 
centers, individual counseling centers, as well as peer support groups and telephone support 
lines

68     Tarantola and Gruskin (2008)
69     Activities include sensitization, stigma reduction interventions, small grant schemes, and 

capacity building activities for service delivery, organisational or network development, and 
strategic information.

70     Gruskin and Tarantola (2008), WHO SEARO (2009), Godwin (2010), Beyrer and Baral (2011), 
Baral., Beyrer, and Poteat (2011), Godwin and Dickson (2012)

71     Godwin and Dickson (2012).
72     UNDP (2011)
73     Specific and specialized services for transgender people were highlighted as a gap in the 

current national responses to HIV in most country and regional reports.
74     This type of programming was identified in the following documents: amfAR (2009), APMG 

(2009), UNDP (2009), CAA (2008).
75     Examples of ‘Boutique Programmes’ include: Avahan programme in India, SUM II in Indonesia, 

Community Reach Programme and Pathways to Participation in Vietnam, ROMP in the 
Philippines, PSI/TOPS KAPs outreach center programme in Myanmar among others

76     APMG (2009)
77     amfAR (2009)
78     Examples of donor support for this type programming, includes USAID, AusAID and Bill and 

Melinda Gates Foundation.
79     UNDP (2010)
80     Chopra and Ford (2005)
81     ibid, p.8
82     APMG (2010)
83     Chopra and Ford (2005)
84     UNDP (2010)
85     APMG (2010), p. 19.
86     ibid.
87     IPPF (2010), UNDP (2010); amfAR/APMG (2009).
88     In India, the Bill and Melinda Gates Foundation (BMGF) announced that it has started winding 
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till 2014.88  However, there are questions being raised about how the government can sustain 
this programme, considering its high salary structure and the management cost. Similarly, 
In Vietnam, the phased withdrawal of USAID funding has forced a major re- evaluation and 
re- assessment of INGO/civil society models to ensure greater participation and ownership of 
programmes by local MSM and transgender people.

89     A human rights- based approach to HIV addresses the needs of all those affected and ensures 
the meaningful participation of all sections of society, including the most vulnerable and 
marginalized in the HIV response. Such an approach includes specific programmes to reduce 
HIV- related stigma and discrimination and increases access to justice in the context of HIV.

90     Gruskin, Edward, Mills and Tarantola (2007).
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91     Gruskin and Tarantola (2008), WHO SEARO (2009), Godwin (2010), Beyrer and Baral (2011), 
Baral., Beyrer, and Poteat (2011), Godwin and Dickson (2012)
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95     These include LGBT, MSM, Transgender, Hijra, PLHIV, etc organsiations, networks and support 
groups. They can also include community NGOs, support groups or other agencies that are run 
by MSM and transgender individuals.

96     This is usually done by boutique programmes.
97     External and local stakeholders and agencies also support both formal and informal 

community programmes by establishing an enabling environment for their development and 
growth through advocacy, communication, partnership building and networking support.

98     A listing of services provided by these programmes are available in the following documents: 
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