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Abstract

Introduction

It is estimated that more than four million male and female Nepalese working abroad
are vulnerable to the Human Immunodeficiency Virus (HIV) infection. These migrant
workers comprise approximately 13% of the Nepalese population and are
predominantly young adults. The estimation shows that male migrant workers, who
constitute about 90% of the total number of migrants from Nepal, have an HIV
prevalence of about 0.4%, which is about four times the national adult HIV prevalence

rate of 0.1%.

Globally, migrant workers remain a group vulnerable to HIV infection due to a range of
determinants, including belonging to a young and highly sexually-active demographic;
being separated from a spouse; prevailing feelings of loneliness and related overuse of
alcohol; low-level knowledge of HIV and ways of preventing it; peer influence; and
other contextual factors. The large population of Nepalese male migrant workers, who
contribute about one-third of the country’s Gross Domestic Product (GDP), is also
regarded as a significant cluster responsible for spreading HIV in Nepal. This study
provided a space for Nepalese male migrant workers, vulnerable to HIV, to explore
their perspectives on HIV prevention, consider the determinants that make them
vulnerable to HIV, and to propose strategies relating to internet-based HIV prevention

relevant to their needs.

Method

The research employed a critical theoretical perspective broadly based on 21st-century
shifts in health promotion, which emphasise both the role of the internet and the

changing roles of users and producers of health promotion. Given the emphasis on



young migrant men’s voices, the study utilises participatory action research (PAR)
methodology and tools to create a participatory and collaborative space for Nepalese
male migrant workers from Kaski District, Pokhara, Nepal, to explore HIV risk factors
and co-create an internet-based HIV prevention initiative for the community by focusing
on the following research question: How can Nepalese male migrant workers contribute
to the co-creation of internet-based HIV prevention programmes? Deploying PAR
principles, seven migrant men from the Kaski District, Nepal, were recruited as co-
researchers whilst they were on leave from their overseas workplaces. The co-
researchers participated in a series of action-oriented focus groups, which included
their reflections on migrant work experiences; and their stories relating to HIV risk
contexts and behaviours. Then, the co-researchers explored strategies involving use of
the internet to extend current HIV knowledge and skills, followed by sharing concepts,
multi-level practice and, finally, co-created internet-based HIV prevention materials
including videos, a PowerPoint presentation, pictures and a social media page

appropriate to their contexts.

Results and Analysis

The co-researchers have a perception that current HIV prevention in Nepal and many
destination countries has few benefits for Nepalese migrant workers. HIV prevention in
Nepal focuses on at-risk communities within the country. At the same time, migrant
workers are a low priority in comparable programmes in many destination countries.
Also, determinants such as their age, marital status, and Nepalese socio-cultural
norms, language and related laws discourage migrant workers from seeking
information about, and services on, HIV prevention. These factors have resulted in
insufficient knowledge of HIV transmission and prevention methods among these

Nepalese male migrant co-researchers.

HIV prevention among Nepalese male migrant workers is challenging, given that they

are a long way from home. Features of the research that seemed important from the



outset were to utilise the internet since young migrants are avid users. Further, health
promotion through digital technology is of increasing importance, although not yet fully
recognised, and thus the study provided an opportunity for young Nepalese migrant
men’s voices and ideas to emerge during the research. In short, the study findings
emphasise the need for Nepalese migrants to have friendly and easily-accessible
online platforms and strategies which use Nepalese language and social norms which

respond to migrant workers’ situations.

Discussion

A voice-based study of Nepalese male migrant workers/co-researchers’ perceptions
provided insight into the gaps in current HIV prevention and their impacts on Nepalese
male migrant workers. Additionally, the study exhibited the HIV prevention strategies
co-created by Nepalese male migrant worker co-researchers. Collaboration with
Nepalese male migrant workers in a creative space provided them with an opportunity
to be active rather than passive consumers of HIV prevention programmes. This

innovative approach, that of prosumerism, was a key contribution of this research.

Conclusion

Collaboration with a target community, such as male Nepalese migrant workers, in
regard to HIV prevention, is crucial to understanding the community’s perceptions and
experiences, reflecting on their particular experiences, and highlighting the key
changes occurring in their societal context. As with other areas of health, health
promotion in the 215 century is undergoing a period of rapid disruption. This means
that new ways of conducting research and developing new evidence-based solutions to
health problems are crucial. In particular, digital technology is playing an ever-
increasing role, including in HIV prevention, and it is vital to engage with typically hard-
to-reach groups, such as Nepalese male migrant workers, to find ways to maximise the
opportunities offered through a co-creation process which reflects and encourages a

shift towards the empowered user.
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Chapter One

Introduction: Creating a space for Nepalese male migrant

workers to co-create internet-based HIV prevention

1.1 Introduction

With more than four million men and women estimated to be engaged in overseas
labour, Nepal had 13% of its population as migrant workers in 2019 (Bhattarai, Yousef,
Greife, & Naraharisetti, 2020; IOM, 2020). This number comprises primarily young
adults vulnerable to Human Immunodeficiency Virus (HIV) infection while working
abroad. Migrant men constitute about 90% of total migrant workers from Nepal. Recent
records have revealed that Nepalese male migrants experience 0.3% (Eastern regions)
to 0.4% (Western regions) HIV prevalence (National Centre for AIDS and STDs Control
[NCASC], 2020). This is far higher than the adult HIV prevalence rate of 0.1% in Nepal

(NCASC, 2020; Joint United Nations Programme on HIV/AIDS [UNAIDS], 2021).

A range of determinants has made migrant workers vulnerable to HIV infection. These
include having sexual needs, being in a young age group, being separated from a
spouse, feelings of loneliness and related overuse of alcohol, low-level knowledge of
HIV and ways of preventing it, peer influence, and other contextual factors (Khanal &
Karkee, 2012; Mukherjee & Mail, 2014; Thapa et al., 2017; Weine & Kashuba, 2012).
The large population of Nepalese male migrant workers, who contribute about 27% of
the country's GDP (World Bank, 2019), is a significant source of the spread of HIV in
Nepal (Khanal & Karkee, 2012; Thapa et al., 2017). Addressing this issue is

complicated because migrants do not have ready access to public health initiatives.
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Typically, they are away for long periods and spend only small amounts of time in

Nepal, staying with their family.

This study aimed to explore the perceptions about and experiences of Nepalese male
migrant workers about the determinants that make them vulnerable to HIV; and ways to
develop HIV prevention strategies for young migrant men, which involved them in the
co-creation of those strategies. Important aspects of the research were to utilise the
internet, given that young migrants are avid users, and provide an opportunity for the

young men's voices and ideas to emerge.

1.2 Research background and rationale

HIV and its relation to migration

HIV has been a public health epidemic globally since the first case was detected in
1981. An estimated 37.6 million people are currently living with HIV, often abbreviated
as PLHIV, globally (Joint United Nations Programme on HIV/AIDS [UNAIDS], 2021).
The record further shows an estimated 1.5 million new infections and 690,000 AlDs
related death in 2020 (UNAIDS, 2020). The first case of HIV in Nepal was detected in
1988 (NCASC, 2020; UNAIDS, 2018). Currently, the number of young Nepali with HIV
is estimated to be 30,000, giving a prevalence of 0.1% for this age group (CIA, 2021;
NCASC, 2020; UNAIDS, 2020). Unprotected sex with multiple partners is the primary
cause of HIV transmission globally and accounts for more than 80% of HIV

transmission in Nepal (NCASC, 2020; UNAIDS, 2018).

Migration is a common worldwide phenomenon mostly related to a new experience of
culture, people, opportunity, and economic gain (United Nations, 2011); however, also
regarded as a cause of HIV transmission. About 3.5% of the global population, which
constitutes about 272 million people, are migrants, with two-thirds of this group

estimated to be migrant workers (International Organisation for Migration [IOM], 2020).

21



More than 4 million Nepalese are estimated to be working as migrant workers in more

than 130 countries (Bhattarai et al., 2020).

Migration and health have a dynamic and complex relationship. Migration can increase
health risks, including HIV, because of exposure to workplace and accommodation-
related health risks, violence, abuse, exploitation, and limited access to affordable
health care (IOM, 2020). Further, migrant workers are among the high-risk
demographic group, prone to contracting HIV, influenced by determinants such as
socio-demographic contexts, awareness levels, lifestyles, and sexual practices (Behera
& Intarak, 2018). There are also limits on health programmes targeting migrant health,
including HIV prevention for labour migrants, due to migrants' mobile nature and being
away from their home country. Thus, Migration, especially labour migration, is regarded
as a major channel for HIV transmission globally, including in Nepal (Bam, Thapa,
Newman, Bhatt, & Bhatta, 2013; Dahal, Pokharel, & Yadav, 2014; Joshi, Prescott,
Simkhada, Sharma, & Bhurtyal, 2014; Khanal & Karkee, 2012; Mukherjee & Mail, 2014;

Thapa et al., 2017).

Nepalese society and HIV risk

Multiple determinants of health, such as socio-cultural, religious, legal and economic
factors in which a person lives and works, can impact their health (World Health
Organisation [WHOQ)], 2008). Nepalese society is very much influenced by ancient
Hindu and Buddhist religious philosophies, with 90% of the population following one of
these religions (Central Bureau of Statistics [CBS], 2012; CIA, 2021). Both religions
prohibit sex outside of marriage. Due to the higher incidence of HIV infection
transmitted through unsafe sexual contact, the Nepalese society has a discriminatory
and stigmatising attitude toward the disease, manifesting as denial, rejection, restriction
in participation and avoidance toward HIV infected people (B. Rai, 2008; Wasti,
Randall, Simkhada, & Van Teijlingen, 2011). This issue further implies that Nepal's

legislation prohibits commercial sex work and sex outside of marriage.
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These socio-cultural and legal determinants increase fear in Nepalese society ,creating
barriers to seeking information on safe sex practices, and presenting significant
challenges for HIV prevention in Nepal. Earlier studies indicate that Nepalese people
hesitate to share their perception of sex, including their STD and HIV status, even with
their spouse and partner (Bam et al., 2013; B. Rai, 2008; Wasti et al., 2011). Therefore,
social stigma and laws which aim to prevent sex beyond marriage, among other
determinants such as lack of knowledge about HIV and HIV prevention; and lack of
access to information and resources; reduce the opportunities for HIV prevention and
for PLHIV in Nepal to get support, treatment, and care (Thapa et al., 2016; Wasti et al.,

2011).

Migrant workers: a community at high risk of HIV

Migrant workers who spend most of their time away from home are at a higher risk of
HIV in several ways (Behera & Intarak, 2018; Weine & Kashuba, 2012). Low-level
work-related skills and linguistic competency, typical among Nepalese male migrant
workers, increase the chances of low wages and high exploitation, harassment, and
abuse. Unfavourable situations may impact their physical and mental health and
increase their vulnerability to substance abuse (Shah, 2016; Weine & Kashuba, 2012).
Further, loneliness, substance use, heightened sexual desires as young adults, peer
influence, and the availability of paid and unpaid casual sex partners encourage
migrants to look for casual sex. They also have misconceptions about HIV transmission
and prevention methods to reduce consistent condom use (Dahal et al., 2014; Khanal
& Karkee, 2012; Mukherjee & Mail, 2014). Migrant workers are, therefore, increasing
the chances of unknowingly transmitting HIV to their spouse or local partner during a

regular visit to Nepal (Thapa et al., 2016a).

Many destination countries Nepalese migrants travel for work have a cultural and legal
context that prohibits identifying at-risk groups such as men who have sex with men

(MSM), Male/Female Sex workers (M/FSW), or restricts sexual practices beyond
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marriage (UNAIDS, 2019a). Likewise, many destination countries provide limited rights
to migrant workers and regard HIV negative status as a mandatory condition to stay
and work in the country (Behera & Intarak, 2018). These settings may discourage
migrant workers from searching for information, services and getting HIV tests due to
the fear of possible stigma, legal action or potential loss of employment in the host

country.

Moreover, HIV prevention in most countries including Nepal, is targeted at high-risk
groups living within the country. There is often very limited access to information and
services available to migrants (Khanal & Karkee, 2012; Thapa et al., 2016; Weine &
Kashuba, 2012). Poor access results in inadequate knowledge or misconception of
modes of HIV transmission and how best to prevent sexually transmitted diseases
(STDs). Thus, Nepalese male migrant workers are at risk of engaging in unprotected
casual sex abroad and with their spouse or local partner upon their return to Nepal.
This is the major cause of HIV transmission in local communities, increasing the pool of

HIV prevalence among the general population in Nepal (Thapa et al., 2016a).

Global and Nepal target on HIV prevention

The HIV epidemic is a global public health threat. The HIV epidemic response
underway globally and locally aims to raise awareness, encourage behaviour change
and provide prevention, diagnosis, treatment, and care, especially to high-risk groups.
The United Nations’ Sustainable Development Goals (SDGs) include ending the HIV
epidemic by 2030 (UNAIDS, 2014a). The SGD aims to achieve 95-95-95 in diagnosis,
treatment, and care, with less than 200,000 annual HIV infections and zero HIV-related
discrimination by 2030 (UNAIDS, 2014a). Global HIV prevention strategies are aimed
to achieve the SGD goal of 90-90-90 in diagnosis, ART enrolment and viral
suppression, and below 500,000 in annual infections by 2020. However, those targets

have not been achieved yet. The records show that an estimated 8.1 million people are
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unaware of their HIV status, while another 1.5 million got infected, and a total of

690,000 people died of AIDS-related illnesses in 2020 (UNAIDS, 2020).

As a signatory nation, Nepal has adopted the spirit of the SDGs in 'The National HIV
Strategic Plan 2016-2021' and targeted the goal of 90-90-90 in diagnosis, treatment,
and care, with zero HIV-related discrimination within communities by 2020 (NCASC,
2017). However, Nepal faced challenges in achieving these goals. National records
show HIV testing among high-risk groups, a primary indicator, was far below targets;
FSW 56%, MSM 43.8%, MSW 67.8%, IDUs 27.9% and male migrants 4.1% (NCASC,
2017a). Among all the at-risk groups, the low testing rate among male migrants may

also help explain this group's apparently low HIV prevalence rate.

There is no cure for HIV, and those infected need lifelong care and treatment, which is
expensive and stigmatising (UNAIDS, 2016). Finding resources for lifelong treatment
for PLHIV in low-income countries, such as Nepal, is an enormous task. Prevention is
crucial in controlling the spread of HIV, notwithstanding the challenges of fighting
negative social perspectives toward sex, HIV, and HIV-infected people. Therefore, the
delivery of necessary information and behaviour change strategies are essential to

prevent HIV acquisition and transmission among migrant workers (Thapa et al., 2016).

Research Rationale and significance of digital technology use in HIV prevention

Implementing face-to-face initiatives to address HIV related issues is challenging in
Nepal as Nepalese culture discourages public discussion of sexual matters. However,
the advancement of digital technologies in the 21 century has dramatically supported
health information delivery and exchange. These provided additional channels for
people to share sensitive health issues in physically hard-to-reach communities
(Muessig, Nekkanti, Bauermeister, Bull, & Hightow-Weidman, 2015; Ybarra, DuBois,
Parsons, Prescott, & Mustanski, 2014). Many internet users prefer online information

and programmes on sensitive and stigmatised issues such as HIV, as they provide
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anonymous spaces that minimise judgment and potential stigma (Muessig et al., 2015).
Further, the opportunity to immediately update online information and the facility to
exchange knowledge and experiences with other users via individual or group
chatrooms are vital to engaging with hard-to-reach key populations such as Nepalese
male migrant workers (Catalani, Philbrick, Fraser, Mechael, & Israelski, 2013; Sullivan,

Grey, & Rosser, 2013)

The use of digital technology can be a fundamental approach to HIV prevention in the
Nepalese context. It provides an anonymous and autonomous space that is more
effective for globally dispersed migrant workers who spend most of their time abroad.
The use of digital technologies has been emphasised in health promotion and HIV
prevention in Nepal; however, a study on the scope of collaboration with Nepalese
male migrant workers for HIV prevention using a virtual platform has not been
undertaken (T. Paudel et al., 2016). Therefore, this study sought to deploy digital
platforms to extend HIV prevention initiatives targeting millions of Nepalese migrant

men and others in high-risk communities.

Overall, there is a lack of research on HIV prevention among migrants, including the
research which focuses on an area of growing importance in health promotion: internet-
based HIV prevention initiatives; and what these might mean for specific population
groups such as Nepalese migrant men (T. Paudel et al., 2016). Further, most earlier
studies on HIV prevention and Nepalese male migrant workers focus on quantifying the
problem. Public health research also focuses on policy and programmes but usually es
a top-down approach that rarely includes digital platforms and other innovations in
health promotion. Community engagement is a vital strategy for understanding
contexts and needs (UNAIDS, 2019a); however, this is rarely emphasised in many
countries, including Nepal. Thus, this study aimed to provide an opportunity to co-
design HIV prevention programmes in collaboration with Nepalese male migrant

workers. It further explored Nepalese male migrant workers’ perceptions of sex,
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knowledge about modes of HIV transmission and prevention methods, and contexts
that make them vulnerable to HIV at home and in the destination country. In addition to
this, this study explored the Nepalese male migrant workers’ perspectives about using
digital technologies as a basis for a collaborative platform for HIV prevention. In short,
this research aimed to contribute to HIV prevention while exploring the scope of using

digital platforms to target hard-to-reach Nepalese male migrant worker communities.

1.3 Research question

This study aims to create a participatory and collaborative space for Nepalese male

migrant workers from Kaski District, Pokhara, Nepal, to explore HIV risk factors and co-
create an internet-based HIV prevention initiative for the community by focusing on the
following research question: How can Nepalese male migrant workers contribute to the

co-creation of internet-based HIV prevention programmes?

The following questions are used to explore in more depth the above central question

and support the research process and objectives:

1. What are the experiences of Nepalese male migrant workers living abroad in
terms of HIV risk contexts and behaviours?
2. How do Nepalese male migrant workers perceive current internet and digital

technology-based HIV prevention efforts?

3. How might Nepalese male migrant workers contribute to the co-creation of

intent-based HIV prevention interventions?

1.4 The theoretical framework of the study

This study emerged from a concern that Nepalese male migrant workers are at high

risk of HIV due to a lack of information and skills. HIV prevention initiatives in Nepal
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tend to be top-down approaches and lack target communities' voices and needs.
Accordingly, any strategy designed for HIV prevention in Nepal should include the
views and needs of target communities, and more so, appropriate to the specific
community, such as the Nepalese male migrant workers. Providing a space for
targeted populations such as Nepalese male migrant workers is an opportunity to
explore community contexts and perceptions. It is therefore crucial to the co-design of

an effective HIV prevention measure.

The researchers deployed a participatory methodological approach to provide a space
for the members of the community to reflect on daily experiences that put them at HIV
risk and to co-design HIV prevention initiatives for the community (Kemmis, McTaggart,
& Nixon, 2014; Loewenson, Laurell, Hogstedt, D'Ambruoso, & Shroff, 2014). In
undertaking the literature review associated with this study, it became apparent that the
critical theoretical perspective underpinning the concept of the digital prosumer was the
most appropriate theoretical framework to provide an opportunity to collaborate with

Nepalese male migrant workers for HIV prevention.

