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Foreword and Acknowledgements

The data for this report is from the first bio-behavioural sentinel surveillance collected by the
NDoH, NRI and clinic staff at Port Moresby General Hospital Antenatal (PMGH) clinic. The
NRI supported the collection, analysis of behavioural data, and integration of biological and
behavioural databases and analysis with the NDoH. This data helps to monitor the HIV
epidemic in particular areas such as Port Moresby, which has a high prevalence of HIV.

The data provides information for tailored and standardized messages to prevent HIV and
other sexually transmitted infections. Behavioural data helps us to identify where focus in
information and support is required to prevent HIV transmission in women and their

partners, and to prevent HIV transmission between mothers and their babies.

There is a need to create more options in day to day clinic routines to facilitate not only
increased HIV testing; but also that informed consent and confidentialities are maintained to
protect the rights of all Papua New Guineans, including those living with HIV.

The National Department of Health and the National Research Institute would like to
express its appreciation to the antenatal mothers who consented for interviewing and
testing, as their information forms the basis of this report and recommendations for them.
Our sincere gratitude is extended to those who have contributed towards the collection,
management and analysis of data, presentation and the production and review of this
report. The information in this report will assist stakeholders develop policies, plan
intervention programs to reduce HIV and other STI, monitor and evaluate the epidemic, and

advocate for additional resources.

Acknowledgements are extended to Sister Wendy and clinic staff who supported the daily
integration of data collection at a level of clinic routine; to Veronica Samof, Kayleen Sapak
and Patricia Kaipu, Dr. Holly Aruwafu, Francis Kupe, Frances Akuani, Naomi Kono and
Miriam Lanto Vivien Toaniso, and Lawrencia Pirpir from the NRI BSS team, Social and
Environmental Studies Division BSS Unit, and to Dr. Kitur, Job Moni, Apa Paranga, Paik
Tade, and Dr. Fumihiko Yokota from the NDoH HIV Surveillance Unit. Appreciation is
made to the Surveillance Technical Working Group for their comments on the final Draft of
this report.

The compilation of this report satisfies one of the key objectives of the government through
the National AIDS Council, the National Department of Health and the National Research
Institute to provide up to date information on the STI and HIV epidemic, and to make it
available to be used. The Data collected from the ANC clinic at the PMGH was over a three
week period in July 2008 and this focus in surveillance data collection and activities helps
efforts towards improving the quality of data collected from provincial and facility levels for
better evidence based responses to HIV.



The importance of strategic information cannot be overemphasized given the need to create
a more evidence-based response to preventing sexually transmitted infections and HIV, and
to direct resources and support where most required. This report provides up to date for all
stakeholders to plan their response and ensure that the scale up strategies for HIV are
accessible, equitable, stigma and discrimination free for people living with and affected by
HIV, and for those from other more vulnerable populations. Understanding trends in HIV
and STI, and practices that increase potential for transmission are both critical to
understanding changes in the HIV epidemic and to create a more evidence-based response
to prevent HIV and to support people living with HIV.

This report represents the continuous support of partners such as the Asian Development
Bank, WHO, UNAIDS, NRI and ANC Facilities in assisting the National Department of
Health and the National Research Institute to generate information to be disseminated to all
sectors and stakeholders for every one’s use.

-

Dr Clement Malau Dr. Thomas Webster
Secretary for Health Director NRI
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Executive Summary of Findings

In 2008, a bio-behavioral surveillance survey was conducted at the PMGH by the NDoH
surveillance Unit, the NRI BSS Unit and the PMGH ANC Clinic. The National Research
Institute supported the collection of behavioural data during sentinel surveillance at the
PMGH antenatal (PPTCT) clinic for a period of four weeks from the 16" July to 13% of
August 2008.

Of the 307 antenatal mothers interviewed and tested, the majority had secondary or more
education, with less than 10% who had never been to school. About a quarter (24.1%) had
paid employment and most of the sample was financially dependant, or relied on the

informal sector to make a living.

Most (95.1%) were married, with 4.9% who had never married; 4.5% who said that they
were separated, widowed or divorced and 11.5% who were involved in polygamous
marriages. Of those who were married 4.6% were not living with their spouses; with some

involved in other live in and sexual relationships.

The data from this sample of antenatal mothers illustrates the young ages of women having
children, and that there is a delay in their attendance at ANC clinics early. More half (56.7%)
attended ANC for the first time after 5 months, and many coming after their 7, 8" or in
their 9" month of pregnancy. Earlier attendance can support preventing parent to child
transmission (PPTCT) if there is a need for antiretroviral drugs and other assessment, tests
and support.

