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ABSTRACT

The main purpose of this participatory action research was to create a sustainable
model development for the enhancement of community practice to promote AIDS
prevention activities in Songkhla province where there was a high incidence of AIDS per
100,000 populations. Two main objectives in this study were: (1) to describe the process
for the enhancement of community practice to promote AIDS prevention activities in
Sbngkhla province, and (2) to study the outcome of the enhancement of community
practice to promote AIDS prevention activities in one district of Songkhla province. From
October 2007 to August. 2008, researchers, consultants, and participants conducted AIDS
prevention activities and the results of it are presented as follows: (1) For sustainable and
successful AIDS prevention activities in this study, participation from all sectors was
substantial for the enhancement of community practice to promote AIDS prevention
activities, (2) participation of all sectors in three phases including planning,
implementing, and evaluating was the process to promote AIDS prevention activities in
this study, and (3) there were various outcomes to present the successful of this study
such as trained community health leaders who learned the strategies to conduct AIDS
project in communities, 5 AIDS projects at sub-district level, and the significant
improvement in knowledge regarding AIDS prevention activities after the program
implementation (t = 3.376, p = .002). These findings may prove helpful in the
development and implementation of future HIV/AIDS educational programs, especially

to integrate AIDS prevention activities into local policy.
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Chapter 1
Overview of the Study

Introduction

Around the world, developed and developing countries are facing a serious
AIDS epidemic, especially in Africa and Asia (Chifunyise, Benoy & Mukiibi, 2002;
Ruxrungtham, Brown, & Phanuphak, 2004; Schneider, Glynn, Kajese & McKenna,
2006; Smith & DiClemente, 2000). There is extra ordinary diversity in the response to
HIV between countries and regions. In Asia, AIDS epidemics reported great
diversification including severity and timing. Ruxrungtham and colleagues reported
that there were several factors that affect the rate and magnitude of growth of HIV
prevalence, however two of the most importani are the size of the sex worker
population and the frequency with which commercial sex occurs (Ruxrungtham,
Brown, & Phanuphak, 2004). Worldwide, slightly more than 56 million people died in
2001. One-third of these deaths were from communicable, maternal, and perinatal
conditions and nutritional deficiencies. Among these diseases, HIV/AIDS accounted
for only 2% of deaths in 1990, however for 14% in 2001 (Lopez, Mathers, Ezzati,
Jamison & Murray, 2006).

Twenty-five years into the HIV epidemic, surveillance data continue to
highlight the need for a multifaceted approach that promotes knowledge of risk-
reduction strategies for scronegative persons at high risk for HIV infection
(Schneider, Glynn, Kajese & McKenna, 2006). AIDS control is one of the
Millennium Goals of many countries, both developed and developing. Mocumbi and
Amaral (2006) stated that the effectiveness of control of sexually transmitted infection
is dependent on the maturity of the AIDS ep‘idemic-, but is an essential intervention
due to other serious consequences for sexual and reproductive health. Preventive
intervention to implement with regard to reproductive rights is one effective control of
HIV. Moreover, a reasonably organized and accessible health sector, rights-based
political agenda, with capacious participation of communities, are necessary for AIDS
prevention programs to move from proved efficacy to essential effectiveness, putting
evidence into practice (Swanson, Dibble, & Chapman, 1999). To combat the rising

number of HIV infection cases in Bali, Indonesia, development of appropriate written



educational material targeted at injecting drug users and urban youth is necessary
{Setiawan et al.,1999).

In Thailand, AIDS is still causes serious problems including physical,
psychological, economic, and social problems. Also, communities and organizations
are confronted with various AIDS related problems. For instance, assessment of the
HIV/AIDS impact from the beginning of the epidemic up until 2005 found 1,070,000
accumulative cases of infected people. Of these, 510,000 are AIDS death cases and
560,000 are people still living with HIV/AIDS. The epidemic has resulted in
significant social problems and difficulties, including children being born with HIV or
affected by HIV/AIDS in some other way (The National Committee for HIV and
AIDS Prevention and Alleviation, 2007). Moreover, many young people continue to
visit sex workers, however the spread of the HIV infection seems to be under control
among certain groups of young adults. This is supported by the evidence of a cross-
sectional survey taken in 2004 of HIV-rélﬁted behavior among second year vocational
school students in 24 provinces throughout Thailand. The results of the survey
showed that 32% of male students and 21.2% of female students had never had sexual
intercourse. 10.6% of male participants and 8.0% of female participants had used
condoms consistently when they had sex with close acquaintances or lovers in the
previous 12 months. This study suggested that Thailand needs to address both
- condom usage with non-commercial partners and sex education and behavior change
intervention in the high risk youth categories (Plipat, 2006).

Information regarding the extent and magnitude of the HIV/AIDS epidemic in
Thailand urgently needs to be considered carefully by all sectors of society in order to
reduce HIV transmission even further. There should be an acceleration of HIV
prevention and control in all risk groups and locations, including indirect sex workers,
karaoke singing and restaurants, massage parlours, students in schools, and other
places. Moreover, learning abouf sex-uality, sex, and HIV/AIDS education should be
included in school curricula. Such education should also cover youths not enrolled in
schools and tertiary institutions (The National Committee for HIV and AIDS
Prevention and Alleﬁation, 2007).The researchers developed the participation in
AIDS prevention activity among health officers, community leaders, parents and
youths in a village in Songkhla province. The findings revealed four processes of
participatory collaboration in situation analysis and decision-making planning, acting

and evaluating. In addition, there were main factors including: (1) seeking data, (2)



knowing and realization, and (3) having initiative about AIDS prevention (Hassman,
Limchaiarunruang, Singchangchai, & Wiriyapongsugit, 2006). In brief, in reducing
the incidences of HIV/AIDS in Thailand, to promote AIDS prevention activities in
communities by participation of all sectors including government and non-

government is one strategy that needs to be developed according to all risk groups.
Objective

To create a sustainable model development for the enhancement of community
practice to promote AIDS prevention activities in Songkhla province, including two
main specific research objectives of this study:

1. To describe the process for the enhancement of community practice to
promote AIDS preventioh activities in Songkhla province

2. To study the outcome of the enhancement of community practice to
promote AIDS prevention activities in Songkhla province including AIDS knowledge

and self-confidence regarding AIDS prevention activities.
Research Question

What is a sustainable AIDS’ prevention model for enhancing the capacity of
community members to promote AIDS activities at district level in Songkhla

Province?
Significance of the Research

A review of the literature and information of the HIV/AIDS epidemic around
the world includfng de\-/eloped and developing countries demonstrated that there is a
remarkable willingness and capacity for all members of the community (government
and non-government) to implement policies for promoting AIDS prevention activities.
Focused in Thailand, although the HIV prevalent rate from previous sentinel
surveillance has fallen, it is found that HIV is still spreading within various groups of
the population. Therefore, to combat the rising number of new HIV infection cases,

community health leaders is one group that have in the past helped conduct AIDS



prevention activities in communities at district level. The results of this research can
be used in various ways as follows:

1. Service. The AIDS’ prevention model for enhancing the capacity of
community health leaders can be used to reduce the incidence of HIV/AIDS
epidemics in Songkhla Province. Developed awareness and capacity at all levels
could be done by highlighting AIDS problems, coordinating cooperation at the
community level, giving more recognition to the role of district and sub-district
committee for AIDS prevention, and community-based organizations. This can also
be appliéd to other communities that have similar contexts and cultures.

2. Education. Learning about AIDS’ prevention models is a valuable source of
evidence for instructors and teachers both of colleges and universities. This should be
included into curricula to develop the capacity of the teaching staff. For instance,
faculty of nuréing can demonstrate this model to student nurses for reducing AIDS
problems in communities.

3. Administration. AIDS prevention model should be a part of the “Healthy
Thailand” policy so that a strong multisectoral approach from government and non-
government at all levels including provincial, district, and sub-district, can integrate
and support all of the resources, personnel, and timing of activities that resulted in
high levels of efficiency, good working relations, appropriate time management and
efficient resource usage.

4, Research. Results of these studies are able to lend support to the process of
community participation for AIDS prevention. To ensure that AIDS prevention
activities are a success, government agencies concerned with AIDS prevention should
collaborate with universities and academic institutes to develop and implement
participatory action researches. From the evidence of research, the AIDS’ model in

this study can be developed by testing the results with other communities.
Conceptual Framework

The participation of all sectors is the conceptual framework of this

project. It consisted of participants both government and non-government at all levels
including regional, provincial, district, and sub-district (Figure 1). With regards to the
purpose of the study, to create a sustainable model development for the enhancement

of community practice to promote AIDS prevention activities in Songkhla province,



three phases namely planning, implementing, and evaluating are key essential
components throughout the study as a means of:

1. Phases I: Planning. The first phase of participation was (1) assessing
and analyzing the current AIDS’ situation and AIDS’ problems, (2) creating ambience
of AIDS’ problems in their communities, (3) brainstorming to explore directions and
needs to solve AIDS’ problem, and (4) decision making and creating AIDS’ planning
project in communities.

2. Phase II: Implementing. The second phase of participation was (1)
Reviewing the AIDS’ project for appropriation and suitability to the communities, (2)
Enhancing the ability of participants to conduct AIDS prevention activities in
communities, and (3} Application AIDS’ projects in communities.