A critical theoretical perspective underpins this study as one of the best-fit theoretical
frameworks for selecting the research methodology and data collection and analysis
methods. Critical theory has a long history related to Horkheimer, Adorno, and Marcuse
from Frankfurt School (Asghar, 2013). Horkheimer, a co-founder of critical theory,
defined it as a theoretical perspective that seeks human emancipation from the
circumstances that enslave them (Horkheimer, 1982). Critical theory is chosen
because it is "designed not just to explain reality but to change it" (Smith, 2021, p.77).
Enlightenment of community members to be empowered to reach a state of
emancipation is a core notion of critical research (Comstock, 1982). In this regard,
critical research aims to empower the oppressed community members, providing space
for their voices and skills and promoting values such as reciprocity, participation, and

power-sharing in the research process (Lather, 1991; McCouat & Peile, 1995). Thus,
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the theoretical perspective creates a space for community members to explore what is
wrong within the current social reality and identify an action to change it (Silverman,

2013).

Critical theory is an umbrella term that includes a range of emancipatory,
empowerment-oriented, and reformative perspectives. The research aims to explore
the scope of the internet and digital technology-generated space in the context of
Nepalese male migrant workers for HIV prevention. Thus, Alvin Toffler's prosumer
perspective assists methodological choice. Toffler (1980) coined the term prosumers
and defined prosumers as those individuals or firms that produce goods for personal
use or satisfaction. Tapscott and Williams (2008) later used the term prosumer to refer

to those who create a global set of values amongst users.

Prosumerism is an innovative perspective to provide a space for collaboration between
the producer and consumers, which is heavily assisted by the internet and digital
technologies in the 21 century. Previously, there was no channel to interact between
the producer, and consumers were regarded as mere end-users of available services
and goods (Bhalla, 2011). However, Web 2.0 and social media development provided
space for global users' voices, innovative ideas, and skills. The online platform
supports global users with particular interests and needs to collaborate and co-create
values for themselves and broader communities. The online and digital space equally
supports health prosumers providing appropriately anonymous and autonomous
avenues to co-create and exchange values. The space is crucial for stigmatised health
issues like HIV for hard-to-reach communities and globally dispersed populations such
as Nepalese male migrant workers (Bhalla, 2011). Thus, the prosumer perspective
underpins this study to explore how Nepalese male migrant workers can contribute to

the internet and digital technology-based HIV prevention for their community.

The critical theory aims for community empowerment, and the Participatory Action
Research (PAR) methodology best fits the theoretical framework and the research
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objective. PAR seeks community participation through the research process and to
engage with them in a collaborative agenda. PAR is a collective and self-reflective
research process in which the researcher(s) and the research participants collaborate
as co-researchers to understand the community issue. Then, the participatory team co-
designs action to change current contexts and practices (Fran Baum, MacDougall, &
Smith, 2006; Kemmis et al., 2014). Using the PAR methodology, the research
proceeds in an iterative process of collaborative data collection and analysis in the
field. The notion of data analysis in the context of PAR is somewhat different from other
forms of qualitative research in that it involves the co-researchers considering themes
together. The co-researchers analyse and produce actions, i.e., the co-creation of
actions to address a situation that puts Nepalese male migrant workers at risk of
contracting HIV (McTaggart, 1997). In contrast, norms of qualitative research typically
involve the researcher in collecting data and independently analysing that data. This
study deployed the PAR process to provide a space for Nepalese male migrant
workers as co-researchers to participate in information generation, reflect on the

generated information, and co-create action to halt the HIV epidemic in the community.

Using the PAR methodology under a critical theoretical framework underpinned by the
prosumer perspective, the present study provided a space for Nepalese male migrant
workers from Kaski, Pokhara, Nepal, to co-create HIV prevention measures for the
community. The co-researchers participated in a series of Focus Group Discussions
(FGDs) to exchange and extend their knowledge and expertise on migrant work, HIV
and HIV risk contexts and behaviours, HIV prevention, internet and smartphone use,
internet-based HIV prevention, and the co-creation of internet-based HIV prevention
initiatives. The participatory team was involved in generating information and analysing
generated information that the primary researcher further analysed using thematic and
reflective data analysis methods to prepare a doctoral thesis, academic publications,

and presentations. Figure 1 below presents the theoretical framework of this research.
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Methodology: Data collection:

Participatory PAR tools -
Action FGDs,

Research participatory
(PAR) audio-visual tools

Figure 1: Research onion illustrating the theoretical research framework

Adapted from: Research Onion (Saunders, Lewis, & Thornhill, 2012)

1.5 Significance of the study

HIV prevention among migrants has been neglected in many countries, including Nepal
(Weine & Kashuba, 2012). Thus, this study is significant in extending the body of
knowledge by bringing the voices of marginalised Nepalese male migrant workers to
the centre and collaborating with them to generate ideas about effective internet-based

HIV prevention in the community.

The present study intends to inform policies and programmes for the prosumption of
HIV prevention on the digital platform, emphasising the needs of Nepalese male
migrant workers. The research findings will be disseminated through academic paper
publications, conferences, reports, and local and global media outlets. It is anticipated
that this study will increase understanding of HIV prevention interventions in Nepal and
many countries where Nepalese migrant men work. The research harnesses the co-
researchers' skills in the prosumption of internet-based HIV prevention. The study

further expands the existing body of literature on HIV prevention using PAR as a
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research methodology. The study is significant as it develops a method that utilises the
PAR methodological framework within Toffler's prosumer theoretical perspective for
community collaboration to investigate the role of the internet for effective HIV

prevention for globally dispersed migrants’ communities.

1.6 Researcher’s position in the study

The research took place in Kaski District, Pokhara, Nepal, where nearly 12% of the
population works abroad (CBS, 2012). The primary researcher was born and brought
up as a migrant worker’s family member. His father served 28 years in the Indian Army,
and his brother worked in the Gulf countries for more than a decade. Besides family
members, he has cousins, relatives, school friends, and community members working
abroad. The proponent thought that collecting stories from migrant workers and how
they lived abroad and in Nepal would be insightful. Anecdotes about migrants’ sexual
practices have been a subject of curiosity for many youths, including the researcher.
The specifics about unprotected sex regularly mentioned have become a cause of
concern and have compelled the researcher to explore different perspectives and find

ways to encourage people to practice safe sex.

After completing his master’s degree, the researcher started his career as a
programme officer for a non-government organization (NGO) that intends to support
HIV at-risk groups and people living with HIV (PLHIV) through skills-development
training. Working in health promotion and HIV prevention in Nepal as a programme
officer, he was involved in fortnightly group meetings with MSMs and MSWs to discuss
their life experiences, expectations, and their needs in order to live a safe and healthy
life. The meetings used a PAR approach and employed PAR tools to share the group
members’ life experiences and recommend actions for improvement. The experience

extended the researcher’s understanding of HIV and the wide range of individual,
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socio-economic, cultural, and legal determinants which increase the risk of HIV in

vulnerable or high-risk groups, including migrant workers.

From 2008 to 2015, the researcher was involved in the teaching profession; one of the
subjects taught was Population Health and Environment Sciences. The experience
extended his understanding of demographic indicators in Nepal and the social, cultural,
and environmental aspects that influence the life and health of the Nepalese people. It
also provided him with an opportunity to learn more about young adults and how they
use digital technology. Young people are the group most adept with technology for
information and entertainment, regardless of country. They commonly use digital
platforms to connect with friends or look for new friends and, on some occasions, even

casual partners.

Demographic indicators showed rapid growth in the international demand for Nepalese
labour, which, in turn, meant a higher number of separated families and a consequent
increase in the chances of extramarital relations, a practice prohibited by Nepalese
culture and laws. The researcher learned that some migrant workers’ families in his
community have already been affected by HIV passed on from a migrant worker.
These community members never disclosed their HIV status due to fears of possible

stigma and discrimination against the infected person and their family members.

Multiple factors encouraged the proponent of the study to devote his research to HIV
prevention for Nepalese migrant workers and their families. In this study, the
researcher is considered an insider being raised in a migrant worker’s family and a
community member of the location where the research fieldwork took place, with the
cultural and linguistic competence to match. However, as an academic researcher, he
was aware of the possible gaps in HIV knowledge, academic level and skills and other
socio-economic aspects with fellow co-researchers. The theoretical framework, PAR
principles, and tools helped them bridge the gap and complete the research effectively.
In a nutshell, this study combines the researcher’s family background with academic
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and work-related knowledge and experience, plus a passion for working for his local

community.

1.7 Structure of the thesis

This thesis comprises seven chapters, with each chapter focusing on a specific aspect
of the research process. Chapter one provides a brief introduction of this study,
including information, research background and rationale of this study. The chapter
further introduces the research questions, theoretical frameworks, research

significance, and the researcher’s position in the study.

Chapter two provides a contextual background of the research. The chapter provides a
brief overview of the research’s fieldwork site; the geographical, social, cultural, and
demographic aspects of Nepal. In addition, the chapter briefly discusses the history
and trend of labour migration from Nepal and its relation to the HIV epidemic in Nepal.
The chapter further explains the global and Nepali response to HIV, including internet

use among young adults and the online platforms’ scope for HIV prevention.

Chapter three reviews available literature related to the research topic, particularly the
theoretical and methodological frameworks used in this study. This includes related
academic publications and government reports. It focuses on health promotion in the
21st century and major health promotion theories and models, beginning with the
historical development of health promotion and major health promotion theories after
the 1950s. The chapter focuses on health promotion in Nepal. It also discusses the
global HIV epidemic in relation to HIV prevention in Nepal, the use of online platforms
in health promotion and HIV prevention, and the scope for HIV prevention among

Nepalese male migrant workers.

Chapter four describes the research design, methodology and methods. The chapter

discusses the critical theoretical framework, prosumer perspectives in the online and
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digital space, and the PAR methodology used in this study to explain their significance
in this research. It discusses the Focus Group Discussion (FGD) method and thematic
data analysis deployed for data collection and analysis in the research. The research’s
ethical approval process from the Auckland University of Technology Ethics Committee
(AUTEC) and the Nepal Health Research Council (NHRC), plus the researcher's
reflection on data collection, data management, transcription and translation, and

thematic data analysis process, are also discussed.

Chapters five and six focus on the research findings using the thematic and reflective
data analysis method. Chapter five focuses on the questions, “What are the
experiences of Nepalese male migrant workers living abroad in terms of HIV risk
contexts and behaviours?” and “How do Nepalese male migrant workers perceive
current internet and digital technology-based HIV prevention efforts?” The research
findings related to these questions are discussed under broad sections: individual,
socio-cultural, and legal determinants which increase HIV risks among Nepalese male
migrant workers and the role of the internet and internet-based health messaging on

migrant workers' lives.

Chapter six continues research findings that focus on the third research supportive
question, “‘How might Nepalese male migrant workers contribute to the co-creation of
internet-based HIV prevention?” The chapter discusses the co-creation process and

the themes emerging from the co-creation exercises.

Chapter seven is a discussion and conclusion chapter. This chapter discusses the
research findings and how they fit with previous research and contemporary trends.
The chapter provides recommendations at the policy and programme level and

suggests further research on HIV prevention targeting Nepalese male migrant workers.
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1.8 Conclusion

Chapter one presented a brief introduction to this research. The chapter began with the
research background and rationale, followed by the research question, theoretical and
methodological framework for this study. This chapter further discussed the
significance of the study and the researcher's position in the research. It concluded

with some brief information regarding the succeeding chapters.

36



Chapter Two

Research background and context

2.1 Introduction

This chapter provides a brief overview of the context and background of this study. The
chapter begins with a brief introduction to Nepal, including a discussion of the
geopolitical, demographic, economic, and socio-cultural aspects of international labour
migration. The following section describes the HIV epidemic in Nepal and the response
so far. The chapter then discusses labour migration from Nepal, including the history
and trends of labour migration and government attempts to regulate it. The last section
focuses on labour migration and its relation to the HIV risk in Nepal and the ongoing

HIV prevention response efforts in the country.

2.2 Brief introduction to Nepal

The Federal Democratic Republic of Nepal (Nepal) is a landlocked country in the South
Asian region nestled between two giant and growing powers, the People’s Republic of
China to the north and the Republic of India to the south, east and west. Nepal covers
147,181 square kilometres of land (Nepal Agricultural Research Council, 1995; CIA,
2021), divided into three geographical regions, Mountain, Hill and Terai, lying parallel to
each other from east to west. The elevation of Nepal ranges from 60 metres above sea
level to a staggering 8,848 metres;Mount Everest; the highest peak in the world. The

diversity of topography has resulted in various climates, from tropical to alpine
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(Bhattarai et al., 2020). The Mountain region in the north has many snow-capped
mountains and freezing and dry weather with little fertile land. The Hill region has a
moderate climate with hills, plains, and fertile valleys. The Terai region in the south is a

fertile plain with a tropical and subtropical climate.

Nepal adopted federalism in 2007, restructuring the political and administrative
divisions of the country. The Constitution of Nepal 2015 divided the country into seven
different provinces. The fieldwork site for this research, Pokhara, a city in the Kaski
District, is a fertile valley in the Hill region. Pokhara is the capital of Province No. 4

(Gandaki Province). Figure 2 below shows the administrative divisions of Nepal.
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Figure 2. Province Map of Nepal:

retrieved from https://www.worldatlas.com/maps/nepal

Demographic indicators

The preliminary report of the latest national population and household census 2021
recorded a population of 29.1 million with an annual growth rate of 0.95% (CBS, 2022).
However, details reports are yet to come. The population continues to increase,
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although the annual growth rate has declined in recent decades. The population was
26,4 million, with a population growth rate of 1.35% in 2011 (CBS, 2012; S. Sharma,
Pandey, Pathak, & Sijapati-Basnett, 2014), but was estimated to fall to 0.98% in 2020
(CIA, 2021). The dependency ratio is estimated to be 51%, with a child dependency
ratio of 44.1 and an elderly dependency ratio of 8.9 in 2020 (CIA, 2021). Life
expectancy at birth is estimated at 71.8 years of age, derived from the male life
expectancy of 71.1 years among males and 72.6 years among females (CIA, 2021).
The literacy rate of Nepal in 2018 was estimated at 67.9%, with male literacy at 78.6%

and female literacy at 59.7% (CIA, 2021).

Seasonal and permanent migration for a living has been a part of many Nepalese
communities. There is an ongoing demaographic flow from low fertile remote Mountain
and Hill areas to fertile plain valleys of Terai in search of better economic opportunities
and living standards. This trend has made an impact on population distribution across
the country. About 50% of the Nepalese population lives in the Terai region, which
covers only about 17% of the total land area of Nepal (CBS 2012; CIA, 2021). Rural to
urban migration in search of opportunities is another factor in the uneven distribution of
the citizenry. The urban population was estimated to be 17% in 2011 (CBS, 2012),
reaching 20.6% of the total population in 2020 (CIA, 2021). Emigration from Nepal has
been increasing in recent decades, estimated at -31 per thousand population in 2020,

increasing from -22 per thousand in 2015 (CIA, 2021).

Culture and religion

English common law with Hindu religious concepts are in practice in Nepal (CIA, 2021).
The ancient Hindu religious philosophy remains dominant in Nepalese society, given
that more than three-quarters of the population follows this religion. The household
census of 2011 identified Hinduism (81.3%), Buddhism (9%), Islam (4.4%), Kiratism
(3.1%), and Christianity (1.4%) as the major religions followed in Nepal (CBS, 2012).

The census recorded 125 castes or ethnic groups speaking 123 languages as their
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mother tongue and residing in Nepal since ancient times (CBS, 2012). Nepal has
remained a multi-religious and multicultural society. Nepalese people consider their
“unity in diversity” with religious and cultural tolerance as the unique characteristics that

have been maintained and strengthened perpetually.

Economy

Nepal is a developing country, with an estimated one-quarter of the population living
below the poverty line (CIA, 2021; S. Sharma et al., 2014). The United Nations
Development Programme (UNDP) human development index (HDI) Report 2019

placed Nepal at the 142nd position out of 189 countries (UNDP, 2020).

Approximately 16.81 million economically active adults are in Nepal (CIA, 2021).
Among them, about six to eight million young Nepalese work as migrant workers,
sending remittances representing about 30% of the national Gross Domestic Product
(GDP) (Bhattarai et al., 2020; CIA, 2021). Agriculture remains the primary employment
sector. In 2019, it was recorded that about 65% of the population is engaged in this
industry (World Bank, 2020). Nevertheless, the agricultural sector contributes to just
one-third of the GDP (CIA, 2021). As a consequence of the large proportion of the
population engaged in traditional agriculture and migrant-work, the unemployment rate

in Nepal was just 3% of the total population in 2019 (CIA, 2021).

Agriculture-based small-scale industries and the tourism industry are the other
significant sources of employment and income in Nepal. The diverse topography and
natural beauty of the country led to the growth in adventure tourism within a short span
of time. Additionally, cultural heritage and religious pilgrimages for Buddhists and

Hindus are the other attractions for tourists.

As a country rich in water flowing from the Himalayas, Nepal can potentially produce
over 90,000 megawatts of hydroelectricity (Bergner, 2013). However, the Department

of Electricity Development report shows that 101 hydropower projects are running with
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a maximum capacity of only 1362 Megawatts by October 2021. Low infrastructure
development, the lack of capital, and geographical difficulties are significant barriers to
industrial development. Notably, the industrial sector contributes only about 12% to the

GDP (CIA, 2021).

The 10-year-long Maoist War (called the People's War) that took place from 1996 to
2006 severely impacted the economy of Nepal (Pradhan, 2009). The war destroyed
peace and order, damaged infrastructure, and adversely affected development projects
in all regions. The growing incidence of breaches of peace and order and increasing
unemployment during the Maoist War contributed to a dramatic increase in
international labour migration. The impact was most visible in the national census of
2011, in which about 7.3% population was abroad for work. It had been only 3.2% in
2001 (CBS, 2012). The 2011 census further recorded that about one-third of
households have at least a family member working abroad, sending remittances to
cover their living allowances (CBS, 2012; Shrestha et al., 2014). Nepal, at present, is
one of the five countries receiving significant remittances in terms of GDP, which, as
mentioned earlier, supports more than a quarter of the national GDP (Bhattarai et al.,

2020; ILO, 2020).

The Maoist war (named as people’s movement) from 1996 to 2006 ended with a peace
settlement in 2007 led to the abolition of the 240-year-old ruling monarchy (Shrestha,
2008). The Kingdom of Nepal was renamed the Federal Democratic Republic of Nepal.
The constitution of the Federal Democratic Republic of Nepal 2015 divided the nation
into seven provinces. The war impacted almost every sector, including agriculture,

industry, employment, and foreign aid (Jha, 2013)

Nepal experienced a massive earthquake in 2015 that severely affected the economy
with massive destruction to life and property (Gautam & Chhetri, 2016). This natural
calamity further contributed to the increase in internal and international migration
because people needed to earn a living during the post-earthquake reconstruction
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(Gurung, 2018). Nepal’'s landlocked geographical location, poor infrastructure, and
unstable government presented significant challenges for economic growth recovery
efforts after the earthquake. The small economy, technological limitations, remote
location, and Nepal’'s susceptibility to natural disasters have also impacted foreign

investment and trade prospects to generate employment in Nepal.

2.3 Labour migration from Nepal

Labour migration has remained an essential source of income for many households in
Nepal (A. Ghimire, Rajbanshi, Gurung, Adhikari, & Thieme, 2011). The national
population and household census held in 2021 recorded about 2.1 million people from
Nepal were working as migrant workers (CBS, 2022). However, multiple studies
estimated that more than 4 million people from Nepal are migrants. Many of them are
undocumented due to open borders with India and the migration of whole families
(Bhattarai et al., 2020; S. Sharma et al., 2014). The census further recorded about 29%
of total households in Nepal were receiving financial support from at least one family
member abroad (CBS, 2012; Sharma et al., 2014). Remarkably, Nepal lacks clear
records of Nepalese migrant workers working in India due to an open border policy.
The lack of records has also contributed to undocumented migration from Nepal, via

India, to third countries.

