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Executive Summary

The Positive Partnership Project (PPP), or Pa Thong Kdewas designed with the goal of increasing

quality of life for people living with HIV/AIDS (PLHIV) and the twin objectives2 ¥ A Y ONBI aAy 3 t
level of income and reducing the stigma and discrimination they face. It is based on the principle of
WKSEfLIAY3 t[I1 L+ (2 KSfLI 6GKSY&aSt@SaQ o6& LINRPJARAY3
in the same community: one HIV positive and one HIV negative WuddyQBesides receiving loans to

implement diverse income generation activities, buddy pairs are given skills training in marketing,

accounting, and business management to ensure the success of their commercial activities. The

program also conducts HIV/AIDS awareness and education activities in the communities where pairs

live and operate their businesses. These activities address issues such as HIV prevention, care and

support for people living with HIV, and reduction of stigma and discrimination. The buddy pairs also

get to know each other through partnering on their business and on the community-based activities,

which naturally results in greater understanding and reduced stigma. Through this, the community
observesam2 RSt 2F Wi AGAYy3 YR 2Nl Ay3 (PHBGKSNI Ia y2

The project included seven key interventions: the buddy partnership; the low-interest loan; capacity
building activities organized by the Population and Community Development Association (PDA) such
as training courses and site visits to other communities; the monthly meeting on banking day; the
monthly HIV campaign activities; the Funfair edutainment activity; and the production of evidence-
based information, education and communication (IEC) materials. Two model variations were
implemented: the village development bank (VDB) in rural communities and the PPP clubs (PPPC) in
both rural and urban communities. In addition, PPPCs had two types, community-based and
hospital-based; the hospital-based PPPCs included PLHIV and buddies who may not be from the
same community.

This report presents results of an endline study conducted from late 2010 to early 2011. The endline
study used a mixed methods approach in order to gain a greater understanding of the impact and
effectiveness of the intervention. The quantitative endline survey measured changes in HIV-related
knowledge, stigma and discrimination of buddies, family and community members, as well as
changes in economic status, internalized and experienced stigma and discrimination, self-esteem,
self-efficacy, and quality of life of people living with HIV who were involved in the project. The
qualitative part of the study investigated the effect of the project in more depth, including the
reasons that some aspects and some models worked better than others. It also gained the
perspectives of participants, communities and community leaders on the successes of and potential
improvements in the project.

Both the qualitative and quantitative data show significant change in key outcomes among PLHIV,
buddies, their families, and the project communities. For PLHIV, these include disclosure of HIV
status to an increased number of people, including an increased percentage disclosing to their
community; reduced self-isolation and fear of stigma from family and the community; increased self-
esteem/self-efficacy; and increased quality of life. The multivariate analysis did not find significant
relationships between participation in the program and change in the disclosure and stigma
measures, but the small number of cases limited the analysis. Type of program model was found to
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be significantly related to increases in quality of life: VDB participants and PPPC urban club members
more likely to report increased quality of life than PPPC rural members.

The buddy survey also found significant changes in HIV knowledge, fear-based and value-based
stigma among the HIV-negative partners by the time of the endline survey. Qualitative interviews

indicated that the community-0 8 SR LINBINI Y Y2RSt & ¢SNB Y2NB

participation in the program, as it was difficult for buddies to join the activities when they live in

a4 cz00
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PLHIV partner, participation in HIV informational campaigns, and the number of types of exposures
to the program were significantly related to increased HIV/AIDS knowledge among buddies.

Family members of PLHIV and buddies also saw increases in their HIV knowledge and reductions in
the stigma measures. Finally, the community survey found significant change in HIV knowledge, fear-
based stigma and value based stigma. Multivariate analysis showed that increases in HIV knowledge
were significantly related to the PPPC model and to the number of types of exposures to the
program. The qualitative study also outlined how having a variety of platforms for IEC and for
participation in program activities added to the strength of the program. The decrease in fear-based
stigma was also related to the PPPC model and the number of types of exposure, while a decrease in
value-based stigma regarding shame associated with PLHIV was significantly related to the number
of types of exposure. These multivariate results, along with the explanatory power of the qualitative
data, provide clear evidence that the program was successful in reducing stigma for PLHIV in their
communities.

The findings suggest that VDBs and PPPCs should be based in one local community to build a higher
level of participation for the general population and focus efforts to reduce HIV/AIDS stigma and
discrimination. However, the hospital-based PPPC model can reach a larger group of PLHIV, and is
appropriate for those PLHIV who do not want to take the risk of disclosing their HIV status. Also, the
results show that a combination of various interventions is recommended to reinforce information
to reduce fear and shame. The best results were found among those who were exposed to a variety
of program activities and messages. The schematic framework of addressing internalized (self)
stigma among PLHIV, and then moving to people around PLHIV and community members to address
external stigma and discrimination, was an important thematic concept for the program. Thus
interventions should be implemented on a continuous basis among PLHIV, their intimate friends,
buddies (HIV negative loan recipients), family members of PLHIV and community leaders, so that
people surrounding PLHIV can act as change agents for the wider community. A longer
implementation timeline than two and a half years is recommended for future replications of the
program.

The results also point to some program areas that could be improved and strengthened. Further
research on approaches to reduce self-stigmatization of PLHIV should be conducted, as this was
found to be a prevalent issue. Greater effort should be made for capacity building among HIV
negative loan recipients (buddies) on providing emotional support to PLHIV and disseminating HIV
knowledge to others. Finally, the program should focus on developing the O 2 Y'Y dzy Adépeh®I&
knowledge and understanding of risk behaviors. In addition, it is important to also address stigma for
at-risk populations such as sex workers and MSM. Causes of blame stigma (believing that PLHIV are
promiscuous) should also be analyzed further to tackle it more effectively.
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1. Introduction and Research Objectives

The Positive Partnership Project (PPP), or Pa Thong Kdewas designed with the goal of increasing

quality of life for people living with HIV/AIDS (PLHIV) and the twin objectives of A Y ONB I aAy 3 t [ |

level of income and reducing the stigma and discrimination they face. The project has been

AYLX SYSYGSR aAyOS wnnu YR AY Hnnt 6l a R20dzyYSyi
HANTO® LG Aa oFaSR 2y (GKS LINAYyOALX S 2patiodKSt LI\y =

loan to a pair of recipients who live in the same community: one HIV positive and one HIV negative
BuddyQ

Under the program, WBuddy pairsQreceive loans to implement diverse income generation activities,
and are also given skills training in marketing, accounting, and business management to ensure the
success of their commercial activities. The program also conducts HIV/AIDS awareness and
education activities in the communities where pairs live and operate their businesses. These
activities address issues such as HIV prevention, care and support for people living with HIV, and
reduction of stigma and discrimination.

Besides improving the livelihoods of PLHIV and their buddies, the partnership of an HIV positive
recipient with another community member has the added benefit of reducing HIV/AIDS-related
stigma and discrimination. This comes about in several ways. The partnership provides an
opportunity for the HIV negative loan recipient (buddy) to increase related knowledge and
understanding about HIV/AIDS through project activities, as the buddies are required to disseminate
HIV/AIDS knowledge to others in the community. The buddy pairs also get to know each other
through partnering on the business and community-based activities, which naturally results in
greater understanding and reduced stigma. They provide mutual support to each othert not one-
sided support from the buddy onlyt which may include material, emotional and occupational
support. Besides the interaction between the buddy pairs themselves, the community observes a
Y2RSt 2F WEAQGAYy3a |FyR g2N]lAy3 {23 PiHK STNdugh
observation of the model, the community is likely to reduce HIV/AIDS stigma and discrimination.

In 2008, USAID RDMA tasked Pact Thailand to provide funding to PDA to carry out a new phase of
the PPP project as a pilot program for future scale-up. Under this funding, two enhanced variations
of the model were implemented and tested: village development banks (VDB) and PPP clubs (PPPC),
which were support groups of both HIV positive and negative partnerships. Loans were managed
and disbursed through these community channels. The project duration was April 2008¢September
2010 for this phase.

Several research components were built into this phase of the project. A baseline survey was
completed in early 2009, with the results published at the end of that year (Jain et al, 2009). This
study assessed the baseline levels of economic status, business skills, internalized and experienced
stigma and discrimination, self-esteem, self-efficacy and quality of life of the people living with HIV
who were participating in the project. It also surveyed the buddies, family members of the buddy or
PLHIV, and community members residing in the intervention communities about HIV knowledge,
attitudes towards people living with HIV, and actionable drivers of stigma and discrimination. The

“PaThongKogd & F (&L 2F ¢KFEA FNASR R2dzAKY dzi ndested ih
the middle that can be pulled apart for dunking in hot soy milk or coffee
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results of the baseline study were used to develop information, education and communication (IEC)
materials addressing HIV stigma and discrimination issues that were used throughout the rest of the
project.

This report presents results of an endline study conducted from late 2010 to early 2011. The endline
study used a mixed methods approach in order to gain a greater understanding of the impact and
effectiveness of the intervention. The quantitative endline survey captured the same information as
the baseline: HIV knowledge, internalized and experienced stigma and discrimination, self-esteem,
self-efficacy, economic status, and quality of life of people living with HIV who were involved in the
project, as well as HIV stigma and discrimination of buddies, family and community members. The
endline survey also measured exposure to project interventions in order to analyze the effect of the
PPP interventions on change in stigma, discrimination and quality of life. The qualitative part of the
study investigated the effect of the project in more depth, including the reasons that some aspects
and some models worked better than others. It also gained the perspectives of participants,
communities and community leaders on the successes of and potential improvements in the project.

2. Project Background
The new phase of the project was implemented in six provinces, divided into rural and urban sites as
follows:

u  Urban: Chiang Mai, Chonburi, and Bangkok

u  Rural: Chiang Rai, Nakhon Ratchasima, and Khon Kaen.

Under this phase of the project, PDA established 11 PPP clubs (PPPC) and 12 village development
banks (VDBs). Both entities were responsible for managing banking activities such as collecting
savings, selecting loan recipients, administering the loans, and conducting HIV awareness-raising
activities in their communities. Both were chiefly managed by the target group themselves with
concrete and continuous support from PDA. Through the new models, key interventions in
disbursing loans and reducing HIV/AIDS stigma and discrimination at the community level were
implemented by the buddy pairs and community members themselves. Community leaders also
helped the buddy pairs organize HIV/AIDS campaign activities.

As described briefly below, the project included seven key interventions:

1. The Buddy Relationshipas described above: one PLHIV and non-PLHIV individual form a
partnership to receive a loan and to create a platform to provide mutual support. The
partnership role also includes disseminating HIV/AIDS knowledge to the community.

2. The low-interest loan for the purpose of occupational activities, given to loan recipient
partnerships through the VDB and PPPCs. The loan amounts did not exceed 12,000 Thai
baht® per person with an interest rate of Baht 0.50 per month.

3. Capacity buildingactivities organized by PDA such as training courses and site visits to other
communities; knowledge and skills conveyed included VDB/PPPC management, accounting,
basic occupational skills, HIV/AIDS, the role of PPP loan pair, etc. PDA also conducted

® Approximately US$400.
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training for community leaders in order to encourage stronger community involvement in
reducing HIV stigma in the community. Community leaders were also trained on financial
skills, as they often paid an important role in loan management, particularly for VDBs.

4. The monthly meeting on banking day, organized by the VDB and PPPC. These were an
important mechanism to mobilize community resources on a continuous basis. Key activities
during the monthly meeting included financial activities, such as deposits, loan repayment,
loan disbursement, and financial reporting; discussion on progress of the VDB/PPPC;
HIV/AIDS related activities such as quiz games and planning for information dissemination;
and monitoring visits by project staff to follow up and provide suggestions to improve the
management of VDB and PPPC.

5. Monthly HIV campaign activitiesVDB and PPPC were required to conduct at least one
HIV/AIDS campaign activity per month in the community. These included games, radio
dramas, household radio programs, exhibitions, posters and billboards, condom and IEC
material distribution, and motto (key message) distribution.

6. Funfair (Edutainment activity on HIV/AIDSJhe PPPC that are not based in the community
found it difficult to organize HIV/AIDS campaign activities on a monthly basis as required by
the project. For this reason the Funfair was invented and co-organized by PDA, the PPPC and
community leaders. These were conducted every six months and communicated through
edutainment activities organized in different stations such as quiz games, darts, exhibitions,
role play, etc. Though the VDBs were not required to organize Funfairs, some joined those
organized by other PPPCs or organized their own when they realized their effectiveness.

7. Production of Evidencebased IEC MaterialsThe project developed three types of IEC
materials based on needs or gaps found through data analysis of the project regarding
HIV/AIDS stigma and discrimination reduction of the community and PLHIV. Those materials
included posters, radio dramas and slips of paper with HIV/AIDS-related mottos that were
distributed in the community. All of those three materials were aimed to deliver key
messages of the project that directly link to reduction of HIV/AIDS stigma and discrimination.

It should be noted that there were some design differences in the two model variations during this
new phase. Urban project sites all had the PPP club (PPPC) model, whereas the rural sites could have
either a VDB or a PPPC. For VDB (all in rural sites) the monthly meeting/banking day and all HIV/AIDS
campaign activities were organized in the community where the VDB office was located. PPP clubs
(PPPC) had two types, community-based and hospital-based. The community-based PPPC were
originated by PPP loan recipients (both PLHIV and buddies) and the general population who resided
in the community where the PPPC office is located. The monthly meeting on banking day as well as
HIV/AIDS campaign activities were organized in that community. The hospital-based PPPC, however,
were originated by PLHIV-buddy partnerships that existed previous to the beginning of the new
phase. In the hospital-based clubs the PLHIV were receiving ARV treatment at the same hospital, and
most were from different communities. Non-PLHIV members or buddies may also not be from the
same community. The monthly meeting or banking day was organized at the hospital. Since the
buddy pairs in the hospital-based clubs did not have ties to the community where the hospital was
located, HIV/AIDS campaign activities were organized at a selected community where there was at
least one PLHIV club member who was willing to lead the activities and where stigma and
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discrimination towards PLHIV still exists, as informed by a community assessment prior to program
startup.

Program monitoring data provides additional detail about the number of people reached by the
project (Table 2.1). The number of VDB participants is much higher than the PPPC participants; the
VDBs had 2,150 participants by September 2010 whereas the rural PPPCs had only 150 and the
urban PPPCs 340. Also, the number of PPPC members increased only slightly from 2009 to 2010
while there was a 15% increase in the VDBs. In urban areas, more PPPC members were in
community-based clubs whereas in rural areas the hospital-based members out-numbered the
community-based members.

Table 2.1: Program monitoring data on numbers of participants in PPP project by type of model
and urban status 2009 and 2010

As of 30 September 2009 As of 30 September 2010
No. of total No. of PPP No. of total No. of PPP loan]
members/savers loan recipients members/savers recipients
(PLHIV/ non (PLHIV/non
PLHIV) PLHIV)
URBAN PPP 287 160 340 186
Community based 201 90 240 102
Hospital based 86 70 100 84
RURAL PPP 132 41 150 43
Community based 33 10 28 10
Hospital based 99 31 122 33
RURAL VDB 1884 54 2150 63
TOTAL 2303 255 2640 292
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3. Research Methodology
As mentioned above, the endline study used both qualitative and quantitative methods to
investigate the impact of the program. This section describes the methodologies used in more detail.

3.1 Study design for quantitative surveys

The endline surveys followed the same study design as the baseline surveys. They were conducted
among four main target groups, namely people living with HIV, buddies, family members of people
living with HIV and/or their buddies, and finally community members. These surveys were
conducted in the same communities as the baseline survey. The selection of communities was based
on three criteria: 1) at least one person living with HIV was living in the community; 2) people living
with HIV implemented interventions in the community; and 3) a PPP club (PPPC) was already
established before the baseline survey started (in communities implementing the PPPC model).
Geographic distribution was also one of key considerations taken into account for the selection of
communities (Table 3.1).

Table3.1: Number and dstribution of communities €lected

PPP Club Model VDB Model

Province/Region Total Number  Sample  Total Number  Sample

Bangkok and vicinities 4 2 0 0
Chonburi/Middle 2 1 0 0
Chiang Mai/North 2 1 0 0
Chiang Rai/North 1 1 4 2
Khon Kaen/Northeast 1 0 4 2
Nakhon Ratchasima/Northeast 1 1 4 1
Total 11 6 12 5

Eleven communities were selected, comprised of 6 communities using the PPPC model and 5 using
the VDB model.

In the baseline survey, all program participants living with HIV in the sampled communities were
successfully interviewed (N=107), and nearly all of the buddies (N=105) (two buddies declined to
participate in the baseline survey). In the endline survey, 95 of the original 107 PLHIV were
successfully interviewed and 75 of the original 105 buddies (Table 3.2). The loss to follow-up was
11.2% and 28.6% respectively. However, an additional 36 PLHIV who had not been interviewed for
the baseline survey were interviewed at endline, as well as an additional 44 buddies (see Table 3.3).

Table3.2: Number d original PLHIV and buddies interviewed for endline survey

Respondents Baseline Endline Loss to followup
PLHIV 107 95 11.2% (12)
Buddies 105 75 28.6% (30)

The family member survey interviewed the family members of people living with HIV and their
buddies where 1) the PLHIV or the buddy agreed to have their family members interviewed, 2) the
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family member agreed to be interviewed and 3) the family member was not younger than 15 years
old. In total, for the baseline survey N=95 family members of people with HIV representing N=52
people living with HIV (48.6%) were interviewed and N=103 family members of buddies representing
50 buddies (47.6%) were interviewed. At endline, N=67 of the baseline family members were re-
interviewed and N=82 new family members were interviewed for a total of N=149.

Systematic random sampling was employed to recruit community members in the selected
communities for the community survey. A listing of households was completed to construct the
sampling frame, including mapping, and a census of all community members aged 15 and older was
conducted before the household sampling process. The targeted number of households and
respondents in each selected community was based on the census, with households randomly
selected. Interviews included all family members aged 15 years old and over who agreed to
participate in the survey. The same number of community members were interviewed at baseline
and endline (N=560).

A summary of the total number of respondents interviewed for the endline survey is shown in Table
3.3.

Table3.3: Total number of respondents to endline survey

Respondents Baseline Endline
PLHIV 107 131
Buddies 105 119
Family 198 149
Community 560 560

Data collection was carried out from November 2010 to January 2011. The data collection team
consisted of ten staff with research experience of more than 10 years from the Research and
Evaluation Department of PDA and 6 university students. PDA provided a two-day training, including
practice in the community for all data collectors before data collection started. PPP program staff
helped the data collection team with fieldwork logistics such as informing the target groups and
communities, coordination, and making appointments.

¢tKS olFlaStAayS IyR SyRtAyS aitdzRé RSaAiAdy o1& NBO
Institutional Review Board (IRB). To comply with ethical safeguards and procedures, all people living

with HIV and buddies signed the informed consent form prior to the interviews. Due to the large

sample size and the inconvenience of obtaining official signatures of all respondents, only verbal

consent was obtained and documented among family and community members. All interviews of

people living with HIV and buddies were conducted by PDA staff familiar with program
implementation, with strong relationships to the community. The time and place of the interview

was scheduled by respondents at their convenience and in order to maintain confidentiality

throughout the process.
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3.2 Qualitative study design

Qualitative methods were used to supplement the information collected in the impact survey. This
data is used to provide context and meaning for the results, to explain the HowCand WhyCof the
findings. Three methods were used in the qualitative part of the study. In-depth interviews were
conducted with project beneficiaries, hamely the PPP loan pair (HIV positive and negative loan
recipients). Focus group discussions using a semi-structured guide were conducted among other key
informants such as community leaders and the VDB and PPPC committee members. The number and
type of respondents in this part of the study are shown in Table 3.4.

Table3.4: Respondents to qualitative study

Target group Methodology Number
1. PPP loan pair (HIV positive and . . .
. P .(. P In-depth interview 22 pairs (44 persons)
negative loan recipients)
2. Community leaders, VDB and . ,
Focus group discussion 7 groups

PPPC committee members

The qualitative study also included document reviews. Researchers reviewed project-related
documents such as progress reports, monitoring visit reports, minutes of the technical working
group meetings, and records written by researchers through observation and discussion with target
group members in the field.