3. Phase III: Evaluating. The final phase of participation was (1)
Shaiing and reflecting of AIDS prevention activities, (2) Presenting and conclusion of
AIDS prevention activities, and (3) Reporting the process and outcome of the

enhancement of community practice to promote AIDS prevention activities.
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Summary

Thailand has had success with AIDS prevention which has significantly
reduced the spread of the HIV/AIDS epidemic. However, the modes of HIV
transmission and patterns of risk behavior within each population have changed. Due
to various causes such as changing cultural and lifestyle dynamics, lack of active
adjustment of the policy development process, and a lack of comprehensive social
services that could stop the epidemic. The purpose of this study was using
participation of people in communities to create a sustainable model for the
enhancement of community practice to promote AIDS prevention activities in
Songkhla province. The conceptual framework of the project consisted of three phases
including planning, implementing, and evaluating with mutual collaboration between
participants and researchers throughout the study. The results of this study were the
enhancing of capacity of community members to promote AIDS prevention activities.
Also, it can be used to help reduce the incidence of the HIV/AIDS epidemic in
Songkhla Province and can be recapitulated in other communities that have similar

demographics, context and culture.



Chapter 2

Review Literature
Introduction

To create a sustainable model development to enhance the capacity of
community health leaders to promote AIDS prevention activities in this research, a
literature review was carried out on three main important aspects including: (1)
epidemiology of HIV/AIDS, (2) concept of community participation, and (3) a

sustainable AIDS model development around the world.
Epidemiology of HIV/AIDS

Around the world, HIV/AIDS pandemic is a major threat to all people groups
including fetus to elderly both developed and developing countries. Therefore, it is
essential to urge avoidance of risk behaviors in new generation (Castilla, Pollan &
Lopez-Abente, 1997). Reproductive and sexual rights are at the centre of the AIDS
epidemic through culturally defined gender roles, gender-based violence and limited
access to quality health care (Mocumbi & Amaral, 2006). With the prevalence of HIV
in many countries slowly rising, many millions people are at risk from becoming
infected with HIV (Lanouette, Noelson, Ramamonjisoa, Jacobson & Jacobson, 2003).
The 2006 report on the global AIDS epidemic estimated for AIDS in various
categories including: (1) 38.6 million people worldwide were living with HIV at the
end of 2005, (2) 4.1 million became newly infected with HIV, and (3) 2.8 million lost
their lives to AIDS. Over all, the HIV incidence rate is believed to have peaked in the
late 1990s and to have stabilized subsequently, nonetheless there is an increasing
incidence in several countries (UNAIDS, 2006). Focused on Asia, the extensive
spread of HIV started late, compared with the rest of the world. HIV epidemic in Asia
reported great diversity, both in severity and timing. Ruxrungtham, Brown, &
Phanuphak (2004) proposed several factors which affect the rate and magnitude of
growth of HIV prevalence. However, two of the most important factors are the size of
the sex worker population and the frequency of sexual contact with which commercial

sex occurs. Latest estimates from UNAIDS (2006) reported 8.3 million people were



living with HIV at the end of 2005. More than two-thirds of them are in one country,
India. In brief, the countries of Asia can be shown into three categories: (1) those
where HIV hit early and hard, and where adult HIV prevalence now exceeds 1% such
as Cambodia, Burma, Thailand, and some states in India, (2) those currently in
transition, with HIV epidemics growing noticeable in the past 5 years such as China,
Indonesia, Nepal, and Vietnam, and (3) those where having very low levels of
infection such as Bangladesh, Laos, the Philippines, and South Korea (Ruxrungtham,
Brown, & Phanuphak, 2004).

Female is a group who are vulnerable to HIV/AIDS infection. As findings in
Zimbabwe, of 1,807 adolescent females, 192 (10.6%) were HIV positive, and 41 % of
HIV-positive adolescent females reported no sexual risk behaviors. In Indonesia, the
young age of initiation into use of narcotics and injecting drug use is a key risk factor.
Also, sexual behavior patterns among injecting drug users further increase the risk of
HIV infection, including sex with sex workers, sex with foreigners, multi—pértner, and
under the influence of drugs, and with low condom use (Setiawan et al, 1999). Similar
1o young migrant factory workers in Nepal, despite religious and cultural restrictions,
one in five boys and one in eight unmarried girls reported experience of sexual
intercourse. Early sexual experimentation, multiple partners, and low and irregular use
of condoms are common. Most nonregular sex partners were described as friends
from the same factory or community. Relatively, few young people considered
themselves to be at risk of getting HIV/AIDS or sexual transmitted infections (Puri &
Cleland, 2006). In brief, adolescent females who are married, not attending school,
and/or are unemployed, are at heightened risk for HIV infection (Gavin, et al, 2006).

In Thailand and in Songkhla, the first AIDS patient was reported in 1984, and
1988 respectively. Studies of HIV prevalence in various population groups and trend
projections of people living with HIV/AIDS by the Thai Working Group found
17,000 new infected persons in 2004, which is a significant reduction from the
150,000 infected persons in 2,000. In addition, 5.7 million people in Thailand have
been protected from infection since the beginning of the epidemic in 1995, Although
the eptdemiological changes of the last decade reflect a reduction in new infection to
one-ninth of the occurrences 14 years ago, it is found that HIV is stll spreading
within various groups of population (The National Committee for HIV and
AIDS Prevention and Alleviation, 2007). The Ministry of Public Health summarized

the number of people living with HIV and AIDS, annual new cases, and cumulative
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HIV infections, AIDS cases and AIDS-related deaths in the baseline scenario as
following: (Table 1). Finally, AIDS cases in Songkhla province, 1988-2007, by 16
districts were reported (Figure 2) (The Ministry of Songkhla Public Health Officer,
2008).
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Figure 2 AIDS cases in Songkhla province, 1988-2007, by 16 districts from The
Ministry of Songkhla Public Health Officer



Table 1 Summary of the number of people living with HIV and AIDS, annual new cases, and cumulative HIV infections,

AIDS cases and AIDS-related deaths in the baseline scenario

Annual

Year Living HIV & Annual Cumulative Cumulative Cumulative
AIDS new HIV New AIDS HIV AIDS AIDS deaths
1985 56 56 0 56 0 0
1990 294,144 136,962 1,946 294,840 2,517 697
1995 736,992 60,749 36,183 796,318 101,189 59,326
2000 694,564 29,396 54,963 983,958 358,071 289,394
2005 540,822 18,172 48,932 1,092,327 611,997 551,505
2010 369,834 11,685 43,598 1,161,694 846,568 791,859
2015 230,878 8,669 26.623 1,209,459 1,011,953 978,580
2020 157,568 7,919 16,797 1,249,950 1,112,955 1,092,382

Note From Projections for HIV/AIDS in Thailand: 2000-2020, by Ministry of Public Health, 2001, p.27.

11
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Concept of community participation

Adapting a participation concept perspective to AIDS prevention activities and public
health concern is a daunting challenge. Beeker, Grey, & Raj (1998) reported community
participation has long been a basic principle in health education and research, however, has
been inconsistently practiced. More important is community participation in prevention
planning and research is expected to empower individuals as well as communities in term of:
(1) at the individual level, by developing community and health-relevant competencies such
as group decision making and knowledge of resources, and (2) at the community level, by
creating new networks, resources, and opportunities. To success in reducing sexual risk
taking as well as related behaviors, Sharts-Hopko and Bonas (1998) indicated by increased
openness to dialogue about sexual issues, as well as in creased participation in AIDS
education activities. In addition, participation is one issue of HIV/AIDS research namely
“Planning for community-based evaluation.” The authors proposed topics related to
participation and decision making that need to be discussed include: (1) the respective roles
of the community and the evaluation community, (2) the tasks of associated with the
community member. The evaluation community, (3) the project provide for the preparation
and training of community members, (4) the consultative mechanisms that be between the
evaluation team and the community, and (5) the able of stakeholders to exert ultimate control
over the evaluation process (Cockerill, Myers, & Allman, 2000). In addition, Mocumbi and
Amaral (2006) presented reducing the vulnerability of males and females to HIV infection,
government and the civil society should join hands in order to create a social environment
that discourages men and women from engaging in risky behavior that puts them, and
consequently, their partners at risk of HIV. Also, it is necessary to adopt community-based
strategies involving traditional leaders to spearhead a campaign to change practice and
stereotypes, and to use the education system to change the social norms that lead to high-risk
behavior. Similar to AIDS prevention and control in Thailand, community health leader is
one important group who involve and participate to advise, suggest, and practice people from
avoiding risky behavior in community (Thassri, Thassri, Wijitsopha, & Suwan, 2006; Thassri
& Jaruphand, 2007).

Related to a participatory process of a case study of persons living with HIV/AIDS in
a US state, Chung & Lounsbury (2006) illustrated that participation in a community-based
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research project is a dynamic phenomenon that must be negotiated among an evolving web of
roles and relationships. However, lack of reflection over power differentials can lead to
disempowering outcomes even after achieving a participatory process. Moreover in Sweden,
evaluation of empowerment processes in a workplace health promotion intervention based on
learning indicated that systematic improvements of social support and group coherence
among employees ought to be facilitated by the organization as a health-promoting area. In
brief, the method initiated processes of change at organizational, workplace and individual
levels as the participants examined their work situation, determined problems and initiated
solutions. Also, social support and group coherence were expressed as essential in order to
transform challenging strategies into action and goal realization (Armeson & Ekberg, 2005).
To conclude, the lifetime risk of acquiring HIV infection in all countries, developed
and developing, rural as well as urban, is currently as high. For example, women who have
much of this risk still accrue rapidly at young age despite high levels of knowledge regarding
HIV/AIDS issues. Thus, participation concept is an acceptable and essential component to
promote AIDS prevention activities for reducing the AIDS problems. It can use to mobilize
the various organizations of society both government and non-government at all levels
including national, provincial, district, and sub-district to respond to the epidemic of
HIV/AIDS. Using participatory action research to develop AIDS prevention activities, it is
including (1) preparing the research team with consultants of the project, project plan,
management and fixing technical and budgetary support systems, (2) community context and
organization to manipulate the development plan of AIDS prevention activities, (3)
operational stage through analyzing and evaluating capacity using the participatory process of
members and health officers under natural circumstances, and (4) evaluation and conclusion

of the project in both quantitative and qualitative methods.

