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National Reference Center for MIV Testing
Rescarch Inetitute for Arupical Medicine

Atubnog, Muntinlupa, Metro Maonils, Philippines 1770
‘. Mos. (G92) B42-28-20 * 842.20-79 * #42-21-94 * Fax No. B42.22-48

'PRAII?IﬁG COURSE ON HIV TESTING PI{OFICIENCY

GEHERAL OBJECTIVE : To wupgrade Lhe knowledge and gskills Of
IR : laboratory persomel -in the performance of
HIV testing for reliable and accurate HIV

test results.

SPECIFIC OBJECTIVES : At . the end of the Lraining course, the
participants will be able to:

1. piscuss the nature of HIV infection with regards to
* the following aspects:

1.1 The nature of Lhe virus

1.2 Pathogenesis

1.3 TEpidemiology - : ‘

1.4 The Clinical piclure

1.5 Counselling SR

1.6 Reporting of results.. :

2. Discuss the priunciples of the laboratory methods for
the diagnosis of HIV infection.. . -

3. Demonstrate adequale knowledge and skills in
performing and evaluating screening tests for.nIv.

4. Pemonstrate adequate knowledge in the principles

and  method of confirmatory or supplemental tests

foxr HI1V. : ] . ’ -

. Manage minor trouble shooting in HIV Lesting.

6. Establish and implement laboratory safely and
precautions.

7. Piscuss and prackice the social, ethical and
medico-legal aspect of HIV. testing.

1

CONTENTS: A, OQrientation:
c : 1. Registration
2 Schedules : -
1. Purpose of the training course

B. Pathogenesis, Epidemiology and Clinical Picture of
HIV Infection ]

C. Laboratory Methods for Diagnoeis of HIV:
1. Principle
2. Technical procedures: _ .
2.1 Sereening tesks (BIA, Simple and Rapid Test]
2.2 Supplemental Lests (WB, IF, Lineimmunoassay}

3. . Reporting of Results
. Laboratory Safety and Precautions
. Counselling
F. Social, Ethical and HMedico-Legal Aspect
G. ‘Troubleshooting

I. ‘Technical Standards/Quality Control in HIV
Testing.
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Aaex |
| TRASNING COURSE ON HIV TESTING vkomcmucv

Novembers 12 1993

COURSE SCHEDULF
Day I, Nov. 8, 1993 Monday
- 8:00-8:30 Regs_slraunn _ N
8:30- 9:15 Openiig Ceremonies - - - O’T. Moszon, M.D.
Opcmng Remarks Consuitant on AIDS

AIDS Research Group

Review of objeclives and

schedule ' e - F.).E. Paladin, M.S.
9:15 - 9:45 Evaluaﬂon Pre Trammg Course
9:45 -10:00 Coffee Break _
10:00 -10:45 Pathogenesis and epulemloiogy of S 3
_ HIV ml‘ecuon!AiDS g : - 0.7, Monzon, M.D.
10:45 -11:45 Principles and Methods: Y . o
_ ~ Antibody Screening Tesls o F.J.E. Paladin, M.S.
11:45-12:00 Laboratory Safety & Precauuons
in H1V Tcstmg S £ ).E. Paladin, M.S.
12:00 - 1:00 Lunch Break | |
1:00 - 5:00 Lab. | Equipment handling
Troubleshooling .
Particle Agglutination (PA)
Test

Day 2, Nov. 9, 1993, Tucsday

8:00 - 9:00 Principles and Methods: HIV - E.JE, Paladin M.S.
Supplemental Tests : '
Reporlmg of Results
9:00-9:15 Coffee Break—
9:15-12:00. Lab.2 Continue PA
Enzymeimmunoassay (EIA)
12:00 - 1:00 Lunch Break
1:00 - 5:00 Lab.3 E1A

1
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) Day 3, Nov. 10, 1993, Wednesday
800 -12:00 Lab. 4 EIA

2 00 - 1 00 Lunch Break
1: 00 'i 00 ~ Lab. 5 Continue EIA
3:00-3:15 Coffee Break
3:15 - 4:00 Chmcal Aspect of HIV -
infection/AIDS R.T. Sanlana-Arciaga, M. D.
4:00-4:30 Counselling R.T. Santana-Arciaga, M. D.

Day 4, Nov. 11, 1993, Thursday

8:00 - 8:3_(.)i. Short Quiz
8:30-9:00 Sm:lai Ethical & Med:co-lega!

Issues in ALDS O.T. Monzon, M.D.
9.00 I200 Lab. 6 Practical Exam | N | |
12:00 - 1:00 Lunch Break
1:00 - 3:30 Lab. 7 Continue Practical Exam
3:30-5:00 _Lah.. 8 Demonstration: Rapid Test/

Western BlotiLtnclmmunoassay

Day 5, Nov. 12 1993 Friday

8:00- 8:30 - Post Worksﬁop Eﬁaluation
8:30-12:00 Lah. 9 Continue Western Blot/
Lineimmunoassay
Demo: lmmunoﬂuorescence Test
12:00 - 1:00 Lunch Break
1:00-2:00 Rules and Regulations for B. Erese, M.D.
Accreditation in HIV Testing Chief, DLRD-BRL
Technical Standards for H1V Testing
2:00 - 3:00 Role Playing
3:00-3:30 Discussion
3:30 - 5:00 Closmg Ceremonies, - N. Serra :
Closing Remarks Chairman, Technology
Transfer and Training
Commiltee

i
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Depertment of Health

National Reference Center for H1V Testing
Reaenrch Instituie for Troplcal Mediclne

Alsbang, Muntiolupn, Metroe Manila

Tel. Noa. §42.28-28%842-20- 79’843 21-94¢FAX 842-22 45

TRAINING COURSE ON HIV TESTING PROFICIENCY _

November 8 - 12, 1993

LECTURERS

1. Rosemarie T. Santana- Head, RITH AIDS'ReSeéfch'GrOup:
Arclaga, M.D. .
2. oOfelia T. Monzon, M.D. Consultant; RiTM?_
’ ©  AIDS Research Group
3. Fem Julia E. Paladin, M.S. Head, Yifoiogy Section
TRAINORS
1. Fem Julia E. Paladin ' Head Virology Seotion RITH
2. Josephine G. Laygo o Science Reseaxch Specialist I

HIV/Virology Section, RITM

- 3. Raquel G. Gabhat Sclence Research Specialist I
HIV/Virology Section, RITM

4., Jingky P. Lozaco .- Research. Analyst:
: HIV/ Virology Sectlon, RITH

5. Elmo G. Laranang Research A351stant
HIV/Virology Section, RITM.
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" PRAINING COURSE ON HIV TESTING PROFICIENCY

LIST OF PARTICIPANTS

NOVEMBER 8~-12, 1993

" Name

Normita V. Antonio
cristina T. Bartolome

. Lilia C. Bermeio

Naomi Dumdum-Cortes’

clarizza H. Cruz
Ma. CriStiné'H._Crué
Gina T. Cuchapin

Marvin de Guia

Josefina A. Discutido

Laboratory/Clinic

Makati Doctors Clinical Laboratory
2180 Pasong Tamo, Makati
B87~13-77 .

‘Benguiet ' Clinical Lab. & Blood Bank

42 Military.Cut-off Road, Baguio City
442-20-27; 442-20-16; 442-22-15

ospital \Ng Maynila
Quirino Ave., Manila
50-60-69

" H.W. Miller Sanitarium and Hospital

400 Tres de Abril St., Cebu City
7-58-33 -

Nuesa’s Medical Dental clinic

Rm. 311 Suite. 5 Don Santiago Bldg.,

" paft Avenue, Manlla

536-09-01; 59-60-21 loc. 23

st. Martin Polyclinic .

1344 Grd. Flr., Don Santiago Bldg.,
Taft -Avenue, Manila

58-52~79} 536-0902

Mother Seaton Blood Bank
1577 Tayabas St., Sta. Cruz, Manila
20-95-38 '

gt, Lukes Medlical Center
Cathedral Helghts,

279 E. Rodriguez Ave,, 1102, Q.C.
722-09-01 to 20; 722-48-11 to 24;
78~09-=70 to 89

Semirara Coal-Corpdration Hospital
semlrara Ieland, Caluya, Antigue
31-8001 to 10
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10.

11.

12.

13.

14.

15..

1s.

17.

Maria cCecilia C. Lagmay

Serafina N. Legaspi

Rosemarie C. Lopez

Rosalinda M. Naringahon'

Cherry H. Noceta.

Natividad 8. Paio

. Marissa P. Perea

Recy P. Santos

Intercon Diagnostic Laboratory, Inc
_BPI Bldg., Plaza L. Ruisz,
" Binondé, Manila

47-72=56; 47-72-57

“Jaranilla ¢linical Laboratory

67 Huervana St., La Paz, Iloilo Cit
7-4632 -

CDM - Speciallsts, Inc. o

18 East Ave., Cor., V. Iuna,
Ditiman, Quezon City '
92-17-48

By

Lucas: and Associates Medical Clinic
Unlad House Bldg., Leon Guinto,

. Malate, Manila

. 58~74-20

st. BElizabeth Hospital Clinic Lab.
Rational H;ghway, Gen. Santos City
3162

Hercy community Cllnlc_
Kamague, Iligan City
2-07-84; 2-17-84

$t. Dominic Medical Center
Talaba, Bacoor, Cav1te
435- 25 19

The Family Ciinic,'lnc.

1474 Maria Clara, Sampaloc, Manila
731~29-01 to 13
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Depnrtment of Ioalth
National Reference Center for IIIV Tcslmq

‘Tesearch Institule for Tropical Medicine
Alabung, Muntinlupa, Metve Munila, Philippines 1770

Tol. Nos. (632} 842.20.28 * H42:20.79 * 842-21-99 * Fax No. 042-22-45

February 18, 1994

Dear

The National Reference Center for HIV Testing in
collaboration with the New Tropical Medicine Foundation, Inc. is
pleased to announce the feollowing training schedules on Human
Immunodeficiency Virus (HIV) Testing Proficiency for Medical
‘Technologists for the year 1994 to be held at the Training Center
of the Research Instltute for Tropical Med1c1ne, Alabang, Muntin-
lupa, Metro Manila. oo

In view of the 1ncreasxng uumber of 1nLeresLed
participants, four {4) workshops are scheduled this year.
Participation will be on a first come first serve basis with
‘careful consideration of the interest of individual lahoratories
as well as Lhat of the National HIV/AIDS Prevention and Control
Program . "N training fee of P5,500.00 shall be collected to
subsidize at least half of the cost of testing kits and gupplies
to he used for the hands on training.

Attached is a brief description of the course, operating
details and registration form. Please confirm youxr paltlclpatlon
by - 1ndlcat1ng your preferred schedule and submlttlng the require-
ments on. or before the set deadline., The training schedules and
deadline for the -submission of requirements are as follows

Date -~ Deadline
1. May 46 -20 - , 1994 .~ March 18, 1994
2. May 23-27, 1994 March 30, 19594
3. September 5-9, 19954 July 31, 1994
4. November 7-11, 1994 September 23, 1994

We look forward to your prompt response .

Very truly yours,

cﬁmg/&d ,5- ’é("’Pe”"“’
Fem Julia E. Paladin
Course Director

Noted .

O g G
Mar1 0 -} Aplasca, M.D.
o1C, DS Research Group

N j} /ﬁa.
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S Nantionnl Reforonece Conteyr for IiIV Pouthng .

Lteacurch Institute for Tropical Medicine '

TRAINING COURSE ON HIV TESTING PROFICIENCY

Name __

Rddress

License No

REGISTRATION FORM o
I hge Sex
Name of Labofétory[ﬂluod Bank
_Tel. MNo. _
Ciassifiéation
H1V AcCreditatioﬁ No. (if applicable) B

Name of Ptholoq1aL i

: Puxpose of ‘HIV restlng

NaLu1e of paL1ents/spec1men" in whom HIV testlng will be
per[ormed Write. approx1maLe Number/month.

] ] Blood Donors/Units

“|__t oOverseas Worker

No,

HIV testing kit in- USL/to be usmed:

ELISA

Preferred chedule

No.

[ | 'STD patlents

1 OLhars

(specity, )

{State Manufacturer)
 AGGLUTINAT ION TEST

RAPID TEST;]

Note : A COMPLETELY FILLED-UP Form is requiled fox- approyriate
' screening of participants

----- ( DO NOT ¥ILL BLLOW THIS LINE - FOR RITM ‘USE ONL'Y l s

DOCUMEMTS SUBMITTED
f 1. valid PRC

|___ | 2. Certificate of Employment (State Duration)

f_ | 3. Letter of Endorsement From Pathologist/

License/ 1D

Medical Diirector

{_ | 4. valid License to operate a Clinical laboratory

i

(xevox copYi.

and/or Blood Bank {xerox copy)

(%34

Training Fee

{check #
{or #

}_ | 6. Request for accommodakion (Y/N).

Received by

Acknowlédgeméﬁt

Tentative Schedule:

—266—
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METAODOLOGY ;

‘A. Lecture/Discussions

Workshop Hands-On

B
C. Laboratory Practices/Demonstration
D

Case Discussion/Role Playing

E. ‘Theoretical/Practical Examination

OPERATING DETAILS:

Pérticipants

No. of Participants

Venue

bate/Deadline

Training Fee

Housing

- Requirements

Evaluation

Medical Technologists of Clinical
Labcra;ories and. Blood Banks

- .16
RI'TM, Training Center
Date ‘ Deadline for submission

May 16-20 . 1994  March 18, 1994
May 23-27, 19%4 - March 30, 21994

‘September 5-9, 1994 July 31, 1994
‘November 7-11, 1394 September 23, 1994

P5,500.00 in cash, check or money -
order . made - payable to the New
Tropical Medicine Foundation, ' Inc.
inclusive &F training materials, snacks
and other ingldental expenses.

Dormltory facilities are avallable for a
limited number of participants on a

first come-first serve basis. Request
should be made on.the form provided.

To be  submitted  together with the

Registration Foru:

1) Valid PRC license/Y.D. {xerox copy)

2) Certificate of Employment

3) Letter of Endorsement E£rom PaLhologlst
or Medical Director

4) License to operalba & Cllnlcal
Laboratory and/or Bleod Bank (xerox Copy!

1ra1n1ng Fee of P5,500.00 Lo be remitted
upon notice of training schedule.

_Laboratoxy qown

1) Pre-tvaining course evaluation
2) Short -Quizzes/Unknoun panel

'3) Post-training. courde evaluation

i LEELnglJQ_g of Proficiengy oun HIV 1§§Ling will bhe given
at the end of the Workshop to quccesqrul parrlclpants Co-

“LECFURERS/TRAINOR&:

R[TM A1DS Resealch Grpup
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' PROJECT TO EVALUATE THE SAFETY OF
THE PHILIPPINE BLOOD BANKING SYSTEM
(28 September 1993 - 15 January 1994)

Final Report

. New Tropical Medicine Foundation
: With the assistance of
the US Agency for International Development
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" PROJECT TO EVALUATE THE SAFETY OF
THE PHILIPPINE BLOOD BANKING SYSTEM
S (28 September 1993 - 15 Jam:ary 1994) '

Final Repbrt

Study Team Members:
Asuncion A, Paraan, MD, FPSP
{Team Leader)
Elvira SN. Dayrit, M, MSc MCH
Josefina N. Natividad, ScD
Honorata G. Baylon, MD, FPCP, FFSHBT

This publication was made possible through support provided by
the Office of Population, Health and Nutrition,
U.S. Agency for International Development/ Manila
wnder the terms of Grant No. 492-0000-G-55-3114-00.
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FOREWORD

Transmission of HIV through bleed transfusion has relatively been much, wuch
lower than through the other routes. However, the scandaly in Europe, especially France
and Germany, underscore the political significance of this mode of fransmission.

