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Executive summary 

Introduction  

Pre-exposure prophylaxis (PrEP) – the use of HIV antiretroviral (ARV) treatment by HIV-negative 

individuals to reduce their risk of acquiring HIV - is now recognised as an emerging and fundamental 

biomedical component of combination HIV prevention approaches. A series of recent randomised 

controlled trials and open label extension studies have unambiguously demonstrated the efficacy of daily 

PrEP in preventing HIV among at-risk individuals, including men who have sex with men (MSM). In 2014, 

the World Health Organization (WHO) recommended PrEP for HIV prevention for MSM as part of a 

comprehensive HIV prevention package. In 2015, the WHO expanded this recommendation to include all 

people at substantial risk of HIV.  

With an estimated HIV prevalence of 6.6%, MSM in Myanmar continue to be disproportionally affected by 

HIV. Against a backdrop of real and perceived criminalisation, stigma and discrimination, including by 

health services and their staff, MSM face a number of structural and systemic barriers that affect their 

access to and utilisation of HIV prevention services and exacerbate their risk of HIV infection.  

The effectiveness of PrEP is highly dependent upon adherence to taking the drug and the safe dispensing 

of PrEP relies on regular engagement with health services by those using PrEP. The effectiveness of PrEP 

for HIV prevention is therefore contingent upon the capacity of local health systems and potential barriers 

to health-seeking behaviour among those at risk of HIV, including stigma and marginalisation. The level of 

acceptability of PrEP among HIV risk populations is also a key consideration. Previous studies have 

illustrated varying levels of acceptability for PrEP across a wide range of settings. 

To assess the potential utility of PrEP as part of local HIV prevention strategies, it is important to first 

assess the acceptability of PrEP among HIV risk populations and understand the individual- and 

population-level factors likely to influence PrEP acceptability and uptake. 

Study   

In December 2014, a survey was administered to MSM in Myanmar as part of research undertaken by the 

Burnet Institute (BI) and the Myanmar Business Coalition on AIDS (MBCA). This survey assessed the level 

of acceptability of PrEP and factors associated with willingness to take PrEP, and explored considerations 

for potential PrEP implementation in Myanmar. 
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The quantitative survey was administered by BI/MBCA peer educators and field researchers to MSM 

recruited through snowball and convenience sampling strategies at known MSM hotspots in Yangon and 

Mandalay. Participants’ eligibility was assessed using the following criteria: aged 18 years or over; self-

reported MSM; able and willing to provide informed consent; presented with a study card and had not 

previously participated in the study. 

After receiving information about the key attributes of PrEP, MSM were asked to respond to a validated 

PrEP acceptability scale that asked for responses to seven Likert-scaled statements about their willingness 

to use PrEP. Aggregate scores from these seven statements categorised MSM as either ‘willing’ or 

‘unwilling’ to use PrEP. Logistic regression was used to identify factors associated with finding PrEP 

acceptable. Descriptive statistics assessed potential barriers to uptake among those classified as finding 

PrEP acceptable. All analysis was conducted with Stata (Version 13.1) 

Results  

A total of 520 MSM completed the survey; 293 (56%) in Mandalay and 227 (44%) in Yangon. Overall, the 

sample was young (median age of 24 years), well–educated, most identified as Thange (gender normative) 

MSM, and had an average monthly income of 130,000 MMK. Two thirds reported at least one regular 

male partner and almost three quarters (72%) reported two or more casual partners in the past three 

months. Approximately half (54%) of MSM with regular partners and almost three quarters (74%) of MSM 

with casual partners reported often or always using condoms with these partner types. Two thirds of 

MSM reported they did not know their partner’s HIV status. MSM appeared to have good access to HIV 

testing, with approximately two thirds (67%) reporting their last HIV test was in the past six months. 

Thirteen percent self-reported an HIV-positive status.  

Only five percent of MSM were aware of PrEP prior to the study. Following an explanation of the 

attributes of PrEP (e.g., efficacy, dispensing, adherence, side-effects) by researchers, 39% of HIV negative 

MSM were classified as willing to use PrEP, with no significant differences seen between MSM recruited in 

Yangon and Mandalay. MSM who reported only one regular male partner and those who were concerned 

about possible side-effects and long-term use of PrEP were significantly less likely to be classified as willing 

to use PrEP. MSM who never or only occasionally used condoms with casual partners were significantly 

more likely to be classified as willing to use PrEP.  

Among MSM categorised as willing to use PrEP, the most commonly reported barriers to HIV testing were 

those related to the convenience of testing, such as limited time, location of services and opening hours. 
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Barriers related to fear of disclosure of HIV status and stigma were also reported. When asked about level 

of comfort with different HIV testing models, most MSM expressed a high degree of comfort with 

receiving testing from trained peers and male staff, while more than half were uncomfortable about 

receiving testing from a female provider. Almost all MSM indicated a preference for HIV testing at non-

government organisations (NGOs).  

Discussion  

The level of acceptability for PrEP found in this study is similar to levels found in neighbouring Thailand. 

The majority of participants had a HIV testing history and tested recently, suggesting a high level of 

engagement with HIV prevention services - a necessary component of an effective PrEP programme.  

Moreover, the high level of comfort with testing at NGOs and by peer providers suggest the advantages of 

community-based and peer-involved HIV service models in Myanmar can be effectively leveraged for PrEP 

programmes to overcome barriers related to stigma and discrimination often experienced within clinical 

and hospital environments.  

The sexual risk behaviours reported by this sample suggest their suitability for PrEP as a population at 

substantial risk of HIV exposure. However, concerns about potential side-effects and limited knowledge of 

PrEP demonstrate the need for community engagement and education alongside any future roll-out of 

PrEP.  

Conclusion 

With 39% of MSM in this study classified as willing to use PrEP and high rates of recent HIV testing, PrEP 

may be a viable addition to comprehensive HIV prevention strategies for MSM in Myanmar. The recent 

decentralisation of Myanmar’s health system has seen HIV testing and other services increasingly offered 

through NGOs and recent investments in the implementation and maintenance of accessible HIV services 

for MSM may offer an important foundation for PrEP programmes. Demonstration or implementation 

projects that examine the effectiveness of PrEP in a real life setting, including identification of issues 

related to drug adherence and logistics associated with PrEP dispensing and monitoring, will be an 

important next step to guide any future implementation of PrEP in Myanmar. 
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Section 1: Introduction 

The prevention of HIV globally is now focussed on combination prevention. Combination prevention 

includes the simultaneous and comprehensive use of primary behavioural prevention (e.g., using condoms 

and clean injecting equipment), local structural and policy change that supports an effective HIV 

prevention environment (e.g., addressing stigma and decriminalisation of risk practices, health system 

reform) and biomedical prevention strategies(1, 2).  

