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VERSION 1 - REVIEW 

REVIEWER Motiur Rahman 
Head of Laboratories  
Centre for Tropical Medicine  
Oxford University Clinical Research Unit  
764 Vo Van Kiet Street, Ward 1, District 5,  
HO CHi Minh City, Vietnam  
Wellcome Trust Major Overseas Programme 

REVIEW RETURNED 12-Oct-2015 

 

GENERAL COMMENTS The manuscript deals with secondary analysis of the data from 
Avahan HIV India program impact evaluation survey conducted in 
2006 and 2007. The Avahan program implementation started in a 
phase wise manner (implementation started earlier in some states) 
and was implemented by different partners in different states. The 
standard of implementation was also different as many service 
providers were involved. The program implemented by Karnataka 
Health Promotion Trust (KHPT) was much intensive and was 
initiated much earlier than other partners. The manuscript is well 
written with sufficient statistical analysis, however, the study have 
some serious limitations in interpretation of data; i) it is not clear the 
which time frame the author or the survey considered for CCU. ii) 
one of the key variables in the study was “the number of grey packs 
received in last 12 months” this variable was then linked with 
“consistent condom use (CCU)” and very advanced statistical 
analysis was performed. However, in the Avahan program Grey 
packets were offered i) as part of syndromic treatment and ii) as part 
of periodic presumptive treatment, therefore women with high Grey 
pack intake might be i) a group with CCU because they are 
compliant with the program and took PPT routinely, or ii) a group 
who were incompliant with the program, did not used condoms and 
only received grey pack when they had infection/symptoms. This 
makes the data interpretation very difficult and pose potential risk for 
misinterpretation.   
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REVIEWER Dr Edwin Sam 
Christian Medical Association of India(CMAI),  
Janakpuri,  
New Delhi, India 

REVIEW RETURNED 30-Dec-2015 

 

GENERAL COMMENTS This paper addresses an important topic that could be of interest to 

the readers. It brings evidence related to the effectiveness of 

initiatives such as condom demonstration, personal contacts by staff 

and duration. Very importantly, it raises queries on the utility of 

periodic presumptive treatment (PPT) as it has negative implications 

on Consistent Condom Use (CCU) among FSWs. 

Other queries and comments are,  

1. Background: The literature review is incomplete. The 

authors may consider adding India-based papers on STI 

treatment and Consistent Condom usage among FSWs. For 

example, the current prevalence of CCU among FSWs at 

the national/state level and associated factors will have 

direct relevance to the results presented in the paper. 

 

2. The title says, “Association between treatment for sexually 

transmitted infections and lower condom use among female 

sex workers”. Here, treatment for STI is actually “Receiving 

a grey packet containing treatment for gonorrhoea and 

chlamydia”. It is a well-known fact that receiving free 

medicines or condoms may not lead to actual usage. I would 

like to clarify whether the provision of treatment packets can 

be considered as treatment uptake for STIs as there is no 

data to support the usage pattern. 

 

3. The cross-sectional study design does not allow 

conclusions to be drawn. It has several limitations to clearly 

answer the research questions which are explained by the 

authors as well.   

 

4. Page no 5: 33 to 40 lines in the paper: Anecdotally, 

program implementers observed that in their communication 

with patients, physicians were not always very clear about 

the STIs for which the treatment was protective which could 

have led some women to think that the treatment given may 

protect directly against HIV. 

 

This needs clarification as this point is highlighted in the 

discussion section that poor communication about the 

treatment led to a false feeling of security and disinhibition, 

which resulted in reduced condom use.   

 

 Are the physicians supposed to communicate 

the women that the particular treatment 

package is protective of Gonorrhoea and 

Chlamydia only and not HIV?  

 What does “poor communication mean” here?  

Poor communication methods/strategies? Or 

lack of correct and adequate information by the 
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physicians? 

 

This situation indicates the poor counselling services in STI 

clinics as well. However, the situation may be completely 

different now. 

 

5. Page 7: Is there a reference period for consistent condom 

usage (CCU)? It is given for the independent variable 

“having received a grey packet” as 3 to 12 months. 

 

6. Page No 7: Under the Ethical approval, details of consent 

may be explained as required by the journal.  

 

7. Page No 8: 35-36 lines – Questionnaire or interview 

schedule? 

 

8. Results: What could be the reasons for the association 
between the districts and consistent condom use with both 
types of partner?  

