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Editorial Introduction

The Workshop on HIV Surveillance and Epidemiology in the Pearl River Delta Region is one of
the outputs of the research project Estimation and Projection of HIV/AIDS in the Pearl River Delta
Region. Initiated by the University of Hong Kong and the Department of Health, and with the
collaboration of the Macau Medical and Health Department, the project is supported by AIDS
Trust Fund. The research team is composed of investigators and advisers from Hong Kong, Macau

and the Guangdong Province.

Apart from examining the HIV/AIDS situation in the Pearl River Delta Region, the project aims
also to network public health experts and to contemplate the construction of futures scenarios for
the region. The Workshop represented the first of such efforts in bringing public health professionals
of the region together. The objectives were to: (a) examine the surveillance mechanisms on HIV/
AIDS, (b) study vulnerability factors in the region, and (c) share experience in the collection of

epidemiological and behavioural data.

The Workshop was participated by some 40 field experts from 12 cities in the Pearl River Delta
Region, plus a total of over 200, largely health professionals, in the audience. The Proceedings is
a documentation of the presentations and intensive discussion made on 11 and 12 December,
1998.

The Research Project Team would like to acknowledge the efforts of the Organising Committee,
and the sponsorship of the Macau Medical and Health Department and Hong Kong AIDS Trust
Fund. Finally the publication of the Proceedings would not have been possible without the

technical support of the Red Ribbon Centre Hong Kong.

Professor M H Ng
The Research Team
August 1999
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Programme Overview

11 December 1998 (Fri)
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Dr Alarcdo Troni
Secretary for Welfare & Budget, Macau
Dr Larguito Claro
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Deputy-Director of Macau Medical and Health Department
Dr Li Wan Shan
Chief of The Department of Exterior Affairs, Macau Xinhua Agency
Dr Emile Fox
UNAIDS Country Programme Adviser in China
Dr Liu Zoulou
Vice-Director, Public Health Department of Guangdong Province
Professor M H Ng
The University of Hong Kong

Welcoming Remarks — Dr Maria Marcelina Morais
Director of Public Health Laboratory, Macau
Chairman of the Organising Committee
Opening Address (1) — Dr Zoulou Liu
Vice-director, Public Health Department of
Guandong Province

Opening Address (2) — Professor M H Ng
Professor, Department of Microbiology
Faculty of Medicine, The University of Hong Kong

Opening Address (3) — Dr Emile Fox
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Keynote Address — Dr Alarcdo Troni
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Welcoming Remarks

Dr Maria Marcelina Morais, Director of Public Health Laboratory, Macau
Chairman of the Organising Committee

Dr Alarcio Troni, Secretary for Welfare and Budget, Macau

Dr Larguito Claro, Director of Macau Medical and Health Services

Dr Koi Kuok Leng, Deputy-Director of Macau Medical and Health Services

Dr Li Wan Shan, Chief of Department of Exterior Affairs, Macau Xinua Agency

Dr Emile Fox, UNAIDS Country Programme Adviser in China

Dr Liu Zoulou, Vice-Director of Public Health Department of Guangdong Province
Professor M H Ng, Professor of Microbiology, The University of Hong Kong
Distinguished Guests

Ladies and Gentlemen

On behalf of the Macau Medical and Health Services and the Organising Committee, | welcome you
all to the Workshop on HIV Surveillance and Epidemiology in the Pearl River Delta Region.

Macau is facing the HIV/AIDS epidemic since twelve years ago. During these years, under the
responsibility of the Macau Medical and Health Services, efforts were made towards the prevention
and control of this disease. Several programmes were set up and the HIV surveillance in Macau
evolved over time with the purpose of keeping the epidemic under control and monitoring trends.
Nevertheless, we are aware of the complexity of the HIV/AIDS problem and that we shouldn't be
complacent, but stay alert at this stage.

This Workshop is particularly meaningful in providing us with the opportunity to
review our past efforts as well as to plan actions for the coming future.

For the HIV virus there are no country boundaries and its spread is influenced by social and behavioural
conditions in a certain place and in its neighbours. So, this meeting, joining together representatives
from the main places in the Pearl River Delta Region, sharing cultural, social and behavioural similarities,
provides a timely and important opportunity to discuss the impact of HIV/AIDS in the region. During
these two days, | hope that we'll develop a mutual understanding and consensus on areas of common
interest, in order to establish future cooperation and joint strategies to limit the impact of the epidemics
in this region.

| foresee this Workshop as a starting point for the development of future cooperation among all of us.

I thank you all for joining this meeting and | wish you a pleasant and fruitful participation.

Macau, 11 December 1998
Maria Marcelina Morais



Opening Address (1)

Dr Liu Zoulou
Vice-Director, Public Health Department of Guangdong Province

Mr. Chairman, Ladies and Gentlemen,

Greetings!

First, on behalf of the Guangdong Association of Preventive Medicine, and the Public Health Department
of Guangdong Province, | would like to express my warm congratulations for the grand opening of
this conference.

As you all know, since the 1980s, AIDS has swept through the world like lightning. By now, over 33
million people have been infected; and human life is being seriously threatened with an infection rate
of 16,000 people per day. As a new infection, it is highly likely that AIDS will be the biggest epidemic
in the 21st century. The rapid spread of AIDS worldwide has meant that the achievement in health of
the last fifty years would be undermined.

Currently, AIDS in China has entered a rapid growth period. The actual estimate is that over 300,000
people have been infected. If the prevention and control measures are not implemented, and efforts
not strengthened, by the year 2000, the actual figure for those infected in China may well exceed 1
million. This trend for an accelerated increase of AIDS in China is already evident, and the situation
is quite serious. Since the discovery of the first AIDS patient in 1985, until September last year, there
has been a total of 11,170 reported cases of HIV infection in the whole country, including 338 cases
of AIDS, and 184 deaths. From 1994, the reported figure has substantially grown annually. The
highest accumulated figure reported has been in Yunnan, followed by Xinjiang, Guangxi, Henan,
Sichuan, and Guangdong. 67.5% have been infected through intravenous drug use but the percentage
of those infected through sexual contact has declined. The situation is similar in Guangdong. As of
the end of October, 402 cases of HIV infection had been discovered in Guangdong, and of these 17
were AIDS cases.

In Guangdong Province, a multi-sectoral collaborative project is being developed in the prevention
and control of AIDS. This project has received support from the World Bank. Its goal is to identify an
effective way, an effective strategy, for the prevention of AIDS through multi-sectoral participation.
The project has made tremendous progress in enhancing publicity for the prevention and control of
AIDS, health education, the training of staff, and by opening anonymous clinics for STD patients.

The theme of this year's World AIDS Campaign is: Force for Change — World AIDS Campaign with
Young People. The whole of Guangdong Province has developed a series of activities centering this
theme, like organizing experts to present articles, holding discussions, printing publicity materials,
setting up counselling activities on the streets, and organizing AIDS awareness quiz on the prevention
and control of AIDS.

I firmly believe that only by strengthening the efforts of the programme for the prevention and control
of AIDS; by giving related information to the public, especially the youth; and, starting with "I, by
adopting comprehensive preventive measures, in particular, distancing oneself from drugs, not abusing
drugs or sharing a syringe, and maintaining one's own purity by not participating in "sex, gambling,
and drugs”, can the prevention and control of AIDS be effective.
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It is anticipated that if the current programme for the AIDS prevention is not strongly reinforced, AIDS
will become the greatest disaster in 21st century China. If prevention and control can be strengthened
in every respect, then there is a high possibility that the tendency towards an accelerated rate of
transmission will be weakened, and it can be controlled gradually.

We hope that the various places in the Pearl River Delta Region can further strengthen their connections,
increase their intellectual exchanges, and join hands in facing any new challenges of this disease.
Only then can they provide more effective health services for the public, and make the effort to limit
AIDS to the current level or even below. We welcome the continued support and assistance given to
us in our work by our friends, community organizations, and international agencies.

Allow me to use this opportunity to express my heartfelt gratitude to our hosts for all the efforts they
have put in to making this conference a success.

Liu Zoulou
11 December, 1998, Macau



Opening Address (2)

M H Ng, Professor, Department of Microbiology
Faculty of Medicine, The University of Hong Kong

The Workshop on HIV surveillance and epidemiology in the Pearl River Delta region marks the
culmination of an effort of over 4 years since 1994. At the beginning, we were intrigued by the
relatively small number of HIV infection in Hong Kong, and we were wondering whether the statistic
reflected the truth. This led us to two very fruitful collaborative studies with Professor James Chin, one
of the key note speaker today, one of these studies is concerned with AIDS Scenario and Surveillance
and the second is concerned with Behavioural Surveillance mechanisms. Over the years, these studies
gave rise to several reports on estimated HIV/AIDS numbers; qualitative studies on related behaviours
and allowed us to establish what would be our behavioural surveillance system in the future. Our
report on AIDS Scenario first published in 1994 and revised last year has become the state of the art
description of the HIV situation in Hong Kong and these documents provide a useful reference for
policy makers and programme designers. One important element contributing to the success of these
projects is that they are truly a collaborative effort with input from the Government, Universities and
the community.

Hong Kong and the Pearl River Delta share a common ancestry, culture and way of life, and it is only
natural to expect that we should also share much commonality with respect to HIV/AIDS in our
region. The purpose of this workshop is to allow us to share experience and information between us,
with the view to develop consensus in the interpretation of surveillance data. We hope this will
initiate a continuous dialog between us in the future, helping one another to better translate surveillance
data into an effective intervention programme for our region.

13
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Opening Address (3)

Dr Emile Fox
UNAIDS Country Programme Adviser in China

The AIDS epidemic is spreading quite differently in different parts of the world, among different
populations and in different environments and milieux. However, it often remains elusive why HIV
infections explode exponentially in some populations and in some places and at certain periods of
time, while in neighbouring regions they may remain stable over many years.

A better understanding of the forces driving the various HIV epidemics is of obvious importance for
designing better and more adapted responses. It is one of the tasks of epidemiological surveillance to
provide us with the necessary data for improving our understanding of the dynamics underlying the
various HIV epidemics.

While early epidemiological data for monitoring the AIDS epidemic concentrated on only reporting AIDS
cases, AIDS deaths and HIV infection rates in specific sub-populations over time, it has become apparent
in recent years that the medical and laboratory data alone are not quite enough, but can be much improved
if they are supplemented by additional sets of data describing the potential forces driving the epidemic.

These forces, or determinants of the epidemic, can be divided artificially into two main groups; but in
fact these two groups are quite overlapping and inter-dependent. The first group of HIV determinants
concerns the various risk behaviours of individuals, and makes up the field of HIV behavioural
surveillance. The second group includes the social determinants that underlie the HIV epidemic, and
comprises social factors like human migration, marginalisation, discrimination, stigmatization, gender
inequalities, and many more.

A careful regional analysis of both behaviour and social factors will lead to a better understanding of
the real HIV/AIDS situation and will allow the drawing of a kind of social and behavioural landscape
of HIV vulnerability in the Pearl River Delta, whose various populations share many cultural and
development similarities.

This type of in-depth analysis of specific HIV/AIDS vulnerability is paramount to the planning of
specific AIDS responses, and is part of the strategic planning process that UNAIDS is advocating as
optimal approach for planning national and regional HIV/AIDS programmes.

Strategic planning is one of the leitmotifs of UNAIDS in 1998. Another UNAIDS leitmotif concerns
the expansion of AIDS responses through promotion of multisectoral involvement, building of new
partnerships, regular exchanges of lessons learned and promotion of best examples and interventions,
which UNAIDS is compiling into a best practice collection.

The workshop on HIV Surveillance and Epidemiology in the Pearl River Delta Region, held in Macau
on 11-12 December 1998 is an outstanding example of an activity that pursues excellence in these
two main areas put forward by UNAIDS : Strategic approaches to the epidemic and improved
partnerships for the community responses.

The Medical and Health Department of Macau deserves the highest credit for organizing this regional
workshop and for supporting so enthusiastically the response of Chinese Communities to HIV/AIDS.
And for the UNAIDS secretariat this means getting a new example of best practice to add to its best
practice collection, Thank you.



Keynote Address

Dr Alarcéo Troni
Secretary for Welfare & Budget, Macau

Honourable Members of the Organising & Scientific Committee of the Workshop
Honourable Specialists of the Unit of United States, Hong Kong, Guangdong and China
Honourable Director of the Macau Health Services

Honourable Guests and Participants

Ladies and Gentlemen

It is my pleasure to be with you to say a few words at the opening of the Workshop. A big welcome
to you all and in particular to the specialists from Hong Kong and Guangdong.

It is an honour to have you all in Macau for such an important scientific meeting. As you all know,
HIV is a major threat to world health with no precedents. Its speed of development and its complexity
varies from location to location.

We, in Macau, are very lucky in that the level of infection of HIV is relatively low, although there are
signs of its slow and progressive growth. Since the first detected case of HIV in 1986 until October
1998, there is a record of 190 cases of HIV and 13 patients with AIDS of which 7 have already died.

The Government of Macau considers its first priority, the prevention and control of HIV and AIDS.
The anti-AIDS programme consists of health education, vigilance and control of HIV without neglecting
the important factor of patient's human rights. The legislation and regulation approved in this field are
oriented towards the preservation of confidentiality and the control of the tropical zone and emigration
as well as the provision of free health services. In fact, all cases of HIV, AIDS or toxic-dependent cases
are treated with extreme confidentiality. The key point of our programme is prevention through
education. To this effect, various initiatives are being adopted in the fields of health education,
specialized information, counselling and communication to the public, students and groups at risk
through various different channels. These initiatives have strongly contributed to the creation of a
bigger collective alertness to the change in behaviour and attitudes towards AIDS and to apply the
knowledge acquired to help the patients. The vigilance of HIV is also of imperative importance to our
programme. In actual sense, since its concession, an active and comprehensive system of prevention
and control of HIV is being developed and applied. In 1992 we have introduced the compulsory tests
to the workers of specific establishments i.e. nightclubs, saunas, massage parlours etc. and to most of
the migrated workforce whose stay in Macau is dependent upon the results of the HIV tests, of which
the carriers showing positive signs have already left the Territory. On the other hand, HIV tests are
also being applied to blood donors, prisoners, tuberculoses patients and intravenous toxico-dependents.
Although progress is made but there are still weak points and resistance. This is the reason why, |
believe, the Workshop is particularly opportune and | strongly believe that we could improve the
prevention and control of HIV and AIDS with your qualified experience in this field. [ am also convinced
that the Workshop is an essential landmark to the mutual cooperation with the aim to an efficient
control of HIV in the Pearl River Delta Region. The AIDS virus encompasses no timeframe and its
complexity is a worldwide problem — there is no frontier. | thereby wish to, once again, reiterate the
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Macau Government diligence in the support of efforts towards the prevention, vigilance and control
of HIV and AIDS in the Pearl River Delta Region.

Ladies and Gentlemen, we all know that Macau is going through a crucial moment in its history.
There is only one year to go before the transition of the Portuguese administration to China and in
order that Macau, like Hong Kong, be made a Special Administrative Region, | sincerely hope that
after 19 December 1999, the cooperation with yourselves will deepen and be made advantageous.

I wish success to the Workshop and hope Macau proves to be a pleasant stay to our visitors from
Guangdong and Hong Kong.

Many thanks to all of you.
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Plenary (1)
The Epidemiology and Surveillance of HIV Epidemics

in Asian-Pacific Countries
Professor James Chin

Introduction and Definitions

I'm especially grateful to have the opportunity to speak in Macau today because | was born in a small
village within two hours' drive of this city. | won't tell you how young | am but | left the village of my
birth well over sixty years ago. Before | begin my formal presentation I'd like to share a couple of
definitions with you.

[ want to define the meanings of Epidemiology and Public Health Surveillance so that when | begin
my presentation on the "Epidemiology and Surveillance of HIV and AIDS", we can keep these definitions
in mind. The definition that | use for Epidemiology is:

"Epidemiology is the systematic studly of the factors that determine or influence the pattern and
prevalence of a disease or a condition in populations."

Now, keeping this definition in mind we next need to define Public Health Surveillance. There are
many definitions of Public Health Surveillance but the definition that [ use is:

“"Public Health Surveillance is the routine collection, analysis and distribution of all data that may be
relevant for the prevention or control of a disease or a condition."

Using this definition you can collect data on almost anything you want, but if we keep in mind the
basic objective for Public Health Surveillance, then we need to focus on collecting data that would be
relevant for the prevention and control of a disease or condition. Viewed in this light, Public Health
Surveillance can be considered the measurement tool of Epidemiology. It needs to be stressed that the
methods and objectives of the public health surveillance of HIV infection and AIDS cases (HIV/AIDS)
are different from that of case finding for HIV/AIDS.

Global Patterns and Prevalence of HIV

I will first present the estimated distribution of HIV infections in different countries throughout the
world. Figure 1is a map that shows the total estimated HIV prevalence for each country in the world.
These estimates have been calculated as a rate (percent HIV-infected) for the population aged 15 to
49, so it represents the total HIV prevalence rate in the young and middle-aged adult population in
individual countries throughout the world.

You can see from the regional patterns that sub-Saharan Africa clearly has the highest estimated
prevalence rates (up to 26 percent) of HIV infection in the total 15 to 49 year old population. These
rates are not just urban prevalence rates — these rates are for the whole country. Thus, for countries
like Malawi or Kenya, we are talking about 15 to 20 percent of the total 15 to 49 year old age groups
in these countries. Urban rates are generally higher than rural rates and in these countries the urban
rates may be 20 to 40 percent while the rural rates may be from 5 to 15 percent. The next highest
estimated regional HIV prevalence rates are seen in a few countries in the Caribbean. It's hard to see
these countries on this map because these countries are so small, but in some Caribbean and northern



South America countries we have some fairly high rates — up to 5 percent in some of those countries.
The only other region showing high rates (i.e., more than 1 percent) are in a few countries in Southeast
Asia.

All of the other countries in the world have relatively low estimated HIV prevalence rates. The "white"
or blank shading in the map shows these very low rates. The estimated HIV prevalence rates in these
countries are generally well less than 0.1 percent (1 per 1000).

This map was prepared with data (i.e., estimates) from the UNAIDS/WHO Report on the Global HIV/
AIDS Epidemicthat was published in June 1998. This report also presented HIV/AIDS data by probable
mode of HIV transmission, i.e., by heterosexual intercourse, by the sharing of injection equipment
among injecting drug users (IDU), and by men who have sex with many other men (MSM). If we
subtract the estimated HIV infections related to MSM and IDU from each countries estimated total,
then the remaining numbers of HIV infections would be mostly HIV infections due to heterosexual
transmission. These extrapolated heterosexual HIV prevalence rates are shown in the second map
(Figure 2).

You can see there are no major HIV prevalence changes in those countries with the highest rates —
in Africa, the Caribbean, and in Southeast Asia compared to the first map. In these region/countries,
heterosexual transmission is the predominant mode of HIV transmission in these countries. However
in this second map you can see many more "white" or blank areas in North America, Western Europe
and Australasia where the estimated HIV prevalence rate related to heterosexual transmission is below
0.1 percent (1 per 1000). This is because in these "Western" developed countries, the vast majority of
HIV infections are associated with MSM and IDU.

This concludes my very brief overview of the global patterns and prevalence of HIV infections. From
these maps, it is quite clear that tremendously different HIV prevalence rates exist from country to
country and from region to region.

HIV Prevalence Rates in Antenatal Females

Figure 3 presents results of HIV testing of antenatal females carried out in 1990, 1993 and 1996, in a
large municipal hospital in Malawi, a country in Central Africa.

The bars at the left side of this figure show the results in the under-20 year age group in 1990, 1993,
and 1996. The other bars are for different age groups for the same years. The general pattern and
prevalence of HIV infection among these antenatal females are quite alarming! The HIV prevalence
rates in the youngest age group (15-19) has been consistently around 20 percent which means that
there has been virtually no change in the annual incidence of HIV infections in young adolescents in
this particular area over the past decade — this is absolutely frightening! You can also see that in the
30-34 year old age group of antenatal females in 1996, that over 40 percent were HIV infected.
Antenatal women are considered a relatively lower risk population for HIV, so if we try to estimate the
HIV prevalence in males in the same age group (30-34), in that area of Malawi, we may have prevalence
rates as high as 50 to 60 percent! It is quite possible that such high rates (more than 50%) may be
present in all urban males in the 30-34 year old age group in Malawi! Just try to imagine what the
impact would be of having about half of all 30 to 40 year old males in Hong Kong or Macau infected
with HIV!

To give you some comparable statistics, the sample size of antenatal females each year in the Malawi
surveys was about 4,000 and the average positive rate was from 30 to 35 percent. Hong Kong, | think
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last year or the year before, tested about 4,000 antenatal women. They found 1 HIV infection. For
about the same sample size in Malawi we would expect from 1,200 to 1,400 positive HIV females. So
we're talking about a differential in antenatal female HIV infections between Hong Kong and Malawi
of well over a thousand fold. These findings illustrate the extremes of the differentials in HIV prevalence
rates in different heterosexual populations.

HIV Prevalence Rates in Asia-Pacific Countries

Again, using HIV prevalence estimates from the UNAIDS/WHO report, but with some slight
modifications because | think UNAIDS/WHO over-estimated the HIV prevalence in Hong Kong. The
Hong Kong AIDS Programme and | have access to more and better data for Hong Kong. We have
reduced the UNAIDS/WHO estimated number of 3,000 HIV infections in Hong Kong to about 2,000
and this drops Hong Kong out of the top ten countries/states in the Asia Pacific region with the highest
HIV infection rates among the 15-49 year old population.

In figure 4 you can see the top ten countries/city states in this region listed in rank order of their
estimated HIV prevalence rate. Cambodia has the highest estimated HIV prevalence rate in the region
with close to 2% percent of the total 15-49 year old population infected. However, this rate is less
than one tenth of the highest rates found in sub-Saharan African countries (highest rate — 26%).
Only three countries in the Asia-Pacific region have HIV prevalence rates in their adult populations of
greater than 1 percent — Cambodia, Thailand and Myanmar. The vast majority of Asian countries
have HIV infection rates well below 1 per 1000 in their adult population.