This study was conducted In order to gather more solid information on the practices
and activities in blood banking aud bloed transfusion in the Philippines, and carefully
assess whether there is yeal cause for concern abtmt the couniry’s blesd supply.

" The study was conducted in 4 montbs and intenslve work was glven to the des*lgn
and methodology. The findings of the study are clear and should not only trigger concern
but alarm: the country’s blooa transfusion system Is unsafe, inadequate and wasteful.

As the head of this project’s study team, I wish fo extend this call to everyone: let
us work together to lmprove the safety of sur country’s blood supply. There Is no time to
engage In turf protection or business concerns, This Is one activity where Individuals and
small groups can do very little, We need each other. Any oue of us, or any member of our
[‘smily, mgy need blood in the future, In such an emergency, who knows what can happen?

To really sesi this commitment, go and donate hlood also. Only then will you feel
the humanity of man and the real kinship of belug a Filipino. The spirit of the blood
compact is not over. It will go on as long as there Is a single person teethering on the brink
of death needing the precious blood of life.

%’ntlon A. Paraan, MD ¥PSP
Project Team Leader
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EXECUTIVE SUMMARY

. The study was dome to assess the safety of the blood banking system iu the
Philippines. It had the following specific objectlves: (1) to document current practices of -
blogd banks In relation to donor-related activities, blood collection, screening and
piocessing, and blood distribution and use;: (2) to make an inventory of blasd: banking
facilities and compare these with government and World Health Organization (WHO)
standards; and (3) to identify unsafe practices and reasons for their perpetuation. To
achleve the objectives, the following were done:

1, Field survey of bisod banks in different parts of the country: This consisted of: (s)
interview of heads/ operators/ or owners of banks, the medical/ paramedical staff
and donors; (b) observation of bloed banking practices; and (c) review of available
records for September 1893, A total of 136 blood banks were visited - which is 55%
of all vegistered blood ‘banks (269) but is 98% of the target snmple, covering 82% of
the Philippine Natlonal Red Cross. {(PNRC) blood centers; 88% of {rec-standing/
comercial blood banks; and 38% of hospital blood banks. Aside from blood banks,

11 free-standing outlets and 6 hospital-based outlets were also visited (63% of
outleis).

2. . Lahuratory retesting of blood samplkes: Using the Lot Qualjty Assurance Sampling
-+ (LQAS) methodology, 426 bloed samplm were retested for syphlhs malaria,
hepatilis B and HIV,

Before the field survey, an overview decument was prepared to provide !he natienal
perspective on the developments and Issues and the different sectors actively involved in the
blocd banking system. The overview was prepared after a review of existing documents
such as previous legisiations, memorandum circulars and department/bureau orders and
statistical reporis; and interview of key informants, '

"T'wo consultative workshops were calfed, the first one to discuss the study plans and
protocels; the second to discuss the preliminary findings and issues for action. The
preliminary findings were also presented on separate occasions to the Management
Conmunittee of the Depaﬂment of Health (DOH); to selected Governors of the PNRC; aud
to Senator Freddie N, Webb Chairmar of the Senate Committee on Healik, and his
technical staff and one staff of Sen. Orlando Mercado.

'The major findings of the Overvlew include the following: as much as 33% of the
country’s aunual prejected need is not met by current blood sources; about 64% of the
couniry’s blood supply comes from free-standing/ commercial blood banks, which, in turn,
obtains blood by paying donors; paid donors are three times more likely to test positive for
any of the four blood transmissible diseases routinely screened for as mandated by law,
nameély, malaria, syphilis, hepatitis B and HIV. The Overview document also noted gaps
in national program planning and management and monitoring of blood banks. Specifically,
the study noted thai only indicative plans exist, underscoring an urgent need to clarify
targets In terms of the specific number of blood units to be generated or the number of

6
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Exag_ of blggﬂ Qougrs

. Table 6 shows tle typas of bleoocd donors in each category of
bloed bank. Almost all of the blood donors in: commercial blood
banks (89.6%) and most of those in private hospitals (77.0%) are
pald donors, that ig, the donors receive remuneration fov .
donating blood; while the PNRC donorsa are mostly voluntary. About
25% of blood donors in government hospitals are also pald for
their blood donation. : .

Table 6: Types of bonors by Category of Blood Bank
Blood Bank Anpual Report, BRL 1882

Type of-Blobd Bahk-_ _ Paid-anor ' Vcluhtary Donor : Total
Free—standing 258, 377 (99.6%) -1, 059 {o. 4%) 259,436
PNRC : © 175 ( 0.2%) 104,826 (99.8%) = 105,001
Government Hosp 13,948 (25.2%) 41,427 (74.8%) - 55,375
Private Hosp ' 22,927 (77.0%) 6,844 (23.0%) 29,792

gatablishmegg and Creation of Blood Banks

Table 7 shows the number of registered banks from 1986 to
1992, This table shows that there was no additional registered
free-standing blood bank since 1986 while there is about 23-25%
increase in the number of hospital based and PNRC-run blood
banks. ' .

Table 7: Number of ReQistered_Blbodeanks'
Blood Bank Annual Reports, BRL 1986 and 1992

Type of Blood Bank 1986 1992 Percentage
. . : : : . Increase.
Free-standing or 24 24 0
commercial . : o '
Hospital-based : 128 ' 155" ' 23%
: ‘ (Govt = 72 o
: Priv = 83) :
PHRC 36 ' 45 o 25%
Total 188 . 224 19%

In 1970, BRL records list 73 registered blocdd banks. This
reflects a 157% increase from 1970 to 1986, which means that most
of the existing blood banks wera registered between 1970 - 1986,
coineciding with the creation of the Licensure Section in .1971.and
the more agressive enforcement of the law during those years.
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geographical Distribution of Realstered Blood Banks

Table 8 shows the distribution of regilstered/licensed blood
banks in different regions., This data shows that 18.7% of the
total number of blood banks are located in the National capital
Region (NCR): 48% of the free-standing banks, 16% of government
hospital banks, and 20% of private hospital banks.

Table B8: Regional Distribution of Registered Blood Banks
by General Category, Blood Bank aAnnual Report, BRL 1392

Region Free- Govt hosp | Priv hosp PNRC Total
Standing | based based
CAR 2 6 3 3 14
I o 7 7 2 16
- I 0. 10 4 1 15
CIT1 1 -7 9 6 23
v 1 i3 10 2 26
v ] 7 6 3 16
vi 4 11 -8 ] 28
vii 2 3 11 2 18
VvIil 0 5 3 2 10
IX . 0 2 3 3 8
X ] 6 4 7 17
X1 -1 3 5 5 14
X1t 2 "3 7 2 - 14
NCR 12 16 19 2 50
L
TOTAL 25 99 99 45 269

Inter-island distribution shows that there is a concentration
of blood banks in Luzon (160 banks or 60%). There are only about
56 banks (21%) in the Visayas and another 53 {20%) in Mindanao.

Blood Screenin
of 600,375 donors examined, only 365,764 (61%) were bled. Of

those rejected, 41,208 (17.6%) were rejected because of positiv-
ity in the laboratory tests, table 9.
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Table 1 H Donors Roejected DUe to rositive Laboratory Tests
Blood Bank Annual Report BRL 1992

‘Infecﬁion ~ . Number positive Pérggntage

Syphiliq 6,657 ' 16.2%

Malaria - o ' 432 1.1%

Hepatitis B .. 34,100 .- 82.8%

CHIV. : - 19 . 0.05%
Total 41,208

 This puts the donor rejectlon rate due to positive laboratory
tests at 6. 3% Many are rejected due to hepatitis: B.

...~ Of the 19 HIV positive donors, 17 (89 5%) were detected. in
NCR and 14 (73.7%) were detected in free-standing blood banks.
This underscores the higher tendency for high risk donors to go
to the commercial blood banks. All cases have been reported to
the National AIDS Registry. : '

Of 449,583 units of blood collected'énd tested, 10,995 (2.4%)
were found positive in the laboratory tests, table 10.

Table 10: Collected Blocd Found Positlve in Laboratory Tests
Blood Bank Annuazl Report, BRL 1992

Infection Number positive ' Percentage
syphilis 1,883 17.1%
Malaria . 260 2.4%
Hepatitis B 8,847 80.5%
- BRIV ' 5 . 0.04%
Total 10,995
e of Blood

Of 449,583 units of blood collected, 200,239 (44.5%) were
transfused as whole blood, 79,328 {(17.6%) as packed red blood
cells, 12,528 (2.8%) as plasma, 26,612 (5.9%) as platelet
concentrate, and 8,143 (1.8B%) as cryoprecipitate.

A total of 14,550 units (3.2%) were not transfused due to the
following reasons, table 11.
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Table 11: Raaaons-for‘Not:Transfusing Blood
Blood Bank Annual Report, BRL 1992

Reason for Not . . Quantity Not Trans- Percentage
Transfusing Bleod _ fused
Expired: - - .. 9,038 62,.1%
Contaninated or spoiled 375 . . 2.6%
Positive laboratory teést 3,512 24.1%
oOthers/ unknown : 1,625 : 11.2%
Total & . 14,550

Blood which has been ' found positive for. hepatitis B,
especially those from PNRC, are sent to the Research Institute
for Tropical Medicine for research purposes. '

cost of Blood

- -As per BRL Order No. 9 s. 1991, the maximum rates‘for::hiood
are as fellows, table 12. C

Table 12: Maximum Rates for Blood
- BRL Order No. 9 =, 1591

Blood/ Blood Products Cost per unit
Whole blood _ - . P400.00
Packed RBC _ - $450,00
Fresh frozen plasma. - e F300.00
Plasma (liquid or frozen) - P250.00
Platelet-rich plasma - P406.00
Platelet concentrate - P500.00
Cryoprecipitatse - P600.00
Washed RBC - P600.00
Leucocyte-poor RBC - y600.00
Rh negative blood ' - P 50.00 additional

The above-stated rates include charges for ABO grouping,
testing for hemoglobin content, and screening for malaria,
syphilis, hepatitis B and HIV antibody. :

Blood banks and hospitals are allowed to charge fees for
actual costa of expenses for recruiting donors, collection,
processing, storing and transportation of blood with reasonable
allowvance for spoilage and professional services rendered:.  Other
charges may be collected upon approval of application for such
from the BRL. This Order has resulted in a wide variation of
costs among blood banks, table 13. .

10
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Table 13: Cost of Whole Blood Packed RBC and Plasna
: Different Blood Bankse in Metro Manila, 1993

Blood Bank ‘Cost per Unit (in’ pesos) 5
o Whole Blood Packed RBC

Avenue Blood Bank -400 450 .
Blue Crosg Blood Bank 400 " 450
Doctor's Blood Center ' 400 T 450
"Dr. German Castillo BB ' 400 : 450
 FEU~NRMF Blood Bank ' : 400 ) 450
Hermose Diagnostic Ctr/BB 400 . 450

] Holy Redeemer Blood Bank 400 450
-Mother Seaton Blood Bank 400 450
our Lady of Fatima BB 400 ‘ 450
Peopleis Rlood Bank 400 " 450
Philippine Blood Bank ° 400 ' : 450
Re-cor Blood Bank : . 400 450
Capitel Medical Center: 760 760
cardinal Santos Med. Ctr 350 | 500
Chinese General Hospital . 400 450
De ‘los: Santos Med. Ctr 1,001 - 1,200
Makati Medical Center 1,620 _ 1,670
Manila Doctors' Hospital 1,200 . ' 1,200
Manila Sanitarium and Hosp 400 425
Medical Center Manila - i 400 . 470
HMetropolitan Heospital ; .. 830 : 850
Our Lady of Lourdes Hospltal 1,100 ©1,200
San Juan de Dios Hospital 1,170 o 1,195
Santo Tomas University Hosp ‘600 650
8t. Lukes Medical Center 1,400 i,400
The Madical City Gen. Hosp 720 865
The Polymedic Gen. Hosp 620 ' . 565
UERM Medical Center 911 - 911
AFP Medical Center - 160 I
Bureau of Correction FREE :
East Avenue Medical Center 1690 160
Fort Bonifaclo Gen Hosp 420 .- 470
Jose Fabella Memorial Hosp FREE
Jose R. Reyes Mem, Med. Ctr ' ; 400
Lung Center of the Phil 730 730
Hational Kidney Institute 850 _ 850
Ospital ng Maynila ' 400 _ 450
pPhilippine chlldren's Med Ctr 650 - 850
PGH Blood Transfuslon Service 485 485
Philippine Heart Center 1,055 1,095
Philippine- Orthopedic Center "~ 400 450
Quirino Memorial Med Ctr 400 ' 450
Veterans! Medical Center FREE

* In private hospitals, costs do not‘inglude retesting

Plasnma

740
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PNRC banks collect a handling fea of p 100~ ~175 per unit of
whole blood and P 150-300 per unit of blood components. :

ﬁnin‘_.&sz_gx_s___'_i_
Scene

In the philippines, blood banking and blood transfusion
services are arranged in four different ways: Red Cross-run blood
centers, government-run blood services, private hospital . blood
banks, and commercial blood enterprises. :

t a Loc.‘

T ine ti Re ss C

- Since the launching of the National Blood Program under the
PNRC 1in 1948, it hag continued to open chapters in different
parts of the country. To date, ‘1t has 46 blood cen;ers
nationwide: 1 national blood center, 3 reglonal blood centers,
and 42 chapter blood centers.

Aside from the blood centers, PNRC has blood stations which
just issue blocod, and blood extension services which. collect,
store and issue blood but de not process them and Iinstead send
them to the nearest blood center. PNRC has around 24 extension
services and 15 blood stations.

The Blood Program is just one of six service programs of the
PNRC. The other services are: Disaster Preparedness and Rellef
Service, Safety Services; Nursing Service, Red Cross Youth and
Soclal Services.

PNRC obtaing most of its blood by deoing mass bleeding
campaigns. throughdut the year. These canmpaigns are often
sponsored by military, civic or religlous organizations. The PNRC
mass bleeding activities occur throughout the year, with peaks
during the Blood Donors' Weéek in July. A person whe donates blood
becomes a registered blood donor and is given a certificate of
donation. '

A person who has donated one gallon of blood automatically
becomes a member of the "Blood Galloner's Club". Most of the
members of this club are military men since the army considers
blood donation a major annual project. President Fidel V., Ramos,
the honorary president of PNRC, is a blood galloner.

“The followxng steps are followed in the distribution of PNRC
blcod since 1968:

The Red Cross furnishes all hospitals with "Request for
Blood" forms, which is accomplished by the ‘attending physician
and -signed by the Director ‘of tha hospital. The duly-
accomplished form is brought by the patient's relative to the
PNRC blood bank. The patient's relative is asked to bring along
one donor for every 250-300 ml blood issued to replace the blood
issued for the patient.

12
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Accordinq to the 1992 BRL Registry, only 8 PNRC blood centers
‘have been officlally registered natlonwide: ' 1 . national @ blood
center, 2  regional blood centers and 5§ chapter blood ' centers.
~'there " are ' 32  applications. for. licensa :Yenswal  and one new
application, - all awaiting inspeotion by BRL staff. However, ‘4
chapter blood banks cannot be licensed yet because of inabllity
to meat sone requirements, mostly in physical facillties. :

. For 1992 the Blood Bank Annual Report of BRL shows that the
following accomplishments_have been reported by PNRC, table 14.. .

