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Introduction
The challenge of HIV/AIDS confronts all countries and communities globally. and whilst the countries of Africa are confronted with increasing numbers that are dying from AIDS, the countries of South Asia (as well as other Asian countries) stand before the abyss of an uncontrollable epidemic. It is clear that Government, non-government, and community-based agencies, as well as many other institutions, must work together to face this challenge if there is to be any hope of effective strategies to control and manage HIV transmission so as to reduce the levels and rates of infection and thus AIDS.
     
There is no vaccine for HIV, and whilst there are a range of medical treatments available to prolong life and reduce the impact of HIV related illnesses, treatment costs are prohibitive, particularly so for developing countries. 
     
At this juncture, as we approach the end of the 20th century and enter into a new millennium, it seems that the only real hope is to ensure that the countries of South Asia and beyond, develop an effective STD/HIV prevention strategy that addresses all risky behaviours and practices. No country can afford to ignore or deny what occurs within it, whether it is a particular risky sexual practice or a stigmatised identity that is deemed to be immoral, illegal, or supposedly against its culture. Such denial and stigmatisation creates ideal conditions for an increasingly rapid spread of HIV infections across the country.
     
Over the last few years, Naz Foundation International has conducted a series of sexual health risk and needs assessment amongst males who have sex with males in South Asia as part of a process of providing technical assistance to local sexual networks to develop their own sexual health service provision. In this work, issues that were  explored included sex behaviours amongst males who have sex with males (including anal sex between males and also between males and females), their sexual health seeking behaviours, access to condoms and lubricants, socio-cultural constructions of sexual behaviours, sexual and gender identities, and appropriate (if any) sexual health service availability. Much of this work had to be done under a general framework of male sexual health, invisiblised and hidden, since male to male sex was clearly stigmatised and those involved victimised whenever such individuals and behaviours became part of the public arena.
     
It should be clearly recognised that because of denial, invisibility, stigmatisation and illegality (often under both religious and civil laws and codes), males who have sex with males already face considerable risks of harassment, violence, and perhaps imprisonment, if not death. HIV/AIDS creates another framework for further victimisation. It is therefore perceived to be incumbent upon all National AIDS Programmes and AIDS service organisations to explicitly work towards preventing stigmatisation and victimisation of males who have sex with males, as much as towards preventing STD/HIV infections amongst them as one of the central issues of concern. It would only be through such an approach that HIV/AIDS/STD prevention services can be increasingly more effective and more accessible by males who have sex with males.
     
It needs to be clearly recognised that whilst many in authority, both religious and secular, government and non-government, would prefer to promote sexual abstinence before marriage and faithfulness within marriage, that those who are involved in male to male sex should stop their behaviour, there will always be those for whom these are essentially public acts of obedience, whilst in private other more secretive behaviours often come into play. 
      
The corollary to this is to fully accept that the only effective and appropriate HIV/AIDS education and prevention strategy to ensure that the spread of STDS and HIV/AIDS was controlled would be to also promote safer sex behaviours amongst males who have sex with males. Such promotion to be successful would also need to ensure that appropriate and accessible sexual health services are available which also respect their confidentiality and anonymity and build upon their trust and respect.
    
 This will require a clear understanding of the difference between religious values and beliefs, stated public opinions, socio-cultural values, and actual practice.
     
Such a pragmatic approach (despite all the issues that this might raise within the socio-cultural contexts of South Asian countries, and the other countries of Asia) would necessarily include a respect for human rights which would require governments, and other institutions and agencies, to develop cooperative, trustful, and working partnerships with representatives and peer leaders from male to male sexual networks, ensuring safety, security and confidentiality. It is only through such partnerships that males who have sex with males can be accessed and provided with appropriate information, advice, counselling, support towards behaviour change, and STD/HIV prevention and treatment services.
It also needs to be recognised that not all males who have sex with males are gay-identified, homosexual, or whatever label we may wish to give them. Patterns of male to male sex are complex, dynamic and fluid. There are many reasons as to why males have sex with males, and not all of them are to do with identity or desire.
     