The data collected and compiled through the in-depth interviews, focus group discussions and
document review were triangulated to verify and coordinate data drawn from different sources. A
gualitative analysis workshop was held to analyze the linkages between project interventions and
outcomes. The workshop included researchers, project staff and external academicians providing
technical assistance in order to discuss, exchange and draw conclusions on the project results.

In the report, qualitative and quantitative data are intermingled by topic area in order to provide a
multidimensional perspective on the study results.

3.3 Data Analysis

Scales

Several sets of scaled questions were used to measure stigma, self-efficacy, self-esteem and quality
of life. Descriptions of the scales and their use in previous research are given in the findings sections
where they are discussed. Several steps were used to analyze the scale data. First, individual items
were examined to analyze whether there was change over time between the baseline and endline
surveys. Paired T-tests were used for this analysis. Second, confirmatory factor analysis was
conducted to confirm factors established at baseline and to reduce the number of items into
subscales. The sub-scales were then analyzed for reliability & Y SI adzNBR 0 &.Ad
alpha of at least 0.7 is generally accepted as signifying a scale that is internally consistent (DeVellis,
2003). Third, paired T-tests were used to examine whether there was change over time in the scales
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and sub-scales. For those scales that changed significantly, results on the type of PPP model were
compared to investigate if some models worked better than others.

For the community survey only, the scales were standardized so that scores ranged from 0 to 100,
with a mean of 50 and a standard deviation of 10 (Nyblade et al., 2008). Each point on the scale
represents one-tenth of a standard deviation. Point differences of three to five on the scale are
considered significant based on standard guidelines for interpreting psychosocial indices (Cohen,
1988). These scales were used in the impact analysis described below.

Impact analysis

The goal of the multivariate analysis is to examine the association of exposure to PPP project
interventions and change in the outcome variables of interest. Ordinary least squares regression was
employed. Exposure measures were used as independent variables while controlling for respondent
background characteristics (e.g. age, sex, exposure to media, educational attainment). Baseline
measures were also included in the analysis to control for an individual levels of stigma at baseline.
For the PLHIV survey, the dependent variables are disclosure, stigma and quality of life. For the
buddy, family and community surveys, the dependent variables are HIV knowledge, fear-driven
stigma, and value-driven stigma. In some data sets, however, the number of cases was too small to
run full regressions and measures of exposure were tested one by one, as discussed further in the
text.

Principal components factor analysis, internal consistency reliability checks, and linear regressions
were conducted both in STATA version 10 and SPSS version 13.

3.4 Schematic framework

Figure 3.1 depicts the logical order of the presentation of the research findings. First the findings on
the PLHIV themselves are presented. Subsequent sections present the findings from the buddies,
family members and community member surveys, ordered from the perspective of their contextual
distance from the PLHIV. The project created one-on-one relationships between PLHIV and their
buddies, and these are presumed to be the most adjacent and thus most prominent effect of the
project. The effect of the project on family members, because of their closeness to the PLHIV, are
presented next. Finally the results for the community members are presented last.
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Figure 3.1 Schematic diagram of resedrdramework
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4. People Living with HIV

4.1 Profile of Respondents

Table 4.1 shows the profiles of individuals living with HIV interviewed at endline (N=131) and those
who were interviewed at baseline and endline (N=95). . Among all respondents interviewed at
endline, the majority are female (60%) live in urban communities (65%), and are married
(57%).Nearly half are in their 40s (47%) and the mean age is 43.4 years. Over forty percent (42%)
completed at least some secondary school.

Table 4.1: Profile of PLHIV respondents (in percents)

Both Baseline and

All Endline Endline
Gencer
Male 39.7 35.8

Female 60.3 64.2
Residence

Urban 64.9 63.2

Rural 35.1 36.8
Marital Status

Married 57.3 61.1

Single/divorced/widowed 42.7 38.9
Age

18-39 34.3 30.5

40-49 47.3 50.5

50+ 18.3 18.9

Mean age 43.4 43.9

Median age 43 43
Education

None/primary 58.0 61.1

Second/high/vocational 36.6 31.6

University/B.A. 5.3 7.4
(N) (131) (95)

Respondents in urban areas were employed as small business owners such as vendors (37%) and as
day laborers (52%) (Table 4.2). A large proportion of rural respondents are farmers (39%) and
laborers (35%). Average monthly incomes are substantially higher in urban areas; fully 63% of rural
respondents made less than 5,000 baht on average while 47% of urban residents made 7,000 baht or
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more. Median monthly income was 6,000 baht in urban areas and 4,000 baht in rural areas
(approximately US$200 vs. US$133).

Table 4.2 Occupation and income of PLHIV by urban status (all endline participants)

Urban Rural Total

Occupation

Farmer 0.0 39.1 13.7

Own business 36.5 23.9 32.1

Employee 4.7 0.0 3.1

Laborer 51.8 34.8 45.8

None 7.1 2.2 53
Average monthly income (Baht)

<5000 28.2 63.0 40.5

5000-6999 24.7 17.4 22.1

7000+ 47.1 19.6 374

Median income 6000 4000 6000
(N) (85) (46) (131)

Table 4.3 shows the type of intervention model that endline respondents participated in. All urban
respondents belonged to a PPP club (PPPC) whereas rural respondents were evenly split between
the village development bank (VDB) and PPPC. With regard to the type of PPPC, urban residents
were about evenly split between community-based and hospital-based clubs whereas only a few
rural respondents (13%) belonged to community-based PPP clubs (PPPC).

Table 43: Model by urban status (all endline respondents)

Program Model Urban Rural Total
VDB 0.0 50.0 17.6
PPPC 100.0 50.0 824
(PPP-club community based) (55.3) (13.0) (40.5)
(PPP-club hospital based) (44.7) (37.0) (42.0)
(N) (85) (46) (131)

4.2 Participation in and exposure to the PPP project

Inthissection NB& LR YRSy G1aQ NBLR2NIa&a 2F GKSANisprgseheed, SYSy i
followed by an examination of the differences in participation by project model.
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Involvement with buddies

When asked about their involvement with their buddies, almost half (48%) of PLHIV said that they
talked to their buddy every day. The degree of involvement varied by type of model: VDB members
talked to their buddies most often (70% every day) with members of the community-based PPPC
least often (32% every day) (Figure 4.1). About two-thirds (66%) of respondents said they had talked
about HIV/AIDS with their buddy in the past six months. Additional analysis showed that those in the
hospital-based PPP clubs talked to their buddies more often than their community-based PPPC
counterparts (55% vs. 32%, p=.01). While the same is true for both rural project intervention types
(82% for hospital vs. 67% for community) and urban areas (42% vs. 28%), the differences are not
significant when urban status is taken into account (p>.10).

Figure4.1: PLHIV reports of how often they talked to their buddy by model

100% Ay
4%
4%
11%
80% —
11%
v m < once a month
60% 21%
Once a month
9% 2-3 times a month
40% Once a week
B > once a week
20% m Everyday
0% .
VDB (N=23) PPP-Community  PPP-Hospital (N=55)
(N=53)
C%=22.4, p<.05

The qualitative study presents insights on how the type of intervention model affected involvement
of buddies. In the hospital-based PPPC, many buddy pairs only met at the monthly meetings. Some
of the HIV-negative buddies and other non-PLHIV PPPC members expressed the feeling that they
were not an important component of the club, as the PLHIV tended to have the important roles in
managing the club. This is illustrated in the following statement:

We should let PLHIV members to develop a plan to comtiicactivities themselvednce

suggestions from us (bug) may not be accepted by PLHIV anyway. In addition, our
available schedule may sometimee RAFFSNBYy G FNBY t[ I L+QAaAX a:
activities planned and conducted by PLKBuddy, PRE

As a result, most hospital-based PPPC activities did not receive sufficient non-PLHIV participation, as
non-PLHIV individuals did y 2 &  F S St oueRtheytIBoNTIneKabovdktatement indicates that
buddies sometimes did not perceive themselves as important members in the PPPCs. On the other
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hand, PLHIV perceived the buddies as not fully understanding their important role in the club, as
illustrated by one PLHIV member who also offered an explanation:

| feel that HIV negative loan partners (bigll are rot aware of their important roles
towardsthet tt Of dzo® ¢KSe& 2dzad O02YS (2 22Ay
project. t may bethat living in different communities may be a key difficulty preventing
them from participating ini K S @dtivitiés @ften (PLHIYPPPE

The qualitative study also found that HIV/AIDS campaign activities conducted by PPPCs (both those
in hospitals & communities) were not as cohesive as those conducted by VDBs. This could be
because members of the PPPCs were living in different communities than that where the club is
located and where intervention activities took place. The quantitative findings also suggest that the
urban PPPC community-based club members had much less contact with their buddies than either
the urban hospital-based clubs or the rural participants for all models (Figure 4.1 and discussion
below). This finding suggests that buddies living in a different community created a barrier to
communication, as was common in the urban PPPCs. This finding is discussed further below.

Support from buddies
Figure 4.2 shows the material support that PLHIV reported receiving from their buddy in the past six
months. Most (63%) received some type of support; health care, financial support and food were the
most common.

Figure 42: PLHIV reports of material support received from buddies in the past six months

100%
80%
60%
. 46.0%
o | a9 37.4% 36.6%
32.1% 99.0%
23.7%
20% I
O% T T T T T T
Healthcare Finance Occupation Clothes Food Taking care  Others None
of family
members

Non-material types of support from buddies were reported more frequently by PLHIV (Figure 4.3).
Fully 82% said they received some emotional support from their buddies, and 61% received support
for the HIV educational campaigns. A high percentage (88%) said that their relationships with their
buddies had improved through participation in the program. When examining whether support from
buddies varied by model type, the results showed that only material support varied significantly.
Those in hospital-based PPPCs (urban or rural) were more likely to receive support with clothing and
food than those in other models.
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Figure 4.3PLHIV reports of other support reogtd from buddies in past 6 months

100%
87.8%
82.4%
80% -
61.1%
60% -
40% -
20% -
0% -
Received any emotional or Received any support on Have a better relationship
moral support from buddy  educating community on with buddy
HIV/AIDS

Participation in project activities
HIV positive respondents were asked about their exposure and participation in the various PPP
activities in the past 12 months. Figure 4.4 contrasts the level of exposure for PPPC and VDB
members. Attendance at a monthly meeting was high for both PPPC and VDB members (84% and
78% respectively), and a high percentage participated at least one activity (94% and 87%). However,
PPP-club members were significantly more likely to participate in the HIV campaigns, PDA trainings
and community Funfairs. Only about half of VDB members participated in these activities.

Figure 44: PLHIV gposure to PPP intervention activities by type of model

75.0% *

rainings ? 52 T%
Meetings 78 323/:1.3%
W . oo
(N=108)

78.7% **

HIV campaign activities 52 20
_ m VDB

) 76.9% * (N=23)
runiars ? SZT%
At least one PPP 93/5%
intervention activity W 87.0%
0% 20% 40% 60% 80% 100%

***p<,001, **p<.01, *p<.05, +p<.10
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In analysis not shown here, no difference was found between the community-based PPPC and
hospital-based PPPC in terms of exposure to intervention activities.

Figure 4.5 shows differences by model for exposure to IEC materials. The Wips of paperQmessages
had the highest rate of exposure for both VDB and PPPCs (83% and 92%). Posters also had a high
level of exposure (78% and 88%) with dramas somewhat less so (61% and 83%). A high percentage
(87% and 94%) had seen at least one of these IEC materials; however, the PPPC members were
significantly more likely to say they had seen the dramas.

Figure 45: PLHIV gposure to IEC materla by type of model

1 I I I I
88.0%
Atlesst L postet W ‘78.3%
At least 1 drama 60.9% 83.3%* PPP
ﬁ L ‘ (N-108)
At least 1 message 82 6%91.- % m VDB
| m ' (N=23)
. 94.4%
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***p<,001, **p<.01, *p<.05, +p<.10

4.3 Disclosure of HIV status

5Aa0ft2ad2NB 2F 2ySQa 1L+ adlhiddza A& az2vySiaySa 02y
present in the community. However, disclosure to a close friend or a family member is qualitatively

different then disclosure to the wider community. Research suggests that stress and social support

resulting from disclosure varies according to who is disclosed to; friends may provide more support

than family and female family members are disclosed to more often (Kalichman et al., 2003). It is

often assumed that an individual who is open about HIV status to an entire community is dealing

better with internalized stigma than an individual who has disclosed to a single person. Therefore

investigating who, to how many, and under what conditions disclosure occurs for people living with

HIV is of great interest.

People living with HIV were asked if they disclosed their status to anyone besides their buddy or the
VDB/PPP club, and if so to whom. At baseline, nearly all said that they had disclosed to someone else
(98%), and at endline 100% of those who were re-interviewed said they had done so. This represents
two people (of the 95 who were re-interviewed) who newly disclosed to someone between baseline
and endline. In addition to these two people who newly disclosed, it should be noted that the PLHIV
who were re-interviewed disclosed to a significantly larger number of categories of people in the
time between surveys (average of 7.3 vs. 6.0) (Table 4.4). A significant increase was found in the
percentage disclosing for all categories of people, including close relatives, other relatives, friends,
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neighbors and the wider community. Of particular interest is that the percentage who said they
disclosed to the community increased significantly, from 39% to 51% (p<.01).

Table 44: Disclosure of HIV status to others, baseline and endline (percent yes)

Baseline Endline Sign_:_f_it(;a;r:ce of (N)

To anyone 97.9 100.0 n.s. (95)

Current partner (of those with 98.6 97.0 ns. (67)
partner)

Former partner 36.8 57.9 ol (95)

Mother 61.3 67.4 * (95)

Father 49.5 55.8 + (95)

Children 59.1 67.4 * (95)

Sister 73.1 82.1 % (95)

Brother 59.1 71.6 ok (95)

Other relatives 54.8 72.6 ikl (95)

Friends 62.4 74.7 ikl (95)

Neighbors 43.0 54.7 ** (95)

Community 38.7 50.5 ** (95)

Would advise other PI__HIV to 916 86.3 ns. (95)
disclose

Number of types_ of people 6.0 73 ek (95)
disclosed to

*** p<.001, **p<.01, *p<.05, +p<.10, n.s. not significant

A lower percentage at endline, however, reported that they would advise other PLHIV without
symptoms to disclose to others (91% at baseline vs. 86% at endline, though this was not significant
(p=.167)). Further examination of the sample shows that four people (4%) changed their mind in
favor of disclosure between baseline and endline, but that nine people (10%) changed their mind
against advising other PLHIV to disclose. Those who changed their mind against disclosure had
themselves disclosed to only a few people. The small number of cases used in the analysis makes it
difficult to investigate this issue further, but it may be an issue for further qualitative investigation.

The qualitative study provides further insight on the issue of disclosure, on both sides of the issue.
Those who were members of the hospital-based clubs said that the model was appropriate for PLHIV
who are not ready to disclose their HIV status to the community.

For those who have already disclosed their HIV status, they may feel nothing. But in
Bangkok, if others know aboutur HIV status, they will not remain friendavith us
anymore. If our HIV status is disclosed, we may not be able to leateuses and we may

lose our job(PLHIVPPPT
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If community members know whePLHIV is, they will not get closetteem. Therefore
normally PLHIdretruly careful about HIV disclosua@d avoid any actions that may cause
unintentional disclosure ofheir status Some community members still do not accept
PLHIV, so it is difficult for PLHIV to disclose themselves to the commuihitpagscause
problems to their livegPLHIVPPPL

Interviews with PLHIV PPP-club members revealed that those club committee members who did not
disclose their own status were afraid to accept new members who are non-PLHIV. They do not
believe that non-PLHIV can keep confidentiality regarding 0 K S Y S M1 sfatud @dd indeed do
not accept the underlying principles of the PPP project.

My PPP club manager does not want anyone knowing about the HIV status of all of us. She
does not want us (PLHIV) to even mention or disclose our HIV status in any circumstances.
She is afraid that non-PLHIV cannot keep the secret as agreed. She does not even tell about
her HIV status to her family. She feels that non-PLHIV will never understand and reduce
HIV stigma and discrimination. She thinks that non-PLHIV only participate in activities with
PLHIV as required by the project to receive the PPP loan. Although the level of acceptance
of non-PLHIV towards PLHIV may be increased, it cannot significantly increase resulting in a
positive result towards the life of PLHIV. (PLHIVPPPT

I know that the project aims to reduce HIV stigma and discrimination, but PLHIV do not
want nonPLHIV knowing their HIV status. | think the projectikheeconsider this issue. In
addition, it is so difficult to find an HIV negative loan partner because we never know who
we can trust. We cannot be sure who will not reveal our secret. We, PLHIV do not want
anyone knowing our HIV status. We do not wam-Rb.HIV to become PPP club members.
(PLHIVPPPEL

| am happy to continue and sustain the project, but | just hope that there should be only

PLHIV in the project to avoid any problems. For HIV/AIDS campaign activities, we can

organize by ourselves as in tipast justa few nonPLHIV collaborativelgrganize the
activities anyway(PLHIVPPPT

It should be noted that the findings show throughout the study that fear of being stigmatized and
discriminated against is a key factor leading to self-stigmatization (internalized stigma) of PLHIV.
Furthermore, not accepting 2 Yy SH(Y &tatus and shutting down their world from others affects the
psychological well-being of PLHIV.

Others expressed the positive impact of disclosure and of interaction with other community
members s normalQOne good example is the case of one PLHIV who finally decided to disclose her
HIV status to the community, after learning through the project that others do not stigmatize and
discriminate PLHIV like she thought. Therefore, she wanted the relief of not covering up her HIV
status anymore.

At first | felt that | am stigmatized, but after the HIV training conducted by the project for
both PLHIV and neRLHIV, | found that indeed n®LHIV do not stigmatize PLHIV, but they
never know g before. | am so happy when one of participants at the training who is non

PLHIV offered me a ride home. It is so good that disclosing my HIV status does not cause

any negative effects to méPLHIVPPPL

Before | was not sure how many peoplewraboutmy HIV status. However, when the VDB
is started | was invited to join and | now feel that they do not stigmatize PLHIV. Currently |
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feel more relieve and happy because all community members know about my HIV status
alreadyand| do not have to think abolWeepingit a secret anymaa. (PLHIV, VDB)

The quantitative findings show significant differences in disclosure to the community by type of
model; 94% of those in VDB clubs have disclosed their status vs. 40% in the PPPCs (p<.001) (Table
4.5.) No differences were found by model type and by PPPC location (community-based vs. hospital-
based) for whether the PLHIV would advise other PLHIV to disclose.

Table 45: Percent of PLHIV reporting they have disclosed their status to the community and would
advise others to disclose by model type at endline

Disclosed HIV Would advise (N)
status to other PLHIV to
community disclose

VDB 944 944 (18)
PPP 40.3 84.4 (77)
Signif. of chisquare il
PPP communitybased 37.1 77.1 (35)
PPP hospitabased 42.9 90.5 (42)
Signif. of chisquare n.s. n.s.
All 50.5 86.3 (95)

***p<.001, **p<.01, *p<.05, +p<.10, n.s. not significant

4.4 Stigma Results for PLHIV

Previously validated scales measuring stigma were used to capture the domains of internalized
stigma, disclosure, fear of experiencing stigma and enacted stigma (or discrimination) for PLHIV
(Tanzania Stigma-Indicators Field Test Group, 2005). Each is described in more detail below.