Heterosexual Transmission of HIV

Now let me get into the epidemiology of HIV transmission to let us look at what may be responsible
for these large estimated HIV prevalence differentials. Some of the data and findings | will be presenting
regarding HIV transmission rates have been available since the early to mid 1980s, but we have not
paid too much attention to them. These are findings with regard to sexual transmission of HIV.
Epidemiological studies of the risk of HIV transmission from an infected male to an uninfected male
via anal intercourse estimated this risk to be in the order of 1 per 1,000 encounters. In the absence of
facilitating factors, sexual transmission of HIV has been known to be very low compared to most other
sexually transmitted disease agents.

Just keep this major point in mind — that HIV transmission per single sexual contact (exposure) is
extremely low. In order to get large numbers of HIV infections transmitted via sexual intercourse we
therefore have to make up for this relatively low transmission rate. On a population basis you can
make up for it by increasing the numbers of exposures or episodes of unprotected sexual intercourse.
But, before we get into a review of these behavioural factors, we need to review the role of facilitating
factors that are known or suspected to increase the efficiency of HIV transmission via penetrative
sexual intercourse.

Figure 5 presents some of the findings from Nancy Padian's Sexual Partners studies in California
where she concluded that transmission of HIV infection from a male to a female only occurs statistically
in T out of 1,000 contacts (exposures) — however, it must be kept in mind that transmission of HIV
could occur on the first contact or it could occur on the thousandth contact. On an individual basis,
it's either zero or a hundred percent, but on a population basis we're talking about a relatively low
efficiency of HIV transmission to propagate epidemic spread. The other very interesting finding/



conclusion of her study is that from an infected female to a male the risk of transmission is about 1 per
8,000 contacts. So, if you just do some quick mental calculations as to how many contacts or exposures
you need to transmit one infection you're talking about lots and lots of contacts.

At the bottom of Figure 5 is a list of what | believe are the major facilitating factors that may increase
the efficiency of HIV transmission via sexual intercourse. It's quite clear from many epidemiologic
studies that if an individual has an ulcerative sexually-transmitted-disease (STD}, that this would increase
the risk of HIV transmission by anywhere from five to tenfold. We also know that individuals who are
newly infected by HIV and thus in the very early stages of their acute infection are much more infectious
compared to individuals who are past their acute infectious period (about several months after initial
infection). We don't know exactly how infectious or increased this factor may be, but some modelers
have estimated it to be a hundred times greater — | would say that this factor might account for at
least a five to tenfold increase in HIV infectivity.

We also have circumcision or non-circumcision of the male penis as another potential facilitating or
protective factor. Male circumcision is considered to be a protective factor. There are some who
believe that HIV sub-types may have a greater efficiency of transmission. I myself do not believe this,
I think epidemic spread of HIV is mostly related to behavioural parameters. Another facilitating factor
may be "dry sex". In many parts of Africa women apparently apply substances to their vagina — astringent
substances to dry up their vaginal secretions because they think their male partners may have more
enjoyable sexual intercourse if their vaginal secretions can be limited. This "dry sex" can be much
more traumatic and that possibly can lead to an increase in HIV transmission rates.

Now, if you take a look at all of these factors, in sub-Saharan Africa most of these are in play. You
have lots of new infections that will generate more new infections, you have dry sex, and you have
lots of other ulcerative STDs. In many Asian countries most of these factors are either not present or
present in only slight degrees.

Primary Determinants of Epidemic Spread of HIV in Heterosexual Populations

Figure 6 lists what | believe to be the primary determinants for extensive spread of HIV infections in
heterosexual populations. | consider the most important determinant to be the "sexual mixing pattern”.
If you do simple modeling and you want to effectively spread a sexually transmitted disease agent,
you would have individuals having multiple sexual partners on a concurrent or overlapping basis.

If you have different sexual partners but only one at a time, i.e., serially, like in many "Western"
countries, it would be difficult to get rapid or extensive spread of HIV throughout the population. In
contrast, having multiple sexual partners on an overlapping or concurrent basis is much more effective
in promoting rapid and extensive spread of HIV. Commercial sex is a prime example of this latter
pattern of having multiple sex partners. Sex workers will generally have many multiple partners in a
single day. Heterosexual commercial sex (male buyer, female seller) is the most common context for
people to engage in sexual partnerships outside traditional marriage in most Asian-Pacific countries.

The next major determinant is the prevalence of what | will still refer to as sexual promiscuity, that is,
people having multiple sexual partners on a regular basis. Sexual promiscuity is present throughout
the world — it's not restricted to any one country or one culture. Multiple sexual partnerism exists
throughout the world but, and this is where international epidemiology has failed — we have not
quantified it. We have not said in population X, "x" percent of males and females on a regular basis
have multiple sexual partners. It obviously can make a big difference in the transmission of a STD
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agent, including HIV, whether 100 percent of the population has multiple sexual partners or only T or
2 percent — human populations are never 100 percent sexually promiscuous nor are they ever zero
in sexual promiscuity. All populations are somewhere in-between and we need to begin to measure
what is the prevalence of sexual promiscuity — what percentage of the sexually active population
have multiple sexual partners on a regular basis? 1 don't think most countries can answer this simple
question because they have not carried out the quantitative behavioural studies needed to measure
this very important parameter. All they will tell you is — Yes; we have an undefined proportion of
the population who have multiple sexual partners on a regular basis. However, when you ask whether
it is about 1 percent, 5 percent, 20 percent, or 50 percent of their sexually active population, they
don't know and that information is critically needed to assess the potential for extensive spread of
HIV.

The third major determinant is — of those heterosexuals who have multiple sexual partners, how
frequently do they exchange sexual partners — i.e., how many different sexual partners do they have
in a given period of time? Do they have one or two different sexual partners per year or are we talking
about many different partners per day or week. Some sex workers will have five or ten male clients
per day whereas many heterosexuals may only have multiple risky sexual exposures once or twice a
year. It makes a big difference in quantitative terms of the frequency of sexual partner exchange, but
again, very few, if any national AIDS programmes have carried out social/sexually surveys to measure
this important parameter. We haven't measured these factors because they are very difficult to measure.
We need to begin to measure these factors in a systematic way so that we can compare one population
to another. We can assume that the prevalence rates of these behavioural factors in Africa may be
much higher than they are in other parts of the world. However, we don't know what the prevalence
of these factors may be in Hong Kong compared to Macau, compared to the Pearl River Delta region,
compared to Beijing, etc., etc. We need to measure these factors in order to better estimate what the
potentials may be for extensive heterosexual spread of HIV in different populations.

The other major factors would be the other facilitating factors that I have already mentioned — the
presence of other STDs, what proportion of HIV infections may be new infections versus older infections,
whether or not there's a high level of male circumcision, and the virus sub-types, etc. These latter
factors may play some role in facilitating HIV transmission, but | do not believe that they are as
important as what | believe to be the paramount factors. | believe the paramount factors are the
predominant sexual mixing patterns present in the population, and the percentage of sexually active
adolescents and adults who have multiple sexual partners on a regular basis!

The Need for Quantitative Behavioural Surveillance

Dr Tim Brown will be presenting on behavioural risk factors and surveillance but it's quite clear to me
that "we" have not, on a quantitative basis, measured sexual risk behaviours.

It just boggles my mind that we haven't done this yet. If you were an epidemiologist in charge of trying
to assess what the potential for disease related to tobacco and smoking may be, and you only set up
registries for lung cancer to measure the problem, people would look at you and say, "why don't you
look at the patterns of smoking, what percentage of the population smokes, how often do they smoke,
etc., etc." The same reasoning applies to HIV prevention and control Programmes. We are setting up
registries and surveillance systems for HIV and AIDS which are necessary. We need to do this but the
more important variables, the more important determinants, and things that we can then do something
about in terms of applying behaviour change programmes, will be to identify those populations that



practice the highest risk behaviours. We will need to measure their level of risk behaviour, and then,
over time, repeat these surveys to see whether those levels are going up or down because our HIV/
AIDS programmes should be reducing these risk behaviours. HIV/AIDS programmes should be reducing
those risk behaviours regardless of whether HIV prevalence levels are at the high levels that they are
in Africa or at the low levels that we believe they are in most Asian countries. We do not know
whether or not the low levels that we think we have now in most Asian countries will persist. Will we
slowly build up enough HIV infected persons in the highest risk groups to eventually spark major HIV
increases?

I myself doubt that extensive spread of HIV (infecting 1 percent or more of the total 15-49 year old
population) will occur in most Asia-Pacific countries, but we have not collected adequate behavioural
data to support my conclusion. [ think that if nothing else, what | would like people to take away from
this workshop are that human behaviours are the primary determinants of HIV spread. We have not
done a very good job in measuring, especially measuring quantitatively, human sexual behaviours.
We will not know what the potentials of HIV transmission and spread in our populations will be until
we have collected sufficient information as to what are the specific patterns, what are the specific
frequencies, and prevalence of these risk behaviours. These topics will be discussed more at this
workshop.

Let me just conclude by saying that because it's been so difficult to address such sensitive issues as
human sexual risk behaviours, many AIDS programmes throughout the world, including many public
health professionals and the general public are giving more emphasis and priority to possible biotech
solutions — i.e., technical "magic bullets". They want to promote the development of an AIDS
vaccine, and they want to develop more effective and inexpensive anti-HIV drugs — all of which are
needed! But this search for the "magic bullets" detracts from the main challenge that we have at hand.
The main challenge is that we know that HIV will be spread by high prevalence and high frequency of
sexual risk behaviour. We have the capabilities and there are some examples of "success stories" from
Thailand of reducing or changing these risk behaviours. | myself believe that there will be no major
changes in the general patterns and prevalence of HIV from those that | presented with the maps at the
beginning of my presentation. However, we can't be confident of this until we can routinely measure
the primary determinant factors for extensive heterosexual spread of HIV. Until we establish behavioural
surveillance systems that can monitor these behavioural risks, prevalence and frequencies — are
they changing, are these parameters going up or are they going down? If they start to go up I think
we'd better be very, very concerned.

The job that | think all programmes have to do, is number one, collect these data and make sure that
whatever programmes we have are reducing these risk behavioural levels to levels lower than they are
now — otherwise | think we're not doing our job.
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Figure 4
Asian/Pacific Countries with the Highest
Estimated HIV Seroprevalence - 1998

Country *Population Estimated Adult HIV
aged 15-49 HIV infections Prevalence
Cambodia 4.994 120,000 240
Thailand 34 433 770,000 2.23
Myanmar 24 361 440,000 179
India 494 756 4,100,000 082
Malaysia 10 624 66,000 062
Nepal 10.404 25,000 024
Vietnam 39722 86,000 022
Brunet 0173 300 020
PNG 2260 4,200 019
Singapore 2030 3,100 0.15
* In millions

Figure 5
Heterosexual Transmission of HIV Infections
In the absence of facilitating factors, the risk of acquiring or transmitting an HIV
infection via a single act of heterosexual intercourse is low compared to most
other sexually transmitted disease (STD) agents.
HIV transmission from an infected male to a female;
11,000
HIV transmission from an infected female to a male:
1/8,000
Facilitating factors:
Presence of an ulcerative STD 4 5-10 fold
Early HIV infection 4 5-10 fold
Non-circumcised male A 1-27 fold
“Heterosexual” HIV subtype 4 7?2 fold
“Dry sex” 4 ??7? fold
Figure 6

Primary Determinants of HIV Epidemics
in Heterosexual Populations

B Pattern of sexual mixing
Does sexual mixing occur on a concurrent/overlapping basis or serially?
M Prevalence of sexual promiscuity
What percentage of sexually active males and females have multiple sexual
partners on a regular basis?

B Sexual pariner exchange rates
Are these rates high (several per week/month) or low (one to two per year)?

M Major facilitating factors
Prevalence of other STDs and/or a relatively high proportion of new HIV
infections

M Other possible facilitating factors

Lack of male circumcision, HIV subtype
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Plenary (2)
Behavioural Monitoring for HIV Surveillance —

Theory and Practice
Dr Tim Brown

Why Study & Track Behaviour?

I'd like to begin by thanking our hosts in Macau for inviting me to speak here. 1'm honoured by the
invitation. As Dr Chin has mentioned, | would like to start where he left off and discuss some of the
reasons for Behavioural surveillance and a few of the details you should consider in establishing
behavioural monitoring as part of your HIV surveillance activities. Over the years we have come to
understand that it is not enough to monitor HIV or STDs but that we also need to understand what is
happening in terms of behaviour. There are several reasons why this is very critical.

In the early stages of an epidemic, you may have a lot of risk activity that can later lead to rapid
epidemic growth, but not much HIV yet. If that's the case then the only way to assess what is happening
in your population is by actually looking at the behaviours. Thus behavioural monitoring as part of
your surveillance system can serve as a very important early warning system. It can help raise awareness
of the need to start early to reduce the risk in your populations. It is also a very important tool for
advocacy for action in these types of settings, since there is little HIV to motivate policymakers to act.

Another reason for behavioural studies and monitoring is that HIV related programmes are invariably
trying to change behaviour, to reduce risk behaviours. If you're going to change behaviour you need
to understand what the behaviours are, you need to understand what approaches are effective in
producing behavioural change, and you need to be able to measure the amount of behavioural change.
This makes behavioural data absolutely essential to the design and evaluation of effective programmes.

Finally, in advanced epidemic situations (where HIV prevalence is already quite high) behavioural
data is extremely valuable in helping you understand what is happening. Even if your prevalence is
stable, you may still have a continuing incidence, that is continuing new infections, because behaviours
haven't changed. But if you don't measure Behaviour, you won't be able to tell whether or not your
programmes are producing any impact, because HIV prevalence is very, very slow to change in
response to behaviour change. In fact, in some cases prevalence may even seem to be declining
because many people are dying from HIV or women with HIV are having fewer children, yet large
numbers of young people continue to become infected with HIV each year. If behavioural risk remains
high, while prevalence is declining, you need to look very closely at the situation to understand what
is really happening.

Forms of Behavioural Assessment

There are actually many different forms of behavioural assessment that may be used by local, provincial,
and national programmes. In areas where you know very little about the behaviours, the first step is to
do a rapid assessment. Rapid assessment can have several components. For example, one step might
be doing a mapping of sites where commercial sex is available and identifying the characteristics of
the clients. Rapid assessments will also generally include qualitative components such as focus groups
or in-depth interviews with people who are involved in risk behaviour or people who work at sites
where risk behaviour occurs (e.g., bartenders or brothel managers). By doing this type of research you



start to get an understanding of what behaviours really need to be measured in your current situation. Until
you understand this you can't even begin to design a behavioural surveillance system.

For assessing your own situation at a more global level, you need to know what percent of the overall
population is engaging in risk behaviours. To determine this in a country, as Dr Chin pointed out earlier, you
need general population surveys. But as he also pointed out, very few countries have actually done any large
scale general population surveys. So, on a worldwide basis, there is very little information available about
the actual levels of risk behaviour in most of the countries in the world. In addition, since half of new
infections occur among youth under age 24, it is important to quantify risk behaviours among the young.

A final approach to Behavioural assessment, which | will focus on for the remainder of this talk, is to do
repeat behavioural surveys. In this approach you track behaviours in certain vulnerable populations with
higher levels of risk, for example, sex workers or truck drivers. The important groups will vary greatly from
country to country. In some countries it might include factory workers, in another country it might include
men in the military. This will vary depending on your local situation. However, once you've identified the
most relevant groups you then conduct repeated behavioural surveys in those populations so that you can
track what is happening to behaviour over time. Is risk going up? Is risk coming down? That's really what
you need to know in order to adapt and improve your programmes. If risk is coming down, this may be an
indication that what you are doing is working and your programmes are having some impact. This process of
doing repeat Behavioural surveys in specific vulnerable populations often goes by the name of behavioural
surveillance and that's the terminology | will use for the remainder of this talk.

[ should point out that not everybody likes the term behavioural surveillance because they worry that the
concept of surveillance means you're watching over people, that you're tracking them. But | think it's important
to remember we're talking again in the sense of public health surveillance so the emphasis here really is on
getting the information we need to make informed public health decisions and thus prevent HIV transmission.
You are not tracking individuals, but behaviours in important populations so that you can mount programmes
to help those populations.

What is Behavioural Surveillance?

So let me start by addressing the issue of what behavioural surveillance is and how it differs from the other
behavioural assessment approaches that | mentioned earlier. To give it a simple definition, behavioural
surveillance is systematic, repeated, cross-sectional surveys of risk behaviour in selected populations

Typically one of the things that distinguishes behavioural surveillance from other types of behavioural work is its
focus on only a very limited set of behaviours. In behavioural surveillance you are not trying to come up with
one hundred behavioural variables and track every conceivable risk behaviour in the population. That takes a
very, very long and in-depth survey. It takes a lot of time, and it takes a lot of resources. So in behavioural
surveillance you try to narrow down the amount of behavioural information you're collecting to just some of the
most important factors, and some of those factors are precisely the ones that Dr Chin just presented to us. These
include: the percent of the population who visit sex workers in the last year or the overall percentage of people
in the population who have sexual partners other than their spouse or mate in the last year. Condom use with
different types of partners is one of the things that you want to measure because it's one of the most effective
means of HIV prevention and is usually one of your desired programmatic outcomes.

And, finally, one other thing that distinguishes behavioural surveillance from most other forms of behavioural
research is that it aims for very quick and very understandable dissemination. One problem with a lot of
behavioural research is that it takes a long time to process the data, analyse it, and produce results and
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findings. Because behavioural surveillance is feeding into your programmes and you want to make
programmatic changes in response to its findings, the results must come back very quickly. So it's
important that the turnaround in a behavioural surveillance system be very, very short. Typically no
later than three months after you're collected it, the data should be provided in reports to the people
who can act on that information.

Designing Behavioural Surveillance

Now let me turn to the issues of designing a behavioural surveillance system. Since | was asked to talk
on theory and practice, I'd like to divide this into five really key questions. | will present the theory
behind each, talk about what you'd like to do ideally, and then discuss what you generally can
realistically do and what you can actually obtain in terms of behavioural information. The five questions
are: 1) what populations does one want to track in a behavioural surveillance system?; 2) how do you
sample these populations?; 3) what indicators should be used, that is, what behavioural information
should you be collecting about the selected populations?; 4) how do you actually get the information,
that is, what methodologies do you use to collect information about risk behaviour?; and 5) what do
you do with the results, that is, how should the results of your behavioural surveillance be presented
to those who can act on the findings?

What Populations Does One Select?

The first question is what populations does one select for behavioural surveillance? The theory here is
relatively simple: you want the populations that are most relevant to your local epidemic. And, again,
because the epidemiology of HIV is different from country to country these populations are going to
vary from country to country. If | were designing behavioural surveillance in the United States where
men having sex with men and injecting drug users still constitute the bulk of new HIV infections then
those definitely would be populations that | would include in the behavioural surveillance system. In
other countries you might select populations such as truck drivers, free trade zone or overseas contract
workers, soldiers, migrant workers or others that you knew had extremely high levels of risk. However,
in practice, a lot of different factors influence the choices you make for populations in your surveillance
system. A number of "real world" issues arise that influence your choices. And because it is not a
perfect world, you can't always include those populations which you think are relevant.

The first factor in selecting populations is an analysis of your own local epidemiologic and behavioural
situation. For example, if you do an analysis of AIDS cases or HIV infections detected to date and you
find that certain populations are showing up at relatively high rates those are probably populations
you want to include in your behavioural surveillance system. If you know that certain risk behaviours
are occurring frequently in a given population, even if you don't have a good idea of the quantitative
level at present, you might want to consider incorporating those in the system early on just so you can
understand more about what's happening.

A second and extremely important factor in selecting populations, is the accessibility of those populations
with behavioural risk for sampling. Remember we defined behavioural surveillance as a systematic,
repeated, cross-sectional survey. That means you have to be able to sample this population in a
repeatable fashion. If you don't have some systematic way of locating and sampling sites where the
risk behaviour is occurring or enumerating the population to allow for selection of people within that
population, then you will not be able to conduct repeatable surveys.



The accessibility issue is often a major limit roadblock to setting up behavioural surveillance in a
given population. In many countries, for example, national programmes would like to do behavioural
surveillance on men who have sex with men but they may not have the ability to reach into that
community. In fact, very often, these populations have had negative past experiences with government
or public health officials and do not trust them. Thus, those conducting behavioural surveillance
cannot locate enough men who have sex with men in a consistent fashion to actually do a repeat
survey. Often these accessibility issues are related to discrimination and stigmatisation. Those
populations that are marginalised are often very, very difficult especially for national programmes or
government officials to be able to access. So you may want to look at other possible ways of reaching
those populations, e.g., working through non-governmental organisations (NGOs) who have the trust
of the marginalised communities. And it becomes extremely important that the communities themselves
become involved and understand that the information collected will feed back into prevention and
care programmes which benefit them.

A third factor to be considered in selecting the populations to be followed is what your current
programmes are frying to accomplish. One of the objectives of behavioural surveillance is to help in
evaluation of your programmes , so you may want to select some populations which are emphasised
in your current programmes. Then you can see whether their risk behaviours are decreasing or
increasing, that is, whether your programmes are working.

Next, political and cultural considerations always come into play. Sometimes there are political forces
in society that don't want to know about certain behaviours. Certainly this is a problem that we've had
repeatedly in the United States, where powerful people have tried to keep us from finding out about
sex between men or the sexual behaviour of young people. And if that's the case, you have to consider
these people's concerns in selecting your populations. I'm not saying you should accept their opposition
as a reason for not selecting a given population but it needs to be factored into your decisions since it
may affect your funding or the level of support for your efforts. Often you may need to be very low
profile in following certain populations and not publicise the findings outside the affected communities
to avoid a political backlash.

