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ACRONYMS ART  Anti-Retroviral Treatment

CBO  Community Based Organization

FGD  Focus Group Discussion

HIVST  HIV Self Testing

HTS  HIV testing services

KII  Key Informant Interview

MSM  Men having Sex with Men

MSW  Male Sex Workers

NGO  Non-Government Organization

PEP  Post-Exposure Prophylaxis

PREP  Pre-Exposure Prophylaxis

PLHIV  Person/People living with HIV

PN  Partner Notification (for HIV)

STD (also STI) Sexually Transmitted Disease (Infection)

TG  Transgender women

UNAIDS J oint United Nations Programme on HIV/AIDS 

WHO  World Health Organization

WPRO  Western Pacific Regional Office (WHO)

YVC  Youth Voices Count
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BACKGROUND THE HIV EPIDEMIC IN ASIA IN MSM AND TRANSGENDER WOMEN,  
GAPS IN TESTING ACCESS AND THE “CARE CASCADE”

HIV infections amongst men who have sex with men (MSM) and transgender women 

continue to rise in the Asia-Pacific region, especially in urban settings1. The estimated 

number of MSM in the region, from countries where data is available, is at least 12.4 

million, while estimates of the numbers of transgender people – (effectively only 

transgender women, given the context of perceived vulnerability to HIV) are limited to 

even fewer countries2;. Reports from UNDP (2010), as cited by WHO  state that the size 

of the transgender population is undetermined, but roughly  estimate the transgender 

population (both trans men and trans women) in Asia and the Pacific to be between 9-9.5 

million3. 

National HIV prevalence in MSM, as seen in the table below, ranges from 0.7% in 

Bangladesh, to 12.8% in Indonesia; these rates are usually five to ten times that of the 

adult male population.  HIV rates are even higher  among transgender women. Studies 

done during 2011- 2014 in India, Pakistan and Malaysia, show HIV prevalence of  over 

5% with capital cities such as Jakarta, Indonesia reporting a prevalence of 30% in 20114.   

Furthermore, there are major gaps in access to HIV testing and knowing their results 

among MSM and transgender women, as shown in several countries in the table 1.

Table 1: Population Estimates, HIV Prevalence rates and HIV testing rates in MSM and 

Transgender, selected countries in Asia

Country
Estimated No. of 
MSM  or Transgender 
People

HIV Prevalence 
Rates in MSM or 
Transgender

% Who had an 
HIV test in past 12 
months and know 
result

China 3,830,000 (MSM, 2011) 7.7% (MSM, 2014) 45% (MSM, 2014)

Bangladesh 110,581 (MSM, 2010) 0.7% (MSM, 2013-14) Not available

Indonesia 1,095,970 (MSM, 2012)  

38,000 Transgender / 

“Waria” (2012)

12.8% (MSM, 2013) 

7.4% (“Waria”, 2013)

54% ( MSM,2015)

Myanmar 252,000 (MSM, 2015) 11.6% (MSM, 2014-

2015)

Not Available

Pakistan 63,732 (Male Sex 

Workers-MSW, 2011) 

50598 -”Hijra” Sex Work-

ers (SW, 2011)

1.6% - MSW, 2011 

5.2% - “Hijra” SW (2011)

5% -MSW 

14% - “Hijra” SW (HIV 

Testing coverage, 2011)

Philippines 531,500 (MSM, 2015) 

122,800 (Transwomen, 

2015)

4.9% (MSM, 2015) 16% - MSM 

34% - Male Sex Workers 

–  

17%- Transwomen SW 

(all 2015)

Thailand 521,000 (MSM, 2015) 

50,000 (Transgender, 

2015)

9.2% - MSM (2014) 

11.7%-MSW (2014)

31% - MSM (2014) 

54% - MSW (2014)

Source: AIDS Data Hub, country overview in slides for each country (downloaded September 2016)
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BACKGROUND 
(continued) 

The gap between the estimated number of people living with HIV (PLHIV) and the 

proportion diagnosed is considerable; for example, in Pakistan, less than one in seven 

(13.75%) of the estimated number of PLHIV have been diagnosed.  Most countries have 

a long way to go to reach the 90% targets (i.e. 90% of all people living with HIV are  

diagnosed) by 2020 (Table 2).

Table 2: Comparative Figures on the % of  estimated PLHIV who have been diagnosed 

and who know their results

Country
Estimated No. of 
PLHIV

Number of PLHIV 
Diagnosed

% of estimated PLHIV 
diagnosed

Bangladesh (2014) 8,900 3,111 35%

Indonesia (2014) 660,000 160,138 24%

Pakistan (June 2015) 94.000 12,929 14%

Philippines (June 2015) 42,439 25,182 59%

Sri Lanka (2014) 3,300 1,737 53%

Thailand (2014) 445,508 358,047 80%

Myanmar (2014) 210,000 91,000 43%

Nepal 39,000 25,389 66%

Sources: HIV Epidemic and Response Country Posters (2015), UNAIDS RST and AIDS Data Hub –  

Cumulative Cross Sectional Cascades for HIV Treatment and Care.   

Figures in last column have been rounded off to nearest whole number
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BACKGROUND 
(continued)   

HIV SELF-TESTING AND PARTNER NOTIFICATION:   
STRATEGIES THAT COULD INCREASE HIV TESTING UPTAKE 

Self-testing for HIV (HIVST) could potentially supplement traditional HIV testing  

services (HTS).  HTS is usually facility or field and community based, with access to both 

pre and post counseling services, and usually linked with referrals for confirmation of 

HIV status, treatment, care, and prevention commodities such as condoms and  

lubricants. 

HIVST is a process whereby a person collects a specimen, performs a test and interprets 

the test result in private, either alone or with someone trusted.  HIVST does not provide 

a diagnosis5. All reactive (positive) self-test results must be confirmed in accordance with 

national testing algorithms, similar to HTS protocols. The UN’s 90-90-90 treatment  

targets6 recognize HIVST as part of a broader strategy to increase the proportion of 

people living with HIV who know their HIV status. 

