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Abstract
Men who have sex with men (MSM) and transgender women (TW) are a priority population for HIV prevention in Myanmar 
but report sub-optimal HIV testing frequency. Previous studies have shown that peer involvement in HIV testing can normal-
ize stigmatized sexualities and reduce barriers to testing. We explored the acceptability of peer-delivered HIV testing among 
425 undiagnosed MSM and TW in Yangon and Mandalay. An overwhelming majority of participants (86%) reported being 
‘comfortable/very comfortable’ with peer-delivered HIV testing. Logistic regression identified reporting sexual identity as 
Apone [adjusted odds ratio (aOR) 3.8; 95% CI 1.2–11.7], recent HIV testing (aOR 3.1; 95% CI 1.4–6.5), reporting a high 
likelihood of HIV acquisition (aOR 3.6; 95% CI 1.7–7.6), and reporting ≥ 5 casual partners in the past 3 months (aOR 
0.2; 95% CI 0.1–0.6) as associated with peer-delivered HIV testing acceptability. Given ongoing HIV vulnerability among 
MSM and TW in Myanmar, peer-delivered testing may offer prevention benefits by increasing testing rates and identifying 
undiagnosed infection earlier.
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Introduction

Ambitious UN targets to virtually eliminate AIDS by 2030 
are predicated on 90% of people with undiagnosed HIV 
infection knowing their HIV status [1]. Achieving this target 
is reliant on regular HIV testing among populations at risk 
of HIV infection. HIV testing offers important primary pre-
vention opportunities through pre- and post-test discussions 
with providers and post-diagnosis reductions in risk behav-
iors [2], and facilitates secondary HIV prevention through 
early treatment access and viral suppression [3, 4].

Men who have sex with men and transgender women 
(hereafter referred to as MSM and TW for brevity) are a 
key population in the Asian HIV epidemic and are at sub-
stantially increased risk of HIV acquisition through risk 
behaviors such as unprotected anal intercourse with multiple 
sexual partners [5, 6]. In Myanmar, HIV prevalence among 
MSM and TW in 2015 increased to 11.6% from an esti-
mated 6.6% in 2009, and the concentration of HIV reported 
among MSM and TW in the major cities of Yangon (26.6%) 
and Mandalay (21.6%) are among the highest seen across 
Asia-Pacific [7–9]. HIV infections among MSM and TW 
currently account for 13% of all incident cases in Myanmar; 
this is estimated to increase to 27% by 2021 in the absence 
of adequate interventions [10]. Consequently, MSM and 
TW are a priority for HIV control in Myanmar’s national 
response [11] and this concentrated focus has seen a rise in 
HIV prevention programs targeting this group [12].

The new national strategic plan for HIV highlights the 
need to strengthen the enabling environment for HIV pre-
vention interventions among key populations [9]. Strate-
gies such as expanding HIV testing service (HTS) models, 
strengthening affected communities’ involvement in service 
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delivery, and the tailoring of community-based HIV services 
are identified as priority activities to reach 90% of MSM 
and TW by 2030 [9]. In part, these activities are designed 
to address low rates of HIV testing among MSM and TW 
in Myanmar [9], where the illegality of homosexual acts 
and discrimination and harassment of sexual minorities act 
as barriers to uptake of HTS [13–16]. In such settings, the 
involvement of MSM and TW peers in service delivery can 
enhance demand and uptake of HIV and sexual health ser-
vices [13, 17–19] by creating environments in which stigma-
tized sexual identities are normalized and where MSM and 
TW can talk openly about same-sex behaviors [20]. When 
applied specifically to HIV testing, the involvement of peers 
in countries as diverse as Nigeria, Australia and France has 
demonstrated effectiveness in increasing diagnoses of HIV 
and linking more HIV-positive MSM to care compared to 
non- peer involved models [21–23].