Biomedical prevention approaches include therapeutic treatment as prevention (TasP) - the early 

initiation of antiretroviral (ARV) treatment for viral suppression and reduced risk of onward transmission - 

and pre-exposure prophylaxis (PrEP) - the prophylactic use of ARV drugs by HIV negative individuals to 

reduce their risk of HIV acquisition(1). Recent randomised controlled trials have demonstrated that daily 

oral administration of PrEP reduces HIV transmission risk considerably among men who have sex with 

men (MSM)(3), heterosexual men and women(4-8) and people who inject drugs (PWID)(9) when combined 

with other HIV prevention methods such as condoms. While these clinical trials have clearly demonstrated 

the prevention efficacy of PrEP, open label extension studies, demonstration projects and clinical practice 

observational studies have further demonstrated PrEP as a highly effective HIV prevention tool among 

MSM(6, 10-13). However, findings from both controlled and observational PrEP trials among MSM 

underscore the importance of adherence to PrEP medications, ongoing risk reduction counselling and 

condom reinforcement as crucial for effective prevention(11). Given this evidence, the World Health 

Organization (WHO) has recommended the inclusion of daily PrEP as a part of a comprehensive HIV 

prevention strategy for MSM globally(1, 14). PrEP is currently only approved in the US(15), and more recently 

in France, with regulatory authorities in several other countries currently considering applications for the 

licensing of PrEP.  

 

Considerations for PrEP Implementation 

There are many local factors that need to be considered when planning the potential implementation of 

PrEP programmes. The anticipated cost of PrEP and the models used to support PrEP dispensing need to 

be balanced against other HIV-specific and general health resource needs. The strategic allocation of HIV-

related resources is a priority consideration in resource-limited settings with sub-optimal ARV treatment 

coverage for those living with HIV. While the merits of resourcing ARV dispensing for prevention rather 

than treatment in such settings is debated, local stakeholders need to consider the potential population-

level prevention benefits of PrEP and the future HIV burden of disease averted and the impact this may 

have on future ARV treatment coverage.  
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Variations in local epidemiological and socio-political contexts of HIV will also influence the potential 

effectiveness of PrEP programmes(16) and it is vital that countries considering PrEP as part of a 

comprehensive HIV prevention strategy take account of the broader social context of HIV and the primary 

at-risk populations. This is especially the case where clustered HIV epidemics exist in populations who 

have historically experienced high levels of stigma, discrimination and marginalisation, including sex 

workers, PWID, transgender people and MSM. Fear of stigma was raised as an issue in a number of PrEP 

studies, both in terms of HIV-related stigma e.g.,(11, 17-22) and HIV co-characteristic stigma related to fear of 

being seen as belonging to a high-risk group such as MSM e.g.,(11, 17, 20, 23). Community-based programmes 

designed to address potential stigma among PrEP users should be considered(2, 24), alongside careful 

consideration of the types of service models that are used to implement PrEP programmes. Implementing 

PrEP programmes through services that are likely to engender trust from the target HIV risk population 

and are seen as “safe” environments will be crucial to facilitating programme reach, PrEP adherence and 

ultimately the prevention effectiveness of PrEP programmes. 

Because PrEP is a clinical intervention, the preparedness of local health systems to safely deliver PrEP to 

those at risk of acquiring HIV needs to be considered. Clinical and prevention PrEP guidelines e.g.,(25) include 

the need for regular monitoring of individuals taking PrEP for side-effects. Minor to moderate side-effects 

associated with the use of PrEP, such as headaches, nausea(3, 12), weight loss(10), modest bone density 

loss(26, 27) and minor kidney problems(3, 28, 29) have been identified but tend to resolve by temporarily 

ceasing PrEP use. The potential use of PrEP by people with undiagnosed HIV infections has raised concerns 

related to the potential emergence of drug resistant strains of HIV. This risk can be best mitigated by 

testing for HIV before commencing PrEP, optimising adherence to PrEP and regular HIV testing whilst 

taking PrEP(30, 31). It has also been suggested the implementation of PrEP will lead to the emergence of 

fewer drug resistant HIV infections than would occur without PrEP being available to avert new 

infections(32). To date, drug resistance in patients who seroconvert has been very rare (10, 12, 33).  

The necessity for clinical monitoring (e.g., regular HIV diagnostic and renal function tests) of people using 

PrEP means appropriate healthcare systems and infrastructure need to be available and accessible to 

ensure PrEP programmes can be delivered in accordance with clinical and prevention guidelines(2, 25). To 

be effective, PrEP service models must also meet the psychosocial needs of target populations, especially 

in the context of stigma and marginalisation, as described above. Significant HIV-related stigma and 

discrimination experienced in clinical and healthcare environments by people with or at risk of HIV, acts as 

a deterrent to accessing services and has been identified as a major barrier to HIV care and prevention 

programme effectiveness(34, 35).  
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PrEP Acceptability 

For PrEP to be an effective population-level HIV prevention strategy it has to be accessible and acceptable 

to the primary HIV risk population. PrEP acceptability studies among MSM have been conducted in high-

income countries such as the UK(36-38), the Netherlands(39), Portugal(40), Australia(41, 42), Canada(43-45) and the 

US e.g., (46-50), as well as low- and middle- income countries such as China(22, 51, 52), Thailand(53-55), India(56), 

Peru(57, 58), Brazil(59, 60), South Africa(56), and Kenya(56). The proportion of MSM reporting PrEP as an 

acceptable HIV prevention option has varied considerably across studies in high-income countries (from 

13% in the Netherlands(39) to approximately 75% in the US(50)) and low- and middle-income countries 

(from 35% in Thailand(53) to 96% in Peru(58)). Research findings on PrEP acceptability are, however, likely to 

be affected by different study protocols, including descriptions of the attributes of PrEP (e.g., 

effectiveness, side effects) given to participants, the acceptability measurement tool used (e.g., single 

item questions versus multiple questions related to the attributes and context of PrEP) and participant 

recruitment methods. Nevertheless, in some countries, studies using differing explanations of PrEP, 

measurement tools and recruitment methods have obtained similar PrEP acceptability results. Three 

studies in Thailand that used varied recruitment methods and descriptions of PrEP in regards to side-

effects and effectiveness reported PrEP acceptability among 35% to 41% of participants(53-55).  Similarly, 

studies in China using varied recruitment methods and measurement tools report relatively consistent 

PrEP acceptability levels ranging from 63% to 68%(22, 51, 52).    

In previous literature, a number of factors were associated with PrEP acceptability among MSM. Research 

findings in low- and middle-income settings show PrEP acceptability is sensitive to descriptions of cost, 

efficacy, safety, side-effects and long-term use, dosing frequency and time spent obtaining PrEP, and 

dispensing venues and people involved in dispensing(22, 52, 54, 57). Potential recipients of PrEP in the multi-

site iPrEx open label extension study also reported concerns about side-effects as a reason for not taking 

PrEP(11). Findings from clinical trials, open label extension studies and demonstration projects also showed 

that not being concerned about or not experiencing side-effects was associated with greater PrEP 

adherence(61-63). However, PrEP adherence has also been shown to be aided by prior knowledge of 

potential side-effects and receiving advice from healthcare staff(17, 20). 