Partner notification services (PN), also known as disclosure or contact tracing is 

defined as a voluntary process where a trained provider asks people diagnosed with 

HIV about their sexual partners or drug injecting partners, and then, if the HIV-positive 

client agrees, offers these partners HTS7. Partner notification is provided using passive 

or assisted approaches. The aim of the notification is to get the partners who may not be 

aware of their HIV status counseled, tested or treated.  PN is needed in order to detect 

disease, treat it, and prevent its spread to others.     

Passive HIV PN services refer to when HIV-positive clients are encouraged by a trained 

provider to disclose their status to their sexual and drug injecting partner(s) by  

themselves, and to also suggest HIV testing services (HTS) to the partner(s) given their 

potential exposure to HIV infection. 

Assisted HIV PN services refer to when consenting HIV-positive clients are assisted 

through a trained provider to disclose their status to their sexual and drug injecting 

partner(s) and to offer HIV testing to the partner(s) given their potential exposure to 

HIV infection. Assisted partner notification is done using contract referral, provider 

referral or dual referral approaches.
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Implementing HIVST and/or PN may encounter many challenges – from the technical 

aspects of testing, confirming reactive tests, reporting and monitoring results, to  

challenges ranging from individual as well as community attitudes and opinions, to  

various structural and policy barriers. APCOM, Youth Voices Count (YVC) and the World 

Health Organization (WHO) conducted this study to better understand the values and  

preferences of MSM and transgender communities towards HIVST and HIV PN, in order 

to inform the development of the WHO Guidelines on HIVST and HIV PN. 

The study aims to: 

1. Understand the attitudes, values and preferences towards HIVST and PN among 

MSM and transgender communities including young MSM and young transgender 

people in selected cities in four high burden countries (Indonesia, Pakistan,  

Philippines, Thailand).  

2. Identify the opportunities, benefits, challenges and limitations perceived by the 

MSM and Transgender community in implementing HIVST and partner notification 

at the country level. 

3. Identify the critical enablers of implementing HIVST and partner notification for 

MSM and transgender people at the country level. 

PURPOSE and  
OBJECTIVES OF 
THE STUDY
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This is a qualitative study utilizing focus group discussions (FGDs) and key informant 

interviews (KIIs) conducted by country-based consultants.

Focus Group Discussions (FGDs).  A total of eight FGDs (two FGDs per country) were 

organized with 64 participants.  Country consultants had the options to organize the 

groups. In Indonesia and Pakistan, one FGD was organized for MSM and the other for 

Waria with mixed ages; and in Philippines, one mixed MSM & TG group between 18-25 

years old and the other group for aged 25 years and above were organized. In Thailand, 

there were two FGDs of MSM and Transgender women together with varying ages. 

Participants were selected from a list of nominees submitted by MSM and Transgender 

NGOs and community organizations.   Participant criteria were as follows:    

experienced HTS, HIVST, or  thinking of getting an HIV test in the near future; who may 

be in a discordant relationship; have either long-term or short-term sex partners, and 

willing to share their experiences.  

Key Informant Interviews (KIIs).  Fourteen in-depth interviews were conducted.   

Selection criteria included being providers or researchers on HTS, National AIDS  

Program staff, and Representatives of MSM and/or Transgender Non-government  

Organizations (NGOs) and Community Based Organizations (CBOs).  A short-list of  

potential key informants was approved by YVC.  They were asked about the  

acceptability of HIVST and PN, whether there was a place in the “market” for it,  

concerns and  alignment with national guidelines.  

A profile of FGD participants and key informants is in Annex 1.

 

A set of questions and topics for discussion was developed in consultation with WHO 

and APCOM/YVC, and the country consultants.  A semi-structured guide for conducting 

and documenting the FGDs and KIIs was jointly developed.

Data collection occurred between May 20 and June 15, 2016.  Interviews and  

discussions were held in the local language, or in English, with the country consultants 

facilitating. Informed consent was obtained and anonymous demographic information 

was collected from FGD participants.   The content of the FGDs and KIIs was transcribed 

by researchers, and translated to English as needed. Data was extracted from the  

transcripts and applied to a matrix for analysis..  Country consultants submitted their 

reports to YVC and the regional consultant for review.  The regional consultant collated 

the country data, did a further comparative analysis and consolidated the four reports 

into this regional report. Comments to the draft were provided by various reviewers 

from YVC, APCOM and WHO.

METHODOLOGY
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STUDY LIMITATIONS
Due to resource limitations, the FGD discussants were limited to approximately 15-17 in 

each country, and three to five key informants.  Findings and conclusions from this study 

may not be transferable to the country or region, given the size, geography, cultural and 

language diversity of each of the four countries’ MSM and transgender populations. 

FGDs were done in urban areas and most were held in national capital cities.

None of the FGD participants were below 18 years, and all were reached through NGOs 

and CBOs. This may have implications as many young MSM and trans people have sexual 

debut before the age of 18, and many may be unreached through the NGOs, or may need 

parental consent before any form of HTS.   FGD groupings were organized by national 

consultants, and were based on their recommendations of suitability and acceptability 

for their particular contexts.  Thus some focus groups were separated according to age, 

or according to self-identification as gay or MSM and Transgender females, while others 

were mixed. This method of organizing FGD participant groups could differ in other 

cities or locations, and can limit sub-group analysis.   Some who felt comfortable in the 

FGDs disclosed HIV Status or the status of partners, and others may not have felt  

comfortable enough to disclose. 

Variability can also be expected in documentation, transcription,  translation and  

interpretation of the data, but not more so than any other qualitative study that requires 

language translation.  Some of the quotes used have also been edited for length and  

clarity. 