A sustainable AIDS model development around the world

Faced with HIV/AIDS situation, development of AIDS prevention program has been
exploited to reduce HIV risk infection in all countries around the world both developed and
developing (Table 2). In developed countries, the important components of HIV risk-
reduction interventions are becoming clearer, and the methodological rigour applied to

evaluating such interventions is improving. For example to control HIV/AIDS in China, three
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major initiatives are being scaled up concurrently including: (1) the government has
prioritized intervention to control the epidemic in injection drug users, sex workers, men who
have sex with men, and plasma donors, (2) routine HIV testing is being implemented in
populations at high risk infection, and (3) the government is providing treatment for infected
individuals. These have emerged from a process of gradual and prolonged dialogue and
collaboration between officials at every level of government, researchers, service providers,
policy makers, and politicians, and have led to decisive action (Wu, Sullivan, Wang, Borus &
Detels, 2007). Moreover, to improve health outcomes for people who inject drugs in
Australia, the Kirketon Road Centre (KRC) model has proven versatile in up scaling to meet
health needs of injecting drug users. To sum up, integrated primary health care models should
be promoted more widely as a foundation to improve the health outcomes of injecting drug
users (Beek, 2007). In the other hand, developing countries, where the HIV situation is most
severe and threats to, design interventions accordingly, and generate the necessary political
will and support for successful implementation and evaluation {Stephenson & QObasi, 2004).
AIDS model development in community seeks to increase the community’s capacity to be
self-determining in a specific domain as Beeker, Grey, & Raj (1998) suggested including: (1)
the ability to intégrate effective HIV interventions into existing community structures, (2) the
ability to adapt interventions to changing conditions, (3) the ability to apply relevant skills
and resources to other community health concerns, and (4) in the case of HIV/AIDS. Another
AIDS prevention program focused on traditional healers in South Africa in late 1992. An
initial group of 28 healers (the “first generation™) was trained in HIV/AIDS and STD
prevention. These 28 in turn trained a total of 630 additional healers (the “second
generation”) in formal, week-long workshops within seven months of the first workshop (this
figure grew to 1,510 healers by the end of the tenth month). Healers also reported advising
their patients to use condoms, and demonstrating methods of correct condom use (Green,
Zokwe, & Dupree, 1995).

In Bali, Indonesia, Setiawan and collegues (1999) reported that to develop the
appropriate written educational material targeted at injecting drug use and urban youth is
necessary. Also, a local foundation with a staff team including injecting drug use could
undertake core programs applying the philosophy of harm reduction, involving a drop-in
center peer counseling and information distribution plus outreach. Another view to a new

genre of HIV prevention program namely, “STAND: Students Together Against Negative
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Decisions” which led a panel of educators, parents, students, physicians, psychologists,
psychometricians, and experts in AIDS education in the development of a peer educators
training program. STAND is designed to be consistent with knowledge of the developmental
characteristics of teenagers, including perceived unique invulnerability, limited abstract
reasoning ability, and a predilection to focus on present rewards over long term consequences
(Smith & DiClemente, 2000). Finally, a psychoeducational programme which the
intervention consisted of 90 minute group sessions led by a nurse and emphasized problem
solving, skills building, and peer and professional support showed: (1) increased knowledge
of the disease and (2) decreased sexual risk behaviors (Swanson, Dibble, & Chapman, 2008).
In brief, model or program aimed at promotion of safer sex practices and life skill training
that facilitates communication and utilization of sexual health services should target
vulnerable people such as young migrant factory workers (Puri & Cleland, 20006).

All parts of Thailand, for instances the North and the South, an AIDS prevention
program was developed by many investigators with emphasis on a participatory action

rescarch (Fongkaew, Rutchanagul, & Fongkaew, 2005; Hassman, Limchaiarunruang,

Singchangchai, & Wiriyapongsugit, 2006; Thassri, Thassri, Wijitsopha, & Suwan, 2006;

Thassri, & Jaruphand, 2007). In addition, the five-year HIV and AIDS Prevention and
Alleviation plan together with the budgetary plan should consisted of: (1) the roles related to
technical support together with monitoring and evaluation, (2) the leadership and
management roles performed by local and provincial teams, and (3) capacity development of
Non-governmental organizations and Community-based organizations. Also, conceptual
framework for managing collaboration to integrate HIV/AIDS prevention and alleviation for
2007-2011 in Thailand is presented by The National Committee for HIV and AIDS
‘Prevention and Alleviation (2007) (table 3).






Table 2 AIDS prevention program in developed and developing countries

Title/Authors Objective/Methodology Results
1. The adolescent Objective: 1. To redress the under-representation | A democratic approach to programme design is fully
sexual world and AIDS |of adolescent attitudes in AIDS prevention

prevention: A
democratic approach to
programme design in
Zimbabwe

(Schatz & Dzvimbo,
2001)

2. Preliminary evidence
of an adolescent
HIV/AIDS peer
education program
(Mahat, Scoloveno,
leon & Frenkel, 2008)

programme design.

2. To discuss the implications of a
democratic sexuality education approach within a
health promotion context.

Methodology: 1. Surveyed the attitudes of °
adolescents on sex-related topics

2. Identified similarities and
differences in attitudes according to gender and
socioeconomic environments, and examine
sources of students” knowledge of selected sex-
related topics. '

Obiective: To determine the extent to which a
peer was effective in changing adolescents’
HIV/AIDS knowledge, risk behavior intentions,
and confidence to engage in safe sex.
Methodology: There are 3 phases of peer
educational project including (1) selection of an
urban high school in a New Jersey City and a
preintervention assessment of the adolescent in
the selected school focusing on HIV/AIDS
knowledge, attitudes, and beliefs to prepare and
intervention that targeted the learning needs of
the adolescent, (2) peer leaders were prepared
using a health promotion intervention titled,
teens for AIDS

consistent with the principles of democratic living and
gives guidance teenagers who are trying to decide how to
live a healthy life. Also, this study suggests that
programmers would be well advised to coliect information
from the adolescents’ psycho-social-economic
environment and link it with good governance and civil
society strategies in developing AIDS prevention
programmes that involve the adolescent in making lifestyle
decisions. To achieve a more supportive environment for
AIDS prevention, this approach can link adolescent
attitudes and health promotion action to advocate for
public policy reform, gender equality, multi-dimensional
partnerships and social marketing.

There was a significant difference in HIV knowledge
between the peer educational group and the traditionally
educated group, with the peer group demonstrating greater
knowledge. There was no significant difference in
confldence to engage in safe sex between the two groups,
but students in the intervention group were more likely to
engage in safe sex than students in the traditionally
educated group. Finally, nurses can provide leadership in
the development, implementation, and evaluation of peer
education in adolescent health.

L1



Table 2 (Continued)

Title/Authors

Objective/Methodology

Results

3. What’s community
got to do with 1t?
Implementation models
of syringe exchange
programs {Downing et
al, 2005)

4. HIV Risk Reduction
among Young Minority
Adults in Broward
County (Hlaing &
Darrow, 2006)

prevention (TAP). The TAP program is based on
the concept of self-efficacy as described in social
learning theory. It is designed to reduced
adolescents’ risk of contracting HIV/STIs by
increasing their knowledge and encouraging them
to change their attitude and behaviors, and (3) peer
leaders under the guidance of student nurses, nurse
faculty, and their teacher implemented the peer
education program to ninth grade students.
Objective: To identify factors and conditions that
facilitated or deterred the adoption of the Syringe
exchange programs (SEPs).

Methodology: SEPs were established by one or
more of three types of implementation models
including: (1) broad community coalition support,
(2) community activist initiative, and (3) top-down
decision making by government authorities.
Objective: To examine changes in perception of
HIV risk, abstinence, condom use, and intentions
to use condoms for disease protection among
African , Hispanic, Haitian, and Afro-Caribbean
unmarried and married men and women living in
Broward Country, Florida.

Methodology: Data were collected through
computer-assisted telephone interview surveys
conducted during 2001, 2002, and 2003 with
cross-sectional probability samples of 18-39 year
old residents of 12 high AIDS incidence ZIP code-
areas

Six key strategies and resources and resource that
characterize successful SEP implementation including:
(1) staging with debate with sensitivity to political and
cultural norm, (2) coalition building and community
involvement, (3) leadership, (4) access to resources, (5)
use of researchers and research finding, and (6) resisting
fear of repercussions and political hostility

HIV-prevention programs should (1) consider locally
collected data, (2) take into account cultural, living
situation, and other significant differences, and (3) be
evaluated to assess differentiated impact.
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Table 2 (Continued)

Title/Authors

Objective/Methodology

Results

5. An impact evaluation
of student teacher
training in HIV/AIDS
education in Zimbabwe
(Chifunyise, Benoy &
Mukiibi, 2002)

6. Community group
participation: Can it
help young women to
avoid HIV? An
exploratory study of
social capital and
school education in
rural Zimbabwe
(Gregson, Terceira,
Mushati, Nyamukapa,
& Campbell, 2004).

Objective: To evaluate changes in student
teachers’ level of knowledge about transmission,
symptoms and prevention of HIV/AIDS and
STDs; their attitude towards persons living with
AIDS; and their sensitivity to the impact of the
epidemic.

To discuss and teaching about
transmission, symptoms and prevention of
HIV/AIDS and STDs; attitude towards persons

living with AIDS; and sensitivity to the impact of

the epidemic.