Table 14: PNRC 1992 Accomplishments
Blood Bank Annual Report, BRL 1992

Total number of doﬁors examined: - 114,885 S
Donors rejected:’ © 61,743 ({B3.7%)"

Number of units collected: - o
. Mostly 250 ml1/7 unit: -~ 120,625  (2.3/donor)
(If converted to 450 ml standard units.= 67,013) .
Type of donors:

pPaidi 15,799 (13.1%)
Volimntary: 104,826 (86.9%)
Number of units transfused:
" Whole -blood: 29,1316
Packed RBC: 254
Plasma: ]
Platelet concentrate: 830
Number of units. not transfused: 1,543 (1.3%)
Expired: - 689 (44.6%)
Contaminated/ spoiled: 123 ( 8.0%)
Positive laboratory test: 626 (40.6%)
Unknown: 105 ( 6.8%}

NHumber of donors with infection: 2,680 (2.5%)
. - Syphilis: 146 ( 5.4%)

Malaria: B4 { 3.1%)
Hepatitis B: 2,629 (98.,1%) "
HIV: 1 ( 0.04%)

Number of blood units tested: 906,204 (41 blood centers)
Syphilis; 428 (0. 5%)

Malaria; 107 (0.1%)
Hepatitis B: 4,569 (5.1%)

HIV: 0

PNRC ‘suppllies about 1/4 of.the-blood supply in the  country,
or about 100,000 units annually. PNRC's .monthly blood supply
shows this to be stable at about 7,000 = 9,000 units per month:.

13
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... The National Blood Center, located in Manila, shows that
about 44.2% of requests for blood were unserved in . 1992, The
. highest percentage of unserved requests were those for platelet
concentrates. Replacement of blood was completed only in 28.4% of
cases.’ .

In 1992, only 10 PNRC blood centers were able to perform HIV
screening tests, thus only 34.1% of its blood supply was tested
for HIV. “To date, at. least 20 more centers have medical
technologists already trained on HIV testing. However, there is a
rapid turnover of trained medical technologists.

" Four blood centers (1 national and 3 regionai bleood centers)
can process blood components.

‘ The national, regional and chapter blood centers are asked to
report their services monthly to the Dlrector of the National
Blood Program but not all centers do so regularly. Each chapter
is relatively  independent, but are also supervised by the
Regional Chapter  heads. . ' S

" In 1991, -PNRC had access to a budget of P . 74 million, of
which around P 10 million (13.7%) were spent on  the Blood
Program.

Free-standing_or Commercial Blood Banks

As mentioned earlier, many of the blood banks were registered
between 1970 - 1986. This does not mean, however, that they only
started operations when they were registered. No one can be
really : certain that there are no illegal blood banks anymore.
Each registered bank is allowed to have at least 4 I'outlets",
i.e., the equivalent of the PNRC blocd stations.

., Commercial blood banks pay donors for giving blood at varying
rates between 50 - 150 pesos. Because of this arrangement, many
of the donors who come are poor, often students who need cash
immediately. And =since they need money, these donors are not
usually - honest about their medical or gocial history. The claim
that pald donors usually have a higher risk of having blood-
transmissible infections is confirmed by the data in table 15.

Table 15: Percentage of Donors Found Positive With
Either Syphlilis, Malaria, Hepatitls B or HIV, by
Category of Blood Bank, Blood Bank Annual Report, BRL 1992

Type of Blcood Bank Total Donors Donors Found Percentage
B - ‘ Examined . Positivex
. Free-standing E 393,928 33,172 8.4%
Government. Hosp. . . 80,415 _ 3,399 4.2%
Private Hosp. 60,178 1,777 ‘2.9%
PNRC 114,885 ‘ 2,860 2.5%
Total 649,406 41,208 6.3%

* For any of the following: syphilis, malaria, hepatitis B, HIV

14
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Donors coming to free-~standing blood banks are about 3 times
more -likely to have any of- the four tasted infections than “the
donors comlng to PNRC._ _ ; .

Breaking this data down into diseases per type of bank, we
sea the f0110w1ng, table 16. :

Table 162 Donors Found Positive by ‘Type of Bank and
Type of Infection, Blood Bank Annual Report BRL 1992

 Type of. S tlumber and Percentage Positive by
Bank ; : . Type of Disease. :
DONORS SYPHILIS  MALARIA  HEPATITIS B -  HIV
. EXAMINED = _
- Free— - 193,928 6,062 47 . 127,049 14
- standing . (1.5%) (0.01%) (6.9%)  {0.004%)
Gov Hosp BO,415 233 126 3,038 2 -
(0.03%) (0.2%) ( 4%) (0.002%)
Priv Hosp 60,178 216 175 1,384 .z
' (0.4%) (0.3%) - (2.3%) (0.003%)
PNRC 114,885 146 84 2,629 1
: (0.1%) - (0.07%) (2.3%). {0.0009%)
TOTAL -~ 649,406 6,657 432 34,100 19
: - (1%)_ (0.07%)_ (5.2%} (o.qoa%)

in all types of banks, the highest posithe reaction is for
hepatitis B; followed by syphilis. The low malaria detection can
be due to either a low overall malaria prevalence since the
donors are usually city-based; or the poor sensitivity of the
direct malarial smear technigue; or omission of the malarial
smear screening as was admitted by PNRC staff.

Considering that the tests done now are only for those. diS"
"emases we Kknow about - AIDS being ‘an unknown and thus not tested
until recently - and even assuming that these tests are done
religiously, blood from healthy voluntary donors who give true
medical and. social histories are about three times much safer
" than blood from paid donors. :

A regularﬂsized commercial  blood bank sees around: -70
prospective donors daily. There are no problems in  finding
donorg, many come to the bank on their - own. oOfficially,
operators claim that about half of the donors are rejected
because of medical reasons such as low hemoglobln levals, poor
nutritional condition, or of having just been recently bled.
officially also, the commercial blood banks claim they test each.
prospective donor with all the required screening tests before
and everytime they are bled. In Metro Manila, at least, all the
commercial blood banks claim they routinely do HIV testing since
1993, '

‘15
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.- .Blood ‘from commercial- banks ara usually distributed to
government or - private hospltals when blood is. requested. Many
have. ‘on-going business arrangements. Many hospitals have . their
‘favorite blood bank which can deliver blood within minutes. . Such
convenlence from Free-standing banks makes PNRC procedures -
which asks for blood replacement and for handling costs anyway -
quite tedious and, for patients in dire need, quite slow.

In 1991, the commercial banks in Manila pooled together blood
for HIV testing, tested about 26,000 units and discovered 6 cases
"of HIV, all males, which were reported to the AIDS surveillance

unit. Of these, only one was followed up, & homosexual, and
followed-up only once. - .

. Metro Manila-based commercial blood banks have ‘organized
themselves as the Philippine Asscciation of Blood Banks. This
group tries to dlscuss common lssues and problems and come up
- with voluntary agreements. Issues include ethical or equltable

marketing practices or business arrangements wlth hospitals, for
instance, - the .practice. of paying  "commissions® . to hospltal
medical technologists for blood orders; and. standardization of

testing methods, among others.

. The Association has also sponsored training by BRL of thelr
medical technologists on HIV testing to facilitate the otherwise
slow process. It centralized HIV testing initially to meet the
testing requirements while the medical technologists of  other
banks still have to be trained. HMembers of the Assoclation can
also tap the facilities of the other members such the ELISA
testing for hepatitis B in some banks; or reagents when supplies
run low. :

‘When the Association started in 1989, it had 9 members out of
12 NCR-based commercial banks. Membership has dwindled down to 7
since some of the banks refuse to make or follow agreements.

owners and proprietors of commercial banks know they supply
the bulk of the country's blood supply. They do not see any
reason for phasing out their establishments especially since
there are so. far no alternative sources of adequate blood supply.

gospitgl-bgsed Blood_ PBanks

Hospital  needs for blood can be met in four different ways:
(a)- Red Cross blood can be requested; (b) a blood donor can be
brought by the patient, usually a relatlve; {¢) blood can be
bought by the hospital from a free-standing blood bank; {d) bloocd
may ' be -solicited from voluntary blood donors. What actually
happens 1in about 80% of the time is that blood is bought from
commercial sources. '

Some hospitals re-test the blood, some do not. Many do not
have projects to solicit voluntary donations, but the several who
do, usually are able to get blood from their own staff or from
students in their attached schools of medicine, nursing, midwif-
exy or others. '

16
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1t -has been noted by BRL supervisors that government-run
blood banks frequently run out cf reagents. When they do, they
ask the patients to walve: the blood tests and declare that blood
is urgently- needed.

MMM

According to the 1992 BRL Annual Report whole blood is
transfused . in .about 45% of the cases. . This ‘may. - bhé an
underestimate. ‘Many Filipino-doCtors are not yest fully trained to-
on the specific indications for blood component transfusion. They-
are not ‘aware of the lack of blood supply and do not feel the
need to adjust their practices and use of ‘blood and blood
products. It also does not matter so much to them where the blood
comes from.

'xha General Puh;io-'

There_ are many cultural barriers that discourage voluntary
blood . donation.  Except among selected sectors ‘stch - as - the
military; voluntary blood donation is not very popular among most
Filipinos. Even relatives of patients find various excuses not to
donate blood. Some patiernts would rather buy blood from a
stranger than be indebted for 1life to a relative. Misconceptions
and  fear abound. There is even a religious sect - which forbids
blood  transfusion’ among its members regardless of the patient's
condition. :

Hgnmgemgng oﬁ Blgod 5 nk ng an d Blgog Transfgsion Se;v1ces
HBSP -

Since 1948, the PHNRC has been operating a Blood Program
through its blocd centers, extension services and chapters, many
timez in cooperation with other civie . or religious organizations.
Commercial and hospital-based blood banks weéré —established
independently in response to the demand that coul@ not be
adequately met by PNRC. Aside from distributing blood to
hospitals through the patient'!s relatives, there is really 1ittle
interaction or shared activity or plans between PNRC - and - the
hospitals. PNRC has nothing whatsoever to do with commercial
blood banks. '

The DOH for its part played mainly the role of the regulator,
defining ‘standards and guidelines for 'all blood banks and
licensing them, It did 1ittle in terms of ‘planning or organizing
the different groups involved in blood bankinq and - blood
transfusion. . :

Regulation and licensing usually proceed as follows'
1. An application for license is submitted by the blood bank
"owner to BRL. If no application is sent, BRL will not . knov

about the existence of - the blood bank unless they recelve
'reports of such.

17
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2. The BRL staff will then conduct an inspection viseit, .

3. If. the  visit: is satisfactory, the 1llcense can be lssued
already. If the visit shows defficlencies, mostly on physical
facilities, the bank is given time to remedy the situation. If
at. the second viait the deficiencies are =still there, BRL
issues a warning. If on the third visit the deficiencles have
remained unattended to, the bank's operation is  then
suspendead. . :

BRL also sends blood to the blood banks_fbr reading by their
" medical techinologista in order to test thelr laboratory technical
gkill. Those who fall the test are retrained.

The .Naticnal Blood_Seriée Program of 1989

. The DOH began to. be involved in planning and organizing blood
‘bank ‘services only in 1989, upon the approval of the National
Blood Service Program only. '

‘The NBSP's overall goal is  adeguacy, accessibility,
affordability and equitable distribution of safe blood and blood
products. The following are the stated speciflc objectives of the
NBSP:

1. To.inCrease the number of blood donation through the promotion
of voluntary blood donation;

2. To provide facilities for the recrultment, screening and
collection of blood from the regional to the district level;

3. To upgrade laboratory facilities at national and regional
levels for the processing, distribution and transfuslon of
blood;

4. To promote the maximum utilization of limited blood resources;

5. To éndourage research in various aspects of blood donation,
procassing and utilization. '

The adoption of .a National Blood Service Program in 1932 was
a major step towards the right direction, but there is still a
'big gap between what is on paper and what is actually happening.
For instance, the NBSP states that "commercial blood bank outlets
shall be phased out". This is far from reality. There are also no
clear steps to be taken how to reach this objective. Peopla who
were supposed to be major actors in the NBSF feel they did not
have enough participation in the development of this program.
This results in lack of ‘awareness or acceptance of their supposed
role in the program.

. 18
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DIgCUasSION

Based on ‘the foregoing data, the following. 'areas. present
complicated . problems that will need further “study  and
documentation.,f‘ ; : ' ' A .

1.:Program planning, policy development and coordination
2. Legal provisiong and how these are actually followed'
3. Lack of blood supply

4. Faclility management and Upgrade

8. Training and developwment of blood bank staff

6. Supervision and’ quality control ‘

This overview has revealed much of the exlsting situation,
and has raised even more guestions in the process. There is  heed
to fully wunderstand the interactions and implications . of
alternative actions so that practical and acceptable solutions
can be arrived at once and for all.

19
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LIST

Mar 1947
June 1956

Sept 1971

Aug 1987
Jan ‘198%
J;n 1990
Jan 1990
Jan 1990
July 1990
July 1990

May 1991

June 1991

Bov 1991

1992
25 HMay 1992

- . ANNEX 1 S
OF MATERIALS REVIEWED

An Act to Incorporate the PNRC .

An Act Regulating the Collection, FPro-
cessing and Sale of Human Blood, .and the
Establishment and Operation of Blood
Banks and Blood Processing Laboratoriles
Reviged Rules and Regulations Governing
the = Collection, Processing and Sale of
Human Plood and the Establishment and
Operation of Blood Banks ahd Blood
‘Processing Laboratories, as amended by
Administrative : Order No. 144-32 series
ef 1973 (amendments AQ 144-32)

Declaring Baslie Policies on Blood and
Describing Measures in Support of Such
Revised Rules and Regulations Governing
the Collection, Processing and Provision
-of Human Blood and the Establishment and
Operation of Blood Banks
Technical  Standards

-GOVernihg the

" Collection, Processing and Operation of

Blood Banks in the Philippines
Administrative Standard Operating Proce-

dures for Application and Licensure
of Clinical Laboratories and Blood Banks
Procedures and Guidelines for the
Regional Clinical Laboratory and Blood

Bank Inspection Team of the Regional
Disposal of Hepatitis B Surface Antigen
(HBsAg) and Human Immunodeficiency Virus
(HIV) Antibody Positive Units of Blood
Screening of All Blood Units for Hepati-
tis B Surface Antigen (HBsAg), Human
Immunodeficiency Virus (HIV) Antihody,
Malaria and $yphilis
Maximum Rates to be Charged for Blood
for Transfuslion and Its Products
Exemption from the Reguirement of
Screening of Units of Blood for Hepati-
tis B Surface Antigen (HBsAG) and Human

Immunodeficiency Virus (HIV) Antibody
by Bloopd Banks Prior to Issuance teo
Hospitals

Reporting of (+) HIV Confirméd Blood
Donors

The National Bloud Services Program
Hepatitis B Surface Antigen (HBsAg) and
Human Immunodeficiency Virus Antibody
(HIV Ab) Positive Units of Blood: DOH
Policy, Procedures to be Followed and
sanctiong for Viclations

20
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Speech by Dr. Virginia Basaca-Sevilla during the Ninth Liborio
- Gomez Memoxial Lecture, 27 February 1987, 36th annual convention

of the Philippine Soeiety of Pathologists Lung Center of the
' Philippines _

Hanagement of Blood Transfusion SeerceS, WHO Geneva, 1990
Technical Manual American Association ‘of Blood Bank, 1990

Guidalines for the Organization of Blood Transfusion Services,
WHO Geneva, 1992 .