Then, although | won't dwell on it in this talk, your choice of populations may also depend on the
stage of the epidemic. In early stages, when HIV is largely present among populations with the highest
levels of risk, containing HIV spread involves mounting effective prevention and care programmes
with these populations. This requires good behavioural monitoring to determine if you are succeeding.
In later stages when prevalence starts to get high throughout your population, you will want to expand
your system to include some lower risk populations, especially young people.

And one final factor that affects which populations you choose is how much money you have. You
cannot survey every population that is out there, perhaps not even all of those with higher levels of
risk. You have to make choices. You have to select those that you think are the most important or the
most relevant to your current situation.

Now what types of groups have been selected in different countries? Let me provide a few illustrations.
In India, the surveillance in Tamil Nadu has looked at female sex workers, male and female factory
workers, male and female university students, male truckers, and male STD clinic attendees. In
Cambodia, behavioural surveillance includes female sex workers, female beer venders, working women,
military and the police, male motorcycle drivers, and male vocational students. In Thailand national
behavioural surveillance has included male and female factory workers, male and female students,
military conscripts, and antenatal clinic women, while the system in Bangkok also included female
sex workers and male STD clinic attendees. Commercial sex has played an essential role in HIV
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epidemics in many Asian countries, so many countries follow sex workers. This helps to create an emphasis
on the importance of commercial sex to HIV transmission and enables prevention programmes to build
support and get started. Ideally, we would include clients as well, but they are often hard to locate for
behavioural surveillance. In many countries it has been found that factory workers may be somewhat
higher risk than office workers or others, but again this varies greatly from country to country and sometimes
even from place to place within countries. The Cambodian situation is interesting in that they look at beer
vendors, that is young women who promote beer for local companies, as one of their surveillance
populations. This is because it's believed that they are engaged in much higher levels of sexual behaviour
with the men with whom they work. This emphasises the importance of knowing your local situation in
deciding who you want to be including when you establish your surveillance system.

How Are These Populations Sampled?

One thing that is true of all of these populations is they were accessible in some way. But once you've
selected accessible populations, the next question is how do you sample them? And again there is a
very simple theoretical answer to this: you want a random sample which is sufficiently large that you
can see a specified level of behaviour change. If you can do a random sample, there are simple
formulas for calculating how big the sample must be based on the current level of the variable you're
measuring and the expected amount of change between two surveys. Unfortunately in the real world
there are very few populations where you can actually enumerate or list the entire population and
then randomly select people for interviews about risk behaviour. This is particularly true when you're
dealing with communities which are marginalised or discriminated against. So in practice what we do
is attempt to get as close to a probability based sample as we can. But in doing so we always must
remain conscious of cost constraints which limit our sample size.

Ideally, you would love to sample say 3,000 people, but the reality is you don't have enough money
to do that — each additional person interviewed about their behaviour adds to the cost. So you often
have to settle for a sample of 300 or 400. The cost almost invariably influences the sample sizes you
choose. These same cost constraints also affect how many populations you can follow. The more
populations you are following, the smaller your sample sizes have to be for each one (assuming a
fixed budget for behavioural surveillance). If the sample size gets too small you won't be able to detect
behaviour change. Even when behaviour changes rapidly, to be able to measure any behaviour change
usually requires samples of at least several hundred. Thus the available budget for behavioural
surveillance can seriously limit the number of populations you can follow.

The first thing you have to do in practice is formulate a sample frame. In most countries this is usually
site based. You make a list of places where risk behaviour is occurring and where you can sample the
people engaging in that risk behaviour. For example, with sex workers you might use brothels. In
Thailand, for example, sex workers have been sampled by listing out the brothels in an area, selecting
brothels for sampling, and then selecting sex workers within the brothels chosen. With factory workers
you might randomly choose and visit factories and do your sampling among the workers there.

Typically, because you still want to be as probability based as possible, you'll lay out all of the
possible sites, then randomly select from those sites. Then within each selected site you will randomly
select people who fit the characteristics that you're seeking. It's not perfect. It's not as good as if you
could list everybody and do a truly random choice, but it's the next best thing. You determine the
sample size needed from a statistical analysis. Just get a statistician or a good statistics book and tell it
what rate of change you've looking for and you can calculate that sample size.



One thing you've got to be very, very careful about is that it is a repeatable sampling system. You want
to be able to get a similar sample each time so it's very important that you watch for turnover or
changes in the population. If populations are very mobile and constantly moving around then you
need to factor that in deciding where you're going to sample or what types of sites you use. You may
not want to choose a population which is too mobile for surveillance because you won't be able to get
repeatable samples. So you need to think about these issues.

Finally there's the issue of how often do you do this? Usually the answer to this question is based on
the expected rate of behaviour change. In general population samples you probably would not want
to do it more than once every two years or so because behaviours don't change very quickly. On the
other hand, in populations such as sex workers or injecting drug users, behaviours can actually change
on a time scale of months. So typically in such populations you would want to do behavioural
surveillance about once a year. In most cases doing it more often than once a year, every six months
for example, takes a lot of resources and doesn't give you any really useful additional information that
really contributes to improvements in your programmes. And that's what you should always be thinking
about is: What are the uses of this information? If you can't use it, there's little point in collecting it.

A few other sampling considerations should be mentioned. The first is in regard to choosing sites.
There are some who argue that you should go back to the same places each time because you want to
get a repeatable sample but there are problems with this in many cases. If you go back to the same site
you may end up interviewing some of the same people so they know the questions you're asking and
they may respond to what they think you want to hear. If they think you want to hear about more
condom use they may just report more condom use because they want to please you. On the other
hand, if you randomly select different sites, for example, different factories, you may not get a repeatable
sample if the factories are significantly different in some way. However, if you have enough factories
in the area and you do a truly random selection among the factories this will probably be okay.

Another important sampling consideration is the characteristics of those you select for interviews or
questionnaires. Because you're looking for risk behaviours, another thing that is very often done within
the sites is to restrict the age range of the respondents. We know that people don't engage in the same
level of risk behaviour as they go through life. When people are very, very young they're typically not
engaging in much risk behaviour at all. As they go through adolescence into early adulthood, they often
become very sexually active or start to inject drugs — their risk behaviours get very high. As they start to
marry and settle down, risk behaviours again start to fall. What you're trying to measure with a behavioural
surveillance system is risk behaviour so while it might sound scientifically very nice and rigourous to do
a sample of 15 to 49 year olds, most of those who are in the 30 and above range will not be engaging in
risk behaviour. Because you've only got limited resources (and consequently can only do so many interviews
as part of your system), you may want to restrict the age range. Thus you will find in most behavioural
surveillance systems they use a narrower age range for respondents, for example selecting people between
the ages of 15 and 29. Again this will vary depending on your local situation. If people don't become
sexually active until age 20 then you might want to do 20 to 29 or 20 to 34. But by restricting the age
range you increase your ability to measure what the risk behaviour is in the population and to detect
changes in that behaviour, which is the ultimate goal of behavioural monitoring.

What Indicators Should Be Used?

The next question is what indicators of risk behaviour you should use. There are a lot of things you
might ask about, but information which does not contribute directly to the planning, implementation,
or evaluation of your overall programme is not useful to you. Insofar as there's any theory here at all
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it's that the information you collect should really be driven by the programmes you're doing — it
should be information on which you can act. For example, if I'm running a programme that works
with injecting drug users | want one set of information (needle sharing practices, number of sharing
partners, equipment cleaning practices, etc.). If somebody else is running a programme that deals
with clients of sex workers they want a different set of information (condom use, frequency of visits to
sex workers, number of non-commercial sexual partners, etc.). The Department of Education and the
Ministry of Health may want yet another set of information, e.g., sexual risk among young people or
among out-of-school youth.

If you got everybody to sit down and list for you all the information that they wanted, all the indicators
they would like to see, you would probably end up with a list of at least fifty, sixty, or seventy different
things. But the reality is that a survey that measures all of those things is probably going to take at least
one hour for each individual interview, and most likely even longer. It's going to take a lot of resources,
a lot of interviewers, and it's simply not feasible within the cost constraints and the capacity constraints
faced by most national or local programmes. So typically in behavioural surveillance you want to
choose a much more limited set of the most important behavioural indicators that you're concerned
about, selecting only the most important ones.

By doing this you can actually keep the typical interview time down to about fifteen minutes and that
means that you can get through interviews very, very quickly so you can get the desired sample size in
a relatively short period of time. You might be able to conduct your entire behavioural surveillance
within, say, a one month time frame across all populations. Having a more limited set of indicators
also means the data can be entered and analysed much more quickly for prompt feedback into ongoing
programme activities. Thus you want to limit the set of indicators both for cost and time reasons.

The indicators you choose will vary according to the population you're studying. With sex workers,
for example, you may be concerned about issues such as the number of clients they have per night
and how often they use condoms with those clients. If they think of their clients as falling into different
classes (e.g., those they see often versus those they see only one time), you may want to ask about
condom use with each type of client separately. For general population groups there are a number of
key indicators that WHO has laid out in the past which are listed in Table 1. If you're looking at youth
populations, age at first intercourse is a very, very important indicator because one of the beneficial
behaviour changes that can occur is for young men and young women to delay sexual intercourse to
protect themselves from HIV. In many heavily affected parts of Africa, young people are now starting
sex later in response to the HIV epidemic and to the prevention messages that they've been getting.

Table 1. Some possible indicators recommended by WHO for
general population groups

e Age at first intercourse (youth)
* Number/characteristics of sexual partners
* % ever having sex (for youth)
* % of population sexually active in last year
* % having one or more non-regular partner in last year (Pl-4)
e median sexual partners in last year
* % males visiting sex workers in last year
¢ median age non-regular partners (for youth)

e Condom use
* % ever use condoms (for youth)
* % of population reporting condom use at last intercourse w/non-regular partner (P1-5)
* % reporting consistent condom use with non-regular partners in last year



As shown in Table 1, you almost invariably want the types of indicators that Dr Chin was talking about
in his speech, those relating to the number and characteristics of different sexual partners. So you
might want to know among young people what percent have ever had sex which, is of course, closely
related to age at first intercourse. You might want to know the percentage which were sexually active
in the last year. In particular, you're less concerned about those who are having sex with their wives
than you are about those who are having sex outside of marriage or outside of a committed relationship
because that's where most HIV transmission tends to occur. So one of the most common indicators is
the percentage who have what we call non-regular sexual partners in the last year. This is, in fact,
prevention indicator No. 4 (PI-4) in the WHO list of prevention indicators. Very often you will ask
about the number of sexual partners in the last year or the percentage of males who visited sex
workers in the last year. One thing we often find is that young women typically have male partners
who are older than them. If the HIV prevalence is much higher in older males than in younger ones,
this may increase young women's risk.

Several condom use questions will invariably be on any list of key indicators, e.g., among young
people the percent who have ever used condoms or in general whether a condom was used at last
intercourse with a non-regular partner. It is important in drawing up your indicators that you distinguish
condom use with the last partner and consistent condom use, that is, using condoms in all intercourse
with non-regular partners. All prevention programmes should be seeking to promote consistent condom
use, so that is one of the things you should be measuring.

Two final things to consider in selecting indicators: First, you may want to select indicators which are
comparable to other sets such as the WHO prevention indicators. This may make it easier to compare
across countries or between regions in the same country. Let me say a few words to reinforce what
Dr Chin said earlier on the prevention indicators. When | was in Geneva in July we looked at the
number of countries that could provide P14 and PI5 (percent having a non-regular partner in the last
year and percent using condoms at the last contact with a non-regular partner). Less than one third of
the countries in the world could provide that information and even in those that could provide it, it
was typically based upon a very, very small sample or a very limited set of data. It was most often not
based on a large enough sample that could be generalised to the population. So the reality today is
that we really don't know much about risk behaviour on a global scale.

How Should the Data Be Collected?

The next question is how should the data be collected? Ideally you want to do it in a valid (you get the
correct information) and a reliable (you get the same information every time you ask the same people
at the same time) approach. However, in practice, we invariably must depend upon self reports of risk
behaviour. And there are many potential problems with self reports of risk behaviour.

The first is that people may not always tell the truth, or may not always accurately assess the truth,
about their own risk behaviour. If you ask somebody how many sexual partners they had over a year
they may not really think very clearly about how many they had over such a long time frame. The
person doing the interviewing very often can affect the results. If the interviewer is uncomfortable
asking questions about sexual or drug using behaviour then you're not going to get very reliable
results from that interviewer. And finally there are frequently fears about confidentiality and privacy
concerns. People do not believe that you will keep what you tell them confidential or that it is truly
anonymous, that it can't be traced to them in some way. You need to be thinking about all of these
issues and how to address them as you design your own system.
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What this means is that it is absolutely essential when you're implementing a behavioural surveillance
system that you actually spend some time building the skills of the people involved in that system.
They need to be working closely, for example, with social scientists from local universities in terms of
developing their own interviewing and personal skills, getting trained in asking questions about risk
behaviour. The training is absolutely essential here because if people are well trained in asking risk
behaviour questions they'll do a very good job and you'll get very good information. If they're uncomfortable
or they have no training at all then probably the results you get will not be worth very much.

Another thing to think about when you're establishing these systems is how to assess the quality of the
behavioural data collected. In some cases you might want to use biological indicators as a back-up or
as a separate indicator of what is actually happening. Now for those who have serious questions
about whether or not self reported behavioural data really relates to biological HIV or STD transmission
I'd just like to show you one example of the relationship (Fig 1 below). This figure is prepared from
two different data sets in Thailand. One is information about male STDs reported at government
clinics, which is represented by the squares. The other is condom non-use, that is the percent of sex
workers who reported they did use condoms on their last encounter with clients, collected during the
HIV sentinel surveillance in Thailand. These are totally independent data sets from different national
level sources, but as you can see they actually track fairly well. That is, as the condom use went up (or
the non-use went down) the STDs also fell very, very rapidly and more or less along the same trajectory.

Figure 1. Time trends in condom non-use with direct sex workers and reported national
STDs. Source: VD Division, Epidemiology Division, MOPH.
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We have seen this same type of finding in Thailand in many, many different smaller samples where
we've actually looked at biological indicators and compared them to behavioural reports. Thus I'm
confident that if you do a good job of collecting your behavioural data it will give you good information
about what is happening with HIV and STD transmission.

How Should the Results Be Disseminated?

Finally, let me just briefly address the issue of how your results should be disseminated. In theory you
want to give them to anyone and everyone who can act on them. You're not collecting this information
just to put it into reports. You're collecting this information because you're hoping to bring about
more effective HIV prevention and care programmes. This means that just writing your data up in a
report and sending it to the Minister of Health is not really going to accomplish very much. Instead
you need to get the information out to a number of different people: programme managers, policymakers,
the public, the communities surveyed, etc. Thus when you design your system you need a plan for



broad dissemination of these results right from the start. Furthermore, if you are to reach everyone
who can act on the data, you need multiple forms of dissemination.

First, you do need the detailed reports. Some people want to know all the tiny little details about what
happened and what you asked. But you will also need specific press releases for the press or be
prepared to give interviews to electronic media. One of the major contributors to continuing HIV
transmission is the invisibility of HIV and the behaviours which transmit it. Only by making the public
aware of the presence of HIV and the prevalence of risk behaviours can they be convinced to take the
problem seriously. The mass media can help greatly in getting the word out to the public at large and
they can also be very influential in moving high level policymakers. For example, in the Philippines,
when the University of the Philippines and East-West Center did a survey of youth risk behaviour,
there was extreme interest in the media in knowing what was happening among young people in the
Philippines right now. So for several weeks in the Sunday paper they had a series on changing risk
behaviours among Filipino youth. For a time, the researchers at UP were regular figures on television
and radio news and talk shows.

Because most policymakers will not read a one inch thick report, you almost certainly want to prepare
policy briefs. In fact, they won't read anything that's more than about two pages long. So give them a
very, very short policy brief that tells them only the things that are important for them and which
explains the implications of your findings for their own activities. Don't tell them all the details. They
don't care how many people you sampled or what you did, they want to know the bottom line —
only the most essential facts. Tell them if condom use among young people is going up or going
down. Tell them what fraction of their economically active population is at risk of HIV. That's what
they want to know, that's the kind of data which will move them to act. You may also want to use
group meetings with key agencies or ministries to be sure they understand the implications of your
findings.

The information you collect should always get back to the population from which you collected it
because your main reason for collecting this information is to convince these people to reduce their
risk behaviours. So it's important to go back to each community surveyed and say, “this is what's
happening with risk behaviour in your community. It's going up (or it's going down)." If it's going
down it will reinforce the efforts they're making because they will see they're having an impact. If it's
going up it may help to motivate many of them to start changing behaviour or to support expanded
prevention activities in the community. Thus, it is absolutely essential that you get information back to
the groups from which you collected data.

And finally I think it's very important and often neglected — you want to give these results to the most
important people. Very often this is best done in a one on one meeting. It's better to just sit down with
the Minister of Health and point out to him what's most important rather than just to send him a report
or send him a book. That will have much more impact in the long run even if it's only a very brief
fifteen or twenty minute meeting. So think about this when you're designing your systems — you
need multiple forms of dissemination. Collecting behavioural data which is not disseminated is a
waste of time and money.

With that I'll close. As we go into the round table this afternoon | would hope that people are thinking
about some of these factors and will consider them when they start to think about what do they want
in terms of a behavioural surveillance system. Or if you currently have a behavioural surveillance
system, think about whether you have really addressed a lot of the concerns I've raised in this
presentation.
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Plenary (3)
Clinical Management and Public Health Surveillance —

the Interface
DrSSLee

Introduction

I shall focus on a little gap that we face when working on HIV infection and AIDS — that between
the clinical program and the public health programme. There are clearly some intrinsic differences in
the two's objectives and scope. HIV/AIDS is unique, however, as we frequently come across people
working on both programmes.

To recapitulate, the definition of public health surveillance is the collection of information of sufficient
accuracy, leading to the design, implementation and monitoring of the relevant programmes in a
society. One keyword is the "response” which could be generated from the programme. On the other
hand we are addressing individual person in clinical care. In the United Kingdom, the General Medical
Council has included the following in its definition of good clinical care — adequate assessment,
investigation, treatment, and proper referral’.

Where does the commonality lie? For surveillance, response is made at population level. When a clinical
diagnosis is made, a response is delivered to the individual in the form of care. The logic is exactly the
same in the thinking process. What constitutes the link? [Figure 1] Case reporting offers one opportunity
for filling the gap and providing connection between clinicians and a conventional surveillance system.
The latter generates mortality, morbidity and behavioural information, which allows meaningful analysis
to be made and disseminated to any health professional involved in expanding the responses.

The link between public health surveillance and clinical care is a complex and delicate one. There are
a number of phenomena in the past few years which have been very educational in enabling us to
understand the dynamics between public health program and clinical programme on HIV/AIDS.

The Cuban example

The most controversial example is Cuba. Back in 1985, Cuba began HIV-testing all Cubans and by 1993
they had already performed over 12 million tests. By quantity, Cuban has conducted an extensive surveillance
exercise. Individuals tested positive are sent to a sanatorium which laid "commandments” prohibiting
unprotected sex with infected and uninfected partners?. The Cuban government has been criticised for
sacrificing individual freedom in exchange of effectiveness in prevention. We should not forget that in order
for that programme to be run, a very efficient and effective clinical program is needed. Cuba has thus
created a unique community, and after some years probational arrangement was allowed. This is an
extreme example of merging clinical care and public health surveillance — the two arms of their HIV/
AlDS programme.

Changing pattern of clinical presentations and models of care

The impacts of clinical care on public health surveillance are becoming evident in recent years. In San
Francisco, death rate as a result of AIDS has dropped dramatically, as reflected in their updated statistics
(Surveillance Report of San Francisco Department of Health AIDS Office). The situation is the same in the



whole of the United States®. Precipitous drop in AIDS death is seen in Europe* and Australia’, and is
paralleled by fall in the rate of AIDS complications. A similar declining pattern is seen in Hong Kong.

What are the main reasons behind the trend? The most important factors are scientific advances,
notably our knowledge in viral dynamics, new treatment and practical application of modern technology
for disease monitoring. Medical advances have lowered mortality and improved morbidity of people
living with HIV/AIDS. Public health surveillance based on this clinical information is portraying the
disease pattern in a very different way compared to that a decade ago.

In the last years, there has been a steady decline in the in-patient caseload on AIDS. Whereas the
system of clinical care varies from one country to another, inpatient care has given way to outpatient
based HIV specialist care. Hong Kong is no exception. {Figure 2] [Figure 3] It appears that late stage
complications are truly declining.

For illustration, let's examine the situation in the United Kingdom. An analysis in 1989 revealed a
multitude of models, and the shift towards community-based care®. Another study by University College
and Middlesex School of Medicine presented at the 1992 International AIDS Conference demonstrated
the reversal of inpatient versus outpatient care beginning in the late 1980s. It can be inferred that
complications that require very intensive treatment in a hospital setting have declined. Apart from
changing care models, there is also the enhanced effectiveness of preventing and treating AIDS-related
complications. These have come before the advent of triple therapy.

Impacts of clinical care on HIV/AIDS surveillance

Our understanding of the natural history of HIV/AIDS has changed. This change is altering the meaning
of information captured in our surveillance system. AIDS is an example. The collection of AIDS data
allows us to assess not just the disease load but enables us to estimate the HIV rate in the community.
This has been possible through back calculation if we know the number of AIDS and the proportion of
HIV patients progressing to AIDS over a finite time course. Imagine what would happen if treatment
leads to less clinical complications, and therefore less AIDS [Figure 4]. The original formula for
deriving HIV estimates can no longer be used.

Previously, a decline in the AIDS rate means also that HIV is declining. Today, AIDS numbers coming
down just means that the progression rate has fallen, while the HIV rate may or may not be incriminated.
The way of looking at HIV infection and AIDS today differs quite a lot compared to that ten years ago.
AIDS is no longer a sensitive indicator for evaluating HIV epidemiology in countries where effective
antiretroviral treatment is affordable. To a lesser extent it is also true in places where lowered rates of
opportunistic infections have resulted from prophylactic treatment.

Defining and redefining AIDS

What does AIDS mean? We have been using the term for over fifteen years. The meaning given to it,
in fact, varies from one person to another and, from one country to another.