There is an increasing trend in international labour migration in Nepal. An estimated six
to eight million young Nepalese are working as migrant labourers in 2020, contributing
about 28% of the national GDP (Bhattarai et la., 2020). Figure 5 below shows the

percentage of the absentee population in Nepal in the previous censuses.
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Figure 3: Absence population in National Census 1952/56 - 2011

Source: Sharma et al., (2014) State of Migration in Nepal

Characteristics of Nepalese migrants

Unemployment in the country and political instability have increased foreign
employment and study among Nepalese youths (CBS, 2012; Sharma et al., 2014). The
census of 2011 recorded that about 91% of total migrants from Nepal were between
the ages of 15 to 54. Of this, 88% were male, and 85% were from rural areas (CBS,
2012; Sharma et al., 2014). Significant poverty in the country forced about 45% of
migrant workers to leave Nepal before the age of 22. Only about 24% gained the
opportunity to complete their secondary or higher education (CBS, 2012; Sharma et al.,
2014). Migration for employment (79%) is the main purpose of Nepalese migrants.
About 6% migrated for education and training, while 10% migrated to reunite with
family. The remaining 5% migrated for other undisclosed purposes (Sharma et al.,

2014). Figure 4 below provides the number of labour permits issued from 2008/09 to
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2018/19. However, this figure may not provide actual labour migration from Nepal. As
discussed, India is one of the major destinations for Nepalese migrant workers with an
open border, and there is no record of transborder migration with either country.

Additionally, many Nepalese use Indian airports to travel to third countries.
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Figure 4: Major destinations of Nepalese migrant workers

Source: Ministry of Labour, Employment and Social Security (MoLESS) (2020), Nepal

Labour Migration Report 2020. Retrieved from: https://moless.gov.np/

Destinations of Nepalese migrant workers

India has remained a significant destination for Nepalese workers for centuries due to
the open borders and the countries’ religious and cultural connections. However, the
flow of Nepalese migrant workers has shifted to other parts of the world in recent
decades. The National Census 2011 recorded India as the destination of 37.6%
Nepalese migrant workers, and 37.6% were gone to the Gulf countries, especially
Saudi Arabia, Qatar, and the UAE. About 13% went to ASEAN countries, mainly
Malaysia and the remaining to other parts of the world (CBS, 2012). The figure below
shows the signification destination of Nepalese migrant workers other than India in
2017-2019. Due to the open border, the record of Indo-Nepal migration is not possible

except in the National census.
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Figure 5: Major destinations of Nepalese migrant workers

Source: MOLESS (2020), Nepal Labour Migration Report 2020.

History and trend of labour migration from Nepal

International labour migration is not a new phenomenon in Nepal, as migration to India
and the former Tibet for trade can be traced back to ancient history (Sijapati & Limbu,
2017). Later, the Treaty of Sugauli in 1815 between the then government of Nepal and
the British colonial government in India was the first legal document that formally
opened the door for Nepalese youth in the British colonial army in India (Khanduri,
1997; Sijapati & Limbu, 2017). An estimated 200,000 Nepalese youth recruited as
Gurkhas under the British colonial army in India participated in World War | and World
War Il and created an identity of bravery and loyalty. India continued to be the major
destination until 2001; However, the recent census of 2011 indicated the labour
migration trend shifting to Gulf countries and Malaysia due to higher wages and

facilities.
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Labour migration accelerated after the 1990s due to high unemployment rates in Nepal
and the government’s policy to supply Nepalese youth to the global labour market as
an alternative to address growing unemployment in the country (Ministry of Health and
Population [MoHP], 2011). The increase in foreign employment shifted the Nepalese

economy from agriculture-based to remittances-based (Sah, 2019).

Currently, Nepal is a source of low-skilled human resources for India, Malaysia, and the
Gulf countries for temporary construction workers, security guards, drivers, masons,
and household workers. Nepal reportedly issues more than a half-million work permits
every year, with most migrants heading for Gulf countries and Malaysia (ILO, 2017;
Kunwar, 2020). Department of foreign employment (DoFE) recorded more than
465,000 work permits issued in the last nine months of the Fiscal year 2021-2022. As
mentioned previously, India and Nepal have an open border, and neither country
maintains formal registration and records of transborder migration of citizens.
Therefore, it is difficult to estimate the population of Nepalese migrant workers working

in India.

Impacts on the national economy

Poor infrastructural development, poverty and lack of employment opportunities in the
country are the primary causes of labour migration from Nepal (Jaquet, Kohler, &
Schwilch, 2019; S. Sharma et al., 2014). However, the experience of having a large
population of youth living abroad for employment purposes has negative impacts on
the use of resources and the overall economic development of Nepal (Jaquet et al.,
2019). While remittances have been a base for improving the financial status of migrant
worker families and improving the country’s economy, some negative social and
cultural impacts have been observed, including the use of land and other natural

resources in Nepal.

The absence of male muscle in the family, for instance, and the increase in the

purchasing power of households have shifted the purpose of investment remittances
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from production to the purchase of daily needs (J. Adhikari & Hobley, 2015). The lack
of young men in many rural communities has made it challenging for older adults to
accomplish day-to-day activities and manage emergencies such as illness, accidents,
and deaths. The absence of husbands from families increases work activities within
and outside the household for women. Additionally, wives of migrant workers may
suffer from sexual abuse. Should a wife remaining in Nepal appear in public, the
husband or other family members may suspect extramarital relations (Adhikari &
Hobley, 2015). Some women, however, do experience a positive increase in freedom
and a feeling of relief from abusive and demanding husbands as a consequence of
their absence (Rajkarnikar, 2017). Importantly, for this research, migrant workers
coming in and out of Pokhara City (and other cities in Nepal), meant it had seen growth
in exposure to activities related to sex work and business opportunities of a similar

nature.

Significant factors for labour migration

Poor infrastructural development and the high unemployment in the country are the
primary causes of labour migration from Nepal (Sharma et al., 2014). The 10-year
Maoist War destroyed peace and order, destroyed infrastructure, and halted
development work, giving rise to high unemployment rates (Pradhan, 2009). Together
with growing labour demands in the international labour market, the policy to supply
Nepalese youth as a labour force to reduce the unemployment problem after the
political change in 1990 was also a significant contributing factor to the growing labour
migration trend. The war and its impacts on society, culture, and economy forced
people to participate in internal and international migration in search of opportunities

and the prospect of improving the economic standard for their families.

Most Nepalese migrant workers possess minimal work-related skills or training before
they go abroad. As a low-skilled human resource, these workers are more susceptible

to labour exploitation, physical hazards, and mental issues: ILO Nepal reported that
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about 80% of Nepalese workers are employed in dirty, dangerous, and demeaning
(3D) jobs, and about 700 Nepalese people have died abroad each year for the past ten

years (ILO Nepal, 2017).

2.4 Theresponse of Nepal to regulate international labour

migration

Migrant workers have been part of Nepalese society for centuries. The Government of
Nepal has systematically promoted it for the last three decades to reduce the burden of
unemployment in the country. However, while migrant workers play a vital role in the
economy of both the home and the host country, they are not a focus group in the

policy and programmes of either country.

Labour supply has become a lucrative business for many labour-supplying agencies
and agents in Nepal. Department of Foreign Employment (DoFE) has recorded about
860 registered human resources supply agencies in the country (Ministry of Labour,
Employment and Social Security [MoLESS], 2020). Most agencies hire local agents on
a commission basis to contract potential migrant workers. Most Nepalese migrant
workers rely on these agents, who, in turn, depend on commissions to make a living.
Consequently, agents may provide potential workers with false information about the
type of work, the work hours, and the wages they can expect to receive. The People
Forum for Human Rights (PFHR) reported in 2017 that most Nepalese migrant workers
lack proper knowledge of the recruitment process, work and workplace conditions, and
legal provisions for migrant workers in their country of destination (PFHR, 2017).
Insufficient or false information puts them at high risk of labour exploitation, human
rights violations, and hindrances to equitable legal treatment in the case of any
unfavourable circumstances. As a result, Nepal has made efforts to make migrant work

more systematic, respectful, and safe.
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The Foreign Employment Act 1985 and promotion of labour migration

The implementation of the Foreign Employment Act 1985 was a long-standing initiative
of the Government of Nepal to make foreign employment of its nationals safe and
respectful (Sijapati & Limbu, 2017). The Act was guided by the aim to search for
employment for Nepalese youth abroad, and it established a framework to make it
more effective and appropriate. The Act was amended three times, in 1993, 1998, and
2007, and was later replaced by a New Foreign Employment Act 2007. The Act has the
provision of mandatory pre-departure orientation on occupational health and safety,
destination country and language, and other aspects, including HIV/AIDS, infectious
diseases, and sexual and reproductive health. However, due to a lack of proper
implementation, many Nepalese migrant workers lack the basic information about their
destination country and work. It required labour permit approval pre-work medicals and
insurance and the implementation of a written contract between a recruitment agency
and migrant workers. It also required the establishment of a labour help desk at the
international airport, the recruitment of a labour attaché in countries where 5000 or
more Nepalese are working, a foreign employment welfare fund, a free visa, and free
plane tickets. It also required the Government to address contextual issues of migrant
workers (MoLESS, 2020; Sijapati & Limbu, 2017). In addition, Nepal signed bilateral
agreements with nine countries, including Qatar, UAE, Malaysia, Mauritius, the
Republic of Korea, Bahrain, Japan, Jordan, and Israel, designed to protect the rights of

Nepalese migrant workers (MoLESS, 2020).

The Government further implemented a Foreign Employment Policy in 2012 that
focused on the safety and protection of migrant workers, especially those involved in
domestic and caregiving jobs (MoLESS, 2020). Similarly, the Domestic Workers
Guidelines of 2015 ensured a cost-free recruitment process for domestic workers and
imposed an age limit of 24 years or above for female domestic workers. Additionally,
this set of Guidelines, certified by the Embassy of Nepal, has provisions that provide

full coverage life insurance to domestic workers against any injuries or death and make
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the employer commit to protecting domestic workers against all forms of violence and

exploitation (Sijapati & Limbu, 2017).

The Constitution of the Federal Democratic Republic of Nepal enacted in 2015 has
ensured the right to employment and mobility for employment targeting Nepalese
migrant workers. The Government of Nepal has already taken some initiatives toward
safe migration through legislation and the establishment of multi-level institutional
mechanisms to regulate internal and international employment and issues related to
migrant worker welfare. The Ministry of Labour and Employment (MoLE) is the central
institution regulating labour and employment within and outside the country. MoLE has
a dedicated branch called the Foreign Employment and International Labour Relations
Division designed to look after matters related to foreign employment. The Foreign
Employment Promotion Board (FEPB), established in 2008, the Department of Foreign
Employment (DoFE), and the Foreign Employment Tribunal (FET), established in 2007,
are the other institutional mechanisms developed to regulate foreign employment
(Sijapati & Limbu, 2017). These mechanisms contribute to the efforts of the
Government of Nepal to make foreign employment systematic and safe. However, the
need for effective implementation remains crucial so that migrant workers can lead
safe, respectful, and dignified careers to access services and facilities that allow them

to exercise fundamental human and employment rights.

2.5 Health delivery system in Nepal

Quality health systems and accessible, affordable health services and information are
vital to the health and well-being of people in any society. The health service delivery
system of Nepal is stratified into three levels — primary, secondary and tertiary levels.
The District Health Office (DHO), which represents primary healthcare institutions,

manages and delivers preventive and curative health services in the districts. A DHO

comprises a district hospital, primary health centres, health posts, and sub-health
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posts. Meanwhile, about 50,000 female community health volunteers (FCHVSs) provide
health services at the community level (MOHP/Nepal, New ERA/Nepal, & ICF

International, 2012).

The Provincial Health Directorates and provincial hospitals are the secondary level
healthcare institutions that control, manage, and facilitate health services and
programmes at the Provincial level. The Department of Health and other specialised
hospitals are tertiary-level institutions. Each higher-level healthcare institution is
envisioned to supervise, monitor, and train the respective lower-level institutions
beneath them. In the same way, lower-level health institutions act as referral services

for ensuring optimum care (UNDP, 2013).

Effective health service delivery remains an enduring challenge in Nepal due to the
separation of individuals into different socio-economic groups and geographical areas
(Garha, 2016). Many people in the rural areas of Nepal walk between one to four hours
to reach a local health post (S. R. Adhikari, 2013). The challenging topography and
distance are the principal hindrances for most individuals seeking prompt and timely
care in rural Nepal (Garha, 2016). Records show that about 80% of the population in
Nepal lives in rural areas, and only about 28% of them have comparatively easy
access to a medical facility (R. Paudel, Upadhyaya, & Pahari, 2012). Health, education,
employment, and transportation facilities are cited as major indicators of quality of life.
The lack of these services pushes Nepalese communities to resort to internal or

international migration.

Human resources in the medical sector in Nepal are minimal, with an approximate
proportion of 0.3 doctors and one nurse per 1000 patients, which is far lower than
WHO requirements of 1 doctor and 1.7 nurses per 1000 population (Garha, 2016).
Even with government funding, patients are compelled to make out-of-pocket payments
for essential health services (Adhikari, 2013). Nonetheless, the government is gradually
expanding the national medical insurance programme it introduced for its citizens in
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2016. This programme is regarded as an opportunity for every Nepalese to access
available health services, given that poverty is the dominant social determinant for poor

health (Ranabhat et al., 2019).

Technology development and its adoption as an alternative to the conventional health
delivery system are exciting processes taking place globally. The increasingly common
use of technological tools and services has provided people with immediate access to

information that can help them improve their general health and well-being.

Nepal incorporated modern information technology in its health sector in 2004.
HealthNet Nepal, a non-profit organisation, was introduced in 2004 in collaboration with
the private sector and the Apollo Hospital in India to serve the community by providing
affordable health services (MoHP, 2017). Similarly, in 2006, a wireless connection was
set to connect rural health clinics to regional hospitals in Pokhara. Later, in 2010, the
Ministry of Health (MoH) initiated an online conferencing and hotline service called
“Hello-Health” that connected Patan Hospital in Kathmandu with 16 district hospitals.

The programme had a dial-in facility for support to service providers at the district level.

In 2017, Nepal launched a National e-Health Strategy to provide accessible information
through information and communications technology (ICT) and for all the routine health
information to be stored in a central database (MoH, 2017). The e-Health facility was
initiated to deliver equitable and high-quality healthcare services to enable every
Nepalese to enjoy a productive and quality life. It was intended to harness the potential
of ICT to improve health services and health governance and management on a
nationwide scale. Likewise, it was expected to improve planning, managing, and
supporting public health and clinical interventions by improving information and
supporting evidence-based health measures. The figure below shows the conceptual

framework for the practical function of the e-Health initiative in Nepal.
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2.6 HIV epidemic in Nepal

Global HIV epidemic in brief

HIV continues to be a serious public health threat globally since the first case was
detected in 1981. An estimated 37.7 million people are currently living with HIV, often
abbreviated as PLHIV, globally (UNAIDS, 2021b). About 1.5 million new infections and
680,000 AIDS-related deaths occurred in the same year. Globally, approximately 84%
of PLHIV know their HIV status, 73% are receiving Antiretroviral Therapy (ART) and
66% were virally suppressed by the end of 2020 (UNAIDS, 2021a). About 5.6 million

PLHIV reside in the Asia-Pacific region, where only about 78% of PLHIV know their
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status, 64% of them are receiving ART, and 61% are virally suppressed (UNAIDS,
2021a). In Nepal, about 83% of PLHIV know their status, 82% of people who know
their status are on treatment and 31% of PLHIV who are on treatment are virally

suppressed (NCASC, 2021)
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In South Asia, India is home to an estimated population of 2.3 million PLHIV, with a
prevalence rate of 0.2% among the adult population aged 15 to 49 (NACO, 2019;
UNAIDS, 2020a). Nepal comes second, where an estimated 30,000 PLHIV reside with
a 0.1% prevalence rate among adult populations between 15 and 49 years (CIA, 2021;
NCASC, 2020). The neighbouring country of Afghanistan has a 0.04% prevalence rate
with 11,000 PLHIV, while Pakistan has a rate of 0.12% with around 25,000 PLHIV. Sri
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Lanka has less than 0.1%, with around 3,600 PLHIV living in the country(UNAIDS,
2020). Nepal and India have an open borders, and labour migration is common in both
countries across the shared borders. Open borders and labour migration to India have
been reported as major causes of HIV in Nepal (Khanal & Karkee, 2012; Bam et al.,
2013; Mukharjee & Mail, 2014). The pool of PLHIV in India, with a high HIV prevalence
rate (1.6%) in an estimated population of 657,800 female sex workers (UNAIDS, 2020),
has been cited as a challenge to the HIV epidemic response in Nepal (NCASC, 2018;

Khanal & Karkee, 2012, Mukharjee & Mail, 2014; Bam et al., 2013).

HIV epidemic in Nepal

The first case of HIV was reported in Nepal in 1988 (Khanal & Karkee, 2012; UNAIDS,
2018; NCASC, 2018). Subsequently, the trend for the epidemic kept increasing until
around the year 2010; however, rates have decreased at present (Poudel et al., 2016).
Currently, an estimated 30,000 PLHIV and HIV prevalence among adults between 15-
49 is estimated to be 0.1% in Nepal (CIA, 2021; NCASC, 2020; UNAIDS, 2020).
Among this estimated population, about 78% of PLHIV in Nepal know their HIV status
and 81% who know their HIV status have been enrolled for ARV treatment, and 86%
who enrolled in treatment have suppressed viral load (UNAIDS, 2020). Unprotected
sex with multiple partners is the major cause of HIV transmission globally, accounting

for more than 80% of HIV transmission in Nepal (NCASC, 2020; UNAIDS, 2018)

Some communities such as female and male sex workers (F/IMSWs) and their clients,
men who have sex with men (MSMs), transgender people (TGs), injecting drug users
(IDUs), and migrant workers and their spouses are at higher risk of HIV due to their
sexual practices (UNAIDS, 2018). An estimated population of FSWs (67, 000), MSM
(60, 300), TG (21, 500), and IDUs (30, 900) in Nepal (UNAIDS, 2020) and in more than
4 million male migrant workers and their spouses are vulnerable to HIV in Nepal
(Simkhada, Regmi, Van Teijlingen, & Aryal, 2017; ILO, 2020; Bhattrai et al., 2020). The

prevalence of HIV is variable in these groups in Nepal. Nepalese male migrant workers
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have the lowest HIV prevalence (0.4%) followed by FSWs (4.2%), MSMs (5%), IDUs
(8.8%), and TGs (8.5%) (NCASC, 2021). However, the high number of Nepalese male
migrant workers as a percentage of the general population means they comparably
represent the biggest pool of PLHIV in Nepal and pose an ongoing risk to themselves

and their families.

The HIV epidemic varies in different geographical and administrative regions in Nepal.
The concentration of critical populations such as sex workers and their clients, IDUs,
and return migrants in big cities and particular regions may be the cause of this
variance (NCASC, 2018). Unprotected casual and commercial sex and the sharing of
unclean needles by IDUs were the principal drivers of the HIV epidemic in cities and
regions adjoining highways. Whereas labour migration, especially to some regions in
India and other countries, is the primary risk factor in many regions of Nepal, given the

increase in HIV cases alongside an increased volume in labour migration (Aryal, 2017).