Internalized Stigma

In both the baseline and endline surveys, respondents were asked if they have ever had thoughts or
feelings of internalized stigma as a result of their HIV status. Internalized stigma is self-stigmatization
that can lead to feelings of depression, suicide, low self-worth, and shame. These feelings are often
manifested into self-isolation from family and friends or a reduction in ability to work or deal with
f ATSQa Okey dlsd Gryravd a grofound effect on HIV prevention, treatment and care.
People living with HIV manage internalized stigma at various levels; and one of the goals of the
intervention was to reduce these feelings through PLHIV normal interactions with their buddies and
the community (Brouard & Wills, 2006; Leickness et al., 2007)

A series of questions were asked to people living with HIV in both surveys about whether they

avoided certain situations or activities because of their HIV status. At baseline, nearly one third of

respondents reported some type of internalized stigma. As shown in Figure 4.6, all of the items
F¥FSOGSR ' NBRdzOSR LISNOSydlr3IsS 2F t[l Lt G SyRft.
FNASYRA tSaa FTNBI dz¥py@ilf 8¢ NBRdJdzOSR aA3IYAFAOFYyGT
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Figure 46: PLHIVnternalized stigma item results at baseline and endline

) I
Feel as if your ability to cope with 25.3%
problems in life has reduced 22.1%
Feel as if your work ability has 29.5%
reduced 24.2% Baseline
_ (N=95)
.- 21.1%
Not want to socialize or meet others
F 137% m Endline
. . . | (N=95)
Not feel like meeting friends or 21.1%
contact friends less frequently BB 7.4%[**
14.7%

%

Want to isolate yourself from family F 8.4

0% 20% 40% 60% 80% 100%

***p<.001, **p<.01, *p<.05

Principal components factor analysis of the internalized stigma items yielded two factors,

representing self-isolation and reduction in ability to cope. Thesub-& OF £t Sa KIFIR | / NRy ¢ | O
at least 0.68 at both baseline and endline. The resulting sub-scales were compared at baseline and

endline using paired T-tests. While scores on both sub-scales declined at endline, only the self-

isolation score declined significantly. This result indicates that participants of the program felt less

internalized stigma after participating in the PPP project (Figure 4.7). Further investigation showed

that there was no difference in the decline by PPP model for the self-isolation sub-scale.

‘"¢ KS a0FtSa sSNB O2yaiaNUzOGSR o6& adzyYAy3a GKS ydzyo $NJ
items. The resulting scale ranges from 0 to 1.
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Figure 47: Change in internalized stigma scales, PLHIV

0.274
Reduction in ability
0.232
4 Baseline (N=95)
m Endline (N=95)
0.189
Self-Isolation
0.098 +

0.0 0.2 0.4 0.6 0.8 1.0
***p<.001, **p<.01, *p<.05, +p<.10,

Qualitative data also supports the finding that PLHIV became less isolated and self-stigmatized
through participation in the program. Project documents reveal that some PLHIV likely do not
accept their HIV status and are mistrustful about their HIV status being disclosed accidently. The
feeling links to a lack of self-confidence of PLHIV. However, the qualitative study shows that
through implementation of PPPC and VDB activities and the role of the PPP loan pair, PLHIV have a
broader chance to interact with non-PLHIV. Such interaction has taken PLHIV out of their isolated
world and allowed them to be less preoccupied with their HIV status. Later, they have increased
self-confidence and are able to attend more social activities.

Through the project, | receive mental support from my neighbors and community. Before |
felt guilty for getting HIV infection, but my buddy (HIV negative loan pajtkept telling

me that there is nothing to be embarrassaioout My buddy encouraged me to feel better
and he always will be there for m@&LHIV)

Another PLHIV confirmed that the PPP implementation has made PLHIV become aware of their
self-value.

Before | was very afraid to talk about HIV/AIDS with the community or totheavords

W L+@r®plL+Q & AdG OI dza S adth¥ froject) | Xegl dhat theralzi
are still many people caring about me. Consequently, | am now abledptawd live with
my HIV and able to tease alk about HIV/AIDS with other®LHIV)

Fear of stigma and enacted stigma
Previous studies have shown that the fear of being stigmatized is more frequent among PLHIV than
the actual experience of stigma (Tanzania Stigma-Indicators Field Test Group, 2005). In addition,
individuals tend to have more extreme feelings about the fear of stigma than about the stigma they
actually experience. In this survey, PLHIV respondents were asked about the stigma and
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discrimination they had experienced from their family, friends and community in the past 6 months,
and also about their fear of experiencing such stigma.

Two scales were constructed to measure fear of stigma, one for fear of stigma from family and

friends and one for fear of stigma from the community. Figures 4.8 and 4.9 show the decline in

t[ 1 L+Qa F3INBSYSyl ¢AGK KSWhieaRo theiitehaztetlined ang Ya Ay
one from each scale declineda A Ay AFAOlF yit ey daFSINI@FlIYVyRIYREYNEFH
323aALISR o2dzie o0& (GKS O2YYdzyaie o

Figure 48: Change in scale items measuring fear of stigma from family/friendsHIV

No longer/less frequently visited by 15.8%

friends [ 14.7%

No longer/less frequently visited by 16.8%
relatives N 14.7%
. Baseline

Ignored/abandoned by family 25.3% (N=95)
members e 12.6% >

_— m Endli
Isolated by family (in the same house) o 5%?'7% (,3:9;2;

Isolated from family to stay in a 14.7%
separate room B 9.5%

Excluded from family meal / given

14.7%
different set of cutlery F 8.49

0% 20% 40% 60% 80% 100%

***p<.001, **p<.01, *p<.05
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Figure 49: Change in scale items measuring fear of stigma frcommunity, PLHIV

S

|
. 28.4
Been teased, insulted, or sworn at H 22 19

Lost customers to buy 31.6%

products/goods PLHIV sell * 28.4%

Lost customers to buy food PLHIV 36.8%

make or sell * 36.8%
1 Baseline

Been Denied community gatherings 23.2%
and events | ‘17.9% (N=95)

Rarely have someone to talk 21.1%

to/communicate with N 13.7% _
m Endline

Lost trust/respect from community o 2(%2-5% (N=95)

Been checked out to see how they 27.4%
are SRR | 18.9%

Been treated differently by other 29.5%

community members q 24.2%
Been gossiped about 42.
F 29.5‘%*

0% 20% 40% 60% 80% 100%

1%

***p<.001, **p<.01, *p<.05

Confirmatory factor analysis was conducted on two baseline scales representing fear of stigma. The
scales at both baseline and endline had alpha values of above 0.9. A t-test of the change in the two
scales between baseline and endline shows that results for both scales declined significantly at the
p<.01 level (Figure 4.10).° Thus fear of stigma, both from family/friends and from the community,
showed significant declines for PLHIV between baseline and endline.

*¢KS a0LfSa 6SNB O02yaidNHzOGSR o6& adzYyYAy3a GKS
items. The resulting scale ranges from 0 to 1.
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Figure 4.0: Change in scales measuring fear of family/friends stigma and community stigma,

PLHIV

Fear of community stigma

Fear of family, friends
stigma

D o

0.168

.308

0

02 04 06 08

1

Baseline (N=95)
m Endline (N=95)

The results for experienced or enacted stigmat which is also known as discriminationt are shown in
Figures 4.11 and 4.12. In Figure 4.11, it is seen that while all of the items measuring stigma
experienced from family and friends declined, none changed significantly. Three items measuring
discrimination experienced within the community did decline significantly. These were ¢ 6 SA y 3
GoSAYy3a F23&ALISR | 62dzié

checked out to see how you are¢ <

Figure 4.11: Change in scale items measuring enacted stigma from family and friends at baseline

and endline, PLHIV

No longer/less frequently
visited by friends

No longer/less frequently
visited by relatives

Ignored/abandoned by family
members

Isolated from family to stay in a
separate room

Excluded from family meal /

given different set of cutlery F 2.1%

P 3.2%
f 21%
0.0%

I 2.1%

5.3%

6.39

3.2%

3.2%

4.2%

Baseline
(N=95)

m Endline
(N=95)

0%

20%

40%

60%

80%  100%

Iy R
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Figure 4.12Change in scale items measuring enacted community stigthbaseline and endline,
PLHIV

Been denied community gatherings 5.3%
and events B 4.2%

Rarely have someone to talk 9.59
to/communicate with Bl 5.3%

=)

Baseline

Lost trust/respect from community 10.5% (N=95)
members B 5.3%
i m Endline

29.5% (N=95)

Been checked out to see how they are W 1706 %+

Been treated differently from other 11/6%
community members B 7.4%

35.8%

Been gossiped about H 20.0% **

0% 20% 40% 60% 80% 100%

***p<,001, **p<.01, *p<.05, +p<.10

Principal components analysis of items measuring the experience of facing stigma and discrimination
from family friends and community revealed three factors at baseline, measuring experiences of
family isolation, family abandonment, and community stigma. At endline, these scales had reliability
of a=.66 for family isolation, a=.89 for family abandonment and a=.88 for community stigma.
However, none of the scales showed significant change from baseline to endline.

In-depth interviews with the buddy pairs revealed how their interactions in working as financial
partners and in working on the HIV campaigns had reduced stigma and discrimination.

On banking day, we work together with PLHIV. éktdered food to be shared and eaten
together with everyone. We did not order separate lunch bBexa resultother community
members have realized that we will not get HIV infection by sharing food with PLHIV. At the
present most of community members ot express any actions indicating stigmatizing or
discriminating towards PLHIV at all. Some also join lunch with PLA&L.E@8uddy)

Eating and sharing food with PLHIV is an effective model to emphasize that living and working
together, and touching and sharing food, does not cause HIV infection. Sometimes, provision of HIV
1y2¢6ft SRAS 2yfte OFyy20 GF1S I & Browledgehd&teriwithy 3 271 ¥
20aSNAY3 | Y2RSt 2F WEAQGAY3A |YyR ¢2MNHWdged (2 3S11KS

4.5 Self-esteemand self-efficacy

A 3-item scale measuring self-efficacyand an 8-item scale measuring self-esteemwere also included
in the PLHIV survey. The three questions measuring self-efficacy were taken from the HIV Self-
Efficacy (HIV-SE) questionnaire (Lorig et al., 1996). Four of the items measuring self-esteem were
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Change in the individual self-efficacy and self-esteem items between baseline and endline are shown
in Figures 4.13 and 4.14. Many of the individual items show significant increases over time. PLHIV
felt better equipped to ask for emotional and other types of support from family and friends after
participating in the PPP project. There were also increases in the items measuring whether the PLHIV
could provide financial support for their family, that they had things to be proud of, and that they
felt useful to their community.

Figure 4.B: Seltefficacy at baseline and endline

Able to seek emotional support 2.89
from the community 2.77
Able to seek emotional support 3.13 Baseline (N=95)
from family and friends 345 ***
' m Endline (N=95)
Able to seek support from family 3.23

o
-
N
w
~

***p<.001, **p<.01, *p<.05, +p<.10

| page25



Figure 4.1 Seltesteem at baseline and endline

L F¥SSt 3dzatide i I

| am proud that | can help provide

My family will have financial

| can perform activities/do things

| am proud that | am useful for my

[ don't think I'm worthless for my

I
3.01

financial support to my family. 3.34 %
(Reversed) ﬁ :

3.37

income to my family. * 3.6

3.18

e s s e
am eble fostand on my onnfeet * 357

3.36

3.34

| have things to be proud of. 4
* 3.62

3.43

just like others. * 3.60

3.25

community. * 3.48 %

3.29

family. “ 3.59*

*%x

Baseline
(N=95)

m Endline
(N=95)

***p<,001, **p<.01, *p<.05, +p<.10

Although the questions measuring self-efficacy (3 items) and self-esteem (8 items) were intended to
measure two separate constructs, reliability testing at baseline showed that the two sets of items
did not yield reliable scales. Principal components analysis revealed that, when merged the 11 items
loaded on one factor, forming a single scale with good reliability for both the baseline and endline
datad / NB y 0 I DakdQ78). The Binple self-esteem/self-efficacy scale showed significant change
between baseline and endline (p<.00) (Figure 4.15). On a scale ranging from 1 dstrongly
unconfidenté to 4 éstrongly confidenté, the average score for PLHIV increased from 3.23 to 3.42.

Figure 4.5: Seltesteem/selfefficacy results at baseline and endline

Self-esteem/ Self-efficacy

Baseline

3.23 (N=95)
3.42%*  mEndline
(N=95)

0 1

***p<.001, **p<.01, *p<.05, +p<.10

The qualitative study also found evidence that the PPP project increased feelings of self-worth for
the PLHIV who participated. PLHIV members of the PPPC or VDB said that they felt proud of
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themselves because they realized their self-value through their contributions to the community. One
PLHIV who is on a VDB committee stated:

Half of community members have known already that laRLHIVafter joining the VDB
committee, | have become wddhown and receive respect from others as | ameesgn
who contributes (a giver) to the communityPLHIV, VDB committee)

Likewise a community leader expressed how he considers PLHIV to be valuable persons to the
community:

As | seet, | feel that PLHIV in the commundye now more acced by the conmunity. |
observed that in the past PLHImey 2 G ¢St O2YS G2 22Ay (KS
when this projed activities are implementedegularlysuch as HIVunfairevents, PLHIV
areencouraged to join or sometimes lead those activities foctmemunity. Therefore, the
community feed that PLHIV hae contributed to the community and later they are viewed
as valuable person. The project gave PLHIV a chandeannel to prove themselves as
normal persos to the community. | feel that PLHIV also view themselves as valuable
persors as they can help prevent new HIV infection in the commu@tymmunity leader)

By improving self-value through joining and contributing to the PPPC or VDB, PLHIV have increased
their level of confidence in living and interacting with non-PLHIV. As well, they have learned that
they are not actually stigmatized or discriminated by others like they thought; as a result; some
PLHIV later decided to disclose their HIV status to the community even though it is not required by
the project. Such HIV disclosure makes them feel comfortable since they do not have to worry about
unintentional or accidental exposure anymore.

I now feel happy and proud of myself, although others have kradwaut my HIV status. |
think that it is good as | want to let them realize that although | have HIV I still can work

02 Y Y dz

and have knowledge of HIV to be disseminated to them. We have to accept ourselves, be

confident and interact with others, so they will lnabout HIV from ugPPP@nember)
4.5Quality of life

The PLHIV survey also included the WHO Quality of Life assessment (WHOQOL). The WHOQOL was
developed and field-tested in 15 countries including Thailand, and thus the Thai version of the scale
has been validated with many populations (Sakthong et al., 2007; Silpakit & Silpakit, 2003). The
WHOQOL-BREF, which is the 26-item abbreviated version of the assessment, was pre-tested by PDA
before the baseline survey. The pre-test was conducted with N=40 PLHIV who were not included in
the baseline or endline survey. T-tests were calculated between high and low scorers on each item
to determine whether the items had discriminatory power. From this analysis, five of the WHOQOL-
BREF items were eliminated. One item, on family support, was added.

The remaining 22 Quality of Life items were used in both the baseline and endline PLHIV surveys. At
baseline, the PLHIV surveyed had very high scores on the quality of life items; most scores had an
average of 3.5 on a scale of 5. Yet the endline survey revealed that quality of life still improved
significantly for the PLHIV participating in the PPP program. Figures 4.16-4.19 show the average
scores on individual items within each subscale. The PLHIV respondents rated all of the items
measuring physical and psychological quality of life significantly higher on average at endline. Only
one of the social quality of life items significantly improved (the ability to socialize and make
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friends). Of the eight items measuring environmental quality of life, three were rated significantly

higher.

Figure4.16: Mean response on Physical Quality of Life Items (N=95)

4.24
Able to travel/commute 450 %
Satisfied that they can perform work as 4.03
usual 422+ Baseline
(N=95)
Satisfied that they can perform daily 4.16
activities 4.37T wendline
(N=95)
Satisfied with sleep 3.05+
Enough energy to perform 3.97
work/typical activities 4.20*
0 1 2 3 5
***p<.001, **p<.01, *p<.05, + p<.10
Figure4.17: Mean response on Psychological Quality of Life Ite(hs=95)
- . 4.16
Feel that life is meaningful 130 4
Able to accept physical appearance 3.94
413+
1 Baseline
e 4.03 (N=95)
Satisfied with self 420+
m Endline
N=95)
3.92 (
Can concentrate on work 411+
Satisfied with life, e.g. happy, .
peaceful, hopeful 4.01*
0 1 2 3 4 5

***p<.001, **p<.01, *p<.05, + p<.10
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Figure4.18: Mean response on Social Quality of Life ltems (N=95)

Satisfied with support/help from friends 83

Baseline (N=95)

Able to socialize and make friends 3'3819 .| mEndline (N=95)

***p<.001, **p<.01, *p<.05, + p<.10

Figure4.19: Mean response on Environmental Quality of Life Items (N=95)

Satisfied with way of
travelling/commuting

Good environment for health

Able to rest or relieve stress 3.39

Keeping abreast of news&information 3/64

391+
4 Baseline (N=95)

Satisfied that they can acquire necessary 3.91 m Endline (N=95)

health services W 4.03
Have enough money ﬁ 33(.)144

Satisfied with condition of house 3.71

W 3.81

66

Feel that daily life is secured and stable H 3? b1

***p<.001, **p<.01, *p<.05, + p<.10

The sub-scales that were developed from the original WHOQOL scale were tested for reliability. All

four sub-scales (physical, psychological, social and environmental) were found to have internal
O2yaraitSyoOe NBfAFOATAGRES GrXTabke 4.6). Nioyoidthe Géme @he | £ LIK |
item on overall quality of life and the added item on family support) were dropped from this

analysis.
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Table4.6: Reliability analysis for WHOQOL subscales vidthllVVdataset (N=107)

Subscale /| NByol OKQ&a 't Number of
Baseline Endline items

Physical .80 .85 5

Psychological 81 .81 5

Social 72 .78 2

Environmental 7 .79 8

(N) (107) (95)

The individual items are averaged to construct the overall quality of life scale and the four subscales
(Figure 4.20). The overall quality of life scale increased from 3.83 to 4.00 (p< .00) and the physical
(4.03-4.25, p< .00), psychological (3.97-4.15, p< .00) and environmental (3.61-3.76, p< .02) subscales
also significantly improved by the time of the endline survey. There was no significant change in the
social sub-scale.

Figure 4.D: Quality of life scales at baseline and endline

overel W 400
nvirenment Qk W 3{76

Social QOL 3.87 Baseline (N=95)

4,01
4 m Endline (N=95)

3.97

Peychological QOL W 415 %+

4.03

. N .25

0 1 2 3 4 5

***p<.001, **p<.01, *p<.05, + p<.10

The PLHIV interviewed in the qualitative study discussed how the availability of the PPP loans
increased their quality of life by creating security in their livelihood. Although the loan is regarded as
only an additional amount for occupational investment, it is very important in improving the
financial liquidity of PLHIV. PLHIV are able to make a living continuously and feel secure to know
where they can seek financial support when needed. With the low interest-PPP loan, PLHIV also

benefitby @2 ARAY 3 GKS ySSR {2 with RighltEmbst. ThblB MarticHdrlg | y

important because PLHIV usually face limitations in getting a loan through official financial
institutions, because they are not trusted to make repayment or are required to provide mortgage
securities. Although the maximum PPP loan disbursement of 12,000 baht is not sufficient to cover all
expenses in one occupation, it is considered a needed cushion in for financial security.

ThePPP loan does not help in earning a lot more income, but it reduces a lot more troubles
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It does not matter how much maximum we can borrow, that when we have a financial
problem we know where to getloan with low interest

It is so difficult to borrow money from others as they are afraid that | as PLHIV cannot make
a repayment. However, throughe PPP loan, | do not have to worry aibdhat problem
anymore.

5. Buddies

5.1 Profile

As detailed above, while N=119 buddies were interviewed in the endline survey, only N=75 of these
respondents had also been interviewed in the baseline survey. The majority of buddies who joined
the PPP project at endline are female (70%) and live in urban communities (60%) (Table 5.1). While
these characteristics are similar to those of the PLHIV counterparts, a higher percentage of buddies
are married (77% vs. 57%). Also, buddies tend to be somewhat older than the PLHIV, with more than
one-third in their 50s (39%) and a mean age of 45.6 vs. 43.4 years for PLHIV. Similar to the PLHIV,
over forty percent (44%) completed some secondary school or higher.

Tableb5.1: Profile ofbuddy respondents (in percents)

All Endline Both Basgline and
Endline
Gender
e 30.3 28.3
Female o o
Residence
Urban - -
Rural 02 o
Marital Status
Married e -
Single/div/widow 235 213
Age
18-39 27.7 25 3
40-49 33.6 28.0
~ 38.7 46.7
Mean age 45.6 47.0
Median age N ¢
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Both Baseline and

All Endline Endline
Education
None/primary 56.3 58.7
Second/high/vocational 33.6 32.0
University/B.A. 10.1 9.3
(N) (119) (75)

5.2 Program exposure

Buddies were asked a series of questions about their participation in the PPP program. When asked
how often they interacted with their PLHIV partners, the results closely paralleled the responses
given by PLHIV (Figure 5.1). VDB buddies and PPP-hospital buddies had significantly more contact
than PPP-community buddies. A check of reports of matched PLHIV buddy pairs showed that the
partners agreed about the amount of contact 60% of the time. In 22% of the cases PLHIV said that
they met more often than buddies reported, while in 18% buddies reported more contact. This
result is probably due to normal recall bias rather than any systematic misstatements by either
PLHIV or buddies.