METHODOLOGY 
(continued)
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HIV SELF TESTING: VALUES AND PREFERENCES
In general, FGD participants and key informants from three of the four countries  

(Thailand, Indonesia and the Philippines) were open to introducing HIVST as another  

option that could increase uptake for HIV testing, and increase the proportion of MSM 

and Transgender who know their HIV status. However, with HIVST only recently  

introduced, only five persons, (about 10% of those who had HIV tests) had actually  

experienced HIVST.  Most participants have not had a self-test. Key issues arising in all 

countries  included the benefits (convenience, privacy); distribution and outlets, cost 

and the critical role of counseling , and other ancillary services, linked with any form of 

HIVST ,  

• HIVST is seen to be more convenient, private and confidential, but there were 

concerns about getting a reactive test and having no access to a counselor, ancillary 

services, or what to do next.  

• HIVST kits could be distributed through existing user-friendly facilities, such as 

CBOs and social hygiene (STD or sexual health) clinics, rather than pharmacies, 

except in Thailand.

• HIVST should be provided for free or at a minimal cost.  Most are willing try HIVST 

and to pay a nominal fee (range cited between the local currently equivalent of $0.3  

to $8.5)

• Younger people feared discrimination and judgmental attitudes from pharmacy 

staff, in the event that HIVST kits would be available in pharmacies. 

• Training of health care providers and potential users in performing HIVST  

procedures is needed 

• Counseling, whether face-to-face, through hotlines, or “virtual” has an especially 

critical role to play for HIVST

• All participants –key informants and Focus group discussants--  agree that HIVST is 

not likely to replace traditional HTS.  

Issues that key informants  brought up,  in addition to the above, included:  Lack of more 

information about characteristics of people who choose HIVST.  It is assumed that those 

with higher education, more prepared, concerned about confidentiality, and with the 

means to pay would be the “targets”.  They also felt that MSM and TG who may already 

be currently undergoing routine HTS on a regular basis would be unlikely to choose 

HIVST

In countries where HIVST pilots are ongoing (Thailand), there is a clear direction for 

policy advocacy, for legalizing and regulation of HIVST.

RESULTS
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RESULTS BY COUNTRY 
Each country consultant conducted two FGDs, and between three to five key informants 

were interviewed in each country.  Some countries, such as the Philippines, divided the 

FGD participants according to age (below 25, above 25); Thailand opted for mixed ages 

of both MSM and Transgender participants, while Indonesia and Pakistan had separate 

FGDs for MSM and for transgender.  Key Informants had experience in Government 

and NGO HIV Policy development, Program Management, Research , or HIV services 

delivery.

RESULTS 
(continued)
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Indonesia (Bali)
Two FGDs were done --One conducted with MSM, and the other with Waria. The 

majority of participants reported working in the hospitality & service industries as club 

performers.  Some reported engaging in sex work, and the rest reported being students.  

None of the participants had previously experienced HIVST as it was not generally  

available. 

Most participants agreed that having more, free-of-charge options for different types of 

HIV testing would increase the rates of people choosing to know their status.   Specific 

members of the MSM and TG community may prefer HIVST, such as busy people who do 

not want to go to hospitals.

Most participants were reluctant to support the idea of widespread HIVST. Participants 

perceived that HIVST would not promote positive behavior change, and testing on your 

own makes one feel isolated and lonely.  Moreover, people may be embarrassed to  

purchase through a pharmacy. Concerns were expressed about test accuracy and  

reliability of the results (for example, lack of technical knowledge about how to do the 

self-test and more confidence in counselors and health facilities doing tradition HTS).  

In addition, poor health seeking behaviors, and lack of concern about health for most 

MSM & TG, in view of their many day-to-day concerns,   would also mean that HIVST 

would not be  seen as a priority.  

 

The cons seemed to outweigh the pros in the opinions of MSM.  “I think every  
option is good especially for those who are busy or have no access to normal 
services. But these people need to be worldly, educated and prepared for any 
result. They need to understand what “window period” is, and, about how HIV 
is transmitted. I would be worried they might experience depression or denial. 
Having an HIV test is hard enough let alone doing it by yourself. I don’t think  
Indonesia including Bali is prepared for this.” (MSM, 26+ years old)

Transgender participants expressed concern that HIVST may not provide access to 

counseling and supplementary services such as condoms and lubricants.  They worried 

about cost and the potential for discrimination from pharmacy staff if kits were to be 

sold over the counter; “If they are going to sell it at the pharmacy, the pharmacy 
staff have to be trained not to discriminate; it would need to be free.”  

(Transgender, 18-25 years old).”

Key Informants felt there would be a “market” and HIVST would be acceptable to a  

certain segment of the MSM and Waria community – those with a sufficient level of 

knowledge about the test, confident, concerned about confidentiality, and those  

“wanting to get over the hurdle for the first time”.  The population who might 

prefer HIVST is not yet clearly defined, except that they are hard to reach through the 

usual programs, or disinclined to join in.   Those already receiving free services for VCCT 

(or HTS) are unlikely to choose HIVST.  There was also concern about monitoring and 

reporting results and surveillance.  

RESULTS 
(continued)
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Pakistan (Lahore)
Two FGDs were conducted, one with MSM and another with Transgender/Hijra. The 

participants consisted of students, sex workers, dancers, NGO workers, makeup artists, 

and family business owners.  Like in Indonesia, none of the participants had experienced 

HIVST.  The generally low awareness about HIV, misinformation and high levels of stigma 

in the country were seen as barriers not just to HIVST but to HTS.    

There is stigma around getting an HIV test.  “…people think HIV is  
transmitted only through bad sex habits [so] anybody going for [HIV] test would 
be considered into bad [sexual] activities causing need for [such] tests. Here 
[in CBO] we are relaxed because this is community serving the community and 
we are not judged about our sexual activities.”(MSM and TG, mixed ages)   Public 

awareness on HIV is recommended, to reduce stigma around HIV and HTS. A desire for 

confidentiality was thought to be the main reason for undergoing HIVST.

The groups varied on preference for how and where the HIVST should be done. Most 

MSM are thought to be affluent, closeted, married and with access to technology. They 

favored using internet, social media, video link, group training sessions at the CBO on 

how to conduct the self-test, how to interpret the results and where to go after getting 

test results. The helpline was a useful tool in providing HIV information. Transgender, on 

the other hand prefer the face to face interaction with the counselor for HIVSTs.