First sexual debut happened at a young age with fifteen having sex before the age of 15; with
a median age of twenty for first sexual debut. Over ten percent (11.4%) reported having anal
sex with only 17.1% of these women who reported that a condom was used. While the
majority (84.7%) had one partner; 15.3% of the antenatal mothers reported having more than
one regular or non-regular partner in the past year. Over three percent (3.5%) of married
women reported exchanging sex for money or other goods, and condom use with paid

partners was around a fifth.

More than half of married women reported that they had been forced to have sex with their
husbands; while 29 antenatal mothers reported forced sex by primarily other individuals
and few by a group. Condom use with husbands (4.9%) and other non-regular partners
(33.3%) was extremely minimal. And the majority of those with non-regular partners were
not using condom at last sex — this lack of protection and multiple partnerships create
opportunities for HIV transmission. Close to a quarter (22.5%) reported that they had had
symptoms of STI in the past year, only half sought advice or treatment at a clinic.
Knowledge of ST symptoms was generally low.
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The majority had not known a person who had HIV and became sick and died of AIDS, and
just around half would look after a family member if they were diagnosed positive and
around a half would want the status of their family member to be maintained as a secret —

illustrating continuing issues with stigma and discrimination for those living with HIV.

While most knew that they could protect themselves by having sex with only one uninfected
person and that abstinence was protective; less understood that condom use every time
could protect someone from HIV. Still around a third believed that mosquitoes could
transmit HIV. While most understood that food sharing could not transmit HIV; only 45.3%
would share a meal cooked by someone living with HIV indicating potential for stigma and
discrimination. Most women knew that HIV could be passed from mother to child through
breastfeeding, delivery and to an unborn baby; much less knew that ART could reduce
transmission to their baby. Analysis of the UNGASS indicator for knowledge of prevention
indicates that less than a quarter (23.9%) of women had comprehensive knowledge of HIV

transmission.

While most knew that it was possible to have a confidential test in their community only
15% had had a HIV test in the past year and knew their results. Of all of the 307 women
tested, 21 (6.84%) tested positive for syphilis and less than 1% (0.98%) tested positive for
HIV, with one indeterminate test. All women diagnosed with HIV were also positive for
syphilis.
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Background

After the first person was diagnosed with HIV in Papua New Guinea in 1987, surveillance of
the spread of HIV infections depended on the routine reporting of newly diagnosed HIV
infections and cases of AIDS. Since early in the epidemic in 1993, the Port Moresby General
Hospital (PMGH) began HIV testing among pregnant women, and has the longest HIV
prevalence trend data collected from one site in PNG. Antenatal and STI sentinel
surveillance sites were established in 2002. In 2003, after the prevalence of HIV in ANC
clients at Port Moresby General Hospital went over 1% (1.1%), in 2004 the epidemic in PNG
was declared a generalized epidemic (NDoH 2008).

The epidemic continues to grow with concentrations in number of reported HIV infections is
greater in NCD, WHP, EHP, Enga, and SHP, Simbu and Morobe provinces. Since 1987 until
the end of 2007, nearly half (49%) of the cumulative HIV cases were reported from NCD
(11,292 cases) (NDoH 2008a). In 2007, 1,920 (38%) of the total HIV diagnosis were reported
in NCD (NDoH 2008a). In 2007, there was a drop in coverage of PPTCT for HIV positive
women; requiring a renewed focus on antenatal mothers and preventing mother to child
transmission (NACS 2008).

By the end of the second quarter of 2008; 24769 people had been diagnosed with HIV in
PNG. The majority of new HIV infections were in the age group 15-39; with just over half of
these between the ages of 15-29 (NDoH 2009). Concentrations of accumulative and new HIV
infections are in younger age groups, particularly younger women (NDoH and NACS 2007;
NDoH 2009).

Supporting Surveillance and Policy Objectives

Integrated bio-behavioural sentinel surveillance studies at antenatal PPTCT sites supports
the PNG National Strategic Plan on HIV/AIDS 2006-2010 (NSP) Epidemiology and
Surveillance, (section 3) to epidemiologically monitor the epidemic, and Behavioural
surveillance supports the Health Sector Strategic Plan for STI, HIV and AIDS (2008-2010). It
specifically supports the National HIV, AIDS and STI Surveillance Plan 2007 - 2010 to collect
and provide information on HIV and STI prevalence and behavioural characteristics among
women attending PPTCT clinics at selected PPTCT clinic sites through integrated sentinel
surveillance surveys among women attending.