At the same time it is also understood that not all males who have sex with males will access services provided by generic sexual health agencies for a range of reasons, no matter how sympathetic or understanding they may be. It is Naz Foundation International’s contention that it would be more appropriate and effective if the beneficiaries of services were also the agents of change. This means that it would be necessary to support the development of peer-led community-based AIDS service organisations working with males who have sex with males.
This is about saving lives. Silence is not golden!  It is about being honest and open and accepting. If we are truly involved in preventing the spread of HIV and AIDS in our countries, then it is time to look again, time to be truthful, time accept that people will do what they do irrespective of our own morality, judgements or beliefs.
Based on these concepts, understandings and principles the following recommendations have arisen from the work of Naz Foundation International. 
 
1.         Behavioural, epidemiological, and anthropological research
If we are going to develop strategies for changing risky sexual practices towards safer practices, and in the context of there being a vaccine or cure against AIDS, maintaining such safer practices over a lifetime, then we need to understand actual sexual practices. But understanding sexual behaviour does not arise from what individuals actually do, or many times they do within a given period. It arises from placing such behaviours within a given socio-cultural context. What influences such behaviours. Why do people do what they do?
1.1       Their is a need for qualitative information on socio-sexual histories and        behaviours amongst males who have sex with males, the impact of locality, economics, religion, and so on, on these behaviours. Such understanding     within its socio-cultural context would enable effective strategies of persuasion           to develop and evolve. This is an urgent priority.
1.2       This requires appropriate behavioural and anthropological research   methodologies that include the subjects of such research both as subjects and as       observers. Such inclusion will facilitate access as well as ensure that those being      studied are involved in managing the study and what happens to the results     following such a study. For this to be achieved, academics and research        institutions will need to develop different approaches to such research and    understanding. Such research would of urgent necessity be action-based,      leading to clear outputs towards reducing the spread of STDs/HIV/AIDS.
1.3       Such research should recognise the wide diversity of sexualities, male genders, identities, and sexual behaviours of the “target population”, which would include those whose primary sexual behaviours would be male to male, as well as those whose male to male sexual behaviours are intermittent, secondary and discharge based. 
1.4       If individuals, male sexual networks, social groups, and “communities” involved in male to male sexual behaviours are to be empowered towards an increase in their health seeking behaviours, then more effective research needs to be done to identify as to who, how and why various sexual identities and genders are constructed, there specific meanings, and how they can determine desire and sexual behaviours. 
1.5       Research should look at frameworks of support for males who have sex with males towards encouraging them to practice safer sex as a normative behaviour,  levels of knowledge, understanding and acceptance by medical staff and social service agencies regarding males who have sex with males and their sexual practices, and what would work in promoting sexual health in the differing sexual frameworks and networks of males who have sex with males. For such research to be effective would require males who have sex with males to conduct such research themselves.
1.6       Areas of research amongst males who have sex with males should also include:
            1.6.1    prison populations
            1.6.2    military personnel
            1.6.3    overseas and migrant workers
            1.6.4    rural male populations
            1.6.5    males in educational establishments
            1.6.6    occupational groups
            1.6.7    male sex workers in a variety of settings
            1.6.8    males in refugee camps
            1.6.9    male domestic servants
            1.6.10  male street children
            1.6.11  male factory workers
            1.6.12  male child sex abuse
            1.6.13  male rape
            1.6.14  early male sexual activities
            1.6.15  male suicides
1.7       In conducting any such research amongst males who have sex with males, several significant questions must always be asked by researchers:
a.       who is going to conduct the research
b.      how is it going to be conducted
c.       how is information going to be collected and by whom
d.      what questions are going to be asked, how are they asked, and in what language
e.       what terminology will be used
f.       how will the information be analysed and who will do the analysis and in what way will it be used
g.      how will the data be used in developing appropriate STD/HIV prevention and sexual health services
h.      who will develop such services and who will work in them
 