Some research findings show demographic factors, such as younger age(36, 42, 64) and lower income(52, 64, 65), 

as associated with increased PrEP acceptability. Others have demonstrated associations between sexual 

risk and increased PrEP acceptability, including higher number of partners(39, 42, 45, 54), condomless anal 

intercourse(11, 22, 36, 38, 39, 49, 50, 59), a history of sexually transmitted infections (STIs)(52, 55), reported anal sex 

with a person with diagnosed HIV, or with a partner of unknown status(39, 43, 59, 66-68) and self-reported 

barriers to condom use(51).  
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Findings reporting on the association between self-perceived HIV risk and PrEP acceptability have showed 

varied results. Findings from a number of studies in high-income countries and preliminary data from the 

Brazilian demonstration project show a positive association between perceiving oneself to be at risk of 

HIV and PrEP acceptability or uptake(36, 41-43, 50, 59, 69). Conversely, a Thai study found higher self-perceived 

risk was negatively associated with PrEP acceptability; this counterintuitive finding may have been partly 

affected by respondents’ low levels of actual risk or unmeasured confounding factors(53). Studies in Asia 

have also found that fear and worry of contracting HIV was associated with PrEP acceptability(52, 54). A 

limited number of studies have also shown an association between HIV testing history and PrEP 

acceptability, with having ever tested for HIV and having tested in the last year being associated with 

increased PrEP acceptability(55, 59).  

 

Considerations for PrEP Implementation in Myanmar 

While results from randomised controlled trials and observational studies clearly demonstrate the efficacy 

of PrEP for HIV prevention, PrEP prevention effectiveness at a population-level will depend on a range of 

local factors that will influence the reach and accessibility of HIV prevention and care. The capacity, 

structure and service models of local health systems will be crucial to ensuring that opportunities to 

access and adhere to PrEP exist for those at highest risk, alongside access to other HIV prevention and 

care services (e.g., condom distribution, needle and syringe programmes, diagnostic testing, timely ARV 

treatment). 

In Myanmar, many of the issues identified above are highly relevant. The Myanmar Government and the 

Ministry of Health must consider, for both internal funding allocation and as part of future international 

donor funding applications, the role of PrEP within a comprehensive HIV prevention strategy and in the 

context of ARV treatment coverage targets. Alongside local and international non-government 

organisations (NGOs) and other stakeholders working in HIV prevention and care in Myanmar, the 

Myanmar Government needs to assess the capacity of current HIV service structures to support an 

effective PrEP programme targeting key affected populations. PrEP implementation is likely to require 

health systems strengthening and identifying the role of existing services and programmes in potentially 

supporting PrEP implementation. 

The recent decentralisation of Myanmar’s health system to allow provision of HIV services through NGOs 

is likely to offer key advantages in delivering biomedical prevention programmes like PrEP through 

community-based health and prevention services. The leveraging of existing community-based HIV 

programmes offers potential PrEP implementation cost savings and can take advantage of the levels of 
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engagement and trust established with at-risk populations.  Fear of stigma and discrimination may pose a 

significant barrier to the uptake of PrEP(70). In light of the criminalisation of HIV risk behaviours such as 

male-male sex and injecting drug use in Myanmar, and alongside the high levels of stigma and 

marginalisation experienced by key affected populations, health service programmes offered in 

community-based settings may help overcome these issues. Published PrEP guidelines also emphasise 

that to enhance overall HIV prevention effectiveness, PrEP must be offered as a component of a 

comprehensive package of HIV prevention strategies, including the provision of condoms and frequent STI 

testing(1, 14, 25). The integration of PrEP within programmes already offering HIV prevention services in 

Myanmar will help optimise its HIV prevention impact. 

As part of assessing local factors likely to be important in PrEP effectiveness, it is crucial to undertake 

research with relevant populations. The initial step in this research should involve gaining an 

understanding of the level of acceptability of PrEP as a HIV prevention tool among those at risk of HIV 

acquisition. Assessing factors associated with PrEP acceptability and exploring potential personal and 

structural barriers associated with accessing services needed for the effective and clinically safe provision 

of PrEP will afford important insights that inform potential PrEP programme implementation.  
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Section 2: Study aims 

 

The overall aims of this study were to assess the level of acceptability of PrEP among MSM, the factors 

associated with willingness to take PrEP and explore considerations for potential PrEP implementation in 

Myanmar. Specific objectives include: 

 

1. Determining the level of PrEP acceptability among a sample of MSM in Yangon and Mandalay; 

2. Exploring the factors associated with the acceptability of PrEP among a sample of MSM in 

Yangon and Mandalay; and 

3. Exploring potential barriers to the uptake and effectiveness of PrEP among MSM in Myanmar. 
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Section 3: Methods 

Study design and participants  

A quantitative, cross-sectional survey was administered to MSM recruited through Myanmar Burnet 

Institute (BI-MM) and the Myanmar Business Coalition on AIDS (MBCA) HIV prevention outreach 

programmes in Yangon and Mandalay. This programme, funded by Global Fund to Fight AIDs, Tuberculosis 

and Malaria (GFATM), provides HIV related education, referral to HIV testing and distributes condoms and 

lubricant through a network of local peer educators.  

Between November and December 2014, trained peer educators and field researchers from MBCA and BI-

MM identified potential participants through convenience and snowball sampling strategies in known 

MSM cruising sites and hotspots in Yangon and Mandalay. Once peer educators and field researchers 

identified potential participants they were provided with a brief explanation of the study and given a 

study card that listed data collection times and locations. Participants’ eligibility was assessed using the 

following criteria: aged 18 years or over; self-reported MSM; able and willing to provide informed 

consent; presented with a study card and had not previously participated in the study. 

 

Survey design, collection and data management  

Researcher-administered surveys were conducted at mutually acceptable times and safe locations. No 

identifying information was collected to ensure confidentiality and written, signed, informed consent was 

obtained from all participants prior to survey administration. Survey responses were collected via 

electronic tablet that was uploaded and securely stored as a password-protected file on a Burnet Institute 

server. Ethics approval was obtained from Alfred Health in Melbourne, Australia and from the Department 

of Medical Research, Lower Myanmar.    

The survey was developed by the Melbourne Burnet Institute research team in conjunction with BI-MM; 

this included questions on basic demographics, sexual risk behaviours and five domains related to PrEP 

acceptability and condom use: 

 willingness to use PrEP 

 concern about using PrEP 

 likelihood of decreased condom use if using PrEP 

 confidence in discussing condoms with partner 

 personal experience using condoms 

After assessing awareness of PrEP, BI-MM researchers provided an overview of PrEP to participants which 

included: description of PrEP, dosage requirements, benefits related to preventing HIV (without providing 
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percentages/figures), potential side-effects, and information on PrEP’s approval by the WHO and US 

health authorities in the US. Following the explanation of PrEP, participants responded to questions on 

willingness to use PrEP, concern about using PrEP and likelihood of decreased condom use if using PrEP.  

 

Data analysis 

The statistical software package Stata (Version 13.1) was used to analyse the data. This was preceded by 

data cleaning during which time duplicate, missing and erroneous entries were identified and managed. 

Where appropriate, responses were recoded in order to collapse categories with few responses, or to 

improve consistency with current literature and applicability to the Myanmar context.  

HIV status was self-reported, determined by the question: ‘Based on your last HIV test, what is your HIV 

status?’ Those who had reportedly never tested were recoded as ‘don’t know/never tested’ even if they 

had responded ‘negative’ or ‘positive’.  

The measures used to assess PrEP acceptability and associated factors, the primary outcome of this study, 

were adapted from methods used elsewhere(42). Briefly, using a Likert scale (0 – 4) seven statements were 

used to assess participants’ willingness to use PrEP (e.g., ‘I would be willing to take PrEP to prevent getting 

HIV’ and ‘I would take a pill everyday to prevent HIV’). A mean-score was derived from these seven items 

and used to produce a dichotomous outcome of ‘willing to use PrEP’ (for participants with a mean-score 

≥3) and ‘unwilling to use/neutral about PrEP’ (for participants with a mean-score <3). A similar mean-

score scale was used to measure personal experience using condoms and confidence discussing condoms 

with partners.  

