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Abstract 

HIV/AIDS is more than a health issue. It can affect anyone – men, women, and 

children. It is a fundamental threat to development and places the political stability and 
economic security of developing countries at risk. An analysis of the HIV situation in 
Southeast Asia among high risk population, specifically sex workers, highlights that 

political leadership, active health systems, resources, and community level ownership 
are key elements in the fight against HIV. Sex workers, both formal and informal, are 
vulnerable to HIV infection due to multiple partners and inconsistent condom use, 

injecting drug use, migration and mobility, and social and economic factors. In the past 
two decades, interventions such as the 100% Condom Policy and empowerment and 
capacity building programs have reduced the vulnerability of HIV infection among sex 

workers. The increasing movement of sex workers between the countries in Southeast 
Asia has raised concerns regarding the transmission of HIV. It is necessary to address 
HIV infection among sex workers from a regional perspective, taking into account the 

political, social, and economic situation of respective countries. HIV/AIDS is not an 
issue restricted to the health center alone – it requires a multi-sectorial approach that 
combines policy, education, empowerment, health, and gender equity.  
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I. Introduction 

The global burden of HIV/AIDS continues to have devastating effects on men, 

women, and children. Approximately 1% of the global adult population (15-45 years old) 

is infected with HIV (UN, 2008). Every day, nearly 7,500 people are infected with HIV 

and 5,500 die from AIDS (UN, 2008). The number of people living with HIV has 

increased from an estimated 29.5 million in 2001 to 33 million in 2007 (WHO, 2007). 

Two thirds of those living with HIV are in sub-Saharan Africa, where about 60 per cent 

of adults living with HIV in 2007 were women (UN, 2008). HIV is a long wave crisis that 

extends far beyond concerns for the health center alone. It is a hidden disease with a 

long incubation period that affects the most productive members and reproductive 

members of society. It is a pandemic that affects both urban and rural dimensions, 

males and females, and the rich and poor, although the poor face the most severe 

impact. In the past decade, national and local capacity to respond to the HIV/AIDS 

pandemic has been decreasing as individuals in national governments, the United 

Nations (UN), and non-governmental organizations (NGOs) continue to become 

affected by the disease. Multilateral institutions such as the United Nations have 

addressed global pandemics, specifically HIV/AIDS, in its Millennium Development 

Goals (MDG). MDG 6, which aims to combat HIV/AIDS, malaria, and other diseases, 

strives to achieve universal access to antiretroviral treatment by 2010 and halt and 

reverse the spread of HIV/AIDS by 2015 (UN, 2008). The international response to 

HIV/AIDS, both public and private, has encompassed prevention and mitigation efforts 

to increase knowledge regarding HIV transmission and access to antiretroviral drugs.  
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Within the past decade the prevalence, the number of cases in the population at 

any given time, of HIV in adult populations has reached a near steady state (Rosling, 

2009), quite likely due to the dramatic increase in international aid (Pfeiffer & Nichter, 

2008). The incidence of HIV measures the number of new cases per 100,000 people. 

Although it is too early to declare HIV an endemic, the overall global trend is toward an 

endemic steady state. The variation among individual countries no longer resembles the 

extreme spikes in the incidence and prevalence last seen in the 1990‘s (UNAIDS, 

2009). This trend indicates that the need for prevention efforts is the key to lowering 

prevalence worldwide. According to a recent UNAIDS update; ―Latest data indicate that 

fewer than 40% of young people have basic information about HIV and less than 40% of 

people living with HIV know their status‖ (UNAIDS, 2009). This presents a major 

problem for global health security. Despite mass efforts to convey preventive HIV 

education around the world, many individuals and communities lack the resources and 

infrastructure to act on the knowledge.  

In the early to mid-1980s, while other areas of the world were facing the risks and 

consequences of the HIV and AIDS epidemics, Asia remained relatively unaffected. 

However, during the early 1990s, the AIDS epidemics had emerged in several Asian 

countries. HIV has now spread rapidly through many areas of the continent. Around 4.7 

million people are currently living with HIV in Asia (Avert, 2009). There is no single 

‗Asian epidemic‘ - each country in the region faces a different situation. The trajectory of 

the HIV epidemic in Asia is primarily concentrated among members of high risk and 

socially marginalized groups. These groups include sex workers, injecting drug users, 

and men who have sex with men (MSM). Men who have unprotected sex with sex 

http://www.avert.org/hiv.htm
http://www.avert.org/aids.htm
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workers are at risk, not just of contracting HIV and sexually transmitted infections (STIs) 

themselves, but of passing these infections on to their wives and girlfriends. Female sex 

workers do not infect one another with HIV (unless they are sex workers who inject 

drugs and share needles). It is the clients or partners of female sex workers that infect 

them with HIV. Once infected, they are likely to pass the infection on to other clients 

who do not use condoms or who use them incorrectly. In addition, sex between men 

accounted for some of the earliest recorded cases of HIV in Asia, and transmission 

through this route is still a prominent feature of the epidemic. Most men who have sex 

with men (MSM) in Asia do not self-identify as gay because of cultural norms that 

discourage homosexuality; in some cases, these men may even be heads of families, 

with children (UNAIDS, 2006). MSM and clients of sex work serve as the bridge 

population for HIV to spread into the broader population. 