HIV prevalence in Nepal is a gendered phenomenon, with about two-thirds (66.5%) of
the infected population being male (NCASC, 2018). This prevalence is most likely a
consequence of the increase in labour migration or the inadequate investigation of HIV
infection among females. However, HIV prevalence among women in the general
population has been growing since international labour migration increased after 2001,
and this is likely linked to an increase in extramarital relations during the separation
period of migrant workers from their spouses, or women being infected by their

husbands upon their return to Nepal (Aryal, 2017a)

2.7 Labour migration from Nepal and HIV risk

Migration and health have a dynamic and complex correlation, given that migration can
increase health risks such as HIV due to various determinants such as socio-

demographic contexts, awareness levels, lifestyles, sexual practices, and levels of
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access to affordable healthcare (Behera & Intarak, 2018; IOM, 2020). Migration and
HIV are two different phenomena; however, they are interrelated for many reasons.
Whether internal or international migration, labour migrants usually separate from their
spouses or regular sex partners to earn a higher living and for financial status
improvement (A. Ghimire et al., 2011). Migrant workers are more vulnerable to HIV due
to determinants such as being at a sexually active age, their separation from family or
spouse, better access to money, workplace and accommodation-related influences,
and alcohol or substance use, often accompanied by their inadequate knowledge and

understanding of sexually transmitted diseases or STDs (Weine & Kashuba, 2012).

Migrant workers are more likely to fall into 3D jobs, and discriminatory laws in many
host countries make the workers more vulnerable to labour exploitation and sexual
abuse (Adhikary, Sheppard, Keen, & Van Teijlingen, 2018). On the other hand, the
biological need for sex at their age, the workers’ access to additional money, and the
primal instinct that causes them to get excited with new sexual experiences might lead
them to engage in casual sex that is usually unprotected as a result of their ignorance
of STDs and HIV, limited access to condoms, and substance use (Anglewicz, 2012;
Yang, Derlega, & Luo, 2007). Thus, migrant workers are identified as vulnerable to HIV

due to these individual and contextual factors (UNAIDS, 2014).

Having a single sexual partner and consistent condom use in each sexual encounter
can help halt HIV transmission. However, the preference for having multiple sex
partners for Nepalese migrant workers is cited as high, whereas the use of the
protective measure, such as condom use, is low (Bam et al., 2013; Dahal et al., 2014;
Khanal & Karkee, 2012; Mukherjee & Mail, 2014). For instance, a previous study
recorded that about 85% of Nepalese male migrant workers engage in casual sex in
India, and of those, 33% have taken part in unprotected sex (Bam et al., 2013).
Furthermore, the prohibition of sex work in Nepal and the desire to feel the thrill in red-

light areas (supported by peer influence and alcohol use) were cited as the factors
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influencing Nepalese migrants in India to patronise prostitution and engage in casual
sex. Finally, misconceptions that condoms reduce sexual pleasure and that a healthy-
looking partner cannot be HIV infected were cited as the factors for inconsistency in

condom use (Bam et al., 2013).

A similar study from Dahal et al. (2014) conducted among returned male migrant
workers from 20 countries, not including India, showed that 49% were involved in sex
whilst overseas, with paid or unpaid partners. About 37% reported inconsistent condom
use, and 2% admitted to never using a condom. Legal and cultural complications to
obtaining a condom, and embarrassment and fear of purchasing and carrying a
condom all the time, are the primary factors cited for low condom use among migrant
workers (Dahal et al., 2014). The research further specified that mixed gender
workplaces and accommodations and extended stays abroad had increased the

prevalence of casual sexual relations, increasing the probability of poor condom use.

Commercial sex workers or casual sex partners are available in many destination
countries (Bam et al., 2013; Dahal et al., 2014). For instance, in many Indian cities,
prostitution is cheap and readily available for soliciting. Many Indian sex workers have
low social status, are poor, and are less likely to negotiate and insist on condom use
(Bam et al., 2013). Similarly, in Malaysia, one of the significant destinations for
Nepalese migrant workers and where commercial sex work continues to thrive, HIV
infection among sex workers was estimated at 6.3% in 2019 (UNAIDS, 2020). The
Malaysian Ministry of Health estimated that 17% of FSWs in Kuala Lumpur and 11% of
FSWs in Penang are HIV positive. These are alarming statistics, given that the cities
mentioned above are the two main destinations for Nepalese migrant workers in

Malaysia (Ngadiman, Suleiman, & Chandrasekaran, 2016).

The low perceived risk of contracting the disease due to risky sexual behaviour is cited
as an influencing factor encouraging Nepalese male migrant workers to engage in
unprotected sex (Khanal & Karkee, 2012; Mukherjee & Mail, 2014; Poudel et al., 2004).
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Misconceptions such as the belief that condom use reduces the sexual pleasure and
that selecting a healthy-looking partner can prevent HIV infection are high among the
group (Bam et al., 2013; Khanal & Karkee, 2012; Poudel et al., 2004; Wasti, Simkhada,
Randall, & van Teijlingen, 2009). Poor education further plays a pivotal role as many
male Nepalese migrant workers possess insufficient knowledge or have
misconceptions about modes of HIV transmission and the means of preventing HIV
(Joshi et al., 2014). Thus, increasing the knowledge of male Nepalese migrant workers
about HIV, its modes of transmission, and prevention methods are vital if the chain of

HIV transmission is to be broken.

2.8 Global HIV prevention strategies and models in the past 40
years

Human Immunodeficiency Virus (HIV) has been a public health challenge since first

detected in 1981 (Merson, O'Malley, Serwadda, & Apisuk, 2008). HIV quickly became

a global public health threat because of its association with human sexual behaviour

(Merson, O'Malley, Serwadda, & Apisuk, 2008). HIV had already been declared to be

an epidemic by 1985.

The World Health Organization (WHO) and the US Department of Health and Human
Services hosted the first international AIDS conference in 1985 to exchange research
and progress on HIV/AIDS responses (Lalonde, Wolvaardt, Webb, & Tournas-Hardt,
2007). In 1987, WHO introduced the first program targeting the HIV epidemic, the
Global Programme on AIDS (GPA) (Merson et al., 2008). The program ended in 1996
and was replaced by the Joint United Nations Programme on HIV/AIDS (UNAIDS),

which works as a UN arm to fight the HIV epidemic (Merson et al., 2008).

The International AIDS Society (IAS), formed in 1988, was an association of
professionals working to fight HIV in the early days of the epidemic (Merson et al.,
2008). This has been expanded to become the largest association of professionals
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working on HIV, with members from more than 180 countries who research, advocate

and drive urgent action to reduce the global impact of HIV.

The UN declared Millennium Development Goals (MDGs) in 2000, including an
ambitious goal to conquer HIV/AIDS by 2015 (Coovadia & Hadigham, 2005). All UN
member counties, including Nepal, ratified the statement and encompassed its spirit in
HIV interventions (Coovadia, & Hadingham, 2005). Further, International Labour
Organizations (ILO) launched the ‘ILO Code of Practice on HIV/AIDS and the World of
Work 2001’ that emphasised zero discrimination against PLHIV, no pre-work HIV
screening and no discrimination against PLHIV at work (Leipziger, 2010). However, in
most countries, including New Zealand, an HIV-negative status is mandatory for
migrant workers. This requirement has negatively impacted migrant PLHIV’s rights to
financial independence and purchasing capacity and has increased family and social

discrimination.

The eight wealthiest countries, known as the Group of Eight (G8), initiated the Global
Fund (GF) to fight against AIDS, tuberculosis, and malaria in 2002 (Beyrer et al., 2016).
The GF also focused on the MDGs of combating these diseases through a public-
private partnership. As a result, the GF has made a significant and sustainable
contribution to reducing infection, illness and deaths from HIV/AIDS, malaria and
tuberculosis (Maciocco & Stefanini, 2007). Moreover, it is a significant donor in more
than 140 developing countries, including Nepal, to fight against the HIV epidemic

(Beyrer et al., 2016; Seale, Bains, & Avrett, 2010).

The GF emphasised its commitment to community participation with a mandatory
clause of collaboration with the targeted community and their participation to be eligible
for funding (Brugha et al., 2004). The GF donates through a country coordinating
mechanism (CCM) comprising government representatives, private sectors, technical
partners, civil society, and targeted community members, including PLHIV and at-risk

communities such as MSM and FSW IDUs, MSW, TG, and migrant workers. This
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provision has maximised marginalised PLHIV and other high-risk communities’
participation in the GF funded program, which is crucial for the maximum application of

the fund to support the communities’ empowerment and well-being (Putzel, 2004).

The world moved from MDGs to the Sustainable Development Goals (SDGSs) era in
2016 (Harries et al., 2016). MDGs had targeted the achievement of universal access to
treatment for HIV/AIDS and controlling HIV spread by 2015. However, at the end of the
MDG era, there were still an estimated 2.1 million new HIV infections worldwide, a total
of 36.7 million people living with HIV/AIDS, and 1.1 million deaths (UNAIDS, 2016).
MDG could not achieve its goal because of the multiple structural and legal barriers in
many countries. For example, same-sex acts, sex work, and injection drug use were
illegal in many countries (UNAIDS, 2014). These barriers made it difficult for key

populations to access HIV services.

SDGs included a highly ambitious target of ending the HIV/AIDS epidemic by 2030
(UN, 2015). SDG targets specified that by 2020, 90% of individuals living with HIV
would know their HIV status, 90% of people with a diagnosed HIV infection would
receive sustained antiretroviral therapy (ART), and 90% of those on ART would be
virally suppressed, ending the HIV epidemic by 2030. However, the targets have not

yet been achieved.

2.8.1 HIV prevention models

Multiple HIV prevention models have been exercised in the forty years of the HIV
epidemic. There are four main HIV prevention strategies or models in practice: the
behaviour change model, the biomedical model, the structural approach, and the

combination model for HIV prevention. Each has its strengths and limitations.

The behaviour change approach for HIV prevention
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The first HIV prevention model was the behaviour change model developed in the
1980s, the early stage of the HIV epidemic (UNAIDS, 1999). This model for HIV
prevention was targeted to change sexual behaviours, given that sexual practices had,
at that time, been identified as the primary cause of HIV transmission. ABC
(Abstinence, Be faithful, use Condom) was the first behaviour change model
implemented in Sub-Saharan Africa to prevent a growing HIV transmission through
sexual practices (UNAIDS, 2010). The model was restrictive and moralistic,
encouraging people to avoid extramarital sex. Traditional health education, deploying a
behaviour change perspective, underpinned the ABC model to teach people what they
should or should not do to support HIV prevention (UNAIDS, 1999). The model
targeted individual-level advocacy for education, counselling, testing, and motivation to

encourage safer sex (Sumartojo, 2000).

The behaviour change model also focused on persuading and supporting individuals
for consistent safer sex practices for HIV prevention (UNAIDS, 1999). The model
targeted improving knowledge and condom-negotiation skills and encouraged people in
high HIV risk communities to follow Pre-Exposure Prophylaxis (PrEP) (Hergenrather,
Emmanuel, Durant, & Rhodes, 2016; Nugroho, Erasmus, Zomer, Wu, & Richardus,
2017). The underpinning notion of the behaviour change model was that knowledge of
the positive and negative aspects of our behaviour assists people in adopting healthy
behaviours to avoid potential risks (Hergenrather et al., 2016). The behaviour change
model is often cited as one of the most effective measures to prevent HIV by reducing
HIV risk behaviour and encouraging the use of available health services (Coates,
Richter, & Caceres, 2008). However, many scholars criticise the model for focusing on
individuals while overlooking contextual impacts of an individual’'s or community’s

beliefs and practices (Traube, Holloway, & Smith, 2011).

Despite some important achievements, the model did not produce the hoped-for

outcomes. Such an approach normally requires multiple years of interventions, with the
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associated higher chances of discontinuation due to insufficient funding and the
dedication of service providers and consumers (UNAIDS, 2016). Further, the multi-year
approach was seen to create and compound gaps in HIV-prevention knowledge among
participants. For instance, after a multi-year effort, only 36% of young men and 30% of
young women could identify ways to prevent the sexual transmission of HIV (UNAIDS,
2016). Many traditional societies found it challenging to interact with this subject due to

the stigma related to HIV and sexual behaviours in society.

Biomedical approach to HIV prevention

The biomedical model of HIV prevention is a direct approach primarily using a medical
methodology to halt HIV. This contrasts with the behaviour change approach that
encouraged safer sex practices and a structural approach - working at a policy level
(Kippax & Stephenson, 2012). The biomedical model emphasises the use of ART to
extend the lives of PLHIV and male circumcision and Pre-exposure Prophylaxis (PrEP)
as strategies to halt HIV. The approach has been a useful HIV prevention model and
has a significant role in controlling HIV transmission. In particular, the development and
use of ART to expand the lifespan of PLHIV and considerable success in HIV
prevention were among its achievements. Unfortunately, the approach has limitations,
including a lack of universal access to available medical facilities, costly treatment and
care, and the need for patience on participants to continue their ongoing medication

schedules (Cassell, Holtz, Wolfe, Hahn, & Prybylski, 2014).

The biomedical approach to HIV prevention declares HIV to be an infection that can be
controlled through medical treatment, but this undermines the epidemic's complex
social and behavioural factors. For instance, rectal microbicide treatment was a highly
advocated biomedical approach, but it remains unproven and, in any case, is poorly
used among MSM. Male circumcision was helpful in reducing HIV transmission in
heterosexuals, but it remained less effective among MSM (Beyrer, 2010). Further,
PrEP among a high-risk group was found to be less effective than the habit of condom
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use for STIs and HIV prevention (Grant et al., 2010; Kippax & Stephension, 2012).
PrEP is also expensive to implement, and target population attraction is low due to

HIV-related stigma and societal discrimination (Zablotska et al., 2016).

The structural approach to HIV prevention

Structural intervention refers to health promotion and HIV prevention strategies which
alter the context within which health outcomes are produced or reproduced
(Blankenship, Friedman, Dworkin, & Mantell, 2006). It focuses on underlying
determinants of health, including the social, cultural and economic contexts and
policies which make an individual or group vulnerable to HIV. These determinants are
regarded as crucial, given that 90% of HIV prevalence in developing countries reflects
the strong relationship between the social determinants of health and HIV (Gupta,
Parkhurst, Ogden, Aggleton, & Mahal, 2008). For instance, social and legal restrictions
about same-sex relations and premarital or extramarital sexual relationships in many
countries, including Nepal, discourage people from accessing HIV-related information
or using condoms. The structural approach focuses on programs to change the
contemporary structural barriers to deliver ready access to necessary information and
services, including condom use (Gupta et al., 2008). The structural approach is much
more challenging to implement because of the need to address deep-rooted socio-
economic issues, including poverty, gender inequality, social marginalisation, stigma,

and the formation or reformation of laws and policies (Beyrer, 2010).

Combination model for HIV prevention

The combination model for HIV prevention is a comprehensive HIV prevention
approach that combines behavioural, biomedical, and structural interventions (Dehne
et al., 2016). The gaps in earlier HIV prevention models that targeted particular aspects
of the disease gave rise to the combination approach in order to address the complex

nature of the HIV epidemic in different regions and societies (Aggleton & Parker, 2015;
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Beyrer, 2010). For example, although behavioural intervention successfully reduces
HIV risk behaviour, biomedical intervention is equally vital to protect the lives of PLHIV
and to prevent HIV transmission among the at-risk population through PrEP. The
structural approach is also vital to reducing vulnerability to HIV infection and improving
health determinants. The combination methodology draws these disparate methods
together to promote a holistic approach to addressing the HIV epidemic (Rotheram-

Borus, Swendeman, & Chovnick, 2009).

UNAIDS introduced the combination approach in 2009, integrating behavioural,
biomedical, and structural intervention models. Evidence suggested that the
combination approach, targeted at individual levels, is more effective in HIV prevention.
For example, a study in South Africa indicated that the use of PrEP, together with test
and treatment programs, contributed to reducing HIV transmission among sex workers
and their clients by 40% over ten years (Bekker, Johnson, Cowan, Overs, Besada,
Hillier, & Cates Jr., 2015). However, the combination approach demands close
collaboration between administrations and local communities and needs considerable
investment. This is a significant barrier to achieving HIV-prevention goals in developing

countries like Nepal, which rely on international funding (UNAIDS, 2016).

2.9 Theresponse of Nepal to the HIV epidemic

The prevention of HIV has been one of the serious public health challenges Nepal has
faced since the detection of the virus in the 1980s. Prevention, treatment, and care are
the three powerful strategies that have been deployed in the fight against the HIV
epidemic. The Sustainable Development Goals (SDGs) initiated by UNAIDS identified
17 goals in different sectors, including ending the HIV epidemic by 2030. Nepal, a
signatory nation, has been working towards ending the HIV epidemic within its borders

by 2030.
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The National HIV Strategic Plan

Nepal is currently executing the National HIV Strategic Plan (NHSP) 2016-2021 to end
the HIV epidemic by 2030. The NHSP aimed at 90-90-90 in HIV testing, ART
enrollment, and viral load suppression by 2020 (NCASC, 2017). The initiative provided
a space for the involvement of the critically important population segment — the youth. It
emphasises the importance of collaboration to identify gaps and address the needs
identified in the new strategic plan. Youth-led social media movements such as
“Live2LUV in Nepal” was initiated to contribute to the goal of 90% by increasing
knowledge, skills and competencies to protect Nepalese youth from HIV and other
STDs. The NHSP has admitted the central role of the community in the national HIV
response and highlighted the concept of public-private partnerships, including
collaboration between government agencies and civil society and task-sharing between

health workers and trained laypersons from the targeted population.

Mechanisms to deal with HIV

The Constitution of Nepal 2015 guaranteed the fundamental rights to health care of
every citizen, including the right to acquire health information and equal access to
health care. Additionally, the constitution assigned the National Human Rights
Commission (NHRC) to respond to complaints of HIV-related discrimination as with
other forms of discrimination. The National Centre for AIDS and STD Control (NCASC),
the National AIDS Council (NAC), the National AIDS Coordination Committee (NACC),
and several regional and district level coordination committees were formed to address
HIV issues at different levels in Nepal (NCASC, 2013; UNAIDS, 2018). Nepal has also
adopted a comprehensive reproductive healthcare framework, and STDs, including
HIV/AIDS, are integrated into the reproductive health services package. Nepal has also
included reproductive health, STDs and HIV in its school curriculum to make the

coming generation aware of HIV and other STDs.
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NCASC, established in 1987, is the leading government agency for preventing and
controlling sexually transmitted diseases and HIV/AIDS in Nepal (NCASC, 2013). The
first national policy for HIV control, launched in 1995, was the first systematic approach
to address the increase in HIV cases after the mid-1990s. The national HIV/AIDS
Strategy 2002-2006, implemented in 2001, was the second significant effort to control
the growing number of HIV cases in Nepal (NCASC, 2013; UNAIDS, 2018). In 2004,
Nepal introduced ART, designed to gradually expand to the regional, zonal, and district
hospitals (NCASC, 2013; UNAIDS, 2018). In 2020 there were 78 ART service centres

providing aid in Nepal (NCASC, 2020).