Figure 5.1Buddy reports of how often they talked to their PLHIV partner by model

100%

80%

m <once a month
60% Once a month

2-3 times a month
40% Once a week
m > once a week

20% H Everyday

0%

VDB (N=27) PPP-Community  PPP-Hospital (N=43)
(N=49)

A majority of buddies reported that they both gave and received material and emotional support
from their PLHIV partners (Figure 5.2). While 68% said that they participated in disseminating HIV
information through the program, 82% said that they informally gave HIV information to community
members. By model, the VDB and PPP-hospital buddies were significantly more likely to give and
receive material support than the PPP-community buddies (p<.05); this finding is in line with the
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qualitative findings discussed above. However, the VDB and PPP-community based buddies were
more likely to participate in the HIV campaigns than their PPP-hospital counterparts. This is likely
because the hospitals are not located in the same communities as the campaigns, as discussed
above.

Figure 5.2 Support given and received by buddies

100% 96.3%

83.7%
80%

74.4%

60%

40%

20%

0%

Gave material Received Gave emotional Received Disseminated  Conveyed HIV
support to PLHIV material supportsupport to PLHIV ~ emotional HIV knowledge messages to the
from PLHIV support from to the community
PLHIV community
m VDB (N=27) PPP-Community (N=49) m PPP-Hospital (N=43)

Buddies were also asked about their exposure to PPP project activities, and as seen in Figures 5.3

and 5.4 some significant differences were found by model type. While nearly all VDB buddies had

attended a monthly meeting (96%), only two-thirds of PPPC members had done so (67%). VDB

buddies were also more likely to have participated in a training (85% vs. 60%). A fairly high level of
exposure was found for i KS L9/ YFGSNARAIfazx SaLISOALFtfte F2N (K
models (93% for VDB and 90% for PPP). All VDB buddies (100%) and 93% of PPP buddies were

exposed to at least one IEC message.
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Figure 53:. dzR R X@®sute toPPP intervention activities
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i vDB

85.2% *

. . 74.1% (N=27)
HIV campaign activities 55 4%
. m PPP
(N=92)
Funfairs 59.3%
? 58.7%
At least one PPP 93[3%
intervention activity ﬁ 82.6%
0% 20% 40% 60% 80% 100%

***p< 001, **p<.01, *p<.05

Figure5.4: dzZRRA S48 Q SE laler@aldzNBE (2 L9/ Y

] | | | |
92.6%
At least 1 message
" I, 0.2
81.5% VDB
At least 1 drama
P 7 % (v=217)
m PPP
92.6%
e s0.45 =
At least one IEC 100.0%
e ———
0% 20% 40% 60% 80% 100%

The qualitative study provided further insight into how the relationship between buddies and PLHIV
developed successfully. The project required that HIV/AIDS campaign activities be organized by
VDB/PPPC committees and loan pairs. This created a mechanism for PLHIV and non-PLHIV to
collaborate with each other, and created a feeling of self-value to both HIV positive and negative
loan recipients. While the primary motivation of the buddy is to be eligible for the loan, after
participating in the project for a period of time they develop a higher level of motivation. Besides
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being proud of themselves for providing benefits to others, they feel that they are fortunate to have
a chance to experience and understand their PLHIV partner. Qualitative respondents stressed that
W6 dzRR& Q Aadneasinfd I8 fBr thend as it means ccare and support for both physical and
psychological aspectse.

I meet and talk with my HIV positive loan partner almost every day. If | find what support |
can give, | will not hesitate to do it. For example, her occupation is cassava growing, so |
helped her to find a best young plamt grow and also always give consultation if needed.
(Rural buddy)

| feel that | have contributednd sacrificed my time and effort to help PLHIV ati
community by educatingbout HIV/AIDS to othergBuddy respondent)

The qualitative study also identified that community leaders were particularly effective as buddies,
especially in disseminating knowledge and understanding related to HIV/AIDS to community
members. Since these leaders were already accepted and respected by community members, as a
buddy they had better skills and opportunities to educate HIV to others. Since HIV is not in itself an
interesting topic, unlike issues related to making a living or economic well-being, it is not easily
discussed in routine life. However, for buddies in a position of community leadership, their skills in
conveying HIV knowledge through many existing channels such as the village meeting and household
radio made the project a success.

| paired up witha PLHIV as | want to help PLHdVget the PPP loan and | also want to
provide other types of support to my loan partner. My HIV positive loan partner is one of
my village members. | also provide support to other PLHIV in my village who may be loan
partners or not. When PLHIV in the comnity plan to organize HIV campaign activities,
he/she will request my support in disseminating HIV knowledge to the community. Since |
am a village headmar have authorization to use household radiBuddy respondent)

However, the buddy relationship did not develop in the same way for models where the buddies
lived in different communities. For some, the buddies only saw each other at the monthly banking
meeting, and some buddies did not fulfill their roles of participating in the information campaigns.
Buddies who did not perform these roles often stated that they do not know how to act or talk to
their PPP loan partner (PLHIV) as they are afraid of performing any actions or words that are
unintentionally inappropriate. For example, buddies reported being afraid to ask about their PLHIV
LJ- NJs ffe8itNJas they may be hurt or distressed to think about their health condition. Another
example given was that they feel that if they offer help to their partner, they could feel insulted by
such an offer. Indeed, many PLHIV stressed that they did not want any material support from their
buddy, only understanding and acceptance; they want others to view PLHIV as normal people like
them.

5.3 HIV Knowledge

A comparison of HIV knowledge at baseline and endline for buddies who answered both surveys
shows significant increases in some knowledge items, including mother-to-child transmission,
sharing personal items, and judging HIV status by appearance (Figure 5.6). The index of correct HIV
knowledge significantly improved among buddies from 4.9 to 6.2 of 9 total items (p<.00); no
significant difference was found by program model.
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Figure 5.5: dzR R#n&wedye of HIV at baseline anchdline
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0
HIV 96.0% *
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Not all babies get HIV from a HIV positive 30/7%
mother 64.0% ***
Sharing personal items, e.g. nail cutter 29.8% Baseline
cannot transmit HIV 58.7% *T* (N=75)
HIV is not transmitted among IDUs, SWs 36.0%
and MSM only. 49.3% m Endline
- ; . o] (N=75)
Being infected is not different from being 33.3%

sick with AIDS ﬁ 40.0%
There are medicines that can inhibit HIV 86.7%
F 92.0%

Having sex with those looking clean 52.0%

cannot prevent HIV * 77.3% ***

Reducing sexual interactions cannot 58.7%

prevent HIV * 65.3%

0% 20% 40% 60% 80%  100%

***p<.001, **p<.01, *p<.05, +p<.10

5.4 Fear and Value-Driven Stigma

One of the key outcomes expected by the PPP project is that the partnership with a PLHIV will
reduce feelings of stigma in the buddies. Moreover, as negative loan partners, buddies should play a
significant role in advocating to reduce stigma and discrimination at both the family and community
levels.

Buddies were asked the same questions about their fears of contracting HIV in the baseline and
endline surveys. As seen in Figure 5.6, most of the fear related items declined at endline. The
percent reporting fear of contracting HIV from sharing personal items with PLHIV, which was most
frequently mentioned at baseline, declined significantly from 76% to 45% (p<0.00). The overall scale
measuring fear-driven stigma among buddies declined significantly from 0.118 to 0.080 on a scale of
1.0 (p<.01) (not shown).
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Buddy responses on shame statements measuring value-driven stigma also declined significantly,
although few expressed agreement with these statements at baseline (Figure 5.7). The overall
shame scale declined significantly from 0.222 to 0.107 on a scale of 1.0 (p<.00) (not shown). For
blame statements (Figure 5.8), although the proportion of buddies who agreed with the statements
decreased at endline, none of the reductions were significant. The average score on the overall
blame index declined from 0.400 to 0.320, which is weakly significant (p<.10) (not shown).

Figures 5.7Change ird dzR R /gréeimént with shame satements

with HIV

family had HIV

themselves

| would feel ashamed if | was infected 32/0%

I would feel ashamed if someone in my 10.7%

PLHIV should be ashamed of

|
R 16.0% **

N 2.7%

24.0%

F 13.3% *

0% 20% 40% 60%

80%

100%

Baseline
(N=75)

m Endline
(N=75)

***p<.001, **p<.01, *p<.05, +p<.10
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In qualitative interviews, buddies expressed directly how getting to know their PLHIV partner had
helped reduce their feelings of stigma about HIV.

I was terribly afraid of PLHIV. | did not want to get close with them at all. But after joining
the project, | had a chance to attend the HIV trairimgl meetings with PLHIV My fear is
gone and | do nadtigmatize and discriminate PLHIV anymdBuddy respondent)

However, the qualitative study found that HIV/AIDS campaign activities conducted by PPPCs were
not as cohesive as those conducted by VDBs. Since members of the club are living in different
communities, it was quite difficult to get full participation from buddies to conduct HIV/AIDS
activities in the selected community on a monthly basis as required by the project. Travelling to the
selected community may cause problems regarding the cost of travel, absence from the job (lost
income), and other difficulties. Therefore, for some selected communities, PLHIV were sometimes
the only ones in the PPPC in organizing the activities, and the effort was not sufficient to run the
campaign activities continuously and intensively enough to successfully address stigma and
discrimination.

6. Family of PLHIV and Buddies

6.1 Profile

As discussed in the methods section, some family members who were interviewed at baseline were
re-interviewed at endline (N=67), while some family members were newly recruited for the endline
survey (N=82). For the full sample, the profile of the respondents did not change significantly
between baseline and endline according to the characteristics shown in Table 6.1 (all chi squares
p>.10). For this reason, and to utilize the maximum number of cases available, the full family sample
is used in the analysis rather than the sub-sample who were interviewed for both surveys. Family
members interviewed were fairly evenly split between members of PLHIV and families of buddies.
The mean age was approximately 37 at both baseline and endline.
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Table 6.1: Profile of family members of PLHIV and buddies at baseline and endline

Baseline Endline
Relationship to project participants
PLHA Family 48.0 46.3
Buddy Family 52.0 53.7
Gender
Male 50.0 42.3
Female 50.0 57.7
Residence
Urban 42.9 47.0
Rural 57.1 53.0
Marital Status
Married 63.6 58.4
Single/divorced/widowed 36.4 41.6
Age
15-29 39.4 37.6
30-39 131 18.1
40-49 17.7 18.1
50+ 29.8 26.2
Mean age 37.7 37.2
Median age 36 37
Education
None/primary 515 46.3
Second/high/vocational 43.4 47.7
University/B.A. 5.1 6.0
(N) (198) (149)

6.2 Program exposure

Through the creation of personal relationships between PLHIV and buddies, the PPP program aimed
to reduce stigma and discrimination among families. The expectation was that the buddy pairs
would share their positive relationships and convey information about HIV to their family members.
ltwasalsol Y GAOALI GSR GKFG FlLYAfe@ YSYOSNBR ¢2dZ R
activities, especially if family members lived the intervention communities. Family members were
asked about their participation in PPP program activities, as seen in Figure 6.1. Many family
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members took part in PPP meetings, though the percentage was considerably higher for those in the
VDB model (42% vs. 26%). Over 40% of family members said that they participated in HIV campaign
activities. Family members who were related to a PPPC member were much more likely to say that
they attended a Funfair (35% vs. 6%). Overall, 61% of family members related to a VDB member and
53% of family members related to a PPPC member participated in at least one program activity.

Figure 6.1: Family exposure to PPP intervention activities
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|
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A 42.6% *

A 46.3%

42.1%

5.8% ***
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***p<,001 **p<.01 *p<.05, +p<.10

The vast majority of family members reported exposure to at least one of the LINR 2 O G Q a

materialst nearly all families of VDB members (98%) and 85% of families of PPPC members. Posters

6SNBE 4SSy o0& Y2NB (KIFy T1m:* 2F FLFLYAfASaE 27
mentioned more often by VDB families (more than 70%, vs. 49-59% for PPPC).
Figure 6.2: Family exposure to IEC materials
| | | |
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At least one IEC
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80%

98.1% *

100%

***p<.001 **p<.01 *p<.05, +p<.10
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6.3 HIV/AIDS knowledge

The HIV knowledge items were compared for family members at baseline and endline (Figure 6.3).
Of the nine items, three increased significantly from baseline to endline (HIV among risk groups,
sharing personal items, and mother-to-child transmission. A t-test comparing the overall knowledge
scores of family members showed that knowledge improved significantly, from 4.6 to 5.5 (p<.00)
(not shown).

Figure 6.3: Family knowledge of HIV at baseline andline

Exposure to PLHIV's skin cannot transmit | 83.8%

HIV 6%
Exposure to sweat/saliva of PLHIV cannot 64.6%
transmit HIV _ 72.5%
Not all babies get HIV from a HIV positive 34.8%
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Sharing personal items, e.g. nail cutter 27.3% _
cannot transmit HIV 58.4% *** Baseline
- (N=198)
HIV is not transmitted among IDUs, SWs 21.7% i
and MSM only. 34.9% ** m Endline
] (N=149)
Being infected is not different from being 30.8%
sick with AIDS * 36.2%
There are medicines that can inhibit HIV 84.3%
F 88.6%
Having sex with those looking clean 59.1%
cannot prevent HIV * 63.19
Reducing sexual interactions cannot 54.5%

prevent HIV W 57.0%

0% 20%  40% 60%  80%  100%

***p<,001 **p<.01 *p<.05, +p<.10

6.4 Fear and value driven stigma

As seen in Figure 6.4, fewer family members agreed with each of the fear statements at endline.
Only two statements declined significantly however: sharing personal items and exposure to saliva.
Overall, the fear scale declined for family members significantly (from 0.159 to 0.109, p=.03) (not
shown).
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stigma also declined significantly. Overall the blame scale declined significantly from 0.533 to 0.362
(p<.01), and the shame scale score declined from 0.310 to 0.278, which was significant (p<.01).

CAIdzNB copY [/ KFy3aS Ay FlLYAfe YSYOSNBQ 3INBSYS /i
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7. Community

7.1 Profile

As mentioned above, the community baseline and endline surveys followed a repeated cross-
sectional design. A comparison of sociodemographic characteristics at baseline and endline (Table
7.1) found no significant differences between the two samples. The endline sample contained more
women than men (59%) and the median age is 45. About one-quarter of the sample is factory
workers or day laborers, and about one-fifth are farmers.

Table 7.1: Profile of community members at baseline and endline

Gender
Male
Female
Residence
Urban
Rural
Marital Status
Married
Single/div/widow
Age
15-29
30-39
40-49
50+
Mean age
Median age

Baseline

41.4
58.6

50.0
50.0

79.5
20.5

22.5
17.3
23.0
37.1
43.0

44

Endine

41.3
58.8

50.0
50.0

75.4
24.6

20.0
19.5
23.2
37.3
43.7

45
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Education

None/primary

Secondary/high/vocational
University/B.A.

Occupation
Farmer

Small business owner

Private/govt. employee

Factory worker/casual laborer

Student

No occupation/housewife

(N)

Baseline

58.0
33.9
8.0

23.9
175
10.0
26.1

55
17.0
(560)

Endine

55.5
36.6
7.9

20.7
17.0
12.0
25.9

6.8
17.7
(560)

7.2 Exposure to the PPP program

Measures of community recognition and participation in the program are a key indicator of success
in raising awareness of HIV issues. More than one-third of the sample reported that they
participated in at least one PPP activity, and there was no difference in overall participation by
program model (Figure 7.1). Community members living in PPPC areas were much more likely to
participate in the Funfairs (25% vs. 5%), which as mentioned earlier were developed for the PPPC

model communities. Between 25-29% of respondents 8 SNB | g NB 0KS
with a smaller percentage saying they had attended a PPPC meeting.
Figure 7.1: Community exposure to PPP intervention activities
Meetings 8.1%
* I 6.0%
. L 25.0%
HIV campaign activities _ 29.5% PP
i (N=360)
0/ *K*
Funfairs . 4.5% 25.3% m VDB
7 (N=200)
At least one PPP 39.4%
intervention activity F 36.0%
0% 20% 40% 60% 80% 100%

***p<,001, **p<.01, *p<.05, +p<.10
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Community members reported a high degree of recognition of the IEC materials; 92% of
respondents living in VDB model communities and 85% of respondents living in PPPC model
communities said they had seen at least one of the IEC materials (Figure 7.2). VDB community
members were particularly likely to say that they had seen a project drama (77%) while for PPP-
model communities the posters were most widely known (61%).

Figure 7.2: Community exposure to IEC materials

1 | | |
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| (N=360)
53.8% m VDB
At least 1 message
* I 68.5% (N=200)
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***p<,001, **p<.01, *p<.05, +p<.10

Qualitative respondents cited that some non-tangible factors, such as community leadera Q

willingness to participate and positive attitude towards the project, were a primary key to the

LINE 3 NiiccésQia implementing activities for the communities. With community S I RoSyNid Q

to the project, any activities could be implemented smoothly and also received a good response
from community members.

Money may be important for community membéo manage the project, but it is not all.
To gain collaboration from community members, leadgnmsuld have a peopleersonality
and be well respected and trusted by community membefhe issue of HIV/AIDS
somdimes is not easily accepted by everyone, but with positive personality and
gualifications of leadersother community members are likely to listen and follow what
their leaders believéPPP committee member)

The ommittee isa very important group wh leads VDB to success. Therefore, they should

be honest, sincere, trustable, opennded and sympattic. Community members always

68t ASOS Ay GKSANI tSFRSNEO® LWDBMEMD&)S NE &l &

The variety of communication activited A & Ff &d2 OAGSR Fa |y sduddesd? NI I y

including the integrated types of IEC materials. This variety helped in reaching more members of the

G NESG 3INRPdzLJA YR Ay AYyONBlFaAy3d GKS OFYLI AIyQad

HIV knowledge must be coneglythrough several types of activitigf.there is] mly one
type of activiy it may not help people to remember what they learn. ImportanC
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materials distributed tadhe audienceare alsovery important as family members wiutid

not join the HIV campaign activities will be also benefit. Additionally, using only one type of
activity or IEC material may cauaa unexcited feeling tahe audience and they may not
want to come back to participate in the activities angre. The varied pes of activities

and IEC materials givebatter result for HIV campaig(PPP committee member)

Moreover, the qualitative study found that each target group decided to access different types of

materials and activities depending on their individual interest. Some people like reading, so they

were likely to access posters more than those who are not skillful in reading. For some groups who

cannot read properly, they were likely to listen to radio dramas through household radio. Apart from

individual interest, some obstacles prevented the target groups i 2 | O0S&aa GKS LINR2SOi
activities. For example, household radio transmission of some villages was not strong enough to

provide coverage of the radio drama to all areas in the village.

7.2 HIV/AI DS Knowledge

The community survey found significant changes in many of the questions measuring HIV
knowledge, as seen in Figure 7.3. These included the questions about personal contact with PLHIV,
mother-to-child transmission, and AIDS treatment drugs. The overall knowledge score of community
members increased significantly from baseline to endline, 3.3 to 4.0 on a scale of 0 to 9 (p<.00).
Respondents to the qualitative study also commented on the increase in knowledge of community
members in program communities.