An in depth examination of factors contributing to HIV transmission in Southeast 

Asia between high risk groups, such as sex workers, and the bridge and general 

population will provide insight regarding the successes, failures, and gaps of HIV 

intervention programs.  The vulnerability lens provides a holistic framework in which to 

assess the factors that make female commercial sex workers more susceptible to HIV 

infection. The two prongs of the research question is to address the social, cultural, and 

behavioral aspects that make female commercial sex workers more vulnerable to HIV 

infection and recommend intervention and program strategies to curb the prevalence of 

HIV amongst this vulnerable population.  

II. Target Population 
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Each country in the Southeast Asian region faces a different HIV situation. The 

trajectory of the HIV epidemic in Asia is primarily concentrated among members of high 

risk and socially marginalized groups. Due to multidimensional intervention efforts, 

countries such as Cambodia and Thailand have noted declines in HIV prevalence rates; 

however, HIV prevalence rates have increased in Indonesia and Vietnam. There are 

three main HIV transmission routes in Asia are unprotected paid and unpaid sex, 

injecting drug use, and sex between men (MSM). The HIV epidemic in Asia affects 

numerous countries in the region and is shaped by local conditions.  

Table One: Regional Comparison of HIV Situation and Government Response  

Adapted from USAID HIV/AIDS Health Profile, 2008 

Country 
Name 

HIV Situation  Government Response 

Thailand 1.4% adult HIV prevalence rate 

580,000 estimated persons living with 
HIV/AIDS 

High risk groups include brothel-based 

female sex workers (7.7%), non-
brothel based female sex workers 
(4.2%), IDUs (30-50%), and MSM 

(40%) 

88% of HIV infected persons receive 
ART 

Public education campaign 
Improving STI treatment and access to ART 
Discouraging men from visiting sex workers 

100% Condom Policy in brothels 
Promoting condom use in the general 
population 

Requiring sex workers to receive monthly 
STI tests and carry records of the test 
results 

Focus on HIV co-morbidities with malaria 
and TB 

 

Cambodia 0.9% adult HIV prevalence rate 

61,400 estimated persons living with 
HIV/AIDS 

High risk groups include brothel-based 
female sex workers (12.7%), police 
(3.1%), and MSM (8.7%) 

78.7% of HIV infected persons receive 
ART  

―100% Condom Strategy‖ in brothels 
launched in 1999 has reduced HIV 

prevalence by more than half  to 0.9% 
HIV prevalence among brothel-based 
female sex workers decreased from 42.6 

percent in 1998 to 33.2 percent in 1999 to 
12.7 percent in 2006 
Expansion of ART coverage to urban and 

rural provinces  
HIV/AIDS education is a mandatory 
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Epidemic largely driven by men visiting 

commercial sex workers 

component of national curriculum 

Vietnam 0.5 % adult HIV prevalence rate 

290,000 estimated persons living with 

HIV/AIDS; number of people living with 
HIV doubled from 2000 to 2005 

HIV has been detected in all 64 

provinces 

High risk groups include IDUs and sex 
workers. 33% of sex workers also use 
injecting drugs. 

 

Establishing national surveillance, 

monitoring, and evaluation system 
Increasing public health management 
capacity of health professionals 

Training physicians in HIV treatment and 
care 
Reducing stigma and discrimination against 

people infected with HIV 
 

Indonesia 0.1 % adult HIV prevalence rate 

170,000 estimated persons living with 

HIV/AIDS 

High risk groups include sex workers 
(25%), IDUs (>50%), and MSM (1%) 

20% of HIV infected people receive 

ART 

Increase in the incidence of HIV-TB 
co-infection 

54.7% of sex workers and 56.5% of 

MSM use condoms consistently 

18.5% of IDUs consistently use both 
sterile needles and condoms. Many 

IDUs sell sex to finance drug habits 

Focus on improving HIV surveillance, 
access to anti-retroviral treatment, 

subsidizing costs of treatment, and capacity 
building 

Limitations include  lack of consistent 

government funding, treatment adherence 
(HIV patients drop out of ART due to 
complex factors) 

14.8% of sex workers and 3.3% of clients of 

sex workers had received HIV testing in the 
previous 12 months and knew their test 
results 

Southeast Asia is a region of increasing concern for the global HIV pandemic. It is 

estimated that approximately 1.5% of the total female population in Malaysia, the 

Philippines, Thailand, and Indonesia are involved in sex work (Avert, 2009). 