Guildelines for Quality Assurance ‘for Blood Transfusion Services,
1993

ANNEX 2
" LIST OF KEY PERSONS INTERVIEWED
PNRC ' '
Dr. Rogelio R. Velicaria, Director,_ National Blood Program
Dr. Cecilia Fernandez, coordinator for special projects on
* 'AIDS and Street Children '

pPBCC - _ : : o
br: Carmen Narclso, past President

PABB :
Mrs. Ellen Garcia, secretary

Galloner's Club
b, Hanuel Chua, past President

Manila Central University (MCU) Hospital
Dr. Antonia Basa, Pathologist

Jose R. Reyes Memorial Hospital
Dr. Acela Tanchongco, Pathologist

21
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MASTERLIST OF BLOOD BANKS VISITED Annex F-2

REGION CATEGORY BLOOD BANK REGION CATEGORY BLOOD BANK

— 287

1 GH lioons Reglonal Hospltal 8 PNRG W. Visayas Reg.(lollc) BG

i GH . Gov. Teolilo Slson Prov Hosp 8 FsB 81. Elizaboth BB

1 GH Itgces Norta Prov Heap 6 o aH . Corazon Montslibano Mem Hospltal

1 GH San Carlos Disiriot Hospits) 8 PNRC . Capz BC :

i PNRC Luoag llcoes Nore BC. 8 FsB Jara BB

1 PNAC Pangasinan{Dagupan) BG 6 FsB Villanueva B8 .

1 PH St.JamesHosp 8 GH Mlsamis Oco. Provinetal Hosp

1 PH Bethany Hoep (La Unton) 8 PH Bacolod Sanltarium & Hosp

2 GH Cagayan Valley Regtonal Hospital 8 GH Wastorn Vieayas Medlcal Center

2 GH Apar] Distriot Hoapltal -, 8 PNRC Kaiibo BC _

2 PH Cagayan Valloy Sar. & Hosp 8 GH "Roxas Mem. Prov Hosp

2 PNRC Nusva Vizcaya {Bayombong) BG ] PNRC " Negroa Occldental{Bacelod) BC

2 GH Nueva Vixeaya Frov Hosp 7 FoB " Hospiltals BB '

2 PNRC Cagayan Valley BG- 7 aH Gov. Celestino allares Hospital
g GH JB Lingad Reglonal Hospital 7 FsB Litsfine B8 _

3 PNRC Batasn BC : ' 7 PNRC Nagros OrlontaliDumaguats) BC

a3 PNRC Olongapo City BC 7 PH Perpotual Succor Hosp

3 PNRC Bulacan (Malolos) BG 7 PH Siitiran Unlvarsity Med. Ctr

3 PNRC Nusva Eslja{Cabanatian) BC 7 aH * Gov. Torilblo Mem. Hoap

3 PH Angales University Foundation MG 7 GH V. Sotto Mem. Med, Ctr

3 GH PJ Garcla Hoapital - = * ' 7 PNRC E: Visayas Reg. (CebuClly) BC

3 PNRC Tarlso BC 8 PH Bethany Hosp (Tacloban}

3 GH Yarlao Prov Hosp 8 GH Easterm Visayss Reglonsl and MG

3 PHAG Pampanga(Sn Femande) BC 8 PH Dlvine Word Hoep '

&] PH-~ - VL, Makaball Mem, Hosp 8 PNRC Tacloban City(Leyts) BC

a - PH: - Gooed Samaritan Hosp 9 PNAC Zamboanga Cliy BC

3 PH. Central Luzon Dootors™ Hasp 8 PNAC Pagadien City BC

3 GH San Josa Gensral Hospltal g PH Infante Hosp

3 - PH Talon General Hoapltal - 2 GH Zamboanga City Medical Ctr

3 GaH Bulacan Provinclal Hosplial ] PH Zamboangs AE Community Med Cir

4 FsB Univarsity Phystolan's BB 9 FsB Pagadlan City Dlagnoatics & BB

4 PNRC . .. - LagunaBC 10 PNRC Mind. Reg. {Cag. de Oro) Bld Ctr

4 - GH Batangas Reglonal Hospltal 1o . FsB Fil-Saver BB

4 -PR . Hmong Doctore’ Hosp 10 PNRC Ozramis BC

4 GH Lipa District Hosp 10 PH Philips Memorial Hoaplial

4 PH . San Pablc Doctore’ Hogp 10 PNRC Gingoog 5C

4 GH Don Manuel Lopez Mem. Dist, Hoap 10 PNHRC Butuan City BC _ -

4 PH Mt. Carmsl Hosp 10 .GH Surigac def Norta Prov Hospital

4 GH Laguna Prov Hosp 10 GH - _ Gingoog Distriol Hospltal

-1 GH Camarinss Norte Prov Hosp 10 GH . Nerthemn Mindanao Trg Hosp

5 GH Blco! Reglonal Hospltai 10 PNRC s, Cco. (Oroquleta) BC

-] PNRC Legaspl City BC " PNRC Daveco City RC

5 GH rasin District HospHal 14 FSB Glty BB

5 ‘PNRC Dast {Cam. Norte) BC it PNRC Tagum BC

-] PH Lourdes Hosp 11 PNRC Diges BC

5 PH Immaculate Concaption Hosp 11 PNAC General Santos BC

5 PH Ago General Hosp 1 PH Howard Hutbard Mem, Hosp

& PH . Sto. Nino (Dast) # GH Davao Medlcal Conter



REGION CATEGORY'

11 GH
- c6H
12 GM
12 - FSB
i2 aH
12 PNRC
12 GH
12 PNRC
12 rse
12 PH
12 - PH
CAR GH
CAR .. aH
CAR ~ GH
CAR . PH
CAR PNRG
CAR PH
CAR PNRC
CAR FSB
CAR  FSB.
NCR FSB
NCR FSB
NCR FSB
NCR FSB
NCR FsB
NCR FSB
NCR FsB
NCRA GH
NCR - PNRC
NGR ©  PNRC
NCH - FSB
NCR GH
NCR FSB
NCR aH
NCR PH
NCR PH
NCR au
NGR FsB
NCR PH
NCR PH

MASTERLIST OF BLOOD BANKS VISITED®

BLOOD BANK

- Disvsio del Sur Prov Hosp

Davao Reglonat Horplal

: Cotubato Reglona} Hospilnl

E. Abellanoss BB
Kidapawan Prov Hosp
Cotabato City BC

Lanao de! Norte Prov Hosp
Tgan City BC '
Family Medlcal Glinic BB
Kabacan Doctors’ Houp
st. Joseph Hosp

Bagulo General Hospital
Bontoc Genaral Hoapital

. Abra Provinclal Hospital
~ Searas Family Clinic

Abra BC

" Sto. Nino {Philex) Hosp

Baguio City BC
Benguet Blood Bank
St. Lotile Univ. BB
Mother Sealon BB

Our Lady of Fatima B8

. Doctors' 8B

Pegples' BB

Hermoso BB

Holy Redeemer BB

Avenue BB

National Kidney Institute
National Blood Center (Menila)
Quezon City BC

Blua Cross BB

Phllippine Children’s Medical Center
Re-cor BB :
Quezon City General Hospital
University of Sto, Tomas Hosp
FEU Hospital

Dr. Jose Fabella Memorial Hosp

Qerman Gastillo 88
San Juan De Dios Hosp
Do Log Santos Hospital

HOSPITAL BASED OUTLETS =
1 PHO ' Pangssinan Medical Gtr
1 PHO  Urdanota Bacred Heart Hosp
3 PH-O Ramos Gen Hosp
4  PHO Caite Medlcal ot
4 ' PHO Our Savior Hosp .
CAR  PHO Bangued Chiistian Hospltal
FREE-STANDING QUTLETS
LG Disgnoatics
‘Dan's Studlo
Farmacia Navatro

“Avenue BY (Sorsogon)

Peoples’ BB (Daraga)
Farmacla San Jose
Catanlag Fharmacy
Peoples’ BB (Batangas)
JAD Drugmart -
Perpatual Help Pharmacy
Avenue BB (Lipa City) =

OTHERS: visited but data not analyzed

1.GH Marlano Marcos Hosp

1 GH Dne. Gregora Msm. Hosp

1 GH Gabtlela Sllang Gan. Hosp

i PH Bacarra Medical Center
1 PH Lorma Medical Center

1 PH Virgen Milagrosa Madical

1 PH ‘Lahoz Hospital

1 PH Luzori Med Center Spedialist Group
a3 GH Pros. Magsaysay Mem Hosp
3 GH - San Marcelino District Hosp
3 PH

St. Jude Family Hospital
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PNRC BLOOD CENTERB NOT VISITED

, 1.-Riza1, Pasig Blood Center
2. Palawan, Puerto Princesa Blood Center
3. Surigao del Norte, Surigao City Blood Center
4. Benguet, -La Trinidad Blood Center
5. Dipolog, Zamboanga del Norte Blood Center
6. Catarman, Northern Samar Bleood Center
7. Matl, Davao Oriental Bleood Center
8. Proaperidad, Agusan del Sur Blood Centar
9. Masbate, Masbate Blood Center

FREE-STANDIRG BANKS NOT VIBITED

Reglon . 1  Dagupan: city Blood Bank

Region 3 oClongapo City Lions Blood Bank
Reglon 6 'Thae Doctors’ Blood Bank

Region 12 Iligan City Doctors’ Blood Bank
NCR Philippine Blood Bank :

FREE-STANDING OUTLETB NOT VISITED

Region ' outlet _Hothef Blood Bank
2 a} Farmacia Carsal, Tuguegarao, Doctors’ Blood Ctr
Cagayan ' Manila

b) Bernardo‘s Pharmacy, Bayomhong, Hermoso Blood Bank
-~ Nueva Vizcaya - Manlla
3 _ c)ERural brugstore, Sn Fernando Avenue Blood Bank
Pampanga ' Manila
d) Remsor .Drug, Sn Fernando, our Lady of Fatima
Pampanga Blood Bank, Manila
7 e) Hospital BB outlet, Tagbilaran Hospital Bleod Bank
: Cabu Ccity
8 E) R&J Phafmacy, ormoc City Hospital Blood Bank
Cebu City
10 g) Hospltal BB cutlet, Surigao Hospital;Blpod Bank
clity Cebu City

12 h) Hospital BB outlet, Iligan City Hospital Blood Bank
' : Cebu city
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10.

SELECTED REPORTS ON THE HIV/AIDS
SITUATION IN THE PHILIPPINES

Itinerary o
Current Update on HIV/AIDS Cases
AIDS in the Phlhppmes -

The Epidemmlogy of HIV Infection in the Metro Mamla -
Area A NAMRU Study

USAID Assistance to the Phlhppmes A[DS Preventlon; .

and Control Program (1988-1997)

AIDS Surveillance and -Education Projéét |
Consultant Report on HIV/AIDS Surveillance StratEgles
and Estimation and Projection of HIV/AIDS in the
Philippines

The NGO Network Stand on the AIDS Problem in the
Philippines

NGOs and Community Issues

STD Strategic Plan for the Philippines - AIDSCAP

 Project

Exerpts from the Overvnew of the Phlhppmes Blood
Banking and Blood Transfusion Services.
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JAPAN HIV/AIDS VISIT
Dr. Akira OYA
(Leadex)

U8 Agency for International Development/Manila
1680 Ramon Magasaysay Centex, Roxas Boulavard
March 18, 1994 '
92:00 A.M.

PROGRAM OF ACTIVITIES

9:00 - 9:30 Meeting with the Director
THOMAS W. STUKEL :
Office of the Director, 15th Floor

9:30 - 12:00 AIDS Briefing :
OLA Conference Room, 15th Floor

1. Dr. Emmanuel Voulgaropoulos
USAID Asaistance to the Phillpplnes'
AIDS Prevention and Control Program

2. Ms, Patricia A Moser -
AIDSSurveillanceandEducatlonPrOject

3. Dr. Corazon R. Manaloto
Studies on HIV/AIDS in the Philippines

4. Dr. Asuncion A, Paraan
Project to evaluate the safety of the
Philippine blood banking system

5. Mrg. Leona D' Agnes
The Non-Governme ntal
Organizations® (NGOs) approach to the
AIDS problem in the Philippines

12:00 Noon LUNCH BREAR
2:00 P.M. Visit NGO centers in Maniia

1.Kabalikat drop-in center
2_.Remedios AIDS information center
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FIELD EPIDEMIOLOGY .
TRAINING PROGRAM -

Heported HIVIAIDS Cases Update
January 1- 31, 1994

As of December 1993, 2 mare parsons ware diagnosed lo have HfWAlDS {or a total nf 100 HWMIDS
reported cases for the month, This glves a cumulahve tolal of 469 HIWAIDS cases identified from 1984

“uptothe and of 1983,

Fnr tha month of January 1994, 6 new HIVIAIDS (A[DS =1; HIV = 5) cases were reported This gwas

a cumulative totsl of 475 cases identified {Tab.1). Gf the 6 new cases 4 (G?%} were females, 2 (33%)

were males,” Median age was 25 year (range: 4 mos. - 39 years) Reportecl moda of transmission were:
2 (33%) pesinalal, 2 (33%) heterosexual, and 2 {33%) were unknown {Tabte 3).