2.         Risk and needs assessments
What is the STD/HIV/AIDS situation in a given locality? What are the socio-cultural factors that can impede safer sex practices? What are the levels of STDs/HIV in a given area? Who is involved in risky practices? 
2.1       Before strategies for change can be implemented, there is an urgent need to develop appropriate risk and needs assessments amongst males who have sex with males within different sexual networks, and amongst those expressing differing sexualities, identities, genders. and behavioural frameworks. Such information is a pre-requisite for ensuring local participation and involvement in programme design and implementation. With local involvement in both management and conducting these risk and needs assessments, there is often a greater likelihood of ensuring the validity of data, an appropriate analysis of the data, and adequate protocols on confidentiality. 
2.2       It is therefore important to ensure that adequate and sufficient funding is made available for these risk and needs assessments to be conducted.
2.3       At the same time such research must assure respondents that any data collected will not be used against them, that their confidentiality and anonymity will be respected, and that the information will only be used to develop appropriate strategies for the prevention of STD/HIV/AIDS amongst them with their support and assistance.
 
3.         Developing community-based AIDS service agencies
To be fully effective, prevention strategies must incorporate the means to stop the spread of HIV infection through whatever behaviour. However many of these issues are taboo, and to publicly discuss them creates issues of shame, fear, anger and hostility which will lead to resistance and denial. 
Who has seen any public debate in the countries of South Asia about anal sex? In fact Naz Foundation International has substantial anecdotal information on changes of behaviour from vaginal sex to anal sex because there has been no debate on anal sex. These males have assumed that such a silence indicates no risk!
At the same it is recognised that in the South Asian context, providing prevention services that address anal sex as well as male to male sex behaviours can be extremely problematic in an environment of shame, stigma and violence. Who can you trust?
It is also recognised that non-government community-based agencies are often more effective in accessing stigmatised groups and behaviours and empowering behaviour change.
3.1     Community based agencies developed by males who have sex with males themselves need to be supported so they can provide such HIV prevention programmes without undue harassment or hindrance and within the rubric of “harm reduction” and “male sexual health”.  Individuals, networks and groups who are involved in differing frameworks of male to male sexual behaviours should be empowered to address these issues for themselves and develop their own sexual health service agencies.
3.2     Acknowledging the lack of technical skills in developing such community-based sexual health promotion agencies addressing male to male sexual behaviours, whether it be infrastructure, developing service delivery and implementation, project management, financial accountability, appropriate outreach strategies, monitoring and evaluation, resource design and development, needs assessments, or producing budgets and accounts, such emergent agencies should also be provided with technical assistance to access these skills through training and capacity building from appropriate consultants.
3.3     At the same time, all agencies providing family planning, HIV/AIDS prevention, STD treatment, and/or sexual health services, should also be providing services regarding anal sex behaviours, whether between males or between males and females. Anal sex is not a restricted behaviour to a few stigmatised individuals.
3.4     Further appropriate agencies need to be developed that work with prisons populations, juvenile homes, young offenders institutions, orphanages, the military, police, and migrant workers, around STD/HIV/AIDS and issues involving male to male sex.
3.5     National AIDS Control Programmes and State AIDS Cells should be directly involved with such community based agencies developed by males who have sex with males in ensuring effective distribution of appropriate sexual health products and educational resources (such as condoms, lubricants and literature) targeting male to male sexual behaviours. This will mean resourcing such agencies to provide such appropriate products and resources.
3.6     Different distribution strategies will need to be explored and developed by these community-based agencies, such as social marketing, free distribution as well as distribution in a wide variety of private and public locations. These differing strategies should be supported by Government and other non-government agencies.
3.7     Appropriate peer-led education initiatives should be actively encouraged and supported. Safe spaces will need to be developed where individuals and groups can gain access to confidential information a well as discuss issues around sexualities and sexual health within appropriate contexts. 
3.8     Psycho-social support programmes will need to be a part of any on-going sexual health programme for males who have sex with males. These could include telephone lines (“hotlines”) providing free and anonymous advice and information, social support groups, counselling, sexual health discussion groups, and other services deemed appropriate and needful by males who have sex with males themselves.