 
Is it due to the possible variations in the quality and 
intensity of interventions in the districts? 

 

Discussion:  

9. Is the overall prevalence of CCU in line with the National 

and other state-level data in the country?  

 
10. The authors have argued that low CCU could be either due 

to the perception of protection conferred by PPT or by the 
fact that inconsistent condom users are more at risk for 
STIs.   
 

It is really hard to accept that FSW’s risk perception for 
acquiring STI and HIV would come down after receiving the 
grey packet of treatment (the usage is reported to be low) 
that would affect CCU as well.  This is purely based on 
assumptions, and there is a lack of strong evidence to 
support this argument.  As this is the main conclusion of the 
study, more explanation is required based on existing 
literature and programme experience in the country.  
 

11. While the study clearly indicates the effectiveness of the 
interventions (Condom demonstration etc.) in terms of CCU 
which is a behavioural indicator, the lack of comprehensive 
knowledge without misconception among FSWs could mean 
lack of effectiveness of the interventions in toto.   

 
12. The authors have suggested having a broad range of 

strategies to reduce risky sexual behaviour which is one of 

the key focuses of the National AIDS Control Programme for 

more than two decades.   The targeted interventions for 

FSWs are very comprehensive and inclusive of several 

strategies such as, BCC to address risky sexual behaviour 

including condom use, with good referral system for clinical 

services.  Avahan Programme is also very comprehensive 

which is explained in the paper. So, instead of the 

suggestion to have a broad range of strategies to reduce 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2015-009774 on 18 M

ay 2016. D
ow

nloaded from
 

http://bmjopen.bmj.com/


risky sexual behaviour, if the authors could suggest few 

specific strategies that are not in the current programme, it 

will be very useful for programme planners and policy 

makers.  

 

13. The relevance and programmatic implications of the paper 

in the present context need to be spelled out clearly as the 

data is pretty old.  Substantial efforts have been put forth in 

the field during the last decade by the National 

Programmes, and the current situation may be entirely 

different. 

 

14. A bit of editing is also required. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

 

The manuscript deals with secondary analysis of the data from Avahan HIV India program impact 

evaluation survey conducted in 2006 and 2007. The Avahan program implementation started in a 

phase wise manner (implementation started earlier in some states) and was implemented by different 

partners in different states. The standard of implementation was also different as many service 

providers were involved. The program implemented by Karnataka Health Promotion Trust (KHPT) 

was much intensive and was initiated much earlier than other partners. The manuscript is well written 

with sufficient statistical analysis, however, the study have some serious limitations in interpretation of 

data; i) it is not clear the which time frame the author or the survey considered for CCU. ii) one of the 

key variables in the study was “the number of grey packs received in last 12 months” this variable was 

then linked with “consistent condom use (CCU)” and very advanced statistical analysis was 

performed. However, in the Avahan program Grey packets were offered i) as part of syndromic 

treatment and ii) as part of periodic presumptive treatment, therefore women with high Grey pack 

intake might be i) a group with CCU because they are compliant with the program and took PPT 

routinely, or ii) a group who were incompliant with the program, did not used condoms and only 

received grey pack when they had infection/symptoms. This makes the data interpretation very 

difficult and pose potential risk for misinterpretation.  

Response: As already explained in the methods section in the sub-section on the dependent variable 

where we have also added a short sentence to make it even clearer (see line 7 of this sub-section), 

the CCU variable concerned the current practice of the women without a precise time frame. 

However, this means that it reflects the very recent practice of the women. With the treatment 

variables concerning the last year (or 3 months for Bangalore), it is very likely that, in most instances, 

the directionality of the association will be from treatment to CCU and not the reverse, although it 

could sometimes also be concomitant, e.g, reported condom use levels were those present at the 

time the woman received treatment. This issue was also already discussed in the initial version of the 

manuscript (and is still discussed in the revised version) in the fourth paragraph of the discussion 

section. Although this is a limitation that we already recognize in the manuscript, it is less so than if 

condom use had been assessed over the same time period as that used for the occurrence of 

treatment.  

 

Reviewer 2.  

 

This paper addresses an important topic that could be of interest to the readers. It brings evidence 

related to the effectiveness of initiatives such as condom demonstration, personal contacts by staff 

and duration. Very importantly, it raises queries on the utility of periodic presumptive treatment (PPT) 
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as it has negative implications on Consistent Condom Use (CCU) among FSWs.  