Approved by:

MANUEL M. DAYRIT M.D., M/ge.
Assistant Secretary

Approved for release;

DENNIS .D., M.P.H.
Program ManHger, AIDS Unit

SEDARTMENT OF MEALTH. Saalawp Compeund Sta. Cruz, Macits
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Table{  Reported HiV Seropositives by Year of Diagnosis, AIDS/HIV Reglstry
1984 - January 1984
Yoar _Asymptomatic - AlDS Un;:tassiﬁed“ TOTAL -
‘ T Y " Alive Dead | - Total : '

1984 0 0 - 2 | 2 ¢ 2
1985 6 o 4 4 0 10
19886 21 1 7 | 8" 0 ‘20
1987 25 4 8 12 0 ag
1588 2i 4 10 14 0 35
1989 32 2 .5 7 0 39
1950 52 2 ] 14 16 o 68
1991 .66 4 ‘9. 13 o ‘78
1992 52 8 8 17 0 69
1993 -8 23 .8 31 B 100
1994 5 0 -1 1 ] &
Total 242 48 I 77 I 125 8 475

* Reported cases that are seropositives but we cannat say if they are aymplomatic or symptomatic

Table2  HIV Seropositives by Gender for Agegroup
AIDS/HIV Reglstry, 1984 - January 1994
Agegroup (yesars) Female Mate f Unknown TOTAL
0-14 4 7 o 11
15-29 154 &7 0 21
3044 40 115 0 155
45 > & 25 0 31
Unkiawr 22 a1 4 57
Total 2286 245 4 475
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Table3  Feporied Modes of Transmission of HIV/AIDS Cases
AIDS/HIV Registry, 1984 - January 1984 °

Modes of Gumulative; 1984 - Jan. 1994 TOTAL
Transmission “HIV 1+ AIDS - | Unknown )
Sexual - : _
Heterosexual iss - 0 2 248
Homo/Bisexua! . a3 52 o 85
Blcocijblbéqﬂ projdugts _ 2 3 0 5
Needles & syringes 2 1 0 3
Mother to Infant D4 4 0 8
Unknown 117 5 6 128
342 125 8 475
Prepared by:

Timoteo J. Badoy, Jr. M.D.
AIDS Registrar

Edna M. Lopez R.N.
Sentine! Nurse
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Table 1. National HIV Testing Resuits
Philippines, 1985 - 1992

GROUE

YV IESTED:
Men who have Sex with Men - 2073
injecting Drug Users 124
Military - ' 471
Female Commercial Sex Worke|. 176015
Qveiseas Contract Workers 520662
Blood Donois* o _
Paid 295427 ' 17 &

. Voluntary | 154156 p 2 1
Blood for Transfusion - 735086 0 0
Male Commercial Sex Workers 122 0] 0
Male STD Patients . 2687 0 ' 0
Others ' | 38537 - 112 ' 291

I01

3

* Bureau of Research and Laboratories, DOH: Compilation of blood bank reports nationwide.
Figures reter to tesling of blood donors prior to blood donation.
** AIDS Registry data but total excludes HIV positives reported in 1993,



Table 2. HIV Rates and Mulliple Partners of Thai and Filipino Sex Workers

Thai Group* Sex Partners June, 1989 * |June, 1991
" “Indirecl” FCSW  {Afew partners weekly, . {0% . |5%
Brothel FCSW 3-4 partners daily - |35% J15%
Filipino Group . . . 1989-1992 . [Oclober, 19293
**Registered FCEWI3-4 pariners weekly 0,05 - 0.08% 10.6%
Freelance FCSW  13-14 panners woekly 0% . 0%

* Weninger BG, ef al, The epidemiology of AIDS and HIV infection in Thailand. AIDS 1891;{suppl 2):5:11;:885
* ** Number of sex pariners rmos! closely resembles Thai "indirect* FCSW
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Fig. T ANNUAL REPORTS OF hiV INFECTION
AND AIDS CASES IN THE PHILIPPINES
1984 - NOVEWMIBER 1993
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Fig. 3 HIV Selropositivii:y Rates

FCSWs, 1989 - 1883, Philippines
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%6

—305—



AIDS in the Phjlippines

1. Introduction
- general 1nformat10n on Philippines (World Bank)
- populatlon size
- % in urban areas
infant mortality rate
medical care as % of gross domestlc product
- others

Ix. Hlstory of HIV 1nfect10n .

- first case of HIV/AIDS - 1985 -

- association of HIV with Us nllltary servicemen; rates among
bar girls around the area of the US bases

- heterosexual nature of local transmission

~ initial cases of AIDS: acqulred their infection abroad

I71. current burden of infection

- sources of 1nformation
- Registry
~ surveillance on sentinel groups
- research prO]ECts.
- NAMRU screening
- RITH
~ FETP (IV drug users in Cebu)
-~ CPH - (KABP)
= UP-PGH.
) .=~ Blood overview
- vhat do sources of 1nformation say
Pattern III transmission
- sti}ll low prevalence situation but sltuatlon is
-potentlally explosive:
- recent sentinel surveillance data show a '7-9
fold rise in infection among sex workers
~ IDU problem has been identified
- studies on risk factors show that: number of sexual
partners of masseuses are 2-3x more than bar girls;.suggests that
masseuses in sauna baths and massage parlors are a far higher risk
than their counterparts in the bars; .in comparison to Thailand:
Filipino sex worker sexual behaviour and rates of infection closely
resenble those of ‘"“indirect" FcsSWs in Thailand who have a few
partners weekly.
‘(show table with references)

IV. Projections based on Epimodel

~ asgume infections became widespread in 1987

- estimate low of 15,000 current infections and a high
of 35,000 infections 0

- estimation of cumulative number of AIDS cases in the
Year 2000 is 20,000
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V. Government Strategy and Policy

- Phases of the government response
1937 -1988 - preliminary awareness raising :
1988 ~1992 -~ first medium term plan/ 'AIDSCOM, AIDSTECH
projects/ establishment of the AIDS unit _
1893 -~ PNAC/ stronger consc;ousness for a society-wide
‘approach

- How are we responding to the outbreak
- Government program: awareness raising
- World RIDS Day. :

- Strengthanlng the public health infrastructure to address
the epidemic
- laboratory facilities
- National Reference Center (RITM)
- STD control programs (still very weak)
- Philippine National AIDS cCouncil
~ Blood Transfusion Services

* Impllcatlons for devolut:on of the health services to local
government units
: - surveillance - move into surveillance of rlsky behaviour
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AIDS in the Fhilippines
1. Introduction

' To understand the spread of HIV 1nfect10n withln the F;llplno
context, consider the following:

- the Philippines has a populatlon of 61 mxlllons, 43% of.
which live 'in. urban areas [1);

" .~ .in the sexually-active age group 15-39, there are .25.6
milllons, constituting 42% of the total: populatzon,

- the country is predominantly Roman ' Catholic (805)
Officially the leaders of the Catholic Church have spoken against
the  use of artificial ' contraceptives. The ' prevalence of
contraceptive use amodpng vomen 15-4%- years is 44% [1); K .

= Gross national product per .capita is US$730 [1}].
recently launched government program cdlled *Philippines 20007 alms
to raise GNP per caplta to US$1;000 by the end of the decade;

© = Filipino overseas contract workers contribute nearly 8% of
the country‘’s foreign exchange earnings. There are officially close
to half a million overseas contract workers: but the actual counts
may be double this [2];

- 1nfant mortality rate is 41 per thousand llve blrths as
compared to 53.0 fifteen to twenty years ago [1];

- investments in health care ahount to only 2.1% of Gross
Domestic Product [1] ‘and this level of 1nvestﬂent will most likely
-per51st in the forseeable future;

- the budget of the Department of Health for 1994 - is 4
billion Philippine pesos {US$143 millions). Previous annual budgets
for AIDS Prevention. and Contreol Program have been .in the
neighborhood of 10 million pesos (US$0.36 million), mostly’spent on
1nf0rmat10n and education programs;

- in 1990, the Philippine Senate voted for the removal of
the us mllltary hases. Phase-out was completed by 1992. Bar girls
who worked in the vicinity of these two military bases were among
the first Filipinos found peositive for HIV infection by the US
Naval Medical Research Unit II (NAMRU X1}, .

~in 1992, the Department of Health documenteéd . a malaria
outbreak transmitted through injecting needles in the city of Cebu:
Before then, injecting drug abuse was thought not to be a problem
in the country.

1X. Descriptive Epidemiology

First AIDS cases and local HIV infections

In 1984, a Caucasiah male honosexual was treated in a prlvate
hospital for a rare form of pneumonia. He died before a definitive
diagnosis was made. Examination of his blood in 1985 established
the diagnosis of AIDS. Also in 1985, a Filipino homosexual who had
lived in the US for many years came home and died of AIDS. These
two were the first afiong many foreign-acquired infections reported
to the AIDS registry in the mid-80s.
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the first locally-acquired HIV infections were documented in
1085 among prostitutes working in Angeles and Olongapo, 2 cities
near the US military bases {3}). In 1987, the emerging p;c?ure.of'
HiIV transmission in the Philippines fit Pattern 111 classification
of the Global Program on AIDS (GPA}: HIV infection was introduced
since the mid-1980s, few AIDS cases to date, HIV infection ameng

female sex workers who had sexual contact mostly with foreigners.

By 1990, the first AIDS cases descended from locally-acquired
HIV infection began to appear. On the average, it took 3 years from
HIV infection to terminal AIDS. :

. ‘Spﬁrces of Data: AIDS‘Registry, research projects, active
sentinel surveillance.

There are a variety of data sources to track the spread of
HIV infection in:.the Philippines. These sources are of -uneven
guality. The - AIDS registry, based in the Department of Health in
Manila, - colleets notifications of HIV infections and AIDS cases
from. public and private clinics and hospitals. (Figure 1: RIDS
REGISTRY 1984 to November 1993). As a passive system, the Registry
has been vulnerable to the vagariés of case reporting. Also without.
clearly defined reference  populations, it could not provide
reliable rates of infection among groups and populations of
interest. Nonetheless, it has provided an ever-present reminder to
media’ and the public of the steadily rising counts of HIV
infectionsg and AIDS .cases. As of the end of 1993, a cumulative
number of 459 .HIV. infections have been reported, of which 121
(26%) are full-blown AIDS (AIDS Registry, Department of Health,
HNovembey 1993).

Research projects and.rapid surveys conducted by different
groups have also provided valuable data on the spread of infection
[4]. When the results of these various projects and surveys are
combined (Table 1: National HIV Testing Results), they suggest low
infection rates in the various sub-populations represented.

HIV Sehtinel surveiilanéé.

. In 1983,  the - pepartment of - Healtl  began systematic
surveillance of selected sentinel groups in. key cities of the
country. . Surveillance strategy was designed to detect ‘HIV hot
spots’ where the rate of infection is 0.5% or more by sampling at
most 300 subjects. The first round of survelllance covered two
large metropolitan areas: Cebu in Central Visayas and Quezon City
in the MetroManila area. (Figure 2: Map -of surveillance sites.)
Subsequent rounds will be conducted at six-monthly intervals. 01d
sites will be revisited and new sites will be added as needed to
provide information required to target and evaluate the HIV control
program. T :

The first round of surveillance covered the following sentinel

groups: feémale commercial sex workers, male sex workers, male STD
patients, men vho have sex with men, and injecting drug users. At
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each site, the target was 300 subjécts per group except for male
sex workers and injecting drug users vherée it was 100.. Results of
surveillance among the female sex vorkers in the Quezon City site,
shoved a rate of 0.6% vhich is seven to nine tings highex than the:
rates - of infection in the previous five years. (Figure 3: HIV
seroposivity rates, FCSWs, 1989~1993). These surveillance data
closely approximated a survey done simultaneously in Pasay City (a
locality also within MetroManila) where NAMRU II screened 1483 sex
workers in July 1993 and found 8 HIV infections (0.5%) (Perrault,
NAMRU, Perscnal communication). . . _ S

_ No Hlvjiﬁfection was found among the other sentinel groups and
no seropositives were found in.the Cebu site. o

The epidemic in female commercial sex workers (FCWS).

- Public health authorities expected te find: higher rates of
infection among femalé sex workers than surveillance revealed. This
expectation was fueled by reports of high rates of infection among
gex workers in Thailand where HIV infection first appeared. in 1985
(5]. .A ¢lose look at the data may explain the low rates of
infection ' so far. One, compared to their Thai K counterparts,
Filipino female sex workers have fewer sex partners. The Filipinoc
FCSW most closely resembles the Thai ‘indirect’ FCSW in the number
of -sex,partners weekly (Table 2). Thai ‘indirect’ sex workers work
~in massage. parlors, bars, night- clubs, discos and coffee shops
which cater to middle and upper income clientele. [5). The force of
multiple sex partners for driving infection levels high ‘quickly -
thus appears considerably less among Filipino FCSWs .than their
Thai counterparts. C '

Second, in Thailand, rapid transmission of HIV among injecting
drug users amplified HIV infection which theh rapidly spread among
female ‘sex workers. Injecting drug use is - uncommon in the
Philippines, which may account for the relatively slow spread of’
‘HIV. However, the recent discovery of injecting drug abuse in Cebu
[6], makes the threat of HIV transmission through needla-sharing
imminent. Surveillance in Cebu showed that 22% of FCSWs had a
history of injecting drug abuse. Third, the large proportion of
intection among Filipiho FCSWs appears associated with sex with
foreigners. On balance, despite the sex trade around the US®
military bases bsfore they were closed, the infections {rom
foreigners did not explode in large numbers as in Thailand. Part of
the reason for this is that around the military bases, ‘both the
FCSWs and their ‘customers” were all screened “yearly and
seropositives were removed from the population. However, infections
associated with foreigners steadily occcur. Seven of .- the 8 (88%)
infections in Pasay were found in bars which catered mostly fo
foreigners (Perrault, NAMRU, personal communication, 1993). To be
safe, it is wise to assume that silent infections occur. vwhether.
transmitted by foreigners or local clientele. £:x workers must
learn to protect themselves against HIV. '

When asked abqﬁ: condom use, 5% to f0% of FCSWs in’ the
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surveillance sites said they ‘always' used a condom while as high
as 58% said they ‘nevér’ used a condom. These figures indicate
that more needs to be done in this area. It must be noted also that
there are freelance FCSWs vho are known to haye many more sex
partners than: their ’registered’. counterparts (Table 2}.
Surveillance efforts are being designed to reach these freelancers
~better. : .

The epidemic in overseas.contract workers

It is deceiving to think that overseas contract workers might
not be a problem if the figures in Table 1 are to be believed.
However, the bulk of tests was done on OCWs who were leaving the
country for the. first time. The large number of negative tests
dilute the positivity. Analysis of the AIDS Registry data (1934~
1993) shows that 41% (139/336) of HIV/ARIDS occurred abread. Of
infections ‘acquired abroad, 232% occurred. in OCWs. Though the
numbers are small and conceding the bias' in Registry data, the
'figureS'suggest=that'ocus.who come home are potential vectors of
infection to their spouses and sexual partners. Behavioural surveys
among OCWs have confirmed high risk behaviour among them. In a 1989
survey, 98% of 1000 Filipino merchant seamen interviewed indulged
in multiple sexual activity while abroad. Number of partners
‘averaged 3 a year with one person reporting as many as 40 [7].

The -epidemic in men who have sex with men (MSM)

. 0f 66 HIV infections among MSMs recorded in the AIDS Rggistry,
35 (53%) occurred abroad. While it has been known for years that
many MSMs who lived abroad would eventually come home to be with
their families in the Philippines, we cannot rely on the Registry
- for accurate counts. So. far there have been attempts to do HIV
surveillance among MSMs but the numbers that have been reached for
testing have bezen few. Part of the reason may be that the social
support for MSMs is not well developed in the Philippines so that
there is reluctance to come forward. :

'Risk factors in the generai pepulation

The ‘risk factors for the spread of  HIV in the general
population definitely exist. A survey of 1617 individuals shouved
that 12% of males between 20 to 24 years had commercial sex during
the last 12 months. Eight percent (8%) of sexually active men %n
. the same age group had had an STD compared to 4% among females in

‘the same age group (Tiglao, College of Public Héalth, 1952).

Projections of future HIV infections and AIDS -

In 1987, the AIDS Committee.of the Department of ‘Health
projected that the Philippines would be seeing 150 AIDS cases in
1992. This was estimated by multiplying by 10 the then known number

of HIV infections in the Registy (46 HIV infections) and assuming
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that one~third would develop AIDS by 1992 (8). A hlgh case sccnquo'
doubled th1s number

The 1937 proacctlons are: not far of £ from the plesent AIDS
'counts ‘0f: 115 (AIDS Registry,. October 1993) However, there seems
a compulsion among AIDS. watchers .to give . large’ projectlons ‘At
present, the low . estimate for HIV infections in the Phlllpplnes is
15,000. However, figures as high as 50,000 have been gquoted in the
media. Surveillance and research data show however that the
Philippines remains a low prevalence country and the window of
opportunlty exists -for. kKeeping - -the problem manageable. This-
thought is. encouraging given that the public health services with
its 1imited budgets will find it extremely difficult to absorb the
extra financial burden of health care for people with AIDS.