3.9     In terms of risky sexual practices, and because of the nature of the kothi  identity being based upon feminisation as a means to attract males and anal penetration where there are high levels of multiple partners and multiple acts of penetration, kothis  represent an identified socio-identity network and an emerging community which is at particularly vulnerable and at risk of STD/HIV infections. 
          As a part of the sexual activities, kothis access many other males with differing identities and different sexual behaviour frameworks.
          Kothi networks should be supported through appropriate empowerment processes towards enabling them to develop their own sexual health promotion services amongst several sectors of males who have sex with males. For this to occur they would need institutional and government support because kothis represent publicly stigmatised behaviours and identities.
3.10   This would require effective relationships with local police to be developed in regard to the levels of harassment and blackmail that many kothis face in public spaces. Such working relationships with police would also be necessary to ensure that outreach and field workers from any agency themselves would not be harassed by either police or local people.
3.11   Other male to male sexual communities which would not access services provided by the kothi networks will also need to be developed. Such service development could be organised by the other emergent male to male sexual community, perhaps those who are gay-identified, with appropriate support and assistance.
3.12     Attitudes of doctors and other medical staff towards such stigmatised males and identities should be addressed through sensitisation programmes and appropriate regulations.
3.13     Issues of human rights abuse, freedom to receive information that will protect lives, advocacy for the right to services, will need to be effectively addressed.
3.14  Because so much male to male anal sex takes place outside “cruising” sites and external to kothi/panthi dynamics, other NGOs developing sexual health services will need to promote safer sex behaviours that include anal sex in their programmes of education and prevention. These would include rikshaw drivers, female sex workers, truck drivers, educational establishments, factory workers, overseas workers, prison populations, et al.
3.15  Government institutions and services will also have to address these issues through the provision of appropriate training and sensitisation.
3.16  Because of the religious, cultural, political and social issues that such intervention work may raise, it will be important to recognise that different, and possibly non-public, strategies may need to be developed for such interventions.
3.17  There should be regular consultation between such community-based AIDS service agencies and National AIDS Control Programme and its local affiliates to ensure that issues, needs and service development for males who have sex with males are always reflected in any National AIDS programmes and strategies.
3.18  Networking enables the sharing of appropriate skills, educational materials, knowledge and information which can enhance the capacity of an AIDS service agency. This should be actively encouraged and supported by Government through the provision of any necessary technical assistance so that these agencies addressing the needs of males who have sex with males can access and actively participate in local, regional, national and international forums dealing with similar issues of concern.
3.19  In order for such service development and sustained effectiveness, such community-based AIDS service organisations would need to be provided with long term funding which would include core costs as well as project costs and sustainability issues must be thoroughly explored with such AIDS service organisation to ensure programme continuity.
3.20  It is also important that all agencies providing HIV/AIDS education, prevention and support should be effectively monitored for the quality and appropriateness of their services and their accessibility in regard to males who have sex with males. Quality of service delivery in relation to male to male behaviours should be assured where public (and private) funding is being used, whether these services are being provided by males who have sex with males themselves, or by other agencies.
3.21  In order to ensure that these agencies can deliver a high quality of service, it is essential that appropriate skills training be offered to the policy makers of these agencies, their management boards, staff, and volunteers, on the sexual health needs of males who have sex with males. Such skills training should include issues on understanding the contexts of such behaviours, destigmatising, developing appropriate outreach programmes, community involvement, designing education and intervention strategies, needs assessments, project management, monitoring and evaluation, and educational resource development.
3.22  This will require a multi-sectoral approach including the provision of good quality sex education, easy access to appropriate and cheap sexual health products and information, accessible STD services that are appropriate to the needs of differing males who have sex with males, appropriate counselling and support, and development of support structures for those males who have sex with males living with HIV/AIDS. 
 