Recent developments in Myanmar have expanded oppor-
tunities for new models of HTS, beyond those provided by 
government or private providers. In particular, the introduc-
tion of decentralized HTS in 2013, the introduction of HIV 
rapid point-of-care (RPOC) testing and increasing provision 
of HIV prevention services by domestic and international 
NGOs [24, 25] has enabled the expansion of HIV testing 
for MSM and TW into community settings. While there are 
some examples of the positive impact of MSM and TW peer-
testing [26] and peer-involvement [27] on HIV testing rates 
in Asia, models that include the direct provision of HIV 
testing by MSM and TW remain relatively uncommon in this 
region. Moreover, the acceptability of peer-delivered models 
of testing among MSM and TW in Asia is also unknown; 
only one study has explored acceptability among key popu-
lations in Asia, revealing a high level of acceptance for peer-
delivered testing among people who inject drugs in Thailand 
[28]. However, factors such as the perceived professionalism 
and skill of peer testers [29], boundaries between personal 
and professional relationships [30], and concerns for confi-
dentiality [31] may affect the acceptability of peer-delivered 
testing and the extent to which such models can contribute 
to improved service engagement and rates of HIV testing 
among MSM and TW.

In 2014, we conducted a study among MSM and TW in 
Myanmar to: (1) determine the level of acceptability of peer- 
delivered HIV testing; and (2) identify factors associated 
with peer- delivered HIV testing acceptability.

Methods

Cross-sectional surveys were completed by self-identify-
ing MSM and TW recruited in Yangon and Mandalay in 
November and December 2014. Participants were recruited 
by 12 trained MSM and TW peer workers selected from 

community-based NGO Myanmar Business Coalition on 
AIDS (MBCA). MBCA implements an MSM and TW-
targeted outreach HIV education and prevention program 
which is coordinated by Burnet Institute as part of their HIV 
education and prevention program in Myanmar. This pro-
gram has been operating since 2009 and provides condoms 
and lubricant distribution and HIV testing education and 
referral activities to MSM and TW through outreach activi-
ties and fixed-site drop in centres in five locations.

Recruitment

MSM and TW were recruited in Yangon and Mandalay. 
These are the two largest cities in Myanmar and were cho-
sen based on high HIV prevalence among MSM and TW 
(26.6% in Yangon and 21.6% in Mandalay respectively; 9) 
and their subsequent centrality in Myanmar’s HIV preven-
tion response.

Trained peer workers recruited participants using conven-
ience and snowball sampling at known MSM/TW-hotspot 
locations. Following a short study description, MSM and 
TW expressing interest in participating were provided with 
a non-study identifying participation card containing a list 
of times and locations where they could participate in sur-
veys. Participants that indicated they knew others in their 
peer network that might be interested in participating were 
provided with up to three participation cards to give to their 
peers. Eligible participants were biologically male, aged 
over 18 years, self-reported anal sex with another male in the 
past 1 year and had not previously participated in the study. 
We estimate that approximately 15% of eligible MSM and 
TW provided with a study card did not present at the agreed 
time and place for interview. All participants were required 
to provide informed written consent prior to participation 
and received 3000 Myanmar Kyat (MMK; approximately 
USD$2.20) for their time and travel expenses at the comple-
tion of the survey.

Data Collection

Surveys were researcher-administered using electronic, 
password-protected tablets at fixed-site locations selected on 
the basis of their confidentiality and safety. These included 
established drop in centres, the Burnet Institute office in 
Yangon, and locations where MSM and TW gather such 
as teahouses. Given the sensitivity of same-sex behaviors 
in Myanmar, no personally-identifying information was 
collected or recorded from participants during interviews. 
The survey was designed to inform ongoing HIV prevention 
and testing services for MSM and TW in Myanmar. The 
survey was conducted in the local language and explored 
a range of socio-demographic factors, sexual risk behav-
iors, HIV prevention practices, knowledge, attitudes and 



2428	 AIDS and Behavior (2018) 22:2426–2434

1 3

use of HIV/STI risk reduction strategies and self-perceived 
HIV risk among MSM and TW. Factors included in this 
analysis were: age, sexual identity (Apone, Apwint and Tha 
Nge; see below), highest level of education (primary, mid-
dle, secondary, tertiary), monthly income (equal or below 
median, above median), number of regular (none, 1, > 1) 
and casual (none, 1–5, > 5) male partners in past 3 months, 
condom use by partner type during the past 3 months (never, 
occasionally, often, always), any sex with female partners 
in past 3 months (yes, no), self-perceived risk of acquir-
ing HIV (very unlikely, unlikely, neither unlikely or likely, 
likely, very likely), how serious participants considered HIV 
(not at all serious, not serious, neither serious nor unserious, 
serious, extremely serious), lifetime history of testing for 
HIV (yes, no) and time since last HIV test (past 6 months, 
6 months–2 years, > 2 years, never).