III. Government strategy and Pollcy

. Slnce 1987 when the government flrst began ‘geriously
organizing. a résponse to the HIV epidemic, the control program has
largely: been the respon51b111ty of the Department of Health. The
DOH relied on two major strategies: one, advocacy and awareness—
raising; two :capability building "and’ health 1nfrastructure
development. : : Z : :

_ When the program was in 1ts:1nfancy, the DOH relled heav;ly on
media to raise ‘the awareness. of HIV ' in the population. This
approach met with:-moderate success: early: DOH- -commissioned, surveys
showed that awareness of HIV/AIDS in the general population reached
90%. in."MetroManila. However, in other -parts of the country the
‘awareness was much lower. Furthermore, surveys also- shoyed  that
while pecdple .had heard. of AIDS, they had many: mlsconceptlons and
wrong ideas about the disease and how it was spread. For example
they thought one could catch AIDS through mosqultos,.glasses and
eatlng utensils, and swimming pools. Thus, the. very first media
campaign- launched by the DOH was designed to address these
misconceptions. ) : L IR o

Media continues to be a valuable partner in the flght agaxnst
HIV. More and more, ‘it has published human interest stories of
people who have suffered from the disease. These stories have given
AIDS a human face and made preventive meesages more conpelllng.

Early on, . the DOH . made a consc1oug effort to develop and work
with the non-governmental secter. In partnership with a few pioneer .
NGOs, the DOH helped organize the first AIDS NGO. network which now -
functions independent of the DOH. " The DOH has channeled .
international donor money to these NGOs through various mechanisms
and has included NGO inputs into strategic plans and Programns.

Recently, the DCH has aﬁvocaﬁed strongly for bioader

participation among government agencies and the private sector in®
the fight against AIDS. The recently. organlzed Phll;pplne Naticnal
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AIDS Council which has multisectoral representation will be a
vehicle for this broader response. .

.. The second strategy of capability- ahd health infrastructure
building has had mixed results. While surveillance and testing
programs have: made fair advances, the .areas of STP contyrol,

treatiment and care of persons with HIV and AIDS, and Security of
bloed transfusion services have made less gains., Many of the
problems in these areas are structural: they have to do with how
services have been previously.organized, funded anc epevatecl. Thus
capability-building in these areas face systemic obstacles. In $TP
control for example, the DOH program has been chropically weak with
poorly trained personnel, inadeguate laboratcries, 1naclequate
funds, and poor standards. In blood banking operalions, souvces fer
blood transfusion: services are 70% commercial and desting. o

commercial donors has not been rigorous because of high cesls. In
the area of treatment. and care, many hospitals included DeH
hospitals, "need to. upgrade the practice of infection controel.

) The recent devolution of health services to 1pcal gevevnment
units will ‘further compound these difficulties. By viriue  of
recently approved legislation, cities, provinces and muunwipalilies
have the mandate to prioritize, fund, and operate health cave
services. The implications for HIV/AIDS control are far-rangin anc|
successful national program must rely heavily on what” lecal
governments support.

. And finally, there is the issue of empswerinhg pecple
infected or not, to deal with the consequences of infectiewn. Being
. compassionate is a learned behaviour which has to be _v\wr'lurec{ and
made the societal norm. Only now are Filipinos learwing aboutl the
conseqguences of HIV; only now comes the true Lest of their
collective response. :
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Number : - Number . = Rate

City o Tested Positive (Pex 1 060
Pasay 1483 8 54
Paranaque e 679 0 1)
Makati 3,146 0 R

-316 -



Characteristics of Pasay Registered CSWs

*Méan age at time of test
*Nl.éan age at first intercourse

-Took money for that sex.
*Néver had sex

*Mean age first accepted
money for sex

*Now accept money for sex

~317-

HIV HIV
Negatives Positives
2317  22.75
18.21 19.25
12% 25%
6.4% -
21.18 21.62
63% 100%



' Risk Factors During Previous 12 Months

HIV  HIV
Negatives * Positives
*Mean number of times ' S :
had sex per week 2.396 15
*Mean num ber of different
sexual partners per o _ .
week ) 1.934 1.25
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*Percent repértiﬂg-type' of Sex performed

Frequently Occasionally Rarely Never
‘Neg/Pos  Nea/Pos  Neg/Pos Neg/Pos

-Penis-Vaginal 79.6/100 8.0/0 -5.0/0.  2.4/0
-Penis-Oral 1.5/0 8.3/25 5.4/0 79.3/75
- -Penis-Rectal o/0 0.13/0 0.16/0 . 94.3/100
- -Oral-Vaginal 4.1/0 25.7/62.5 .  8.3/0 < 56.9/37.5

*Use of Condomb (%)

HIV Negatives HIV Poéitives

- Always 2840 37.5

- Frequently - 19.9 - 37.5
- Occasionally 14.7 25
- Rarely | 4.7 0
- Never 30.8 R
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*During Past 1 2 Months

-Race Caucasibn
' - Asian
- Black

- Middle Eastem

-Natmnahty
Filipino
Japanese
American
Australian
Europeadn

*Prior_ to 1 year ago

-Race: Caucasian
Asian
Black
Middle Hastern

-Nationality:
Americdn
Filipino
Japanege
Australipn
Europedn

AN
N
ok

E

M
1 &a)
N

-t
...x-q.c'l
o] W] =2

el LIV ED
o = NS
21 DI'W
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| Histmy of §TD or iV _Drug Use in Easag CS5Ws

*Ever had an STD
- Gonorrhea
- Syphilis
- G‘e‘nita.l! Warts
- Genital Uic.ers

- Vagingl Discharge
w/ Itching Pain

*Ever Use IV Drug

Maﬁve

(%)

8.72

1.01

- 0.40
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11.13

7.11

0.07

HIV Positive

(%)

25

- 50 -

50



‘Migratigns "faﬁd Travel of Pééav' Régiﬁtﬂﬂm

*Lag{ City. where HIV posutwes reported workmg |
 prior to Pashy

- Manila 6
- Boracay 1
- None 1

HIV Negatives HIV Positives

(%) (%)
*Reported Travel 16.33 0
outside RP
- Reported having R
sex abroad - 45,267 0
- Reported taking
money for sex |
abroad 24.279 0
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*Last W where HIV posmues reported working
pﬁm‘ 16" Pashy |

-Manila 6

- Boracay 1

- None 1

.MM'MM;\IQ&-

| - {%) {%)
*Reported Travel 16.33 0
outside RP - ,
- Heb'o‘r’ted having -
sex abroad 45.267 0

- Reported taking
money for sex - _ -
abmad 24.279 | o

—323—



1. Between 1988 and 1992 USAID has provided $3.6 million of direct
asslstance to the Philippines AIDS Prevention and Control: Program.
This assistance was used to fund AIDS information, education and
communication campaigns 4in Metro Manila, " Cebu, Olongapo. and.
Angeles; training in AIDS counseling; maintaining an AIDS hotline; .
upgrading  social hyglene 'ciinics ‘and regional blood ' centers;
devalopment of partnerships with NGOs; and the conduct of a miarket
feasibility study for condoms. o

2.: Recognizing the need for rapid action to avert a full-blown HIV
epldemic, USAID authorized in late 1992 the AIDS Surveillance and:
Education Project (ASEP), with a funding of $6.5 million and a
project life that extends to 1997. This project is the source of
the $2.1 million grant to WHO to provide the required technical and
logistic assistance so that the DOH can expand the national HIV-
AIDS gentinel surveillance prégram to up to 30 sites. . This
expansion 1s necessary to track more closely the rate and pattern
of spread of HIV infection, : : :

ASEP 1s also the source of funding for the $4.5 million Cooperative
.Agrreement. with the Program for Appropriate Technology: in-Health
(PATH) . PATH will co-manage, together with a local NGO; the
implementation of an intensifled and coordipnated: information,
education and communication program for HIV/AIDS preventidn and
control. : : : I

3. Agide from ASEP, other forms of USAID aséistance‘to the
national program include: '

a) A $250,000 technical assistance to the DOH to develop a
comprehensive program for the control of  sexually transmitted
diseases {81Ds). This program is extremely important because the
current surveillance data suggest that the pattern of HIV
transmission in the Philippines is primarily sexual, and because of
the established interrelationship between $TDs and HIV infection.

b} A $55,000 grant to the New Tropical Medicine Foundation to
assess the blood banking system in the Philippines today. This
study will look at the quality of the blood supply available for
- Eransfusion, ildentify the constraints to the observance of proper
blood banking practices, and Jevelop recommendations to insure the
quality of the country's blood supply.

'C) Assistance to the DOH to develop the National HIV/AIDS
Strategy. Together with AIDAB and WHO, USAID is assisting the DOH
develop the country's gtrategy for containing the HIV epidemic.
The national strategy document will firmly articulate the goals of
QuUr prevention and control efforts, the strategies and approaches
for achieving them, the roles of central and local governments and’
non-governmental institutions,  and the ~mechanisms for £er-
addressing the medical, public health fremith, social, economic,
legal, ethical and other implications of HIV infection. '
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AIDS Surveillance and Education Project
'Implémgnting/Executing AgéncieS:

Department of Health (DOH) .

"World Health Organization

Program for Appropriate Technology in Health (PATH)
Health NGOs

Purpose-

To establish mechanisms that have been institutionalized in
the public and. private sectors which:

1. monitor the prevalence_and transmission of HIV infection
_ 2. 'énCourég¢ behaviors which reduce HIV transmission
Location: Nationwide
Componenﬁs:

1. Surveillance. Project funds will establish an HIV
' sentinel surveillance system at strategically located
geographic sites throughout the country. The
surveillance system will initially monitor HIV
seroprevalence among four high-risk groups: overseas
- contract workers, male homosexuals, conmercial sex
- workers, and patients at STD clinics. The primary
purpose of the surveillance program is to generate
accurate and raliable data for the public and galvanize
public support for its control.

2. Rducation. Project funds will be provided to a local
NGO to support mass media and community-based .
education, communication and public relations programs
aimed at groups at rigk and the general population, and
in locations indicated by the sentinel surveillance
system. These programs will encourage behavior that
reduce the risk of HIV transmission. A network of NGOs
will be developed and enlisted to play a significant
role in the education/communication program.

Project Duration: 1992 to 1997

Project Cost: United States - $6,%00,000.00
Government of the Phllipplnes - $2 300,000.00
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AIDS. SURVEILLANCE AKD EDUCATION PROJECT
AIDS EDUCATION AND PREVENTION GRANT

I.  PROJECT PURPOSE DESCRIPTION ANﬁ'SéopE oF'wORK

The Unlted States Agency for Internatlonal Developmenu acting
through the, United States . .Agency '~ for International
.Developnentjnanlla (USAID/Manlla) ‘has agreed to grant funds for the
implementation of a coopéerative agreement to assist the Department
of Health (DOH), Government of the Phlllpplnes to conduct AIDS
education and communication 1ntervent10ns ‘and to 1nst1tut10nally'
develop one or more local health NGO(s) whien w111 function as
“partner ("partner NCO(s}") to the DOH National AIDS Prevention and
Control ‘Program (NAPCP). The partner NGO(s) will serve as a base
of technical assistance to strengthen other local NGOs implementing
AIDS communication and prevention activities under the HAPCP.
Under the Cooperative Rgreement, the Education Component of the
bilateral® AIDS Surveillance end Education Project (ASEP) W}ll be
“implemented as a subproject.

1.. pctivity Purpose

The purposes of this sﬁh—projéct:arE' 

a..  To. a551st the NAPCP to establlsh an "RAIDS Education
Committee. and to develop, monltor, and’ evaluate - a
National AIDS Information, Education, and Connunlcatlons
Strategy ("the Strategy") :

b. To enhance the canac1ty of one or nore local NGO(s) to

‘ serve as.a partner to the NAPCP in 1np1ement1ng the
Strategy. The partner NGO(s) will be responsible for
organizing and working with the local private sector to
enhance its capacity to implement IEC activities.

c. To 1mplement prlor;ty private sector IEC. activities
through NGOs and :other private: sector organizations.,
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reflecting a’ serious gap between known effective preventive
behaviors and actual behavior. . -

GOP_Program_for AIDS Prevention and Control

2.2.1 ational AIDS Prey t'o. and _Control am

The GOP lnaugurated national efforts to combat AIDS in
1987 . through the Department of Health (DOH) which has
received significant. support from WHO/GPA. A Medium Term
Plan for <the Prevention and cControl of AIDS in the
‘Philippines was promulgated in 1988, havrng ‘the following
objectives:

a. preventlon of sexual transmlsS;on,'

b. prevention of transmission through blood
transfusion; _ : : :

€. . prevention of transmission through 1HJECt10n and
other blood-plerc1ng instruments;

dQ__ prevantlon ofjperlnatal transm1551on;'and

-P reduction of the -impact of HIV infection on
: _individuals,_groups, and ‘society. '

A National AIDS Preventlon and Conftrol Program {NAPCP)
was established in August 1988 to implement the Medium
Term - Plan . (MTP}] under the auspices of the DUH's
Undersecretary for Public Health Services. A Natiocnal
AIDS Program Management Committee chaired by a full-time
Program Manager was created to'coordinate. implementation
of the program. The Program Manager is assisted by an
AIDS Unit in the DOH responsible for routine cooxrdination
‘of the NAPCP. However, the AIDS Unit has lacked
organizational status within the DOH and is staffed by
contract personnel._

_'The prlmary accomplishments of the NAPCP since 1988 are:

1.  Blood sSupply. Screening._ expertxse and’ supplies for
HIV laboratory. testing have been devolved to 19
government regional 1laboratbries and four Social
Hygiene Clinics {SHC) sérving as regional referral
centers, Approx;mately 40% of the blood supply is
screened for HIV prior to use.

2, Screening tor HIV among high-risk groups: Hiv
testing. has been instituted for high-risk groups
seeking services at SHC. ~Over 200,000 screening

3
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2.3

Labor ‘and = Employment (DOLE) are ‘also proposing  to
initiate AIDS prevention IEC activities. -

Private Sectb;- 

‘As of October 1992, nineteen non-governmental organizations

{(RGOs) have been actively. invelved in the National AIDS
Prevention and Contrel Program (NAPCP) AIDS Information;
Education and Cormunication (IEC) Program nationwide. Most of

“the interventions focus on indiviguals at risk ‘(commercial

sex workers, overseas contract workers, men who have sex with
men and intravenous drug users). Sustainability of these
activities is a problem as they rely almost entirely on
external donor funding. NGO attempts to gain support from
local and multinational corporations for these activities have
not been very successful. : S

In November 1991, a national NGO AIDS c¢oalition was organized
in response to a UNDP meeting on inter-NGO collaboratien, to
meet regularly and share experiences in AIDS education and
prevention activities and to develop policies on certain AIDS
issues for submission to the NAPCP. However, the management
structure of this coalitien is not yet defined nor well
organized. Most of the NGOs have technical capacity to carry-
out small scale activities but many lack the financial .and
administrative capability to develop their AIDS prevention
activities further. _ _ :

Otheﬁ Donors | _ _ N _ :
World Health Organization/Glcbal Programme on AIDS (WHO/GPA)

has provided critical assistance to the NAPCP by funding the
program's contract staff as well as providing budget for basic

operations and program activities, WHO currently provides a

long-term resident advisor who works with the head of NAPCP
principally on program management.  Discussions  with WHO

- during the design of this project have been held to encourage

a high degree of coordination between WHC and USAID over the
coming years. WHO assistance .will focus upon two areas: ({1}
building the management capacities and human resources needed
by. the DOH to develop and manage the National AIDS Prevention
and Control Program; and (2) strenhgthening the DOH capacity to
diagnose and treat sexually transmitted disease. The ASEP
will complement WHO assistance by expediting development of a
national HIV/AIDS sentinel surveillance system and initiating
preventive AIDS education ahd communication prograns.