Achievements

In comparison to many countries, the HIV prevalence rate in Nepal is under control.
However, Nepal needs to redouble its efforts to achieve the goal of NHSC 2016-21 and
the UN development goal of ending the HIV epidemic by 2030. The achievements of
the last HIV strategic plan 2011-16 were limited. For instance, only about 56% (222,
67) of estimated PLHIV known their HIV status in 2015, and, of those, only about 50%
(11,922) were receiving ART. Only about 50% (5,359) of people receiving ART had
viral load suppression (NCASC, 2017a). HIV testing, which is regarded as the key to
other achievements, was only 43.8% among MSM, 67.8% in MSW, 56% in FSWs,
27.9% in IDUs, and 4.1% among male migrants (NSASC, 2016). However, some
progress was seen as an estimated 78% of the PLHIV population know their HIV
status, and 81% of these are enrolled in treatment. 86% of these people have been
virally suppressed in Nepal in 2020 (UNAIDS, 2021). However, this is significantly

below the NHSP's original target of 90-90-90 by 2020.

The low HIV testing rates among Nepalese male migrant workers may have resulted
from their absence from the country and the insufficiency of incentives for increasing
awareness and encouraging migrant workers to undergo an HIV test. Besides, these

services are limited to higher-risk groups such as MSM, MSW, FSW, and IDUs living in
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the major cities. As a result, there is a lack of focus and reach, particularly for returning
migrants and their families living in remote areas (UNAIDS, 2018; NCASC, 2013).
Moreover, PLHIV living in remote rural areas do not have easy access to testing and

are unaware of ART or find it challenging to access ART physically and financially.

2.10 Conclusion

This chapter provided a brief introduction to the geographical, political, social, and
economic characteristics of Nepal. It discussed the HIV epidemic in the country and
provided a brief global and regional context for the study. It further explained the
response of the Nepalese Government to address the HIV epidemic at different levels.
Later sections focused on the health development status and the health delivery
system in the country, the history and trends in labour migration, and the government
response to regulate labour migration. Finally, the chapter briefly explored labour
migration from Nepal and its relation to HIV. To summarise, this chapter provided a

brief overview of the research context and background.
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Chapter 3

Health promotion, HIV prevention and Nepalese male migrant

workers: A narrative review

3.1 Introduction

Aim of the chapter:

This chapter provides a selective narrative review of health promotion and HIV
prevention strategies and the scope of Internet-based health promotion and HIV
prevention in the digital age, focusing on strategies to address the challenges faced by
Nepalese migrant workers. The review has been sourced from published, peer-
reviewed papers and institutional reports, governmental or organisational documents
and presented as a narrative review. A narrative review of social science research
collects information on a specific topic and synthesises it to provide a coherent
interpretation of the major themes and highlight the main issues, trends, complexities
and controversies (Jesson, Matheson, & Lacey, 2011). Typically, a narrative review
studies the state of knowledge in a specific subject area and offers a comprehensive
background for understanding the topic (Efron & Ravid, 2018). The approach is used to
critically explore health promotion theories and interventions and investigate previous

studies and methods that have deployed them (Efron & Ravid, 2018).

Process:

The literature was collected using keyword searching of a wide range of databases and
publications. BioMed, EBSCOhost, ProQuest, Bio Med Central, Google Scholar and

similar relevant databases were used to identify sources using the following keywords:

“Health promotion”, “HIV prevention”, “Migrant Workers”, “sexual behaviour”, “digital

[ T] ” W

age’, “Internet-based”, “Nepalese male migrant workers”. The key terms were used
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separately or in combination using Boolean operators such as “AND”, “OR”, and
“NOT”. The literature review focused on publications between 1980 to 2022, since the
1980s saw the beginning of current health promotion trends, the prosumer theoretical
perspective, and the global HIV epidemic. One hundred fifty-seven literature sources
were selected for the review based on their relation to the research topic. The literature
review mainly focuses on peer-reviewed papers; however, books, media articles,
conference papers and reports from government and other institutions were also
included for their relevance. Among them, 104 were peer-review papers, research
related chapters from 25 books, 15 government or NGO reports, and the remaining
were conference papers and others. Due to limited research on HIV among Nepalese
male migrant workers, only 30 literature souces were found for their focus on HIV in

Nepal or Nepalese male migrant workers

The available literature was critically studied to understand the context and trends in
health promotion and HIV prevention and their impact on Nepalese male migrant
workers. The study yielded the following key themes: 3.2. Health promotion in the past
and present centuries; 3.3. Health promotion in Nepal; 3.4 Major challenges for health
promotion in the 21% century; 3.5. Health promotion in the digital age; 3.6. Internet,
digital technologies and prosumers of health promotion; 3.7. The scope and barrier of
the internet and digital technologies used in HIV prevention; 3.8. The scope and barrier
of the internet and digital technology-based HIV prevention in Nepal 3.9. Conclusion on

the chapter.
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3.2 Health promotion in the past and present centuries

The broadly-accepted definition of health promotion is “the process of enabling people
to increase control over their health and its determinants through health literacy efforts
and multisectoral action to increase healthy behaviours” (WHO, 2018, p.1). Health
promotion generally includes activities targeted to the community or people at
increased risk of adverse health outcomes. According to WHO, health promotion
targets a range of health and health behaviour-related issues such as obesity, diet and
physical exercise, mental health, drug and alcohol abuse, tobacco use, sexual health,

and HIV prevention (WHO, 2018).

Health promotion is a relatively new term that emerged in the 1980s as a separate
entity from public health to emphasise broader community and individual determinants
of health (Berridge, 2010; MacDougall, 2007). However, it was in practice an integral
part of society and public health for centuries. The preventive, promotive and curative
approaches to health can be traced to ancient civilisations, from ancient Greece to
western civilisation (Tountas, 2009). As far back as 400 BC, the Greeks acknowledged
the influence of the physical and social environment on human health and established
this as a field of study (Tountas, 2009). In the South-East Asian region, including
Nepal, Ayurveda has been practised to prevent, treat, and cure health issues as a part
of Hinduism since Ancient Vedic times dating around 6000 BC (Narayanaswamy,
1981). The following section briefly traces the historical development of public health

and health promotion policies and programs.

3.2.1. Historical development of health promotion

Health promotion continues to all under the broader umbrella of public health, defined
as “the art and science of preventing diseases, prolonging life and promoting health
through the organised efforts of society” (WHO, 1998, p.3). Public health also relates to

an individual’'s health issues and determinants that vary over time and place (Fielding,
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1999). The New Zealand Ministry of Health (MoH) describes public health as improving
community health and population health by using proven health promotion and health

protection strategies (MoHNZ, 2016)

Current understandings of modern public health arose from increased industrialisation,
resulting in increased urban populations, environmental pollution, and a lack of proper
waste management/sanitation, contributing to the increase of health-related problems
in the 19" century (Mold & Berridge, 2013). One of the early contributors to public
health challenges was the lack of adequate sanitation, including clean drinking water
and appropriate treatment and disposal of human excreta and sewage (Mold &
Berridge, 2013). Towards the end of the 19" century, public health focused on
understanding the causes of health problems (including those caused by lack of
sanitation) and finding control measures. This led to an emphasis on hygiene as an

evolving area of intervention (Mold & Berridge, 2013; Worboys, 2000).

At the beginning of the 20th century, underpinned by various ideologies, those working
in public health became interested in social hygiene. Social hygiene included genetic
influences on health, and people with mental illness, disabilities, or chronic diseases
were regarded as socially unhygienic (Bashford & Levine, 2010). It is important to note
that the focus on ideas of social hygiene has not always been positive. The eugenics
movement arising, in part, from this focus has been taken to a shocking extreme with
instances of targeted actions aimed at the destruction of particular groups of people.
The deliberate and systematic mass murder of racial and ethnic groups in Germany

during World War 1l is just one horrific example (Bashford & Levin, 2010).

In the second quarter of the 20th century, the public health emphasis shifted again to
social medicine. This initiated studying and addressing underlying determinants of
health problems, including housing, education, income, poverty, transport, and health
care facilities (Mold & Berridge, 2013; Rothstein, 2003). The underlying notions for

health promotion and prevention and controlling of health problems were determined to
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be favourable environment and social conditions. Health professionals inspired by
social medicine also collaborated with local communities to understand and act on the
social determinants of health as a basis for health promotion (Mold & Berridge, 2013).
In addition, in the second quarter of the 20th century, public health also focused on the
promotion of safe maternal and child health to develop a healthy society (Davies,

1988).

Between 1939 and 1945, World War Il brought massive changes to the global
economy, social relations and norms, individual life, living standards, family bonds, and
related health problems. At this time, family loss, mass migration, hunger,
dispossession, and discrimination also negatively impacted people's physical and
mental health and well-being (Kesternich, Siflinger, Smith, & Winter, 2014). Following
World War Il, there was a shift again in public health to focus on the negative health

impacts and diseases associated with adverse conditions in society.

In the 1950s, public health focused on massive disease prevention campaigns against
tuberculosis (TB), smallpox, polio, and malaria, as these preventable health issues
hindered the economic and social development of many countries (UNICEF, 1996).
The disease eradication programs corresponded with the breakthroughs made in
medical science in the third quarter of the 20th century regarding the prevention and
cure of diseases (Whitacre, Agarwal, & Moon, 2021). Billions of dollars were spent
researching and developing vaccines and medication for many health problems such
as tuberculosis, cancer, heart diseases, flu, polio, malaria, and smallpox. The
eradication projects were some of the most complex and costly initiatives in the history
of public health (Stepan, 2013; Whitacre et al., 2021). Researchers developed a range
of antibiotics, vaccinations, and other new medications and treatments, along with
ongoing improvements in sanitation, eradicated some diseases and reduced the

severity of others.
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3.2.2. Health promotion theories and models after the 1950s
Public health initiatives in the second half of the 20th century turned towards health
promation theories and models under a broader umbrella developed to explain human
health outcomes based on individual behaviours, socio-economic and ecological

aspects, or both (Baum, 2008).

Consequently, emerging health promotion theories after the 1950s centred on
changing health behaviours - a significant determinant of health - through a range of
strategies (Rippe, 2013). The Health Belief Model 1966 focused on psychological
aspects, such as human attitudes and beliefs, to predict and explain individual health
behaviour (Raingruber, 2016). The model posits that health messages targeting
perceived barriers, benefits, self-efficacy, and threats are required in order to achieve
optimal behaviour change (Jones et al., 2015). It was argued that people were more
likely to choose to follow preventive measures when they perceived themselves to be

at greater risk by continuing their current behaviour or situation.

Other scholars used Social Cognitive Theory 1989 to explain that if people had
adequate information about health issues, they would be encouraged to adopt
appropriate self-protective actions (Bandura, 1994). In a critique of these approaches,
other researchers argued that information or knowledge alone does not necessarily
alter health-impairing habits; they suggested specific self-motivation skills and self-
guidance were needed (Bandura, 1989). The social-cognitive approach to health
promotion posits observation, imitation, and positive reinforcement, including role
modelling, as the crucial strategy in shaping changes in health behaviour (Raingruber,

2014b).

The Transtheoretical Model 1997 was the next health promotion theory, and it was
based on the assumption that willingness or intention to adopt healthy behaviour is

essential; however, that willingness varies among individuals and over time
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(Prochaska, DiClemente, Velicer, & Rossi, 1992; Raingruber, 2016). For instance,
there is always variation in the strength of people's perceptions and decisions to start
and quit smoking, drinking, and other unhealthy habits. The transtheoretical model
emphasised and proposed motivational strategies and programs targeting individual

health behaviour change for positive reinforcement.

The Integrated Theory about effecting health behaviour change emphasises promoting
knowledge, increasing self-management skills and abilities, and improving social
facilities for health promotion (Ryan, 2009). It stresses that health literacy and a
supportive environment promote an individual’s ability to regulate knowledge and
beliefs as the key to health behaviour change. It was argued that supportive

environments would help motivate behavioural change in individuals (Laranjo, 2016).

In 1979, Socio-Ecological Theories emerged to explain human health related to the
social and ecological determinants of health, comprising family, community, culture,
and the physical environment (Raingruber, 2014; Stokols, 1996). Socio-ecological
theorists suggested that the surrounding environment, community norms, and values
were the determinants of health and healthy behaviour (Michie, West, Campbell,
Brown, & Gainforth, 2014; Stokols, 1996). Therefore, it suggests strategies to reassess
and address the socio-cultural norms and values that encourage unhealthy practices
as a basis for health promotion (Laranjo, 2016). For instance, an intervention based on
changing the social attitudes of stigma and discrimination against PLHIV would help
PLHIV to live a life free from discrimination. It would also support their economic

independence within society (Cornelius, Erekaha, Okundaye, & Sam-Agudu, 2018).

Health promotion theories and models are a significant part of addressing the multiple
health issues and related contexts. However, most health promotion theories are
criticised for focusing on either socio-ecological determinants or the health behaviour
change for health promotion. Some have even been criticised for failing to consider

basic health promotion principles (Bauer et al., 2003; Whitehead, 2004). For example,
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the socio-ecological theories focused on the contributing contexts for health promotion.
Still, they overlooked a critical examination of individual factors like age, education,
income, behaviour pattern, emotional well-being and inheritances, which are equally
crucial for health promotion (Stokols, 1996). On the other hand, most behavioural
change theories and models are criticised for being limited to individual behaviour,
overlooking the impact of the environment, socio-cultural and economic factors, and

policies and laws on health and healthy behaviour choice (Stokols, 1996).

A methodology which combines more than one theory and model may assist in filling
gaps in each and create a more holistic approach. For example, initiatives that include
individuals’ choices and the social determinants inclusive of family and surrounding
factors, national and international practices, policies, and advocacy could be equally
influential for individuals making decisions around their sexual practices (Asamoah &
Agardh, 2018). Earlier researchers cited individual factors such as age, marital status,
knowledge about safer sex practices, and the impact of factors such as the availability
of casual sex, access to condoms, and the social stigma surrounding casual sex on
individuals’ HIV risk sexual behaviour (Khanal & Karkee, 2012; Mukharjee & Mail
2014). Further, most health theories assume that humans make rational, conscious
choices (Roden, 2004) and emphasise this individual reasoning over the social
determinants of health (Stokols, 1996). Consequently, health promotion and HIV-
prevention interventions encompassing individual, social, and ecological determinants

may vyield more effective results.

3.2.3. Health Promotion after the 1970s

The Alma Ata Declaration of 1978 was a significant turning point in public health,
challenging the previous top-down approach to public health and emphasising
community participation as an essential strategy for health promotion. In 1986, the

Ottawa Charter for Health Promotion introduced health promotion as a distinct stream
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within public health. These two events were crucial in the evolution of health promotion

in the 21st century and are discussed briefly in this section.

The WHO Declaration of Alma Ata 1978 set a foundation for health promotion. The
Alma Ata Declaration recognised the importance of social determinants of health and
introduced them to the formulation of global health policy (Rifkin, 2018). Traditionally,
human health was linked to people’s access to health services and medical
intervention. However, after World War Il, a public health approach emphasised social
determinants such as poverty, hunger and mass displacements as significant
challenges to human health and well-being (Rifkin, 2018). The socio-economic impacts
of World War Il, and the great economic crisis of the 1970s, meant that the necessary
funding for the health and education sectors was not available (Easterly, 2003). This
increased individual and community responsibilities for the health and well-being of the
populace (WB, 1993). Against this backdrop, WHO developed the Alma Ata
Declaration, emphasising local community mobilisation, health equity, and fulfilling the

social and economic needs for health promotion (WHO, 2002)

The Declaration introduced a framework of Primary Health Care (PHC) as the practical,
scientific and socially-acceptable way for universal access to affordable health care
through local community participation (Rifkin, 2018; WHO, 1978). There was a greater
emphasis on socio-economic development and the active participation of communities
in health care and health promotion via health education (Cueto, 2004). The Alma Ata
Declaration proposed affordable health care, global peace, safe water, proper nutrition,
and family planning as fundamental priorities for health promotion (Raingruber, 2014).
Low-income countries, including Nepal, adopted the PHC to increase individual and
community’ responsibilities and roles in health and well-being to reduce the financial
burden of health for the government or state (Berridge, 2010). In this context, PHC
played an important role in improving local people’s understanding of health and living

standards and nutrition levels, and increasing their access to medical services. This
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approach significantly reduced mortality rates in developing countries, including Nepal

(Mold & Berridge, 2013).

Nepal introduced Primary Health Care (PHC) in the early 1980s to target health
promotion and disease control (Karkee & Jha, 2010). The National Health Policy 1991
aimed to extend PHC services to the local level by establishing district public health
services and hospitals in 75 districts; Primary Health Centres (PHCs) in 109 electoral
constituencies; Health Posts (HP) within five Village Development Committees (VDCs);
Sub-Health Posts (SHP) in each VDC; and introduced female community health
volunteers (FCHVs) and traditional birth attendants (TBAs) at ward level (MoHP, 1991).
Along with health care services, the PHCs are primary sites for preventive and
promotive services such as health education, nutrition, safe drinking water, family
planning and immunisation against major infectious diseases (Chand & Kharel, 2015;
Karkee & Jha, 2010). However, the introduction of these interventions was critiqued for
its deployment of traditional top-down approaches and its lack of public involvement
and collaboration, which are fundamentally crucial to empowering communities through
PHC approaches. This was compounded by the challenges of unstable political
systems, lack of decentralisation of specific health services, minimal programs for
community empowerment, and Nepal’s mountainous topography and sparse
settlements (Karkee & Jha, 2010). To ameliorate these challenges, user-friendly
internet and digital technology-based health information and services could be decisive

in health promotion strategies in Nepal.

Along with its emphasis on using local human resources to provide essential health
services, PHC also acknowledged the importance of the role of international agencies
in health promotion, prevention, treatment and care of many health issues (Mold &
Berridge, 2013). For instance, international agencies such as WHO and UNICEF have
contributed to infrastructure development, including technical support and human

resource development at the local level. In this regard, PHC for local contexts, but
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underpinned by international level collaboration and participation, has helped in
providing universally-accessible, readily-available and affordable health facilities at the

local level (Mold & Berridge, 2013).

The Alma Ata Declaration was also notable for its ambitious goal of ‘Health for All by
2000’, advocating a multidimensional health promotion approach (WHO, 1978).
However, this has still not been achieved in 2021. Many easily-preventable or curable
diseases and infections such as Tuberculosis, Malaria, Measles, HIV, Diarrhoea,
Typhoid and others continue to cause millions of deaths every year. (Lozano et al.,
2020). The failure to achieve this goal has been attributed to the inadequate response
to the underlying determinants of health, particularly poverty, gender inequality, and
inequity in the distribution of basic needs and health services, which has prevented
people from accessing a minimum level of health services and care (Fran Baum,

2008)(Baum, 2008).

The Ottawa Charter for Health Promotion 1986 was introduced to further support the
Alma Ata Declaration 1978, emphasising the individual and social determinants and
health inequities for health promotion (WHO, 1986). The Ottawa Charter introduced
health promotion as a separate branch of public health that emphasised capacity
building to control personal and community health (Kickbusch, 2012). The Charter
defined health promotion as “the process of enabling people to increase control over
and to improve their health” (WHO, 1986, 1998). It cited food, shelter, education,
income, peace of mind, and sustainable political and economic systems as the
determinants of health and put forth a range of social and environmental interventions
to understand the underlying causes of ill health and control over people’s health

(Raingruber 2014; WHO, 1986).

The fulfilment of basic needs, supportive environments and economic resources are
the bases for a healthy life (Raingruber, 2014). Collaboration among all stakeholders,

including local community members and institutions, government and other national
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and international agencies working in the area, contribute to developing a healthy

environment and producing healthy citizens (Tountas, 2009). Further, combined efforts
at multiple levels to address the social determinants of health, community participation,
reorientation of the health policy, health services and appropriate channels may assist

in reaching larger populations (McQueen, 2008).