Sexuality was defined using locally accepted the labels 
Apone, Apwint and Tha Nge that are commonly used in 
Myanmar to describe sub-groups of MSM and TW and 
have typically been indicative of sexual positioning, sexual 
behavior and power dynamics [32]. However these labels 
are equivocally defined [33, 34] and continue to evolve [34], 
particularly in response to increasing exposure to Western 
media and acceptance of sexual minorities in Myanmar. To 
reflect current understandings of male sexual identities in 
Myanmar we operationalized these terms in the following 
way: Apwint are biological males who are typically disclos-
ing of same-sex preferences, and have a feminine presen-
tation and/or may be regarded as transgendered. Apone 
are men who have a masculine presentation, and in some 
spheres or circumstances may disclose same-sex behavior 
and identify as gay, while in others are likely to conceal, or 
deny their same–sex preferences and are often referred to as 
‘hidden’. Apwint and Apone are typically receptive partners 
in sexual positioning. Tha Nge are masculine, heterosexual-
identifying men who conform to heteronormative expecta-
tions, and may engage in sexual relationships with women, 
while also engaging in incidental sex with other men and 
may also be referred to as ‘hidden’. Tha Nge typically part-
ner with Apwint, often commercially, as well as Apone, and 
assume the insertive role in sexual partnerships [9, 13, 32, 
33].

Analysis

The primary outcome of interest was acceptability of peer- 
delivered HIV testing. Participants were asked to respond 
to the following question: “How comfortable would you 
be with an appropriately trained peer counsellor providing 
you with HIV testing and counseling?” Those that reported 
being very comfortable or comfortable were classified as 
‘accepting’ of peer-delivered HIV testing while those who 
reported being neither comfortable nor uncomfortable, 

uncomfortable, very uncomfortable were classified as ‘not 
accepting’ of peer-delivered testing. Analyses were restricted 
to those who provided a valid response to the primary out-
come and who self-reported being HIV undiagnosed (either 
through reporting their last HIV test as negative or report-
ing their HIV status as unknown). Exposures were chosen 
a priori based on previous research on factors associated 
with testing uptake and knowledge of the local context. 
Socio-demographic characteristics, sexual risk behaviors, 
HIV prevention practices, barriers to HIV testing and self-
perceived HIV risk were analyzed descriptively. Univariable 
and multivariable logistic regression identified significant 
associations between these variables and acceptability of 
HIV testing delivered by peers. A multivariable model was 
constructed retaining all variables analyzed in univariable 
analyses. Analyses were conducted using Stata (Version 13, 
Stata Corp., College Station, TX, USA). Statistical signifi-
cance in all analysis was set at p ≤ 0.05.

Ethics

Ethics approval was granted by the Alfred Hospital Eth-
ics Committee (Australia; #445/14) and the Department of 
Medical Research (Lower Myanmar) Ethical Review Com-
mittee (761 Ethics 2004).

Results

520 MSM and TW were recruited for this study. Ninety-
five participants (18.3%) were excluded from analysis based 
on missing data on the primary outcome (n = 19) or HIV 
status (n = 10) or who self-reported an HIV-positive status 
(n = 66). Among the remaining 425 HIV-undiagnosed par-
ticipants, 173 (40.7%) were recruited in Yangon and 252 
(59.3%) in Mandalay. Three hundred and fifty four (83.5%) 
identified as male and 70 (16.5%) as TW. Two hundred and 
forty seven (58.3%) MSM and TW were aged under 25 and 
210 (49.9%) identified as Tha Nge. Thirty seven percent of 
MSM and TW had completed secondary level education 
(equivalent to 11 years of schooling). The median monthly 
income was MMK 150,000 (approximately USD $190; IQR: 
90,000–200,000).