Methodology: Two research instruments were
used in the evaluation: baseline and follow-up
questionnaires and a set of focus group
discussion guidelines.

Objective: To describe the relationships between
membership of different forms of community
group and young women chances of avoiding
HIV. _

Methodology: Cross-sectional data from a large-
scale population, population-based survey in
rural eastern Zimbabwe was conducted.

There was an increase in knowledge of HIV prevention
and in teachers’ ability to discuss reproductive health and
sexual issues. However, as students were exposed to other
HIV material outside the programme, not all of this charge
is due to the programme. Course attendance needed to be
enforced and the curriculum needed to be updated with
student participation. Peer educator and techniques are
needed to get students to internalise positive attitudes and
behaviour. The education material need to address the lack
of female empowerment in making decision and
negotiating for safer sex .

Participation in local community groups is often positively
associated with successful avoidance of HIV, which in
turn, 1s positively associated with psychosocial
determinants of safer behavior. However, whether or not
these relationships hold depends on a range of factors that
include how well the group functions, the purpose of the

group, and the education level of the individual participant.

Young women with secondary education participate
disproportionately in well-functioning community groups
and are more to avoid HIV when they do participate, The
findings suggest that promotion of and organizational
development and training among community groups could
well be an effective HIV control strategy.
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Table 2 (Continued)

Title/Authors

Objective/Methodology

Results

7. A model for
adolescent-targeted
HIV/AIDS services
(Huba, Lisa &
Melchior, 1998)

8. Zimbabwe’s AIDS
action programme for
schools

{Donoghue, 2002).

9. Developing an AIDS
prevention intervention

for incarcerated male
adolescents in Brazil
(Peres, Peres, Silveira,

Paiva, Hudes, & Hearst,

2002)

Objective: To describe a model of service for
youth living with HIV/AIDS and youth at high
risk for HIV, based on the lessons learned from a
set of innovative service projects funded by the
Health Resources and Services Administration
Special Projects of National Significance (SPNS)
Program.

Methodology: A cross-cutting evaluation of 10
projects from SPNS throughout the United States
was developed to track the characteristics of the
programs and their outcomes.

Objective: To evaluate AIDS action programme
for school in Zimbabwe.

Methodology: Six programmes aspects were
evaluated including: (1) programme start-up, (2)
planning and management, (3) development of
syllabi and materials, (4) teacher training, (5)
research, (6) monitoring and evaluation, and (7)

co-ordination. The programme drew on resources

from within the existing educational system.
Objective: To investigate knowledge, attitudes,
and practices regarding AIDS among
incarcerated male adolescents in Brazil.

To develop an AIDS prevention

intervention for incarcerated male adolescents in

Brazil.
Methodology: A questionnaire administered to
275 boys in Brazil. Qualitative data on the

Data at both the national and local levels point to five
major elements that capture the innovations of the
collective service model: (1) peer-youth information and
dissemination, (2) peer-youth advisory groups, (3) peer-
youth outreach and support, (4) professional, tightly linked
medical social support networks, and (5) active case
management and advocacy, for individual clients as well
as the programs themselves, to link the various
components together. One of the most important factors in
the model’s success is that youth and professionals share
an equal partnership in all stages of program design,
planning, and implementing. Youth and professionals each
share their expertise in a dynamic process.
It was concluded that school AIDS programme should
stress participatory teaching and learning methods and life-
skilled training. Curriculum writers and teachers needed
training and supervision in participatory techniques.
Cluster workshops between district and school levels were
needed to-strengthen the cascade model of teacher training
that had been adopted.

Ninety-eight percent of adolescents were sexually
experienced, most initiating by age 13. Although 72% had
used condoms, only 9% used them consistently, and only
35% used one in their last intercourse before incarceration.
Initial efforts at prevention based on commonly used
approaches of providing information to guide future
rational decisions generated limited participation. To
develop interventions based on their interests and needs,
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Table 2 (Continued)

Title/Authors

Objective/Methodology

Results

10. Effectiveness of a
theory-based risk
reduction HIV prevention
program for rural
Vietnamese adolescents
(Kaljee et al., 2005)

11. Social consequences
of HIV-positive women’s
participation in prevention
of mother-to-child
transmission programmes
(Eide, Myhre, Lndbaek,
Sundby, Arimi, & Thior,
20006)

Development and implementation of a prevention
program.

Objective: To prove the effectiveness of a theory-
based risk reduction HIV prevention program for
rural Vietnamese adolescents

Methodology: Quantitative and qualitative
evaluation data were collected as a part of a
randomized-controlled effectiveness trial of the
Vietnamese. The program is design to teach
youth new skills for decision making and
communication, as well as factual information
about HIV/AIDS and other STIs, birth control,
and condom use. The program contextualizes
issues within the community and family, with a
fictional youth, matched by gender for the
participant group, and his or her family
Obijective: To explore the social consequences
affecting the experience HIV-positive women
have when taking part in a prevention of mother-
to-child transmission programmes (PMTCT)
Methodology: A cross section of 52 participating
women enrolled into a PMTCT were randomly
selected and interviewed, using a structure
questionnaire.

using modalities such as music, hip-hop arts, graffiti,
and helping them to create an AIDS prevention
compact disk

were responded with enthusiasm. Intervention for these
youth better received when developed in collaboration
with them and based on their beliefs, aspirations, and
culture. The intervention that resulted went beyond
AIDS to include 1ssues such as violence, drugs,
sexuality and human rights.

Findings presented show significant differences in
knowledge of severity and vulnerability o HIV/AIDS
(p<.05), perception of self-efficacy (p<.001), and
response efficacy for condom use (p<.05) between
control and intervention youth at immediate and 6-
month postintervention. Intention to use condoms in
possible future sexual encounters increased
significantly (p<.05) for the intervention youth
compared to control youth between baseline and both
immed:ate postintervention and six month follow-up.

The most important consequence of participating was
the difficulty associated with the breast-feeding issue.
More information to the general public about HIV and
PMTCT programmes will enhance acceptance to HIV,
and generate an environment conducive towards
participation in PMTCT programmes.
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Table 3 Concepfual framework for managing collaboration to integrate HIV/AIDS prevention and alleviation for 2007-2011

Implementing Agencies

Civil society and funding
agencies

Academic institutions

Central
Administratton

Sectors in the
central area

Regions of the
country

Local

Government will announce policy,
initiate national strategies and set up
a budget ‘

Initiate strategic approach, mobilize
resources and control/supervise
policy implementation

Initiate strategic approach, mobilize
budgets, develop operational plan of
monitoring and evaluation

Initiate policy, develop a project
plan, implement the project and
evaluated the project

Support for development of
strategic plan and estimate a
budget/investment

Collaborate on developing
strategic approaches and provide
initial budget

Collaborate to develop strategies
and exchange lessons learnt and
best practice models

Jointly initiate policy, develop
strategies, make a work plan and
implement

Develop strategic plan and design a
model of evaluation

Develop strategic approaches and
cooperate on planning of monitoring
and control of policy and strategic
approach

Collaborate to develop model of
operation plan and an M&E plan and
tools(such as questionnaire and other
interview tools)

Develop tools to develop strategies,
work plan and evaluation method

£C



24

Summary

AIDS is a major health problem around the world including developed and
developing countries. In Thailand, it is accepted that there has been substantial success with
HIV prevention which significantly slowing the spread of the HIV/AIDS epidemic. However,
similarly to the United Stated that the current HIV/AIDS situation of Thailand is different
from the past. The National Committee for HIV and AIDS Prevention and Alleviation (2007}
in Thailand reported regarding the more priority should be given to alternative development
of HIV prevention programmes for the following specific population groups including: (1)
women at risk of infection from their husband or partner, (2) men at risk of infection from
MSM, (3) men at risk of infection from sex workers, and from their wives or regular partners
who are already infected. Focus on Songkhla province, southern Thailand, the number of
pregnant women infected with HIV between 1999-2002 was still high, it is clear therefore
that a control and prevention model is desperately needed for this risk groups (Kladsawad,
Plipat & Rattanasuporn, 2005). To solve AIDS situation in Thailand, community-based
organizations and non-government organizations should be enhancing for their capacity to
promote AIDS prevention activities. In addition, community participation is one of concepts
that accepted and applied in communities throughout Thailand and around the world
(Aunchean, 2003; Sagie & Koslowsky, 2000). In conclusion, to develop a model to enhance
the capacity of community members to promote ATDS activities at district level in this study,
the investigators should carry out extensive literature reviews including: (1) epidemiology of
HIV/AIDS, (2) concept of community participation, and (3) a sustainable AIDS model

development around the world respectively.