The ével of HIV knowledge of community members has been recently increased and
important community members become more aware about HIV prevention. For example, |
never carrieca condom with me before as | felt being judged by others. But now | am more
comfortable to carrya condom and other young people in the commuiaitg also more
comfortable to request condasn(Community leader)

I was afraid before as | believed (from whatelard before) that having a haircut at the
same shop with PLHIV or using a nail cutter with PLHIV will cause HIV infection. But now |
do not fear anymore, because | understand clearly about how HIV can be transmitted to
others.
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Figure 7.3:Community knowledge of HIV at baseline and endline

Exposure to PLHIV's skin cannot transmit : 63.4%
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The qualitative study also highlighted the success of the Funfair edutainment activity for improving
the level of HIV knowledge of the community through enjoyable and memorable approaches. The
Funfair included activities such as quiz games, darts and role plays. Each Funfair received a high level
of participation from community members including youth, the district health office, the Tambon
Administration Office (TAO) and the municipality. Participants receive both knowledge and
entertainment at the same time, with prizes and food provided to participants as important
components. Most people interviewed strongly emphasized that Funfair is an outstanding strategy
as part of the HIV campaign.

Funfair is an activity raising participation frooonsiderable numbers of peopl€hey like
the quiz game and are happy to rece@rize. Amazingly ihe audience cannot givthe
correct answer, they will go around learning frahe exhibition board or discussing with
their friends to get the answe{PPP committee member)

7.3 Fear-driven, Value-driven and Enacted Stigma

Community members were asked about different aspects of stigma and discrimination using the
same items that were used in the baseline survey. As seen in Figure 7.4, fears of contracting HIV
through casual contact declined significantly among community members. Scores on the overall
fear-driven stigma scale declined from 0.470 to 0.388 (p<.00) (not shown). The gualitative interviews
also provided insight about how fear-driven stigma declined in the PPP communities.
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Before | f& uncomfortable being frierglwith PLHIV. If | saw PLHIV, | will try toigo
another direction. But after | joined and conducted Eidtivities myself | lealed and now
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towards PLHIV(VDB committee membjr
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Other types of stigma examined in the community survey include value-driven stigma subscales of
shame and blame. Though all the shame items declined from baseline to endline, only one item
declined significantly: community members were less likely to say they would feel ashamed if they
contracted HIV (Figure 7.5). However, the overall shame scale did decline significantly (from 0.507 to
0.448, p<.01). Agreement with the two blame statements, relating HIV to promiscuity, stayed
virtually the same as at baseline, as did the overall blame scale (from 0.577 to 0.571, p=.82) (Figure
7.6). Previous research has shown that shifting attitudes associated with blame is difficult because it
is deep-rooted and changes in these attitudes may require more time and more one-on-one
interactions.
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0% 20% 40% 60% 80% 100%

***p<.,001, **p<.01, *p<.05, +p<.10

CAIdNB tocY /KEy3IS Ay O2YYdzyAride YSYOSNBRQ FINB3YSE
Promiscuous women spread HIV in your 57.0% _
community. 56.8% Baseline
’ (N=560)
m Endline
Promiscuous men spread HIV in your 58.4% (N=560)
0% 20% 40% 60% 80% 100%

***p<.001, **p<.01, *p<.05, +p<.10

The qualitative study found that the community-based clubs, whether VDB or PPP, were more

successful in reducing stigma, for two reasons. One is that it was more convenient and feasible for

these clubs to conduct more frequent HIV/AIDS campaign activities in the community. But also, the

Y2RSt 2F WEAQGAY3 YR g2N]lAy3 ( 2PA8Vica BNdosendd y 2 NI | §
clearly by the community when the club is based there. The qualitative study also found the rural

programs to be more effective, as the culture of rural community (where people are relatives of

each other) was a primary factor. The study revealed that the VDB and community-based PPPCs

were likely to be operated sustainably, leading to a better result in increasing quality of life of PLHIV

and reducing stigma and discrimination

In the past when PLHIV purchased stuff from my shop, | just never touch or get close to him.
I can talk to him, but | did not feel comfortable talking witimhAfter the project, | feel
more comfortable talking with him(Community member)

GCommunity members have learned from the project how to provide mutual support
between PLHIV and ng?LHIV. It can say that the project has reduced a gap of such two
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groupsthrough several activities promoting living and working together as normal between
two groups(Community leader)

Respondents to the qualitative study said that implementing the PPP project in the community has
created an environment for community members to talk and learn more about HIV/AIDS, which is
not normally discussed in routine life. However, HIV/AIDS campaign activities enable community
members including young people to discuss about HIV/AIDS prevention and also to learn to accept
PLHIV. This environment has created a sense of understanding that HIV infection may happen to
anyone, therefore PLHIV should not feel ashamed, and likewise others should also accept PLHIV.

PLHIV wre viewed as bad opromiscuougpeoplebefore. But community members now
understand better that HIV infection does not mean thivdectedare promiscuoussnce

they now learn that for some woman who just stay at home and have sex with her husband
only may also get HIV infection. PLHIV who take a good care of themselves eiimsesm

live longer than others. Since this mess&@ges been delivered to community members
regularly, the level of stigma and discrimination in the community is redugsiDB
committee member)

8. Impact Analysis

As described in the methodology section, multivariate analysis was conducted to examine whether
exposure to the project had a significant impact on change in the key outcomes of interest. Key
independent variables are as follows:

1) For the stigma models, whether the respondent personally knows someone living with HIV is
a measure of proximity to the disease. It is assumed that by personally knowing someone
who is living with HIV like a family member, close friend, or colleague, an individual is less
likely to have stigmatizing attitudes and behaviors. This is one of the key tenets of the PPP
program.

2) For the stigma models, knowledge of HIV transmission, prevention, and care is presumed to
reduce stigma. It is measured by an index of correct responses to nine questions that range
from basic to in-depth knowledge.

3) For all models, the intervention model is used as an independent variable to investigate
whether some models were more effective than others. The project model interventions
examined were: 1) PPPC model in urban areas; 2) VDB club model in rural areas; and 3) PPPC
model in rural areas. A measure of whether the PPPC was community- or hospital-based
was also included.

4) For all models, exposure to project interventions are examined separately; but also the
WR24&l 3SQ 2F (GKS AyGSNBSyiAz2zy SELIRadNB A& YSI
interventions: monthly HIV activities conducted by VDBs/PPPC&  @ampaigpsQIEC materials
(drama, poster, or pieces of paper presenting key messages), PPPC or VDB meetings on
banking days, and the Funfair event.

All the models are controlled for respondent characteristics including sex, marital status, age,
education, personal income, occupation, and media exposure to HIV messaging. The results are
described below.
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8.1 PLHIV

Unfortunately the small number of PLHIV who were interviewed at both baseline and endline (N=95)
precluded doing extensive impact analysis on this sample. Multivariate analyses were conducted: (1)
to show significant changes between baseline and endline on all project outcomes; and (2) to
explore if exposure to the program was significantly related to changes between baseline and
endline. For the first analysis the outcomes that changed significantly over time were disclosure of
HIV status, self-isolation (internalized stigma), fear of stigma from family/friends and the
community, self-esteem/self-efficacy, and quality of life.

No significant change was found for the regression models of disclosure, the stigma scales, or self-
esteem/self-efficacy. For quality of life, as seen in Table 8.1, the type of model that the PLHIV was
exposed to had a significant impact. Belonging to a rural PPPC had the most positive impact on
quality of life, followed by the urban PPPC and finally the VDB. This may be a reflection of the fact
that PLHIV in rural areas had more interaction with community members in participating in the
interventions, and thus greater improvement in their well-being as a result. There was no significant
impact on quality of life for whether the PPPC was community-based or hospital-based. None of the
other measures of exposure (contact with the buddy; material support from the buddy; attending
monthly meetings; participation in HIV campaigns or Funfair; or exposure to IEC materials) had any
significant effect on quality of life.

Table 8.1 Results of linearegression ofevel ofexposure to project ativities onQuality of Life,
PLHI\NSurvey

i 02S s.e. signif.

Gender

Male ref

Female -0.060 0.10
Marital Status

Single/divorced/widow ref

Married -0.268 0.10 *k
Age

15-39 ref

40+ -0.118 0.11
Education

None/primary/secondary ref

University/BA/MA -0.516 0.19 **
Income (continuous) 0.008 0.00 *
Baseline Quality of Life score 0.484 0.09 **
Implementation model

PPP club in rural area ref

VDB in rural area -0.592 0.17 **

PPP club in urban area -0.246 0.12 +
Hospital based club

no ref

yes 0.054 0.11
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Constant 2.593 0.39
R? 0.486

***p<.001, **p<.01 *p<.05 +p<.10
8.2 Buddy

Like the PLHIV sample, the buddy survey contained a small number of cases; only 75 were
interviewed at both baseline and endline. Multivariate analysis was conducted on the outcome
measures which changed significantly between baseline and endline, which include: HIV knowledge,
fear-driven stigma and shame-driven value-driven stigma. In the base model, sociodemographic
variables measured at endline were included as control variables along with the outcome variable
measured at baseline. In the next models, non-significant control variables were dropped and
measures of exposure were added one by one.

Table 8.2 presents the results for HIV knowledge for buddies interviewed at both baseline and
endline. The results show that participating in PPP project activities, discussing HIV/AIDS with the
PLHIV partner, and participating in HIV campaigns in the community were significantly related to
increases in the HIV knowledge score. Other measures of participation such as frequency of talking
to the PLHIV partner, providing material support to the partner and exposure to IEC materials were
not significantly related. These findings indicate that direct participation with the PPP project and
specific discussions about HIV with the partner had the greatest impact on HIV knowledge for
buddies.

Table 8.2 Results of linear regression of level of exposure to projectidties onHIV Knowledge
score, buddy arvey

i coef. s.e. signif.

Base model
Education

None/primary ref

Secondary/university/BA/MA 0.822 0.48 +
Baseline HIV knowledge score 0.287 0.11 *
Constant 4.506 0.59 **
R? 0.135
Exposure measures added singly to base model
Ever talked to buddy about HIV

No ref

Yes 1.185 0.19 *
R? 0.190
Participation in disseminating HIV knowledge to
community

No ref

Yes 0.933 0.52 +
R? 0.172
Number of types of exposures to PPP project (0-
4)
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i coef. s.e. signif.

Including IEC, meetings, trainings, 0.361 0.18 *
campaigns, funfair
R? 0.182

Independent variables found to be not significant: implementation model (VDB/PPP); commun
based model (yes/no); exposure to radio drama (yes/no); exposure to slips of paper message
(yes/no); frequency délking to buddy (daily/less often); giving material support to buddy (yes/n
conveyed HIV knowledge (yes/no).

***p<.001, **p<.01 *p<.05 +p<.10

Using the same type of analysis, many of the exposure measures were found to be significantly
related to the decrease in shame-related value-driven stigma (Table 8.3). Participating in HIV
campaigns, seeing a poster, hearing a radio drama, seeing the slips of paper messages all were
related to lower shame scores at endline. The number of types of exposurest including participating
in activities and exposure to IECT also was significantly related, indicating that being exposed to a
variety of program activities was important.

Table 8.3 Results of liearregression ofevel ofexposure toproject activities onshame-related
value-driven stigma, luddy survey

j 2S s.e. signif.

Base model
HIV knowledge score -0.026 0.01
Baseline fear-driven stigma 0.279 0.67 **
Constant 0.208 0.69 **
R? 0.261
Exposure measures added singly to base moc
Ever saw poster

No ref

Yes -0.009 0.00 *
R? 0.305
Ever heard radio drama

No ref

Yes -0.008 0.01 *
R? 0.287
Ever saw slips of paper messages

No ref

Yes -0.011 0.19 *
R? 0.310
Participation in disseminating HIV knowledge to
community

No ref

Yes -0.119 0.05 *
R? 0.327
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i 02S s.e. signif.

Number of types of exposures to PPP project (0-

4)
Including IEC, meetings, trainings, -0.037 0.02 *
campaigns, funfair

R? 0.311

Independent variables found to be not significant: knovéomeone with HIV (yes/no);
implementation model (VDB/PPP); community based model (yes/no); frequency of talking to i
(daily/less often); talked about HIV with buddy (yes/no); giving material support to buddy (yes/
attended PDA training (yes/no);meeyed HIV knowledge (yes/no); attended Funfair (yes/no).

***p<.001, **p<.01 *p<.05 +p<.10

8.3 Family

Multivariate regression analysis was conducted among the family members interviewed at endline
(N=149) for those outcome measure that improved significantly from baseline to endline. The same
type of limited regression analysis was used, as conducted on the buddy dataset. Though the same
family members were not all re-interviewed at baseline, a variable measuring the average outcome
score for all family members interviewed within the same community at baseline was included as a
proxy control.

For HIV knowledge, first sociodemographic characteristics of family members were added as control
variables, but none were found to be significant. Variables measuring the type of PPP model and
exposure to the PPP program through participation in meetings, campaigns, the Funfair, or exposure
to IEC materials were also not significantly related to increased knowledge. A variable measuring the
number of types of exposures was also not significant. Exposure to other types of media information
on HIV/AIDS was also not significant.

Table 8.4 shows the regression results for fear-driven stigma among family members. None of the
sociodemographic variables were found to be significant and were therefore were dropped from the
model. Community-level fear at baseline was also not significant, but HIV knowledge significantly
reduced fear based-stigma. Knowing someone with HIV was not related to fear for family members;
nor was the type of PPP model that the family member of the respondent participated in. Several of
the measures of exposure were found to be significant: exposure to any IEC materials, participation
in HIV campaigns and attending a Funfair. The number of types of exposure was also significant in
reducing fear. Thus for family members, those who showed a greater level of commitment and
participation in the program showed greater reductions in fear-related stigma.
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Table 8.4 Results of linear regressioof level of exposure to project activities oiear-driven
stigma, family aurvey

i 028 s.e. signif.

Base model
HIV knowledge score -0.046 0.01 **
Baseline community fear-driven stigma 0.235 0.29
Constant 0.208 0.69 *k
R? 0.194
Exposuremeasures added singly to base mode
Ever saw any IEC materials

No ref

Yes -0.172 0.00 *k
R? 0.240
Participation in disseminating HIV knowledge to
community

No ref

Yes -0.082 0.04 *
R? 0.221
Participation in Funfair

No ref

Yes -0.104 0.04 *k
R? 0.227
Number of types of exposures to PPP project (0-
4)

Including IEC, meetings, trainings, -0.048 0.01 **

campaigns, funfair
R? 0.249

Independent variables found to be not significant: knowing someone with HIV (yes/no);
implementation model (VDB/PPP); community based model (yes/no); saw poster; heard radio
saw slips of paper; attended PPP meeting;

***p<.001, **p<.01 *p<.05 +p<.10

Regression results for the domain shame under value-driven stigma also showed that the number of
types of exposure was important for family members, as was participation in the HIV campaigns
(Table 8.5). For blame-related stigma, no significant results were found.

Table 8.5 Results of linear regression of level of exposure to ajactivities onshame-related
value-driven stigma, &amily survey

i 028 s.e. signif.
Base model
HIV knowledge score -0.039 0.01 **
Baseline community shame-driven stigma -0.072 0.34
Constant 0.420 0.10 **
R? 0.109
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i 02S s.e. signif.

Exposure measures addegingly to base model

Participation in disseminating HIV knowledge to

community
No ref
Yes -0.087 0.04 *
R 0.133
Number of types of exposures to PPP project (0-
4)
Including IEC, meetings, trainings, -0.035 0.02 +
campaigns, funfair
R 0.130

Independent variables found to be not significant: knowing someone with HIV (yes/no);
implementation model (VDB/PPP); community based model (yes/no); saw poster; heard radio
saw slips of paper; attended PPP meeting; attended funfair

***n<,001, **p<.01 *p<.05 +p<.10

8.4 Community

The community dataset included N=560 cases, and so full regression models were analyzed, as
discussed in the methodology section.

Fear-Driven Stigma

Table 8.6 shows the results of linear regressions of level of exposure to project activities on fear-
driven stigma. Model | shows the beta coefficients and 95% confidence intervals of main predictors
on fear-driven stigma, net of respondent characteristics and baseline average of fear at the
community level. When compared to PPPC model in rural areas, fear of HIV transmission among
respondents living in areas where the PPPC model was implemented in urban areas (-6.10; 95%ClI: -
9.87 : -2.33), and the VDB model in rural areas (-3.76; 95%Cl: -6.45: -1.08) scored significantly less on
the fear-driven scale. When the model was re-run with PPPC model in urban areas as the reference
category, no significant difference was observed in fear scores to VDB model in rural areas.

Table 8.6 Results of linearegression of level of exposure torpject activities on feardriven
stigma, @mmunity survey

Model | Model Il

Characteristics i 02¢ (95% CI) i 02¢ (95% CI)
Gender

Male ref ref

Female 1.37 (-0.36: 3.10) 1.37 (-0.36: 3.10)
Marital Status

Single/divorced/widow ref ref

Married 0.21 (-2.01: 2.42) 0.18 (-2.04:  2.40)
Age

1529 ref ref

30-39 -1.70 (-4.68: 1.28) -1.65 (-4.64: 1.34)
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Model | Model Il

Characteristics i 02¢ (95% ClI) i 02¢ (95% ClI)
40-49 -0.82 (-4.00: 2.35) -0.74 (-3.92:  2.44)
50+ 0.32 (-2.79: 3.43) 0.32 (-2.81: 3.44)

Education
None/primary ref ref
Secondary/hs/vocation -1.77 (-3.89: 0.36) -1.79 (-3.94: 0.35)
University/BA/MA -2.96 (-6.48:  0.56) -2.87 (-6.40: 0.65)

Occupation
Farmer ref ref
Small business owner -1.63 (-4.62: 1.36) -1.59 (-4.59: 1.41)
Private/Government employee 0.05 (-3.56: 3.67) 0.11 (-3.51: 3.72)
Factory workefcasual labor -2.15 (-4.82: 0.52) -2.12 (-4.80: 0.56)
Student 2.17 (-2.64: 6.98) 2.23 (-2.60: 7.06)
Housewife/no occupation -2.62 (-5.62: 0.38) -2.50 (-5.55: 0.55)

Income
<3000 ref ref
30004999 0.58 (-2.19: 3.35) 0.63 (-2.16: 3.42)
50006999 -1.16 (-3.98: 1.65) -1.19 (-4.03: 1.66)
7000+ -1.78 (-4.47: 0.90) -1.75 (-4.46: 0.95)

Exposure to HIV messaging
TV 1.24 (-1.15: 3.64) 1.21 (-1.19: 3.62)
Radio -0.31 (-2.17: 1.54) -0.30 (-2.15:  1.56)
Newspaper -0.22 (-2.04: 1.59) -0.19 (-2.00: 1.62)
Posters -1.84* (-3.65: -0.02) -1.86* (-3.68: -0.04)

Personally know a PLHIV
no ref ref
yes 2.47** (-4.37: -0.57) 2.42%* (-4.34: -0.51)

HIV/AIDS Knowledge
0-3 correct responses ref ref
4-9 correct responses -4.66*** (-6.30: -3.02) 4. 71x** (-6.35:  -3.07)

Implementation model
PPP club imural area ref ref
PPP club in urban area -6.10** (-9.87: -2.33) -6.22** (-10.01: -2.44)
VDB in rural area -3.76** (-6.45: -1.08) -3.89** (-6.59: -1.19)

Baseline Fe&t
Low communitylevel fear ref ref
High communitylevel fear -2.23 (-5.04: 0.58) -2.27 (-5.09: 0.55)

Intervention exposures
None or one ref
Two -0.99 (-2.96: 0.98)

Three or four -2.97** (-5.38: -0.55)

Intervention exposures
None or one ref
Two -0.98 (-2.95: 0.98)
Campaign/VDB or PPP club/IE! -2.86 (-6.82:  1.10)
Campaign/Fun fair/IEC -4.18** (-7.74: -0.63)
Four -1.70 (-6.44: 3.04)
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Model | Model Il
Characteristics i 02¢ (95% ClI) i 02¢ (95% ClI)
Constant 62.79*** (56.81: 68.76) 62.86*** (56.83: 68.89)

***p<.001, **p<.01 *p<.05 +p<.10

Notes: MBaseline community fear is the average score of fear at baseline in each community surveyed. Across
all communities, the score ranged from 44.5 to 54.1. Low community-level fear represents average scores less
than 50, while high community-level scores and 50 and above.