Most MSM and TW reported anal sex with a regular 
male partner; 174 (40.9%) and 81 (19.1%) participants 
reported one, and more than one regular partner in the past 
3 months, respectively. Among these 255 participants, 160 
(69.9%) reported inconsistent condom use with their regular 
partner(s) during the past 3 months. Recent sex with casual 
partners was also common, with 199 (48.3%) and 88 (21.4%) 
participants reporting sex with 1–5 and more than 5 casual 
partners in the past 3 months, over half of whom (56.9%) 
reported inconsistent use of condoms. Thirty three percent 
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of all participants reported both regular and casual partner(s) 
in the past 3 months. Sex with female partners was rare and 
reported by 64 (15.1%) participants.

One hundred and ninety (46.0%) MSM and TW consid-
ered it ‘likely’ or ‘very likely’ they would acquire HIV in 
the future and 246 (58.7%) considered HIV ‘very serious’. 
HIV testing within the past 6 months was reported by 282 
(66.8%) of participants. Three hundred and sixty-six (86.1%) 
indicated they were ‘comfortable/very comfortable’ with the 
idea of receiving HIV testing from a trained peer and clas-
sified as accepting of peer-delivered HIV testing (Table 1).

In unadjusted analyses, participants who identified as 
Apone (OR 3.6; 95% CI 1.5–8.9), who considered their risk 
of HIV acquisition as ‘likely/very likely’ (OR 3.0; 95% CI 
1.6–5.7), who perceived HIV as ‘very serious’ (OR 2.3; 95% 
CI 1.3–4.1), and who reported their last HIV test within 
the past 6 months (OR 3.3; 95% CI 1.8–6.0) or between 
6 months and 2 years (OR 4.6; 95% CI 1.5–14.1) were sig-
nificantly more likely to find peer-delivered HIV testing 
acceptable. MSM and TW with more than five casual part-
ners in the past 3 months were significantly less likely to 
accept peer- delivered HIV testing (OR 0.5; 95% CI 0.2–1.0) 
(Table 1).

In multivariable analysis, self-identifying as Apone (aOR 
3.8; 95% CI 1.2–11.7), considering the risk of HIV acqui-
sition as ‘likely/very likely’ (aOR 3.6; 95% CI 1.7–7.6), 
reporting an HIV test in the past 6 months (aOR 3.1; 95% 
CI 1.4–6.5) or between 6 months and 2 years ago (aOR 
4.3; 95% CI 1.2–15.4) remained positively associated with 
acceptability of peer- delivered HIV testing. Reporting more 
than 5 casual partners in the past three months (aOR 0.2; 
95% CI 0.1–0.6) also remained negatively associated with 
acceptance of peer- delivered HIV testing (Table 1).

Discussion

This study revealed a high level of acceptance for peer-deliv-
ered HIV testing among MSM and TW in Myanmar. The 
acceptability of HIV peer-testing among key populations 
in Myanmar has not been previously investigated. Accept-
ability of peer-delivered HIV testing was high across all 
variables that characterized MSM and TW in our sample, 
demonstrating broad acceptability of peer-delivered HIV 
testing models. Acceptability of peer-delivered HIV testing 
was particularly high among MSM and TW identifying as 
Apone, those who reported recent HIV testing and perceived 
themselves as at high risk of acquiring HIV in the future. 
These findings have implications for future models of HTS 
in Myanmar and, given recent national recommendations for 
peer-involved models of service delivery, have immediate 
translational potential. Alongside new global guidelines sup-
portive of lay HIV testing [35], MSM and TW peer-based 

HTS emerging in other countries [36, 37], nascent commu-
nity mobilization and the increasing availability of RPOC 
HIV testing enhance the feasibility of new MSM and TW 
peer-based HIV testing models in Myanmar.

Our finding that Apone were more likely to accept peer-
delivered HIV testing than heteronormative MSM self-
identifying as Tha Nge likely reflects their relative level of 
comfort accessing peer-involved services more obviously 
tailored to MSM and TW. While over 80% of Tha Nge still 
considered peer-delivered testing as acceptable, ensur-
ing these service models appeal to Tha Nge who may not 
identify as the intended target population of MSM and TW-
specific services is crucially important to increase the reach 
and effectiveness of HTS in Myanmar. Across Asia, men 
who have sex with both men and women are less likely to 
test for HIV compared to men with exclusively male partners 
[38, 39], suggesting that heteronormative MSM are not ade-
quately reached or served by existing models of HIV testing. 
However, while the avoidance of heteronormative men of 
HIV services that manifestly cater for MSM and TW may be 
expected, our finding that four in five Tha Nge were accept-
ing of peer-delivered HIV testing suggests potential benefits 
of a peer-based model for this group. Mainstream health 
services in Asia have been identified as locations where 
HIV risk populations perceive and experience significant 
discrimination [15, 16, 40]. Mainstream health professionals 
in Asia have also been shown to exhibit highly stigmatiz-
ing attitudes to people at risk or living with HIV [41, 42]. 
Peer-based services can minimize reluctance to test asso-
ciated with service-provider stigma [43, 44] by providing 
environments in which same-sex behaviors can be openly 
discussed with other MSM and TW, thereby ensuring that 
clients receive counseling and testing commensurate with 
their actual risk behaviors.