Epidemiological data indicates that an increasing number of women who are married 

and considered ‗low-risk‘ of HIV infection are becoming infected with HIV (UNAIDS, 

2009) Estimates show that around 25-40% of new HIV infections in several Asian 

countries are among wives and girlfriends of men who became infected through paid 
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sex, having sex with other men or injecting drugs (UNAIDS, 2008). MSM and clients of 

sex work serve as the bridge population for HIV to spread into the broader population. 

Figure One: Pathway of HIV Transmission (WHO, 2009) 

 

The sex industry is part of the fabric of life for many countries around the world; 

however, it is not officially recognized and does not appear in lists of industrial or 

service sectors (Pyle, 2000). The sex industry has enormous economic importance – it 

involves a wide network of political and social power relations, encompasses a range of 

cultural beliefs, and has a profound impact on workers and clients (Ainsworth et al, 

2003). Sex workers typically experience low wages, no benefits, long hours, separation 

from family, health hazards, and lack of rights in their workplaces and society. Sex work 

involves provision of various sexual services for which one receives payment or some 

material gain (Pyle, 2000). The sex industry is gendered – workers are predominantly 

women, although male and transgendered persons are involved (Kempadoo & 

Doezema, 1998). In most parts of the world, especially Southeast Asia, this industry is 

characterized by males as the buyers of sexual services. There are increasing numbers 

of female children involved in selling sex. Work in the sex industry often involves 

migration within and outside of the home country, increasing one‘s risk to HIV infection. 
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Sex workers encounter many types of risks – they have little financial, social, or political 

security. Working conditions vary widely depending on the brothel management and 

whether sex workers are voluntary or involuntary (Lim, 1998). Most sex workers have 

little control over the terms under which they work or the locations of where they work 

(Lim, 1998). They face economic (exploitation of wages and benefits), psychological, 

and physical abuse (Lim, 1998). Some sex workers enter the industry voluntarily in 

search of economic opportunity while other women are trafficked into the industry under 

false pretenses; they may have migrated due to promises of jobs in domestic or factory 

work, but are forced into sex work. Moreover, the sex industry is volatile – women, both 

voluntary and involuntary workers, face a multitude of economic, social, and political 

constraints that make them vulnerable to the pre and post HIV infection impacts. It is 

difficult to obtain accurate information on the number of women involved in the sex 

industry and the domestic and international flow of revenues generated.  

Women‘s risk for HIV is intricately tied to their male partner‘s role as the clients of 

sex workers (Morrison, 2006). The history of male and female sexuality in Southeast 

Asia, specifically Thailand, illustrates that men have had multiple sex partners since at 

least the fourteenth century. The elite had numerous wives and concubines, while less 

wealthy individuals visited sex workers (Van Esterik, 2000). In the fifteen century, 

women were commonly bought and sold for sexual services (Kammerer, 1995). In the 

past two centuries, prostitution has proliferated in Thailand due to urban growth and 

social unrest due to war. The existence of sex work has historically provided men the 

ability to maintain multiple sexual partners without incurring the long-term financial 

responsibilities of maintaining numerous wives (VanLandingham, 1995). Urban growth 
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and rapid industrialization have contributed to sex work and the HIV epidemic. Rural 

girls from poor families may enter sex work in cities as a temporary financial 

arrangement to help their families (Boon Chalaksi & Guest, 1994). The cultural norms, 

affordability, and accessibility of the sex industry for workers and clients resulted in 

dramatically escalating rates of HIV in Thailand by the early 1990s (Morrison, 2006). 

The decision to sell sex is not only a last resort but a pragmatic economic choice; 

however, these choices are not always made in circumstances of the worker‘s own 

choosing (Morrison, 2006). 

III. Definition of the Problem 

 

An examination of the relationship between the aspects of poverty (economic 

poverty, social poverty, and political poverty) and an individual‘s vulnerability to 

HIV/AIDS impacts addresses the direct correlation between poverty and HIV/AIDS 

prevalence. Communities facing economic, social, and political poverty are more 

vulnerable to contracting the HIV infection and coping with the post-infection impacts. 

Vulnerability is the combination of one‘s exposure, sensitivity, and adaptive capacity to 

the shock —all of which are impacted due to poverty. Poverty is a state of deprivation 

and exclusion; it restricts an individual‘s choices and decision making.  

It is difficult to discuss sex workers as a single ‗group‘, because those involved in 

the sex industry come from a diverse range of backgrounds and cultures, and can differ 

greatly in the lives that they lead. In the same way, the levels of risk that they face in 

terms of HIV infection can be vastly different, depending on the country that they live in, 

whether they work from a brothel or ‗on the street‘, and whether they have access to 

http://www.avert.org/sex.htm
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condoms, amongst other factors. The faces of the sex industry vary from wealthy 

escorts supplying services to businessmen to an impoverished girl who is being forced 

to sell sex in Thailand‘s sex tourism industry. Despite this diversity, sex workers often 

share several common factors in their lives, regardless of their background.  