Chapter 3
Methodology

Introduction

To create a sustainable model development for the enhancement of community
practice to promote AIDS prevention activities in a southern province of Thailand,
this study used the participatory action research and was conducted from October
2007 to August 2008. The two main research objectives of this study were: (1) to
describe the process for the enhancement of community practice to promote AIDS
prevention activities in Songkhla province, and (2) to study the outcome of the
enhancement of community practice to promote AIDS prevention activities in
Songkhla province. This chapter consists of seven parts: (1) research setting and
criteria to select the setting, (2) key participants and participants in each phase, (3)
data collection methods and instruments, (4) ecthical considerations, (5)

trustworthiness of the study, and (6) data analysis.
Research setting and criteria to select the setting

The methodological framework of participatory action research was conducted
in one district of Songkhla Province, Southern Thailand, where the incidence of
HIV/AIDS is high (Figure 2). Songkhla covers an area of 7,393.9 square kilometers
(approximately 1,848,472 acres). It is divided into 16 administrative Amphurs
(districts), i.e. Amphur Muang, Amphur Hat Yai, Amphur Chana, Amphur Ranode,
Amphur Bangklam, Amphur Namom, Amphur Khlong Hoykhong, Amphur
Nathawee, Amphur Thepha, Amphur Sabayoi, Amphur Sadao, Amphur Rattaphoom,
Amphur Singha Nakhen, Amphur Khuanniang, Amphur Rattaphum, and Amphur
Krasaesin. The population of this province is 1,159,672, The AIDS incidence in the
province of the research setting was 27.3 per 100,000 people, this is considered to be
the highest compared to the other 16 districts in this province (Figure 2). Amphur
Khuanniang (Khuanmang district) is divided into five sub-districts, one of which
participated in the project of “Enhancing the capacity of community members to

promote AIDS activities at Sub-district (sub-district) level in Songkhla province”
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from April 2006 to February 2007 (Thassri, & Jaruphandh, 2007). This sub-district is
different in structural orgénization as there is a health office specifically to conduct
AIDS prevention activities. The other sub-districts do not have a health office

specifically to conduct AIDS prevention activities.
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Figure 3 AIDS incidence of Songkhla province in 2005
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Key participants and participants in each phase

This research was divided into three phases: (1) planning, (2) implementing,
and (3) evaluating (Figure 4), for which two consultants were the key participants of
the project, 4 health care providers (1 from district level and 3 from sub-district level),
and community health leaders (from 3 sub-district level). In addition, leaders of
regional, province, district (Nai-Ampoe) and local offices of the sub-districts were
involved in this project at different phases.

First phase: Planning

The first phase of PAR involves the rescarchers and consultants assisting and
facilitating the research participants. This phase was done to (1) discuss and analyze
the current AIDS situation at all levels, international, national, and local, (2) creating
ambience and developing awareness of AIDS’ problems in their communities, 3)
brainstorming to explore directions and needs to solve AIDS’ problem, and (4)
decision making and creating AIDS’ planning projects in the communities. There
were two workshops in this phase as following:

Workshop 1: The main purpose of the first workshop was to (1) introduce the
research study including the objectives and methodology. The PAR was also
presented to all participants to help highlight the purpose of the project and coordinate
cooperation at all levels, especially sub-district, (2) analyze AIDS problems in the
setting and discuss the criteria to invite the sub-district participants to participate in
this study, (3) present AIDS prevention activities by another district where the local
officer (who is not health care provider) is the leaders carrying out all steps (planning,
implementing, and evaluating) for his community, and (4) explore AIDS’ prevention
strategies in each sub-district and commitment to cooperate among government
organization, local officers, and community health leaders. The criteria of participants
in the first workshop was AIDS responsibilities in their job at all levels, including
regional, provincial, district, and sub-district. The participants were one health care
provider from areas of region 12 and one provincial representative, district
representatives and sub-districts representatives. Moreover, five community health
leaders of one sub-district who had experience of AIDS prevention activities in this
study were invited to join as experts of leadership in the communities. Finally, one
local officer from another district of Songkhla province was invited to be a presenter

to share his experience in conducting AIDS prevention activities in his community.
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Workshop 2: This workshop was to (1) confirm for all organizations to
cooperate AIDS prevention activities in all five sub-districts, (2) present AIDS policy
of this district, (3) discuss and analyze AIDS probiems in 5 groups of 5 sub-districts,
for example: Why does this sub-district have an AIDS problem? Who are the risk
group for HIV infection? How can members in the sub-district prevent HIV/AIDS?
(4) explore ways to solve AIDS problems in communities. For example: Is it possible
for community health leaders to conduct AIDS prevention activities in each sub-
district? Is it important for teenagers in communities to have health education,
especially with regards to safe sex?, and (5) conduct an AIDS’ plan for 2007 in each
sub-district. The criteria of participants in the second workshop was AIDS
responsibilities at district and sub-district level. The participants were a district leader
(a sheriff), a public health organization leader of the district, and 51 sub-districts
representatives (5 health care providers; 5 local officers, and 41 community health
leaders. Two experts (local officers) from another district of Songkhla province who
had experience of AIDS prevention activities in their communities were invited to
share their experience in conducting an AIDS project in the community. At the end of
this workshop, 5 AIDS projects were developed for all 5 sub-districts within the
district (Appendix A).

Second phase: Implementation

The second phase of this study comes from the first step of the planning
process. However, before starting this phase, the researchers, consultants, and
participants were reviewed for all AIDS’ projects especially regarding feasibility and
readiness to conduct AIDS activities in communities from April to August 2008. This
was done to confirm more in-depth planning to prepare all community health leaders
in the next process. This implementing phase was done to (1) develop awareness of
community health leaders to reduce AIDS problems in communities, and (2) increase
community health leaders knowledge regarding relevant HIV/AIDS issues, (3)
develop a positive attitude amongst community health leaders to AIDS/HIV patients,
(4) increase self-confidence of community health leaders to conduct AIDS activities
in communities, and (5) train community health leaders who can then give practical
advice relating to AIDS issues to community members, and develop working skills
including data collection and analysis, and presenting and reporting AIDS prevention
activities. This implementing phase was held at each sub-district level. They

strengthened the capacity of community health leaders to conduct AIDS prevention
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activities in communities by various techniques that depended on their needs. There
were many different workshops in each sub-district in this phase, for instance (1)
discuss with infected HIV people regarding the effects of HIV on lives (physical,
psychological, social, and economic), (2) role play to talk about AIDS prevention with
families and communities, and (3) AIDS dialogue with experts from another province.
The participants in this phase were community health leaders and health care
providers who have responsibility for each sub-district.

Third phase: Evaluating

To ensure that AIDS prevention activities in this study were successful for
reducing AIDS problems in communities, the final phase, evaluating, was provided
along with this research. All participants including researchers, consultants, healthcare
- providers, and community health leaders shared and reflected on their experiences
covering both processes and outcomes, and problems together. Both methodology of
observation, and individual and group interviews were providéd for collecting the data
to enhance the capacity of community health leaders to promote AIDS prevention
activities at sub-district level. In short, at the end of this phase, there was a
presentation from participants regarding AIDS prevention activities in the
communities. Finally, there were a number of changes occurring in the research
setting, particularly in relation to the techniques used to advise people in communities
about AIDS prevention and control, the development of AIDS prevention activities in
the communities, and an increase in self-confidence towards advising people about
AIDS issues in the communities.

During the three phases, planning, implementing, and evaluating, the
researchers confirmed, rechecked, and conformed all results from each workshop.
Therefore, the researcher’s interpretation of the data was checked for validity on an
ongoing basis by the participants. Moreover, by continuing the research for the
duration of 11 months (from October 2007 to August 2008), the researchers assured
that there was prolonged participation at the study setting to overcome distortions
produced by the researchers. All participants recorded their self-report that was

provided by the researchers.
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Planning:
Analyzed AIDS situation &
qeveloped AIDS project |

. Implementing:
AU)S project in sub- district

Evaluating: :
Input process & outcomes

PARTICIPATION OF ALL SECTORS

PARTICIPATION OF ALL SECTORS

Figure 4 Three phases of PAR to promote AIDS prevention activities at sub-

district and district level in Songkhla Province

Data collection methods and instruments

Various  techniques including AIDS  knowledge, self-confidence
questionnaires, and individual and group interview guidelines were used in this
research. The data collection and instruments were as following:

1. Personal data form. This included sample demographics such as sex, age,
marital status, education, income, experience of gaining AIDS knowledge and
leadership of AIDS activities in the communities, and experience of conducting AIDS
projects in the communities. This form was provided to the participants at the
beginning of the research project.

2. Knowledge regarding AIDS issues, which consisted of 20 items and had a
dichotomous scale of “yes” and “no.” Total score ranged from 0 to 20. The test was
provided to the participants at the beginning and the end of the research project. The
examples of AIDS knowledge were: (1) AIDS can cause tuberculosis, (2} AIDS
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infection is from blood contact, and (3) if a mosquito bites HIV-infected person, then
it bites another person, it can result in the second person being infected with
HIV/AIDS.

3. Self-confidence form regarding AIDS issues to advise family members and
the community, which consisted of 28 items; each item was worded as a statement,
which had to be rated according to “a lot of agreement” or “the least agreement” on a
five-point Likert scale format. Each item was summed for a total score ranging from
28 to 140. The examples of self-confidence to conduct AIDS prevention activities
were: (1) certainty to advice AIDS issues to family members, (2) certainty to help
family members if they have AIDS problems, (3) certainty to advice AIDS issues to
neighbors, and (4) certainty to share AIDS issues with neighbors.

Both of the instruments (knowledge and self-confidence scales) were
developed from- the previous research study which had reliability equal to 0.76 (for
knowledge scale) (Thassri, Thassri, Supattra & Suwan, 2006), and 0.96 (for self-
confidence scale) (Thassri & Jaruphandh, 2007). Then, nine experts reviewed the
questionnaires for content validity. These scales were tested for reliability and showed
results equal to 0.76 (for knowledge scale), and 0.97 (for self-confidence scale)
respectively (Appendix B).

Individual interview and group interviews were used for data collection in this
study. The interview guidelines comprised of a number of open-ended questions
based on the objective and conceptual framework of this study which were developed
by the researchers. They were critically reviewed by an expert panel, which included a
public health nursing expert, nursing faculties, and educators. These questions were
used to create a sustainable AIDS’ model for enhancing the capacity of community

health leaders to promote AIDS prevention activities at sub-district level.