Our sample, recruited in the context of an existing com-
munity-based HIV prevention program, demonstrated a high 
level of existing engagement with HIV testing services. Two 
thirds of MSM and TW reported an HIV test in the past 
6 months and the proportion reporting an HIV test in the 
past 12 months was one and a half times higher than the 
national average [9]. We found that MSM and TW with a 
more recent history of HIV testing were more likely to find 
peer-delivered HIV testing acceptable. This result is not 
surprising, given that MSM and TW who routinely engage 
with testing services are likely to have already overcome 
certain barriers to accessing HTS and may therefore be more 
willing to consider alternative models of testing. In recent 
studies, Chinese MSM who recently tested were more will-
ing to consider couple-based HIV testing [45], while people 
who inject drugs in Thailand who reported recent avoid-
ance of HIV testing were around three times less likely to 
accept peer- delivered HIV testing compared to those that 
did not [28]. Taken together, these findings highlight the 
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Table 1   Participant characteristics and logistic regression associations with acceptability of peer-delivered HIV testing among MSM and TW

Total (n = 425) Accepting of peer-
delivered HIV testing 
(n = 366)

Associations between acceptability 
of peer-delivered HIV testing and 
participant characteristics

OR 95% CI AOR 95% CI

Location
 Yangon 173 (40.7) 150 (86.7) 1.1 0.6–1.9 0.6 0.3–1.3
 Mandalay 252 (59.3) 216 (85.7) 1 – 1 –

Gender
 Male 354 (83.5) 305 (86.2) 1.0 0.5–2.2
 Transgender woman 70 (16.5) 60 (85.7) 1

Age
 Median (IQR) 25 years (20–28)
  < 25 years 247 (58.3) 211 (85.4) 0.8 0.4–1.7 1.1 0.4–2.7
  25–29 years 101 (23.8) 87 (86.1) 0.8 0.3–2.0 1.1 0.4–3.1
  30 > years 76 (17.9) 67 (88.2) 1 – 1 –

Sexual identity
 Apone 108 (25.7) 102 (94.4) 3.6 1.5–8.9** 3.8 1.2–11.7*
 Apwint 103 (24.5) 88 (85.4) 1.3 0.7–2.4 1.6 0.8–3.9
 Tha Nge 210 (49.9) 173 (82.4) 1 – 1 –

Highest level of education achieved
 Primary school or below (< 5 years) 33 (7.8) 27 (81.8) 0.7 0.3–1.9 0.9 0.2–3.0
 Middle school (6–9 years) 105 (24.8) 94 (89.5) 1.3 0.6–3.0 2.2 0.8–6.1
 Secondary school (11 years) 159 (37.5) 134 (84.3) 0.8 0.4–1.6 1.0 0.4–2.2
 Tertiary and above (12 > years) 127 (30.0) 110 (86.6) 1 – 1 –

Monthly income
 Median monthly (IQR) 150,000 MMK (90,000–200,000) or USD 109 

(65–145)
 Above median (> 150,000 MMK; USD 110) 135 (32.1) 116 (85.9) 1.0 0.5–1.7 0.7 0.4–2.0
 Below median (< 150,000 MMK; USD 109) 286 (67.9) 247 (86.4) 1 – 1 –

Number of regular male partners in past 3 months
 None 170 (40.0) 143 (84.1) 1 – 1 –
 One 174 (40.9) 155 (89.1) 1.5 0.8–2.9 0.8 0.4–2.0
 More than one 81 (19.1) 68 (84.0) 1.0 0.5–2.0 0.6 0.3–1.5
  Consistent condom use with regular partnera 70 (30.4) 65 (92.9) 0.5 0.2–1.3 – –
  Inconsistent condom use with regular partner 160 (69.6) 138 (86.3) 1 – – –