Multiple partners and inconsistent condom use 

Sex workers typically have high numbers of sexual partners. If condoms are used 

consistently and correctly, this in itself does not necessarily increase their likelihood of 

becoming infected with HIV. However, it is evident that sex workers and clients do not 

always use condoms. Several barriers to condom use include lack of access to 

condoms, lack of awareness regarding the importance of condoms, lack of power to 

negotiate safe sex practices, decreased financial pay for sex with a condom versus 

without a condom, refusal from clients to pay for protected sex, and the use of violence 

or abuse to enforce unprotected sex (Mastro, 1995). In certain circumstances, clients 

may offer more money for unprotected sex and women who are in need of an income 

may find it hard to refuse sex in such cases. Cambodia‘s implementation of a 100% 

Condom Strategy in brothels has reduced HIV prevalence among brothel-based female 

sex workers from 42.6 percent in 1998 to 33.2 percent in 1999 to 12.7 percent in 2006 

(USAID, 2006). However, in Indonesia, where a national policy and awareness for 

condom use has not been implemented, only 54.7% of sex workers use condoms 

consistently and only 18.5% of IDUs consistently use both sterile needles and condoms 

(USAID, 2008).  

Social and economic factors 
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Sex workers are generally stigmatized, marginalized and criminalized by the 

societies in which they live. Even though sex work is partially or completely legal in 

many countries, sex workers are rarely protected by the law. The lack of legislation and 

policies protecting sex workers from the unscrupulous actions of clients, brothel 

management, and even law enforcement can put them at risk for HIV infection. For 

instance, in Thailand the Services Establishment Act in 1966 effectively legitimizes bars 

and brothels and institutionalized the sex industry, provided that these sex 

establishments are registered. This legislation has come to be associated with the 

police turning a blind eye in return for protection money, leaving female sex workers in a 

vulnerable state (Scambler, 2008). The sex industry in many areas of Southeast Asia is 

run by organized crime (Lim, 1998). It involves corrupt government officials and law 

enforcement. This places female sex workers in much more vulnerable positions 

because the institution mandated to protect people either ignores their problems or is an 

abuser itself (Pyle, 2000). The lack of protection leaves sex workers open to abuse, 

violence and rape - it is easier for HIV transmission to occur in such an environment due 

to unbalanced power relationships. 

In addition, the social stigma that sex workers face can make it hard for them to 

access health, legal, and social services. Women forced to enter sex work as a 

profession are marginalized by society, denying them the institutional and medical 

support necessary in combating HIV/AIDS. Gender inequalities, lack of agency, and 

institutionalized power relationships limit the control women have over their own health.  

They may either be afraid to seek out these services for fear of discrimination or limited 

by healthcare professionals or community members from accessing services. Without 

http://www.avert.org/aidsstigma.htm
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access to the healthcare and support services, sex workers may face a higher risk of 

HIV infection and the post infection impacts. 

Injecting drug use 

Injecting drug use is a major driving factor in the spread of HIV throughout Asia, 

primarily in Indonesia, Malaysia and Vietnam. There is often an overlap between 

communities of injecting drug users and communities of sex workers in Asia (Avert, 

2009). Some become involved in sex work as a means of financing their drug use, while 

others are involved in sex work first, and then turn to drug use – perhaps to escape from 

the intense emotional and physical burden of their work (Thuong et al., 2005). Needle 

sharing is an efficient and common way of passing HIV between people. For instance, 

in Vietnam, 33% of sex workers also inject drugs, increasing their vulnerability to HIV 

infection (USAID, 2008). Sex workers who inject drugs and share needles face a 

particularly high risk of becoming infected with HIV.  

Migration, mobility and people trafficking 

Migration is a human experience: it is the narratives of men, women, and children 

who face the successes and harsh consequences on the road to find prosperity, 

financial security, hope, and freedom. The stories of migrants, skilled or unskilled, 

documented or undocumented are fluid and dynamic in nature – they are shaped by the 

historical, political, social, and economic situations of the nations and people involved. 

The feminization of migration is driven by semi-skilled women who move into growing 

economies as domestic helpers and sex workers. 
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The sex trade is a global issue. As the term itself suggests, the sex trade often 

involves domestic and international migration. Sex workers and their clients are highly 

mobile communities. There is a link between migration and sex work. Human mobility 

increases vulnerability to HIV infection and facilitates the spread of HIV between 

countries and regions.  

For instance, substantial numbers of women and children, voluntarily and 

involuntarily, enter Thailand to participate in the sex industry from neighboring countries 

such as Burma, Laos, Cambodia, and China. In 2003, it was estimated that in Bangkok 

alone 34,000 female sex workers were trading sex in non-brothel settings (UNAIDS, 

2006). It has been noted that many of these women come from villages in the north and 

the rural regions bordering Burma. In many rural communities, women serve a pivotal 

role in the household economy; the societal norms require females to contribute to the 

financial stability of the family. The well-established sex industry in the urban cities of 

Thailand offer financial resources that are otherwise beyond the reach of such women 

and girls (Wawer et al, 1996). The decision to sell sex is not only a last resort but a 

pragmatic economic choice; however, these choices are always made in circumstances 

of the worker‘s own choosing (Morrison, 2006).  