Participants raise concerns about psychological and emotional implications of doing a 

self-test and getting a reactive result. “I think suicide rates for PLHIV will increase 
suddenly if people will be testing themselves without any professional help. I 
remember my time [when tested positive] I had nowhere to go….”  
(MSM and TG participants)

The participants emphasized that HIVST should be available free of cost and through 

CBOs. “they [outreach workers] should distribute self–test kits as they distribute 
condoms at our door steps” suggested an MSM participant. 

” …This [CBO] is the only place where we come freely because we know  
everybody here, they guide us and we make good decisions about our health. 
We can trust [self-testing] if available here”, said a hijra participant.

Key informants thought that there was currently no market of HIVST. “[HIVST] is  
something we cannot even think of happening in Pakistan unless promoted 
widely”.  Another KI noted, “Lack of awareness about HIV and need for getting 
tested is a major hurdle. Although HIV is in Pakistan, doctors deny it. Who 
would accept HIV self-testing in such a bad condition?”  

HIVST is not part of the National strategy for HTS, and this lack of recognition could be 

a barrier to its introduction. “HIVST is not mentioned in the new national strategy 
for HTS. The system is already in transition, and it cannot afford to bear the 
burden of a completely new thing like HIVST... our AIDS Control managers are 
not going to even listen….” (Key informant, CCM member)

RESULTS 
(continued)
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Philippines (Manila)
One FGD included young MSM and Transgender women aged 18-25, and the other 

group included  MSM and Transgender women above 25 years. Groups consisted of 

students, workers (services, administration, medical), and some people who were  

unemployed. 

Two participants below 25 years had previously experienced HIVST, where as none of 

those above 26 years had tried HIVST.  They had access to RDTs (Rapid Diagnostic Tests) 

and were familiar with the techniques to perform it.  However, they recalled being both 

tense and apprehensive, and expressed preference to have a counselor to talk to, both 

before and after the test.  Most participants were aware of HIVST and that kits could be 

bought online. Participants noted three websites where HIVST is available.

Participants expressed concerns about test accuracy and about the need for having  

confirmation of the test results.  Groups wondered if a prescription would be needed 

to buy the kit at a pharmacy.  They also expressed some concern that pharmacy clerks 

would be judgmental, and implying they have HIV when buying a test kit.

Advantages of HIVST included privacy and confidentiality, being able to do the test in 

the comfort of home, but a disadvantage would be in the event of having a reactive  

result – what would be the next steps to take? Young MSM and TG saw HIVST as  

“double edged” – it could be helpful, but if the client is unprepared and educated, this 

could cause problems. 

Some participants suggested different ways to do the test (i.e., saliva is preferred).   

Several expressed preference for having the self-test available at the Social Hygiene 

Clinic testing facilities alongside traditional HTS “…there should be counseling, and 
proper marketing, referrals should be part of the package; the packaging must 
be right, information readable and easily understandable…should have contact 
information for referrals and next steps….” (TG, 26+ years)

RESULTS 
(continued)
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Thailand (Bangkok, Pattaya)
One FGD was done in Bangkok and the other in Pattaya, with mixed groups of MSM  

and Transgender women. Group included students, corporate workers, hotel  

employees, business owners, NGO staff and freelancers. Three participants reported 

having used HIVST.  Most participants had never heard of HIVST kits.  A pilot study on 

assisted HIVST is currently being implemented in both cities. 

Both FGD participants and KIs support HIVST, preferably through open access at a 

pharmacy.   However, many FGD participants question the accuracy of the test results, 

particularly if done in the field/community settings, if distributed for free,  and  if done 

without assistance.  Some expressed concerns over the lack of  psychosocial support 

such as through face-to-face pre- and post-test counseling.

Advantages of HIVST are easier access, complete anonymity and confidentially, short 

waiting time for results. HIVST should be openly accessible and available over the  

counter, with price from 100-300 baht (2.80 – 8.5 USD). Availability at pharmacies 

indicates that safety and accuracy standards are in place. Some prefer HIV self-testing 

assisted by experienced counselors to provide face-to-face emotional support and  

referrals.  There should be clear instructions on technical use of the kit and clear and  

up-to-date contacts for referral services (in both negative and reactive results). 

A peer educator stresses the importance of linkage to face-to-face services after  

knowing the result: “This issue [post-test counseling] is essential to minimize  
emotional breakdown or even self-harm after clients’ positive result is  
confirmed. Psychological support is integral to private HIVST - both pre- and 
post- test, in order to help the clients cope with the test results…”

Participants do not think that HIVST will replace HTS, or be popular among those who 

regularly undergo HTS. There is more trust in accuracy of test results delivered at HTS 

compared to HIVST.

RESULTS 
(continued)
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The key informants are knowledgeable about the policy and regulatory framework, and 

the practical aspects, with a self-testing pilot project that is ongoing.  HIVST in its initial 

stage should be entirely supervised and assisted.  Future availability and accessibility 

will mean changing laws and policies that prohibit non-medical professionals from using 

HIV testing devices. All HIVST, private or supervised, should be part of HIV screening 

strategy.  One key informant explains: “…HIVST could be preferred in comparison to HTS 

because it’s easier to use and access, and requires no official registration. Initially, HIVST 

should be under the supervision of experienced workers. Demand can be created and 

well documented…”

HIVST legalization involves amending laws and policy that prohibit HIV testing by  

unlicensed professionals and regulating the use and distribution of testing devices. 

Another informant, a proponent of private self-testing and universal accessibility of HIV 

testing, points out: “Everyone should have access to HIV testing kit, like a  
pregnancy test.  We’ve witnessed the benefit of early testing for earliest  
treatment, that it has dramatically decreased [AIDS-related] morbidity and 
mortality. HIVST kits must be easy to use, with high accuracy, available and 
accessible.”