Number of casual male partners in past 3 months
 None 125 (30.3) 111 (88.8) 1 – 1 –
 1–5 casual partners 199 (48.3) 176 (88.4) 1.0 0.5–2.0 0.9 0.4–2.2
 More than 5 casual partners 88 (21.4) 69 (78.4) 0.5 0.2–1.0* 0.2 0.1–0.6**
  Consistent condom use with casual partnersa 122 (43.1) 108 (88.5) 1 0.3–1.2 – –
  Inconsistent condom use with casual partners 161 (56.9) 133 (82.6) 0.6 – – –

Sex with both regular and casual male partners 
in the past 3 monthsa

139 (33.7) 118 (84.9) – – – –

Any sex with female partners in past 3 months
 Yes 64 (15.1) 54 (84.4) 0.9 0.4–1.9 1.2 0.4–2.9
 No 360 (84.9) 311 (86.4) 1 1

Self-reported likelihood of acquiring HIV in the future
 Likely/very likely 190 (46.0) 176 (92.6) 3.0 1.6–5.7** 3.7 1.7–7.8**
 Very unlikely–Neutralb 223 (54.0) 180 (80.7) 1 – 1 –

Self-perceived seriousness of HIV
 Very serious 246 (58.7) 222 (90.2) 2.3 1.3–4.1** 2.0 1.0–3.9*
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need to consider specific strategies to identify and engage 
naïve and infrequent HIV testers to facilitate ongoing and 
routine engagement with HIV prevention services, includ-
ing new and novel models of HIV testing. Innovative use of 
online technologies, for example, have demonstrated positive 
results in engaging MSM for HIV testing [46–49], including 
non-gay identified MSM [50], and are increasingly being 
used across Asia to reach hard to reach and hidden MSM 
and TW populations [51, 52]. Such approaches could be 
considered in Myanmar, particularly in light of the burgeon-
ing information, communication and technology (ICT) envi-
ronment [53] and increasing use of cyber networks among 
MSM and TW communities [54].

MSM and TW in this study who perceived they were at 
a greater risk of HIV acquisition were more accepting of 
peer-delivered HIV testing. In other studies, fear of a posi-
tive result has been identified as a barrier to HIV testing 
among MSM [55, 56]. Decisions to test among people at 
risk of HIV may be influenced by perceptions about the 
availability and quality of post-diagnosis support and HIV 
treatment and care following a positive result [55]. Our find-
ing suggests that expectations among MSM and TW about 
the nature of post-diagnosis support provided by peers may 
similarly influence decisions to test and reflect a preference 
to be diagnosed by peers or by people with whom they have 
an existing relationship. This finding was potentially influ-
enced by the recruitment of a sample through an established 
and peer-involved HIV education and prevention service. 
In any case, the common experiences and characteristics 
between peer workers and clients has been identified as a 
major benefit and appeal of peer-based services [57] and 
may help promote better engagement with HTS, particularly 
among those who consider themselves at high risk of HIV.

Somewhat contradictory of the positive relationship 
between acceptability of peer-delivered HIV testing and 

perceived risk of HIV acquisition, we found that those who 
reported a higher number of casual sex partners were less 
likely to find peer-delivered HIV testing acceptable. Others 
have reported peer-led models of HIV testing have attracted 
MSM and TW who report higher levels of sexual risk behav-
ior compared to non-peer-based services [23, 58]. Our find-
ing may reflect the context in which MSM and TW meet sex 
partners in Yangon and Mandalay mostly through a small 
number of public cruising areas, and concerns identified by 
others in relation to a potential overlap of social and sexual 
MSM and TW networks [59, 60]. While most MSM and TW 
reporting more than five sex partners in the past 3 months 
still found peer-delivered HIV testing acceptable, for some, 
concerns about privacy, confidentiality or fear of being 
judged by peers in relation to their risk behaviors or when 
receiving a positive diagnosis may present certain barriers 
[61]. While others have noted that peer-based models are 
perceived by MSM and TW as non-judgemental [31, 62], a 
perceived lack of confidentiality and potential for commu-
nity gossip has been identified recently as a concern among 
MSM and TW in Myanmar regarding community-based 
HIV services [63].