 

Other queries and comments are,  

 

1. Background: The literature review is incomplete. The authors may consider adding India-based 

papers on STI treatment and Consistent Condom usage among FSWs. For example, the current 

prevalence of CCU among FSWs at the national/state level and associated factors will have direct 

relevance to the results presented in the paper.  

 

Response: We think that we have to go right to the point in the introduction and did not change it. 

However, in order to take into account this comment as well as comment #9 below, we have now 

added a paragraph in the discussion section, just before the final conclusion paragraph, to comment 

our findings in relation to other data on CCU among FSWs in India.  

 

2. The title says, “Association between treatment for sexually transmitted infections and lower condom 

use among female sex workers”. Here, treatment for STI is actually “Receiving a grey packet 

containing treatment for gonorrhoea and chlamydia”. It is a well-known fact that receiving free 

medicines or condoms may not lead to actual usage. I would like to clarify whether the provision of 

treatment packets can be considered as treatment uptake for STIs as there is no data to support the 

usage pattern.  

 

Response: We have changed the title to be explicit about the STIs for which treatment was examined 

in the present study. In the present case, the provision of treatment was equivalent to uptake as it was 

single-dose treatment that was immediately taken by the patient in front of the health care worker at 

the clinic. We now also provide this information in the methods section, sub-section on independent 

variables.  

 

3. The cross-sectional study design does not allow conclusions to be drawn. It has several limitations 

to clearly answer the research questions which are explained by the authors as well.  

 

Response: This issue is already clearly discussed in the manuscript (see paragraphs 2 to 4 of the 

discussion section)  

 

 

4. Page no 5: 33 to 40 lines in the paper: Anecdotally, program implementers observed that in their 

communication with patients, physicians were not always very clear about the STIs for which the 

treatment was protective which could have led some women to think that the treatment given may 

protect directly against HIV. This needs clarification as this point is highlighted in the discussion 

section that poor communication about the treatment led to a false feeling of security and disinhibition, 

which resulted in reduced condom use.  

• Are the physicians supposed to communicate the women that the particular treatment package is 

protective of Gonorrhoea and Chlamydia only and not HIV?  

 

Response: The anecdotal information was that, in the context of PPT, the physicians were often just 

saying to the patient: take this, it will protect you. They would have been expected to say that women 

often had asymptomatic infections and that the treatment would cure gonorrhea and chlamydia in this 

case. In the context of syndromic management of symptomatic STDs, the physician would have been 

expected to at least explain what the pills he was giving were for. We already stated that the 

physicians did not specifically say for which infections the treatment was protective in the orgininal 

version of the manuscript. We have now however added a few more words to be more specific about 

this in the background section, 2nd paragraph, lines 17-19.  
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• What does “poor communication mean” here? Poor communication methods/strategies? Or lack of 

correct and adequate information by the physicians?  

 

Response: When the information is not well transmitted or when there is a lack of information, that 

means the communication is poor. We slightly modified the wording in the manuscript to improve 

clarity (see background section, 2nd paragraph, lines 17-19 and discussion section, 4th paragraph, 

line 15).  

 

This situation indicates poor counselling services in STI clinics as well. However, the situation may be 

completely different now.  

 

Response: We do not pretend that the situation is still the same. However, the observation of poor 

communication in the context of our study could fit more broadly in other contexts involving STI care 

interventions aimed at FSWs.  

 

5. Page 7: Is there a reference period for consistent condom usage (CCU)? It is given for  

the independent variable “having received a grey packet” as 3 to 12 months.  

 

Response: See response to reviewer 1 above.  

 

6. Page No 7: Under the Ethical approval, details of consent may be explained as required by the 

journal.  

 

Response: We revised the section on ethical approval (now named Ethical considerations) and added 

details about the consent procedures.  

 

7. Page No 8: 35-36 lines – Questionnaire or interview schedule?  

 

Response: The questionnaire used in the interviews. We corrected the information in the manuscript 

(see sub-section on independent variables in the methods section, 1st paragraph, line 11).  

 

8. Results: What could be the reasons for the association between the districts and consistent 

condom use with both types of partner?  

 

Is it due to the possible variations in the quality and intensity of interventions in the districts?  