Opinions are divided over financing of HIVST. One informant emphasizes “…This form 
of testing [HIVST kit) should be individuals’ financial responsibility, the same 
way one needs to pay for a pregnancy test kit. If a person prefers to know their 
HIV status in private even though there’s a ‘traditional’ HIV testing service 
available and accessible, they should pay for the extra cost.…”

RESULTS BY SUB-GROUPS:  

Young MSM and TG were more conscious about the attitudes of health providers and 

pharmacists towards them if they were trying to buy a self-test kit. 

“It is difficult as someone young, that those who you think should be protective, 
instead judge you.  If I go to the store or pharmacy to get a test kit, it is  
embarrassing for me, they think that I am going to have sex”   
(Young MSM, Manila)

In Pakistan, there is a  greater distinction between MSM and transgender preferences, 

on how HIVST should be done, with Transgender preferring to have a counselor and 

a face to face or personal interaction, while MSM preferred to use other less assisted 

methods and internet-based approaches. 

RESULTS 
(continued)
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The topic was discussed by the same groups of participants, after the  discussion on  

self-testing.

OVERALL RESULT
• Social and cultural environments and relationship contexts  also affects the patients’ 

decision to notify their partner(s) and should be taken into account when discussing 

partner notification methods/strategies

• PN depends on the types of partners one has—casual or long-term, the context 

in which one met partners (sex work, cruising, or through hook-up applications).  

Having both types of partner relationships at the same time is not uncommon.  For 

those in sex work or meeting partners casually at the outset, with no expectations of 

a longer term relationship, PN was not considered to be realistic or practical. 

• PN should be patient-initiated, with minimal assistance from providers. Trust  

between provider and patients must be firmly established, oftentimes over long 

period of interactions, before PN is discussed and initiated. 

• PN should be voluntary and done only with the consent of the person providing the 

names and contact details of the partners.   In cases of assisted partner notification, 

or with provider-initiated notification, the health staff should be properly trained.  

• The HIV positive status of the notifying partner was seen as a very important factor 

to consider, as this could affect the nature of the relationship of the partners. There 

was ambivalence of the role that community groups could play in the notification 

process itself, if there was lack of trust and gossip in community groups this could be 

detrimental to PN efforts.  However, it seems that PN can be discussed more openly 

in PLHIV groups. PN via automated mechanisms (i.e., generic messaging) also has a 

role

PARTNER  
NOTIFICATION – 
Values and  
Preferences 
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COUNTRY RESULTS

Indonesia
None of the participants admitted experiencing PN during the discussion, though four 

were living with HIV.  For those in solid or open partnerships, the concept of couples 

counseling or mediated partner notification was preferred to anonymous notification 

through a medium like text/internet messaging.  This was because of feelings of trust had 

been built through the relationship and they felt they could handle the information  

together, compared to an SMS informing the partner.  Automated text messaging could 

be better received,  for example a generic message directing to call or ask for more  

information, compared to specific ones that specify the HIV test result.

Fear of retribution and reprisal from the recipient of the PN message was of great  

concern for waria, particularly those that support themselves through sex work; 

“For our own partner it is OK. But as a sex worker it could end up really badly.” 
(26 year old waria).  Another noted, “For me as a sex worker I don’t think it is 
very useful. I can’t remember who I slept with last and we don’t share contact 
details”

The nature of the community itself and the manner in which members of the community 

interact was raised as a concern by respondents in the FGD with MSM. If there is ‘gossip’ 

and scandal mongering, the introduction of such an initiative like PN may not be easily 

accepted.

New technologies have also made it easier to hook up for sex, and maintaining  

anonymity, or constructing an identity or image.  With these types of relationships,  

considering PN is unlikely. An Outreach Worker notes “….With social media now we 
can find a sexual partner with no strings attached and we also have no idea of 
their real name or contact details. No way of tracing them. More often than not 
the details they provide are fake anyway….”
 

KII were supportive of PN being introduced together with HIVST. They stressed the 

need for prudence and circumspection, including the approaches and the ways in which 

messages are disseminated.  Staff and healthcare providers need to be trained on  

conveying the message and on how data is stored in order to ensure confidentiality.  All 

felt that PN should be voluntary.  

PARTNER  
NOTIFICATION – 
Values and  
Preferences 
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Pakistan
Five participants of 17 had experienced PN; three of the 17 were HIV positive. Most of 

the MSM and TGs indicated they would prefer not to disclose their HIV status to their 

partners. MSM and TGs change their sex partners very frequently.  This makes it difficult 

for the counselor to facilitate PN.

Sharing of one’s HIV positive status within healthcare settings is a big risk. Doctors are 

not well informed about modes of transmission; while dealing with known PLHIV in  

medical settings, many doctors avoided touching patients during examination, thus 

fueling stigma and misconceptions.

Key informants stress importance of PN as a key factor in success of prevention  

programs.  One KI cited poor quality of counseling at HTS as inimical to PN. “…they 
don’t have time for the patients, simply overburdened and without proper  
training..”  

Hijra “dera” groups, community organizations and NGOs are key stakeholders with a 

critical role to support or to refuse PN.  “Dera” groups, or “hijra” households headed by 

the “gurus”, serve as an important form of family, peer, social and community support for 

hijras. The acceptance or non-acceptance of HIV positive hijras, as well as partner  

notification and HIV testing  in the dera, by the gurus and leaders, is key to a wider  

acceptance of  both HIVST and PN within the “hijra” and dera communities.  

Philippines
Five participants of 16 had experienced PN. Six were living with HIV. For young MSM & 

TG, the context of the relationship and circumstances of notification are important to 

consider.  Sometimes there is no choice in partner notification, it can come as a shock- 

when an opportunistic infection strikes, or the partner is in the hospital, and has no 

choice but to disclose.

There are preferred ways of gradually telling the partner this could be both assisted with 

a counselor, or telling a partner face to face, but through a gradual process—for example, 

by preparing partners through seminars or discussions on HIV, they come to realize risks, 

and hopefully could be motivated to get HTS.  One felt that the partner needs to know 

the basics of HIV before he would be comfortable telling him of the need to get tested.  