Our sampling approach, which recruited MSM and TW 
engaged with an existing HIV prevention service in the two 
largest urban settings in Myanmar, may limit the generaliz-
ability of our findings to smaller cities or more rural loca-
tions. However, the findings are likely to be informative of 
attitudes among MSM and TW in the major cities of Yan-
gon and Mandalay given that the MBCA-Burnet Institute 
outreach program through which the sample was recruited 
was among the most extensive (distributing approximately 
1 million condoms per annum through outreach) of the 
MSM and TW peer-involved services operating in Yangon 
(four services) and Mandalay (three services) at the time of 
recruitment. MSM and TW included in this study reported 

a Given the lack of association between condom use variables at peer testing acceptability and collinearity of these variables with the number of 
sex partners, condom use was not included in the adjusted mode
b Includes ‘Very unlikely’, ‘unlikely’, ‘neither unlikely or likely’ and ‘likely’
c Includes ‘Not at all serious’, ‘Not serious’, ‘Neither unserious nor serious’ and ‘Serious’
*p < 0.05; **p < 0.01

Table 1   (continued)

Total (n = 425) Accepting of peer-
delivered HIV testing 
(n = 366)

Associations between acceptability 
of peer-delivered HIV testing and 
participant characteristics

OR 95% CI AOR 95% CI

 Not at all serious–seriousc 173 (41.3) 138 (79.8) 1 – 1 –
Time since last HIV test
 During past 6 months 282 (66.8) 252 (89.4) 3.3 1.8–6.0** 3.1 1.5–6.6**
 > 6 months and < 2 years 51 (12.1) 47 (92.2) 4.6 1.5–14.1** 4.2 1.2–14.8*
 > 2 years/Never tested 89 (21.1) 64 (71.9) 1 – 1 –
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rates of HIV testing higher than the national average [7] sug-
gesting regular engagement with HIV prevention services. 
This frequent exposure to HIV services and health promo-
tion may have contributed to the high level of acceptance for 
peer-delivered testing. Our sample was also relatively well 
educated and remunerated [64] and their preferences may 
not reflect those of MSM and TW who are more isolated, 
have less access to HIV services, or who are economically 
and socially-disadvantaged. However, the recruitment of 
MSM and TW being reached by an NGO HIV education and 
prevention program in outreach settings in Yangon and Man-
dalay enhances the translation potential of findings. As noted 
earlier, the new national strategic plan for HIV in Myanmar 
[9] emphasizes an expanded role for peers in HIV models of 
care. To our knowledge no HIV peer-delivered testing model 
has yet been implemented in Myanmar, with peer roles in 
testing typically restricted to pre-test counselling in NGO 
services. Soon after data collection was completed for this 
study the MBCA-Burnet Institute program introduced HIV 
testing, with peers involved in promoting testing services 
and in pre-test counselling and nurses delivering the RPOC 
tests. These services have since delivered on average 650 
and 850 HIV tests per month to MSM and TW. Our find-
ings showing high levels of acceptability for peer-delivered 
testing among MSM engaged with this NGO-delivered 
HIV program, suggest the direct provision of tests by peers 
(rather than nurses) would potentially enhance demand for 
testing even further and expand opportunities for prevention 
education.

MSM and TW in South and South-east Asia have low 
rates of HIV testing compared to other low- and middle-
income countries [65]. Our findings demonstrate that peer-
delivered HIV testing is highly acceptable and, given the 
low national rates of HIV testing and ongoing experiences 
of stigma and discrimination among MSM and TW in 
Myanmar, may help circumvent barriers to HIV testing and 
increase engagement of MSM and TW in HIV treatment and 
care. The current policy, regulatory and community context 
in Myanmar is conducive to the introduction of community-
based models of HIV testing and the inclusion of peer-test-
ing models [9] and our findings provide strong support for 
the integration of HIV testing by peers in community-based 
models. Further research is needed to understand implemen-
tation barriers to integrated peer-delivered HIV testing mod-
els across a range of community and clinical settings, includ-
ing those associated with potential concerns for privacy and 
confidentiality among more sexually-active MSM and TW.
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