Descriptive statistics were used to describe participant characteristics and potential barriers to uptake and 

effectiveness of PrEP, with chi-square tests used to assess any differences between participants from 

Mandalay and Yangon. Univariable relationships between key variables and the outcomes were assessed 

and multivariable logistic regression was used to identify variables independently associated with PrEP 

acceptability. 
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Section 4: Results 

Participant characteristics 

520 men completed the survey; 293 (56%) in Mandalay and 227 (44%) in Yangon. Demographic 

characteristics of the sample are described in Table 1. Approximately half were aged less than 25 years 

and self-identified as Thange (gender normative MSM who do not normally disclose their sexual attraction 

to men). About two thirds had completed high school or tertiary education and reported living with 

family. Participants’ monthly income ranged from 0 to 2,000,000 MMK (median 130,000 MMK) (Table 1). 

The demographic characteristics of participants recruited in Mandalay and Yangon was broadly similar, 

with the exception that participants in Mandalay more commonly self-identified as Thange and less likely 

to have completed tertiary education (Table 1). 

Table 1: Demographics by recruitment site1 

 Total (N=520) Mandalay (n=293) Yangon (n=227) 
 n (%) n (%) n (%) 

Age (years)    
Median 24 24 24 
<25 270 (52) 153 (52) 117 (52) 
25-29 116 (22) 57 (19) 59 (26) 
30-39 83 (16) 47 (16) 36 (16) 
40+ 50 (10) 36 (12) 14 (6) 

Sexual identity2    
Apone  141 (27) 61 (21) 80 (36) 
Apwint 136 (27) 76 (26) 60 (27) 
Thange 236 (46) 151 (52) 85 (28) 

Highest level of education    
Primary school or below3 44 (8) 29 (10) 15 (7) 
Middle school 135 (26) 86 (30) 49 (22) 
High school 184 (35) 106 (36) 78 (35) 
Tertiary studies 156 (30) 72 (25) 84 (37) 

Living situation    
Alone 32 (6) 14 (5) 18 (8) 
Sex partner4 73 (14) 38 (13) 35 (15) 
Family5 357 (69) 210 (72) 147 (65) 
Non-related adults 57 (11) 30 (10) 27 (12) 

Monthly income    
Median (in MMK) 130 000 128 500 150 000 
1
 NB: Missing responses not shown (totals may not = 520); % may not total 100 due to rounding   

2
 Apone: gender normative men 

who admit primary sexual attraction to other men; Apwint: often effeminate/transgender (incl A chauk/Apwint who play a 
spiritual role in Nat-based spirituality); Thange: gender normative men who do not disclose primary sexual attraction to other 
men   

3
 Primary school or below: includes illiterate and primary school categories   

4
 Sex partner: includes same sex or opposite 

sex   
5
 Family: includes siblings and other relatives, dependent children and parents 
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Sexual Risk Behaviours 

Sexual risk characteristics of participants are described in Table 2. Most participants reported one or more 

regular male partner in the past three months, with approximately 40% of these men reporting never or 

only occasionally using condoms during anal sex. While few men reported a regular partner who was HIV 

positive, approximately two thirds reported not knowing their regular partners’ HIV status. Approximately 

three quarters of the sample reported sex with casual partners in the past three months, with one quarter 

reporting five or more casual partners in that time. Of those reporting casual partners, about one quarter 

reported never or only occasionally using condoms during anal sex. Over one third of the sample (36%; 

n=185) reported both regular and casual male partners in the past three months; 35% in Mandalay and 

37% in Yangon (data not shown). On the last occasion of sex, most participants reported not knowing sex 

was going to occur in advance or only knew a few hours in advance. Thirteen percent of participants self-

reported being HIV positive. Based on self-reported time since last HIV test the sample generally appeared 

to have good access to testing, with two thirds reporting their last HIV test was in the previous six months. 

Nearly one in five participants reported they had never tested for HIV (Table 2). 

Participants in Yangon more commonly reported having one regular male partner, with Mandalay 

participants more commonly reporting no regular partner, more than one regular partner and casual male 

partners. The proportion of participants reporting routine use of condoms during sex with regular 

partners was similar in Mandalay and Yangon, but participants in Mandalay more commonly reported 

routine condom use with casual partners. Sex with casual partners was reported as more spontaneous 

among participants in Mandalay, who were more likely to report not knowing in advance they were going 

to have sex when recalling their last occasion of sex with a casual partner compared to participants in 

Yangon. Self-reported HIV prevalence was similar across recruitment locations. Self-reported testing 

history was broadly similar with participants in Mandalay slightly less likely to report their last HIV testing 

being in the past six months and more commonly reporting never having had a HIV test (Table 2).  
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Table 2: Sexual risk behaviours 

 Total (N=520) Mandalay (n=293) Yangon (n=227) 
 n (%) n (%) n (%) 

Number of REGULAR male partners in the past three months  
No regular partners 202 (39) 124 (42) 78 (34) 
One regular partner 222 (43) 106 (36) 116 (51) 
More than 1 regular partner 96 (19) 63 (22) 33 (15) 

Condom use with REGULAR male partners in the past three months1 

No anal sex w/ regular partners 25 (8) 10 (6) 15 (10) 
Never/Occasionally (<50%) 119 (38) 70 (42) 49 (33) 
Often/Always (>50%) 170 (54) 87 (52) 83 (56) 

What is the HIV status of your regular male partner(s)?1  

Negative 160 (31) 73 (25) 87 (40) 
Positive/Suspect positive 31 (6) 15 (5) 16 (7) 
Don’t know 322 (63) 205 (70) 117 (53) 

Number of CASUAL male partners in the past three months  
No casual partners 143 (28) 69 (25) 74 (33) 
2-5 casual male partners 238 (47) 141 (50) 97 (43) 
More than 5 casual male partners 125 (25) 72 (26) 53 (24) 

Condom use with CASUAL male partners in the past three months2  
No anal sex w/ casual partners 3 (<1) 1 (<1) 2 (<1) 
Never/Occasionally (<50%) 96 (26) 50 (23) 46 (31) 
Often/Always (>50%) 270 (74) 169 (77) 101 (68) 

At last occasion of anal sex with a casual male partner, how far in advance did you know you were 
going to have sex?2 

No anal sex w/ casual partners 3 (<1) 1 (<1) 2 (<1) 
One day or more 64 (18) 17 (8) 47 (36) 
Less than an hour/a few hours 155 (43) 102 (46) 53 (38) 
Did not know in advance 138 (38) 100 (45) 38 (27) 

Participant HIV status  
HIV positive 66 (13) 35 (12) 31 (14) 
HIV undiagnosed (HIV -ve, don’t know) 444 (88) 254 (88) 190 (86) 

Last tested for HIV among HIV undiagnosed men3 

In the last 6 months 296 (67) 161 (63) 135 (72) 
Over six months to two years ago 53 (12) 33 (13) 20 (11) 
More than 2 years since last test 19 (4) 11 (4) 8 (4) 
Never tested 73 (17) 49 (19) 24 (13) 

1
 Among men reporting a regular male sex partner(s)   

2
 Among men reporting a casual male sex partner(s)   

3
 Among reporting 

men reporting as HIV negative or unsure of HIV status 
 

Personal Experience and Attitudes Towards Condoms 

Table 3 reports classification of participants’ self-reported experience with condoms and confidence 

negotiating condom use aggregated across a range of responses to questions reflecting their personal 

experiences using condoms (see Section 3: Methods). Based on scale scores, the majority of the sample 

reported negative personal experiences using condoms. However, most participants were confident 

discussing the use of condoms with sexual partners. Classification of personal experience using condoms 
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was similar across recruitment site, but participants recruited in Mandalay reported being more confident 

negotiating condom use with their partners (Table 3).  