“I just tell him to use a condom with any partner…when he begins to ask about 
HIV, then I feel is the right time…” 

Respondents emphasize that people in discordant relationships, where one is not aware 

of the other’s status, need to discuss PN.  Peers can also support PN.  In some cases 

individuals could be more motivated to have a test or notify partners, because they may 

prefer to have a group when undergoing the process together.  They acknowledged 

the difficulty of notifying others and their own “readiness” to disclose their status to a 

partner.  They were also concerned about the possibility of criminalization if they failed 

to disclose their HIV status to the partner, (there were recent discussions in the media 

about the need to review the AIDS laws, and criminalize transmission) and expressed the 

need to have clear guidelines on PN. 

PARTNER  
NOTIFICATION – 
Values and  
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THAILAND
Seven participants out of 15 have experienced partner notification. No one in the group 

openly admitted living with HIV.  Participants with HIV testing experience report that 

partner notification is by patient referral, with minimal assistance, such as early  

treatment information, from counselors.  

Most are inclined to notify serious and long-term partners by themselves. Similarly, they 

prefer to be notified by longer-term partners, for the purpose of getting health services. 

Fear of rejection is the major obstacle in notifying long-term partner. Violence is not 

likely to happen. 

Within casual partnerships, complete patient referral by providers is preferred.  

Providers could assist patients by providing technical information such as benefits 

of pre-exposure prophylaxis (PrEP) and early treatment, and emotional support for 

patients in voluntarily initiating PN.  One less preferred method of PN is to get ‘general 

health check-ups’ as a couple, in which HIV test is included, as a routine test together 

with other laboratory examinations.

Participants are not keen on combined provider-patients (assisted) referrals, insisting 

that PN should be client-initiated, especially in longer-term and/or committed  

relationship. Trust between provider and patient plays a key role. Decisions to notify 

partner, or getting service after being notified alike can take time. Fear and obstacles 

are present. A young transwoman from Pattaya, asserts ‘…[partner notification’ is 
our right. There are times when we don’t want our status known. Notifying your 
partner of your HIV status takes a lot trust and the ability to cope with the 
consequences of both parties, which should be solely done by clients. Providers 
have no rights to intervene...”

HIV positive status of notifying partner could strengthen a relationship, where both can 

seek health services and care for one another; or break a rocky relationship where HIV 

positive status is tantamount to infidelity and breach of mutual trust.

PARTNER  
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RESULTS BY SUB-GROUPS: 

Young MSM and transgender  now have more opportunities to travel to other countries, 

and the use of social media and “hook up” applications (Instagram, Facebook, Grinder) is 

common.   One young MSM (Philippines) stated,  “I’m quite sure that I got HIV from a 
sexual encounter in Vietnam.  I wanted to inform him but I did not know how to 
get in touch, I only have his first name….” 

Transgender  participants  stress the need for having supportive community mechanisms 

that facilitate  disclosure of HIV status and PN.  “…we can share with our gurus only 
in case when they are completely aware of the sensitivities related to HIV & 
AIDS, otherwise there are chances of social boycott because no one would like 
to keep an HIV positive person on her dera (a common place or household  
managed by Hijras) due to fear of being isolated from the rest of Hijra  
community. Other than safety, this social boycott can lead to financial loss 
also….”  (“Hijra”, Pakistan).
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HIVST
In general, participants from Indonesia, Thailand and the Philippines supported  

introducing HIVST as another option to increasing testing uptake among MSM and 

transgender populations not usually reached by HTS.  Acceptance of HIVST by  

stakeholders is more likely in countries where HIV is less stigmatized and higher rates 

of testing access occur.  Where HTS uptake is still low, introducing a new way of testing 

might not be acceptable at present. 

Since only 5 of 59 participants (and all from two countries, Thailand and the Philippines) 

had experienced HIVST, most respondents view the HIVST though their own experience 

of having HTS.  Those whose experiences have been supportive and positive expect that 

HIVST without pre and post-test counseling, referrals and the associated provision of 

condoms and lubricants, could lead to social harms (suicides, depression, etc.)  

particularly when a test becomes reactive for the first time.

Perceived advantages of HIVST are its convenience, privacy, confidentiality, and ease.    

A few respondents were concerned about the accuracy of the test or the technical  

specifications (extracting or collecting samples, testing procedure and interpreting  

results).  There was worry about getting a reactive test and having no access to a  

counselor, ancillary services, or “what to do next”.  Some disadvantages were the  

perception of HIVST being less accurate than the tests being performed in traditional 

HTS.

HIVST kits could be distributed through existing user-friendly facilities, such as CBOs 

and HTS or STI clinics, rather than pharmacies (with the notable exception of  

Thailand).  Public perceptions of better quality commodities being available at  

pharmacies in Thailand indicates general confidence in the government’s drug  

regulatory capacity and its implementation of standards.  This may not be the case in 

other countries where pharmacies are poorly regulated and the prevalence of fake and 

adulterated drugs and questionable test kits are high.   

Younger people fear discrimination and judgmental attitudes from pharmacy staff. They 

felt the providers would be judgmental, and would assume they were “immoral”, and that 

they might have HIV. These views were expressed by Philippine participants and may be 

more common in countries with more conservative attitudes toward sexuality, earlier 

sexual activity, and/or diverse SOGIE (sexual orientation and gender identity and  

expression).  

Little is known about the potential population who will opt to have HIVST, but given 

gaps in the HIV “Continuum of Care” cascade, it would seem that potentially, many more 

could be reached and could have access to the first step in the continuum – knowing 

one’s HIV status.  Key informants expressed concern about the possibility of people 

“falling off” before getting a confirmatory test, (they might not get a confirmatory test if 

reactive, and may fail to test regularly)  and that other conditions closely linked to  the 

sexual transmission of HIV – such as the more commonly occurring STIs (gonorrheas, 

non-gonococcal urethritis, syphilis) would be neglected.  This could be a missed  

opportunity for improved STI screening and treatment.