As hypothesized, respondents who reported that they personally know someone living with HIV
scored significantly less on the fear scale when compared to those who did not know someone (-
2.47; 95% Cl -4.37:-0.57). Higher HIV/AIDS knowledge at endline also predicted lower fear on the
scale. Respondents who answered 4-9 correct questions scored 4.66 (95%Cl: -6.30:-3.02) points
lower on the fear scale than respondents who answered less than four questions correctly. In terms
of intervention exposure, the effect of participating in three or four intervention activities
significantly reduced fear on the scale by close to 3 points (95% Cl: -5.38:-0.55) when compared to
no intervention exposure or exposure to exactly one. This indicates that a combination of
intervention types is necessary that reinforces information to reduce fear.

Model Il examines the combination of the three interventions that were responsible for reducing
fear of HIV transmission. No respondents reported exposure to the following combination of
activities: VDB or PPPC meetings and Funfair and IEC, therefore it does not appear in the model.
From Model Il, the intervention combination that was significantly contributed to reducing fear of
HIV transmission was the campaign, Funfair, and IEC materials. Respondents who participated or
were exposed to these three interventions scored 4.18 points (95% CI: -7.74: -0.63) less on the fear
scale when compared to respondents who participated in exactly one or none of the interventions.

Value-Driven Stigma

Table 8.7 presents the linear regression models of intervention exposure on the shame scale, which
showed significant change from baseline to endline. The analysis is controlled by baseline shame,
calculated as an average score of community-level shame at baseline. In Model I it is seen that, as
with the fear scale, respondents who personally know someone living with HIV (-1.94; 95% CI: -3.86:-
0.02) and with high knowledge of HIV/AIDS prevention, care, and treatment (-4.71; 95% Cl. -6.35: -
3.07) scored significantly less on the shame scale. Moreover, respondents who reported exposure
to at least three interventions scored 3.39 points (95% ClI: -5.86: -0.93) lower on the shame scale
than those exposed to exactly one intervention or none.

Table8.7: Results of linearegression of level of exposure torpject activities on shame,
community survey

Model | Model II
Characteristics i 02¢ (95% CI) i 02! (95% CI)
Gender
Male ref ref
Female -2.25** (-4.00: -0.50) -2.17* (-3.92: -0.41)
Marital Status
Single/divorced/widow ref ref
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Characteristics
Married
Age
1529
30-39
4049
50+
Education
None/primary
Secondary/hs/vocation
University/BA/MA
Occupation
Farmer
Small business owner
Government employee
Factory worker
Student
Housewife/no occupation
Income
<3000
30004999
50006999
7000+
Exposure to HIV messaging
TV
Radio
Newspaper
Posters
Implementation model
PPP club in rural area
PPP club in urban area
VDB in rural area
Personally know a PLHIV
no
yes
HIV/AIDS Knowledge
0-3 correct responses
4-9 correct responses
Baseline Shanie
Low communitylevel shame
High communitylevel shame
Intervention exposures
None or one
Two
Three or Four
Intervention exposures
None or one

Model |
i 02 ¢ (95% ClI)
1.62 (-0.64: 3.87)
ref
1.48 (-1.55: 4.51)
0.93 (-2.30:  4.15)
3.33* (0.16: 6.50)
ref
-0.57 (-2.75:  1.60)
-1.06 (-4.64: 2.53)
ref
1.16 (-1.88: 4.21)
2.28 (-1.40: 5.95)
0.02 (-2.70:  2.73)
-2.22 (-7.10: 2.66)
-1.18 (-4.24: 1.88)
ref
-1.16 (-3.97: 1.66)
-1.23 (-4.08: 1.62)
-3.56* (-6.28: -0.84)
1.72 (-0.72: 4.16)
0.68 (-1.20: 2.56)
-0.96 (-2.80: 0.88)
-2.76** (-4.61: -0.91)
ref
-2.17 (-4.89: 0.55)
-2.23 (-4.82: 0.37)
ref
-1.94* (-3.86: -0.02)
ref
-4 71%** (-6.35: -3.07)
ref
1.77 (-0.63: 4.17)
ref
-0.80 (-2.81: 1.22)
-3.39** (-5.86: -0.93)

i 02!
1.72

ref
1.38
0.99
3.45*

ref
-0.50
-0.81

ref
1.42
2.35
0.19
-1.96
-0.95

ref
-0.92
-0.96
-3.48*

1.85

0.63

-1.00
-2.69**

ref
-2.04
-2.51

ref
-1.78

ref
-3.73%**

ref
1.88

ref

Model Il

(95% Cl)
(-0.53: 3.98)
(-1.66: 4.41)
(-2.25: 4.22)
(0.27:  6.63)
(-2.69: 1.70)
(-4.40: 2.78)
(-1.64: 4.47)
(-1.32: 6.02)
(-2.54: 2.91)
(-6.86: 2.94)
(-4.06: 2.16)
(-3.75:  1.91)
(-3.85: 1.94)
(-6.22: -0.74)
(-0.59: 4.30)
(-1.25: 2.52)
(-2.84: 0.84)
(-4.55: -0.84)
(-4.78:  0.69)
(-5.12:  0.10)
(-3.72: 0.15)
(-5.40: -2.06)
(-0.53: 4.29)

page59




Model | Model Il

Characteristics i 02¢ (95% ClI) i 02! (95% ClI)
Two -0.88 (-2.89: 1.14)
Funfair/Campaign/VDB or PPP 0.60 (-7.84: 9.04)
Funfair/Campaign/IEC -4,73%* (-8.35: -1.11)
Campaign/VDB or PPP/IEC -1.11 (-5.13:  2.90)
Four -5.76* (-10.59: -0.94)

Constant 55.83*** (50.35: 61.31) 55.23*** (49.70: 60.75)

***p<.001, **p<.01 *p<.05 +p<.10

Notes: MBaseline community shame is the average score of shame at baseline in each community surveyed.
Across all communities, the score ranged from 43.0 to 57.0. Low community-level shame represents average
scores less than 50, while high community-level scores and 50 and above.

In Model Il we ran the analysis to assess the combination of interventions that were reducing shame.
As with fear-driven stigma, the results indicate that participation in the Funfair plus exposure to a
campaign and to IEC materials significantly reduced shame. Respondents who reported participation
and exposure to these three interventions scored 4.73 points (95% Cl: -8.35:-1.11) lower on the
shame scale when compared to respondents exposed to only one intervention or none. These were
the same interventions that we found influenced the fear scale. Exposure to all four interventions is
also associated with lower levels of shame in that respondents scored 5.76 points (95% CI: -10.59: -
0.94) lower when compared to respondents exposed to none or only one intervention. This suggests
that programs with less resources can focus on three interventions only ¢ funfair, IEC materials, and
campaign.

HIV knowledge

The results of the regression on HIV knowledge are found in Table 8.8. The type and location of the
PPP model was again found to be significant; those living in communities with VDB clubs or in urban
communities with PPPCs were more likely have increased knowledge than those in rural
communities with PPPCs. The number of types of exposure was also important; knowledge
increased for those with two exposures or especially with three or four exposures. Further analysis
to identify the types of activities with the greatest impact did not show significant results.

Table 8.8 Results of linearegression otevel of exposure to project etivities on HIV knowledge
community survey

Characteristics i 02S7¥«¢ s.e. signif.
Gender

Male ref

Female 0.331 0.15 *
Marital Status

Single/divorced/widow ref

Married -0.338 0.20 +
Age

15-29 ref

30-39 0.753 0.26 **

40-49 0.625 0.28 *

50+ 0.808 0.27 **
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Characteristics i 02S7T« s.e. signif.
Education

None/primary ref

Secondary/hs/vocational 0.775 0.19 **x

University/BA/MA 1.123 0.30 **
Personally know a PLHIV

no ref

yes 0.481 0.17 **
Implementation model

PPP club in rural area ref

PPP club in urban area 0.495 22 *

VDB in rural area 0.509 .23 *
Intervention exposures

None or one ref

Two 0.111 .18

Three or four 0.522 .22 *
Constant 2.207 0.33 *x
R? .092

***p<.001, **p<.01, *p<.05, +p<.10

9. Summary and discussion

Both the qualitative and quantitative data show significant change in key outcomes among PLHIV,
buddies, their families, and the project communities. A summary of quantitative findings for PLHIV is
shown in Table 9.1. Many of the outcome measures were shown to change significantly by the time
of the endline survey. These include increased disclosure of HIV status, reduced self-isolation and
fear of stigma from family and the community, increased self-esteem/self-efficacy and increased
quality of life. It is interesting that PLHIV reports of their own feelings about stigma and their well-
being showed significant change while their reports of experienced discrimination did not. Since the
fear of discrimination is usually found to be higher among PLHIV than the actual discrimination
experienced, the program seems to have resulted in increasing the ability of PLHIV to feel more
comfortable in their communities. This was achieved through the buddy partnership as well as the
community campaigns. The multivariate analysis did not find significant relationships between
participation in the program and change in the disclosure and stigma measures, but the small
number of cases limited the analysis. For quality of life, type of program model was found to be
significantly related: VDB participants and PPPC urban club members were more likely to report
increased quality of life. The qualitative findings also provide background on the reasons that the
community-based programs, particularly VDB, provide greater contact between buddies and PLHIV

and a greater ability for community members to LISNOSA @GS t[ 1 L+ Wg2N] Ay3

Y2NXYIf ®Q

Table 9.1: Summary table for PLHIV analysis

PLHIV
Significant Relationship to exposure
Change (Multivariate analysis)
Disclosure of status *x n.s.
Internalized stigma
Self-isolation * n.s.
Coping ability
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Fear of stigma

Family * n.s.

Community *x n.s.

Discrimination

Family isolation

Family abandonment

Community discrimination

Self-esteem/self-efficacy *x n.s.
Quality of life
Overall * Significantly related to the type of

model: VDB and urban PPP clubs
more effective than rural PPP

Physical ** na
Social na
Psychological * na
Environmental na

***p<.001, **p<.01, *p<.05, +p<.10, n.s. not significant

The buddy survey also found significant changes in HIV knowledge, fear-driven and value-driven
stigma among the HIV-negative partners by the time of the endline survey. The community-based

LINEAINF Y Y2RSfa 6SNB TF2dzyR (G2 08 pardcidbion mde®OS & a ¥ dz

program in the qualitative survey, as it was difficult for buddies to join the activities when they live in

different communities. a dzf G A @F NAF 0S |yl feaAra aK2¢gSR GKIQ

PLHIV partner, participation in HIV informational campaigns, and the number of types of exposures
to the program were significantly related to increased HIV/AIDS knowledge among buddies. The IEC
materials were particularly effective in reducing shame-related stigma for buddies, as was the
number of types of exposure.
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Table 9.2Summary table for buddy, family and community multivariate analysis

Buddy Family Community
Significant Relationship to exposure Significant Relationship to Significant Change  Relationship to exposure
Change Change exposure
HIV Knowledge e i Discussing HIV/AIDS with e n.s. e u Implementation model

PLHIV partner

i Participating in HIV
campaigns

i Number of types of
exposures

(PPP urban, VDB more
effective than PPP rural)

u Number of types of

exposures

**

Fear-driven stigma n.s. na u Participating in HIV u Implementation model
campaigns (PPP urban, VDB more
u Participation in effective than PPP rural)
Funfair u Number of types of
u Saw any IEC exposures
material
a Number of types of
exposures
Value-driven stigma
Shame ** u Participating in HIV * u Participating in HIV * i Number of types of
campaigns campaigns exposures
u Seeing poster u Number of types of
i Hearing radio dramas exposures
u Seeing slips of paper
messages
i Number of types of
exposures
Blame n.s. na wx n.s. n.s. na

***n<.001, **p<.01, *p<.05, +p<.10, n.s. not significant
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Family members of PLHIV and buddies also saw increases in their HIV knowledge, and in the stigma
measures. Multivariate analysis showed that the number of types of exposure were most important
for both increasing knowledge and reducing fear-driven stigma and shame. Finally, the community
survey had significant change in HIV knowledge, fear-driven stigma and value-driven stigma.
Multivariate analysis showed that increases in HIV knowledge was significantly related to the PPP
model and to the number of types of exposures to the program. The qualitative study also outlined
how having a variety of platforms for IEC and for participation in program activities added to the
strength of the program. The decrease in fear-driven stigma was also related to the PPP model and
the number of types of exposure, while a decrease in value-driven stigma regarding shame
associated with PLHIV was significantly related to the number of types of exposure. These
multivariate results, along with the explanatory power of the qualitative data, provide clear evidence
that the program was successful in reducing stigma for PLHIV in their communities.

10. Recommendations

1. Both the qualitative and quantitative evidence suggest that VDBsand PPP& should be based in
one local community To replicate the PPPC and VDB models to other areas, both advantages
and disadvantages of each model should be considered thoroughly. The community-based
model can build a higher level of participation for the general population and reduce HIV/AIDS
stigma and discrimination toward a larger group, compared to the hospital-based PPPC model.
However, the hospital-based PPPC model can reach a larger group of PLHIV, and is appropriate
for those PLHIV who do not want to take the risk of disclosing their HIV status.

2. A combination of various interventionss recommended to reinforce information to reduce fear
and shame. The best results were found among those who were exposed to a variety of program
activities and messages

3. The schematic framework of addressing internalized (self) stigma among PLHIV, and then
moving to people around PLHIV and community members to address external stigma and
discrimination, was an important thematic concept for the program.

a. Campaigning on HIV/AIDS stigma and discrimination should not only be focused on stigma
and discrimination of people around PLHIV, but also on stifimatization of PLHIVThe
results indicate that the two efforts together--Increasing self-esteem and reducing self-
stigma of PLHIV, along with reducing HIV/AIDS stigma and discrimination among people
around PLHIVT lead to an overallincreasedquality of life among PLHIV.

b. Interventions should be firstly implemented on continuous basis among PLHIV, their
intimate friends, buddies (HIV negative loan recipients), family members of PLHIV

and community leaders. In this way people surrounding PLHIV can act as change agents for

the wider community. To become an effective change agent, these primary target groups
should be equipped with knowledge and information related to HIV/AIDS, awareness of
stigma as well as discrimination, and especially with skills to transfer information to others.

4. A longer implementation timeline is recommendedilthough the program yielded positive
changes, there is still room for improvement in some areas. Extending the project period longer
than two and a half years would ensure sustainable positive results, with strengthened
management of PPPCs and VDB and continued participation of key target groups.

5. The results point to some program areas that could be improved and strengthened
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a. Further research on approaats to reduce selfstigmatization of PLHIVshould be
conducted. The study showed a high degree of self-stigmatization among PLHIV, especially
among PPPC members based in urban areas who are extremely sensitive about their HIV
status. Besides investigating the types of interventions that can reduce self-stigmatization,
the research should examine ways to increase self-esteem and self-confidence among PLHIV

b. Greater effort should be made for capacity building among HIV negative loan recipients
(buddies)on providing mental support to PLHIV and disseminating HIV knowledge to others.
Most PLHIV stressed that the type of support they want most is mental or psychological
support, but buddies need to be provided with skills to provide this support and awareness
2F t [ | L+ Maaddifios, $of parigrh dhe PPP role of disseminating HIV knowledge
effectively, HIV negative loan recipients should be able to convey information to others
effectively.

c. The program should focus on developing the O 2 Y'Y dzy” Adépdh®I& kndwjedge and how
to analyze risk behaviors. In addition, it is important to also address stigma to at-risk
populations such as sex workers and MSM. Only 16% of community members understand
that HIV is not transmitted within these risk groups only. Causes of blame stigma (believing
that PLHIV are promiscuous) should also be analyzed further to tackle it more effectively.
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Appendix

PLHIV EndlinQuestionnaire
Code P

Al. Type of area: 1. Urban 2. Rural

| Section 1: General Information |

Demographic
[100] Gender 1. Male 2. Female
[101] Marital status: 1. Single 2. Married/having partner 3.Divorced

4. Widow pPhiKSNE &ALISOATFEXXX
[102] Education:

0. No education/did not finish primary school 5. Vocational diploma
1. Primary school 6. Undergraduate diploma
2. Secondary school T® . FOKSf2NRa RS3AN
3. High school yd® alaidSNna RS3INEBS
4. Vocational certificate 9. Doctoral degree
[103] Total number of members in your household persons (including yourself)
[104] Do you have children?
0.No
1. Yes person(s) (only those alive)
[105] Do you live with your family currently?
0.No
1 YesC 105a) with whom do you live? _(Able to answer more than one answer)
1. Spouse 2. Child(ren) <15yrs. 3. Child(ren) 15 and over 4,

Parents 5. Brothers 6.Sisters

B. Program Participation

‘ Section2: Economic and Business Information ‘

[201] What business(es)/occupation(s) do you do?
[201.1] Main Business | [201.2] Secondary Business

(Select one only) (Can select more than opg

Farmer 1 1
Vending/Retailing 2 2
Private employee 3 3
Factory worker 4 4
Casual laborer 5 5
Government/state enterprise 6 6
employee

Student 7 7

No occupation/housewife
Other, please specify
Other, please specify...................
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[202] Average monthly income

[202.1] Yourown income only (from all occupations) Baht

[202.2] Total householdncome (from all family members) Baht

[203] Do you have savings currently?
0.No
1.Yes A Amount Baht

[204] Do you have debt(s)currently?
0. No (skip to Q. 207)

1. Yes from which source:
[204.1] Loan Sources Total Interest Rate
(Baht) (%)
1. Village Development Bank (through PPP), PPP club
5 Oth_er formal sources such as a cooperatives, village fund,
saving group
3. Informal loan e.g. a merchant, a loan provider
[205.1-3] [206.1-3]

[207] Currently how much you monthly contribute for your family expensessuch as food, clothing, child
education, and other household expenses? Baht (recheck with Q. 202)

[208] Currently how much are you monthly responsible for your own health care or related expenses
(such as transportation to a hospital)? Baht (recheck with Q. 202)

[209] How much do you know and understand the following areas of business?

Business Skill Very much | Much | Moderately | Little | Very little

[209.1] Business planning 5 4 3 2 1

[209.2] Preparations for
production/business implementation
for maximum benefits 5 4 3 2 1

[209.3] Capital and expense control for
reasonable profit 5 4 3 2 1

[209.4] How to keep track of revenue
and expenses from business 5 4 3 2 1

[209.5] How to proceed simple
accounting 5 4 3 2 1

[209.6] How to select product for
sales/how to make good
quality/attractive products, to attract

the your customers 5 4 3 2 1
[209.7] How to seek the markets/

marketing channels to increase sales 5 4 3 2 1
[209.8] Customer satisfaction skills 5 4 3 2 1
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[210a] In the last 6 months, have you made any changes to your product/services?

0 No
1 YesC [210b] How much did you change it?
0. Not at all
1. Somewhat
2. Moderately
3. Quite much
4. Very much

[210c] Did this change improve your business?
0. Not at all

. Somewhat

. Moderately

. Quite much

. Very much

A WODN B

[211] How often do you keep records of business revenue and expense?
0. Never
1. Occasionally
2. Often
3. Consistently

| Section 3: Care and Treatment, and Disclosure of HIV Status

[301] Currentlydo you take ARVmedication?
0. No

1. Yes A When did you start taking ARV medication? Month___ year_ [302.1-2]

[302] Currentlydo you have opportunistic infection(sy?
0. No (skipto Q. 304) 1.Yes

[303] Currently do you take opportunistic infection medication?
0. No 1. Yes

[304] Apart from PPP staff and your loan buddy, have you told anyone else that you are HIV positive?

0. Not at all 1. Yes

[305] Have you told your current spouse/partnethat you are HIV positive?