AIDS is a surveillance definition based on a clinical diagnosis. In clinical practice AIDS refers to the
state of an HIV infected person characterised by a profound immune deficiency. It is understandable
that in clinical context the way AIDS is defined varies from place to place. In the United States AIDS
is defined as HIV positivity plus at least a complication that falls within the list of twenty six indicator
diseases that have been drawn up by the Centers for Disease Control and Prevention (CDC). In 1993
another dimension has been added by the inclusion of CD4 count below 200/l per microlitre. When
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we compare AIDS information we must be careful that the same entity is being examined.

Of the twenty-six indicator diseases published”, three are new ones: pulmonary tuberculosis, recurrent
pneumonia and cervical cancer. Tuberculosis (TB) is the one that has a significant impact on AIDS
surveillance data in United States and elsewhere. In ltaly, for example, a study published in 1993 reported
an increase of 188% of the number of AIDS case reported, after adopting the new surveillance definitions.
The overall survival has also increased. In Hong Kong, among other differences [Figure 5], pulmonary
tuberculosis is included as an AIDS defining illness only when CD4 count is less than 200/ul. One
important reason for adopting this approach is that TB is endemic in Hong Kong while the HIV rate is
relatively low, very much the reverse in America. Whereas HIV infection might be a predisposing factor
for an individual for TB, it's significance in public health context is doubtful in view of the high incidence
of reported TB in Hong Kong, amounting to 6000 - 7000 per year diagnosed, which are unrelated to HIV.

[Figure 6] shows all primary AIDS defining conditions that have been reported Hong Kong Department
of Health over the last 13 years. The commonest primary AIDS defining condition is Pneumocystis
carinii pneumonia, followed by Tuberculosis, and then Penicillium marneffei. Of the tuberculosis
cases reported, a significant proportion are pulmonary tuberculosis with a CD4 of less than 200/ul.
Without this new definition, the total number of AIDS would not have reached 350. This is however
not simply a matter of accuracy but how we interpret epidemiological data. The way that we define
AIDS and provide treatment may have an impact on public health surveillance. The surveillance
system can only reflect the input captured through the clinical program arm.

To make the picture even more complicated, CD4 count has not been included in AIDS case definition
in Hong Kong and many other countries. Apart from social and technical reasons, the CD4 numbers
and percentages in healthy individuals and HIV/AIDS patients may not be the same in all populations®.
Somebody in Hong Kong who has a CD4 number of 200/ul may not be in the same state of health as
a Caucasian with the same cell count. Figure 7 presents a summary of the difference of CD4 results
between two groups. The reason for this difference is yet to be explained. Here is nevertheless a very
good example that research brings in new information which might alter the practice in a local
surveillance system, resulting in poor comparability across countries.

Other observations

A few other observations have also impacted on two sides of the AIDS programme, the clinical part
and the public health part. One is the ACTG Study 076 which reported the effectiveness of zidovudine
in the treatment of pregnant women to prevent perinatal infection. The provision of zidovudine
treatment had reduced the perinatal infection rate from 25.5% to 8.3%?°. The practice has resulted in
a reduction in perinatal HIV infection. Moreover, assessment of neonatal infection is no longer a
useful means for estimating the HIV rates in women of reproductive age groups.

The setting of HIV diagnosis affects the epidemiological patterns inferred from public health surveillance.
A recently published study reported that anonymous and confidential testing resulted in earlier access
to care. If these patients are offered effective antiretroviral treatment, a lower AIDS rate would be
possible, at least in the short to medium term. In Hong Kong, HIV diagnoses are made in hospitals,
clinics, and anonymous testing services. The Government's Social Hygiene Clinics (STD clinics) have
accounted for 16.7% (figure 8) of all reported HIV infection. This proportion would likely affect the
AIDS pattern as most in this group are asymptomatic on presentation, contrary to those diagnosed in
public hospitals. Finally, home collection test is becoming available. A recent report commented that
home collection was used by persons at risk who did not present themselves to other means of testing'®.
Its impact on the pattern of HIV/AIDS deduced would be drawing attention in the coming years.



Conclusion

In HIV/AIDS programs, clinical diagnosis plays a central role in both patient care as well as public
health surveillance. The provision of care benefits not only the individuals but also contributes towards
effective prevention of infection, diseases and negative social impacts, all being objectives of an
effective surveillance system. The links between clinical diagnosis and public health programme are
shown in figure 9 and 10. The clinical programme provides strong input to the public health surveillance
system. There are the intervention parts composing of patient treatment, partner notification and
preventive therapy; and relevant research on the natural history and behavioural patterns of the infection.
The public health program, in return, provides information on current disease patterns and makes
projection for the future. The latter is clearly invaluable in the planning of clinical services for people
with HIV/AIDS or those at risk of infection. HIV/AIDS offers an opportunity to examine the interplay of
the two programmes at population and individual levels.
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Figure 5
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Figure 8
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Questions and Answers Session

MODERATOR:

I'd like to invite to the stage Professor Chin, Dr Tim Brown and Dr S S Lee. A short question period
follows. Because of time limitation, we should have not more than fifteen minutes for questions and
[ would like to encourage the audience to make all the questions related with the topics discussed.

Participant A:

It's not so much a question as a comment. Our two speakers, Tim Brown and James Chin, have been
talking about numbers — one told us how important the numbers are and the second told us how to get
about getting the numbers. We have been reminded how expensive it would be to get numbers and,
therefore, it's very important to be very discreet and selective. These pose a very important challenge to
this workshop because we share so much in common in terms of culture, in terms of our living conditions.
Very likely, we're going to be selecting what we should select. We can select the kind of numbers that will
likely be applied to this region as a whole, and I think this actually defines basically, Mr Chairman, what
we need to do. But before what we can steer our mind set further what we need to do is to come to a
certain consensus in terms of how we are going to interpret data and | think that is what Dr Lee has been
telling us. Getting numbers is not about just getting numbers, as there are of a lot of confounding factors.
My appreciation of very, very good speeches by the three speakers today. Thank you.

MODERATOR:

Thank you very much. | think most of us share your opinion. More questions please.

Participant B:
[ have a question for Dr Brown. You talked about using collected data to fit into the processes of
programme evaluation or to changing the programmes. Could you give us some examples on that?

DR BROWN:

| think we need to be a little bit careful in what we mean by evaluation. Behavioural surveillance
basically allows you to evaluate on a community level what the combined effect of all programmes
which have been going on in that particular community are. lt does not allow for evaluation of a
particular individual programme. However, from the point of view of larger district, provincial, or
national programmes, their real concern is the cumulative impact or the cumulative effect of all of the
activities — in that regard behavioural surveillance can be very valuable.

In Thailand, for example, the National Behavioural Surveillance, the Bangkok Behavioural Surveillance
which is a smaller city-specific behavioural surveillance system, have all shown very clearly the continuing
reductions in risk behaviour which have occurred over time as a function of all of the activities which
have been occurring in Thailand and in Bangkok. Many donors would like you to be able to tell them
exactly what impact they got for their programme. If you want to do that then you need to do an
evaluation which is very specific to that particular project because otherwise you can't control for all of
the other variables, all of the other activities which are occurring in the community as a whole.
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Participant C:

I should like to put the question to Dr Lee. As a paediatrician, we have had in the last month some
problems with illegal immigrants. | think it may be the same in Hong Kong two years ago before the
Handover. Because of that we have re-checked those women regarding some diseases, but we are not
doing systematically anything regarding HIV. Do you think that it is advisable to investigate along that
line to make it part of a good surveillance system? You see these ladies will go back to China after
delivery as usual but the children will stay and we must know if they have HIV. | should like to know
if you think that it is important to go on regarding this investigation.

DR LEE:

Perhaps | can share with you some of our experience dealing with illegal immigrants, but in a different
context. | am referring to our programmes on Vietnamese refugees and boat people in Hong Kong. |
believe that the same principle applies. The key question is to think about what would you do after you
find a person who is infected, or what sort of intervention do you have in mind. So far we have not been
implementing any mandatory testing. This is just one community sector when it comes to HIV status.
Instead voluntary testing is provided in STD Clinics and through Community Clinics set up within the
Vietnamese Refugee camps. What we should be doing is perhaps not to jump into providing HIV tests but
to find out why we need to do it. If we have reason to believe that a certain group has additional risk of
infection, then we can consider a programme to provide the testing and to capitalise on each and every
opportunity to deliver AIDS education to sexually active people. In your case, your access to young
sexually active women may prompt you to start assessing their level of awareness on not just HIV infection
but also STDs, and to consider any medical intervention for HIV positive people.

PROFESSOR CHIN:

I'd like to make an additional comment because there's a very important distinction that has to be
made between case finding and public health surveillance. In the example that you're pointing out, if
the objective is to identify HIV positive women so that you can either deport them or do something
you are talking about case finding. If for surveillance purposes you want to find out what in general is
the HIV level so that you could perhaps try to make — use that information to make a programme or
policy decision then | would call that public health surveillance. You have to be very clear from the
outset what the objective of your testing programme or proposed programme, is. Is it case finding or
is it public health surveillance?

Participant D:

Thank you very much. [only want to supplement what is being discussed now about the surveillance
programmes in Macau. Since 1993 we have implemented an anonymous surveillance programme. In
this programme we also include pregnant women and, in fact, we have never found any positive
cases. But really we have to distinguish, as you said, case finding from surveillance. What | want to
add is that obstetricians may request HIV testing for pregnant women because of an underlying risk
factor. If she is an illegal immigrant, the test may not be performed in time but the HIV status is known
only after the delivery.

Participant E:

I'd like to ask Professor Chin, as discussed in your presentation, for those infected with HIV there is a
one four-thousandth chance for male to female transmission through sexual contact, and a one eight-
thousandth chance for female to male transmission. Does this research mean that someone who is



HIV infected has to have sexual relations with four thousand normal females, or he has to have sexual
relations four thousand times with one normal female? 1'd like to ask how they conducted this research?

[ The participant asked how Nancy Padian carried out her sexual partner study/JC ]

PROFESSOR CHIN:

It was basically a sexual partner study, that is, what she did was recruited HIV infected men or women
and then on a prospective basis very carefully followed their sexual, close sexual contacts — usually a
steady boyfriend, or a husband or a wife. The numbers actually were fairly small so she had to use some
heavy statistics to generate some of those rates. But that was a result of about a three to five year follow-
up in about eighty-two, or close to a hundred, couples, where one was HIV positive, the other was not.
Her findings and conclusions are fairly consistent with some of the epidemiologic studies carried out
among gay men during the early 1980s when investigators were trying to determine what the rate of HIV
transmission from a single sexual contact was. From these epidemiologic studies in the early 1980s, it was
estimated that the probability of transmitting HIV from an infected man to a susceptible male was in the
range of 1:1000 — although the risk would be increased if you had additional facilitating factors.

So all of these estimates of HIV transmission rates via sexual intercourse are still very, very comparable.
It doesn't really change anything because these were basically types of rates that were somewhat
assumed or estimated starting from about the early to mid 1980s. But we just really never fully
appreciated how low these values were. Nancy Padian's studies just basically confirmed them.

The question was how that study was conducted. Nancy Padian's study was basically a sexual partner
study where one partner was identified to be HIV positive. She then prospectively followed:up all of
the sexual contacts who usually was a husband or a wife for many years. Using these data she calculated
what the transmission rate was per single sexual contact. As | say numbers are relatively small so she
had to use a lot of statistics to arrive at her estimates.

Participant F:

Dr Brown, sorry, when | arrived you had already begun speaking. 1 don't know if you have discussed
this question but [ still would like to bring it up. You mentioned that condoms are more effective in
preventing AIDS, but strictly speaking they cannot prevent it completely. Then how much protection
do condoms give? Are there observations in this area?

DR BROWN:

I think there are a number of studies which have looked at the effectiveness of condoms over the
years; and basically if condoms are used correctly then the effectiveness is quite high. One of the key
factors there, however, is if the condoms are used correctly and so there are issues in terms of the
training people to use condoms appropriately.

In general, however, | think, there's very little question as to the effectiveness of condoms if they are
used. The real issues in terms of HIV prevention come because condoms aren't used and they aren't
used for a number of reasons, most of which are related to lack of accessibility to condoms or just, in
some cases, political or legal considerations, such as carrying a condom is seen as presumptive
indications of engaging in commercial sex. There are a lot of legal barriers to condom as well as the
practical barriers of how do you get to them. But, again, those States which have looked at the actual
efficacy of condoms for HIV prevention have generally show fairly good results. Better than what is
seen in family planning typically where the condom is not seen as an ideal family planning tool. And
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 think, the important thing that we have to be careful about HIV prevention is not to focus too much
on the few percent where the condom's failed but we need to be looking much more at the 90% plus
where the condoms are working effectively and are, in fact, preventing HIV transmission. That's
much, much more important to focus our attention on.

PROFESSOR CHIN:

I'd like to make an additional comment on that question about the effectiveness of condom use
because you can look at effectiveness of condom use on an individual basis or you can look at the
effectiveness of condom use on a population basis. So some of my presentation was looking at the
relatively low efficiency of transmission of HIV so that in order to get an epidemic going you have to
have one HIV infected person infecting more than one other HIV infected person. If you then had
elevation of consistent condom use in the high risk populations of 20%, 30%, or as much as 50%, you
could cut the overall population risk of HIV transmission by 20, 30, etc, percent. Thus, condom use
may have a much larger population effect in stopping extensive transmission in high nsk individuals
compared to just the individual protection that it gives. So we need to look at both individual protection
and population effectiveness.

Participant G:

What Dr Lee has talked about just now has to do with HIV policies and clinical management. Will
Dr Lee please discuss how we should implement the management of HIV carriers? Since carriers
involve individual behaviours, when we discover them we cannot control them. But for the patient,
we can provide treatment and education.

DR LEE:

The question 1s: What shall we do when we detect a person with HIV infection under the surveillance
system in the Guangdong Province or the Pearl River Delta region. | think there is no one single
answer to that question. What I'm trying to drive at is that for any effective programme we have to
consider first what you want to do afterwards. It varies from one place to another and then it also
varies from one setting to another. You just can't stop at finding one person who 1s HIV infected.

Management is a confusing word. | understand that the Chinese translation for the word may be
misleading. Can we draw reference from, say, how we handle other diseases, say, for example, STDs.
Clinical management often implies monitoring and control in Chinese. But we shall be careful not to
mix up with administrative control in, for example, police activities. We shall be focusing on how
clinical treatment is offered to a sick person. Another complexity is that we might be puzzled by all
the medical advances, say, the antiretroviral treatment. It is not true that when we don't have those
treatment we don't have anything to offer. From the data I've shown and from other studies, | think
there are a lot we can provide in terms of treatment. One is to prevent development of complications,
for example, PCP. The other is to advise the spouse on HIV testing and safer sex precaution. There are
numerous other means which need to be individualised. In essence, we cannot rely on public health
surveillance to continue the work of taking care of people living with the infection.

MODERATOR:

Thank you very much. We have to end our question period. According to the programme the first
Roundtable begins at 2pm.
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Roundtable (1): HIV Surveillance Mechanisms

MODERATOR 1:

According to the agenda, we are having a roundtable discussion this afternoon. First, let me give a
brief introduction to the origins of this workshop. It all started a year ago when Dr Lee Shui Shan of
the Health Department, Hong Kong, and Director Liu of the Public Health Department, Guangdong
Province, discussed and decided to carry out a collaborative research project on the HIV trends in the
Pear! River Delta Region, which includes organising training and workshops. | am very happy to see
us gather here today. This afternoon, we are holding our roundtable discussion. [ hope that all
representatives will be able to speak up and contribute to the discussion. First of all, please allow me
to introduce our colleagues on stage. Dr Teresa Choi of the Health Department, Hong Kong; Dr Feng
of the Anti Epidemic station in Shenzhen; Dr Xu from the Municipal Health and Epidemic station,
Guangzhou; and Dr Liang and Dr Ye from the Medical and Health Department, Macau. | am the
Deputy Director of the Institute of Epidemic Control of Guangdong Province. We will individually
lead discussions under the following four topics: (1) HIV Surveillance Mechanisms; (2) Risk Factor
Surveillance; (3) Management of HIV Infection; (4) Human Mobility. The Pearl River Delta Region
includes Qinyuan, Zhaoging, Zhuhai, Zhongshan, Macau, Dongguan, Guangzhou, Shenzhen and
Hong Kong. All of you present today have had wide experience in HIV work in the Region, so | hope
we can make use of this opportunity for an exchange of ideas, which will certainly be very beneficial
to all of us.

MODERATOR 2:

Before we begin, let us take a look at our present position. We need to define the boundary for the
Pearl River Delta. Here is a map. Let us first follow the regions in the map and introduce the situation
in each city. First, Hong Kong has an area of over 1,000 square kilometres, and a population of over
6 million, most of whom live in the city. The age distribution is mainly young people from over 20 to
around 35 years old. People who are over 70 years old are also beginning to increase.

Participant:

Shenzhen can be considered to be a rather unique place in China. The resident population in Shenzhen
(we usually categorize the population into resident and temporary) is only 1.08 million. The mobile
population is 2.8 million, mostly coming from various parts of China, working in different businesses
and trades. Over 20,000 people depart annually for travel abroad. The population distribution of
Shenzhen is mainly between 16 to around 30 years old, the average age is only around 24. Their
occupation is mainly that of factory worker.

Participant:

Jiangmen is on the western side of the Pearl River Delta. It has 5 county-level townships under its
administration: Xinhui, Kaiping, Taishan, Enping, and Heshan. The total population is 3.8 million.
There are 410,000 people in the urban Jiangmen. The age distribution in Jiangmen is about 1.2 to
1.5 % for each category. For example, 0 to 7 years old is 1.2%, 8 to 14 years old is 1.5%. This is the
resident population. The mobile population is nearly 1 million.



Participant:
Zhuhai is a smaller special economic zone. The mobile population is 340,000, the resident population

is over 620,000. Because it is a relatively young city, 45% of the population is between 20 and 39
years old.

MODERATOR 2:

Zhuhai is quite similar to Shenzhen, both are special economic zones and have a higher mobile
population which is younger. What about Zhaoging?

Participant:

The Zhaoging region has 8 county-level townships under its administration, with a total population of
3.6 million. It is situated in the north-western part of Guangdong, adjacent to Guangxi. The majority
of the population in Zhaoqing is agricultural. Its main population is stable and the mobile population
is about 78,000.

Participant:

Qinyuan is situated in the north-western area of Guangdong Province, near Hunan. It has 10 county-
level townships under its administration, with a total population of 3.7 million. The city proper is
located in the south. Its main population is rural. The township population (including rural town
population) is only 420,000. There is an urban population of 150,000. Qinyuan is a new town in
Guangdong Province and was only built in 1988. Its mobile population is between 40,000 to 50,000.

Participant:

Huizhou is on the eastern side of the Pearl River Delta. There are 5 county-level townships under its
administration — Huicheng district, Huiyang, Huidong County, Boluo County, and Longmen County.
There is a total of 2.6 million people in the entire region, most of which is rural population. The urban
Huizhou has a population of over 300,000.

Participant:

Foshan is right next to Guangzhou; they are basically linked. Foshan administers 6 townships, with a
resident population of 2.6 million, about 70% of which are rural. There is a non-native population of
1.2 million, about 60% of which is between 20 and 60 years old.

MODERATOR 1:

Foshan is relatively well-developed economically, so the difference between rural and urban is no
longer significant. The so-called "rural” could possibly be better developed than some cities.

Participant:
Zhongshan is right next to Zhuhai, with a population of 1.28 million, and a non-native population of
380,000. There are 30 townships under its administration.

Participant:

Dongguan is situated between Guangzhou and Shenzhen. There are 1.45 million people with local
resident status, and 1.5 million people are non-native. The ratio of the two is about 1:1. There are
about 780,000 people with local rural residency. The majority of the population of Dongguan is
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agricultural but Dongguan also has a relatively high number of its rural population engaged in industry
and business. Among the 1.5 million non-native population, 1.09 million is from other provinces;
over 20,000 are from Hong Kong and Taiwan; and over 2,700 are from other countries. The rest are
mobile but from within Guangdong Province.

Participant:

[ assume most of you have heard of Guangzhou or have visited Guangzhou. Guangzhou is the
Southern Gate of China; it is also a big city, a provincial capital, and an economic and cultural centre.
There is a population of 6.6 million in Guangzhou. It administers 9 districts and 4 county-level towns.
Guangzhou is situated on the mouth of the Pearl River. The population distribution in Guangzhou is
urban 3.9 million; and rural 2.7 million. Guangzhou is also a place with a relatively large mobile
population, the number registered is already over 1 million. But in the city the actual estimate is that
the resident population and the mobile population are about the same, that is, over 3 million in each
category.

MODERATOR 1:

Finally, I will introduce the situation in Guangdong Province. At the end of 1997, the total population
of the province (including Shenzhen) was 71,593,553. If Shenzhen was excluded, then the population
was 70,137,262. | refer local population with permanent residence status. The figure on the mobile
population is not clear as it is very hard to calculate. As of the end of 1997, in terms of incidence, the
first five infectious diseases respectively were viral hepatitis, tuberculosis, dysentery, gonorrhoea and
measles. The control of viral hepatitis has become a very important subject for Guangdong Province.

Participant:

You all know now where Macau is. It's a small territory, as you know. We have one small city, two
islands. The population is about 422,000 persons. Macau has a young population. It's important to
stress that there is a two-way, come-and-go, population in Macau. That's over 5 million a year
crossing the borders of Macau.