DISCUSSION
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Countries differ in terms of their experiences and policy responses to this new testing 

modality. In other countries starting out with HIVST, such as Indonesia, Pakistan and 

the Philippines, there is no mention of HIVST in national policies and guidelines (mainly 

because this is a new technological development).  Other countries specify that an HIV 

test can only be done in a clinic or laboratory, with a counselor, and confirmed using a 

specific procedure. Where HIVST is recognized, its use is currently limited to research or 

to certain types of medical professionals. 

Policy barriers need to be overcome before government and health officials can endorse 

HIVST. In countries where HIVST pilots are ongoing (Thailand), there is a clear direction 

for policy advocacy, for recognition of the test, allowing its use beyond research and 

pilot studies, and quality assurance regulation.  There are also lessons to learn from the 

marketing of similar self-test kits, such as pregnancy tests.  

The private sector does not seem to be involved in the policy discussions, but the  

distribution channels are present and active, and anyone with a credit card and a  

delivery address can receive a kit at their convenience.

HIVST is not likely to replace traditional HTS, but supplement it.  Increasing the  

proportion of people who go for a test, whether HTS or HIVST, thus depends on a 

supportive policy environment and better awareness both within the general public, 

advocates and NGO and community groups working with MSM and TG, HTS counselors, 

and health care providers.

PARTNER NOTIFICATION
HTS counseling staff generally advise PN but this is not followed up on a regular basis 

and it is difficult to say how effective the advice is, in terms of getting the partners to 

come to the clinic or to have an HIV test.

Preferences for partner notification depend on the types of partners one has—casual or 

long-term, the context in which one met partners (sex work, cruising, or through hook-up 

applications).  Having both types of partner relationships at the same time is not  

uncommon for many MSM and transgender women.

For those in sex work or meeting partners casually at the outset, with no expectations of 

a longer term relationship, partner notification was not realistic or practical, given the 

nature of the sexual encounter (quick, hidden, furtive, frequent, not likely to be repeated, 

often anonymous, no exchange of personal or even identifying information).  The lack 

of a stronger personal and emotional relationship, and perceived irrelevance of contact 

details, between casual sex partners, as well as sex workers and clients, is a barrier to 

adequate notification.  Increased mobility (less visa requirements, cheap air travel), and 

new technology that facilitates  hooking up between various countries in the ASEAN 

region is another factor to consider, particularly for partner notification. 

DISCUSSION 
(continued)
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Priorities for notification were long-term partners, or where a stronger relationship 

bond exists. Long-term partners are more likely to be notified, for reasons related to 

concerns about health of the partner and improving access to services.  The possibility of 

rejection by the partner is a barrier to PN.  

The HIV Positive status of the notifying partner was seen as an important factor to  

consider, as this could be a “game changer” for the relationship.  Thus those living with 

HIV and in discordant relationships are likely to need more support if they are  

considering PN. People think through these situations, and prefer that in cases where 

PN is considered it should be gradually done, over a period of time, and when both are 

perceived to be “ready”.  Indications of readiness are very personal and contextual – 

for example, when the partner has started to ask about HIV, or having learned about 

transmission, prevention and risks from attending an education session.  The shock of a 

notification when one has no option – like being forced to admit having HIV when being 

seriously ill, can be potentially avoided.   Most prefer to be notified directly by their 

partners rather than by a counselor or health care provider. Little was mentioned about 

the type of services that might be needed to support PN.  

There was ambivalence of the role that community groups could play in the notification 

process itself, if there was lack of trust in community groups, and gossip, this could be 

detrimental to PN efforts.  It appears that PN can be discussed more openly in groups of 

people living with HIV. 

PN should always be voluntary and done only with the consent of the person providing 

the names and contact details of the partner(s) to be notified.   In case of assisted partner 

notification, or with provider-initiated notification, the health staff should be properly 

trained on how to handle the situation.   Providing automated and generic text mes-

sages could serve as reminders, rather than specific messages addressed to a particular 

person. 

Thus, linking both HIVST and PN is even more of a challenge.  With HIVST, both privacy 

and confidentiality may be double-edged: partner(s) may not be aware that one has 

taken the test, with little or no counseling, and lack of follow-up.  Advice on the next 

steps to take after the test (i.e. repeating the test, the window period, or getting a  

confirmation according to national testing protocols, PN) may not be known or clear to 

those testing, or may not be followed. PN rates are not known and thought to be already 

low with HTS with counselors, it is unlikely that there will be improved PN rates with 

HIVST, and monitoring these will be challenging for health systems.  

DISCUSSION 
(continued)
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HIV SELF-TESTING
Exploring and Advocacy for HIV Self Testing at the country level  

(relevant for all countries)

• Continue HTS advocacy and include HIVST as an option and alternative way of 

knowing one’s status.  Integrate HIVST into HTS where possible.

• Cost of HIVST kits should be affordable or partly subsidized, reduce barriers to 

access 

• Regulation, quality assurance of HIVST kits and the information and instructions 

provided –for example kits should have minimum information such as: 

• Basic HIV prevention information

• Information about “window periods”

• Clear instructions on how to perform the HIVST, in appropriate languages and  

illustrations, and links to video demonstrations

• Appropriate timing for doing the self-tests

• Emphasize what a reactive or non-reactive result means, and the need to confirm 

reactive tests

• List organizations to contact for further information, links to counseling services, 

PREP/PeP, STI services, other care and treatment services, use of condoms and 

lubricants, etc.

• Back-up support (assisted HIV ST)  should be available. Options for access to  

counselors and/or medical and health professionals, either online or face-to-face  

can be made available prior to the test and after the results are received, regardless 

of whether reactive or non-reactive.  Helplines can be considered. 