In addition, migrant workers in the host country become the clients of sex 

workers as a means of escaping the loneliness that often accompanies migration. For 

example, the emergence of forest brothels in migrant communities of Singapore 

highlights the complex link between mobility and HIV transmission. Women from 

Thailand enter Singapore on visitor visas for two weeks at a time to engage in the sex 
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industry. The case study by Pattana Kitiarsa highlights that the stories of many of these 

Thai women who sell sex in Singapore resonates with the assertion that ‗women are 

migrating as autonomous, economic agents in their own rights, trying to seize economic 

activities overseas‘ (Kempadoo, 1998). Migration from Thailand for sex work can be 

understood as ‗economically stimulated movements that often develop initially within a 

national setting, leading on, at a larger stage, to transnational job-seeking‘ (Hewison, 

2006). Women involved in cross border migration circuits from adopted a variety of 

migrant activities, including sex work and petty trade (Kitiarsa, 2008). Transnational 

migration is a fluid and dynamic process, affected by historical transformation, collective 

experiences, and cultural influences. 

IV. Proposed Solutions and Interventions  

An analysis of the structures, institutions, and social implications of the sex 

industry indicate that sex is bought and sold, actively engaging both males and females. 

Viewed as a modern form of human slavery for some or simply a business transaction, 

it is conclusive that the nature of the sex industry in Southeast Asia is a 

multidimensional process involving individual decisions and legislative policies. Over the 

past two decades, innovative HIV prevention programs for female commercial sex 

workers have included the following: 

1. Interventions taking place in a variety of settings, including bars, clubs, brothels, 

the street, truck stops, and prisons (UNAIDS, 2000). 

2. Targeted interventions that address drug addiction (DeCarlo, Alexander and Hsu, 

1996). 
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3. Interventions directed towards the male clients of female sex workers (Leonard, 

Ndiaye et al., 2000). 

4. Emphasis on power relations between sex workers and clients to help stop the 

spread of HIV through the promotion of condom use with clients (Day, 2000). 

5. Engagement of sex workers in policy and program development and 

implementation as part of the overall empowerment-building process (UNAIDS, 

2000). 

 

100% Condom Policy 

Thailand has been prominent in discourse regarding the HIV epidemic for a 

number of reasons. The explosive nature of the HIV epidemic was initially fuelled by the 

pervasive sex industry. It has a thriving sex industry that involves women, men, and 

children from countries within the Southeast Asian region. Thailand is reportedly one of 

the few countries worldwide to implement public policy on a national scale coupled with 

community level education to yield a positive impact in attenuating the spread of HIV 

(Ainsworth, 2003).  

A key element to HIV intervention programs targeted at sex workers and their 

clients is the 100% Condom mandate. The three prongs to the 100% Condom Policy 

include to raising awareness about the dangers of HIV/AIDS, reducing risky behavior, 

providing care to people suffering from HIV/AIDS, and distributing condoms in 

commercial sex establishments (Rojanapithayakorn 1996). The commercial sex 

industry, recognized as being the fundamental source of heterosexual HIV transmission 

(Mastro 1995), was the primary target of the 100% Condom Policy. The proportion of 
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commercial sex encounters in Thailand where condoms were used increased from 25% 

in June 1989 to 94% in June 1993 (Rojanapithayakorn 1994). The strongest 

determinant of condom use was the nature of the relationship between partners; 

condom use was substantially lower among commercial partners that were regular as 

opposed to sexual acts limited to a single visit (Mastro, 1995).  

Table Two: Advantages and Disadvantages of the 100% Condom Program 

Advantages  Disadvantages 

 Commercial sex workers have the 

power, although limited, to refuse 
unprotected sex  

 Acceptance by national 

governments highlights that sex 
work is indirectly decriminalized  

 Promotes multi-sectoral 
collaboration (requires involvement 

from law enforcement, health 
system, public policy) 

 Greater acceptance of condom use  

 Cost-effective (providing free 
condoms prevents STI and HIV 

cases eliminating the costs 
associated with treating these 
infections)  

 Does not eliminate cases of 

exploitation of children for sex and 
trafficking of women to sell sex 

 Requires an uninterrupted supply of 

condoms. Budgets for condom 
supply need to be ensured.  

 Mobility of sex work domestically 
and within the South East Asian 

region places a constraint on the 
consistency of condom use. Varying 
policies, supply of condoms, and 

cultural beliefs among provinces 
and countries impact condom use.  

 Confidentiality and human rights of 

sex workers should be protected  

 Clients offer financial incentives for 

no condom sex 
 

Nearly two decades since the inception of the 100% condom policy in Thailand, the 

HIV situation has changed. The program primarily aimed to increase condom use in 

commercial sex establishments; condom use was not part of the public discussion for 

the general population as a whole. The increase in non-brothel-based establishments, 

such as massage parlors, undermines the positive effects of the 100% condom use 

program directed at brothels. The lessons from the 100% Condom Policy in Thailand 

include:  
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1. Rather than criminalizing and stigmatizing illegal activities such as commercial 

sex work and injection drug use, it is more effective to make these activities safer 

for all individuals involved (Rojanapithayakorn, 1991).  