Several donors, » such as the Australian International
Development Assistance Burean (AIDAB) and +the Asian
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3.1

groups, the sentinel surveillance system will be expanded
to include ‘secondary risk groups, i.e., pregnant women
attendlng antenatal  care . elinics, The Education
Component will. support mass media and communlty based
education, communlcatlon, and public relations programs
vhich encourage behaviors that reduce the risk of HIV
txansmission, - are aimed at groups. at risk and the
population at large, and are in locations indicated by
the sentinel surveillance system.

A detailea Descriptlon of Project Activities is contained
- &8 Annex A.

SCDEE OE WOB§

The Grantee will have primary responsab11ity, in
collaboration with the Department of Health and the partner
NGO (s) for the. xmplementatlon of the education component of
the ASEP. The Grantee and the partner NGO(s), together with
the DOH headed AIDS Education Committee, will finalize and
operationalize the National AIDS Information, Education and
Communication Strategy developed under this projéct. The
Grantee's responeibxlltles will include: 1) institutional
development of the partner NGO(s) by strengthenlng its
management. capabllities to assist smaller NGO= implement
AIDS. education activities designed to reduce .the risk of HIV
transmission in the Phillpp;nes, 2) support to the AIDS
Fducation Committee including periodic refinement of the
National AIDS IEC Strategy;.3) through the Partner NGO,
implementation of the ASEP-financed private sector (e.g.
mass medid components} and NGO managed segmants of the
strategy. .The grantee will work with the partner NGO(s) and
the Department of Health to plan and carry out these

-activities to insure their dontinuation beyond the life of

the project. The issue of sustainability should be a
paramount concern in all activities implemented through this

‘cooperative agreement.

Accomglighm ent s Anticipated ugou Conpletion of this

e ve eement

1. ) strEngthened local health NGO{s) (partner NGO (s))
- with capacity to effectively manage and administer an
AIDS IEC grants program for the DOH. The partner
.NGO(s) will: 1) evaluate sub-grant proposals from
other NGOs; 2) monitor and evaluate sub-grant
‘activities; and 3) provide technical assistance to
interested NGOs in sub-grant proposal development,
adm;nistration, and implementatxon.
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Prov1de support. to strengthen the admlnlstratxve
and financial mariagement capabilities of the..
partner NGO(s) to managas AIDS education subgrants
to other NGOs; including provision of technical
assistance, training, - local costs and short-run
personnel costs’ as needed. ' Special ‘emphasis
should be placed on-the viability and
sustainability of AIDS actiVLtles of the partner
NGO(=s}.

Provide shortmterm“tEChnical-aSsistanCe to‘
strengthen the ability of the partner NGO{(s) to
develop effective guidelines and systems to:. 1)
identify opportunities for technical assistance to
smaller NGOs, 2) analyze and review subgrant
proposals on their technical merit and .
complimpntarity with the national AIDS IEC
Strategy, 3) effectively monitor and evaluate =
implementaticn of these activities and 4) transfer
knowledge and ‘skills to the NGOs whlch ‘will enable
them to efficiéntly maintain and/or implement
their own AIDS education]prevent;on act1v1tles.

Prov1de a long-term IEC techn1c31 adv1sor to
assist the Partner NGO{s) with-the design and
implementation of the ASEP education component:.
activities. The advisor will’ provide technical
assistance te the AIDS FEducation Component of the
Project, and will work closely with the A551stant
Secretary for Speclal Concerns.-

Provide short-ternm technical assistance 1n'“
developing and implementing mass media and:
community-based: educatxon, communlcatlon, and

public relations activities which encourage

behaviors that reduce the risk’: of HIV
transmission within high risk groups "and within
the general population. Thege will include such
areds as:

‘a. provision of support dlrectly to NGOs in

developing outreach and’ counseling programs
for groups at risk

b, development of mass—media advertlslng and

promotion campalgns using radlo, telev151on,
and print media

c. utllization of - public relations strategies to
" enhance and reinforce communications prograns
conducted through mass~media and community-
based, interpersonal channels

9
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EERSONNEL -

In order to carry out this program of work, the Grantee is
expected to assign a full-time resident Subproject Manager
and Communication Specialist for 48 person months.

In add;tlon, the Grantee will provide short-term staff as
required to implement this subproject.

UBST, NVOLV b_UND DIN

It is anticipated that, in addition to Grantee collaboration
with the DOH,. performance of the Scope of Work requires
substantial involvement of USAID. Specific areas of
involvement: include, but are not limited to:

1. The selection of the local partner NGO(s);

2. Concurrence in the selection of the full time
Subproject Manager and IEC.advisors;
3 Review and approval of an initial action plan and

annual implementation plans, including a separate

. annual plan for mass media activities;

4, Review and approval of criteria to be used in reviewing
and approving implementation grants to other NGOs;

5. Site visits, quarterly review meetings, and, planning
workshops; and

6. Review and approval of component evaluatzon plans.

The estimated period of the grant wlll be from September 15
1993 to September 15, 1997.

INDICATORS OF GRANTEE PERFORMANCE

The.grantee will adhere to rneeting the following indicators
by the dates provided:

Indicator pate
a. Selection of at least one :
partner NGO Novenber 1593

b. Seleetioﬁ and placement of
resident advisor for AIDS .
communications October 1993

‘©.  Finalization of I1EC strategy January 1994

11 -
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d. . Initiation of subgrant activities March 1994

e. Mid-tefm_evaluatidns of - < July 1995
subgrants completed : ©o July 1896

i2
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HIV Surveillance Strategies

Florante P. Maghboo, MD
National HIV Surveillance Frogrom Coordinator
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Intraduction

‘The National HIV Surveillance is a systematic and regular collection of information on the
distribution and ireds of infection in the different high risk groups identified at a given time.
This information will be used to develop, prioritize and direct effective cducation interventions
and risk reduction activities. It will also be used to evaluate the effectiveness of the prevention
and control strategies of the National AIDS Prevention and Control Program.

The general objective of the National HIV Surveillance System is to provide early warning
of increases in H1V infection or the high risk behaviors that may predlspose the country to HIV
infection so that necessary mtenre.nlwns can be instituted.

The specific objectives of the National HIV Surveillance System are:
1) to provide early wamning of dangerous levels of HIV infection;
2} to estimate the incidencelprcvalence of HIV infection among the sentinel groups;
3) to monitor trends in HIV infection;
4) to xdentlfy surveillance groups or subgroups and sites w1th hwh and low risk for infection;
5) to identify risky behavior patterns for HIV transmission;
6) to project future occurrence of HIV infections; and
6) to provide information for prioritizing intervention programs.

Operatians

The HIV surveillance system was imptemented during the first year after initial pilot studies
in 1992. . These pilot studies, conducted in Baguio City and Cebu City, pre-tested procedures
and protocols. The first round of surveillance was mplemented on the second half of 1993 in
Quezon City and Cebu City. This surveillance system is a semestral series of testing, each
lasting for 8 weeks and adding new sites incrementally until 1997.

Surveillance Sites
Surveillance sites have been selected based on the following criteria:

1. the number of HIV positive individuals identified in a pamcular area or known to come
~from the area;

2. availability of risk or sentinel groups;

3. a reliable laboratory is available to perform serologic tests for HIV;

4, geographical representativeness of the site; and

3. on-site staff must be willing to cooperate and be capable of r;ouduclmu suweﬂ]ance for

at-least 5 yeers.
6. urban/big sities (highest risk ocographlcal aress)
7. data from previous HIV prevalence assessments
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ExcluSion criteria:

.. re- allcndmg male STD pauenls whose blood has been extracted within the study. pcrmd
since lhey are aJrcady considered enro[]cd in the study..

Agam re-attendmg patients should be asked the date of the last visit to check whether

-blood has been extracted. The patient is enrolled as subject if no medical record is
avazlablc :

C. Female conuncrcml sex \vmknts (FCSWs) are women who exchanoe sex for money
and work in establishments for this purpose.
Inclusmn cntena:-

a. are thosc who work in es!abhshments and exchange sex for rnoney whcther reguhr
workers.or contractuals (dancers and models)

ustabl:shments may mclude b"ll'S, casa, mlassage p'\rlors, nwht clubs beer houses etc.
Exclusion criteria:

a. ancillary staff, such as cashiers and floor mmaégers' who do not engage in sex work,
D. \If\le cnmms.rcnl sex'w 0‘1 kers (MCSWs) - are mdmduals who exchange sex for money

and work in establishments for this purpose.
Inclusion critecia:

. . men who work in establishments and £xchange sex for money. The clients of the male
CSw nlay be mule or female.

b. all identified men who engage in sex in exchange for money and voluntarily agree to
patticipate in the study (e.g. paid partners of MSMs).

Exclusion criteria:

a, Ancillary staff such as sca.unty suards, - floor manngcrs and olher staff in the
::stz\bhshnent who do ot engaﬁc in sex for money,

Re:mnder. Male clicots of male CSWs are ellclble for mclusmn in the "\'Ien who hawe 52X
with men" surveillance group. Tiiey do not mest the inclusion criteria for male CSWs.
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- The second round.will commence in the Ist quarter of 1994. This round will involve 4
cities: Quezon City (NCR), Pasay City (NCR), Ccbu City {Region VII) and Davao City (Region
X1). The third round shall have no more thap 6 sites to ensure '1dequ1te planning and
coordination,

Surveillance or Seniinel Groups .

When the prevelence of HIV remains low, scarce resources should be focussed on groups
with the highest risk or risk behaviours for HIV infection. High risk behaviours include having
multiple sexual partners with demonstrated unsafe sexual practices and the use of injectable
drugs. These groups warrant preventive interventions in their own right and represant the most
cost-effective application of resources at this stage in the ep:de.mlc.

HIV sentinel groups shall then be selecled according to the following criteria:

1) predominant modes of transmission' in the Philippines;

2) known prevalence of HIV infection in the Philippines;

3) c2n be easily identified and accessed in adequate nuinbers to meet sample size
requirements;

4) and! whose behaviour make them targets for HIV/AIDS prevennon and contrel activities.

These groups shall be {esled twice durmg the next twelve momhs Once in the first quarter
-of 1994 and again in the third quarter of 1994, The sample size of each group per site has been
determined at 300 except for the MCSWs and FLSWs (Free Lance FCSWs). This sample size
has been calculated to allow detection of 1% prevalence using the estimated 95% confidence
interval.

The surveillance groups to be tesled during the second round shall be:

. injecting drug users (IDUs)

. male STD patients (MSTDs)

. male commercial sex workers (MCSWs)
men who have sex with men (MSM)
female commercial sex workers in establishments (FCSWs)
free lance FCSWs (FLSWs)

Sample Size ,.

It is important that each site monitor the level and trend of HIV prevalence, since lhé:s;
values can vary substantially between sites. Sample sizes must detect a 1% pr.evalencc if
possible, which requires at Jeast 300.individuals in éach group. For groups which may be

*Though variations in the predomi tnodes of Iransaiist rluyoccur between and witkin regiont, tEese nigjor tramamission patetns should
be cansidered when selecling surveillance groups.
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difficult fo access like the FLSWs and MCSWs thc target should be 100 md1v1du'1ts, which will
allow detection of 5% prevalence,
Iuclusmn/}_".’xclu\wn Cntena for Sentinel Groups
A, Injecting drug users (IDUS) are individuals who use or have used m_]eclable drugs
recreatlonaliy whcther mtravenous subcutaneous and/or 1nlramuscular within lhe last 5
years. ' :
‘Inclusion criteria:

a. IDUs who are attending lreatment facilities (rehabilitation centers, detoxification
centers, etc.) for drug abuse. They may be gither resuiennal or treated as out-pahent

b. IDUs ouwtside treatment chmcs who are encourauedladwsed to consult treatment centers
{¢.g. voluntary submissions, prisoners who are mcarcerated because of possession or
use of pi‘Ohlblled drugs) -

Exclusion criteria:
a. IDUs who have not injected drugs dun‘ng lhc past 5 years. :
© b Re-altcndmg IDUs in treatment centers whose blood has been extracted within the
“study period smce it 1s hkely that such pau:ms have been prev:ously cnrolied a5
subjects. :
To verify whether re-attending patients have already been enrolled in ‘the study,
subjecis should be asked the date of the last visit to check whether blood has been

cxtracted. When o medical record is available to prove the palients clmm blood
should be extracted and subsequently enrolled as sub_]ccts

B. Male paticats of STD Clinics (MSTDS) are men who consull private and °ovemment
sexually transmitted diszase (STD) clinics for treatinent of STD. S

Inclusion criteria:
a. men who are consulting private/goverament $TD clinics for the treatment of STD.

b. they may be first time clients or re-attending clients.
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Schiedule of Surveillance testing - according to survelllance groups, sites and sizes,

- Survefllance g.r_'o_ups' | Collegtion Site Method of Sample
S Testing Size
1. Inj'e:éti'ng drug users Tréat_lhént facilities j Voluntary 1300
Rehabilitation centers | anonymous
2. Male $TD patients Social Hygiene Clinics | Anonymous | 300
' : Private laboratories unlinked :
3. Male co_ni'mcrcial sex workers Gay bars & sex Voluntary 10_0‘
venues anonymous
4. Men who have sex with men Gay venues & bars Voluntary | 300
L . = ‘anonymous |
5. Female commercial sex workers in Streets of trade Val_untéry- 300
establishmerits anonymous
6. Freeil'ance female commercial sex Commercial Voluntary | 100
workers establishments anonyimous '
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Data mI!ccr:'o'h

“After blood emracuon, the subject will be given a card wnh a code number, - This card is-
pretented to the ldeal surveillance uriit after a spccnf‘ ed period of time (to be determined by the .
- local surveiliance team in collaboration with the local tésting laboratory) in order to obtain the
result of the test, The result shall be released upon réquest from the subject, The subject should
agree to undergo counselling. The local sun'eﬂ!ance unit will not 1mualc the ncnﬁcauon of
S{lbjBCIS for their results, :

Thc time penud for each sera collecnon o be known as g_qﬂggg_@_mng will be eight weeks
in duration, It is anticipated that the documented total of sera’ required for all surveillance
groups and sero-survey groups may not be collected during the collection time available.
Prevalence rates shall be determined if possible mth the avallable sera during the col]ectmn
tlme : -

Dur'invfthe sf:rvci!lanée lhé‘Cnty Health and Regional Heaith Laboratories fnéiuding the
Bureau of Research and Laboratories (as the NCR Regional Laboratory) will perform all tests
for surveillance groups at the surveiliance sites. :

Sera collected by the local surveillance units shali be sent (0 the designated Iaboratory for
leslmo

I the. instance of linked testing, results with appropriate counselling will be given to
individuals concerned by a designated officer of the local surveillance unit. All information on
tests performed and data collected will be forwarded to the data management unit at the central

_ office which will handle the analysis and interpretation of data.

Reparting

A feedback of semestral results shall be given to Fieid Epidemiology Training Program of
the Department of Health (DOH) and subsequently to Iocal officials concerned.