• There need to be clear referral pathways into the “care cascade” and linkages to 

ancillary services (STI diagnosis and treatment, SRH services)

• Individual Customer profiling at point-of-purchase, to provide information on 

customers, in so far as this is a relatively “unknown” population.  Such information 

should be collected voluntary and anonymously, to include: 

• Demographic information such as age, sex, gender, occupation/work, education 

level, income level

• Date and instance of last risk behavior

• Knowledge of “window period”

• Previous experience of HIV Testing, Previous self-testing experience

• Knowledge of what to do if test result is reactive or non-reactive 

• Orient face-to-face distributors of HIVST kits to treat all customers equally, and 

reduce judgmental attitudes towards young customers, particularly gay or other 

MSM and transgender people

• Review legal and age requirements for HTS, including circumstances under which 

RDTs and HIVST can be carried out

• Developing adequate monitoring mechanisms  (such as online sales, sites, costs, 

utilization) 

• Ensure that HIVST is not used in coercive situations (i.e., where people may be 

tested against their will and without consent)

RECOMMENDATIONS
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In countries such as Thailand where HIVST “assisted” models are under investigation, 

with test kit supplies well regulated, findings of ongoing research, should be shared and   

used for advocacy and policy change. 

In other countries starting out with HIVST, pilot studies and operations research needs 

to be done to assess how models of delivery and strategies to ensure improved  

outcomes for HIVST linkages and PN may be improved.  Policy barriers need to be  

addressed before government and health officials can recognize and endorse HIVST as a 

suitable option and part of the HTS system. 

PARTNER NOTIFICATION (PN) RECOMMENDATIONS

• Social and cultural environments and relationship contexts  affect the decision to 

notify partner(s) and should be taken into account when discussing PN  

methods/strategies

• Develop PN messaging and communication strategies based on relationship status 

(i.e., permanent/long term partner relationships and short term or casual  

relationships) but acknowledge the fluidity, and that for many, these types of  

relationships co-exist at the same time

• Trained counselors should acknowledge, help verbalize and allay fears and  

concerns, offer support for assisted notification if necessary

• Involve key stakeholders (i.e.,”gurus” “dera”, peer educators and leaders) for  

advocacy for supportive environments for PN and for sensitization about treatment 

and other support services

• PN should be patient-initiated, or done with the index person’s consent, with  

assistance to be offered from providers. Trust between provider and patients must 

be firmly established, oftentimes over long period of interactions, before PN is 

discussed and initiated. 

• There is a role for automated, generic text messaging to inform partners about the 

need to seek advice, or link with a counsellor.  Specific messages to individuals, that 

specify one’s HIV test result, for example,  are not recommended.

• PN should also be linked to various support services : counseling, PEP, PrEP, ART, 

STI treatment and other interventions and commodities for HIV Prevention, care, 

support and treatment

RECOMMENDATIONS 
(continued)  
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RECOMMENDATIONS FOR RESEARCH AND FURTHER STUDY

• Where HIVST “assisted” models are under investigation, such as in Thailand,  

findings of ongoing research need to be shared.   This will include the lessons 

learned, the effective strategies for acceptance of  “assisted” HIVST,  and use results 

for advocacy and policy change. 

• Customer “profiling” as indicated in HIVST section above;

• More studies (i.e., formative research) to link HIVST use to PN in different types of 

relationships—short and longer-term, casual, permanent, and in concurrent  

relationships where more than one type occurs.   

• Integration of HIV and STI self-tests should be considered, given higher prevalence 

of STIs, links to diagnosis and  treatment, and its impact

• Pilot studies and operations research to assess models of delivery, marketing and 

Behavior Change Communications strategies

• Country and culture/population-specific programming and monitoring approaches 

for HIVST and PN for MSM and Transgender people and Young KPs needs to be 

developed.

REGIONAL LEARNING NEEDED ON HIVST AND PN

Regional experience sharing, strategy development,  and capacity-building for NGOs 

and CBOs planning to advocate for HIVST and PN and linking these to essential services 

such as counseling, living positively, PREP/PEP, ART, etc. should be considered.   

At the country level, health authorities,  NGOs and CBOs promoting HTS should also be 

prepared  and supported to address any problems and issues arising from non-existent, 

poor or inadequate counseling in HIVST, and to guard against proliferation of poor  

quality, unregulated and non-standardized self-test kits.  

Partnerships may need to be developed between the test kit suppliers, marketers, health 

policy makers, development partners and the NGOs and CBOs that provide counseling 

services.

END

RECOMMENDATIONS 
(continued)  
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Profile of country FGD participants
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No. of Participants in FGDs 15 17 16 16 64

No. of  FGDs done* 2 2 2 2 8

No. of self identified Gay or other MSM participants 
in FGD

9 9 10 9 37

No. of self- identified Trans women (“waria”, “"hijra"”) 
participants in FGD

6 8 6 7 27

Age range in years 18–50 18-41 18-49 18-32 18-50 

No.  between 18-25 years 8 NA 8 7

No.  above  25 years 7 NA 8 9

Median age 
Not Available  

(no age breakdown for all groups)

Had HTS in the past 15 17 15 12 59

Had experienced HIVST 0 0 2 3 5

Experienced PN 5 5 7 17

People living with HIV (PLHIV) 4 3 6 0 13

• FGD group arrangements varied, as follows: In Indonesia and Pakistan, one FGD each for 
MSM and for Waria, mixed ages;  In Philippines, one mixed MSM & TG group between  
18-25, another group aged 25 and above; and in Thailand, there were two FGDs of MSM  
and Transgender women together, of varying ages.

Key Informant Characteristics,  
Position, Experiences  

Country
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Number of Key Informants 5 3 3 3

Physicians, Researchers experienced in HTS & HIVST • •

National AIDS Program Staff, or Advisers to the  
Nat’l HIV program

• • • •

MSM NGO and CBO leaders • • •

Country Coordinating Mechanism (CCM)  
Representatives

• •

MSM and TG peers experienced in HIV counseling 
and testing

• • •

LGBT Rights, PHLIV Rights activism • • • •

Annex 1:   
Profile of  
Participants and  
Key Informants
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