Table 3: Personal experiences using condoms and confidence negotiating condom use 

 Total (N=520) Mandalay (n=293) Yangon (n=227) 
 n (%) n (%) n (%) 

Personal Experience Using Condoms1  
Positive experience  98 (19) 48 (16) 50 (23) 
Negative experience 407 (81) 244 (84) 163 (77) 

Confidence Discussing Condom Use with Partners2  
Confident  360 (70) 223 (77) 137 (62) 
Not confident/neutral 152 (30) 68 (23) 84 (38) 
1
 Aggregate of eight items scored between 0 ’strongly disagree’ to 4 ‘strongly agree’; mean score ≥ 3 classified as ‘positive 

experience’ 
2
 Aggregate of two items scored between 0 ’strongly disagree’ to 4 ‘strongly agree’; mean score ≥ 3 classified as ‘confident’ 

 

PrEP Awareness and Acceptability Among HIV Undiagnosed MSM  

The following results describe PrEP awareness and acceptability among HIV undiagnosed men. 

Awareness of PrEP was low among participants. Only five percent of participants reported PrEP awareness 

(having heard of PrEP and be able to provide an accurate description of PrEP); three percent of 

participants recruited in Mandalay and eight percent in Yangon reported being aware of PrEP.  

After providing an explanation of PrEP, including several clinical and prevention attributes of PrEP, 

participants were asked questions about their willingness to use PrEP using a seven-item previously 

validated Willingness to Use PrEP scale (see Section 3: Methods). Table 4 describes participants’ responses 

on the Willingness to Use PrEP scale. 
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Table 4: Responses to each item on the Willingness to Use PrEP scale1 

 Strongly 
disagree 

Disagree Neither 
agree nor 
disagree 

Agree Strongly 
agree 

I would be willing to take PrEP 
to prevent getting HIV 

4 (1) 35 (8) 19 (4) 265 (61) 108 (25) 

I would take pills before and 
after sex to prevent HIV 

4 (1) 37 (9) 22 (5) 291 (68) 77 (18) 

I would take a pill every day to 
prevent HIV 

7 (2) 44 (10) 26 (6) 280 (65) 74 (17) 

I am going to take PrEP as 
soon as it is available 

7 (2) 40 (9) 30 (7) 256 (59) 98 (23) 

I would never need to take 
PrEP (reverse scored) 

82 (19) 278 (65) 28 (7) 33 (8) 10 (2) 

I would be willing to pay for 
PrEP 

51 (12) 143 (33) 79 (18) 140 (32) 18 (4) 

I would take PrEP even if it 
wasn’t 100% effective 

12 (3) 68 (16) 24 (6) 287 (67) 40 (9) 

1 Excludes 13 missing responses from MSM reporting HIV negative or unsure; n=431  

 

Thirty-nine percent of HIV undiagnosed participants were classified as willing to use PrEP (score ≥ 3). The 

proportion of participants classified as willing to use PrEP was relatively consistent among MSM recruited 

in Yangon (37%) and Mandalay (40%). The cumulative proportion of participants responding ‘agree’ or 

‘strongly agree’ (or ‘disagree’ or ‘strongly disagree’ for reverse coded item 5) was generally consistent 

(between 76% and 86%), with the exception of ‘I would be willing to pay for PrEP’ where the proportion 

decreased substantially to only 36% (Table 4). 

Tables 5-7 describes unadjusted and adjusted correlates of willingness to use PrEP. Two adjusted models 

are presented: Model 1 - Number of partners; and Model 2 -  Condom use. The separate models allowed 

for the examination of two important risk factors – number of regular and casual partners and condom 

use with regular and casual partners – which had a high degree of collinearity. Adjusted models control 

simultaneously for all factors presented in Tables 5-7. 

Few variables were statistically significantly associated with willingness to use PrEP at either a univariable 

or multivariable level. Those reporting one regular partner compared to more than one regular partner 

(Model 1: AOR= 0.43, 95%CI: 0.22 – 0.82, p=0.01) and those reporting concern about the side-effects and 

long-term use of PrEP (Model 1: AOR= 0.40, 95%CI: 0.24 – 0.67, p<0.01; Model 2: AOR= 0.36, 95%CI: 0.22 

– 0.61, p<0.01) were significantly less likely to be classified as willing to use PrEP. Those reporting never or 
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only occasionally using condoms with casual male partners (compared to always/often) were more likely 

to be classified as willing to use PrEP (Model 2: AOR=1.96, 95%CI: 1.02 – 3.76, p=0.04). 

Although falling short of statistical significance (potentially as a result of a smaller number of responses 

and limited statistical power), there were a range of factors demonstrating a potentially meaningful 

association (AORs ≥ 1.5 or ≤ 0.5) with willingness to use PrEP that could inform the implementation of 

PrEP for MSM in Myanmar.   

Reporting an HIV positive regular partner (Model 1: AOR=2.03, 95%CI 0.54 – 7.70, p=0.30; Model 2: AOR = 

2.28, 95%CI: 0.61 – 8.48, p=0.22), living with unrelated adults (compared to living alone) (Model 1: 

AOR=1.77, 95%CI: 0.56 – 5.59, p=0.39; Model 2: AOR=2.24, 95%CI: 0.71 – 7.09, p=0.20), reporting a higher 

monthly income (median sample income or above; Model 1: AOR=1.53, 95%CI: 0.95 – 2.44, p=.08), 

reporting the last HIV test as being between in the past six and 24 months (compared to the past six 

months; Model 2: AOR=1.60, 95%CI: 0.79 – 3.25, p=0.19) and, counter-intuitively, reporting no casual 

partners (compared to five or more casual partners) in the past three months (Model 1: AOR= 1.89, 

95%CI: 0.91 – 3.95, p=0.09) were associated with increased willingness to use PrEP. 
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Table 5: Univariable and multivariable relationship with PrEP acceptability - Demographics 

   
Univariable 

Multivariable – Model 1 
(No. partners) 

Multivariable – Model 2 
(Condom use) 

 Unwilling to 
use/neutral about 

PrEP (n=263) 
n(%) 

Willing to use 
PrEP (n=168) 

 
n(%) 

Odds Ratio 95% 
Confidence 

Interval 

Adjusted Odds 
Ratio 

95% 
Confidence 

Interval 

Adjusted Odds 
Ratio 

95% 
Confidence 

Interval 

Place         
Yangon 112 (63) 67 (37) 1 -- 1 -- 1 -- 

Mandalay 151(60) 101 (40) 1.12 0.75 -1.66 1.23 0.75 -2.04 1.29 0.78 -2.13 

Age, years (continuous, per year increase) 0.98 0.96 -1.01 0.98 0.95 -1.01 0.99 0.95 -1.02 