At the completion of each round of surveillance a report shall be coordinated by the Field
Epidemiology Training Program of the National HIV Surveillance Systemi. Surveiliance reports
shall be completed according to the following timelines: 1st Round - 3rd quarter 1993; and 2nd
Round - 1st quarter 1994, :

These reports shall include data on the following: the surveillance sites involved; the
surveillance groups involved; the number of subjects in each group; the prevalence rates of
groups upon whicli it can be dctermmeﬂ, and the canclusions drawn. Also included in the reports
shall be the problems encountereq and recommendations to overcome these problems.
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* Recommendations concerning the surveillance groups to be inctuded and excluded-in the next
round of surveillance and the reasons why. shall also be included in the reports, Also
recommendations concerning the size of the surveillance groups and the surveillance sites to be
included/excluded in the next round of sun-eillance shail be included

The rec1plems of such reports shall mclude the Secrelary of Heallh the DOH AIDS - - Unit;
local government officials; local DOH personue] field personnel at all surveillance sites; NGOs
concerned with HIV control the media; and international agencies including WHO and USAID.

Operations Manual

. The manual of practices and procedutes shall be utilized by the National HIV Surveillance
System detailing all aspects of operations, serving as an on-site guide to wndertaking the
surveillance.

Laboratory Testin ”

Serum pooling shall be utilized in HI?—(esting for the surveillance program. This is
recommerided in areas where the prevalence of HIV infection is low and resources are scarce.
The cost of HIV-testing can be significantly reduced.

A pool of five sarnplcs shall be tested with the use of Parncle Agglutination (PA). If an HIV
antibody-positive is found among the pooled samples tested, individual samples of that particular
pool shall be testel. Example: With 20 individual samples, 4 pools of 5 samples shall be
tested. - If one pool is found positive, individual testing of all § samples in the positive pool shalil
be conducted. Hence, only a tolal of 9 screening tests shall be performed instead of 20.
Confirmatory tests of positive individual tests shall be done using Westem Blot.

Laboratory procedures
The following laboratory testing procedures for all sera shail be as follows:

1) preparation of pooted sera from every five consecutively-numbered serum samples for
testing.

2) tésting of pooled sera using Particle t\gghunanon (Serod:a HIV) test kits.

3) repeat testing of individual serum samples comprising the pooled sample which gives a
PA-positive or inconclusive result,

4) supplemental testing of positive or inconclusive individual serum samples by the Western
Blot technique using Diagnostic Biotec. Lid. kits

[All collected serum samples (n=individeal serum samples plus pooled sera) shall be
stored in the freszer for future.reference.]
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Dara Managemem anid Anatys,,

The genera] W of thc suwcxllance acuvﬂy commences at thc bloudldata collecuon site,
Screening for. HI antibodies by PA shall be done by the regional laboratories/Social Hygiena
Clinics. Confirmjiory tests using Western Blot shall he: done by RITM. Al mdetermmate WB
tests shall also be: referrcd to RITM : :

The Reomnal laboralory!Soc:al Hyglenc Chmc is: responsable for nonf ying the data collection
sites of lhe. test results. - The responsible member of the local surveillance unit will relay the test-
results to the persgn concerned and administer post-test counselling (in the instance of voluntary
linked testing and:the individual returning for the test result) :

Stausuos on HiV sero-posmves, numbcr of tests performcd and all other relaled information
- obtained by all the)laboratories involved are relayed to the Field Epidetiology Training Program
for review. This jnformatmn shall be relayed by both the local surveillance units and RITM.
Data obtained by this central unit shall be entered into the computer using the EPI INFO
software. - Tablesiand statistical analyses shall likewise be generated.  The frequency of the
presence of HIV infection among the study groups shall be estimated from the data collected.
For surveillance A groups, results should be prcse,mt’.d as prevalences w1th 95% confidence
1nterva]s or as L QAS tables.
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CONSULTANT REPORT ON HIV/AIDS SURVEILLANCE STRATEGIES AND
ESTIMATION AND PROJECTION OF HIV/AIDS IN THE PHILIPPINES

Introduction

A requésl Qas forwarded to AIDSCAP in mid-(-).clobcr, 1993, 'thrbugh the USAID Mission in
the Philippines f.rorln Assisﬁmce DOH-Sécr.clary Manuél Dayrit to have a consultant {J Chin)
carry out the foildwiﬁg acliﬁties in Manila.from. Novembérl 8-12.. 1993:

1. Review the current HIV surveillance system and sli'ategiés in the Philippines,

2. Revicw a.vailable HIV i)reva]encc and incidence data and produce best case and worst
case scenarios for HIV mc;dence in thc coming years using assumptlons that apply to
the Phlhppmes situation. | |

3 Presen{ these forecast scenarios in a symposmm schedulcd in Manila to discuss
survelllan_ce, forecashng and mtervenhons, focusmg on how this mformatron can be

used by a:Iarge, mutltisectorial audience.

The following is a report of this consultancy regarding HIV/AIDS surveillance and

estimation/projection of HIV infections and AIDS cases in the Philippines.

" f[ R E’ . . . ili
Up to Octoher 1993, over 100 AIDS cases and more than 300 asymptomahc HIV
infections have been reported to the DOH. Nn specific studies are available to esumatc how
mcomplete maccuratc, and delayed such reports may be but it is believed that the actual
number of AIDS cases may be 3-4 times the reported number and the actual number of HIV

infections may be from 50 to 100 times the reported number.
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The Mirst round of HIV Séntine) Surveillance was lcomplelcd and repor(ed m June 1993
Baguio, a total of 1,044 persons compnsed mostiy of female commerc:aj se‘( worl-.ers
(CSWS) and sexually transmitted disease (STD) palients were tested and none were found to
be HIV posuwe The medlan number of ma]e scxual pzmncrs for female CSWs from
establlshmems was 4, and condom use was repor:cd lo be very low. In Ce'bu, a total of 951
persons in hlgh risk " groups” were tested_and alt spec1mens were found to be HIV

seronegatjve.

HIV Semmel Surve:llance in the Phxllppmes is proceedmg, ajbeu at a relanvely slow pace,
along the general outline and schedule recommended by Detels and Frenchs in 1991 All of
the recommended sentinel groups" with the excepuon of relurnmg overseas workers have
bcen included in the ﬁrst round of HIV Sentinel Survexllance in the Phlllppmes The
‘findings to date continue to rcﬂect a very low prevalence (less than 1%) in hlgh rnsk
“groups“. An HIV serosurvéy of close to 1500 fenialé prostitutes in rnéto Manita was
recently carried out by the US Navy's Biomedical Research unit in the Philippines and 8

seropositives were detected for a seroprevalence of about 0.5%.

JIVIAL u 7
Reported numbers of AIDS cases are of limited value for puhlié health plannir.\g.: In a&diﬁon
to rcﬂecﬁng HIV infections which were acquired rﬁajW years previéusly, signifr‘cant |
"adjustments” usvally have to be made to the reportc data to account for delays and

incompleteness of reporting.  Estimates of the prev wlence of HIV @ tfnctmn are esscnual for
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monitoring the epidemiological patierns and scope of individual epidemics. In addilion,
fulure cases of HIV-related discases, including AIDS, will depend on the number of persons

infected with this virus.

The basic questions which need to be answered before the development of any surveillance
system include: what data are needed, with what frequency, and with what accuracy?
However, before these basic guestions can be answered in detail, the more basic question -
what specific éction‘ or actions, if any, will be taken as a result of surveillance findings? -
needs .lo be answered first. Surveillance data are supposed to be data for public heaith
action. Up t now, it seems that very litlle; if any, specific actions have resulted from most

qf the public health HIV/AIDS surveillance data which have been coliected to date.

For surveiilance data {o be relevant and useful to the Albs program, the basic objectives of
the program should be reviewed to determine if the surveillance fmdings are useful for the
achieﬂ*erﬁent of program cbjectives. The basic and primary objective of any AfDS
prevention and contro! program is tg«-pfévent the transmission of HIV infections; a secondary
objective is to be able to estimate the current and future number of AIDS cases so that
adequate health and social services can be mobilized. It needs tﬁ be critically ask;ed - would
the most accurate and timely data on the patterns and prevalence of HIV infections and AIDS
cases significantly change any of the programs and policies currently in place? From what
has been learned about the epidemiology of HIV infections over the past decade, it is clear

that multiple and to some extent separate epidemics of HIV infections can occur in any
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country or-régiori depending on the distribution and prevalence of s;peciﬁ'c Hlv risk
behaviors - men v&hb have sex with many mien (MSM), injecting:dmg users (IDU) who
routinely share injecting equipment, and hcl_erosexuﬁs who ha§e multiple sex partners
(HMS). HIV surveillance systems need lo .be designed to appropriately monitor each of

these relatively separate HIV epidemics:

Since it is not feasible to monitor the trends of HIV .infection in the total or *anem"
populaﬁdn_, public health suweii]ﬁnée must rely on the routine and consistent collection of
data from sentinel proups. ' Such gurveillanée needs fo focﬁs on easily ‘defined and accessible:
population groups. T ﬁe'basic purpose of sentinel HIV surveillance is to detect changes in the
prevalence of HIV infection in the groups selected. If different sentiné! grdup_s are . .
monitored unii’ormly overa péri_od of time at selected sites, the data collected will :providé
inforﬁaﬁon on HIV trends in these groups which should be sufficient for the design and

_ direction of HIV/AIDS prevention and-control programs, The sentinel 'populations selected -
should allow for the monitoring of all the major HIV risk behaviors or factors known to be -

prevalent in any given area.

What information 15 needed régarding the prevalence of HIV in different population groups
_for HIV/AIDS prevention and control:programs?- If HIV prevalence is estimated from the. -
available surveillance data to be low (i.e., less than i percent), is there a need to attempt to
detérmine preciéely tiow low the actual prevalence might be? It may be quite sufficient for -

HIV/AIDS prevention and control programs to be aware of the following general levels of
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BIV prevalence for'differém’p'opulalion "groups” 1 -

A. HIV not detected

B. HiV present and prevalence probably very low (less than 0.5 percent?)
C. HIV prevalence close to 1 percent

D. HIV prevalence miore than 5 percent:

These arbitraty HIV prevalence levels are within the capability of most public health
HIV"IAID:S suw’eiila_hcé systems to measure and monitor with reasonable sample sizes. To be
able to m'e;is'u;é any specific prevalence level below 1 parcent with any degree of statistical
coﬁﬁdeﬁée’ would require Very iafgé sample sizes, and the additional problems of biases in
.sa';ﬁp-le Sel@ctiori and pani'cip.aﬁon'also 'c_:onuibules to the general Jack of precision in public
health s'u'rve:illaince data. In many developed countries, the HIV seroprevalence levels in
MSM and IDU groups reached level D within a few years of the start of HIV epidemics in

these risk "groups“, whereas many high HMS risk groups in many areas are still at level B.

.prinrilies or anxieties, It a]so'has to be emphasized that public health HIV surveillance
systems cannot provide lcdr.hp'lete surveillance coverage of all areas and populations, nor is
ulére ziny ovcfridiﬁg need for such a cbrﬁprehensivc suﬁeillmcé Syétcm. A frequent
critiéisn%: of sta.ﬂmg se‘ntinc.lﬂ-l-ﬁv surveillance in only a few of the highe:st'HIV risk "groups”
in the ﬁig;ﬁ'est nsk areas (ﬁsﬁally the la}gést citiic's‘;)k'is that possibié épidémics in-ot-her'a}eas
and popuianons will go undctecled thlc lhxs is always a pusmbxhty, more than a decade of

expenenoa in public hea.lth surveillance of HIVIAII)S mdlcatc that concern about Hl'V
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epidemics occumng oulslde of the largest urb:m areas before high HIV seroprevalence IeveIS'

are reached in the large cities are unfounded

Experience in many countries, where HIV epid_emiee have reacf:ed level D among several
heterosexual high HIV risk groups such as female prosiitﬁges andfqr'heteresex.ual STD
paﬁeﬁls, also indicate lﬁat spread to the "genere}" population of he@erosexuiﬂs as reflected by
HIV seroprevalcnce levels among antenatal women may take up to 5 years or more to reach
level C, There has been a general uneasmess of public health programs to accept the fact
that the mc;dence and prevalence of HIV infection are difficult to measure with any great
degree of precision and/or confidence. In addition, there has been an even greater reluctance
on the part of HIV/AIDS program manage.rs and policy _makers {including me:ny public health
epigiemieiogis&) to accept the fact that even the most accurate and ﬁmeiy seweillance data on
the incidenee and prevalence of HI\{ infection_s, and AIDS eas_es_wil! nol_pfdvide adequile or

sensitive indicators of the effectiveness of HIV/AIDS prevention and control programs,

The more appropnate and essential suwexllance data needed by AIDS prevenhon and controi
programs are lhe patterns and prevalence of sexual bchawors relaled to multiple sexua.l |
partners and the panerns and prevalence of shanno _injecting equipment among mgecung drug
_.users. There is a critical need to dcvclop routme surveﬂlance of these HIV risk behavmrs
If public health progtams are to be effecnve in reducmg or at least mod:fymg lhese HIV risk
behaviors, they must first obtain rchable baselme data on scxual and m_;ectmg drug behawors

in population "groups” who are known fo pmcuce these risk behaviors. The csseni:al data



needed for all risk "groups" are:
- 1. On average, how many different sexual partners did persons in this "group” have
_ovér the past manth and/or week?

2. For each of these sexual encounters, was a condom used?

Tabulation and analysis of the answers lo these questions yields two basic _numbers which can
provide programs with: -

A. Specific and reasonéble targets to achieve over a.specified period of time; and

B. A specific means of evaluating the effectiveness of program interventions with

regards to achieving the stated targets.

For example, if the w:geted population were truck drivers, and the baseline behavioral
surveillance survey jndicated that this "group” had an average of 3.5 different sexual partners
per month aﬁd the condom usage or coverage rate for these sexual contacts was 20%, then
the program can initially set objecti\:fes or program targets to reduce the averagé number of
sexual contacis in this "group” to 2 or less per month, and to incregse the condom usage rate
to 50% over the next 6 months or year. Suéh program objectives should be pprsued
regardless of whether the HIV seroprevalence in the commpnity is very low, mbderat_a or
high. A second behavioral survey 6 months or'a year later can be used to measure if
piogram targets were achicved, or at least to determine if any statistically significant changes

occurred or not.
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All idénliﬁed high HIV risk "proups” need 1o have routine sc‘ilial-bch'aviora} 'su'r:\'-'éillénce".'
.sur'veys_ ‘(no‘:t-rcsearch‘ studies) carried out on a“r';:guiar basis. For those "g?oups" who may
‘engage in injecling drug use, the e_ssentia] behavioral queslioi’is‘ lhcy'n'eed to be asked in
addition to the two basic sexual behavioral questions are:
. 1. How many persons, andfor times did they share drug injecting equipment during
the ‘past month and/or iv.cék;' and |
2 | Whether they would use separate and ¢lean injecting cquiiimcﬂl, if available, to

eliminate the sharing of injection equipment,

The answers to these behavioral questions will pmviﬁc public health programs with data to
develop targets for changing these behaviors and with data to evajuate th.e .effwﬁyeness of
education and.other interventions in achieving these targets. Public health epidemiologists,
in collaboration with behavioral scientists and experts need tofde\?elop and _eviﬂuate
instruments (questionnaires, etc.) and meihods (telephone interviews, etc.) for the routine

cellection of behavioral surveillance data for specific populations.

As described above, surveillance data on HIV infections and AIDS éses are needed to
estimate the current pattems, prevalence, and trends of the epidemic, since routirie
HIV/AIDS surveillance data are not sensitive or timely for the direction of prevention
programs, 'Ey the time that HIV surveillance data indicate that HIV infections ate increasing
at a very rapid rate in any specific population, it is generally too late and/or too difficult to

prevent further extensive spread. 'In addition, without extensive data on behavioral patterns,
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