1. Yes 2.No 3. Do not have current spouse/partner

[306] Have you told your former spouse/partnethat you are HIV positive?
1. Yes
2. NoA Because

MO 52yQi 61yid (2 HloYy SRy Qi KI @5

o® C2N)YSNJ &Lk dza § kIOtheddpatify NI &

[307] Have you told your motherthat you are HIV positive?
1. Yes
2. NoA Because

MO 52yQi 6Fyid G2 HioyB2Yy Qi KI @8

od C2NXNSNI &LJR dza S WIOth&3pstiy ND a

bye O2yil O

yeg O2yidl O
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[308]

[309]

[310]

[311]

[312]

[313]

[314]

[315]

[316]

Have you told your father that you are HIV positive?
1. Yes
2. NOA Because

M® 52y Qi 61 yaG G2 W2 Bhavgafyitontact currently

o® C2NNSNJ aLl2dzi Sk LIDtNT speSiND &

Have you told your kid(s}hat you are HIV positive?
1. YesA

1. Your kids age <15 2. Your kids age 15 and over 2. Both

2. NoA Because
1.52y Qi gl yld G2 1yR®#52y Qi KI @S
3. Do not have any kid age <15
5. Other specify

Have you told your sister(sjhat you are HIV positive?
1.Yes
2. NOA Because
1.52y Qi glyil G2 (1yR#52y Qi KI @S

3. Do not have any sister 4. Other specify
Have you told your brother($that you are HIV positive?
1. Yes

2. NOA Because
1.52y Qi slyil G2 (1Y2SBRYyQi KIF GBS
3. Do not have any brother 4. Other specify

Have you told your relativeghat you are HIV positive?
1. Yes
2. NoA Because
1.52y Qi gyl G2 (Ww2b2yQid KI @S
3. Other specify___

Have you told your friendsthat you are HIV positive?
1.Yes
2. NoA Because
1.52y Qi gtyld G2 (Ww2b2yQid KI @S
3. Other specify

Have you told your neighborghat you are HIV positive?
1. Yes
2. NoA Because
1.52y Q0 sl yld (G2 1w2b2y Qi KI @S
3. Other specify____

Have you told your community memberghat you are HIV positive?
1. Yes
2. NoA Because
1.52y Q0 gyl G2 (Ww2b2y Qi KI @S
3. Other specify____

Would you advise PLHIV who is not symptomatic to disclose his/her status?

Fyeg O2ydal O
4. Do not have any kid age 15 and over

Fye Ozyil O

Iy e

02y idl OG O«

Fye O2yil Od

Fye O2yil Od

Fye O2yJSNEL

Fye O2yJSNEL

1. Keep the status confidential by not disclosing to anyone even family members (skip to Part 4)

2. Disclose to someone A (Continue Question 317)

page 70

l'

l'



0! a] GKA& ljdzSaidAzzy gAGK 2yieé GK2aS gK2 FyasgSN arR
[3177 LT FYyasgSNAy3d aRA&AOf2aS (2 a2YS2ySéx K2 ¢2dxA
more than one answer)

1. Current spouse/partner 2. Former spouse/partner

3. Mother 4. Father

5.1 Child/children age <15 5.2 Child/Children age 15+

6. Sister(s) 7. Brother(s)

8. Other relative(s) 9. Friend(s)

10. Neighbor(s) 11. Other community members

12. Village development bank committee members 13. PPP club committee members
Other, please specify................ [317.1-14]

| Section 4: Fear of Stigma and Discrimination \

In the past 6 monthglo you have fear to the following statements as a result of your HIV status?

Statements Fear Not
fear
Family, relatives, and friends
[401] Fear of exclusion from your family to have meals alone, or use a 1 2
different set of food containers and cutlery from family Y S Y 6 S NJ
[402] Fear of isolation from your family to stay in a separate room or 1 2
outside the house (but in the same compound)
[403] Fear of being isolated by your family (still live in the same house) 1 2
[404] Fear of being ignored/abandoned by your family members 1 2
[405] Fear of being ignored/abandoned by your spouse/partner 1 2
[406] Fear of being no longer visited or less frequently visited by relatives 1 2
[407] Fear of being no longer visited or less frequently visited by friends 1 2
Community
[408] Being gossiped about 1 2
[409] Being treated differently from other community members 1 2
[410] Being checked out to see how you are 1 2
[411] Lost trust/respect from community members 1 2
[412] Rarely have someone to talk to/communicate with/hang out 1 2
[413] Being denied community gatherings and events such as weddings, 1 2
funerals, social meetings, and ceremonial events
[414] Lost customers to buy food you make or sell 1 2
[415] Lost customers to buy produce/goods you sell 1 2
[416] Being denied/lost a job 1 2
[417] Your children/grand children are discriminated against; for example, 1 2
not allowed to play with other kids in the community
[418] Being teased, insulted, or sworn at 1 2
Health Service Providers
[419] Being given poorer quality health services 1 2
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\ Section 5: Enacted Stigma (Discrimination)

|

In the past 6 monthdave you ever experiencedthe following incidents as a result of your HIV status?

Incidents

Yes

No

Family, relatives, and friends

[501] Been excluded from your family to have meals alone, or use a
RATFSNBYG aSiG 2F F22R 02y il Ay

[502] Been isolated from your family to stay in a separate room or outside
the house (but in the same compound)

N

[503] Been isolated by your family (still live in the same house)

[504] Been ignored/abandoned by your family members

[505] Been ignored/abandoned by your spouse/partner

[506] Been no longer visited or less frequently visited by relatives

[507] Been no longer visited or less frequently visited by friends

PR RP|R|-

NININININ

Community

[508] Been gossiped about

[509] Been treated differently from other community members

[510] Been checked out to see how you are

[511] Lost trust/respect from community members

[512] Rarely have someone to talk to/communicate with/hang out

[513] Been denied community gatherings and events such as weddings,
funerals, social meetings, and ceremonial events

RlR(R R R~

NINININININ

[514] Lost customers to buy food you make or sell

[515] Lost customers to buy produce/goods you sell

[516] Been denied/lost a job

[517] Your children/grand children are discriminated against; for example,
not allowed to play with other kids in the community

e

NINININ

[518] Been teased, insulted, or sworn at

Health Service Providers e.g. doctor, nurse

[519] Been given poorer quality health services

| Section 6: Internalized (Self) Stigma

In the past 6 monthdiave you ever done the followings as a result of your HIV status?

Yes

No

[601] Avoid attending school classes, drop out of school, or deny
scholarship(s)

1

N

[602] Not apply for a job or deny job promotion

[603] Spend less time with your family

[604] Decide not to get married or have a sexual partner

[605] Decide not to have children or have more children

NIN[NIN

[606] Avoid traveling out of town or abroad

RiR|R|R-

In the past 6 monthdave you ever had the following thoughts/feelingsas

a result of your HIV status?

Yes No
[607] Want to isolate yourself from your family 1 2
[608] Not feel like meeting friends or contact friends less frequently 1 2
[609] Not want to socialize or meet others 1 2
[610] Feel as if your work ability has reduced 1 2
[611] Feel as if your ability to cope with problems in life has reduced 1 2
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| Section 7: SelWorth and SelEfficacy

|

The following statements are about your level of confidence in the past 6 months aupport seeking

Please select the most suitable and realistic level of confidence you have on each statement.

Strongly Confi- Uncon- Strongly
confident dent fident Unconfi-
dent
[701] Get family and friends to help you with the 4 3 2 1
things you need (such as household chores, shopping,
cooking, or transportation)
[702] Get emotional support (such as listening or 4 3 2 1
talking over your problems) from friends and family?
[703] Get emotional support (such as listening or 4 3 2 1

talking over your problems) from community
resources other than friends or family?

The following statements are about your thoughts/feelings in the past 6 monthslease select your most

suitable and realistic answer for each statement.

Strongly Confi- Uncon- | Strongly
confi- dent fident unconfi-
dent dent
[704] Ithiy 1 LQY @¢2NIUKf Saa ¥4 4 3 2 1
[705] I am proud that | am useful for my community 4 3 2 1
[706] | can perform activities/do things just like 4 3 2 1
others
WTNT B L R2y Qi KI @S I ye 4 3 2 1
[708] I am unable to stand on my own feet 4 3 2 1
T N e ae T YA darcial gréblgn® G 4 3 2 1
even without me
[710] I am proud that | can help provide income to 4 3 2 1
my family
OT MMB L ¥SSt 3IdaAatiae GK 4 3 2 1
support to my family

| Section 8: Quality of Life

Instruction: Please assess yourself in the past 2 weeksand answer the following questions by selecting the

level that is most suitable and realistic.

Question Statements Very | Much | Moder | Little | Notat

much ately all

[801] Are you satisfied with your health now? 5 4 3 2 1

[802] Do you have enough energy to perform work or 5 4 3 2 1

activities during a typical day?

[803] Are you satisfied with your sleep? 5 4 3 2 1

[804] How would you rate your satisfaction in your life 5 4 3 2 1

such as being happy, peaceful and hopeful?

[805] How well do you concentrate on your work? 5 4 3 2 1

[806] How satisfied are you with yourself? 5 4 3 2 1

[807] Are you able to accept your physical appearance? 5 4 3 2 1
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[808] Are you satisfied that you can perform regular 5 4 3 2 1
daily activities?

[809] Are you satisfied with your ability to perform work 5 4 3 2 1
as usual?

[810] Are you satisfied with your ability to socialize and 5 4 3 2 1
make friends as usual?

[811] Are you satisfied with support or help from your 5 4 3 2 1
friends?

[812] Do you feel that your daily life is secured and 5 4 3 2 1
stable?

[813] Are you satisfied with the condition of your 5 4 3 2 1
current house?

[814] Do you have enough money to spend as 5 4 3 2 1
necessary?

[815] Are you satisfied that you can acquire necessary 5 4 3 2 1
health services?

[816] How much do you keep abreast of news and 5 4 3 2 1
information necessary for your life?

[817] Are you able to rest or relieve your stress? 5 4 3 2 1
[818] Is the environment you live in good for your 5 4 3 2 1
health?

[819] Are you satisfied with the way you travel or 5 4 3 2 1
commute?

[820] Do you feel that your life is meaningful? 5 4 3 2 1
[821] Are you able to travel or commute by yourself? 5 4 3 2 1
[822] Are you satisfied with the relationships among 5 4 3 2 1
your family members?

| Section 9: Exposure to Project Interventions |

[9014a] In the past 12 months, have you participated in any of the Postive Partners Project (PPP) activities?
(Spontaneous)

0. No (Skip to Q. 901c)

1. Yes

[901b] Could you tell me about the activities? (Probe: anything else?) (circle all activities that are mentioned)

PPP activities Spontaneous
VDB/Club meeting 1

Il L+k! L5{ OFYLIAIY | OGADAID
Attended Population & Development Association training
Joined with Fun Fair Event

Others specify

g~ lwin
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[901c] In the past 12 months, have you ever participated in the following activities? (Read each activity out
load. Respondent is allowed to provide multiple responses.) (Prompted)

Interviewer if respondent answered question 901b, then ask only those activities that they did not mention.

If respondent mentioned all activities then skip to Q902.

PPP activities Prompted
VDB/Club meeting 1
l L+xk! L5{ OFYLI}IAIYy | OGADAI 2
Attended Population & Development Association training 3
Joined with Fun Fair Event 4
Others specify 5
Never participated 6

[902] In the past 12 months, have you ever seen the following posters? (Able to provide multiple answers)

Interviewer:Show poster one at a time until complete all 13 posters

List of Posters

=z
o

Not
sure

Yes

1. Help PLHIV to be ready for returning to society

3

2. Though living with HIV, but not being social burden

3. Blame, Eyesight, Posture

4. PLHIV like us, sharing meals not being infected

5.Mother being aware of the fact, receive ARV during pregnancy

6. Types of career do not help if having risk behavior.

7. Care and treatment, ARV adherence

8. Living with HIV is still valuable, not consider yourself as disability.

9. Living with HIV, but not to suffer with it.

10.Forgive them whoever dislike you

11. No concern about, No distraction, No distress

12. Open our mind and help them open their mind, all can live happily

Mo® 52y QG 2dzZRIS yezyS StasS oe

RliRrRrRrRRPRRRPRRPRIRIRR R
NN[NRNINNNNINNNN
wWlwwwwwwwwwlw|w

[903a] In the past 12 months, have you heard radio dramas about PLHIV through the community

broadcasting? (Spontaneous)
0. No (Skip to Q903c)
1. Yes

[903b] If so, please tell me about the story you heard? (Spontaneous)
1.

abrown
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[903c] In the past 12 months, have you ever heard the following radio dramas? (Able to answer more than
one answer)

Interviewer:turn on CD of radio drama one story atime (not longer than 1 min./story) until complete all 11
stories(Prompt)

=
o

Not
sure

List of Radio Dramas Yes

. Living with HIV without being shameful 3

. Blame on PLHIV means to shorten their life

. Care about your words, posture expressing to PLHIV

. Understanding of AIDS 1

. Understanding of AIDS 2

. PLHIV are valuable, being able to work and solve the problems

N[OOI R~ WIN |-

. PLHIV must be confident on your self-worth

8. PLHIV should understand, realize, and accept the situation

P 52y Qi KIFIadAate RSOARS (2 6KI I

10. Abandon (anxieties) for love, encourage yourself

N R
N RN RN NN RN RN
wlwlwlwlw|w|w|w|w|w

11.Together, jointly reduce S&D

[904a] In the past 12 months, have you ever seen strip of paper like this with caption about HIV/AIDS or
PLHIV written on it ? Show the sample of paper strip as used in the campaigns
0 No C skip to 904c

1Yes:
[904b] What messages have you seen/read about? (Spontaneous)
1.
2.
3.
4,
5.

[904c] In the past 12 months, have you ever read the following messages on those slips of paper, as shown in
this card? (Able to answer more than one answer)
Interviewer:Hand message card to respondent, read one by oné¢Prompted)

List of Messages Yes No Not
sure

1. Being infected with HIV/AIDS is not shameful 1 2 3
2.PLHIV have rights as normal people 1 2 3
3.PLHIV are still valuable, being able to work and contribute to social 1 2 3
4.PLHIV able to recognize HIV status but need to all worries 1 2 3
5.PLHIVneedtobeopen-YA Y RSR LISNE2Y > R2y Q{ 1 2 3
dislike you
6.For those dislike PLHIV, forgive them 1 2 3
7.PLHIV should love and encourage themselves before requesting from 1 2 3
others
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[1001] In the past 6 monthshow often have you talked to your buddy?
1. Less than once in a month
2. About once in a month
3. 2-3 times a month
4. About once a week
5. More than once a week

6. Every day
[1002a] In the past 6 monthdjave you ever talked about HIV/AIDS to your buddy?
0No C skip to 1003 1 Yes:

[1002b] In the past 6 monthshow often have you talked about HIV/AIDS to your buddy? (Recheck with Q.
1001- equal or less frequentlgan Q. 1001)

1. Less than once in a month

2. About once in a month

3. 2-3 times a month

4. About once a week

5. More than once a week

6. Every day
[1003a] In the past 6 monthsHave you received any financial or material support from your buddy?
0No C skip to 1003¢c 1 Yes:
[1003b] What type of support did you receive? (Multiple responses are okay)
1. Health care 2. Finance 3. Occupation
4. Clothes 5. Food 6. Taking care of family member(s)

7. Others (specify)
[1003c] Why did you not receive any support?

[1003d]In the past 6 monthshave you received any emotional or moral support from your buddy?
0.No 1. Yes

[1003c]In the past 6 monthshave you received support from your buddy for disseminating HIV knowledge
in the community?
0. No 1. Yes

[10044a] In the past 6 monthshave you contributed any financial or material support to your buddy?
0.No C skip to 1004c 1. Yes:

[1004b ] What type of financial or material support did you contribute?
1. Health care 2. Finance 3. Occupation
4. Clothes 5. Food 6. Taking care of family member(s)
7. Others (specify)

[1004c] Why did you not contribute any financial or material support to your buddy?
1.
2.
3.
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[1004d] In the past 6 monthshave you contributed any emotional or moral support to your buddy?
0. No because
1. Yes

[1004e]1n the past 6 monthshave you contributed disseminating HIV knowledge in the community?
0. No because
1. Yes

[1005] Do you and your buddy have better relationship since joining the project ?
0. No because
1. Yes

Thank You
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BuddyEndline Questionnaire
Code B

Al. Type of area: 1. Urban 2. Rural

| Section 1: General Information |

Demographic
[100] Gender: 1. Male 2. Female
[101] Marital status: 1. Single 2. Married/having partner 3. Divorce

4. Widowed 5. Others: (please specify)
[102] Education:

0. | No formal education 5. | Vocational diploma
1. | Primary school 6. | Undergraduate diploma
2. | Secondary school 7. |. F OKSt 2Nna RS3N|
3. | High school 8. lal At SNNna RSANEBS
4. | Vocational certificate 9. | Doctoral degree
[103] Number of family members in a household (including you): persons
[104] Main occupation0Only one answer)
1 | Famer 6 | Government/state enterprise employee
2 | Vending/Retailing 7 | Student
3 | Private employee 8 | No occupation/housewife
4 | Factory worker Other (please specify):
5 | Casual laborer
[105] Average income per month
[105.1] Your income (from all sources) Baht
[105.2] Household income Baht

[106] How long have you approximately lived in this village/community?
All my life years montbhs (if less than a year)

| Section 2: HIV/AIDS Knowledge |

Please tell me whether you agree or disagree with the following statements (Read out each
statement

Agree | Dis- Not
agree | sure
[201] Being exposed to skinof PLHIV will make you get infected 1 2 3
[202] Being exposed to sweat or saliveof PLHIV will make you get infected 1 2 3
[203] All babies will definitely get HIV if their mother is living with HIV 1 2 3
[204] Sharing personal items, such as nail cutter, toothbrush with PLHIV will 1 2 3
make you get infected
[205] HIV/AIDS is transmitted within a group of IDU, F/MSW and MSM only. 1 2 3
[206] Being HIV infected is not different from being sick because of AIDS 1 2 3
[207] Nowadays, there are more varieties of medicine that can inhibit HIV 1 2 3
[208] Having sex with the ones who look clean can prevent getting HIV 1 2 3
[209] Reducing the number of sexual interact can prevent getting HIV. 1 2 3
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| Section3: Fear of HIV/AIDS Transmission

Please tell me if you are worried or have fear about yourself contracting HIVin response to the

following statement.

Have fear Do not
have fear

[301] Being exposed to salivaof PLHIV 1 2
[302] Being exposed to sweatof PLHIV 1 2
[303] Having meal with PLHIV (food sharing) 1 2
[304] Using the same plate , spoons and forks with PLHIV 1 2
[305] Sharing personal items such as nail cutter, toothbrush with PLHIV 1 2
[306] Share a bedroom with PLHIV 1 2
[307] Taking care of PLHIV 1 2
[308] Carrying PLHIV 1 2
[309] Buying vegetable or fruits from PLHIV who are not showing 1 2
signs/symptoms

[310] Buying vegetable or fruits from PLHIV  who are showing 1 2
signs/symptoms

[311] Consuming food cooked by PLHIV who are not showing 1 2
signs/symptoms

[312] Consuming food cooked by PLHIV who are showingsigns/symptoms 1 2

Please tell me if you are worried or have fear about your children contracting HI\ih response to the

following statement.