This information is valuable for the National Department of Health to monitor the epidemic
in PNG and for the PMGH PPTCT program to understand the behavioural profile of this
population, and in relation to prevalence data. This data can help to create more
standardized information for antenatal mothers that focus on gaps in knowledge, around
stigma and discrimination and prevention messages that are tailored for reducing HIV
transmission and the potential for mother to child transmission.

PMGH ANC PPTCT Sentinel Site and Sample

This study was the first integrated Bio-Behavioural Sentinel Surveillance Survey conducted
between the NDoH and the NRI at the Port Moresby General Hospital among antenatal
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women attending for the first time during that pregnancy at the ANC PPTCT clinic. The NRI
collected behavioural surveillance surveys (BSS) during sentinel data collection with women
consenting to both the interview and STI and HIV testing during the clinic every Monday to
Thursday mornings.

Survey Development

The behavioural survey was developed after a meeting with staff from PMGH antenatal
clinic, UNICEF, NRI, NDoH, and WHO and representatives of WABHA. The validated BSS
antenatal survey used during sentinel data collection with antenatal mothers (SPC, WHO
and UNSW) in 2004 in other Pacific Island countries was used as a basis for discussion and
for development of the survey tool. Adaptations were made based on these discussions and
recommendations, and a BSS survey was developed by NRI for piloting.

Method, Flow and Ethics

On the 10" the NRI BSS casual interviewers observed the flow of patients and the routine of
the clinic; to help facilitate the collection of data without disrupting the usual flow of women
coming into the clinic, and to understand how women move through different stages during
their visit to the clinic. With the assistance from the nurses, the team established where to fit
in for the interviews during the flow of antenatal mothers going in for check up and testing,
and to maintain the Standard Operating Procedures of the sentinel protocol.

Piloting

During the first day of piloting on July 14, the NRI BSS team met with 13 women, and the
teams worked to resolve the flow of the interviewing sequence, space considerations and
who would fill out the sentinel forms and in what order. Sentinel data collection training
was held by NDoH surveillance staff with PMGH staff on site, and integrated protocol for
bio and behavioural data collection and forms reviewed. A meeting was held between
NDoH, NRI the Sister in Charge and physicians working in the clinic to discuss the sentinel
research and flow of sentinel research in the context of the clinic routine and space, and

process of testing and consent during sentinel collection.

On the second day 15% of July, the NRI team and the sisters on-site changed the flow of
women through sentinel surveillance from the first day, with women coming for interviews
before going for testing. The change made the flow of surveillance research more organised
and this facilitated the documented consent for interviewing and testing, and the movement

of people through interview and testing processes.

Flow

Only new enrolments (aged 15 and older) were offered interviewing and testing after they
were:

1) Registered by nursing staff



2) Had group information about HIV/STI and sentinel surveillance team given
by health worker

3) Each woman was approached by NRI interviewers and a description of the
research and ethics statement were read from the survey, with the ethics of
confidentiality and anonymity stressed, as well as the right to refuse, as per
the NDoH sentinel protocol.

4) After women gave their consent for HIV and STI testing and interviewing

5) They were interviewed

6) Tested for Syphilis and HIV

7) Received Post Test Counselling, and

8) ANC Client saw Doctor

The pilot survey was revised primarily for skip patterns and flow of questions, with slight
revisions done for clarity of translations. The NDoH and NRI staff met at NRI to discuss
communication and coordination of data collection which would help with the verification

and flow of the sentinel surveillance.

Ethics and Data Security

The protocol for collection of bio-behavioural surveillance data and ensuring strong ethics
are monitored through the adherence to the NDoH Sentinel Surveillance Protocol 2008
(NDoH, 2008c), particularly the Standard Operating Procedures (SOP) of the sentinel
protocol that NRI interviewers used as their guide.

During this study each woman was individually and clearly explained about the study by
the NRI interviewers. A statement of ethics was read from the survey tool that stressed
consent, confidentiality and anonymity, and the right to refuse at any point in time. NRI
interviewers documented consent and refusals, and these were given to clinic staff to inform

if consent for testing had been given.

To secure data, all surveys were taken to the NRI on a daily basis and locked in a cupboard
when not in use during data entry. Computers at NRI are password protected and these are
programmed to go back to password request after 60 seconds of non-use. The sentinel forms
were locked in the clinic, and the data was inserted into a database in a computer at the
clinic that was locked in an office and password protected. The sentinel forms were taken
from the site after the sentinel research and are locked at the Department of Health and used

during data verification and analysis.