2. In regional areas with a high prevalence of HIV transmission, it is necessary to 

promote condom use not just among casual sexual partners (ex. commercial sex 

work) but among regular partners and spouses as well (Rojanapithayakorn, 

1996).   

3. National governments can have a positive impact on the rate of HIV transmission 

(Mastro, 1995).  

Empowerment and Capacity Building  

The framework for community driven development projects and participatory 

research enable sex workers to be involved in the development, implementation, and 

evaluation process. The process of ownership and involvement allows sex workers to 

increase their individual agency, reduce their susceptibility to HIV infection, and 

subsequently reduce the risk of infecting others (Avert, 2009). Promoting empowerment 

based campaigns will increase female agency and improve gender inequity. Sex 

workers are the experts in their own lives; they could provide insight as to what factors 

could empower their position.  

Disempowerment of individuals and groups, particularly sex workers, increases 

their vulnerability to HIV/AIDS. Entrenched community fears and beliefs about HIV/AIDS 

and sex work are best addressed through long-term advocacy and community 

mobilization. The key is linking efforts to reduce stigma and discrimination with those 
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that motivate communities to support vulnerable individuals in their village. An essential 

step is mobilizing gatekeepers such as local leaders, health care workers and villagers 

to the point where they feel empathy and compassion towards people at high risk of HIV 

infection and those living with and affected by AIDS (CARE, 2006).  

Table Three: Strategies for Empowerment and Capacity Building 

*The following table summarizes the Sonagachi Project in India. Recognized by UNAIDS, this project 

utilized a community development intervention for reducing HIV vulnerability among female sex workers. 

Key Factors for Sex Workers Lack of 

Empowerment 

Strategies to Raise Empowerment and 

Reduce Vulnerability to HIV infection 

 Exclusion from and lack of control 

over material resources.  

 Exclusion from social participation 

 Lack of control over their lives. 

 Facilitating a sense of community 

among sex workers through 
community meetings, fairs, and 
protests. 

 Increasing access and control over 
material resources via micro-credit 

and cooperative banking. 

 Increasing social inclusion and 

participation through involvement in 
autonomous, self-governing 
organizations of sex workers. 

 Facilitating social acceptance of sex 
workers by actively involving sex 
industry and civil society 

stakeholders. 

 Decreasing perceived 

powerlessness among sex workers 
through capacity building workshops 
and seminars. 

 

Empowerment and capacity building requires integration between healthcare 

workers, gatekeepers (brothel management, agents, law enforcement), and sex workers 

themselves. Efforts targeting environmental and behavioral factors may be helpful to 

empower sex workers and create a positive social norm regarding condom use. The 
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positive relationship between gatekeeper support and consistent condom use among 

commercial sex workers suggests that health workers should work with gatekeepers to 

create a supportive environment for condom use in establishments. Gatekeepers need 

to be educated about condom efficacy and their responsibilities for safe sex among sex 

workers. Gatekeepers need to be encouraged to play the role of popular opinion leader 

in promoting condom use among sex workers and to clearly articulate their support for 

condom use to the sex workers (Mastro, 1995). In addition to creating a supportive 

condom use environment in the workplace, skills training regarding correct use of 

condoms among sex workers will be an important HIV/STD prevention component.  

National advocacy efforts to reduce stigma and discrimination should mobilize local 

leaders. 

Interventions with an empowerment and capacity building component should 

promote structural and environmental changes to create social spaces for participation 

and transfer project ownership to the community. HIV interventions targeted at female 

sex workers need to incorporate the women in the health development process to 

enable individual and community action to reduce vulnerability to HIV infection. 

Empowerment and capacity building coupled with public policy allows for the target 

population to understand their risks to HIV infection and methods to reduce this risk.  

 
Regional Public Policy 

It is estimated that the sex sector in Thailand contributes $22.5-27 billion a year 

or 10-14% of the country‘s GDP (Lim, 1998). The commercial sex industry is a billion 

dollar industry in Southeast Asia. It is of great economic importance to many countries  

in the region and addressing the negative impacts of the sex trade involves more than 



P a g e  | 22 

 

individual and community level interventions. It is necessary to address international 

power relations and economic networks. As a result of globalization, many women have 

increasingly been forced into high risk activities and many governments have been 

pushed into strategies that foster these occupations.  