WHO formed a Commission in 2005 to explore further the impact of social
determinants of health (Fran Baum, 2008; K. Lee et al., 2007). The Commission
defined the social determinants of health as the social conditions in which an individual
is born, grows, and works (WHO, 2008). Earlier researchers cited the disparities
related to the unequal distribution of natural and economic resources and available
health services as major social determinants of health (Baum, 2008). Addressing them

is the primary requirement for effective health promotion (Naidoo & Will, 2016).

The Commission further emphasised health equity, which WHO defined as a “fair
opportunity for everyone to attain their full health potential regardless of demographic,
social, economic or geographic strata" (WHO, 1998, p.7). Health inequity is closely-
related to the unequal distribution of resources and health services. The Commission
emphasised equal and equitable distribution, access, and use of resources for health

promotion (Fran Baum, 2008; Naidoo & Wills, 2016; Tountas, 2009).

3.2.4. Significance of Ottawa Charter for Health Promotion in
the 21st century

The Ottawa Charter for Health promotion 1986 was significant in bringing together key
concepts such as building healthy public health policy, creating a supportive
environment, strengthening community action, developing personal skills, and re-
orienting health care services for health promotion (Fry & Zask, 2017; WHO, 1986,
2009). The empirical evidence cited that a combined approach targeting broader health
aspects is more likely to deliver effective outcomes (Fry & Zask, 2017; Jackson et al.,

2006). There may be significant changes to the contexts, people, lifestyles and health
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issues since the charter was introduced in 1986. However, addressing the
determinants of health by deploying multi-level and multifaceted strategies has the
greatest potential to address the health issues of the 21st century (Fry & Zask, 2017;

Rifkin, 2018).

Intersectoral collaboration and inter-organisational partnerships to address multiple
social, economic, legal, and other contextual determinants of health were identified in
key strategies (Jackson et al., 2006). Moreover, the Ottawa Charter s community
participation in planning and decision-making as an integral approach to health
promotion and has been cited as an effective strategy for health promotion (Canadian
Society for International Health, 2004). Community participation is equally important in
HIV prevention, as many earlier researchers cited that youth-developed, youth-
delivered interventions are highly effective in HIV prevention (Conn, Nayar, Lubis,

Maibvisira, & Modderman, 2017; Lubis, 2018; Warren, 2007).

Health promotion interventions relevant to the local contexts are the basis for their
success (Jackson et al., 2006). Considering contextual differences such as social,
cultural, economic and political contexts is essential in the design of appropriate health
promotion interventions. Active community participation in planning, action and
decision-making may ensure the appropriateness of the intervention to the community
context (Fry & Zask, 2017; Jackson et al., 2006). The Active Healthy Kids Australia
(AHKA) program is an example of a community-owned program contributing to health
promation through collaborating with local schools, canteens, and food and beverage
industries (Fry & Zask, 2017). The program assisted families in enhancing their skills
and participation in physical activity. Colombia's Citizenship for Health Environment
project was another example of a collaboration among multiple sectors and
governments that encouraged community participation in capacity building for health
promotion at the local level (Hernandez-Rincén, Lamus-Lemus, Carratald-Munuera, &

Orozco-Beltran, 2017).
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3.3 Health promotion in Nepal

The South Asia Region, including Nepal, has a health system that evolved with a
mixture of cultures, rituals and civilisations (Narayanaswamy, 1981). Ayurveda, Tibetan
medicine, and faith healing have been practised in Nepal for centuries, and western
allopathic medicines were expanded after the 1950s (Shankar, Paudel, & Giri, 2006;
Subedi, 2003). These traditional health care practices are significant and are
extensively used as part of Nepalese culture because they are locally available, free of
cost, or at least cheaper than modern allopathic medicines. Western allopathic
medicine has asserted its dominance throughout the world, including in Nepal.
However, traditional health practices are still widely practised in rural Nepal, where

about 80% of Nepalese people reside (v Teijlingen et al., 2012).

As one of four Hindu scriptures developed around 5000-6000 BC Ayurveda is one of
the ancient medical practices for health promotion, treatment, and care in the Indian
subcontinent, including Nepal (Shankar et al., 2006; Subedi, 2003; Narayanaswamy,
1981). Ayurveda prescribes Yoga and locally available, cost-effective herbal solutions
to prevent and care of any health problems (Shankar et al., 2006). Ayurvedic health
practice is one of Nepal's most-followed health systems. Even today, many people in
Nepal still use locally-available herbs for many health problems before visiting doctors.
The government of Nepal continues to promote the Ayurvedic health system through

Ayurvedic schools, colleges and health centres in many parts of the country.

Tibetan medicine is another traditional health practice that is widespread in Nepal. It
describes sickness or health in terms of an individual’s perception (Shankar et al.,
2006). Tibetan medicine holds that the physical world, including the human body, is a
product of individual perception and that the mind directs the body towards either
sickness or health (Shankar et al., 2006). Tibetan medicine is an individualised

approach to health and uses multiple methods that mainly prescribe herbs and mineral-
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based formulas; advice on diet and lifestyle, mental and spiritual; and social and

environmental aspects to adopt (Bauer-Wu et al., 2014).

Faith healing is a widely-used, traditional healing practice in Nepal (Bania, 2014). Many
religions have faith healing practices, in which a healer usually prays to Gods or deities
rather than using any western allopathic medical methods (Gopichandran, 2015; D. B.

Sharma, Gupta, Saxena, Shah, & Singh, 2020)

Western allopathic medical practice is relatively new to Nepal, introduced in the 17th
Century by Christian missionaries. Vaccination against smallpox in the 1950s was the
first modern medicine-based intervention in Nepal (B. Marasini, 2020). However, some
Nepalese people stopped seeking smallpox vaccination because of the conflict with
traditional norms and practices, which caused multiple side effects (B. R. Marasini,
2003). Despite this, Western allopathic medicine expanded after the 1950s (Marasini,

2020; Shankar et al., 2006).

3.3.1. Modern western health promotion practices in Nepal

The General Health Plan 1965 introduced a modern health care system and health
promotion in Nepal (S. K. Rai, Rai, Hirai, Abe, & Ohno, 2001). The Health Plan initiated
a prevention and control of diseases based on the western allopathic system. Nepal
had previously established the Family Planning Program and Malaria Eradication
program in 1958 (Marasini, 2020). Following the implementation of the General Health
Plan in 1965, a Leprosy and Tuberculosis Eradication Program in 1966, and the
Smallpox Eradication Program in 1967 were other significant projects introducing

modern health systems for health promotion in Nepal (Marasini, 2020; Rai et al., 2001).

The National Health Policy (1991) set the foundation of current health promotion
approaches in Nepal (Rai et al., 2001). The first National Health Policy aimed to
establish one modern healthcare facility (a primary health centre or health post) in
Nepal’s 4000 village development committees or municipalities (Marasini, 2020). The
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policy further targeted reducing mortality rates by controlling the epidemic of infectious
disease. The National Health Education, Information and Communication Centre
(NHEICC) was established in 1993 to plan and implement health education and
promotion programs in Nepal (Karki, 2018). It focused on making health facilities
accessible to the general population and encouraging people to utilise the best health
services for productive, happy, and longer lives (Karki, 2018). The policy is the basis
for current health promotion in Nepal. However, critics argue that this has promoted a
medical approach to the policy rather than enabling people to control their health (S. R.

Sharma & Matheson, 2016).

The World Health Organisation (WHO) introduced the Sustainable Development Goals
(SGDs) in 2015 as the improved version of its Millennium Development Goals (MDGS),
which encompassed universal health coverage (UHC) as one of the objectives in
health (Pandey, 2018). The UHC aimed to ensure preventive, promotive, curative,
rehabilitative, and palliative care for every citizen regardless of their financial situation
at the time of accessing that care (Ranabhat et al., 2019). WHO promoted UHC as a
fundamental strategy for reducing health inequity and recommended that every citizen
should have access to Social Health Insurance (SHI) as an essential requirement for

achieving the goal (Pokharel & Silwal, 2018; WHO, 2015).

Nepal implements WHO programs and policies in its policy and intervention strategies
as a signatory nation, including the principles of UHC and SHI. Nepal has deemed SHI
as the principal strategy to achieve the goals of a UHC and introduced a health
insurance program in 2016 (Pokharel & Silwal, 2018). Poverty is the primary social
determinant for poor health globally, depriving people of health services (Ranabhat,
Subedi, & Karn, 2020). The program aimed to guarantee access to health services for
every Nepalese citizen. However, the premium charge for enrolment and ongoing
annual review has impacted enrolment and retention of the poor people in the program

(Ranabhat et al., 2020)
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3.3.2. Major challenges of health promotion in Nepal

Traditional health promotion perspectives passed down to new generations generally
bear hallmarks of a community’s ongoing cultural norms, values, and perceptions about
health and illness (Shrafritz & Ott, 1992). The perceptions of, and response to, health
and illness vary among cultures and societies (Kreuter & McClure, 2004). Cultural
factors are complex concepts that influence individual or community beliefs, health
behaviours, and the search for preventive and curative services (Wasti et al., 2011).
Consequently, health and illness may not be a physical condition alone. They also
reflect cultural perceptions, including matters of trust and choosing health services

(Subedi, 2003).

Many people in traditional societies, including Nepal, believe in a deity or supernatural
power, and they perceive iliness as either an invading supernatural power or the result
of moral disgrace and disobedience of a god (Bania, 2014). For example, many people
still consider leprosy a curse from God, and an infected person may face stigma and
discrimination in society (Kaehler, Adhikar, Raut, Marahatta, & Chapman, 2015). An
earlier study cited that many Nepalese perceive HIV infection as either a fate or a
matter of chance (Pokhrel, Regmi, & Piedade, 2008). They argue that polygamy or
multiple sex partners are practised in almost every society and that people who engage
in such multiple sexual relations do not necessarily get HIV (Pokhrel et al., 2008).
Further, traditional beliefs encourage people to follow traditional rituals rather than
adopt modern medicine to prevent, treat, and care of illnesses (Shankar et al., 2006).
The socio-cultural perceptions are challenging for health promotion in Nepal,
contributing to morbidity and mortality because of a lack of timely and appropriate

response to many readily preventable or curable health issues.

The quality of health facilities for health promotion is a serious challenge in developing
countries such as Nepal because of insufficient infrastructures, a lack of human

resources, and reliance on foreign aid (Bredenkamp et al., 2015; Mishra, Khanal, Karki,
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Kallestrup, & Enemark, 2015). Access to high-quality services is a privilege, not a right,
for much Nepalese living in economically insecure or remote areas (J. Sharma, Aryal,
& Thapa, 2018; Tragard & Shrestha, 2010). Moreover, this is compounded by the lack
of an appropriate communication system and the inadequate transparency and
accountability of the overall health delivery system. These issues remain significant
challenges to health promotion in Nepal (Mishra et al., 2015). Failure to include health
promotion approaches that adequately address both individual and social determinants
have been argued to be significant obstacles to Nepal’s health promotion (Pokharel &

Silwal, 2018).

3.4 Major challenges for health promotion in the 21st century

In the 21st century, the establishment and development of complex physical and virtual
networks, busy and challenging lifestyles, multi-cultural and lingual societies, and mass
population movements are linked to various economic, health, and social challenges
(Kickbusch, 2012). Both communicable and non-communicable health issues, such as
diabetes, heart disease, cancer, and infectious diseases like HIV and tuberculosis, and
linked to lifestyle and social determinants of health, remain significant challenges to

health in Nepal (WHO, 2018).

Multi-cultural and multi-lingual societies and individual and mass movements also pose
significant challenges in addressing health issues. It is argued that a comprehensive
approach targeting psychological, cultural, socio-political, environmental and policy-
driven health determinants using appropriate channels would assist in addressing the

health promotion challenges in the 215 century (Raingruber, 2016).

Urbanisation, crowded settlements and workplaces; busy lifestyles and poor
management of time and stress; lack of physical exercise; and migration are the other

challenges to health promotion in the 21 century (Tranter, 2010). Health in the 21
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century is also related to socio-political contexts, primarily shaped by global policies
and agreements, including the country’s economy, political system, legal provisions,
and citizens' beliefs (Kickbusch, 2012). Economic factors such as income, the ability to
purchase healthy food, and the quality of education and training are equally important
to health promotion (Kickbusch, 2012). For example, poverty, hunger, and related
physical and mental health may be a public health challenge in one part of the world.
Low physical activity and obesity are emerging as major challenges to health in many

other parts of the world (Kickbusch, 2012).

Individual or mass migration is another major challenge for health promotion in the 215
century, impacting individual and community health and public health assessment and
service delivery (Kickbursch, 2012). Many infectious health problems, including HIV,
are related to people’s movement or migration (Bam et al., 2013; Weine & Kashuba,
2012; Yadav, 2018). One current example of the link between people’s mobility and the
transmission of infectious diseases is the global COVID-19 pandemic (Walker et al.,
2020; WHO, 2021; Wilson, 2020). Detected in December 2019 in Wuhan, China,
COVID-19 spread to almost every country within months, with more than 521 million
infections and more than 6.26 million deaths by mid-May 2022 (WHO, 2021). The
public health measures deployed to halt the spread of the pandemic include the closure
of borders, isolation of suspected cases and lockdowns of major cities causing billions
of people either to remain in their homes or practise physical distancing when outside,
and mandating the use of masks and sanitiser, all of which are vital to control the
pandemic (WHO, 2021). The pandemic response has taught health professionals,
policymakers, and governments that appropriate public health measures, assisted by
the use of the internet and digital technology for messaging, are crucial to fighting

contagious or infectious diseases and promoting health in the 21 century.
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3.5 Health promotion in the digital age

Internet and digital technologies are crucial to health promotion in the 215 century,
being significant sources of information, including information for the health and well-
being of billions of users (Kristina, Ekasari, & Wati, 2019). These technologies have
developed rapidly to provide easy access to hews and information and facilitate
opportunities to collaborate and influence people worldwide for a common interest. One
use of the internet is to influence users’ behaviour in the digital environment through
co-creating graphics design, specific content, and wording (Schneider, Klumpe, Adam,
& Benlian, 2020; Weinmann, Schneider, & Brocke, 2016). In this way, the internet and
digital space allow creative individual users and institutions to co-create values and
influence others by sharing online. For example, internet and digital technologies are
highly effective in the COVID-19 pandemic response in 2020 (Kumar, Kumar, & Shah,
2020). The technologies have provided space for regular and timely live updates from
multiple agencies and government authorities. Users sharing them with their
community, and collaborations to increase awareness of the pandemic's cause and
preventive measures, have been effective public health measures to fight against the

pandemic.

Moreover, these technologies also support contact tracing, virtual learning and GP
visits, as online booking for tests and results has had a significant role in controlling the
spread of the COVID-19 pandemic (Ramsetty & Adams, 2020). However, the digital
divide among countries, communities, and people is cited as a major challenge to
communication during the pandemic (Ramsetty & Adams, 2020). Despite some
challenges, the role of digital technology and online spaces is remarkable in almost
every government, community, business and individual aspect of current-day living,
including health promotion and HIV prevention. Figure 8, below, shows the two major
health promotion approaches, Manipulation and Collaboration, and determinants

creating divides among global users accessing online and digital health promotion
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interventions. In other words, the diagram reflects the scope and challenges in using

the internet and digital technology in health promotion at present.

Determinant
of health

Individua

Manipulation Social

Health
promotion

Cultural

Collaboration

contextual

Figure 8. Internet & digital Health Promotion & HIV prevention framework

As shown in Figure 8 above, health promotion interventions, either in the physical or
virtual space, are not universally accessible. The multiple layers of obstacles, such as
individual, social, cultural, legal and financial barriers, impact an individual client’s or
user’s access to health promotion interventions. However, the online space provides
users more freedom to access desired information and intervention and use their
selected platform at times that suit them, despite the multiple barriers. Further, it also

allows them to share that information online to make it accessible to their community
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and people more broadly. Peer interaction also may help in the gradual expansion of
the knowledge or information in the community. In this regard, internet or digital
technology-based health promotions and HIV prevention interventions benefit many
clients or users and the people around them. Thus, it may contribute to virtual and

physical space for health promotion and HIV prevention.

3.5.1. Manipulation in digital space for health promotion
Manipulation of people’s choices as a strategy for health promotion is a growing
approach in the 21st century. The approach was introduced by Richard H. Thaler
(1945-) and Cass R. Sunstein (1954-) in their book ‘Nudge: Improving decisions about
health, wealth and happiness’ (2009). The Nudge perspective assumes that the
choices that impact people’s decision-making related to health and health behaviours
can be manipulated so that they make healthy choices (Thaler & Sunstein, 2009).
However, Nudge theory does not expect forceful manipulation of choices. Instead, it
indirectly influences people to make healthy choices unknowingly. Thaler and Sunstein
argue that people tend to make choices unwittingly and are likely to choose the most
easily accessible choice or decision (Thaler & Sunstein, 2009). Alteration of the context
greatly assists them in making healthy choices. For instance, according to Thaler &
Sunstein (2009), health promoters, who want to influence people to improve their
nutritional intake, may introduce healthy foods such as salad and vegetables first.
Further, they can replace larger plates with smaller ones in the cafeteria to manipulate

people to consume healthy food and reduce the volume of their food intake.

Proponents of Nudge theory believe that choices are manipulated daily in physical and
digital environments. Consumers are more likely to choose one over another because
of its presentation and accessibility (Weinmann et al., 2016). In other words, “what is
chosen often depends upon how the choice is presented” (Johnson et al., 2012, p.
488). Thaler and Sunstein (2009, p. 6) state, “choice architecture predictably alters

people’s behaviour”. In their usage of the term, choice architects refer to those
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institutions or individuals working to manipulate choices to bring about behaviour
change. However, some scholars believe that manipulation of choices alone might not
always be practical for health behaviour change. Providing incentives, feedback,
penalties and related contextual strategies may encourage people to adopt healthy
behaviours (Dolan et al., 2012; E. J. Johnson et al., 2012; Michie et al., 2014). Speed
cameras, no parking and no-smoking zones and fines for breaching the rules are good
examples of a Nudge approach to making people conscious of their choices and
actions, which may become a habit over time (Dolan et al., 2012; Michie et al., 2013).
Other examples of “nudging” people’s behaviours can be found in “look right” signs at
street intersections, arrows pointing toward public rubbish bins or stairs, placement of

healthy food items in the front of stores, and ID requirements to buy alcohol.

Recurrent and readily-available health awareness health messages have been a
strategy in health literacy and health behaviour change. The approach has been
deployed in many advertisements promoting healthy foods and health services and
health promotion. Health promotion messages and commercials often recruit celebrities
to draw audiences and also present them in attractive settings to influence people's
behaviour. Research shows that people are more likely to adopt the celebrities, idols,

and models' actions and recommendations in their lives (Centola, 2013).

3.5.2. Nudging in the online and digital space

Many choices are available in the digital environment; online interactions or
communication platforms, eHealth, and e-commerce (Weinmann et al., 2016). People
frequently make important decisions within the choices. The digital technology-based
interaction provides opportunities for the collection of information and monitoring of
people's perceptions and behaviours in physical and virtual environments in
communication. People’s activities in Web 2.0 and social media platforms
communicating health messages from specialists, celebrities, researchers, or targeted

community members encourage others for healthy behaviours (Laranjo, 2016). Digital
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nudging generally uses user-interface design elements encouraging users for health
behaviour change. However, it is challenging to determine the outcome of those
interventions and information on users’ perceptions and thought. Further, many online
materials that are not fact-based may be misleading to people. Thus, digital nudging
has a significant scope; however, policy-level guidelines and mechanisms to monitor

and control may assist in the appropriate use (Oinas-Kukkonen, 2010).