Sexual identity         
Apone 69 (61) 44 (39) 1 -- 1 -- 1 -- 

Apwint 66 (64) 37 (36) 0.88 0.51 -1.53 0.86 0.44 -1.66 0.87 0.45 -1.67 

Thange 124 (59) 86 (41) 1.09 0.68 -1.74 1.08 0.59 -1.95 1.15 0.64 -2.06 

Living situation         
Alone 18 (67) 9 (33) 1 -- 1 -- 1 -- 

Sex partner 37 (66) 19 (34) 1.03 0.39 -2.72 0.93 0.29 -2.92 0.96 0.31 -2.98 

Family 186 (62) 116 (38) 1.25 0.54 -2.87 0.94 0.36 -2.43 1.05 0.41 -2.70 

Unrelated adults 22 (49) 23 (51) 2.09 0.78 -5.63 1.65 0.53 -5.15 2.12 0.68 -6.63 

Monthly income         
< median income 
(0 - 130 000 
MMK) 

128 (63) 75 (37) 1 -- 1 -- 1 -- 

≥ median income  
(130 000 MMK & 
above) 

131 (59) 92 (41) 1.20 0.81 -1.78 1.53 0.95 -2.44 1.45 0.91 -2.31 
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Table 6: Univariable and multivariable relationships with PrEP acceptability - Sexual Risk Behaviours 

   
Univariable 

Multivariable – Model 1 
(No. partners) 

Multivariable – Model 2 
(Condom use) 

 Unwilling to 
use/neutral about 

PrEP (n=263)  
n(%) 

Willing to use 
PrEP (n=168) 

 
n(%) 

Odds Ratio 95% 
Confidence 

Interval 

Adjusted 
Odds Ratio 

95% 
Confidence 

Interval 

Adjusted 
Odds Ratio 

95% 
Confidence 

Interval 

Number of regular male partners in past three months    
> 1 regular male partner 42 (53) 37 (47) 1 -- 1 -- -- -- 

1 regular male partner 118 (66) 61 (34)   0.58* 0.34 – 0.99   0.43* 0.22 – 0.82 -- -- 

No regular male partners 103 (59) 71 (41) 0.78 0.46 – 1.34 0.89 0.48 – 1.64 -- -- 

Condom use with regular male partners    
Often/Always (>50%) 83 (62) 51 (38) 1 -- -- -- 1 -- 

Never/Occasionally (<50%) 64 (65) 35 (35) 0.89 0.52 – 1.53 -- -- 0.92 0.46 – 1.85 

No regular male partners 114 (58) 81 (42) 1.16 0.74 – 1.81 -- -- 1.33 0.76 – 2.31 

Number of casual male partners in the past three months    
5+ casual male partners 59 (66) 31 (34) 1 -- 1 -- -- -- 

2 – 5 casual male partners 125 (61) 81 (39) 1.23 0.74 – 2.07 1.21 0.65 – 2.25 -- -- 

No casual male partners  72 (59) 51 (41) 1.35 0.78 – 2.37 1.89 0.91 – 3.95 -- -- 

Condom use with casual male partners    
Often/Always (>50%) 139 (64) 77 (36) 1 -- -- -- 1 -- 

Never/Occasionally (<50%) 47 (57) 35 (43) 1.34 0.80 – 2.26 -- -- 1.96* 1.02 – 3.76 

No casual male partners 74 (59) 52 (41) 1.27 0.81 – 1.99 -- -- 1.71 0.98 – 3.02 

What is the HIV status of your regular male partner(s)?    
Negative 82 (57) 61 (43) 1 -- 1 -- 1 -- 

Positive/ Suspect positive 7 (41) 10 (59) 1.92 0.69 – 5.33 2.03 0.54 – 7.70 2.28 0.61 – 8.48 

Don’t know 170 (64) 97 (36) 0.78 0.51 – 1.16 0.79 0.46 – 1.35 0.84 0.49 – 1.43 

Last tested for HIV      
In the last 6 months 175 (61) 113 (39) 1 -- 1 -- 1 -- 

6 months to 2 years  27 (53) 24 (47) 1.38 0.76 – 2.50 1.47 0.73 – 2.98 1.60 0.79 – 3.25 

>2 years /never tested  59 (66) 32 (34) 0.78 0.48 – 1.30 0.75 0.41 – 1.37 0.79 0.43 – 1.43 
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Table 7: Univariable and multivariable relationships with PrEP acceptability - Attitudinal items 

   
Univariable 

Multivariable – Model 1 
(No. partners) 

Multivariable – Model 2 
(Condom use) 

 Unwilling to 
use/neutral about 

PrEP (n=263)  
n(%) 

Willing to use 
PrEP (n=168) 

 
n(%) 

Odds Ratio 95% 
Confidence 

Interval 

Adjusted 
Odds Ratio 

95% 
Confidence 

Interval 

Adjusted 
Odds Ratio 

95% 
Confidence 

Interval 

Self-perceived risk of HIV    
Unlikely to become HIV+ 135 (61) 85 (39) 1 -- 1 -- 1 -- 

Likely to become HIV+ 110 (60) 74 (40) 1.07 0.72 – 1.59 1.08 0.67 – 1.75 1.09 0.67 – 1.76 

Personal experience using condoms    
Negative/Neutral 213 (62) 131 (38) 1 -- 1 -- 1 -- 

Positive 40 (54) 34 (46) 1.38 0.83 – 2.29 1.19 0.66 – 2.14 1.16 0.64 – 2.11 

Confidence in discussing condom use with partners    
Not confident / Neutral 82 (64) 46 (36) 1 -- 1 -- 1 -- 

Confident 180 (60) 119 (40) 1.18 0.77 – 1.81 1.07 0.64 – 1.80 1.17 0.68 – 1.99 

If I was taking PrEP, I would be concerned that people will think I am HIV positive   
Disagree 130 (58) 94 (42) 1 -- 1 -- 1 -- 

Agree 131 (64) 74 (36) 0.78 0.53 – 1.15 1.10 0.67 – 1.82 1.11 0.67 – 1.82 

Concern about using PrEP because of side-effects and long-term use    
Not concerned 133 (53) 116 (47) 1 -- 1 -- 1 -- 

Concerned 128 (72) 49 (28) 0.44** 0.29 – 0.66 0.40** 0.24 – 0.67 0.36**  0.21 – 0.61 
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Considerations for implementation of PrEP in Myanmar: potential barriers to the uptake and 

effectiveness 

Guidelines for PrEP programmes underscore the requirement for regular HIV testing and clinical 

assessments (alongside recommendations for integrated primary prevention) to enhance the safety and 

prevention effectiveness of PrEP programmes. These guidelines would recommend the potential for PrEP 

implementation programmes to be integrated into existing HIV testing and prevention services. To explore 

potential PrEP implementation barriers associated with such programme integration, we explored a range 

of potential barriers and facilitators to HIV testing among HIV undiagnosed MSM who were classified as 

willing to use PrEP (Table 8). 