MODERATOR 2:

We have just finished our introductions. Just like meeting new friends, when we introduce the situation
in our respective places, we also want to understand the situation in other cities. | will try to summarize
briefly below. If I miss anything, please help me to correct it. We have just mentioned that several
cities near the south have a larger mobile population. For example, in Dongguan, there are even
people from Hong Kong and Taiwan. Also, the population density is higher, and the population is
younger. Other cities like Zhaoging, Huizhou, and Zhongshan have a larger rural population and the
total population is smaller with a lower density. Also, in some cities, the rural population is no longer
engaged in agriculture. Because we are all working on public health surveillance, the distribution of
population has great importance to us. We will discuss about the categorization of the mobile population
tomorrow. Right now, let us return to the focus of today's meeting. You have all prepared reports
before arrival. During the discussion, we should not focus only on figures but should open the discussion
based on the theories we have heard about this morning. The experts are sitting right next to us. If
there are questions or further discussions, you can bring them up. The theme of this conference is
public health surveillance. This morning, Dr Lee presented the definition of public health surveillance.
We can begin our discussion from here. This definition includes the collection of data, with sufficient



accuracy, so the data can be used to design and promote prevention and other HIV work. This is a
definition put forward by the World Health Organisation. Its main emphasis is on the accuracy of the
surveillance and the validity of the data. Public health surveillance should stress three areas, that is,
collection, analysis, and distribution of data. However, the objective for data distribution has to be
resolved. In addition, the subject of surveillance — whether to survey HIV infection or to survey
AIDS. What are the responsibilities of health professionals, and what does the collected data represent
— all these questions have to be resolved. Lastly, what is surveillance? Is it public health surveillance,
or is it case finding?

Participant:

There isn't much difference between surveillance of HIV infection and cases of AIDS, because the
meaning of surveillance is to detect people who have been infected, and trace the source of their
infection. Whether it is someone who is infected with HIV or a patient with AIDS, they are both
infectious. From a public health surveillance point of view, the two have the same meaning. The
difference is in clinical treatment. A patient with AIDS requires treatment. For those infected with
HIV, there isn't any good treatment at present. The aim of treatment of AIDS patients is in prolonging
their lives and reducing their suffering. There isn't any progress in treatment methods that address the
eradication of the pathogens. So in terms of surveillance, it is the same whether it involves an AIDS
patient or someone who is infected with the virus (HIV carrier). However, for administrators, they will
note the difference between the patient and the carrier. According to notification requirement in
China, every hospital and every public health worker has the responsibility to report to their superior
at a higher level and provide statistics on the conditions of patients and HIV carriers.

MODERATOR 2:

We are now discussing two topics: HIV infection and AIDS. What you meant just now is that there
should be surveillance both of the viral infection and on AIDS. So what format should this surveillance
take?

Participant:

Our surveillance is mainly carried out like this. HIV surveillance is required on marriages involving
foreigners through hospitals and anti-epidemic station. In Jiangmen, starting in 1989, we have begun
requesting all couples in marriages involving foreigners that both parties undergo HIV testing. Of
course, many other tests besides HIV will be examined.

Participant:

Simply speaking, HIV surveillance is to test whether there are HIV antibodies in the blood. HIV
screening will be carried out through the PA method or the ELISA method. If either method has tested
positive, then confirmation is performed with Western Blot method. If the result is verified as positive,
then the presence of HIV antibodies is confirmed. This shows that the HIV virus is present in the
blood. But whether the patient has AIDS still requires further investigation. This morning, Dr Lee
discussed the standard in the United States and the standard in Hong Kong. The main thing we must
look for is whether there are signs or symptoms. If these are absent and, the person is healthy, it means
that he/she is infected with the HIV virus, or is a carrier of the virus. If there is immune deficiency or
dysfunction leading to related complications, usually manifesting as high fever, persistent fever, wasting,
diarrhoea, a diagnosis of AIDS may be made.
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MODERATOR 2:

Thank you. You mean that ordinary HIV surveillance mainly looks at the presence of antibodies, and
is essentially an antibody surveillance system. By first using the ELISA method, then with additional
confirmation processes, we can determinate if a test is positive.

Participant:
The so-called surveillance is in fact a "surveillance network" of medical establishments.

MODERATOR 2:

So what is HIV surveillance?

MODERATOR 1:

It implies two systems: One is the surveillance of HIV carriers, and the other is the surveillance of AIDS
patients. Which surveillance do you think should be undertaken? In fact, the emphasis is on the surveillance
of HIV carriers. Evidently, a positive result should be reported. When the infected person develops
complications, he may have already been admitted to the hospital. From the perspective of epidemiology,
prevention and control, someone infected with HIV is more significant than a patient. Why? It is because
AIDS can be diagnosed more easily, but if someone has not got any complication, you will not be able to
tell. He will look like a normal person, but he is infectious. That is the key.

Participant:

In practice, if we discover someone who is tested positive for HIV antibody, we will also conduct a
questionnaire survey at time of blood-taking, in order to collect more data. During the process, we
are not only testing for antibody, but we are also conducting behavioural investigations.

MODERATOR 2:

Dr Brown mentioned about high risk indicators this morning, which we shall discuss later. Let us first
explore AIDS surveillance. This surveillance has been carried out in Hong Kong, mostly in hospitals.
Is there a similar system in Guangzhou?

Participant:

AIDS surveillance is interpreted like this in Guangzhou. The surveillance includes the detection and
reporting of cases. On the other hand, there is a series of systematic and continuous system of HIV
surveillance. There are two kinds of HIV surveillance in Guangzhou: Regular surveillance and sentinel
surveillance. Regular surveillance is carried out in hospitals and medical units which have the ability
to develop testing for HIV antibodies. The targeted population is usually foreign (from outside the
country, including Hong Kong, Macau, and Taiwan) in-patients. Due to the higher medical standards
in Guangzhou, foreigners, including overseas Chinese, like to get treatment in Guangzhou. Surveillance
also cover patients with sexually transmitted diseases, and drug addicts.

MODERATOR 2:

We have just discussed two issues, HIV surveillance and AIDS surveillance. Most of what we have
discussed involves HIV surveillance. The question of surveillance methods will be discussed later. As for
the uses of collected data and their dissemination, can we have some introduction by different regions.



MODERATOR 1:

We have just discussed HIV surveillance and surveillance of AIDS patients. My personal understanding
is that at present, the surveillance done in mainland China is mainly on HIV carriers, which is an
active mechanism. The surveillance on AIDS patients is passive. When symptoms appear, a patient
comes to the hospital. Through examination of the patient, we try to better understand the situation.
Basically we have not yet developed the surveillance system on AIDS patients or relatively little has
been developed. This morning, after listening to Dr Lee Shui Shan's introduction, | understand that
some of the private or government hospitals in Hong Kong have diagnosed AIDS patients. We hope
to hear the opinions of our colleagues from Hong Kong on how to maintain surveillance of AIDS
patients, or through what format.

MODERATOR 2:

First, we must clarify the definition of AIDS. Without clarification, the level of accuracy will be
affected. In Hong Kong, the most important pre-requisite for AIDS surveillance is to define it. AIDS is
defined as HIV infection, along with complications. This disease isn't any ordinary fever, but is any
one of over 20 possible complications. As for the way to distribute and report related data on
HIV/AIDS, this is a very important question. | am rather interested in the situation in Qinyuan.

Participant:

If we have discovered someone with positive HIV antibody, or who has been diagnosed with AIDS,
according to the uniform request from the Guangdong Province, we must report to the provincial
surveillance centre immediately and carry out further confirmation. If we have confirmation from the
Centre, we will provide feedback in a timely fashion to the local government department responsible
for health (that is, the health department). The provincial HIV surveillance centre will also report to
the national government at the same time.

Participant:

Let me give some supplementary information. The reporting system in China works like this. The
situation regarding HIV infection is reported from the lower level to the higher level step by step. After
the local anti epidemic station has discovered a suspected case of HIV infection, they will send details
to the local confirmation lab centre. This centre is responsible for testing HIV antibody. If the lab
discovers that the sample is positive, they will send it to the provincial HIV confirmation lab, or the
HIV antibody confirmation lab in Shenzhen for confirmation. After it has been confirmed, all the
epidemic data (investigation results) and related personal data (epidemiology, sources of infection,
etc.) will be thoroughly checked, then reported to the local health administration and the HIV
confirmation centre in Guangdong Province. The HIV confirmation centre will carry out an analysis.
The result of the analysis will be reported to the National HIV prevention and control centre, and then
to the Ministry of Health. Finally, the related data will be sent back down the chain.

MODERATOR 1:

The question is : Surveillance is carried out based on the characteristic behaviour of drug users and on
those who marry foreigners. Are the surveillance results feedback to the related administration
departments, like drug rehabilitation centres or local public secondary bureau, or re-education centres,
so that interventions can be developed which are specifically aimed at behaviour related to the spread
of the HIV epidemic?
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Participant:

My objectives of surveillance is highly important. First, reports are sent step by step to all higher level
departments, and to the government at each level. The government will design corresponding policies
based on the related data. This then becomes government behaviour. When management and
intervention are carried out through the related policies already designed, government behaviour is in
turn changed into medical behaviour. When the medical agencies start to educate the public about
prevention and disseminate information on the prevention of HIV, this then turns into individual
behaviour. So this covers behaviour at three different levels.

Participant:

As we all know, Macau is very small. We are near the top of the hierarchy. In Macau's Health
Department, we have several units, among which is one responsible for Epidemiology. We report all
our surveillance results to the Epidemiology Unit which then passes the information to the upper
authority. The Director of Medical and Health Service is the Coordinator of the HIV Group. We have
installed some education programme based on analysis of surveillance collected over the year.

MODERATOR 2:

Earlier, we discussed at some length the distribution of data. That mainly relates to sending the
collected material to government agencies, which then distribute it. Are there instances where we
have distributed related reports on our own, or through newspapers and reporters?

Participant:

As for providing feedback on the data, we have reported on recent surveillance situations through
communications with the news media. For example, on World AIDS Day this year, we proposed
suggestions on ways of prevention based on the surveillance situations collected in Shenzhen over the
last few years, including which kinds of behaviour among which portions of the population, has led to
the rise in the figures for infection. The emphasis was on prevention, but the data is accessible to the
public.

Participant:

In Guangzhou, surveillance on HIV/AIDS involves mainly isolation management of the patients, and
providing answers to questions raised by the patients' families and the patients themselves. For those
who are HIV positive, we carry out surveillance once every 6 months to a year. This includes disease
progress, the patient's physical conditions, and whether family members (especially the spouse) had
been infected. Our surveillance data have all been reported to the government in a timely fashion. At
the end of the 1980's, we discovered a foreign patient who was infected. We reported the situation to
the government, and the government gave a timely response, requesting that all foreign patients be
tested. The good thing about this is to prevent infection within the hospital, which protects doctors
and other patients.

Participant:

HIV is a kind of infectious disease. The management of which has been specified in the "Prevention
and Control of Infection Diseases Act". Deadlines have been set in the infectious disease management
as regards turnaround time. For instance, we require that cities must make reports within 12 hours.
Surveillance agencies, no matter which department, medical unit or our anti-epidemic stations, must
report within 12 hours. In rural areas, we consider the factors of transportation and communication,



so they can report within 24 hours. HIV is classified as Category B infectious disease in relation to
management. This is explained in great detail in the law. HIV surveillance, like as prevention and
control mechanism, is government responsibility. Therefore, surveillance data must first be reported
to the local government. We at the Sanitation and Epidemic Prevention Department will receive this
information first. The Health and Epidemic station is also a derivative unit of the government. To
whom should the data then be given in feedback? After confirmation, whoever is doing the reporting
should notify the original unit that initiated the report.

MODERATOR 2:

We are having this discussion about the public health surveillance. Let us listen to the opinions of the
experts. Is there any advice about how to do epidemiology work, to distribute data, provide feedback,
and make use of the data?

PROFESSOR CHIN:

[ want to comment on AIDS case definition first. | understand there is a standard form that's being
filled out on each case that's detected. | wonder whether there are questions to determine how the
individual may have got the infection. In China, you are probably reporting an HIV infection with or
without symptoms. That perhaps may be good enough for the time being, and it doesn't seem to be a
high priority to come up with clinical AIDS definition. In terms of the obvious demographic data, age.
sex, the probable route of infection are needed for epidemiological analysis.

Participant:

Professor Chin suggested not to pay too much attention to HIV definitions. | don't quite agree. AIDS
surveillance is usually very passive. Passive means when a patient is discovered, an HIV antibody test
will be carried out. If there is no clear definition, but merely relying on general symptoms like diarrhoea,
fever, and the length of the fever, then the HIV antibody test will not be effective as the surveillance
system cannot reflect the clinical conditions that the infection has created.

Participant:

In mainfand China, HIV infection is defined as positive HIV antibody, plus one of the following
diagnosis: 1) Recent (in the past 3-6 months) decrease in body weight of over 10%, with persistent
fever of over one month, 2) Recent (in the past 3-6 months) weight loss of over 10% with persistent
diarrhoea of 3-5 times a day in the last month, 3) PCP, 4) Kaposi's sarcoma, 5) Clear diagnosis of
fungus infection or other opportunistic infections. For those with HIV antibody, symptoms like weight
loss, fever, and diarrhoea should alert one of the possible diagnosis of AIDS.

Participant:

As health professionals, we must consider whether this definition is appropriate or not. The present
model as a government's administrative tool is acceptable, | accept. But when a definition is not quite
ideal, we must point this out.

Participant:

| feel that the definition used on the mainland is not ideal. It is not quite the same as that in other parts
of the world. For example, at present CD4 tests are not generally available. Even in some large
hospitals, like the city hospital(s) in Guangzhou, the tests have not yet been established. For those
whose CD4 fall below 200/ul (CDC criteria for AIDS established in 1993), the number of AIDS could
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rise substantially. This is a very good suggestion. Some patients with CD4 under 200, even without
any symptoms, will progress rapidly to failure of their immune system, and the patient will eventually
die from complications. In my personal opinion, | hope that our government can quickly implement
CD4 testing procedures in the first rank city hospitals. This is extremely important. Otherwise, even
with our awareness, we cannot detect AIDS patients. In order to develop these kinds of testing
procedures, expense is an important consideration.

Participant:

We have met some late stage AIDS patients, and patients suspected of PCP. Simply relying on clinical
diagnosis wasn't ideal. Sputum examination did not turn up high positive rates. Also, in some cases
the pneumocystis underwent morphological changes. We sent it to the Zhongshan Medical University
(a well-known university in Guangzhou), but they couldn't determine whether this was pneumocystis
either. Only by performing bronchoscopy of brocho-alvedar lavage, could we discover the typical
Pneumocystis carinii. This leads to two observations, there are no fibreoptic bronchoscope in ordinary
hospitals, or, if there are, they wouldn't want to use them on HIV patients, for fear of infecting other
patients. Nor do they know the infection control procedure. Even when the infection control practice
is suggested, the physician still does not believe it. This is a problem.

MODERATOR 2:

What you have just brought up is probably a question of data feedback. When the expert knows the
PCP situation, he can tell the physician. This is probably not a publicised process, or not a very direct
one. But it can help doctors understand the situation.

PROFESSOR CHIN:

if you go back to history, the only reason for a clinical case definition of AIDS was that at the time we
didn't know what the etiology was, and we didn't have a test. It's a big problem in the United States
now because of the new definition. In order to have medical care that would be paid by the government,
you have to be called an AIDS case. If you've HIV infection and lots of illnesses, you would not be
able to get equal treatment as someone with "AIDS". The definition that many national governments
apparently have adopted is basically that of WHO which was developed in 1985. But now HIV
testing is part of that definition. We know now that the process of HIV infection to death is a clinical
continuum. Instead of debating at what point one should be labelled AIDS, really we should be
talking about HIV infection with or without symptoms and death.

MODERATOR:

Thank you, Professor Chin. just now, Professor Chin mentioned the experience in the United States.
But there is a great distance between the United States and China. So we have 2 considerations: One,
when the experts and the government do not agree, what do we do? Two, can the experiences of the
United States be applicable in China?



Roundtable (2): Risk Factor Surveillance

MODERATOR 1:

Risk factor surveillance is also known as high risk indicator surveillance. About high risk indicators,
first we must consider that "high risk" means a high degree of risk, or a high degree of proneness to HIV
infection. Internationally, there are two areas of research on high risk indicators. One is STD
surveillance. (We are more familiar with the STD categories — some are narrowly-defined, some are
broadly-defined. In general, the narrow definition of STD is used to include specific diseases, like
syphilis, gonorrhea, and herpes). The other relates to high risk behaviour. We are clearer about these
categories but [ think we can still bring up for discussion. In the process, we may possibly find many
areas of commonality. Through discussion, we can raise our awareness, increase our knowledge, and
exchange experiences. After we have defined high risk behaviours, we can start considering how to
select high risk indicators.

What actually are high risk behaviours? We seem to know them well. Besides these categories, what
other behaviours have we neglected? Is there such a possibility? Are these indicators suitable for
local surveillance? Also, how do we select high risk indicators? For example, take drug abuse.
Simply using drugs does not spread HIV. Simply using one needle for injection also will not spread
HIV. Sharing needles does not lead to infection if no one is infected. Only when there is a carrier
among the group will there be a spread of HIV. So which indicator should we choose? Maybe we
shall choose injection as a direct indicator. Then do we consider inhalational drug use? Perhaps we
should. It could be an indirect indicator. This involves the question of a separation into direct or
indirect indicators which we can consider. Once the indicator has been selected, who should conduct
this kind of surveillance? On the mainland, it could be the Health and Epidemic stations, or STD
surveillance centres. And who else? As for coordination, this involves the whole society. At a deeper
level, what is the goal for our risk surveillance? This is not surveillance for surveillance's sake, but for
the sake of intervention measures there for the prevention and control of HIV.

PROFESSOR CHIN:

On the subject of targeted intervention, let me take Thailand as an example. Thailand clearly had a
big problem in terms of commercial sex industry, with a large percentage of males visiting commercial
sex workers. That was driving their HIV epidemic. The Thais are also quite astute that they could not
abolish the sex industry, so what they did was to reduce the risk of HIV transmission through commercial
sex. They promoted the so-called 100% condom use for commercial sex acts. They drove it up to
90% plus and that together with a lot of activities and STD control, did turn the HIV epidemic down.
Obviously there is one thing about recommending the use of condom for protection. We are not
telling men that they should all go to visit commercial sex workers with the condom. That's not the
message. The message is if you are going to continue the risky behaviour of having multiple sexual
partners, then at least protect yourself and that partner by using a condom. If everybody uses condoms
to prevent the risk of the situations, we would not have HIV epidemic.
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MODERATOR 1:

As regards risk indicators, the state has stipulated which community sectors of the population and
what kinds of behaviour shall be under surveillance. For now, let us decide on two kinds of behaviours:
drug abuse and sex (conventionally called promiscuity). What should we do about these risks?

Participant:

There ought to be a saturation point for the rate of sexually acquired infection in the population. For
instance, when people have not reached a certain level of knowledge about condoms, like in Africa,
the rate of infection rises to a plateau and then falls. Just now Professor Chin mentioned the example
of Thailand, where through promotion and the use of condoms, the rate of HIV infection has dropped.
We have also read a lot of material about this. But in reality, condom use is just a measure. If there is
no such measures, like in Africa and other places where there are no condoms, what are the factors
that have led to the fall in the rate of infection? Is there in existence other determining factors?

Participant:

We really have a lot of commercial sex workers in Macau. Since we started the programme, we
emphasized on teaching them how to use the condoms. Many entertainment industry workers, we
know, are commercial sex workers who are coming from Thailand. We notice that the positive rate is
coming down. With commercial sex workers, we have to emphasize the education of protecting their
clients as well as themselves.

MODERATOR 1:

Regarding the use of condoms, did anyone notice that recently the Provincial Bureau of Industry and
Commerce disapproved of the condom advertisements in Guangdong, and the advertisement was
withdrawn? | thought this was incredible. Nevertheless, this was a kind of progress, and this refers to
promoting the use of condoms to prevent STDs, including HIV, and also for birth control. In fact,
there is already such an advertisement on CCTV Channel 4. [ find it strange that the Provincial
Industry and Commerce Bureau still objected to the more. They really didn't understand the message.

Participant:

I'd like to know what the situation is with ranking risk factors in Guangzhou. Will the ranking of high
risk factors vary with to the mobile population or the distribution of population, or the different conditions
between the rural and the urban population?

Participant:
The ranking of high risk factors in Guangzhou, if analyzed according to the HIV case reports, would
still show intravenous drug abuse with needle-sharing in first place, and sexual activities in second place.

Participant:

We have discussed a lot about high risk behaviour. The definition of high risk behaviour is the
propensity to person-to-person exchange of blood and body fluids. There are many categories of such
of behaviour but can we determine in this discussion whether the target for surveillance should be
prostitutes, drug addicts, or others?



Participant:

| agree with many of the points already put forward by our colleagues. STD patients are also the
subject of surveillance. In Guangdong Province and the Pearl River Delta, over the last few years,
cases of ulcerative STDs like syphilis, and even herpes, have risen. If one is infected with ulcerative
STDs and also has high risk behaviour, then the risk of spreading HIV will increase drastically.

MODERATOR 2:

We have just mentioned a number high risk behaviours. But what is the medium for these high risk
behaviours? In other words, who are the people practising these behaviour?

MODERATOR 1:

Let us first determine the group, then choose the indicator. For example, the group I've decided on is
prostitutes, or sex workers. Then what aspect should be surveyed? Age? Sex? Blood tests?

Participant:

What is the sexual behaviour of the intravenous drug users group? This indicator is very important.
We've discovered through our survey of some carriers who are intravenous drug users that they are
less interested in sex. Taking drugs gives them the greatest enjoyment so they don't care about any
other things. But it's not the same with females drug users who are often accompanied by a high
degree of promiscuity?

MODERATOR 2:

How should we look for drug users? In Hong Kong, for example, we can only carry out behavioural
surveys on those who are registered in the methadone centres under the government's Health
Department. We won't be able to find those who are not receiving treatment.

Participant:

Drug abuse and drug trafficking are forbidden on the mainland, the principle of which is totally
different from that in Hong Kong. In Hong Kong, there is also a methadone programme which provides
substitution for the convenience of drug addicts. Crackdowns on drug abuse and trafficking is enforced
on the mainland. Once arrested, punishment by the law is certain. We mainly go through drug
rehabilitation centres to find drug addicts; this is the group of people who undergo rehabilitation after
receiving penalty from the Public Security Bureau. Others will be very hard to find. They are usually
afraid of any interaction with government or non-government organisation workers. They're afraid
that any connection may affect their work in the future.