Have fear Do not
have fear
[313] Your child playing with children living with HIV/AIDS 1 2
[314] Your child playingwitht [ | L+ Q& OKAf RNBY 1 2
[315] Your child studying with teacher living with HIV/AIDS 1 2
\ Section4: Stigma and Discriminationindividual \
Do YOU agree or disagree with the following statements?
Agree Disagree
[401] PLHIV should be ashamed of themselves 1 2
[402] 1 would feel ashamed if someone in my family had HIV/AIDS 1 2
[403] PLHIV are promiscuous 1 2
[404] Itis the promiscuous men who spread HIV in your community 1 2
[405] Itis the promiscuous women who spread HIV in your community 1 2
[406] HIV is a punishment from god (in Thai: result of bad Karma) 1 2
[407] I'would feel ashamed if | was infected with HIV 1 2
[408] HIV is a punishment for bad behavior 1 2
[409] PLHIV are to be blamed for bringing disease to the community 1 2
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| Section 5: Awareness of PLHIV stigma

[501] Have you ever heard about PLHIV stigma?
0. Never (skip to question 601)
1. Yes

[502] 2 KI 4 R2 @2dz KAy | (Feade Honet readihe Bngwers)xircle allkhiat Mg
Separation PLHIV from others

Feeling of PLHIV being different from general people; look strange from normal people
Treating to PLHIV differently from general people

Fear, being careful, or avoid to interact or touch PLHIV

Blame on PLHIV such as insult, detest, blame that getting HIV infected is wrong, ashamed.
Gossip about

Have feeling PLHIV are bad such as being sex workers, drug users, or having inappropriate
sexual behavior

8. Notrespect or rely on PLHIV

9. Do not have good attitude to PLHIV such as dislike, do not want to associate with

10. PLHIV have feeling of hating themselves such as feeling worthless, misconduct

11. Respondent unable to explain or incorrectly explain

12.52y Qi (y29

13. Others (specify)

NoabkowdE

| Section6: Exposure to HIV/AIDS information |

[601] In the past 12 monthsfrom what sources have you been exposed to HIV/AIDS information?
(Read out each answer)

0 | Not exposed at all 6 | Community broadcasting

1TV 7 | Training

2 | Radio 8 | Board/bulletin

3 | Newspaper 9. | PDA staff

4 | Leaflet/ brochure/ free books Others (specify)

5 | Poster

[602] Inthe past 12 monthshave  (ask one by one)  talked with you about HIV/AIDS?
Yes No

[602.1] Your family members 1 2
[602.2] Your friends 1 2
[602.3] Your neighbors 1 2
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Part 7: Exposure to project interventions

[701a] In the past 12 months, have you participated in any of the Positive Partners Project (PPP)

activities? (Spontaneous)
0. No (Skip to question 701c)

1. Yes
[701b] Could you tell me about the activities? (Probe: anything else?) (circle all activities that are
mentioned)
PPP activities Spontaneous
VDB/Club meeting 1
l L+xk! L5{ OFYLI}IAIYy | OGADAI 2
Attended Population & Development Association training 3
Joined with Fun Fair Event 4
Others specify 5

[701c] In the past 12 months, have you ever participated in the following activities? (Read each activity
out load. Respondent is allowed to provide multiple responses.) (Prompted)

Interviewer if respondent answered question 701b, then ask only those activities that they did not

mention. If respondent mentioned all activities then skip to question702.

PPP activities Prompted

VDB/Club meeting 1

l L+xk! L5{ OFYLI}I AIYy | OGADAI

Attended Population & Development Association training

Joined with Fun Fair Event

Others specify

OO WIN

Never participated

[702] In the past 12 months, have you ever seen the following posters? (Able to provide multiple

answers)

Interviewer:Show posters one at a time until complete all 13 posters

List of Posters

Yes

=
o

Not
sure

1. Help PLHIV to be ready for returning to society

w

2. Though living with HIV, but not being social burden

3. Blame, Eyesight, Posture

4. PLHIV like us, sharing meals not being infected

5.Mother being aware of the fact, receive ARV during pregnancy

6. Types of career do not help if having risk behavior.

7. Care and treatment, ARV adherence

8. Living with HIV is still valuable, not consider yourself as disability.

9. Living with HIV, but not to suffer with it.

10.Forgive them whoever dislike you

11. No concern about, No distraction, No distress

12. Open our mind and help them open their mind, all can live happily

Mo® 52y Qi 2dzRIS lyez2yS StasS o

RlRrlRrRrRRrRRR PR k|-

NININININININININININININ

WWWWWWwWwwww w w
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[703a] In the past 12 months, have you heard radio drama about PLHIV through the community
broadcasting?
0. No (Skip to question 703c) 1.Yes

[703Db] If so, please tell me about the story you heard?(Spontaneous)

=

o~ wN

[703c] In the past 12 months, have you ever heard the following radio dramas? (Multiple answers)

Interviewer:turn on CD of radio drama one story at a time (not longer than 1 min./story) until complete
all 11 storiegPrompted)

List of Radio Dramas Yes No Not
sure

. Living with HIV without being shameful 3

. Blame on PLHIV means to shorten their life

. Care about your words, posture expressing to PLHIV

. Understanding of AIDS 1

. Understanding of AIDS 2

. PLHIV are valuable, being able to work and solve the problems

N[OOI IWIN|F-

. PLHIV must be confident on your self-worth

8. PLHIV should understand, realize, and accept the situation

hbd 52y Qi KlFadAafte RSOARS G2

RRRRRR R RIRR
N[NNI NN NN N
wWlwwwwlwlw|w|w

10. Abandon (anxieties) for love, encourage yourself

-
N
w

11.Together, jointly reduce S&D

[7044a] In the past 12 months, have you seen strip of paper like this with caption about HIV/AIDS or
PLHIV written on it? Show the sample of paper strip as used indlm@paigns
0. NoC skipto704c 1. Yes

[704b] What messages have you seen/read about? (Spontaneous)
1.
2.
3.
4.
5.

[704c] In the past 12 months, have you ever read the following messages as shown in this card? (Able to
answer more than one answer)

Interviewer:Hand message card to respondent, read out one by(Rnoenpt)

List of Messages Yes No Not
sure

Being infected with HIV/AIDS is not shameful

HIV/AIDS like general disease, able to look after

Getting HIV infected is different from HIV/AIDS patient.

PLHIV have rights as normal people

gis W

We should not blame PLHIV as not good, promiscuous persons
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6. We should not blame PLHIV as being social burden

7. We should express dislikes to PLHIV with verbal, sight, and posture

8. We should treat PLHIV as our family members

9. HIV/AIDS is not transmitted within specific groups, all have
opportunity getting infected

10.Touching, hugging, sweat, saliva, meal sharing, sharing toothbrush
/nail cutter are not causing HIV/AIDS infection

11.0nly few babies getting HIV/AIDS infected from mother

12.Having ARV during pregnancy help reducing HIV/AIDS
13.infection rate of infant

14.Chance of becoming AIDS patient reduce if receiving care and
treatment and ARV adherence

15.PLHIV are still valuable, being able to work and contribute
to social

Section 8: Buddy Role Performance

[801] In the past 6 monthshow often have you talked to your HIV positive buddy?
1. Less than once in a month
2. About once in a month
3. 2-3 times a month
4. About once a week
5. More than once a week
6. Every day

[802a] In the past 6 monthshave you ever talked about HIV/AIDS to your HIV positive buddy?
0.No C skip to 803a 1. Yes

[802b] In the past 6 monthshow often have you talked about HIV/AIDS to your HIV positive buddy?
(Recheck with Q. 80&qual or less frequency than Q. 801)
1. Less than once in a month
2. About once in a month
3. 2-3 times a month
4. About once a week
5. More than once a week

6. Every day
[803a] In the past 6 monthshave you received any financial or material support from your buddy?
0.No C skip to 803c 1. Yes
[803b] What type of support did you receive? (Multiple responses are okay)
1. Health care 2. Finance 3. Occupation 4. Clothes
5. Food 6. Taking care of family member(s) 7. Others (specify)
[803c] Why did you not receive any support?
1.
2.
3.
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[803d] In the past 6 monthshave you received any emotional or moral support from you buddy?

0. No 1. Yes
[803e] In_the past 6 months,have you received support for disseminating HIV knowledge in the
community

0. No 1. Yes

[804a] In the past 6 monthsHave you contributed any financial or material support to your HIV positive
buddy?
0.NoC skipto804  1.Yes

[804b] What type of financial or material support did you contribute?
1. Health care 2. Finance 3. Occupation 4. Clothes
5. Food 6. Taking care of family member(s) 7. Others (specify)

[804c] Why did you not contribute any financial or material support to your HIV positive buddy?
1.

2.
3.
[804d] In the past 6 monthshave you contributed any emotional or moral support to your HIV positive
buddy?
0.No 1. Yes

[804e] In the past 6 months,have you contributed disseminating HIV knowledge in the community?.
0. No 1. Yes

[805] In the past 6 monthhave you conveyed messages or knowledge regarding HIV/AIDS to others?-
0. No (Close the interview) 1. Yes

[806] In the past 6 monthhow often did you convey messages or knowledge regarding HIV/AIDS to
others?
1. Less than once in a month
2. About once in a month
3. 2-3 times a month
4. About once a week
5. More than once a week
6. Every day

[807] In_the past 6 months, Who did you convey messages or knowledge regarding HIV/AIDS to?
(Multiple answers)
1. My family members
22t [ 1! Qa FrYAt@ YSYoSNA
3. Neighbors
4. Other people in my village/community
Other, Specify

Thank You
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Community/Family MembelEndline Questionnaire

Name: Surname:

Address: house number Moo: YVillage
Subdistrict: District: Province:
PDA Center:

Date of Interview:

Interviewer:

Time:

minutes

Al. Type of area: 1. Urban 2. Rural

| Section 1: General Information

Demographic

[101] Gender 1. Male 2. Female
[102] Age  years Year of Birth:
[103] Marital status: 1. Single

2. Married/having partner

3. Divorce

4. Widow 5. Other: (please specify)
[104] Educational level
0. | No formal education 5. | Vocational diploma
1. | Primary school 6. | Undergraduate diploma
2. | Secondary school 7. |. F OKSf 2NNa RS3N.
3. | High school 8. lalFlaiSNNa RS3INBS
4. | Vocational certificate 9. | Doctoral degree
[105] Number of family members in a household (including you): person (s)

[106] Main occupation0Single answer)

1 | Farmer 6 | Government/state enterprise employee
2 | Vending/Retailing 7 | Student

3 | Private employee 8 | No occupation/housewife

4 | Factory worker Other (please specify):

5 | Casual laborer

[107] Average income per month

[107.1] Your own income (from all sources)

Baht

[107

.2] Household income

Baht

[108] How long have you approximately lived in this village/community?
__Allmy life years

months (if less than a year)
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| Section 2: HIV/AIDS Knowledge

Please tell me whether you agree or disagree with the following statement (read out each

statemen)
Agree | Dis- Not
agree sure
[201] Being exposed to skinof PLHIV will make you get infected 1 2 3
[202] Being exposed to sweat or saliveof PLHIV will make you get infected 1 2 3
[203] All babies will definitely get HIV/AIDS if their mother is living with HIV 1 2 3
[204] Sharing personal items, such as nail cutter, toothbrush with PLHIV will 1 2 3
make you get infected
[205] HIV/AIDS is transmitted within a group of IDU, F/MSW and MSM only 1 2 3
[206] Being HIV/AIDS infected is not different from being sick because of AIDS 1 2 3
[207] Nowadays, there are more varieties of medicine that can inhibit HIV 1 2 3
[208] Having sex with the ones who look clean can prevent getting HIV 1 2 3
[209] Reducing the number of sexual interact can prevent getting HIV/AIDS 1 2 3
| Section3: Fear of HIV Transmission |
Please tell me if you are worried or have fear about yourself contracting HI\In response to
the following statement.
Have fear Do not
have fear
[301] Being exposed to salivaof PLHIV 1 2
[302] Being exposed to sweatof PLHIV 1 2
[303] Having meal with PLHIV (food sharing) 1 2
[304] Using the same plate , spoons and forks with PLHIV 1 2
[305] Sharing personal items, such as nail cutter, toothbrush with PLHIV 1 2
[306] Share a bedroom with PLHIV 1 2
[307] Taking care of PLHIV 1 2
[308] Carrying PLHIV 1 2
[309] Buying vegetable or fruits from PLHIV who are not showing 1 2
signs/symptoms
[310] Buying vegetable or fruits from PLHIV ~ who are showing 1 2
signs/symptoms
[311] Consuming food cooked by PLHIV who are not showing 1 2
signs/symptoms
[312] Consuming food cooked by PLHIV who are showingsigns/symptoms 1 2

Please tell me if you are worried or have fear about your children contracting HI\ih response to the

following statement.

Have fear Do not
have fear
[313] Your child playing with children living with HIV/AIDS 1 2
[314] Your child playingwitht [ | L+ Q& OKAf RNBY 1 2
[315] Your child studying with teacher living with HIV/AIDS 1 2
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| Section4: Stigma and Discriminationlndividual |

Do YOU agree or disagree with the following statements?

Agree Disagree
[401] PLHIV should be ashamed of themselves 1 2
[402] 1 would feel ashamed if someone in my family had HIV/AIDS 1 2
[403] PLHIV are promiscuous 1 2
[404] Itis the promiscuous men who spread HIV in your community 1 2
[405] It is the promiscuous women who spread HIV in your community 1 2
[406] HIV -is a punishment from god (in Thai: result of bad Karma) 1 2
[407] I'would feel ashamed if | was infected with HIV 1 2
[408] HIV is a punishment for bad behavior 1 2
[409] PLHIV are to be blamed for bringing disease to the community 1 2

| Section5: Awareness of PLHIV stigma |

[501] Have you ever heard about PLHIV stigma?
0. Never (skip to section 6) 1. Yes

WpnHBG 2 K R2 @2dz ( @®kasddoddt rpad thecansivérs) elrvd afl that dp@lyk | NB K
Separation PLHIV from others

Feeling of PLHIV being different from general people; look strange from normal people
Treating to PLHIV differently from general people

Fear, being careful, or avoid to interact or touch PLHIV

Blame on PLHIV such as insult, detest, blame that getting HIV infected is wrong, ashamed.
Gossip about

Have feeling PLHIV are bad such as being sex workers, drug users, or having inappropriate
sexual behavior

8. Notrespect or rely on PLHIV

9. Do not have good attitude to PLHIV such as dislike, do not want to associate with

10. PLHIV have feeling of hating themselves such as feeling worthless, misconduct.

11. Respondent unable to explain or incorrectly explain

12.52y Qi 1y26

13. Others (specify)

=

NoakrwdN

\ Section 6: PLHIV S& D experience in community

[601] Do you personally know someone living with HIV or AIDS?

0. No (Skipto question 603) 1. Yes
[602] How is this person related to you? (Multiple answers)
1. Mother 7. Child
2. Father 8.0ther Relative
3. Sister 9. Friend
4. Brother 10. Neighbor
5. Husband 11. Other people in community
6. Wife 12. Other Specify
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[603] Are there any PLHI\ih your community?

0. No (skip to question 701) 1. Yes

[604] In the past 12 monthshave you known/heard that someone has experienced the following
because they were known to have, or suspected of having HIV/AIDS?0Read out each statemeit

Yes No 52y (
know

Family, relatives, and friends
[604.1] Bgen Aexclu,ded frqm' your family to haye mveals algne, or use a 1 5 3
RAFFSNBYU asu 2F¥ F22R O2yul AYSNA
[604.2] Been isolated from your family to stay in a separate room or 1 5 3
outside the house (but in the same compound)
[604.3] Been isolated by your family members(still live in the same house) 1 2 3
[604.4] Been ignored/abandoned by family members 1 2 3
[604.5] Been ignored/abandoned by spouse/partner 1 2 3
[604.6] Been no longer visited or visited less frequently by relatives 1 2 3
[604.7] Been no longer visited or visited less frequently by friends 1 2 3
Community
[604.8] Been gossiped about 1 2 3
[604.9] Been treated differently from other community members 1 2 3
[604.10] Been checked out to see how they are 1 2 3
[604.11] Lost trust/respect from community members 1 2 3
[604.12] Rarely have someone to talk to/communicate with/hang out 1 2 3
[604.13] Been denied community gatherings and events such as weddings, 1 5 3
funerals, social meetings, and ceremonial events
[604.14] Lost customers to buy food PLHIV make or sell 1 2 3
[604.15] Lost customers to buy products/goods PLHIV sell 1 2 3
[604.16] Been denied/lost a job 1 2 3
wcnnd®mTtB8 t[1L+Q&a OKAf RNBYKINI YR 1 5 3
example, not allowed to play with other kids in the community
[604.18] Been teased, insulted, or sworn at 1 2 3

| Section7: Exposure to HIV/AIDS information

[701] In_the past 12 monthsfrom what sources have you been exposed to HIV/AIDS information?

(Read out each answer)

0 | Not exposed at all 6 | Community broadcasting

1TV 7 | Training

2 | Radio 8 | Board/bulletin

3 | Newspaper 9 | PDA staff

4 | Leaflet/ brochure/ free books Others (specify)

5 | Poster

[702] In the past 12 monthshave__ (ask one by one)  talked with you about HIV/AIDS?
Yes No

[705.1] Your family members 1 2
[705.2] Your friends 1 2
[705.3] Your neighbors 1 2
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| Section8: Exposure to project interventions |

[801a] In the past 12 months, have you participated in any of the Positive Partner Project (PPP)
activities? (Spontaneous)
0. No (Skip to question 801c) 1. Yes

[801b] Could you describe the activities? (circle all that apply)

PPP activities Spontaneous
VDB/Club meeting 1
l L+xk! L5{ OFYLI}IAIYy | OGADAI 2
Joined with Fun Fair Event 4
Others specify 5

[801c] In the past 12 months, have you ever participated in the following activities? (Read each activity
out loud. Respondent able to provide multiple answers)

Interviewer if respondent answered question 801b, then ask only those activities that they did not
mention. If respondent mentioned all activities then skip to question 802.

PPP activities Prompted
VDB/Club meeting 1
l L+xk! L5{ OFYLI}I ATy | OGADAQ 2
Joined with Fun Fair Event 4
Others specify 5
Never participated 6

[802] In the past 12 months, have you ever seen the following posters? (Multiple answers)

Interviewer:Show poster s; one poster at a time until complete all 13 pofteympted)

List of Posters Yes No Not

sure
1. Help PLHIV to be ready for returning to society 1 2 3
2. Though living with HIV, but not being social burden 1 2 3
3. Blame, Eyesight, Posture 1 2 3
4. PLHIV like us, sharing meals not being infected 1 2 3
5. Mother being aware of the fact, receive ARV during pregnancy 1 2 3
6. Types of career do not help if having risk behavior. 1 2 3
7. Care and treatment, ARV adherence 1 2 3
8. Living with HIV is still valuable, not consider yourself as disability. 1 2 3
9. Living with HIV, but not to suffer with it. 1 2 3
10.Forgive them whoever dislike you 1 2 3
11. No concern about, No distraction, No distress 1 2 3
12. Open our mind and help them open their mind, all can live happily 1 2 3
Mo® 52y QG 2dzRIS lyez2yS StasS og 1 2 3

[803a] In the past 12 months, have you ever heard a radio drama about PLHIV through the community
broadcasting on the community speakers?
0. No (Skip to question 803c) 1. Yes
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[803Db]If so, please tell me what story about you ever heard? (Spontaneous)
1.
2.
3.
4.
5.

[803c] In the past 12 months, have you ever heard the following radio dramas? (Able to answer more
than one answer)

Interviewer turn on CD of radio drama; one story at a time (hot longer than 1 min./story) until complete
all 11 stories

List of Radio Dramas Yes No Not
sure

. Living with HIV without being shameful

. Blame on PLHIV means to shorten their life

. Care about your words, posture expressing to PLHIV

. Understanding of AIDS 1

. Understanding of AIDS 2

. PLHIV are valuable, being able to work and solve the problems

N[OOI IWIN|F-

. PLHIV must be confident on your self-worth

8. PLHIV should understand, realize, and accept the situation

hP 52y QU KFraidrafte RSOARS G2 gt
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10. Abandon (anxieties) for love, encourage yourself
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11.Together, jointly reduce S&D

[8044a] In the past 12 months, have you ever seen strip of paper like this with caption about HIV/AIDS or
PLHIV written on it ? Show the sample of papstrip as used in the campaigns

0 No C skip to 804c

1 Yes:

[804b] What messages have you seen/read about? (Spontaneous)
1.

o~ wN
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[804c] In the past 12 months, have you ever read the following messages as shown in this card? (Able to

answer more than one answer) (Prompted)

Interviewer:Hand message card to respondent, read out one by one

List of Messages

Yes

=
o

Not
sure

1. Being infected with HIV/AIDS is not shameful

2. HIV/AIDS like general disease, able to look after

3. Getting HIV infected is different from HIV/AIDS patient.

4. PLHIV have rights as normal people

5. We should not blame PLHIV as not good, promiscuous persons

6. We should not blame PLHIV as being social burden

7. We should express dislikes to PLHIV with verbal, sight, and posture

8. We should treat PLHIV as our family members

9. HIV/AIDS is not transmitted within specific groups, all have
opportunity getting infected

RRr R RRrRrR R~
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10.Touching, hugging, sweat, saliva, meal sharing, sharing toothbrush
/nail cutter are not causing HIV/AIDS infection

11.0nly few babies getting HIV/AIDS infected from mother

12. Having ARV during pregnancy help reducing HIV/AIDS infection
rate of infant

13. Chance of becoming AIDS patient reduce if receiving care and
treatment and ARV adherence

14. PLHIV are still valuable, being able to work and contribute to social

Thank You
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