Among MSM classified as willing to use PrEP, the most common general barriers to HIV testing related to 

the convenience of testing and attending services were: not having enough time (48%), barriers 

associated with the location of services (46%) and their opening hours (42%). Nearly one third of these 

participants reported the cost of HIV testing (30%) and the waiting time to get tested (29%) as a barrier to 

testing. Although less commonly reported than the main structural/convenience-related barriers to HIV 

testing, psycho-social barriers related to fear of HIV disclosure (34%) and stigma associated with attending 

a HIV testing services (25%) were also reported. In general, barriers related to the convenience of HIV 

testing were more commonly reported by MSM recruited in Mandalay, whereas cost and stigma of 

attending a HIV testing service were more commonly reported among MSM recruited in Yangon (Table 8). 

More than half of MSM (56%) reported being uncomfortable with trained female health professionals 

conducting testing. Very few MSM reported being uncomfortable with trained male health professionals 

(9%) or trained peers (12%) providing HIV testing. Half of MSM reported being uncomfortable testing for 

HIV at government hospitals (50%) and almost two thirds reported being uncomfortable testing in private 

hospitals (62%). There was almost universal acceptability of testing for HIV at NGOs, with only two percent 

reporting being uncomfortable testing at these services (Table 8).  
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Table 8: Potential barriers to uptake among those classified as willing to use PrEP1 

 Total (N=168) Mandalay (n=101) Yangon (n=67) 

Barriers to HIV diagnostic testing Agree n (%) 

I’m worried about being seen attending a 
HIV testing service for fear of stigma 

39 (25) 21 (21) 18 (31) 

I’m afraid of letting other people know if 
my test shows I have HIV for fear of stigma 

54 (34) 35 (35) 19 (32) 

I can’t afford the cost of getting tested 48 (30) 26 (26) 22 (37) 

I haven’t got enough time to get tested  77 (48) 51 (51) 26 (44) 

The times that testing services are open 
make it hard for me to test 

67 (42) 55 (55) 12 (20) 

I have to wait a long time at a testing 
service to get a test 

46 (29) 29 (29) 17 (29) 

It’s difficult to access testing services 
because of where they are located 

73 (46) 49 (49) 24 (41) 

Acceptability HIV testing by personnel Uncomfortable n (%) 

Appropriately trained male 
nurse/doctor/counsellor 

15 (9) 7 (7) 8 (13) 

Appropriately trained female 
nurse/doctor/counsellor 

90 (56) 53 (53) 37 (61) 

Appropriately trained peer 
nurse/counsellor 

19 (12) 15 (15) 4 (7) 

Acceptability settings in which HIV testing 
is provided 

Uncomfortable n (%) 

Government hospital 81 (50) 37 (37) 44 (72) 

Private hospital 101 (62) 54 (53) 47 (77) 

NGO/iNGO  3 (2) 3 (3) 0 (0) 

1 Excludes missing responses 
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Section 5: Discussion 

This study of MSM recruited through the GFATM-funded Burnet Institute and Myanmar Business Coalition 

on AIDS (BI/MBCA) HIV prevention outreach programmes, found 39% of the HIV undiagnosed men were 

classified as willing to take PrEP. This level of acceptability is higher than those reported among Australian 

MSM (28.2% to 23.3%) using the same Willingness to Use PrEP scale(41, 42) but is consistent with findings 

from studies of MSM in neighbouring Thailand that showing levels of acceptability ranging from 35% to 

41%(53-55). Study findings of MSM in China showed higher levels of PrEP acceptability ranging from 63% to 

68%(22, 51, 52). 

While participants in this study had prior engagement with community-based HIV prevention services and 

thereby may not be representative of a diverse population of MSM in Myanmar, high PrEP acceptability 

among MSM engaged with services like the BI/MBCA programmes supports the potential effectiveness of 

PrEP implementation in Myanmar. International guidelines emphasise the need to implement PrEP as part 

of a comprehensive HIV prevention strategy that includes primary prevention and routine HIV/STI 

testing(14, 25, 71). PrEP implementation through established HIV prevention programmes that offer primary 

prevention, HIV diagnostic testing and capacity to support the clinical needs of those being prescribed 

PrEP (e.g., clinical workforce, linkage to laboratory services) would be consistent with international 

guidelines. The model would additionally enhance cost effectiveness by leveraging from existing capacity. 

Community-based and peer-involved models are likely to offer considerable advantages. Our findings 

suggest a strong preference for HIV testing through NGO programmes rather than hospital services, a 

preference potentially related to perceptions or experiences of HIV-related and co-characteristic stigma 

and discrimination in clinical and healthcare environments(34, 35). This fear of stigma has been identified as 

an issue in a number of PrEP studies e.g., (11, 17-23) and has been highlighted as a potentially significant barrier 

to the uptake of PrEP and therefore its individual and population-level effectiveness(70). The competencies 

of healthcare staff have also been identified as vital to the successful implementation of PrEP(17, 20). 

Programmes to address potential stigma among PrEP users are recommended(2, 24), alongside ensuring 

PrEP programmes are implemented through safe and trusted environments to facilitate their reach and 

PrEP adherence(70).  

PrEP is intended for people who are at substantial risk of HIV exposure(71). A meaningful proportion of 

MSM completing the survey reported an array of sexual risk behaviours that place them at risk of HIV 

acquisition and/or transmission to others, including reporting more than one regular sex partner, multiple 

casual sex partners, regular and concurrent casual sex partners, infrequent condom use with regular and 

casual sex partners, and regular sex partners who are HIV positive or of unknown status. In addition, one 

quarter of HIV negative participants perceived their risk of acquiring HIV as high. The only risk behaviours 
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significantly associated with willingness to use PrEP in this study were reporting never/only occasionally 

using condoms with casual partners and reporting more than one regular sex partner. In addition, while 

not statistically significant due to relative small participant numbers, MSM reporting an HIV positive 

regular partner were also much more likely to be classified as willing to use PrEP. While these men would 

be recommended to use PrEP if it were available and appear to recognise their risk and the potential 

benefits of PrEP, the majority of men reporting most of the risk behaviours described above were 

classified as not willing to use PrEP – the only exception was those who reported an HIV positive regular 

partner. While it is beyond the scope of this report to determine why these men would not find PrEP more 

acceptable, we also found that concern regarding side-effects was significantly associated with being 

classified as not willing to use or have a neutral attitude toward using PrEP. These data suggest that the 

potential future implementation of PrEP in Myanmar must also be accompanied by extensive community 

engagement and education – this is further supported by the very low levels of knowledge of PrEP among 

participants at the time of data collection. Such an education programme should reinforce knowledge 

regarding an individual’s HIV risk and knowledge regarding PrEP, including accurate information on the 

relative risk of side-effects and how the provision of PrEP is clinically managed (e.g., monitoring of side-

effects and how they would be responded to). 