4.         Education for prevention
Changing behaviour requires desire, will, skill and power. It also requires appropriate knowledge. In South Asian countries, sexual knowledge, accurate information about STDs and its treatment, correct understanding of HIV and AIDS is sorely lacking. There is an urgent need to address the high levels of incorrect beliefs about sex, sexual functioning, the male and female body, and all aspects of sexual behaviours. These beliefs are damaging and impede any effective development of STD/HIV prevention. 
4.1       The lack of appropriate and accurate sex education should be urgently addressed and would requires government action in order to provide an effective sex education programme which should be made available for both the formal and informal education sectors.  Such education should be aimed at children, youth and parents, be available in educational establishments, hostels, male institutions, informal sectors, factories, et al.
4.2       Appropriate peer-led education initiatives should also be encouraged and supported and individuals and families should be able to access non-judgemental premarital counselling on all reproductive and sexual health issues. 
4.3       Society as a whole should be mobilised in creating appropriate awareness of HIV/AIDS. It is essential for the whole community to work together to ensure that education and prevention strategies are effectively implemented to prevent the spread of HIV. 
4.4       These education and prevention strategies could utilise a wide number of formats including posters, electronic and print media, leaflets, videos, audio-cassettes, cinema, theatre and so on, and involve political and religious leaders, doctors, veds and hakims, business and union leaders. But it is essential that they deal with all risky practices.
4.5       This will mean that all religious, political, medical, social, community, media, and business leaders be offered awareness and sensitisation programmes on HIV/AIDS and related issues in order to incorporate them into community education. 
4.6       There is a need for specifically targeted resources to be developed that are aimed at differing social, economic and behavioural groups, including medical staff, family planning clinics, religious teachers, educational staff, factory workers, hotel staff, and so on. 
4.7       This would also mean educating and updating all health and social care workers skills with regard to prevention, care, management, counselling and related issues on HIV/AIDS, including issues on anal sex and males who have sex with males. 
4.8       At the same time there is an urgent need for a broad range of educational resources, reflecting the sexual practices of all males including those who have sex with other males, and these should be made available in appropriate format and distributed as widely as possible.
4.9       Males who have sex with males community-based agencies should be empowered to develop and deliver their own sexual health education resources appropriate to their needs that are explicit and direct.
4.10     Resources will also need to be developed that cater for those who are not literate, who are visually impaired and other marginalised and physically impaired groups. For example, in one city, a young male of 16 years, with a below normal mental age was being regularly sexually accessed for anal sex by other young males in his neighbourhood. 
4.11     Further to this there should be educational campaigns that de-stigmatise the public discussion of sexual behaviours through multi-media efforts that involve government, non-government and business institutions and agencies. Unless we are willing to confront the issue of AIDS head-on, we can never hope to stop its spread.
4.12     When developing appropriate education resources, the following questions should always be asked:
            a.         how appropriate is the framework of education?
            b.         what language is it in?
            c.         what words and images are used
            d.         is it appropriate to the cultural frameworks and context of delivery?
            e.         who controls the agenda
            f.          who produces the information?
            g.         who receives the information?
            h.         who delivers the information?
            i.          how is this information delivered?
            j.          can we differentiate between culturally sensitive and culturally appropriate?
            k.         do services exist to cater for expressed needs that such information may generate?
            l.          who staffs these services
            m.        what do they deliver?
                        how do they deliver services?
            n.         how are appropriate are they?
            o.         what skills do they have?
            p.         what messages are being delivered?
                        don’t do it
                        do it safely
            q.         what is the objective?
                        to inform?
                        to change behaviour?
                        to reduce the rate of HIV transmission?
                        to halt the spread of HIV?
                        to increase reproductive health of women?
                        of men?
                        how will this be achieved?
            It is only when these questions can answered satisfactorily should resources be developed.
 