 

Response: Many factors could explain these differences like duration of the intervention at the time of 

the study (for example, the interventions started much closer to the time of the study in Bangalore, 

where condom use was the lowest), variation in implementation and intensity of the intervention that 

was implemented by different NGOs across the study districts, etc. However, we did not add anything 

to the manuscript about this issue as it was too peripheral to the main topic that we address to 

deserve making the manuscript longer with the inclusion of comments about this issue.  

 

Discussion:  

9. Is the overall prevalence of CCU in line with the National and other state-level data in the country?  

 

Response: This is in line with what was reported in Avahan districts in the first round of the Integrated 

Behavioural and Biological Assessment (IBBA) surveys, whereas there was an increase in condom 

use observed in the second round of IBBA in 2009-10. This is now discussed in the next to last 

paragraph of the discussion and references have been added.  
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10. The authors have argued that low CCU could be either due to the perception of protection 

conferred by PPT or by the fact that inconsistent condom users are more at risk for STIs.  

It is really hard to accept that FSW’s risk perception for acquiring STI and HIV would come down after 

receiving the grey packet of treatment (the usage is reported to be low) that would affect CCU as well. 

This is purely based on assumptions, and there is a lack of strong evidence to support this argument. 

As this is the main conclusion of the study, more explanation is required based on existing literature 

and programme experience in the country.  

 

Response: This could be an effect similar to that of the use of pre-exposure prophylaxis for HIV. If the 

women thought they were protected against HIV by the treatment they received, this could affect their 

levels of condom use. However, except for the references on PPT that we already cite in the 

manuscript, where there are no data about the information given to women receiving PPT, we could 

not find any other information on perception of risk following STI treatment based on program 

experience, with the notable exception of the citations that we present in italics in the discussion 

section that comes from reference 15 (Beattie et al.).  

 

11. While the study clearly indicates the effectiveness of the interventions (Condom demonstration 

etc.) in terms of CCU which is a behavioural indicator, the lack of comprehensive knowledge without 

misconception among FSWs could mean lack of effectiveness of the interventions in toto.  

 

Response: The overall effectiveness of the Avahan intervention has been clearly shown in many 

papers and this seems to have been due more to the community and behavioural components of 

Avahan than to its clinical component. We now make this clearer in the next to last paragraph of the 

discussion and we added several references supporting this. However, this became clear after a 

longer duration of the program and is based on data collected in 2009. Our study was earlier in the 

course of the intervention and underlines some weaknesses of the counselling aspects in its clinical 

component.  

 

12. The authors have suggested having a broad range of strategies to reduce risky sexual behaviour 

which is one of the key focuses of the National AIDS Control Programme for more than two decades. 

The targeted interventions for FSWs are very comprehensive and inclusive of several strategies such 

as, BCC to address risky sexual behaviour including condom use, with good referral system for 

clinical services. Avahan Programme is also very comprehensive which is explained in the paper. So, 

instead of the suggestion to have a broad range of strategies to reduce risky sexual behaviour, if the 

authors could suggest few specific strategies that are not in the current programme, it will be very 

useful for programme planners and policy makers.  

 

Response: We have now added suggestions of potential strategies that would be of interest in that 

type of context (see the last paragraph of the discussion section).  

 

13. The relevance and programmatic implications of the paper in the present context need to be 

spelled out clearly as the data is pretty old. Substantial efforts have been put forth in the field during 

the last decade by the National Programmes, and the current situation may be entirely different.  

 

Response: The programmatic implication is the importance of improving counselling in STI clinical 

services dedicated to these women. Although community-based behavioural interventions for sex 

workers in India has expanded and improved over the last decade and that access to anti-retroviral 

therapy (ART) has also improved at large (but with few data available specifically on ART in sex 

workers), it is far from sure that STI care has really improved. Indeed, a number of problems occurred 

in the transition from Avahan to government programs, although this was seen overall as a successful 

transition. We do not wish to underline this in the paper, but we already state the importance of good 

counselling in STI care services in the last paragraph of the discussion. For us, this is the main 
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programmatic point of this paper and can have implications in all HIV/STI programs aimed at FSWs. 

The other point, on the research side, is to design studies specifically to clarify the relationship 

between PPT and condom use.  

 

14. A bit of editing is also required.  

Response: We have revised carefully the language used and edited the manuscript to the best of our 

knowledge.  

 

Finally, we have modified the structure of the abstract as per the request we received after re-

submitting the paper, although this was not asked from us when we first submitted the manuscript. 

We sincerely hope that our revised manuscript will be suitable for publication in BMJ Open.  
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