Beyond generalised indicators of substantial HIV risk, PrEP is specifically intended for people who do not 

always use condoms (or other highly protective primary prevention behaviours such as using previously 

unused needles and syringes among people who inject drugs), including those who simply prefer sex 

without condoms, those who may lack the negotiating skills and/or level of empowerment to insist on 

condom use, and in instances when condoms are not available(71). In this study, a large majority of 

participants were classified as having negative experiences associated with condoms (e.g., reduced 

pleasure, difficulty using condoms), but most reported being confident in negotiating condom use with 

partners. Neither factor was associated with willingness to use PrEP. Barriers to condom use among MSM, 

especially in jurisdictions where sex between men is criminalised and/or a highly marginalised behaviour, 

might arise from the locations where sex partners are met and the opportunistic nature of sex. In this 

study, when reflecting on their last occasion of anal sex, most men reported either not knowing in 

advance they were going to have sex or only knowing a few hours in advance. In such circumstances, PrEP 

may play a protective role for individuals who otherwise would use condoms but were not sufficiently 

prepared in advance. Qualitative findings from PrEP open label extension studies suggest that some MSM 

will consider PrEP as an additional protective strategy to be used with condoms rather than as a 

replacement for condoms(72). Consistent with global recommendations, these data suggest that any future 

implementation of PrEP targeting MSM in Myanmar should occur as part of a comprehensive HIV 

prevention programme that includes prevention education and condom reinforcement and distribution. 
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Reported HIV diagnostic testing frequency in this sample was high, with two thirds of the sample reporting 

their last HIV test was in the previous six months – while at the time of the survey the BI/MBCA 

programme was not offering HIV testing (with referral information provided during contact with clients) 

the programme commenced fixed site point-of-care HIV testing in March 2015. Again, such high levels of 

engagement with HIV testing services suggest MSM engaged with the BI/MBCA programme would be a 

suitable target population for the providing PrEP under international recommended guidelines. Our study 

found that those who reported their last HIV test as between six and 24 months ago were more likely to 

be classified as willing to use PrEP compared to those who last tested in the past six months. There are 

limited studies that have shown an association between a history of testing or recent testing for HIV and 

PrEP acceptability(49, 55, 59). While it is unclear what is driving this result the question did only ask for 

participants’ most recent HIV test, which does not necessarily reflect their typical testing frequency. In 

addition, those who have tested for HIV frequently may also be better engaged with HIV prevention 

services, be more likely implement prevention strategies including frequent testing and negotiating 

condom use and may therefore not feel they need PrEP as an additional prevention tool. 

Other factors showing some (albeit non-significant) association with willingness to use PrEP included 

higher income, living with unrelated adults, and not reporting recent casual sex partners. Willingness to 

pay for PrEP was the factor least favoured by participants in the willingness to use PrEP scale and is likely 

to have influenced the relationship between PrEP acceptability measured through this scale and income. 

These data do however suggest that a PrEP programme in Myanmar will need to be strongly supported by 

Government of Myanmar or international donor funds, as any cost placed on the user is likely to impact 

substantially on the reach and population-level effectiveness of the a PrEP programme. In our study 

sample, those living with unrelated adults (compared with all other categories) were more likely to find 

PrEP acceptable. This perhaps points to the concerns about revealing their sexual identity or high-risk 

behaviours to others such as sex partners or family if taking PrEP. Prescribing daily PrEP may alleviate such 

fears, with findings from a Thai qualitative study suggesting many MSM preferred daily PrEP as it can 

easily be taken innocuously with daily vitamins or as an assumed dietary supplement(73). Prescription of 

daily PrEP is also recommended by the WHO for MSM and would also be consistent with our findings 

regarding the opportunistic occurrence of sex that would recommend against any consideration of event-

based PrEP. The finding that reporting no recent casual sex partners as being associated with willingness 

to use PrEP among study participants is inconsistent with previous findings that demonstrated that those 

with a higher number of partners report higher PrEP acceptability(39, 42, 45, 54). It is unclear what is driving 

this unexpected relationship, but this finding may relate to complexities and fluidities of sexual 

relationships for MSM(74), including agreements with regular partner about sex outside of relationships 
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and perceptions of reciprocity in these agreements(74, 75) and changes in the type and number of sexual 

relationships over time (recall periods for sexual risk questions referred to the past three months). 

Questions asked of study participants around barriers to HIV testing and the acceptability of HIV testing 

service models may provide insights into the possible individual, structural and social barriers to PrEP 

implementation given the clinical and logistical need to provide PrEP through fixed site services that also 

offer HIV testing and other aspects of clinical care. While logistical issues related to time and location of 

testing services appeared prominent, the extent to which these are real operational barriers to PrEP 

implementation need to be considered against the fact that two thirds of the sample reported a previous 

HIV test in the past six months. The prevention benefits of PrEP may therefore out way convenience-

related barriers. However, considering the crucial role of retention and adherence in enhancing PrEP 

population-level effectiveness, making services convenient to clients will be important. Concerns related 

to perceived stigma of accessing HIV-related services were generally low but was still nominated by one in 

four participants. Responses strongly favouring NGO delivered HIV testing services and low levels of 

concerns regarding the involvement of peers in HIV testing strongly recommend the use of decentralised 

and community-based NGO-delivered HIV services for the provision of PrEP to MSM in Myanmar (see also 

the earlier discussion points regarding community trust and perceptions of stigma experienced through 

mainstream health services). 
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Section 6: Conclusion 

Among the first steps in local-level considerations of the role of PrEP in HIV prevention is the 

determination of acceptability of PrEP among key risk populations and the identification of potential 

operational or psycho-social barriers to PrEP prevention effectiveness. This study provides preliminary 

information on these issues as they relate to MSM in Myanmar. 

This study was not designed to provide recommendations regarding whether PrEP should be adopted as 

part of a suite of HIV prevention initiatives in Myanmar nor provide explicit recommendations regarding 

what a PrEP implementation model should look like. Nevertheless, the study does provide some insights 

to inform a range of potential considerations related to PrEP implementation targeting MSM in Myanmar. 

The key outcome of the study is that, despite very low levels of pre-existing knowledge, following a brief 

explanations of the attributes of PrEP, using PrEP as an HIV prevention strategy was acceptable to a 

meaningful proportion of MSM engaged with existing HIV prevention services in Yangon and Mandalay. 

Based on international evidence and findings from this study, particular HIV service structures that have 

emerged in Myanmar over recent years may also provide ideal mechanisms through which to implement 

PrEP. The Myanmar National Strategic Plan II on HIV/AIDS highlights the need to improve the accessibility 

and quality of HIV prevention and treatment strategies for MSM given the heightened prevalence in this 

population. The significant investment that has been made over recent years in the implementation and 

maintenance of accessible HIV services to MSM in Myanmar may also offer an important foundation for 

future PrEP programmes. 

It remains unclear, however, what the underlying motivations and barriers are that drive the relative 

willingness of MSM in Myanmar to consider using PrEP. Undertaking well-designed qualitative research 

with MSM in Myanmar in the future may yield useful information to better understand these issues and 

how they might help inform PrEP implementation. Despite strong evidence from randomised and 

observational trials from around the world that show high levels of HIV prevention efficacy and 

effectiveness from PrEP, it also remains unclear how effective PrEP would be in preventing new HIV 

infections among MSM and other high risk population in Myanmar. To inform any future PrEP 

implementation programmes in Myanmar, it will be important to undertake PrEP implementation/ 

demonstration projects to examine its prevention effectiveness and explore related outcomes such as 

drug adherence and logistical issues associated with PrEP dispensing and monitoring. Such projects will be 

vitally important to better understand the potential cost effectiveness of PrEP in relation to averting 

future HIV burden of disease and in the allocation of current HIV-related resources to improving the 

coverage of ARV therapy to people living with HIV in Myanmar.  
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