Despite border regulation and control, international borders in Southeast Asia are 

permeable to the flow of people, goods, and services. Women, voluntarily and 

involuntarily, travel between countries to seek financial benefits from the sex trade. As 

evidences by the emergence of forest brothels in Singapore and the multinational sex 

industry in Thailand, international power relations influence the migration of women into 

countries for sex work – some countries send individuals while others receive and host 

these women. It is a concern centered on the disproportionate distribution of welfare 

and gaps in economic and social disparities between neighboring nations. In order to 

effectively address the issues of transient migration and HIV transmission, the 

Southeast Asian region as a whole needs to develop consistent public policy that takes 

into account cultural beliefs regarding condom use, sexual behavior, and commercial 

sex. The identification of the circuits of mobility and migration patterns at the local, 

national, and regional level can aid in the distribution of condoms and enforcement of a 

100% Condom mandate. Other methods include expanding the screening of HIV cases 

among commercial sex workers at border crossings, implementing health posts as a 

regional effort, and maintaining the supply o f condoms.  

Table Four: Proposed Multi-sectoral Intervention Approach 

Intervention Purpose Methods 

100% Condom 
Policy 

Prevention of STI and HIV 
infection  

Free condom distribution  
Use of female and male condoms 
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STI Care 

 
 
 

 
Training  
 

 
 
 

Empowerment and 
Capacity Building  
 

 
Education  

 

 
 
 

 
 
 

 
Screening and treatment for 
STI and HIV infection 

 
 
 

Training health workers at 
local, country, and national 
levels to diminish 

judgmental attitudes 
towards sex workers  
 

Incorporate sex workers in 
the health development 
process 

 
 
Train young women to 

provide alternative sources 
of income other than sex 
work  

Condom-only brothels 

Readily available condoms at 
identified locations of informal 
commercial sex (bars, truck stops 

on highways, hotels, etc.) 
 
 

 
STI/HIV screening and treatment 
for commercial sex workers and 

clients  
HIV counseling  
 

 
Educational subsidies to work in 
rural area health posts  

 
 
 

Health and financial literacy 
training  
Support groups and peer networks 

 
 
Providing educational subsidies for 

men and women from high risk 
populations to obtain elementary 
and higher education  

 

V. Evaluation Plan  

Evaluation is a fundamental element of program implementation. The WHO 

Principles serve as a guideline in which to develop, implement, monitor, and evaluate 

the proposed HIV intervention for female commercial sex workers. 

Table Five: WHO Principles for HIV Intervention Programs (WHO, 2009) 

WHO Key Principles for HIV Intervention Programs  

1. Adopt a non-judgmental attitude 
2. Ensure that interventions do no harm 

3. Ensure and respect sex workers' rights to privacy, confidentiality and anonymity 
4. Respect sex workers' human rights and according them basic dignity 
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5. Respect sex workers' views, knowledge and life experiences 

6. Involve sex workers, and appropriate community members in all stages of the 
development and implementation of interventions 

7. Recognize that sex workers are usually highly motivated to improve their health 

and well-being, and that sex workers are part of the solution 
8. Build capacities and leadership among sex workers in order to facilitate effective 

participation and community ownership 

9. Recognize the role played in HIV transmission by clients and third parties 
10. Recognize and adapt to the diversity of sex work settings and of the people 

involved. 

 

Table Six: Proposed Methods of Evaluation 

Evaluating Condom Programs Evaluating Capacity Building Programs 

 Measure the number of condoms 

provided to sex establishments 
monthly, quarterly, and annually 

 Measure the change in condom 
sales  

 Compare incidence and trends of 
HIV infection by provinces, regions, 
and countries 

 Mandate reports from sex 
establishments regarding condom 

use and HIV infection incidence 

 Develop a regional database on sex 

establishments, condom 
distribution, etc. 

 Interview patients receiving services 

at HIV/STI clinics 

 Focus groups  

 Assess rates of women involved in 
sex work 

 Assess education and training 
opportunities available to sex 

workers 

 Assess changes in stigma and 

discrimination surrounding sex work 
and HIV  

 Monitor involvement of the 

community, sex workers, and police 
in the intervention process  

 

Like most health campaigns that aim to change behavior, HIV/AIDS prevention 

programs must rely on people's own reports of their behavior. Although concerns about 

the accuracy of data on self-reported behavior is warranted, especially when the subject 

of concern is sexual behavior, it is possible to ensure that information is accurate by 

phrasing the same question in different ways, using different methods to collect the 

same information, and comparing survey responses from within the survey pool. 

Behavior change can take decades; therefore, detecting whether any behavior change 

has occurred in a relatively short time period is a challenge. Experiences with anti-
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smoking and family planning campaigns have shown that behavior change can take 

decades (Morrison, 2006). It is necessary to utilize the livelihood framework to 

understand changes in assets and behavior modifications. Methods of evaluation 

include surveys, interviews, surveillance of HIV infected persons, tracking data on 

incidence of HIV, and assessing sources of economic capital for sex workers (micro-

credit loans, remittances, etc.). The process of monitoring and evaluating national 

policies on HIV prevention and community based projects requires a well-functioning 

health service system, methods for disease surveillance, resource management, and 

infrastructure.  