3.5.3. Collaboration and co-creation for health promotion

The notion of the “prosumer” is another theoretical perspective introduced by Alvin
Toffler (1928-2016) to understand how collaboration and co-creation of commodities
based on shared values influence almost every sector including health promotion.
Toffler coined the term “prosumer” in his book The Third Wave (1980) to refer to those
people who produce goods and services for their consumption (Kotler, 2010; G. Ritzer,
Dean, & Jurgenson, 2012; Toffler, 1980). Toffler posits human beings as prosumers by
nature, even though modernisation and industrialisation in earlier centuries theorised
society as divided into two separate entities, producers and consumers (Ritzer et al.,
2012; Toffler, 1980). According to Toffler (1980), people produced primarily for
consumption and traded or bartered any remainder since the agricultural age.
However, prosumerism has been evident in almost every sector because it is hard to
find goods or services that are pure production or pure consumption. Producers
consume at least some of their products, and consumers are also involved in the
production process before consuming any products and services (George Ritzer,
2019). In this respect, although the term “prosumer” is primarily related to the economy,
it is also used for education, entertainment, and health promotion (Bhalla, 2011; Kotler,

2010).

Collaboration and co-creation are the two important features of the prosumer approach.
Producers collaborate with the target community members, providing appropriate

spaces and technical assistance that supports consumers to become integral and
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responsible co-creator of the service or goods (Bhalla, 2011). This approach can yield
practical approaches to address consumers’ needs in most sectors, including health
promation. Patients or the target community members consume the available health
services and care; however, at the same time, the health promoter and practitioner
may collect information on the cause of illness, and patients’ experience of the illness,

to provide better health care services

Clients' feedback on health services and the health care are crucial for improving
current services to meet target communities' current and emerging needs (Bhalla,
2011). In this regard, health promoters, practitioners and clients are both the
prosumers and consumers of health care services and health promotion. Collaboration
is essential because collective wisdom is a powerful and creative tool in effecting
positive change, rather than relying on a single source of knowledge and wisdom
(Sarasohn-Kahn, 2008; Surowiecki, 2005). Groups of people living in similar contexts
or with health conditions such as PLHIV can yield insight to help each other well
beyond what is possible from an individual patient, health promoter, or practitioner

(Sarasohn-Kahn, 2008).

In earlier centuries, consumers had more limited channels for collaboration with others
or to convey their preferences and need to the producers of services and goods
(Alderete, 2017). At that time, individual consumers would be considered merely a part
of the greater population. They had a minimal choice about which services or goods to
use, regardless of their satisfaction or dissatisfaction. However, the rise of Web 2.0 and
social media have provided greater opportunities for communication between local and
global consumers and producers (Alderete, 2017; Ritzer et al., 2012). The online space
has facilitated producers to improve their market position through customers’ feedback
and free word-of-mouth endorsements. Consumers also have greater opportunities to
be part of the production cycle and receive quality services and goods that meet their

expectations and needs (Jonsson & Ornebring, 2011).
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Online and digital spaces provide an ideal method of communication for sensitive
health issues such as HIV. Face-to-face interaction about HIV and sexual behaviours
may be stigmatising in many societies, including Nepal (Wasti et al., 2011). Further, the
online space is more appropriate for communicating with the hard-to-reach
communities, such as migrant workers living away from home. Migrants are significant
users of the internet and digital technologies, given that they spend so much time
online to communicate with family and friends. They are also a community that uses
Web 2.0 and social media such as Facebook, Twitter, YouTube, and other online

platforms for information and entertainment (Anderson, 2009).

Consequently, the internet and digital technologies may provide a platform for
Nepalese male migrant workers to share health promotion and HIV prevention
information proactively. It is argued that partnering with youth to harness their creative
ideas and skills (and their role as prosumers) may contribute significantly to the fight
against the HIV epidemic (Conn et al., 2017). In this regard, exploring the scope of the
internet and digital technologies to provide a collaborative space to target Nepalese
male migrant worker communities may contribute to HIV prevention appropriate to their

contexts.

Prosumers are the active agents in the production process, the opposite of the
traditional concept of passive consumers (Lehdonvirta, Nagashima, Lehdonvirta, &
Baba, 2012). Active engagement and creativity are the two crucial prosumers’ qualities
which distinguish prosumers from passive consumers (Griffin, Parker, & Neal, 2008). A
creative engagement process encourages an individual to be innovative and transition
from a consumer to a prosumer (Tapscott & Williams, 2008). Thus, engagement and
creativity are essential individual components for prosumption in physical and virtual
platforms (Seran & Izvercian, 2014). Appropriate space and the necessary
technological, financial and related assistance are further requirements to promote

prosumer qualities (Bhalla, 2011). However, the producer or institution that initiates the
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space is the primary determinant of their consumers’ engagement level. Some provide
only a minimal space, whereas others seize the opportunity for business promotion at

free or minimal cost (Seran & lzvercian, 2014).

3.5.4. Produce-consumer relations and prosumer process
Consumers generally have four types of engagement opportunities (Potra, 2016). In
the first type, producers want consumers to use or customise available tools and goods
(Tapscott & Williams, 2008). In the second type of engagement, creative customers
have little space and motivation to engage in predesigned activities to collect feedback
from selected, loyal customers. Crowdsourcing is one example of the second level of
engagement (Bhalla, 2011). The third type of engagement is a more consumer-centric
space, in which consumers are able to use their creativity (Potra, 2016; Ritzer, 2012).
Do-lt-Yourself (DIY) is an instance of this approach that allows customers to use
services and tools from multiple resources to meet their unique ideas and personal
taste (Bhalla, 2011; Watson & Shove, 2008). However, there is still little space or

possibility for collaboration with other consumers (Potra, 2016).

In the final and fourth type of engagement, consumers have the maximum opportunity
to collaborate with the producer and/or with other consumers (Potra, Izvercian, & Larisa
Ivascu, 2014; Seran & lzvercian, 2014). At this level, the producer provides an
accessible and supportive space, motivation for interaction, and the opportunity to
collaborate to develop and use prosumers’ qualities (Potra et al., 2014). This strategy is
extensively used in digital spaces, providing opportunities to collaborate with global
users with shared interests and skills and contribute innovative ideas to promote the
service or product at a new level (Potra, 2016). Web 2.0 and social media such as
Facebook, YouTube, Google, and Wikipedia are examples of deploying the approach
to provide maximum engagement opportunities for their users. A long-term relationship,
engagement and benefits to both the institutions and the consumers is expected at this

level (Seran & lzvercian, 2014).
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Four stages embedded in a prosumer process allow consumers to exchange their
experiences and expectations and reflect on the products and services they are
consuming (Lember, Brandsen, & Tonurist, 2019). Listening to or sharing experience
provides an opportunity for participants to know the contexts and consumer reflections
on provided services and goods (Bhalla, 2011; Lember et al., 2019). The interaction
may occur in physical or virtual spaces supported by digital technologies. Creative
consumers engage in intensive conversation and action in response to the generated
idea and co-create innovative insights or actions (Lember et al., 2019). The producer
provides space and may provide technical or financial support if and where required,
and the creative consumers convert their insights into co-creation (Lember et al., 2019;
Bhalla, 2011). Thus, active and creative consumers are the essential assets (Vargo &
Lusch, 2004). Appropriate space and assistance to use their competence, creativity,
and skills are crucial for co-creating services and products (Chunyan Xie, Richard P
Bagozzi, & Sigurd V Troye, 2008). Many researchers cited the internet as a space for
learning about the disease and interaction with others in a similar situation as a
significant coping strategy used by users (Josefsson, 2005; Laukka, Rantakokko, &
Suhonen, 2019). Bhalla (2011) described an archetype: John Decker Jr., a patient with
immunodeficiency disease - Wiskott-Aldrich Syndrome (WAS), who used the internet
space to collect WAS information, connect and communicate with experts and fellow
WAS sufferers and initiated a forum to share the community’s experiences, concerns,

and counselling to fight against WAS.

3.6 The internet, digital technologies and the prosumers of
health promotion

The development of the internet and digital technologies is generally divided into three
phases. The first phase, known as Web 1.0, was the World Wide Web (WWW) era,
which became publicly accessible in 1994 with the opportunity to use pre-designed

online materials. After 2004, the technologies took a new turn, with wireless
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connectivity to the internet from almost any location through smartphones, tablets,
computers and wearable, sensor-based devices, known as Web 2.0 (Lupton, 2014b).
This second phase included the social web for global users to be connected through
Web 2.0 and social media platforms such as Facebook, Twitter, and Instagram,
allowing content creators and sharing personal data. Indeed, users in Web 2.0 started
to get into the prosumer space in an online platform where they could both produce
and consume digital content (Ritzer et al., 2012). The digital space is also known as
Web 3.0 or the Semantic Web. In this stage of development, users can connect smart
objects to exchange data even without internet connection and human intervention

(Miorandi, Sicari, De Pellegrini, & Chlamtac, 2012).

Internet and digital technology developments have significant roles and contributions in
many sectors. Many users access online and digital platforms to unite and collaborate
with other people with similar or common socio-cultural contexts, medical conditions,
and occupations (Ritzer, 2012). Many researchers, patients and doctors have already
recognised the importance of major social networks such as Twitter, Facebook, and
Google+ as the platforms for communication and research on health (King, Haagsma,
Delfabbro, Gradisar, & Griffiths, 2013; Santillana, Zhang, Althouse, & Ayers, 2014).
Further, significant growth in health and fitness information and applications supports
prosumption in health promotion and encourages other network members (Adibi,
2015). Online networks of people with rare blood groups, physical disabilities, patients
with chronic or infectious health problems such as heart disease, cancer, diabetes, and
PLHIV are examples of prosumers and choice architects “nudging” each other to

manage their health conditions (Bhalla, 2011).

3.6.1. The scope of digital technology use in health promotion
Digital technology use in health, known as eHealth or mHealth, refers to the wide range
of technology-based health interventions and medicine (Lupton, 2014a). These

technologies have influenced both the general population's health and the performance
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of those involved in the health sector. The potential realised through the technologies
revolutionised health care and health promotion, providing better outcomes in
prevention and health care interventions, including reductions in health promotion and
health care expenditure (Boulos, Hetherington, & Wheeler, 2007; Hill, Merchant, &
Ungar, 2013). Further, these technologies have provided access to information and
communication even to people living in developing countries or in remote areas where
health promotion information and interventions are limited. Thus, digital technologies
have potentially overcome geographical and socio-economic access barriers (Chib,

2013; Edwards et al., 2014).

Digital spaces are regarded as an appropriate medium for delivering health promotion
interventions for multiple reasons. First, online health promotion approaches are
relatively cheap to produce and can reach many people from a targeted population
quickly and efficiently (Bailey et al., 2013; Bull, 2010; Cullen, Thompson, Boushey,
Konzelmann, & Chen, 2013). Another useful feature of online information is that
websites can be edited easily to update information and displays (Bull, 2010). Most
young people are familiar with the internet and can use it as a convenient and readily-
available channel to access information and interaction. The interface that many
health-related websites offer for active participation supports the promotion of health
consciousness and encourages healthy choices (Bailey et al., 2013; Cullen et al.,
2013). A web-based health promotions approach supports autonomy and anonymity
and is appropriate for sensitive or stigmatised health issues, such as HIV and sexual
health (Arps, 2014, November; Bailey et al., 2013). The internet also provides health
promotion workers and researchers with opportunities to conduct randomised surveys
and study users' perceptions and behaviours on particular health issues (Bailey et al.,

2013; Tait & Christensen, 2010).

The view of health promotion and public health practitioners is that digital technologies

have taken health promotion and health care to a new level (Lupton, 2014). Many
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digital technologies have explicit features, including text messages, social media and
applications which support collaboration or dissemination of health information to make
members of the target community aware - “nudge” them to adopt healthy behaviour
(Lupton, 2014). The technologies are equally valuable for tracing individuals’ contacts,
movements, and behaviours. For example, the internet and digital technologies have
greatly contributed to health communications about transmission modes, symptoms,
preventive measures, and care, including contact tracing during the COVID-19
pandemic (Budd et al., 2020). The pandemic has clearly demonstrated the significance
and potential of the internet and digital technologies in health promotion and in the

prevention, tracking and control of health issues (Budd et al., 2020).

Mobile digital devices, applications, websites, and interactive platforms help to connect
users and offer readily-available health information online (Lupton, 2015). Further, the
health applications in most mobile devices offer opportunities to monitor, measure, and
visualise personal activities and share with others. Wearable devices such as digital
watches and Fitbit, and portable gadgets such as smartphones, also help to monitor
and measure individuals' health-related physical activities and fitness levels (Lupton,
2014). Globally, hundreds of thousands of health and medical applications are
available in retail and online stores; however, social media is at the centre of health-
related information and news (Lupton, 2014). Many social media users use Facebook,
Instagram, Twitter, TikTok, Pinterest and other applications to share health, health care
and fitness from their own experiences or other online sources. These social media
platforms and Web 2.0 platforms allow a collaborative space, with users engaging in

the production and consumption of digital content (Ritzer et al., 2012).

3.6.2. Major determinants for online and digital health
promotion

Public health and health promotion sectors have widely used social media and

dedicated websites to communicate with target groups. However, many health
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promation interventions have continued to deploy a traditional top-down health
education approach or social marketing model to promote behaviour change via the
new digital platforms, allowing little space for users’ creativity and experiences (Lupton,
2014). These interventions are characterised by a failure to recognise and adopt users’
or target communities’ perceptions or creative potential. Therefore, it may neither yield

the desired outcome nor reflect a specific community's need.

Globally, by January 2021, internet penetration had reached approximately 60% of the
global population (J. Johnson, 2021). A significant proportion of the population still
does not have access to digital technologies or has not yet acquired the skills to use
them (Lupton, 2014). Internet and digital technology access and use is also related to
age, income, education level and geographical location. For instance, people with
lower economic status living in rural and remote areas are less likely to have access to
digital technologies (Hargittai & Hinnant, 2008; Zickuhr, 2013). There are also
disparities in access to spaces in digital technologies for women, children, adolescents,
and minority groups, with minimal time and resources in place to specifically target
them (H. Lee & Pollitzer, 2016). Thus, the use of digital health promotion technologies
and platforms may not encompass all people due to the disparities in access and
capacities to use them (Fran Baum, Newman, & Biedrzycki, 2012; M. Smith et al.,
2014). This creates barriers for the most vulnerable groups who would benefit from
digital interventions and increases the disparities in health promotion and the

effectiveness of related interventions (Bustreo & Tanner, 2020).

Web 2.0 and social media platforms are primarily collaborative and participatory.
However, many of them tend to be commercially-focused and do not offer open access
to users (Lupton, 2015). Many scholars believe that a new form of power dynamics has
emerged with digital platforms and technology in which the service provider or
producers control digital knowledge and the economy. The users’ access, interactions,

creativity and contributions have now been manipulated for commercial benefit, and
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users’ choices are shrinking daily (Beer, 2009; Fuchs, 2014). In other words, new
digital capitalism has emerged where the intellectual properties and contributions of
unpaid prosumers/users through social media and Web 2.0 can be seen and used by
others or by the service providers for their own economic benefits (Fuchs, 2014). For
instance, according to Sharon (2018), many health institutions and professional and
pharmaceutical companies target patients, clients, and internet users to collect public
information, experiences, opinions, and ratings. The intellectual property of the free
labourers - the internet users - is used by service providers or platform creators (Fuchs,
2014). Many internet users share health links and provide feedback online, assisting
the providers and creators to reach a wider audience and gain more capital. Many
patients share their experiences online for noble reasons; however, digital platform

providers commercialise and exploit it for their financial benefits (Lupton 2014).

Digital technology-based health promotion may not be beneficial all the time. As
discussed, it lacks channels to oversee such interventions’ impacts on target
communities and general users. While physical observations and face-to-face
interactions between health professionals and patients or target community members
are vital in many cases, the internet and digital platforms can enhance communication
for the necessary arrangements (Bustreo & Tanner, 2020). However, despite some
limitations and divides, the internet and digital technologies have extended the
opportunities for health promotion in the complex and busy society of the 21 century.
Further, the internet or digital space is one of the more appropriate spaces to reach out
and communicate health information to hard-to-reach communities such as Nepalese

male migrant workers, who work in more than 130 countries.
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3.7 The scope of the internet and digital technologies in HIV
prevention

Internet and digital technologies can play an essential role in delivering HIV-related
education and prevention techniques targeting either entire communities or targeted
populations who seek health information online (Chiasson, Hirshfield, & Rietmeijer,
2010). Online information may inform the user about recent updates and achievements
in HIV prevention, including HIV risk factors, symptoms, counselling and testing
services, and treatment and care facilities in the local community (Chiasson et al.,
2010). The internet can also facilitate the diagnosis and treatment of HIV and other
STls through websites that provide HIV risk assessments and necessary information

about locally-based HIV and STD testing services (Chaisson et al., 2010).

Internet and digital technologies have contributed to health promotion, including HIV
prevention and care (Simoni, Kutner, & Horvath, 2015). They have enhanced the ability
to reach more-isolated communities, including those whose practices are stigmatised
or prohibited in many societies, such as IDUs, sex workers, and people involved in
same-sex practices. The technology-based interventions may range from simple text-
based reminders (Lester et al., 2010) to complex online counselling services (Kurth et
al., 2014) and technology-based biomedical sensors (Dayer, Heldenbrand, Anderson,
Gubbins, & Martin, 2013). Behavioural change HIV-prevention models in the digital
space generally advocate for condom use and risk-reduction strategies and monitor
risk behaviours (Stalgaitis & Glick, 2014). These interventions, primarily developed in a
user-friendly environment, reduce potential risk by deploying online HIV-prevention

information and interventions.

There are some limitations to online health promotion and HIV prevention. Digital
interventions can target voluntary counselling, testing, Antiretroviral Therapy (ART)
enrolment and monitoring, PLHIV mental health, and anti-stigma campaigns targeting

high-risk and general populations. However, most interventions are targeted at MSM,
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which may have low effectiveness for other key populations such as IDUs, Sex
Workers (SW), and migrants (Catalani et al., 2013). Youth could also benefit from
online interventions specifically targeted to them. However, focusing on only one group
can create disparities between at-risk populations (Hightow-Weidman et al., 2012).
Many online interventions also lack adequate monitoring of the effectiveness of such
interventions on the target population (Lester et al., 2010). Further, the generalisation
from one setting to others with limited evidence may yield limited results, or no results,
in other communities. Varying access to technology and the internet, disparate
individual or community socio-cultural perspectives, and the different levels of eHealth
literacy among people living in different regions may impact access to internet-based
HIV prevention interventions (Catalani et al., 2013). In this regard, understanding the
target populations’ technology literacy, access, and experience before launching
technology-based interventions may benefit the targeted communities (Muessig et al.,

2015).