5.   Sexual Health Products
There is no point providing knowledge to change behaviours towards safer sex practices unless the tools to achieve this are not also being provided.
5.1       Condom promotion is usually left to family planning clinics (which are primarily visited by women), some ad-hoc local government poster campaigns (which of course necessitates literacy), STD clinics (if you attend them), and a range of HIV agencies, either through free access or through social marketing principles. 
     
5.2       There needs to be a more vigorous approach to condom promotion through on-going multi-media campaigns and by all sexual health services and HIV/AIDS agencies.
5.3       Such campaigns should address accessibility. Many young people, and especially kothis will not go to a local shop, pharmacy, or some other outlet for condoms. Often many males do not think about condoms until a sex act is about to be done, and there are no condoms available at site. Taking condoms hope is problematic with joint and extended families, and with lack of privacy and space.
5.4       Condoms should be available where they are needed. At the point where sex is being done, wherever that may be. Personal distribution networks should be explored and developed. Tea shops could be used. Food sellers in parks. On buses, trains, in toilets, wherever males congregate.
5.5       The nature of anal sex requires appropriate stronger condoms that are suitable. Less easily damaged, such condoms should be cheap and easily accessible, and should be made available to the general male public.
5.6       At the same time an urgently needed requirement for the promotion of safer sex is the easy and cheap availability of a suitable water-based lubricant in appropriate packaging that allows for a low market price and is easy to carry and use. Issues of distribution, availability and easy accessibility need to be addressed. Price and distribution would need to reflect accessibility for the poorest and the sexually active at locations where sexual activities take place.
5.7       As mentioned earlier, there is some evidence from anecdotal reports that there are some men who are practising anal sex (either with a female or a male) because they believe it will protect them from STDs/HIV. The reason for this is because they have heard no discussion about the risks of infection through anal sex. It is an urgent necessity to ensure that future campaigns on condom promotion alsoaddress condom usage for anal sex.
 
5.8       Based on experience in a range of workshops for males who have sex with males in South Asia , Naz Foundation International found that over 70 per cent of the participants did not know how to use a condom safely and correctly. Considerable education needs to be done on the correct use of condoms.
 
6.   STD Services
6.1       All STD medical staff should be trained in the issues surrounding anal sex behaviours, whether between males or between males and females, in regard to symptoms, treatment and counselling. Further abuse and harassment at such services by staff must be stopped. All staff should be sensitised to the needs of males who have sex with males, particularly those with stigmatised behaviours and identities. Confidentiality and anonymity must be available in accessing such services.
     
7.         Women And Sexual Health
The vast majority of males who have sex with males will be married or going to get married. The socio-cultural context of South Asia almost demands marriage of all males on reaching whatever appropriate age the parents of these males decide on. This means that the sexual behaviours of many males, whether they have sex with other males, or have sex with females outside of marriage, place their wives at considerable risk.
7.1       There is an urgent need to address issues of gender, empowerment of females, anal sex behaviours, and male sexual behaviours in any strategy for reducing STD/HIV rates, if women’s sexual health is to greatly improved.
7.2       Appropriate strategies should be developed that address the sexual health issues of wives and other women that arise from the sexual behaviours of males who have sex with males, without a loss of confidentiality and trust. 
7.3       Women’s sexual health programmes should also address the issues of anal sex between males and females and also confront the issues of male to male sexual where they impact upon women’s sexual health.
 
8.         Psycho-sexual counselling
8.1       Trained personnel providing psycho-sexual counselling should be available, perhaps through the establishment of Male Sexual Health Centres, which can offer non-judgmental, appropriate and accurate advice, information and support to males who have sex with males.
 