In conclusion, with the substantial monetary and resource investments made by 

national governments, multilateral institutions, and non-governmental organizations, 

monitoring and evaluating are critical components of the intervention process. It is 

necessary to utilize the livelihood framework to understand changes in assets and 

behavior modifications. Methods of evaluation include surveys, interviews, surveillance 

of HIV infected persons, tracking data on incidence of HIV, and assessing sources of 

economic capital for sex workers (micro-credit loans, remittances, etc.). The process of 

monitoring and evaluating national policies on HIV prevention and community based 

projects requires a well-functioning health service system, resource management, and 

infrastructure. 

VI. Conclusion and Recommendations 

In order to understand the multiple dimensions of the HIV/AIDS pandemic, it is vital 

to approach the situation using the livelihood framework and a vulnerability lens. A 

multi-sectoral approach that is based on a holistic framework will help identify the 



P a g e  | 26 

 

fundamental causes and effects of vulnerability and poverty in relation to HIV/AIDS, 

allowing for effective prioritization of mitigation and prevention action plans. The 

vulnerability of individuals, households, communities and institutions vary with the 

stages of HIV/AIDS: the risk of infection, the post infection impacts of HIV, and the 

community survivors of AIDS-related death. It is necessary to utilize a practical 

framework to identify who and how individuals, households, and communities are 

vulnerable at the different stages of the HIV/AIDS cycle. Through participatory 

development, it is possible to identify role models and community leaders who are 

resistant and resilient to the disease and its impacts on the livelihood system. Health 

development programs need to emphasize the time dimension of the epidemic, 

addressing the needs of the vulnerable groups at each stage and the cumulative 

impacts on households and communities. HIV/AIDS is not just a health crisis; it is a 

threat to development itself. 

It is conclusive that the human face of the HIV epidemic in Southeast Asia is not 

limited to sex workers and their clients. HIV transmission has expanded from high risk 

and bridge populations into the general population. Epidemiological data indicates that 

an increasing number of women who are married and considered ‗low-risk‘ of HIV 

infection are becoming infected with HIV (UNAIDS, 2009). Recommendations to curb 

HIV/AIDS incidence and prevalence for sex workers, clients, and their broader 

population in Southeast Asia include:  

1. Targeting of brothel and non-brothel based sex workers by implementing 

interventions at bars, clubs, brothels, the street, truck stops, and prisons.  

2. Targeting and integrating efforts to address sex work and injecting drug use.  
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3. Targeting male clients of female sex workers  and address the sociocultural 

beliefs surrounding multiple partners.  

4. Emphasis on power relations between sex workers and clients to help stop 

the spread of HIV through the promotion of condom use with clients. 

5. Engagement of sex workers in policy and program development and 

implementation as part of the overall empowerment-building process. 

6. Implementation of a regional Southeast Asian 100% Condom Policy  

7. Promotion of condom use between sex workers and clients, men who have 

sex with men, and monogamous couples.  

8. Breaking down barriers and reducing the fear and social stigma surrounding 

the disease by incorporating religious leaders, community organizers, 

universities, and politicians in the process.  

9. Increasing access to HIV testing, anti-retroviral therapy, and counseling 

services.  

10. Multi-sectoral approach that integrates public health officials, police officers, 

bar managers, sex workers, and educators.  

HIV/AIDS holds strong implications for the progress of development worldwide – 

it is linked with food security, natural disasters, migration and population displacement, 

and gender equity. HIV/AIDS predominantly affects the productive members of a 

household. It is recommended to build upstream and downstream level partnerships 

between sectors of health, education, and public policy to address both the prevention 

and mitigation of the consequences of HIV/AIDS. It is necessary to implement a long 

term program that is sustainable, gender sensitive, and addresses the needs of national 
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governments. It is recommended to build partnerships and integrate services between 

HIV/AIDS interventions and reproductive health and family planning services to reduce 

unsafe sexual behaviors and sexually transmitted infections. Healthcare facilities and 

physicians should support and increase knowledge about dual protection against 

unintended pregnancies and sexually transmitted infections. To address the issues of 

stigma and discrimination, donors, multilateral and bilateral institutions, national 

governments, and non-governmental organizations need to promote partnerships with 

local community organizations and networks that have built trust and confidence with 

the vulnerable and marginalized communities.  

Sex work is a highly disputed topic – there are many different viewpoints that 

question whether it should be legal, whether it is morally acceptable, and how 

governments should address it.  When responding to the HIV/AIDS epidemic, it is 

necessary to reach out to sex workers, empower them, and involve them in the fight 

against HIV. HIV infection rates amongst sex workers and their clients can be cut by 

addressing the underlying social and economic problems that make both parties 

vulnerable to HIV infection. Sex workers should be given greater legal protection 

against violence. Governments and societies need to foster an environment without 

stigma and discrimination where sex workers are able to protect themselves against 

sexually transmitted infection and have access to HIV prevention, testing, and treatment 

services. With less than one percent of global funding for HIV prevention being spent on 

HIV and sex work, it is essential to have a substantial increase in resources, leadership, 

and management from national governments and international organizations (UNAIDS, 

2009) 
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