MODERATOR 2:

Let me clarify a couple of things: In Hong Kong, drug trafficking is also illegal. Hong Kong does not
encourage drug abuse. The drug addicts we found were all from drug rehabilitation centres or methadone
clinics. These clinics were set up in order to encourage drug addicts not to abuse drugs. Experts have
different opinions about the programme. Clinics are places for treatments. Whether the treatment works
or not depends on from which angle you are looking at it. In terms of surveillance, our method is to carry
out a face-to-face interview with every new patient who arrives at the methadone clinic. There is question
to find out whether needles have been shared and the percentage is calculated as a result.
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Participant:
What is the needle-sharing rate in your studies, and do you provide any guidance or the suggestions
to those detected?

MODERATOR 2:

These are two different issues. The interview contributes towards the behavioural survey. We consider
it a surveillance because it is a regular survey. We calculate a percentage every year, which is
produced using public health methodology. Then we can do a comparison, to look at the trends. This
is the same principle as surveillance of a disease. As for the measures to be taken when the results are
higher or lower, that's another task. Basically, we have two areas of work: one is to analyze the trend
in the spread of HIV infection through public health surveillance; and the second is to provide personal
service to every person who comes for methadone.

Participant:

Concerning the surveillance of high risk behaviours, people on the mainland may not quite understand
the practice in Hong Kong and Macau. There are substantial limitations on the mainland, but the
policy has now been determined, and that is to put the focus of surveillance on needle-sharing in drug
users and sexual promiscuity.

Participant:

These two behaviours both involve populations who are subject to severe crackdown by the government,
and they are completely concealed. Drug addicts are afraid of being identified, so are those who
engage in the sex trade. Even with effective surveillance, it is not a very thorough measure for the
control of HIV. For example, if there are 10,000 drug addicts in Shenzhen, we may be in contact with
1,000 drug addicts and have carried out surveillance on them. But in reality, the larger proportions
(90%) which has caused the spread of HIV, may not really been the subject of any surveillance.
Neither have we implemented any control or intervention on their behaviours, or raised their awareness.
Now despite all the hard work we are doing year after year, the increase in HIV has speeded up. This
is the most fundamental problem of a programme. As professional, | feel that we must first go through
multi-sectoral participation, then turn the programme into a government strategy. This ought to be the
priority. We have all been engaged in the work on high risk behaviours for many years, and we are all
aware of it.

Participant:

Just now we were talking about the surveillance of drug addicts in Hong Kong, including interviews
conducted at methadone clinics. During the interview, would the drug addict answer the questions
truthfully? Also, these patients take a long time to get rid of their drug habits. One could possibly not
be able to achieve detoxification in a certain clinic, then after a period of time, he may start using
drugs again and go to a second clinic for treatment. Will this create errors or confusion in the statistics?

MODERATOR 2:

About the accuracy of the responses, this is, in fact, a common question for those carrying out
behavioural surveys. When we conduct public health surveillance, we ask the same question. If we
can use the same methodology, and repeat the procedures regularly, we should be able to see the
main trends. For example, if we use the same statistical method this year and last, but the figure for
this year suddenly rises by 30%, we must think about where the problem lies. This is the same with



other health surveillance. Our approach is to adopt a fixed format for our survey. With random
sampling, we have about the same chances for inaccuracy. As for the second question, we believe
that a drug addict can't possibly be treated in several methadone clinics, because methadone use is
under very strict control. They must register with their ID cards, and their records are fixed. Each
person can have only the one record. As changes in registration are under control, we have great
confidence in the method that we have adopted.

Participant:

Methadone is a substitute for drug which is taken orally. How do you obtain the figure for the rate of
injection and needle-sharing? Besides conducting surveillance in methadone clinics, have you also
conducted surveillance on drug abuse in other places? Have you tried to do comparisons with the
data collected? What are the results?

MODERATOR 2:

Just now, | was refering to those who just arrived at the methadone clinics and haven't yet begun drug
rehabilitation. In fact, you are asking that since we only conduct one survey, will the data collected
reflect the high risk behaviour of the whole population of drug addicts? We are also asking ourselves the
same question meaning that we should not be complacent. | hope to use this opportunity to understand
the strategy in other places. We have also conducted surveillance in drug rehabilitation centres but the
background of the clients is not the same as that in methadone clinics. We can only draw conclusions
when we understand the methodology. But that doesn't mean that using this method is sufficient.

MODERATOR 1:

Let's examine sexual transmission again. This morning, Professor Chin mentioned that there is a one-
in-one thousand chance of a man infecting a woman, and for a woman to infect a man, the chance is
one in eight thousand. If this is true, then male sex workers are more dangerous. Is surveillance being
conducted on this group? The selection of the group is probably a new topic. As far as | know, there
seems to be very little efforts on this, and we don't seem to have started yet.

Participant:

It's very hard for us to define a male sex worker. Last year, Shenzhen undertook a special survey.
Some male masseurs in saunas, and some attendants from karaokes were chosen. A questionnaire
was administered in an anonymous manner. There was also blood test for HIV antibody and other
STDs. It was discovered that among more than 200 people, one male restaurant attendant had the
antibody. His personal life wasn't very complicated, but his girl friend was a masseuse in a sauna.
She probably had frequent sexual contact with people returning from abroad.

MODERATOR 2:

Can we return to the question of surveillance? Should we find out who are the people with high risk
behaviours, or do we just calculate the situation in form of percentages? The data from abroad is
mostly based on the rate of high risk behaviours. Just now we seemed to be discussing the few people
being infected. That seems to have been turned into a special investigation, which doesn't seem to be
the same as behaviour surveillance.
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Participant:

We have difficulties in beginning work with CSW (commercial sex workers). The investigation we
conducted last year put us into contact with beauty salon, massage bath-houses, as well as karaokes
and saunas. Even though not comprehensive, the sample contained a proportion of people engaged
in CSW work. We conducted a behavioural survey and distributed some promotional materials.
Surveys conducted in this way seem to be quite satisfactory.

Participant:

I think the experience of Shenzhen mentioned just now was very meaningful. Surveys of sex workers
are difficult anywhere. | think the work done in Hong Kong 1s worse than in the mainland, because
we can hardly find any sex workers with whom we can administer surveillance programme. The
discussion just now could be a bit confusing, because behaviour surveillance is itself a relatively new
concept. None of us, and that includes me, understands it very well. There are 3 areas of confusion:
One is the confusion with high risk factors and high risk groups. The surveillance indicator mainly
refers to behaviour. When we discuss behaviour, we all talk about how to find which indicator in
which group of people. Once we have finished talking about the group, we are through talking about
the indicators. The second question is the concept concerning high risk. When there is high risk,
naturally there is also low risk. Risk is relative. Perhaps because we are all medical people, we have
more understanding about HIV, and we have all thought of many methods of transmission. When we
look at behaviour surveillance, we should put the emphasis on high risk behaviours. The lower ones
are not unimportant, but their significance for surveillance is smaller. The third point concerns the
surveillance of high risk sexual behaviour. We have however put our emphasis on the high risk
behaviour of HIV carriers. The two aren't the same. So work on both areas must be done. What we
investigate in HIV carriers is the route of their infection. This isn't behaviour surveillance. The main
work of surveillance lies in high risk groups. We must study how high is their risk behaviours. But
many of us, when we talk about high risk behaviour surveillance, only talk about the behaviour of HIV
carriers. | don't think that's enough.

Participant:

Behaviour surveillance and intervention are closely related. Behaviour intervention is definitely a
very important measure for the prevention of HIV transmission. But what should be done in reality?
That should be based on the different situations in different countries or regions. Looking at the
situation in Guangzhou, the first factor is needle-sharing in IDU. The behaviour intervention in
Guangzhou is to change such behaviour. This is the key issue and it is the most urgent issue. On the
other hand, right now our country has a problem with policies. We want very much to do something
yet the government does not allow us to do it. Colleagues from the mainland will probably understand;
those from Hong Kong and Macau may not. For example, we all know that condom use is very
effective. We called upon the government to allow us to promote this, and to distribute condoms to
prostitutes, but that wasn't approved. Also, for those drug addicts who can't quit, we can't establish
methadone clinics like Hong Kong and give them long-terms substitutes (we believe that long-term
usage of methadone is also drug abuse; our concept is different from yours). Even for temporary use,
to allow the drug addict to rid of addiction slowly is not permitted. Distributing clean syringes is
commonly recognized as a very simple and very effective control method but the government does
not allow us to do so. What can we do?



PROFESSOR CHIN:

Countries are made up of very different population in various proportions. Not every population has
100% multiple sexual partner nor is it 0%. We looked at two sets of countries, Cambodia and Thailand,
then Philippines and Indonesia. Cambodia and Thailand both have HIV prevalence rate in their adult
population of over 2%, whereas in the Philippines and Indonesia, it's very hard to even find HIV
among the commercial sex workers. When we looked at the commercial sex workers, we asked how
many different sexual partners on average they had per week. In the Philippines, it was less than one
per week, whereas in Cambodia, it was quite high, manifold higher than in Indonesia. The challenge
here is, ask yourself the question — What proportion of young males on a regular basis visited a
commercial sex worker. What is the sexual partner exchange rate among the commercial sex workers?
It's the quantitative aspects which is unclear. It's the types of studies that need to be done right now
to give ourselves a base-line of the risk behaviours.

Participant:

In terms of intervention, | believe that if we can implement different programmes in different groups,
that's already one kind of intervention. | very much appreciate the peer education and sex partner
education in Australia. They have done a lot more, and much better, interactive learning than us. So
intervention doesn't only mean distributing needles, syringes, and condoms. Education is also very
important.

MODERATOR 1:

The state stipulates that Health and Epidemic stations at every level must carry out intervention against
HIV, and there must be pilot projects. May be Hong Kong and Macau are not aware of this. This
shows that our country places a lot of emphasis on the control of HIV, and there must be pilot projects.
We must choose the test points for piloting intervention programme. The programme chosen is
publicity and education, to understand and to increase knowledge of HIV.

Participant:

The distribution of condom is not solving completely the problem, because the problem is more
complex. What is more important is the education, campaigns and the propaganda as you said.
Although not ideal, in Macau we are also trying to do that. Education is the best way. We should try
to find out where the priority target group is.
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Roundtable (3): Management of HIV Infection

MODERATOR 1:

We will now begin our third round of discussions: the Management of HIV Infection. As public health
professionals, we must all have come across management problems in our work. The rise the number
of persons infected with HIV in recent years has brought with it more such problems. Let us use this
opportunity to discuss this issue. First, | think we ought to have some common concepts: What is the
difference between the management for HIV infection and the management of persons infected with
HIV? What do you think?

MODERATOR 2:

In Hong Kong, the management of HIV carriers and of AIDS patients is basically the same. AIDS is a
latter stage phenomenon of HIV infection. So, if through testing we diagnose a case of HIV infection,
from our perspective that person has acquired the identity of a patient. We basically treat him as a
patient. We will see what his needs are, medical or psychological, and we then check out the extent
of those needs. Because of the complications involved, the needs of an AIDS patient may be greater.
The two are, therefore, essentially the same, the only difference is in the level of their needs.

Participant:

In terms of management, what is the difference between the treatment of local residents in Hong
Kong, and foreign citizens, as well as those who have arrived from the mainland, or the children born
to the mainland spouses of local residents? Is there any policy?

MODERATOR 2:

This relates to the health care system for patients in Hong Kong. Any Hong Kong citizen with an ID
card can have access to health services. The services for HIV infection are basically the same as for
any other disease.

Participant:

In Hong Kong treatment for all STDs is free. Since HIV infection is a sexually transmitted disease, are
there any regulations in this area? For example, a mainland resident marries a Hong Kong citizen who
is infected with the HIV virus, and the virus is then transmitted to the spouse through sex. If the

mainland citizen happens to be in Hong Kong, would you request that the person to go back, or how
would you manage it?

Participant:

What we are talking about are three main aspects. First, the administration; second, public health;
and third, the clinical aspect. The management of each is a little different. In terms of administration,
if there is a patient, an HIV carrier or an AIDS patient, who is not a Hong Kong citizen, then, he cannot
enjoy the extremely cheap medical services we provide. If one is not a local resident, and he wants to
be treated in the public medical system in Hong Kong, he is charged a very high rate. This is not a



matter of clinical HIV management, but a question of administration, which applies to any disease. In
terms of clinical management, how much service will be provided depends on local conditions.
Some patients may go to a doctor who is a specialist in sexually transmitted diseases, or infectious
diseases, or immunology depending on the provision of the clinical system. From the perspective of
public health, when a patient is diagnosed through whatever means, then the management of this
patient is a clinical one, and shall become the responsibility of the clinical physician. There aren't
that many in public health doctors in Hong Kong. Nor will they go and see patients every six months.
This isn't their job. Public health is concerned with surveillance, analysis of problems, and provision
of information to those who need it. What they generally focus is in the area of prevention. A
patient's clinical management rests with his personal physician. A physician in public health can't do
that, he doesn't know how to do that.

MODERATOR 1:

This situation is different from what we have on the mainland. Personal management is, in fact, a job for public
health doctors. There is such a difference between Hong Kong and Guangzhou, what about Macau?

Participant:

In Macau the treatment for the HIV patients is completely free, whether one is a Chinese or Portuguese
that are Macau residents. We treat them all freely. It's the same in Portugal. Of course there are
situations concerning HIV management that are difficult to decide. For example, if the patients are
illegal immigrants, it's no longer a clinical decision.

Participant:

For patients that need treatment, we are giving 3 drugs. At this moment we have 15 patients on treatment,
some with HIV infection and some with AIDS. The CD4 measurement is already here in Macau. We
hope very soon we can do also viral load here and do not need to send the samples to Hong Kong.

Participant:

| want to bring up a question: Once we have discovered an HIV carrier, according to our state
regulations, he cannot be discriminated against, no matter what the route of their infection was.
Except for people in some specific professions, a person ought to be able to work, study, and live
normally like other people, if one continues his risky behaviour, for example, sleeping with a prostitute
or sharing needles to take drugs, he will transmit the disease to others. At this point, how should he be
managed? | think this is a very real problem. Any good solution? ’

Should we be doing something to prevent the patient from continuing to infect others? This is one of
the questions. | want to bring up a second question which may relate to public health practice. That
is, should we refer a patient to someone to continue the follow up? For instance, how about the
patient's personal needs, who should we hand these over to in order to satisfy them? A third question,
is it our duty or responsibility to discuss the matter with his spouse or anyone who is likely to have
been infected with HIV through him? Or should they be left alone, so they can work and live just like
other people? How can we implement public health management and at the same time not be
discriminatory?

Participant:
Let me explain the approach used by our province and our state. There are several aspects in the
management of HIV infection: One is the management of carriers. When we discover a carrier, the
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frontline operational unit will maintain connection with him/her. So the carrier will come to us for
regular check ups. We will also keep track of his whereabouts, and intervene whenever necessary.
This is the standard management of HIV carriers. The other is the management of AIDS patients.
There are designated hospitals for the treatment of AIDS in Guangdong province. Patients there are
not be discriminated against, and the medical personnel there are very willing to serve them. All
preventive procedures are up to standard. When the patient develop complication, we refer himto a
designated hospital for treatment. For the public, we carry out education campaigns, and organise
counselling services. These are also part of the management of HIV infection. Even for people who
are not infected, they also need to understand and have some knowledge of HIV infection. This is the
same as the STDs hotline, or AIDS hotline in Hong Kong, which provide services in these areas.
Clients in our counselling service include some carriers and those who have already got AIDS. We
provide them with counselling and education services.

MODERATOR 1:

It seems that there is more work done by public health doctors on the mainland than by our colleagues
in Hong Kong, because not only does this include surveillance but also the follow up of the carriers or
patients. Even family members are included in the education and the monitoring processes.

Participant:

| imagine the heavy workload of the Health and Epidemic stations on the mainland. There are two
questions here. Firstly, besides HIV infection, does the station monitor other patients every six months
and observe them for ten to twenty years? Secondly, your treatment of HIV carriers and AIDS patients
is not quite the same. AIDS is the responsibility of designated hospitals, but in the case of HIV
infection, it is treated in your Health and Epidemic stations. So, after progressing AIDS, and upon
referral to the designated hospital, does the patient still have to return to the Health and Epidemic
stations for monitoring?

Participant:
Once he goes to the designated hospital, we don't need to track him down.

Participant:

Let me provide some supplementary information. Once a diagnosis of AIDS has been confirmed, the
patient will be referred to a designated hospital. This hospital has a very close relationship with our
Health and Epidemic stations. Their doctors frequently contact us on the telephone about the situations.
There is also regular communication about policies and management. Our management of HIV
infection is a bit different from Hong Kong. After we have discovered HIV infection, we carry out
more follow up monitoring work. Once HIV infection is detected, how do we prevent it from being
transmitted to others? For example, we have frequent telephone communication with the patient.
We tell him that if he has relations with other girls then he must wear a condom. In our regular
telephone communication, we ask him how many people he has had relations with recently. We also
ask him if he is sure that he has used a condom. Of course, we cannot guarantee that he uses one
every time. Also, our laboratory has set up CD4 monitoring to check how far the disease has developed,
and what kind of guidance and treatment he will need from the hospital. We also carry out regular
check-ups on his family. We have been tracking one patient for 5 years. He has 2 children. We have
told him about prevention procedures; we have also tested his wife. Now he has developed the
disease, but his wife's test result is still negative.



Participant:

As to how to convince HIV carriers, we have a good technique which we can share with you all. We
don't say, "Don't spread HIV to others." Instead we say, "If you sleep with a prostitute and you do not
wear a condom, you will be infected by other viruses. That will speed up the progression of your
disease and death." With such a warning, he will be more than willing to cooperate. To refer back to
the monitoring that was mentioned earlier, besides tracking HIV infection, what other diseases are
being tracked down?

Participant:

Let me explain the situation in the town of Jiangmen. In 1997, one case of AIDS was diagnosed. The
hospital sent over a positive serum. After verification, we made a confirmation and immediately
submitted to the provincial department for its confirmation. The very next day, we went to the factory
where the patient worked and met with the managing director of the factory, a businessman from
Taiwan. Together with a professional from the hospital, we discussed with him the state's related policies.
We first helped to eliminate his fear and told him what he needed to do with us. We also carried out
blood tests for all the workers in the factory. That is what we do whenever we receive a report about any
unit or individual with suspected diseases, especially when there may be an epidemic spread.

PROFESSOR CHIN:

In any discussion or planning either for public health or clinical care of HIV infected persons, | think
you have to consider current and projected case loads. It's very simple when you have few cases or
just 10 or 20. To do the maximum, you have to think of the next hundred, the next thousand, etc. As
to what your capabilities are and what your future budget may permit you to do, a general rule of
thumb is that anywhere from 5 to 10 percent of the total HIV cases would require some kind of
medical care in any given year. About 5% would probably die each year. So given that kind of crude
model, (I've heard national estimates in China anywhere between 300,000 and 400,000) some 20,000
to 30,000 AIDS cases or severe illnesses related to HIV would be current now in China.

Participant:

Let's take a look at two points and see what the directions could be: First, to prevent AIDS patients
from being discriminated, so they can carry on a normal life, 1'd like to know whether this kind of
tracking, such as phone calls, visits to their companies and examining everybody there, would adversely
affect his work in the future? If so, what should we do to change this situation, or what kind of
compromise could be achieved? How can we carry out public health work, but at the same time
reduce discrimination? The second question is what Professor Chin has just mentioned: How many
people do we need to care for? If there is only one person infected with HIV in a city of several million
people, then, of course, we can do what we are doing. But if the number keeps increasing, do we
have the money and the professionals to do the tracking? Or is it worthwhile to spend this kind of
money and resources? When the number of HIV cases rises, can we have a management programme
which will reduce the expenditure? Let me add something here. Just now Professor Chin provided us
with a formula — with any number of persons infected with HIV, 5% to 10% will need clinical
management or treatment. Based on the state's estimate of the HIV figure, we can calculate the
resources needed.

Participant:
I have not explained in good details just now. When | examined all the workers at the factory, | told
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them that it was an investigation for viral hepatitis. 1 didn't say that it was for HIV infection. Only the
manager knew what | was checking on. If it were known that it was an investigation for HIV infection
there could have been panic. This is a matter of technique.

MODERATOR 1:

At the beginning, when there were only a few cases, we were all doing this kind of work. But now
there are more cases, and with our deepening understanding about HIV infection, we no longer
engage in such activities. In actual practice, we want to control the sources of infection and intercept
the routes of transmission. In HIV infection, the route of transmission is very specifically defined. We
don't need to do such large-scale testing.

Participant:

HIV infection on the mainland has been "imported" from abroad. Our demands on control are quite
strict. Based on recommendations by specialists, the management of AIDS patients has to be
strengthened. The mode of management is through tracking and investigation, and education. We
have determined this approach based on our unique circumstances. If other diseases also required
this kind of management, it would be extremely difficult for us. So far the Health and Epidemic
stations have not required us to do so. It was mentioned that in the event that there are more cases,
how should we deal with this problem? [ think this is a good question which we are also considering.
Based on the development our plan is that when the patient number reaches a certain level, a
corresponding method will be adopted to control it. Right now we are still a region with low incidence.
We can still carry out education and tracking. In the future when there are more cases, we must also
readjust our strategy. In terms of expenses, our government officials have indicated clearly that they
will definitely provide support for work in this area. We feel that work in the area of prevention is
most cost-effective. Our government understands this, and the budget invested in AIDS will gradually
increase according to what is needed for prevention of the disease.

Participant:

What | understand is that similar management system is available for tuberculosis. We have a special
institute for it's prevention and treatment. All tuberculosis patients are managed by the designated
institutes, which conduct long-term observation and monitoring. Also, there is continuous surveillance
of several diseases in our system. For cholera, there is annual surveillance on diarrhoea and
environmental sanitation. Also, in order to eliminate filariasis, we have been carrying out surveillance
for many years now.