Ethical considerations

Upon approval from the Faculty of Nursing, Prince of Songkla University,
regional, provincial, district, and sub-district health care providers were contacted and
asked for permission to participate in the study. Also, the potential key participants
(local organization), sub-district community health leaders were contacted to ask for
their voluntary participation in the research study. Protection of subjects’ rights was

obtained by full oral explanation: (1) the title of the study, (2) the purpose of the
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study, (3) assurance of the subjects’ anonymity, (4) voluntary participation in and
withdrawal from the study at any time, (5) the usefulness of the results of the study to
the community, particularly AIDS prevention and control, and (6) the name and

address of the investigators.
Trustworthiness of the study

The study was approved and revised at all steps of the participatory action
research conducted by participants, consultants, and researchers. The credibility,
fittingness, audit ability, and conformability were taken care of by the researchers.
Credibility in this study was strengthened by using multiple data sources to confirm
the accuracy of the findings. Data sources included workshops, participant
- observations, individual interviews, and a research diary. The researchers assisted
participants to check and make sure that the research findings were the same as their
expectations and experience for the overall report before writing the final report. The
researchers worked in this setting for 11 months (from October 2007 to August 2008)

and were involved in continued observation.
Data analysis

Both quantitative and qualitative techniques were used in this study. Using t-
test to analyze AIDS knowledge and self-confidence at the beginning and the end of
this PAR was conducted in the quantitative data. In the qualitative data, content
analysis were used in the study within two specific research objectives, the process
and outcome of enhancing capacity of community members to promote AIDS
activities at sub-district level. The process of qualitative data analysis included four
phases: (1) transcribing, (2) transcript review, memos, and coding, (3) clustering, and
(4) checking agreement. The analyzed data were presented to community members to

further explore this information and verify the data in each workshop
Summary

The purpose of this participatory action research was to enhance the capacity

of community health leaders to promote AIDS prevention activities at sub-district
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level in Songkhla Province. This study consists of three phases namely planning,
implementing, and evaluating. It was conducted between October 2007 and August
2008 in the district of Songkhla Province, Southern Thailand, where the incidence of
HIV/AIDS is high. All sectors including government and non-government
organizations at all levels, regional, provincial, district, and sub-district participated
and cooperated throughout this study. In particular community health leaders were

key persons to conduct AIDS prevention activities in communities (Appendix C).



Chapter 4

Results and Discussion
Introduction

The.main purpose of this study was to create a sustainable model development
for the enhancement of community practice to promote AIDS prevention activities in
Songkhla province. There were two main research objectives in this study: (1) to -
describe the process for the enhancement of community practice to promote AIDS
prevention activities in Songkhla province, and (2) to study the outcome of the
enhancement of community practice to promote AIDS prevention activities in one
district of Songkhla province. This chapter consists of the results of the study and a
discussion regarding the outcome of the study. The results of this study are presented
in four parts as follows: (1) contexts, policies, and advocacy to reduce AIDS problems
at district level in Songkhla province, (2) a sustainable model development for the
enhancement of community practice to promote AIDS prevention activities at district
level in Songkhla province, (3) the process for the enhancement of community
practice to promote AIDS prevention activities at district level in Songkhla province,
and (4) the outcome of the enhancement of community practice to promote AIDS
prevention activities at district level in Songkhla prO\}ihce. Finally, the discussion

focus is based on the main objectives of this study.
Results

I.  Contexts, policies, and advocacy to reduce AIDS problems at district
level in Songkhla province

In this study, one of five sub-districts participated with the researchers in the
second year of project (Thassri & Jaruphandh, 2007). Therefore, this sub—district has
greater advantages for all phases of participatory action research i_ncluding planning,
implementing, and evalvating. In addition, the participants in this sub-district had
experience of various aspects to conduct AIDS prevention activities in communities
such as funding, team work, and knowledge enhancement. An integration of

HIV/AIDS prevention and alleviation into the health service system of this sub-
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district took place, including managing the HIV/AIDS budget to ensure that all of the
different population groups had equitable access to adequate prevention and treatment
measures. Fortunately, the structure of this sub-district includes a person who acts as a
health care provider responsible for the prevention of AIDS in communities regarding
the system of work including planning, implementing, and evaluating. This sub-
district also has a long-term plan to provide financial support to AIDS prevention
activities in all five communities. Whilst the other four sub-districts participated in
this study for the first time. There are many problems, obstructions, and barriers to
conduct AIDS prevention activities in their communities. For instance, they were not
able to cooperate and integrate an HIV/AIDS prevention and alleviation plan between
the health officer and the local officer into the health service system and there were no
leaders concerned with or aware of how to conduct AIDS prevention activities. _

Based on the implementation of decentralization policies, the district has =~
AIDS committees and consultants to work for HIV/AIDS in the communities both at
district and sub-district level. This is especially important to improve and encourage
the participation of people in communities for AIV/AIDS prevention. An example
would be through a coordination effort to increase safe sex or access to condoms. In
addition, an HIV/AIDS prevention and alleviation plan together with the budgetary
issues was considered by the sub-district organization. Therefore, the leadership and
management roles were performed by local teams. To develop awareness and capacity
of sub-district for AIDS prevention, many policies and actions were adopted including
highlighting problems and issues, coordinating cooperation at the community level
(particularly between health officer and local officer), giving greater recognition to
the role of the sub-district committee for AIDS prevention and alleviation, providing
support to networks of community-based organization and non-government
organizations, and developing capacities for coordination of cooperation and service
provision.

2. A sustainable model development for the enhancement of community
practice to promote AIDS prevention activities at district level in Songkhla provinee:

Participation from all sectors both inside and outside the communities was
important for the enhancement of community practice to promote AIDS prevention
activities in this study. This included government officers such as district leaders or
the head of the district, the head of the public health district office, and health care

providers. Also, non-government officers such as local officers and community health
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leaders were in partnership throughout all phases consisting of planning,
implementing, and evaluating. A set of workshops to develop the capacity of
communities to promote AIDS prevention activities was provided by the research
team and the consultants of this study (Figure 5).

3. The process for the enhancement of community practice to promote AIDS
prevention activities at district level in Songkhla province.

Participation from all levels including, region, province, district, and sub-
district was the main concept of this study. There were three phases including
planning, implementing, and evaluating. Each phase had different groups of
participants which depended on the purpose of the study. For instance, at the
beginning of the participatory action research, representatives from region 12 and
experts from the public health office were also invited to present the current AIDS
situation and problems of the country, province, district, and sub-district. They shared
their ideas and reflected on past AIDS prevention programs. This evidence helped all
participants to recognize and become more aware of AIDS problems that lead to
promote AIDS prevention activities in their communities.

Three phases of the process for the enhancement of community practice to
promote AIDS prevention activities at district level in this participatory action
research namely planning, implementing, and evaluation were presented as follows:

3.1 Phase I: Planning

At the beginning, the researchers, consultants, and participants (both internal
and external community members) discussed and analyzed various aspects regarding
AIDS. For instance, context, policies, AIDS incidences, and advocate solving AIDS
problems in communities were argued. Many gquestions were proposed in the
workshop such as “Why AIDS incidences in this district was the highest from 16
districts of the province?” “How can we reduce the AIDS incidences in the
community?” “Who should be the focus group target for AIDS prevention in each
sub-district?” The commitment of all organizations in 5 sub-districts to solve AIDS
problems was established by all sectors of communities as an aggressive response to
counter this district epidemic. In this phase, community health leaders were the key
persons to promote AlDS activities for prevention and control. However, other groups
including health care providers of each sub-district were still the main people to

advise, offer suggestions and support to conduct AIDS prevention activities. Five
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AIDS prevention projects were developed from this phase (Appendix A). In brief, the
main purpose of this first stage was to increase awareness of AIDS problems that all
sectors need to be concerned about. Also, exploitation of AIDS planning into the
community was desirable goal.

3.2 Phase II: Implementing

Before the implementation phase, all 5 AIDS planning projects of the 5
sub-districts were reviewed. Only 3 of the 5 projects in 3 sub-districts were enrolled
and committed to continue. The second phase was to conduct the AIDS prevention
activities in communities following an '-AIDS’ plan. This involved preparing
community health leaders to educate people in their communities, and conducting the
various activities to increase AIDS knowledge, improve attitudes towards HIV/AIDS
suffers, and improve relationships among community health leaders, government
officers, and local officers to promote AIDS prevention activities at sub-district level
were provided. Moreover, how to improve the self-confidence of community health
leaders to advise people were considered and discussed in all workshops. There were
different techniques in each sub-district which depended on their needs. The examples
of activities were role play to offer advice on AIDS issues, demonstration of proper
condom use, and presentation by HIV infected people. After this period, community
health leaders from 3 sub-districts practiced advising people in their communities.
Home visits to prevent AIDS were scaled up in this phase. Finally, they presented and
reflected their activities in the project workshop. Building confidence of community
health leaders to educate people in communities was an- essential component for the
AIDS prevention activities of this study. In short, the main purpose of this stage was
to train community health leaders to educate people in their communities. This can be
extremely useful as a tool for AIDS prevention-and control.

In addition, in this phase, one of three sub-districts needed more help for
support and suggestions regarding the data collection and analysis. This is because the
sub-district submitted the AIDS project for funding from an external organization
(funding of AIDS projects at the regional level). An AIDS prevention activity of this
project was supported by the funding from region 12. Therefore, it must complete
certain phases, namely planning, implementing, and evaluating. On the other hand,
the other two sub-districts did not need extra support and suggestions from the

researcher.
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3.3 Phase III: Evaluating

The evaluation step was provided for all processes of participation action
research. This was to conformability, feasibility, and productivity of AIDS prevention
activities in communities. For instance, 5 AIDS projects were reviewed and had to
improve the thought process for decision making. Only 3 of them were implemented
in this study while the other 2 projects of 2 sub-districts were planed io be
implemented next year. There were many reasons such as no team to implement the
AIDS project, and the need for a larger budget to conduct AIDS activities in
communities. The main purpose 'o'lf this final stage was to improve all activities which
increased efficiency of AIDS activities. Gaining more knowledge of AIDS issues and
more self-confidence of community health leaders to conduct AIDS prevention
activities in communities were important in this last step. Finally, developing an
AIDS model for enhancing the capacity of community health leaders and health care
providers to conduct AIDS prevention activities in communities within a system of
working, namely planning, implementing, and evaluating was included in the research
project’s plan.