9.         The Role of National AIDS Programmes
9.1       National AIDS Programmes (NAPs) should be playing a lead role in encouraging, and enabling the development of peer-led community-based AIDS service organisations by investing in, and empowering them, to deliver appropriate STD/HIV prevention and sexual health services for males who have sex with males.
9.2       Such an investment should be in the form of:
               10.2.1           provision of long term financial support
               10.2.2           provision of, or unhindered access to, technical assistance and financial support
               10.2.3           access to appropriate capacity-building training
               10.2.4           addressing legal and regulatory constraints which may hinder the development of such        peer-led community-based agencies
9.3       In order for this to occur, NAPs, State agencies,  and other agencies will need to ensure that they can gain the trust and confidence of males who have sex with males by ensuring confidentiality, safety, security, anonymity and support for developing their own sexual health services.
9.4       Recognising that not all males who have sex with males will be accessible to generic sexual health services, whether provided by government or community-based agencies, nor to peer-led services, NAPs will also need to develop appropriate frameworks for a national programme on sexual health education amongst the general public that takes into account the sexual behaviours of males who have sex with males, as well as anal sex.
9.5       NAPs should provide training and awareness programmes to government and non-government agencies providing sexual health services on the social and sexual health needs of males who have sex with males in order to address the lack of knowledge and understanding. Such programmes should provide unbiased information and sensitisation, as well as destigmatise the issue.
9.6       Where laws, regulations and policies hinder males who have sex with males to access sexual health services and health information, or discriminate against them through intimidation, fear, harassment, violence, denial, or the risk of imprisonment, then these should be amended or repealed to empower such males to access appropriate services. This should include the:
            9.6.1     Repeal of the specific section in the Penal Code on “carnal intercourse” as a step towards increasing the confidence of males who have sex with males to access legal, judicial and sexual health services.
            9.6.2     Training of police and the judiciary on issues regarding males who have sex with males and related sexual health concerns.
            9.6.3   Development and/or support of advocacy programmes for males who have sex with males to ensure the human rights of individuals are being respected, and that those who are harassed or violently abused can seek legal redress.
9.7       NAPs should include in any advisory and/or technical committee appropriate representatives from non-governmental agencies and community-based agencies delivering sexual health services specifically working with males who have sex with males.
9.8       NAPs should also develop national education strategies for the general population against discriminatory attitudes towards HIV/AIDS and sexual behaviours as well as to de-stigmatise male to male sexual behaviours through the use of mass-media and educational forums.
9.9       All sexual health programmes should include relevant and appropriate information on male to male sexual behaviours and anal sex issues, and should also involve schools, colleges and universities, families, business, the military and prisons. 
9.10     NAPs and associated agencies need to ensure that appropriate condoms suitable for anal sex and suitably packaged water-based lubricants are readily available and accessible to males who have sex with males, ensuring good quality, affordable prices and adequate distribution in a variety of locations. Such distribution should also include appropriate educational materials in the correct usage of such products.
9.11     NAPs should also ensure that all STD treatment service staff, private or government, as well as all sexual health services provided by government and non-government agencies receive appropriate training on ALL frameworks of sexual behaviours which must include anal sex as a practice, both between males and between males and females, towards improving the quality, accessibility, and delivery of these services to all sections of society.
9.12     Such training should also include the sensitising of health staff regarding the needs of individuals and families in regard to possible infections through anal sex, and that the quality of service delivery regarding this issue should be regularly investigated to ensure that all individuals can access sympathetic and high quality services.
9.13     There should be effective collaboration between the National AIDS Programmes, community-based agencies, and international agencies such as UNAIDS, UNDP, UNICEF, UNHCR and others, towards implementation of agreed policies, recommendations and guidelines, locally adapted, to address concerns of human rights abuse and service development for males who have sex with males, accessibility to these services, and to reduce discrimination.
Naz Foundation International believes that if these recommendations become a part of all government and non-government response to HIV/AIDS then effective preventive bridges can be built across the AIDS abyss that confronts the South Asia region and elsewhere. We cannot wait till there is an appropriate vaccine and/or cure for AIDS. People are becoming infected every day. And in the process more and more people will die because we are unable or unwilling to confront the challenge of AIDS. It is time to “break the silence” and speak out, to do and to act.
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