Participant:

So from what | understood, you checked people for HIV without telling them you were checking for
HIV? | don't understand exactly what the ethics is and the privacy for the patient and his family?

Participant:
Ordinary outpatient examination is voluntary. For examination that the patient isn't told about, that's
a kind of surveillance under an anonymous system.

Participant:

Let me expand on the system in Guangzhou. The objectives are to protect patient from discrimination,
but at the same time, to inform the people concerned. Operationally our method may not be the best.



To eliminate discrimination totally is impossible. Let me give an example. If someone is absent, if we
are told that he has flu, then we may experience little reaction. If we are told that he has terminal
cancer, we will all have a similar reaction and say that he is very capable and young, and it's a great
pity. But if we are told that he has contracted HIV, we will all respond by thinking that he is that kind
of person. This kind of reaction is in itself discrimination. So under the current circumstances in our
country, it is impossible not to discriminate at all. This is a psychological reaction. Operationally if
one is tested positive, our Health and Epidemic station in Guangzhou will tell him. Then we will ask
who is the most reliable, the most trustworthy among his relatives. And we will tell only that relative
and no-one else. We won't even tell his work unit, because the State has stipulated that he needs to
live a normal life and work normally. Others cannot discriminate against him. If we announce the
information, everybody will run away and refuse to work with him. So | would only tell his most
trusted relative.

Participant:

I'd like to supplement. After a prolonged discussion, we keep saying that Hong Kong is different, and
Macau is different. In fact, I think every place is roughly the same. When this disease first began in
Hong Kong, there were many difficulties. For instance, how to manage it. If we have to specify any
differences that is the long years which gave way to changes. Also, there could be another difference
that of the administrative system. | believe that the Health and Epidemic stations on the mainland are
really too busy. Right now, people infected with HIV must undergo monitoring at these stations. If the
carrier has not yet developed AIDS, can that person go to the outpatient clinic in the hospital to
receive clinical examination? This may be helpful both to the patient and to the station?

Participant:

In fact, all our hospitals have a prevention and control department, which is the same as a mini-Health
and Epidemic station in terms of capability. At present we have not been working on any HIV patients.
In the event that there are many cases, | believe they can shoulder this responsibility.

Participant:

Let me explain the situation in Shenzhen. Our management of an HIV carrier has been, in general,
based on the state's non-discrimination and confidentiality policies, and is similar to what is done in
Hong Kong. We follow the patient's wish to inform his relatives or spouse. This is quite different to
what was done in the past. In Shenzhen, once an HIV carrier has been detected, if he himself is
willing to receive treatment at the hospital, we will refer him to the outpatient clinic in a designated
hospital for examination and follow up. We won't inform the patient's relatives or others around him,
in order to protect the infected person's privacy. However, if this person's moral standards are low, he
could possibly transmit this disease to others and violate other people's rights. This is a problem
which troubles us. I'd like to ask our colleagues from Macau where attendants at the places of
entertainment are tested for HIV antibodies every 3 months. If they are discovered to be positive, they
will not be given residency certification. Isn't this in conflict with the laws? For example, are you not
discriminating against these people? Do you do this on people from certain regions, or certain special
communities?

Participant:
This is part of the policy of Macau concerning people working here but are temporary residents. The
employers and the employees know very well when they make contract, that if they are HIV positive,
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they cannot live in Macau and have to leave right away. But | want to stress that during their contract,
nobody, not even their employer, receives documents saying they are positive. We ask them to come for
counselling. We explain very well because we have translators if they don't speak English or Chinese.

Participant:

In Macau the screening of employees in entertainment industry was started in 1992. We understand
it was not an easy solution, but a compromise between hiring foreign people who might work in
commercial sex industry and keeping the population in a safer situation. People came from places of
high prevalences, from Cambodia, Thailand and from everywhere. We don't do it with local commercial
sex workers & people coming from across the border in mainland. Foreigners working in entertainment
industry include commercial sex workers and people with every type of occupation, like musicians,
barmen, etc.

Participant:

When those of us in charge of public heath surveillance discover someone who has a positive result,
who should we inform? For example, in Hong Kong, we can only tell the patient and encourage him
to tell his spouse. We will also ask him, "Who is the most important person for you?" But this isn't
done during public health surveillance, it is the responsibility of the outpatient clinic and is carried
out there. Earlier, we talked about calling the patient and telling him not to engage in high-risk
behaviour. This kind of advice is given during the clinical stage in Hong Kong, when the patient
returns for treatment. Then we don't have to telephone him and disturb him. We put him in an out-
patient setting to implement management policies, hoping that we can reduce discrimination. When
the patient goes to the hospital or clinic, he will be like other people and not receive any special treatment.

Participant:

This is very enlightening. HIV carriers may be considered a source of infection. So this work can be
carried out by the Health and Epidemic station, or the hospital. But who is the best to do this? This
question is worth discussing. If we all believe that the hospital is a better location, then why don't we
recommend it since the management protocol for HIV infection is only now being designed? The
stations are too busy. They can't be in charge of everything. We should liberate ourselves, as a lot of
work is waiting for us.

Participant:
But if you tell the patient, and have him find a clinical physician, who should he consult?

Participant:

When HIV infection was first discovered in Hong Kong, there wasn't any special programme. With
time, we found out who had treated HIV infection and kept in contact with them. Knowing that these
doctors were willing and able to provide treatment, a referral system was set up.

Participant:

That is the designated hospital. We also have it here. For example, Zhongshan Hospital, Infectious
Diseases Hospital, Nanfang Hospital are some designated hospitals. People with HIV infection can
also go there, one doesn't have to be an AIDS patient. We set up regular counselling, and most go
regularly, many out of their own initiative.



Participant:

Regarding management of HIV carriers, there have been changes over time. The implementation of
full-scale surveillance and management in Guangdong has moved in stages. Regulations in Guangdong
Province came into effect earlier than that of the entire country. The scope of the regulations is
however still rather limited. It mainly concerns with how our health department works towards two
goals at the same time. When one carrier needs protection, hundreds of thousands of healthy people
also need protection. So what kind of work should be done by our health system in order to achieve
both goals? In the early days, the number of HIV positive people was small and that they were all
foreigners. Under our provincial regulations, the goal for surveillance, the group under surveillance,
and even the management conditions, mainly targeted externally.

The second stage isn't quite the same. HIV infection is mainly brought back by those who have
travelled abroad. The spouse or others in contact with the index person become infected. At this
point, the focus of surveillance and control changes with the different goal, so the question of
management arises. Before regulations were passed by the State's seven Ministries and Councils, our
provincial government set out the process in which our health system and health departments could
better serve people on both sides. At that time, it was stipulated that once a case of positive HIV was
discovered, the Health and Epidemic station would carry out visits and investigations. This has actually
resulted from experience. At the time when the first or the first few cases were detected, according to
the state's confidentiality requirement, important documents were decreed to protect the confidentiality
of the people who had been infected and the patients. However, this brought the opposite result,
because people reading the documents were mainly government officials and not medical personnel,
and we lost the trust of those and the patients. They were unwilling to go to our doctors. Under these
circumstances, besides anonymous and voluntary testing, we also requested them to follow our advice
and seek treatment at the designated hospitals and watch their own behaviour. But there were always
those who didn't do so. 1 think the principles behind the regulations on management and support for
HIV patients, should be established on the voluntary participation of the patients and those infected.
If the patient is unwilling to stop his high-risk behaviour, the regulation becomes meaningless. Only
through persuasion and education can we help him resolve his problems, and only then shall we be
able to reach our goal. With these, we set forward the regulations for the management of HIV infection
in Guangdong province. This is, in fact, the same rationale of formulating the Health Ministry's
regulation. The regulations set out by the state's seven ministries were all based on this spirit. The
management policy has so far not changed.

The questions that were brought up by Professor Chin, Dr Lee and other colleagues were all crucial.
They also consider the increasingly heavy burden of the work on HIV infection shouldered by our
epidemic stations. When we get more and more busy, we may not be able to pay attention to other
work. For this, | am deeply grateful to all of you. At present, all regions of our country have discovered
the AIDS problem. In the future, no matter how the regulations may be altered, we will still be
carrying them out.

Participant:

In Hong Kong, the first few years were also very painful for us. We witnessed a lot of discrimination.
In fact, discrimination within the medical system was also very serious, because medical personnel
themselves did not have much understanding about HIV infection. Previously, we had very few
doctors who would treat HIV carriers and AIDS patients. But for those few, their experience has
become increasingly important. just like the Health and Epidemic stations on the mainland, they
have wide experience with those infected by HIV. However, with the more experience they gain, the
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opportunities for the clinical doctor become fewer. They hardly get to see the patients. Participation
in clinical AIDS care has one advantage, that is, it becomes a training opportunity. Doctor's training
can't be effective if there are no patients, because there is no opportunity to be in touch with them.
When we deal with one or two patients, the doctor will find it hard to adjust. When we see three or
four patients, there won't be any more problems. Moreover, | mentioned earlier the definition of
AIDS. When we make clinical reports, if the doctor has not dealt with AIDS patients, he will miss out
on many conditions of the disease. In fact, this is a question of the connection between the clinical
system and the public health system. Also, we need a lot of training, so that doctors understand how
to look at this problem from a public health angle. In this way, at the same time as the doctor is
treating the patient, he will also know how others can coordinate with their preventive measures,
which will be helpful in controlling HIV infection.

Participant:

| want to ask a question. In Hong Kong, what is the method for handling HIV carriers who have
committed a crime?

Participant:

This is a very complicated question. Work began several years ago. At that time the first problem
encountered wasn't how to manage these HIV carriers, but how the management personnel in the
prisons treated these people who had been infected with the disease. The government started
educational programmes for these workers and provided training. HIV carriers who have committed
crimes are given the same clinical services as ordinary people. In the later stages of their iliness, some
patients may apply for reduced sentences and be released for treatment elsewhere. This is a very
individual example.



Roundtable (4): Human Mobility

MODERATOR 1:

The content of today's discussion is: 1. What is human mobility? 2. What is the effect of human
mobility in the prevention and transmission of HIV infection? What corresponding policies should be
adopted?

MODERATOR 2:

Mobile populations have gradually emerged as a result of the international trade and tourist industry.
The numbers continue to rise. The global effect of human mobility is becoming more evident, especially
on some problems in public health with which it has a close relationship. | will discuss it under the
following areas. One, the definition of a mobile population. Two, the characteristics of a mobile
population. Three, the relationship between a mobile population and HIV infection. Four, mobile
population and the management of HIV carriers and AIDS patients. First, the definition. There are
differences between Mainland China and the United States. On the mainland mobile population is
defined as the group of people who do not have regular residency, that is, those who move from the
places of their regular residency to other places. In Shenzhen, an additional characteristic is observed
which has both a broadly-defined and narrowly-defined concept. The broadly-defined concept refers
to the people that do not have Shenzhen residency. However, in Shenzhen, some people only have
temporary residency cards or blue seal residency, and that part of the population which is in Shenzhen
temporarily, for some short-term activities, is also included in the mobile population. This is the
narrowly-defined concept.

Participant:

In Hong Kong, there are no blue seal residents or temporary residents. There is the differentiation into
either one is or is not a permanent resident. One can also belong to the mobile population. From the
perspective of public health, there are many kinds of mobile population. One type enters Hong Kong
from other places especially for work; another type regularly passes through Hong Kong using it as a
transit station in order to travel abroad; yet another travels back and forth between Hong Kong and the
mainland; and on specific kind engaging in commercial sex of being a sex worker. And there is no
special definition in the eyes of the Hong Kong government.

MODERATOR 1:

I think the focus should still be placed on the public health context. When we look at the notification
of infectious diseases, someone is mobile even if he/she does not have local residency but is working
and living locally. There is limitation here as time is very important. For example, when we are here
for two or three days for this conference, we are "mobile" here. Sometimes people come from the
north, and live here longer, for one year, two years, or even five years. In terms of statistics, they still
belong to the mobile population, because their residency is not here, but relatively speaking, they are
permanent. But on the transmission of HIV, the meaning is probably quite different.
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Participant:

The situation in Guangzhou is rather complicated. The first gate to Guangzhou is the train station. |
personally divide mobile population under four sections. The first covers those persons already
registered in the record. They have a clear goal, for example, business. The second includes those
who come to Guangzhou to stay for a period of time, but are only passing through, using Guangzhou
as a transit station, before going to other cities for certain kinds of jobs (purpose). The third we call the
"blind flow " and these people don't have any goals. They are not trying to find jobs, or seeking an
opportunity to make a living. They are a group of people without any clear direction. Their number
is the largest and their management is the most difficult. It is this group which has the worst public
health conditions. The fourth is the group of tourists.

Participant:

The policy in Dongguan is to categorize according to residency. We consider anyone engaging in
activities in a foreign location belong to the mobile population. This includes local residents who go
to other places.

Participant:

Our representatives have all been talking about populations within our country. In terms of HIV
infection, | believe that the most dangerous are the people that come to our country from outside. The
carriers discovered in Jiangmen were all foreigners or people who had lived a long time else where.
They all have connections with foreign places and they are an important part of the mobile population.

Participant:

In Macau, we have 4 groups of people living and working here. We have around 400,000 residents
and a group of non-resident workers, around 30,000. We don't know what kind of mobilities these
temporary residents have. We also have a group of foreign residents amounting to 23,000. And we
have around 5 million tourists. In primary care, everything is free for residents but for the other group,
if they don't have the blue card, they have to pay some fees. But regarding HIV and AIDS, since the
number of non-residents is very small, they are also provided with free service. With the increase of
this population we might have to change the policy.

Participant:

Whether the population is mobile or not is relative. lts definition varies with the differences in the
residency system. In China, there is a total separation between the rural and the urban areas, as well
as between different cities and different provinces. Therefore, this isn't quite the same as in the United
States and other countries. But on the question of mobile population, in terms of China, once someone
leaves the region of their residency, whether they are coming in or going out, they belong to the
mobile population. On the question of residency administration, if there is no difference between
rural and urban, then no difference will exist between moving from the villages to the city in the same
province or from another county to Guangzhou. Besides, | don't quite agree with the popular definition
discussed by our colleagues here. That is only a derogatory term. The true definition as we have been
discussing here should not have these derogatory meanings. The leaders of Guangdong province
have a high opinion of our mobile population. There was once a headline to this effect in the newspaper,
"Half the merit for the construction of Guangdong go to non-local labour," and | think this could be
another reference for our definition of the meaning of mobile population.



Participant:

I'd like to talk about the situation in Zhuhai. | feel that the definition of mobile population should be
generalized to refer to people aside the normal resident. The categorization of mobile population is
about the same as for Shenzhen. First, there are those who have already acquired temporary residency
cards, who are staying for a short period of time and have registered with the public security department.
Another category includes those who are passing through, those who are in transit, or travelling. But
in Zhuhai, there is yet another group, made up of people who have lived in Zhuhai for 20 vears, but
whose residency is only counted as temporary. So how then do we make the distinction? If we
distinguish according to residency, there isn't anything more for us to discuss. What if we interpret
from the perspective of the disease reporting system, | think we need to examine further.

MODERATOR 1:

This involves the question of residency administration. We have all heard the rumour that mainland
China is going to abolish the residency system. However, this has not been carried out because of
many problems: 1. The large population. 2. The vast territory and huge amount of resources, involving
a lot of other problems. The system has not yet been abolished, but the tendency is to move toward
abolition. This is a problem that still has to be resolved.

Participant:

[ think when we talk about definition, there are two different perspectives. One concerns the spread
of HIV infection, in which case the residency factor and the human mobility are not quite the same. If
we want to look at the spread of infectious diseases, we ought to focus our discussion on specific
community and their relationship to the spread of HIV infection. For example, sex workers are a
group on which we need to do some work. The other perspective relates to management. In managing
a person with HIV infection, from both the clinical and administrative viewpoints, we must consider
where he comes from, and if he needs local medical services.

Participant:

| agree that residency is only an administrative tool of the government. In public health context, what
we are discussing should be the transmission of HIV which entails different mechanisms and the
underlying dynamics. | believe we ought to leave aside government definitions, and define human
mobility from the perspective of HIV transmission. This is more appropriate than putting too much
emphasis on residency.

MODERATOR 2:

If there are no other suggestions, let us move to the next topic of the general characteristics of the
mobile population. This topic involves the occupation, cultural backgrounds, gender characteristics,
and educational levels of the urban mobile population. These may be more closely related to the
spread of HIV infection. The chances for them to indulge in high risk behaviours will probably be
higher than for the rest. I'd like to give a brief introduction on the situation in Shenzhen. There are
over 3.8 million people in Shenzhen; the non-mobile population is 1.1 million. We believe that the
total mobile population is 2.7 million, a large proportion of which, about 65%, are workers in the
enterprise. There is also a proportion engaged in business activities, comprising 15%. Another 5%
are management personnel, and 5% are other technical people. 10% of the people have no permanent
jobs. These 2.7 million people are only those who have already registered with the public security
department. Similar to those in Guangzhou, there is a significant number who only have border
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documents, but no valid work arrangement or regular residence. They number around 100,000. The
characteristics of this group is that they are within the age range of 16 to 40 years old, and are sexually
active. Also, on the whole, their educational level is rather low, below High School level. They
originate from mostly Sichuan, Hubei, and Jiangxi. There is a much larger number of females among
the mobile population, about 65%, whilst only 35% is male. This is the general situation, and the
occupations are largely those of factories as well as cultural and entertainment services.

Participant:

It was mentioned that the mobile population is a representative group for HIV surveillance. HIV
infections have all been diagnosed among the mobile population. Does it mean all mobile populations
have to be tested both on arrival and departure, and non-mobile populations do not have to be tested?
This creates the phenomenon of not regularly testing the local population.

Participant:

For Zhuhai, we have not used this demarcation of local-non-local population on the HIV surveillance
mechanism. One characteristic, however, is that the mobile populations are largely made up of those
who engage in high risk behaviours. For example, there are workers in the tourist industry, saunas,
and also the sex industry. These are the occupation that members of mobile populations participate
in more frequently. So there are more people being tested from this group. Another characteristic of
any mobile population is that its members are younger, which is similar to Shenzhen. There are also
more females, because more women work in the service industry, and their educational level is
lower. Of course, there are some who enter at management level, but they will quickly be absorbed
by the government, with fewer staying as white collar staff. In terms of occupation, more people are
working in the service industry, in saunas, massage, and also the sex industry. There are more members
of mobile populations within this group; fewer people from the regular population are employed in
these occupations. This has to do with educational background, and the condition of the country. In
general, these occupations are not highly regarded and local people don't want to be engaged. | feel
that the discrepancy in the scope of HIV testing doesn't stem from man-made factors but that,
subconsciously, more surveillance is conducted on mobile populations.

Participant:

Our view is that from the government perspective, we refer to the local and non-local population.
From the public health perspective, we divide people into regular and temporary residents. Our
surveillance does not distinguish between local and non-local. For instance, when local residents of
Dongguan have been working elsewhere for a long time, after their return, we also have them tested.
HIV testing in Dongguan is still largely performed among the mobile population. For the group who
regularly reside locally or who have not been engaged in sex services, we won't generally have them
tested. Commercial sex is an illegal activity so we can only determine from the perspective of certain
occupations those who may possibly engage in commercial sex, as there is no clear designation of a
sex worker.

Participant:

I think the problems we encounter in the surveillance and prevention of HIV infection are about the
same. On the mainland, as well as in Hong Kong, being a sex worker is illegal. So we can only look
for this group of people among the occupations which may possibly provide sex services and have
them tested. | think it's the same in most countries. It may be worse in Hong Kong, because it is even



more difficult to find those who are or may possibly be engaged in the sex industry. So we can only
try to use different methods to understand HIV infection within certain community groups. Another
question is about residency and its relationship to HIV infection. Here is an example. In Singapore,
they announce HIV/AIDS statistics and distinguish between Singaporeans and otherwise. This is
totally different from Hong Kong. From the perspective of prevention, the effect of residency isn't so
important.

MODERATOR 1:

Of the mobile population, should travellers be included among those to be tested? According to our
State regulations, anyone who has been abroad for more than 3 months must be tested for HIV antibody
when one returns, otherwise testing is not required. This is a consideration based on the window
period, but it is very difficult to enforce. Who should be doing it? The Health and Epidemic stations,
the Quarantine Bureaus, the Tourism Bureau, or who else? Maybe there is some rationale for the
practice. The purpose of our discussion on human mobility is not simply to analyse that subject, but
ultimately has to explore mechanisms to prevent and control HIV infection. The understand of the
characteristics of its transmission routes would help adopt the appropriate measures.

MODERATOR 2:

As Dr Lee has said, there is no definite relationship between residency itself and the spread of HIV
infection. We do agree on this point. There isn't much correlationship between the place of residency
and the HIV rate of mobile populations. But there may possibly be some special factors in any mobile
population. These people are far away from home, they need some emotional compensation, and
they belong to the vulnerable community. They leave their place of original residence and their
families to go to another place and, consequently, morality and family bondage are relatively weaker.
Their chance of engaging in high risk behaviours will be higher than that of ordinary people. Combining
the age characteristics of this group with their cultural background and educational level, their places
of residency are not related to their HIV infection rate, but the latter has a closer relationship with
certain specific occupations.

Participant:

I realise that we have all been talking about sex workers. But at present, nobody has registered and
identified herself as a sex worker. Whether in Hong Kong, Macau, or on the mainland, there is no
such thing. We go to places of entertainment, saunas, and massage parlours, to find these people. It
so happens that many of them are from elsewhere. It's their economic condition and their work that
link them with HIV infection. They have been targeted but not because of their residency.