4, The outcome of the enhancement of community practice to promote
AIDS prevention activities at district level in Songkhla province.

From the process of the enhancement of community practice to promote AIDS
prevention activities in Songkhla province, there were the following three outcomes
(1) trained community health leaders (Table 4) and health care providers to promote
AIDS activities at sub-district level, (2) AIDS’ projects at sub-district level, and (3)
comparison of knowledge and self-confidence of community health leaders regarding
AIDS prevention activities before and after the intervention.

4.1 The first outcome was the trained community health leaders and
health care providers to promote AIDS prevention activities at sub-district level. They
were trained by various techniques from many experts outside the sub-district such as
demonstrations of how to correctly use a condom, and discussion with HIV-infected
people. In this study, 41 community health leaders in three sub-districts of Songkhla
province were enrolled for data collection. The majority of the participants were
female, 31 to 40 years old, mérried, educated up to primary school level, engaged in
farming, of Buddhist religion, house hold income of 4,001-6,000 Baht, and with
experience of gaining AIDS knowledge and leadership of AIDS activities in the
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communities. Furthermore, they had no experience of conducting AIDS projects in

their communities as well as the context of this study (Table 4).

Table 4 Number and percentage of the characteristics of community health

leaders (n = 41)

Sociodemographic characteristics N Percent
Sex
Male : 7 1.1
Female 34 82.9
Age (years)
20-30 - , 3 7.3
31-40 19 46.3
41-50 12 29.3
51-60 7 17.1

Mean=41.2 SD = 8.545

Min =25 Max = 59

Marital Status
Single 1 24
Married 40 97.6

Number of years of schooling

<6 - 25 61.0

6-12 ' 12 293

>12 4 9.8
Occupation

Farming 31 75.6

Employee 6 14.6

Trading 4 9.8




Table 4 (Continued)

41

Sociodemographic characteristics N Percent
Religion
Buddhism 40 97.6
Muslim 1 24
Monthly family income (Baht)
2,000-4,000 14 342
4,001-6,000 18 43.9
>6,000 9 21.9
Mean = 4,995.12 SD =2,242.98
Min=2,000  Max = 13,000
Experience of gaining AIDS’ knowledge
No 10 244
Yes 31 75.6
Experience of AIDS’ leadership
No 19 46.3
Yes 22 53.7
Experience of conducting AIDS projects
No 23 56.1
Yes 18 439

This outcome was focused on the learning of participants related to AIDS

prevention activities. Most of them learned the strategies to conduct AIDS project in

their communities. They felt very good about various aspects of the researcher

workshops such as how to participate for thinking, doing, and solving AIDS problems

in communities. One community health leader commented of her learning from
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advising people in community: “One day, | have a home visit at one family. 1 found
that he/she needed to sleep. Did not want to talk to me. So, next time I learn to visit at
a more appropriate time for the context of this family.”

In addition, the outcome was the knowledge management of participants
related to AIDS prevention activities. One participant (community health leader)
reported to apply all they learned in this study in the future for people in communities
and HIV/AIDS people by using participation process from community health leaders.
Another said, “I have one son, 23 years old and working in another province. He is in
the risk group for HIV-infection. I often talked to him about safe sex such as using
condom.”

Similar to one government health officer recorded in her report as
followings: |

| “After participating in this study, linking of AIDS prevention activities
from last year to this year has happened. There were many AIDS prevention activities
consisting of (1) providing AIDS knowledge to all community health leaders (100%),
(2) conducting AIDS conference to students at a school on Valentine’s day, (3) giving
AIDS education to hair dressers in the community, and (4) AIDS walking at AIDS
day (December, 1, 2007).” In addition, knowledge management to find funding for
supporting AIDS prevention activities also occurred. As stated “I now know the best
way and the guidelines to get a budget from the local officer for conducting AIDS
activities in communities. Also, AIDS prevention activities should go together with
the other activities of local offices such as join in the competitions on sports day.”

4.2 The second outcome was 5 AIDS’ projects at sub-district level. The
participants of 5 sub-districts developed 5 AIDS prevention activities in their
communities (Appendix A).

. _ 4.3 Knowledge and self-confidence of community health leaders
regarding AIDS prevention activities before and after the intervention.

To evaluate the outcomes of this study, knowledge and self-confidence
regarding AIDS prevention activities before and after the program were assessed. The
results found significant improvement in knowledge regarding AIDS prevention
activities after the program implementation (t = 3.376, p = .002). In regards to self-
confidence, there was no significant improvement after the program implementation (t

=0.774, p = .443). (Table 5)
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Table 5 Comparison of knowledge and self-confidence of community health
leaders regarding AIDS prevention activities before and after the intervention

(n=41)

Knowledge & self-confidence Min/Max Mean SD t P
Knowledge
Before intervention 9/20 154634  2.5209 3376 002
After intervention 10/20 16.7561  2.2448
Self-confidence
Before intervention 83/140 107.1951 12,6693 0.774 443
After intervention 80/140 109.1707  15.1524

. Discussion

The discussion was presented as follows from the purpose and results of the
research

1. A sustainable model development for the enhancement of community health
leaders to promote AIDS prevention activities at district level.

In this study, the participation of all sectors was the conceptual framework. it
is an important concept worldwide for countries using health education and research
into AIDS prevention control (Beeker, Grey, & Raj, 1998; Daenseckaew, Srisontisuk,
Thongkrajar & Sriruecha, 2006; Hassman, Limchaiarunruang, Singchangchai &
Wiriyapongsugit, 2006; Mocumbi & Amaral, 2006; Sharts-Hopko & Bonas, 1998;
Thassri, Thassri, Wijitsopha & Suwan, 2006). For instance, Mocumbi and Amaral
(2006) stated reducing the vulnerability of males and females to HIV infection,
government and the civil society should join hands in order to create a social
. environment that discourages men and women from engaging in risky behavior that
puts them at risk of HIV. In addition, participation in a community-based research
project must be negotiated among an evolving web of roles and relationships (Chung
& Lounsbury, 2006). Similarly to this study, internal community members
particularly community health leaders and external community members such as
health care providers from district, province, and regional level were involved and

participated in all phases including planning, implementing, and evaluating.
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2. The process for the enhancement of community practice to promote
AIDS prevention activities at district level.

Klinkhajorn (1997) stated that awareness of problem-solving was important to
lead to sustainable development of a village. Therefore, the concept of community
participation to solve AIDS problems in this study was conducted in all three stages,
planning, implementing, and evaluation. For instance in the planning stage,
community health leaders needed more knowledge of AIDS issues especially to
discuss the effect of HIV/AIDS. They needed to talk with actual HIV infected people.
On the other hand, health care providers needed their knowledge for data collection to
conduct the AIDS prevention activities as well as possible. In addition, they have their
own experience of conducting AIDS prevention activities in the communities. Finally,
they also reflected and evaluated their activities in order to improve effectiveness. In
- brief, adequate planning, conducting AIDS prevention activities and evaluating,
qualified human resources (such as consultants), and sufficient means (including time
and financial assets) are important in the process of enhancing the capacity of
community health leaders to promote AIDS prevention activities at sub-district level
in Songkhla province.

3. The outcome of enhancing the capacity of community members to
promote AIDS activities at Sub-district level in Songkhla province.

All five sub-districts in the district of this study have their own AIDS projects.
They were different in terms of objectives and AIDS activities in communities. These
can be explained by their different contexts and policies to solve AIDS problems.
However, only three sub-district project were accepted to be implemented this year.
There were various reasons for this including: (1) the awareness to have AIDS
prevention into the health system of sub-district level, (2) the readiness and
cooperation of health care providers and local officers of sub-district, and (3) the
motivation and stimulation from higher level organizations such as district, provincial,
and regional to have AIDS prevention activities. Hassman, Limchaiarunruang,
Singchangchai & Winyapongsugit (2000) stated that government departments and
local organizations were important factors in a model participatory AIDS prevention
activity. AIDS prevention should be part of the “Healthy community” as well as
“Healthy Thailand™ policy so AIDS issues gain wider public attention. In short, the
study developed community health leaders who were trained to be knowledgeable

relating to AIDS issues to community members. Therefore, the result in this study
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presented significant improvement in knowledge of AIDS issues afier the program
implementation. One possible explanation is that community health leaders had
experienced gaining AIDS knowledge (75.6%). The result of this study is stmilar to
the development of community participation at the village level in Pattani province
which found that support from local and external organizations including government
and non-government, and local community members were key factors (Klinkhajorn,
1997). However, after conducting the program, there was no significant improvement
of self-confidence to conduct AIDS prevention activities in communities. The main
reason for this is because after community health leaders conducted their AIDS
activities in communities, they learned many aspects such as timing that can effect

self-confidence.

Summary

Based on participatory action research, the creative model in this study can
be used to enhance the capacity of community health leaders to promote AIDS
prevention activities at sub-district level in Songkhla province by cooperation of
participants from all sectors both inside and outside the community. In addition,
highlighting AIDS problems and giving more recognition to the role of community
health leaders to conduct AIDS prevention activities with three phases including
planning, implementing, and evaluation as a valuable model should be focused on and
provided. They were the most powerful effects in this study. In Thailand, the five-year
HIV/AIDS prevention plan together with the budgetary plan should consider the
leadership and management roles performed by local and provincial teams, and
capacity development of community-based organizations and non-governmental
organizations (The National Committee for HIV and AIDS Prevention and
Alleviation, 2007).



Chapter 5

Conclusions and Recommendations

The last chapter reports a conclusion of the study. It was divided into the
following two parts: conclusions based on the purpose of this study, and

recommendations for future health practice, education, administration, and research.

Conclusions

The main purpose of this participatory action research was to create a
sustainable model development for the enhancement of community practice to
promote AIDS prevention activities in Songkhla province where there was- .a high
incidence of AIDS (per 100,000 populations). Two main objectives in this study were:
(1) to describe the process for the enhancement of community practice to promote
AIDS prevention activities in Songkhla province, and (2) to study the outcome of the
enhancement of community practice to promote AIDS prevention activities in one
district of Songkhla province. From October 2007 to August 2008, researchers,
consultants, and participants conducted AIDS prevention activities and the results of it
are presented as follows:

1. A sustainable model development for the enhancement of community
practice to promote AIDS prevention activities at district level in Songkhla province.
For sustainable and successful AIDS prevention activities in this study, participation
from all sectors was substantial for the enhancement of community practice to
promote AIDS prevention activities. Government officers such as leaders of the
district or heads of district, the head of the public health district office, health care
providers and non-government officers such as local officers and community health
leaders were associated with all phases including planning, implementing, and
evaluating.

2. The process for the enhancement of community practice to promote AIDS
prevention activities at district level in Songkhla province. Participation of all sectors
in three phases including planning, implementing, and evaluating was the process to
promote AIDS prevention activities in this study. First phase: Planning. The main

purpose of this was to increase awareness of AIDS problems that all sectors need to
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be concerned with. Development of AIDS projects for all five sub-district was
desirable. At the end of the first phase, five sub-district AIDS prevention projects
were developed by local communities. Second phase: Implementing. 3 of the 5 AIDS
projects in 3 sub-districts were enrolled in this study. The main purpose of the second
phase was to conduct the AIDS prevention activities as per the plan. These involved
preparing participants such as community health leaders to educate people in their
communities, and conducting the various activities to increase AIDS knowledge, and
improve the self-confidence of community health leaders to advise people about
AIDS prevention in their communities. Also health care providers who acted as the
mentors for community health leaders were involved in all steps especially regarding
data collection and analysis after conducting AIDS prevention activities in
communities. Lastly, evaluating, the main purpose of this stage was to present and
reflect upon AIDS prevention activities which were conducted by thé participants in
this study. Therefore, it was intended to improve all activities which increased
efficiency of AIDS activities. Gaining more knowledge of AIDS issues and more self-
confidence of community health leaders to conduct AIDS prevention activities in
communities were important in this last step.

3. The outcome of the enhancement of community practice to promote
AIDS prevention activities at district level in Songkhla province. From the process of
the enhancement of community practice to promote AIDS prevention activities in
Songkhla province, there were various outcomes to highlight the success of this study.
The first outcome was to train community health leaders, which focused on the
learning of participants related to AIDS prevention activities. Most of them learned
the strategies to conduct AIDS project in communities. They felt very good in various
aspects of the researcher workshops such as how to participate for thinking about,
doing, and solving AIDS problems in communities. One community health leader
stated that she learned the following from advising people in her community: “One
day, I have a home visit at one family. I found that she needed to sleep. She didn’t
want to talk to me. So, next time [ learn to choose a more appropriate time for the
context of the family.” Moreover, the knowledge management of participants related
to AIDS prevention activities was created in this project. As one government health

officer recorded in her report “after participating in this study, linking of AIDS
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prevention activities from last year to this year has happened. There were many AIDS
prevention activities such as (1) providing AIDS knowledge to all community health
leaders (100%), (2) conducting an AIDS conference to students in school on
Valentine’s day, (3) giving AIDS education to hair dressers in the community, and (4)
AIDS walking at AIDS day (December, 1, 2007).” Finally, knowledge management to
find funding for supporting AIDS prevention activities also occurred. As stated:
“knowing the way and guidelines to have the budget from the local office for
conducting AIDS activities in communities. AIDS prevention activities should go
together with the other activities of the local officer such as joining the community
sports day.” The second outcome was 5 AIDS projects at sub-district level. The
participants of 5 sub-districts developed 5 AIDS prevention activities in their
communities (Appendix A). The last outcome was the knowledge and self-confidence
of community health leaders regarding AIDS prevention activities before and after the
intervention. To evaluate the outcomes of this study, knowledge and self-confidence
regarding AIDS prevention activities before and after the program were assessed. The
results found significant improvement in knowledge regarding AIDS prevention
activities after the program implementation (t = 3.376, p = .002). With regards to self-
confidence, there was no significant improvement after the program implementation (t

=0.774, p = .443).

Recommendations

A creative sustainable model to enhance the capacity of community practice
to promote AIDS prevention activities in Songkhla province was developed to slow
the spread of the HIV/AIDS epidemic in Thailand. This model was based on the
participation of stakeholders at all organizations including regional, provincial,
district, and sub-district level. It will succeed if the use of active participation of the
community takes place together with an improvement of existing health services to
meet the needs of target groups. The barriers within health systems that hinder the
delivery of health interventions should be identified and obstacles to the adoption of
healthier sexual and reproductive behavior by adolescents should be examined.

Moreover, a comprehensive responsive response to HIV should include intensified
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prevention efforts while simultaneously expanding access to treatment and care
(Mocumbi & Amaral, 2006). The model in this study can be used to strengthen the
capacity of community members in the community. It consisted of a system of
working: planning, implementing, and evaluation processes. The results from this
study will be useful, if modified to suit other settings where there are similar contexts.
For instance, there is cooperation of all organizations inside and outside the
communities. It is to provide, advice, support, and facilitate all resources such as
timing, material, and land management for AIDS prevention activities in
communities. Budget management of AIDS prevention activities should be
considered and supported by community-based organizations or local sub-district
offices. In brief, the creative AIDS prevention model can also be applied for health
practice, education, administration, and research.

1. Health practice

The use of this model can help to prevent and control AIDS problems in
communities. For example, community health leaders can develop their capacity to
conduct AIDS prevention activities in various population groups. Or health care
providers can integrate AIDS prevention activities with other activities such as sport,
and cultural ceremonies. Using a participation technique and a working process
consisting of planning, implementing, and evaluation is important and should be
recognized on the national, provincial, district and sub-district policy agendas. Full
attention from all key stakeholders will lead to reductions in the AIDS problems in
communities. It is believed that Thailand would better respond to AIDS if the capacity
of human resources at all levels (provincial and community) be developed to support
AIDS prevention activities. In brief, there are AIDS projects for prevention and
control in all 5 sub-districts of this district which can be used and modified in the
future.

2. Education

In Thailand, the National Committee for HIV and AIDS Prevention and

Alleviation (2007) suggests the use of public education communication measures
together with an improvement of existing health services to meet the needs of target
groups, has led to an adjustment of behaviors and a marked reduction in HIV

infections. All sectors including government and non-government both inside and
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outside communities need to cooperate and consider carefully how they can further
reduce HIV transmission, particularly in specific populations including drug users
using hypodermic needles, independent sex workers, students, and other risk
populations. Education in and out school is an essential part of protection and
prevention -of AIDS problems. In college and university, this study can be an
evidence-based in their class especially for graduate students. They may study the
techniques of self-confidence improvement to conduct AIDS prevention activities in
communities..
3. Administration

All administrators both health care providers and local officers at sub-
district level have an AIDS prevention model from this study to apply for integration
into their organizations. Moreover, this model can also be modified by higher level
organizations at regional, provincial, and district level. Many aspects from the results
should be considered carefully such as strategy to train local leadership, sectored
accountability, resource mobilization, and the vulnerable group centered approach.
They can be integrated to reduce the incidence of AIDS in communities. For instance,
one health care provider learned how to integrate AIDS prevention activities with
other activities and know how to have the funding support for AIDS prevention
activities in the future.

4. Research

A creative AIDS prevention model to enhance the capacity of community
health leaders to promote AIDS activities in this study will be very useful for
rescarchers who are interested in modifying and applying it to similar contexts.
Research and development of an AIDS prevention model is one strategy to reduce the
new HIV infections by at least half by 2011, Finally, evaluating and testing the model
in this study is essential for AIDS prevention and control. The AIDS prevention

program remains a real challenge in Thailand, in particular at sub-district level.

Summary

To recapitulate, the purpose of this study was to create a sustainable model

for enhancing the capacity of community health leaders to promote AIDS prevention
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activities in their communities by using participatory action research between QOctober
2007 and August 2008. Cooperation and collaboration between key stakeholders
inside and outside the communities is important to promote successful AIDS
prevention activities. Government and non-government organizations must be aware
of and alert to the behavioral dynamics and social interventions affecting the spread of
HIV infections within Thai society. Therefore, an analytic review of the current AIDS
problems to conduct the current HIV/AIDS prevention plan is important. Then
integrate AIDS project into local policy and strategy formulation processes by

collaboration with all sectors.
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"APPENDIX C:

AIDS Prevention Activities of the Project



The first phase: Planning

Prepare participants to plan AIDS projects in communities
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The first phase: Planning

Organize a workshop for partner organization to develop AIDS projects in communities




The first phase: Planning

Developed and presented 5 AIDS projects of 5 communities
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The first phzise: Planning

Submitted and presented AIDS projects to government organization for funding
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ing
ity leaders to

Implement

The second phase:

Developed the capacity of commun

1ties

.

.

tivities 1n commun

conduct AIDS prevention ac




The third phase: Evaluating
Reflected the process and outcome of AIDS prevention activities
and presented 3 AIDS prevention activity projects in communities
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