Participant:

In fact, this is our biggest problem concerning commercial sex workers in Macau. Since they are hired
and contracted by agents, this is easy for us to find them because they need a permit to stay. It's easy
to educate, provide condoms, counsel and check the situation. The more dangerous group is those
migrants that work in the streets. We don't know where they are, where they come from and where
they go. They are in a worse situation than those in the saunas, dancing bars or massage parlours. We
don't have any particular policy for these persons. Sometimes they come with the visa for 7 days and
then they go back. We don't have time and conditions to educate them and to evaluate the situation.
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Participant:

What we are concerned about is HIV infection. Since HIV infection itself is not directly related to
human mobility, we shouldn't be looking at the characteristics of the mobile populations but we
should be finding out which kinds of people in society are vulnerable to HIV infection, and then carry
out either investigation or intervention. It so happens that places like Zhuhai, Shenzhen, Hong Kong
and Macau are ahead in economic development, and relatively few local people will engage in these
work locally. This has led to the emphasis on the question of human mobility. By contrast, in some
regions, there are more people being "exported". Their consideration will not be the same as in
Zhuhai and Shenzhen, but rather a matter of infection from outside.

MODERATOR 1:

This is a solid example. For our visit to Macau this time, the Macau government has adopted an
"intervention policy". Every representative has been given a condom. For tourists, can't we adopt
corresponding intervention measures and distribute some promotional materials and necessary tool?
This is a realistic question. A few years ago at the AIDS Conference in Guangzhou, | made a proposal
and suggested that we could be one step ahead, and through the Tourist Bureau, distribute a brochure
to introduce the message about AIDS prevention to people travelling abroad. However, up to now,
we still don't dare to supply these "tools". | believe it will improve soon.

Participant:

This may be the opportunity for carrying out intervention with the mobile populations. When they
come to us, we give them something and tell them not to engage in high risk behaviours. When local
people go to other places, we also tell them not to engage in high risk behaviours. The mobile
population itself is not a surveillance group, instead, it is a community which provides an opportunity
for intervention.

MODERATOR 2:

Not all mobile populations are to be targeted. Some of them may not be in high risk occupations. The
focus is on certain areas and workers in some occupations which have a higher risk of engaging in sex
industry. We call it a "vulnerable group" and we should carry out targeted surveillance on the group.
Based on the figures released by public security department in Shenzhen, 94.5% of crimes are
attributable to non-local population. Also, 90% of the HIV carriers that we have discovered are
people from elsewhere and not from Shenzhen.

Participant:

Among certain mobile populations in the Pearl River Delta, it is appropriate to carry out intervention
targeted at certain behaviours. This doesn't mean that the mobile population itself is dangerous. As
public health professionals, we understand this very well. Our discussion about mobile populations
may not be comprehended by the general public. Believing that "where there is a mobile population,
there is HIV/AIDS" is not always true. Some cities may have observed that all HIV carriers came from
other places. But this doesn't mean it's a problem of human mobility. For those in administration, the
question of residency is more important, because it affects whether the patient can receive medical
services. This has however no relationship to public health.

Participant:
| agree with this viewpoint. At present, the focus of our surveillance:is on the mobile populations. If



we carry out HIV testing on all local residents, the results may not be the same. We should be looking
at the whole picture. Our surveillance results may be misleading, and this will make people think that
there are more members of the mobile population under surveillance. This isn't always true.

PROFESSOR CHIN:

 think we need to approach mobile populations properly. We're trying to describe firstly their general
sexual behaviours. Once we've described that, then we can perhaps make an evaluation as to if these
are very high risky behaviours. I'll give you an example. The large number of males went to construct,
say, the Hong Kong airport. That's a good example of mobile population working under specifically
a project. What was needed would be that someone would go and study the living arrangements and
to find out whether or not these men used sex workers. If yes, then try to find out in general how many
sex workers there were and the average number of sexual partners they might have had, whether
condoms were used or not and then to make an evaluation of whether or not the prevalence and the
intensity of sexual risk behaviours in that population warranted additional HIV surveillance. It could
be that some of these men were so tired that they just worked for 3 or 4 months and they went back,
in which case the HIV risk of that mobile population would be almost nil. You wouldn't be concerned.
So you need to first evaluate the mobile population with regard to the prevalence and the intensity
and frequency of high risk behaviours. If they are using sex workers, and do not use condoms, and the
prevalence of these activities is very high, then you have to develop some public health surveillance
around this problem.

Participant:

Yesterday, in one of the pictures shown by Dr Tim Brown, the target group for surveillance in India
was factory workers. There were both males and females, and they ranked number 2 or number 3 in
the programme. 1'd like to know if they were a mobile population. In many factories on the mainland,
especially in the Pear| River Delta, the majority of the workers belong to the mobile population, and
they are all young people. Their cultural and educational levels are also relatively low, and they are
in the sexually active age range.

DR TIM BROWN:

Often the factory worker populations, whether you were dealing with Thailand or India or other
countries, are quite extensively drawn from the mobile populations, because the factories tend to
attract younger men and women typically. These workers are removed from their normal social
environment, so they are no longer in their villages or in their hometowns. When they are in a factory
environment, very often in their dormitory, it maybe more difficult to carry on a courting relationship
with somebody within that type of setting. This very often tends to encourage risk behaviour. This is
seen across a large number of countries. The same thing is seen with workers in some of the special
economic zones in Sri Lanka where young women who come into the factories also tend to be much
more sexually active than other young women at those age ranges. You've got to assess your own
situation locally, because it may not be the case in all parts of China. To build on what Prof Chin was
saying, | would point out that you don't need to necessarily start a survey. Surveys are one approach
for looking at this sort of thing. But to do an initial assessment, you can send an anthropologist or a
social scientist just to do a rapid assessment. Talk to a lot of people, get a sense of where people are
going for sexual outlet or what they are doing for entertainment in their off-times. These can be done
in an informal basis without going through the mechanisms of setting up a survey. If doing that
doesn't indicate much risk behaviour, then you probably don't have to worry too much about that
population. But if that anthropologist or social scientist finds a lot of indications of risk behaviour or
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a lot of discussion of different patterns, then that forms the basis for starting some survey to look more
quantitatively at what's going on. We need to remember there is a whole spectrum of behavioural
methods that can be used, not all of which are time-intensive or require a great deal of resources. The
implementation of some of them can be relatively fast and inexpensive, from the manpower point of
view. You need to be willing to apply them. Very often that requires making partnerships with the
people at the social science institutes or the anthropologists who can assist you, if you don't have the
capacity in your own unit. I've worked with a lot of anthropologists and they were very good at going
in and very quickly assessing the situation and coming back and telling you if you need to worry about
the risk behaviour in the population or not. So think about that when you are trying to decide whether
or not these populations are of critical importance as to epidemic or not.

Participant:

| believe that in addressing the management of mobile populations, we must first understand their
characteristics. The differences between the mobile population and the local population are quite
marked. Their income is unstable, their residency not regular, and their chances of gathering of
separation are higher. When their partners are absent, their sexual needs are also greater. So they are
more susceptible to high risk behaviours. In regard to the control of infectious diseases, they are more
difficult to manage compared to the local regular population. The high risk coefficient for the mobile
population ought to be higher than for the local population. Our discussion should, therefore start
from this point.

Participant:
I've heard that when non-local residents are infected, they will be sent back to their original places of
residence. 1'd like to ask if anyone present has received reports about local people who have been
sent back after being infected elsewhere? Or whether or not they have been sent back from abroad or
other places?

Participant:

Our protocol in Dongguan works like this. The management differs for local and non-local people.
We ask the opinion of the non-local residents if they are willing to return to their places of origin. If
they are willing, we will send them back. Also, through the Health and Epidemic station we will
inform the other party's counterpart at the county level. So the management is transferred to the local
station and we will no longer be responsible. If it's someone with local residency, one will be managed
by the Health and Epidemic station here. Management only means providing education and some
services, treatment is not included.

Participant:

The "Infectious Disease Prevention and Control Act" of this country stipulates a set of guideline. For
instance, if | diagnose infection on someone from Hunan and Hubei, | am required to inform the other
party. If the other party discovers any cases originally from my area or under my jurisdiction, they
should also inform me. If there are notification records on infectious diseases, they will be sent too.
Names, genders, and residential addresses are all included.

Participant:

Perhaps the Pearl River Delta is a relatively well developed area, so we only talk about the situation of
non-local residents being infected, and we haven't talked about the situation of those infected who



returned home. We should consider the situation of a local resident who goes elsewhere, not necessarily
abroad, maybe to another province. If he becomes infected, of course he will return to his own
province. This is the same principle as when you discover a HIV carrier and you send him back to his
place of origin. If we encounter problems when someone is returned, we will know what we should
watch out for when we send someone else back.

Participant:

The State certainly has this regulation, which was set up at the initial stage when HIV infection was
first diagnosed on the mainland. Many of the cases were people from abroad, so the idea was to send
them back to their original place of residence. Now we have developed to our present stage. If a
person infected with HIV does not have local residence, we will ask if he is willing to stay here or go
back to his original place of residence. If he stays, we can continue to provide counselling and
medical services. Also, we will certainly inform officials at his original place of residence, so they will
also understand his condition, where it was discovered, and where he is right now.

MODERATOR:

For example, if someone from Hunan is diagnosed to be HIV positive in Guangdong, we cannot send
him back by force. The State regulation requires us to "Persuade him to return to his original place of
residency." This is the original wording, it says, "Persuade, or try," not force. If he is unwilling to go
back and stays in the local area, the local Health and Epidemic station must be responsible for providing
him with public health services. But they must also report to station in his place of residence.

Participant:
Another question: Why is it that other people always come to the Pearl River Delta and found infected?
Are they all infected in the Pear] River Delta?

MODERATOR 1:

From the ranking of HIV figures in the national data a few years ago,Yunnan was number 1, Guangdong
was number 2. But now Guangdong ranks number 5 or number 6. Provinces like Xinjiang, Guangxi,
and Sichuan, all have more cases than Guangdong. That doesn't mean that there are fewer cases in
Guangdong; but rather, there are more cases in other provinces. The figure has also risen in Guangdong.
The rate of increase in the incidence of HIV infection in Guangdong cannot match that in other
provinces. HIV rates do not rise just because people come to the Pearl River Delta.

Participant:

It does not mean that the cases discovered in Guangdong or the Pearl River Delta had all been infected
in the Pearl River Delta. The situation isn't like that. The place of discovery is in the Pearl River Delta,
but the infection may not be from here.

Participant:

How do you manage patients in Hong Kong? Not long ago, we receive notification from Hong Kong.
Someone's husband was a Hong Kong resident; he died after being infected with HIV. She discovered
that her husband had died from AIDS only when she was going through his belongings. She was
tested HIV positive in Hong Kong and was immediately asked to return to the mainland. How do you
manage this type of patient?
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Participant:

This could not have happened. The management of HIV infection in Hong Kong is essentially a
clinical system. There isn't a huge epidemic prevention system like that in the mainland. Why did
she go back? | suspect that she herself might not be a Hong Kong resident, and she did not have the
right of abode in Hong Kong. If she had been in Hong Kong for a period of time, say for 3 to 6 months,
then after that she would have to leave. This has nothing to do with HIV infection. People in Hong
Kong generally don't have a very strong sense of residency. We know that for someone who come
from China, he says he has to return to his place of residency. People who have grown up in Hong
Kong are more indifferent to this concept.

Participant:
If one is confirmed to be infected in Hong Kong, his period of stay can be one to two years. What will
be included in your medical services? Is there any difference from local residents?

Participant:
The services will be the same. But non-residents have to pay a high charge. But this is an administrative
arrangement, it has no direct relationship to HIV infection itself.
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Rapporteur’s Report
Dr Teresa Choi

Firstly, we all agree that we should emphasize on HIV surveillance. During yesterday's discussion,
consensus has been reached on the surveillance definition of HIV infection. ELISA shall be used for
the initial screening and, if the result is positive, a confirmatory test should be performed. This is the
usual practice in Hong Kong, Macau, and the mainland. As far as data collection is concerned, we
basically carry out at a municipal level. Each municipality collects data while conducting HIV
surveillance. Surveillance is composed of three parts: data collection, data analysis and reporting.

With regard to the dissemination of information, we do this in the same way — surveillance is
primarily performed by the professionals, while reporting is by the government. The data collected
from a municipality is sent to the provincial anti-epidemic station (provincial surveillance centre), and
then to the provincial government. The state government then carries out an overall analysis. On the
mainland, information is released by the government, first by the provincial or state government, and
then by the local government. It is actually the same in Hong Kong where the professionals carry out
surveillance and submit the data to the government. The only difference is that the process involves
only one institution, so it is very simple. The methods of disclosure include press releases and regular
reports. Whether or not the release is regular was not discussed yesterday. In Hong Kong, this is
carried out on a regular basis.

We also discussed the definition for AIDS surveillance. If a person’s HIV antibody test result is positive,
HIV inflection is established. HIV infected patients are diagnosed as AIDS by a set of criteria which
mainland and Hong Kong hold different views. (Hong Kong adopts the definition transformed from
CDC (1993) in the United States, while the mainland and Macau adopt the definition of WHO.) We
put forward some questions which had not been discussed. For instance, is the HIV reporting system
complete? Are there any HIV cases that had not been diagnosed? Is it because the definition is unclear
so doctors are unable to diagnose, and thus produce no reports? Even if cases can be diagnosed, do
doctors know that they have to report? We did not discuss these aspects but they may be very
important to our work in future.

On the other hand, the targets, accuracy and usefulness of HIV surveillance were discussed yesterday,
in addition to high risk indicators. Apart from high risk behaviours, high risk indicators include such
things as STDs. We discussed two issues — high risk behaviours and high risk populations. High
risk behaviours may refer to sharing of injection equipment, sex without using a condom, or sex with
a sex worker. Where can these behaviours be found? First we have to determine the target population.
Several factors have to be considered when choosing the population to be monitored. First of all, is
this a high risk population, e.g. a population of sex workers? It may not be easy to find sex workers.
We may have to go to places of entertainment, and they may be considered as vulnerable population.
It is very important to know if such populations can be identified. Drug addicts sharing an injection
equipment is a high risk behaviour and can be found in drug-taking communities. We may have to
find them in drug addiction treatment centres or methadone clinics in Hong Kong. On the mainland,
sex workers may be found in women re-education centres; in Macau (or Zhuhai), we find them in
places of entertainment, and it is where surveillance is conducted.



When conducting surveillance on any high risk population, should the focus be on high risk behaviours
of HIV carriers or high risk behaviours of the particular population? In other words, is it necessary to
perform HIV antibody tests on the same population when monitoring high risk behaviours 1n sex
workers? It is not needed in the case of ordinary behavioural surveillance.

What is the relationship between behavioural surveillance and intervention? How should we make
use of the surveillance data to conduct intervention. Should the intervention be done by public health
doctors or government departments? Yesterday we discussed public education and peer education.
The aim of peer education is to establish a trusting relationship between doctor and the target population,
and to rely on the latter to provide education to their peers.

We are all concerned about the problem of infection in the health care setting. When compared with
other behaviours, however, this is not the most serious problem. We have to increase medical
professionals' awareness of preventing iatrogenic infection and how to handle blood-contaminated
appliances. We have also discussed other high risk indicators like STDs. The management of HIV
infection and HIV patients is undertaken at three levels — administration, public health, and clinical
practice. A person first undergoes a screening and then a confirmatory test. If the result is negative,
counselling services including psychological counselling is provided. If the result is positive, the
person is immediately referred to the relevant clinical department, or followed up by surveillance staff
and sent to hospital only at the onset of symptoms. Different factors have to be considered during
each stage of the management. First, we shall examine whether the existing system will increase or
decrease discrimination. Although it is hard to avoid discrimination, has the extent of discrimination
been lowered as much as possible? Second, there is the problem of resources. If the follow-up is by
public health doctors, are there enough human and technical resources to ensure continued support?
Third, we have to consider the number of patients and HIV carriers. How do we improve the
management system when the number of AIDS patients and HIV carriers increases? At present, the
number is quite low, and most problems can be dealt with. Fourth, can existing facilities like hospitals
be fully utilized, and whether doctors competent to provide treatment can be mobilized. On the
relationship between public health and clinical management, surveillance personnel is responsible
for providing clinical staff with relevant information to help them understand the considerations of
HIV management.

Lastly, the problem of human mobility was discussed. This definition can be examined from two
points of view — that of registered residence management and public health management. HIV
prevention and surveillance emphasizes the consideration of human mobility from the public health
perspective. This depends on the characteristics of human mobility rather than registered residence.
In many cities, the place of origin is used to establish a registered residence management system. Will
this change in the future? There are two types of human mobility — those coming to the locality and
the others being native people going outside. In general, non-native population is of a lower educational
level, a younger age, and many may be unmarried. We have not discussed much about the outgoing
population. A mobile population is mobile in terms of registered residence, but the phenomena is not
directly related to HIV transmission. We have to determine whether there is a relationship between
human mobility and HIV infections and what kind of relationship it is? Such factors as geographical
distribution and occupations of the mobile population have to be considered. For instance, the mobile
population in Zhuhai and Shenzhen are mostly found in places of entertainment. When its distribution
is known, behaviours will then be examined. For example, is there any high risk sexual behaviour?
The next steps shall be determined if high risk behaviours are confirmed.
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Concluding Remarks

Dr S S Lee, Hong Kong:

We have addressed many different issues during the past two days. These issues cover the following
three areas — public health, clinical services, and administration. These three parts can help us
pursue further discussion after the seminar. We should not forget that the administration only provides
a framework for us to build a better public health system and better clinical services.

In both yesterday's and today's meetings we have discussed the important work of the public health
system, which comprises prevention and surveillance. In order to prevent HIV infection from spreading
in the Pearl River Delta Region, we need to further explore the following areas. One is behavioural
surveillance, but many problems remain that cannot be resolved overnight. With regard to prevention
and surveillance, how can the two be integrated? Lots of surveillance work have been done in various
cities but the results have not been incorporated in preventive measures. The last area involves the
connection between clinical practice and surveillance. Before the meeting, | thought that the HIV
problems varied in the different cities of the Pearl River Delta Region. After two days of meetings,
however, | have changed my view. They are, in fact, not very different. We share many common
points, and in many cases the problems are exactly the same. Every city's system may differ slightly,
but in terms of response, the motives and the methods used are very similar. Some of the experiences
encountered in Macau and Hong Kong may be useful. For instance, Hong Kong has done some work
on the experimentation of behavioural surveillance, but as far as identifying a target population is
concerned, not as much work has been done by Hong Kong compared to the mainland. Some of the
work has been initiated in Shenzhen. We can increase our experience in behavioural surveillance
through further research and exchange. At present, no country in the world can say, "Our behavioural
surveillance is the best." Although to date not much has been started, we may be able to exchange
more views and experiences when we meet after a year or two. We are facing very similar problems.
The mobile population may move from Hong Kong to Jiangmen or from Macau to Hong Kong. Every
day a lot of people are on the move. | believe that the Pearl River Delta Region can be viewed as one
unique territory. We are linked together by many social and cultural factors and these factors can
help us develop more effective means to prevent the spread of HIV infection.

There is another issue that needs further discussion. What we are talking about is HIV infection.
Although the term looks very simple, it covers things about which we have totally different
interpretations, such as choices of words, definitions, language, etc. HIV infection had a longer
history in Europe and the United States, and these countries have done a lot of relevant research. We
have to pay attention to the translations of their terminology and definitions. Some of them are not
applicable in the Pearl River Delta Region. We may have to re-evaluate the use of each definition.
When a particular definition is used in surveillance, we have to consider the needs of the Pearl River
Delta Region and the actual requirement of the individual project before deciding on the approach.

Finally, I find the process of development very inspiring. HIV infections occur at different times in
various cities in the Pearl River Delta Region. They may occur earlier in Hong Kong and later in the
northern area of the Pearl River Delta Region. There are fewer cases on the mainland, and the current



problems look like those which existed in Hong Kong ten years ago. These problems have a
commonness and we may consider them from the developmental point of view. Some of the work
was not done well in Hong Kong. We may put this forward for discussion and share the unsatisfactory
experiences, so that we will be more effective in the future.

Dr Chen Wai-shi, Guangdong:

We are honoured to gather here to discuss several issues on the prevention and control of AIDS during
the past day and a half. The three academic reports presented yesterday morning were very informative
and enlightening. All of you were eager to participate in the discussions held yesterday afternoon and
this morning, which were very fruitful. | think we have found the common ground and the differences,
though many participants still have much to say but we could not explore some topics in depth due to
the limited time available. Some of the problems have been thoroughly explored whilst a few are still
unclear, and others might never be completely understood. But this does not affect our commitment
to fight AIDS. Our common goals are to effectively prevent and control the infection and spread of HIV.

I have two hopes: First, to better develop our work in the future — how to enhance HIV surveillance,
how to effectively adopt interventionary measures, choose the right population and do the work well.
This is one of the aims of our meetings. Second, according to the opinions expressed, representatives
from the mainland think that this kind of meeting is useful and fruitful, and hope that it will be held in
Hong Kong next year for exchange of views. In future, we may hold the meeting on the mainland.
We may choose one city from Zhuhai, Shenzhen, Dongguan, Guangzhou or Qingyuan. It will depend
on the actual situation at the time.

Finally, on behalf of the representatives from the mainland, I sincerely thank the Medical and Health
Department of Macau, the Macau Public Health Laboratory, the University of Hong Kong, and the
Health Department of Hong Kong for their enthusiastic support and sponsorship. 1 also want to thank
all representatives for their participation. Thank you very much.

Dr Morais, Macau:

Thank you very much. Thank you for the nice words and especially for Dr Fox's commendation on
this workshop. On behalf of the organising committee and Macau Health Department, | want to
thank you all for your active participation. It was very interesting and fruitful. I want to thank our
distinguished guests, speakers and our convenors who have fantastically handled the roundtables.
And | want to thank you all, participants from mainland, Hong Kong and Macau. During these two
days, we have worked together, exchanged our past experiences on HIV infections and its spread in
our region. | hope this workshop is the starting point for future meetings in which we work together
and review what we have been doing, and to join our thoughts on the control of HIV infection in our
region. We feel like all at home. It seems we've known each other for a long time. It's wonderful to
have such colleagues with us. | wish you all a good journey back home. I hope to see you soon and
to have another successful meeting like today's. Thank you very much.
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