3.8 The scope and barrier of digital technology-based HIV
prevention in Nepal

The scope for internet or digital technology-based HIV prevention is broad in Nepalese
society for a range of reasons. For example, reproductive and sexual health services
and information delivery are challenging because of the socio-cultural perceptions of
sexual practices and HIV (Bam et al., 2013; Khanal & Karkee, 2012; Paudel et al.,
2012). Moreover, there are very limited or no sexual health services available at the
local level in many parts of the country. Many people are obliged to live without the
necessary knowledge and services for their sexual health problems (Regmi, Van
Teijlingen, Simkhada, & Acharya, 2010). Online information about reproductive health

and HIV may significantly help them understand the health issues they experience.
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Unsafe sexual relations, unwanted pregnancy, and STIs, including HIV, are challenges
globally. In the case of Nepal, knowledge about reproductive health and HIV was found
to be very low. Internet and digital technology-based HIV-prevention interventions
targeting youth can extend their knowledge about the prevention of HIV for them and
their contacts. Despite the inclusion of sex and HIV education in the Nepalese school
curriculum, knowledge was significantly lacking among young Nepalese adults,
including male migrant workers (Sharma et al., 2015). This is cited as socio-cultural
determinants contributing to poor classroom interactions and a lack of basic resources
and materials (Acharya, Thomas, & Cann, 2018). Additionally, poor classroom
interaction is also cited due to the lack of necessary training and materials (Acharya et
al., 2018). Thus, HIV-prevention interventions targeting youth, using an appropriate
channel, such as Internet-based technologies, provide an anonymous and user-friendly
space for the provision of more accurate information about safer sexual practices and
HIV preventative, curative and rehabilitative services available at the local level or in

nearby areas (N. Adhikari, Adhikari, & Sulemane, 2018).

It is clear that there is an urgent need for appropriate channels to reach millions of
youths, including Nepalese migrant workers working abroad. The internet and digital
technologies can be an area of opportunity (Campbell, Cornish, Gibbs, & Scott, 2010).
The internet, especially Web 2.0 and social media platforms, provides them with
opportunities to collect and share necessary information appropriate to their contexts to
help users adopt safer sex practices and access other services in their local areas

(Laranjo, 2016).

3.9. Conclusion

This chapter provided a selective narrative review of health promotion and HIV
prevention and the wide scope of Internet-based health promotion and HIV prevention

in the digital age. The literature review focused on research regarding Nepalese
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migrant workers sourced from published, peer-reviewed papers and institutional
reports, governmental or organisational documents, presented as a narrative review.
The narrative review approach assisted in the synthesis of the collected information on
the research topic to provide a coherent interpretation. This chapter critically reviewed
the history of health promotion and HIV theories and interventions, particularly those
related to Nepalese male migrant workers. The chapter presented a critical review of
the trend of health promotion and HIV prevention interventions, theories, models and
studies of health promotion and HIV prevention, and the scope and potential of the
internet and digital technology for use in health promotion and HIV prevention targeted

to Nepalese male migrant workers.
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Chapter Four

Research design: Space for Nepalese male migrant workers to
co-create an internet-based HIV prevention intervention

4.1 Introduction

Chapter four discusses the research design deployed in the study to provide a space
for Nepalese male migrant workers to co-create internet-based HIV prevention
intervention strategies. This chapter begins with a statement of the research questions,
followed by a critical analysis of the study’s theoretical and methodological choices, a
reflection on the ethical approval process, and a consideration of the fieldwork, data

collection, and analysis process used in the research.

4.2 Research aims and questions

The research argues that providing a collaborative space for Nepalese male migrant
workers to co-create internet-based HIV prevention programs will contribute to
extending the current knowledge and practices in HIV prevention among Nepalese
male migrant workers and, eventually, in high-risk communities more broadly. Given

this overarching objective, the researcher posed the following lead research question:

How can Nepalese male migrant workers contribute to the co-creation of internet-

based HIV prevention measures?

The researcher also formulated additional questions to explore the lead question in

greater depth and to support the research process and objectives:
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1. What are Nepalese male migrant workers’ experiences of HIV risk contexts and
behaviours while living abroad?
2. How do Nepalese male migrant workers perceive current internet and digital
technology-based HIV prevention programmes?
3. How can the Nepalese male migrant workers contribute to the co-creation of
internet-based HIV prevention programmes?
A subijectivist epistemology underpins this research and posits Nepalese male migrant
workers’ engagement at the centre of the study. Subjectivism assumes that meaning
and truths are relative and emerge from the “interaction between the subject and the
object to which it is ascribed” (Crotty, 1998, p. 9). Subjectivists believe that meanings
emerge in relation to time and context, whereas objectivists’ concept is that absolute
truth is applicable everywhere (Guba & Lincoln, 1994). Underpinned by its subjectivist
approach, this research assumes a variation in contexts, views, and experiences of the
HIV epidemic and HIV prevention among different communities and societies - in this
instance, Nepalese male migrant workers. Consequently, HIV prevention strategies

and means should be appropriate to this community’s needs.

An objectivist approach — a dominant approach to academic research— emphasises
objectivity, quantification, and generalisability of the research findings (Crotty, 2020).
Positivists believe in a single truth and emphasise “reason as a more certain guide to
truth than experience” (Macrone, 1994, p. 30). Objective, systematic, and detailed
observation in testing hypotheses through experimentation and verification brings
about an understanding of the truth (Grant & Giddings, 2002). However, many studies
on public health have emphasised that health promotion interventions relate to a
complex combination of health determinants (Braveman, Egerter, & Williams, 2011;
WHO Commission on Social Determinants of Health, 2008). For example, studies have
shown that vulnerability to HIV and HIV risk behaviours are related to the complex
nature of sexual practices among societies and members of these societies (Kippax,

2018).
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Public health research underpinned by a subjectivist approach has the potential for a
deeper understanding of the underlying factors responsible for health issues and
collaborative action to improve or alter the context (Conn, Modderman, & Nayar,
2017a; Sahay & Mehendale, 2011). For instance, an earlier study that cited
collaboration with vulnerable young males having sex with males (YMSM) in Bali has
contributed to understanding their contexts and led to the community’s co-creation of
appropriate HIV prevention programmes (Conn et al., 2017; Lubis, 2018). Another
study with young school children in Zimbabwe explored the gaps in current
reproductive and sexual health education in local schools and provided
recommendations for an effective, targeted education system (Conn et al., 20174a;
Maibvisira, 2019). Thus, this study assumes that collaboration with Nepalese male
migrant workers can provide an extensive understanding of their lives in relation to HIV,
HIV risk factors, the significance of current HIV prevention initiatives to their contexts,

and the potential of the internet and digital technologies to address the issue.

The critical theoretical perspective underpins this study to understand and analyse the
HIV risk context behaviours of Nepalese male migrant workers and to develop actions
to support them in undertaking positive behaviours and experiences (Crotty, 2020; R.
Smith, 1993). As the theoretical perspective under subjective epistemology, a critical
research approach explores the underlying causes of community issues (Miller &
Brewer, 2003). Thus, critical researchers collaborate with marginalised community
members to explore the socio-economic, cultural, and political contexts and develop
strategies against resistance to tackling exploitative or unfair circumstances
(Comstock, 1992). Section 4.3 below discusses the critical theoretical perspective and

its significance in this research.

This research aims to provide a collaborative space for Nepalese male migrant workers
to explore the role of the internet and digital technology in their lives and the potential

scope of their use in HIV prevention for the community through the co-creation of an
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internet-based HIV prevention programme. Therefore, the prosumer concept in the
digital and online space underpins the research methodology and data collection and
analysis methods. As discussed in Section 3.5, the idea of the prosumer is an
emerging concept and perspective readily supported by the internet and digital
technologies. Digital technology use in health - also known as eHealth, mHealth, digital
health, or online health - is an emerging concept in 21st-century health promotion and
HIV prevention. The term “prosumer” integrates two concepts: the consumer and the
producer. Alvin Toffler coined the term ‘prosumer’ to refer to individuals or firms that
produce goods, services or experiences for personal use or satisfaction (Toffler, 1980).
Prosumer is an established concept in economics (Ritzer, Dean, & Jurgenson, 2012);

however, it has become influential in other domains, including health (Bhalla, 2011).

Human beings are prosumers by nature, as they produce goods and services for
themselves and broader communities on an extended level (Toffler, 1980). However,
the nature and level of prosumption have varied across societies and over time. Earlier
researchers also cited multiple determinants, including social class (Allen, 2002),
gender (Fischer & Arnold, 1990; Thornton, 1996), ethnicity (Mehta & Belk, 1991),
family, and other groups (Wallendorf & Arnould, 1991) as influencers of consumers’
decisions and practices. Existing community law and the access a community or
individual has to goods and services are also determinants influencing consumption
(Chunyan Xie, Richard P. Bagozzi, & Sigurd V. Troye, 2008). For example, access to
health services and HIV prevention information and tools are affected by demographic
factors such as age, marital status, and legal provisions for migrant workers in these
matters. Consequently, the digital prosumer perspective underpinning the methodology
and method chosen in this study might contribute to a better understanding of the
determinants impacting the consumption of available HIV prevention services and tools
and thus lead to the co-creation of HIV prevention intervention methods that are

appropriate to them.
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The participatory action research (PAR) method completes the framework used in this
research. This methodology fits well with the study since it emphasises partnership with
target community members and promotes active participation in understanding current
contexts and acting for change (Loewenson et al., 2014). PAR researchers walk into
the target community, collaborate with them, form a research team to study and
understand their situation, and collaborate for change (Fran Baum et al., 2006; Kemmis
et al., 2014). PAR is an empowerment-oriented research process that aims to create
space for community members to generate self-generated knowledge, gain skills for
the currently marginalised or vulnerable, and implement appropriate action toward
change (Kemmis et al., 2014; Lowenson et al., 2014). Therefore, PAR in this context
aims to enable the Nepalese male migrant workers to contribute their ideas,
experience, and skills to co-create internet-based HIV prevention methods for the
community. Section 4.4 below provides a further discussion on the significance and
use of PAR in this research. Figure 9 below illustrates the theoretical framework that

interacts with PAR and the participatory data collection and analysis tools.

Figure 9. Research onion, illustrating the research position.

Adapted from: Research Onion (Saunders, Lewis, & Thornhill, 2012)
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4.3 Critical theoretical framework underpinning the study

Theoretical perspectives should bond with research objectives and shape the choice of
research methodologies and methods (Grant & Giddings, 2002). The research aims to
understand the underlying reasons for high HIV risk sexual behaviours among
Nepalese male migrant workers and to co-create internet-based HIV prevention
methods. Thus, the researcher chose a critical theoretical perspective that challenges
the current situation and strives for change informed by the findings of the completed
research study. Critical theory is historically associated with Horkheimer, Adorno and
Marcuse from Frankfurt School (Asghar, 2013). Horkheimer, a co-founder of critical
theory, defines it as seeking “human emancipation to liberate human beings from
circumstances that enslave them” (Horkheimer, 1982, pg. 244). Smith (1993, p. 77)
cited critical theory as a theoretical perspective “designed not just to explain reality but
to change it”. In contrast to other contemporary theories, critical theory challenges
power relations in society, which may be in the form of race, class, gender, economy,
and other factors, and strives for a balanced and democratic society (Asghar, 2013).
Thus, critical research allows researchers to explore and challenge current social

realities and identify the action(s) to change them (Silverman, 2013).

The empowerment of community members to reach a state of emancipation is at the
core notion of critical research (Comstock, 1982). Critical research contributes to the
empowerment of oppressed community members, providing space for their voices and
skills and promoting values such as reciprocity, participation and power-sharing in the
research process (Lather, 1991; McCouat & Peile, 1995). Additionally, the oppressed
community members collaborate to analyse socio-economic and cultural contexts and
develop resistance strategies to tackle exploitative or unfair circumstances (Comstock,
1982). In this regard, critical researchers are concerned with examining underlying
knowledge and reasons, finding out distortions in society, and showing the possibility of

improvement (Miller & Brewer, 2003).
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Critical research begins with an assumption that target community members are in
unjust and unequal situations (L. T. Smith, 2021). It seeks to provide or identify a space
for those community members to exchange their experiences, knowledge, and skills as
the basis for an action that challenges social disparities (Grant & Giddings, 2002;
Loewenson et al., 2014). French Sociologist Pierre Bourdieu argued that social norms
and tendencies guide people’s thinking and behaviours. The self-reflection and the
sense-making process help recognise their biases, beliefs, assumptions, and
behaviours. Consequently, self-generated critical knowledge and skills become
powerful tools to enhance the emancipation and empowerment of research subjects

such as, in this study, Nepalese male migrant workers (Navarro, 2006).

Critical theory is an umbrella term, and approaches with a similar practical aim can fall
under the umbrella of critical theory (Bohman, 2005). Neo-Marxist, post-modernist, and
post-structuralist theories that reject objectivist research to criticise the socio-political
and economic systems (creating binaries and exploiting the oppressed) are regarded
as variations of critical theory (McLaren, 2000)(McLaren, 2000). Critical theory may use
qualitative, quantitative, or mixed methodologies. However, it particularly fits the
qualitative research method (Hussain, Elyas, & Nasseef, 2013). Unlike other theories,
critical theory has a flexibility that can adapt to any methodology or technique that

fosters change (Asghar, 2013).

Action research is one of the best-fit methodologies for critical research (Cohen,
Manion, & Morrison, 2002). It is an appropriate tool for achieving the critical research
objective of uncovering the unjust and unfair situations and co-creating an action for a
change. Section 4.4 below discusses PAR as the methodological framework

underpinning this research.
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4.4. Participatory action research (PAR) methodology as
applied in the study

PAR is an umbrella term encompassing a range of participatory approaches
underpinning research that targets social change (Kindon, Pain, & Kesby, 2007). PAR
is explained as a methodology for the “systematic collection and analysis of the data to
take action and making a change” (Gillis & Jackson, 2002, p. 264). PAR is regarded as
a branch of action research initiated in the 1940s by Kurt Lewin (Gillis & Jackson, 2002;

Kemmis et al., 2014). Kemmis & McTaggart (1998, p. 5) defines action research as:

“a form of collective self-reflective enquiry undertaken by participants in social
situations in order to improve the rationality and justice of their own social or
educational practices, as well as their understanding of these practices and the

situations in which these practices are carried out.”

Action research aims to produce self-generated practical knowledge that helps the
community improve their day-to-day life (Reason & Bradbury, 2007). PAR is also
considered a branch of participatory research. Thus, PAR combines two approaches:

participatory and action (Foster et al., 2012). PAR is defined as the methodology that:

“seeks to understand and improve the world by changing it. At its heart, PAR is
a collective, self-reflective inquiry that researchers and participants undertake,
so they can understand and improve upon the practices in which they
participate and the situations in which they find themselves. The reflective
process is directly linked to action, influenced by understanding history, culture,
and local context and embedded in social relationships. The process of PAR
should be empowering and lead to people having increased control over their
lives.” (Baum et al., 2006, p. 854)

4.4.1. Historical developments and implications of PAR

PAR approaches were widely used and associated with many social movements of the
20th century, and their use spread as an approach for social reform rather than as a
perspective of an individual or a group of researchers (Glassman & Erdem, 2014). PAR

is linked with multiple social reforms. Kurt Lewin developed an Action Research (AR)
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approach in the late 1940s to contrast and oppose the prejudices and discrimination of
religious and ethnic minorities in the aftermath of World War Il (Grassman & Erdem,
2014). Paulo Freire and August Boal from Latin America used the Participatory
Approach for the social reformation of marginalised people in the 1960s and 1970s
(Rahman, 2008). Emancipatory researchers in Germany used PAR to work on the
people’s collective interest after 1969 - a turbulent year of social and political change
(Rahman, 2008). American Sociologist, William Foote Whyte, deployed PAR to study
and respond to society’s structural and organisational gaps (Rahman, 2008). PAR
equally underpinned many community developments and international projects,
including Rapid Rural Appraisal (RRA), Participatory Rural Appraisal (PRA), and
Participatory Learning Action (PLA) - participatory projects in villages developed by

Robert Chambers (Chambers, 2008).

The Radical Intellectual Summit in 1977 was the first international conference of PAR
researchers and practitioners who defined PAR as a methodology of community-owned
inquiry for active community participation through the entire research process
(Rahman, 2008). The summit explained PAR as the approach underpinning a higher
level of awareness of a community’s resources, a more accurate and authentic
analysis of its social reality, and a self-reliant development for a radical transformation

of that social reality (Hall, 1997; Rahman, 2008).

The PAR approach underpinned various social moments and reforms in the 20th
century in the South Asian region, including Nepal (Rahman, 2008). PAR allowed
community members to collaborate in understanding their contexts to plan and act for
political, economic, and social change. Bhoomi Sena (Land Army), the 1970s political
movement in Maharashtra, India, started by oppressed communities calling for equality
and rights, is an example of PAR underpinning social reform. Similarly, PAR
underpinned the Grameen Bank (Village Bank) concept to foster community

collaboration for economic reform in Bangladesh. Collaboration between an external
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mediator and local people for agricultural development in Sri Lanka is a further
example of a participatory approach underpinning community empowerment and

change in South Asia (Ahmed, 2004).

In Nepal, a participatory approach was first employed in forest management in the
1990s (Vaidya & Pradhan, 2008). The concept of ‘community forest’ shifted the
responsibilities of management, care, and sustainable use of forest products to local
communities (Vaidya & Pradhan, 2008). In addition, the establishment of local-level co-
operatives and the rural bank increased community participation in economic activities
and reform in Nepal. Local-level management committees for the management and
operation of government schools and health centres are other examples of the
participatory approach underpinning multiple sectors in Nepal. Similarly, the
“Participatory Bottom-up Planning 2000” approach in agriculture and forest
management allowed for collaboration between local people and state authorities in
researching, planning, and implementing extensive agricultural and forestry

development programs in the country (N. R. Ghimire, 2009; Khadka & Vacik, 2012).

Primary Health Care (PHC) systems are deployed in many countries, including Nepal.
PHC emphasises community participation for shared control over the development
initiatives and the decisions and resources that affect the community (Vaidya &
Pradhan, 2008). Community participation in health encompasses the National Health
Policy (1991) and The Second Long Term Health Plan (1997-2017) in Nepal. More
than 50,000 Female Community Health Volunteers (FCHVs) and Trained Birth
Attendants (TBAS) contributing to health promotion and safe maternity care in rural
Nepal are successful examples of community participation in health promotions in the

country (Vaidya & Pradhan, 2008).
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4.4.2. Principles of PAR

PAR is deemed the appropriate methodology for this research because the study
relates to marginalised community voices and a social change agenda (Grant &
Giddings, 2002). The researcher chose this methodology because it would allow
Nepalese male migrant workers, portrayed as a cause of HIV transmission in Nepal, a
space to co-create prevention measures for their community. This research considers
that Nepalese male migrant workers are capable collaborators in HIV prevention and
that their day-to-day experiences are a relevant source of knowledge in addressing the
HIV epidemic (C. Cahill, 2007). The Nepalese male migrant workers’ experiences of
HIV risk behaviours, HIV prevention practices, and their use of the internet and other
digital technologies are essential to provide a deeper understanding of their contexts

relevant to the co-creation of internet-based HIV prevention tools.

PAR puts community participation at the centre of the study as it assumes that
community members are experts in their health issues (Kesby, Kindon, & Pain, 2007)
and can find appropriate solutions that fit with their community’s specific contexts
(Mcintyre, 2008). Thus, PAR ensures an active partnership and participation within the
target community, which has made it distinct from most other contemporary
methodologies (Aragén & Castillo-Burguete, 2015). Community participation is vital for
understanding each situation’s underlying factors and developing an effective action to
address a community’s needs (Loewenson et al., 2014). The community engagement
aspect of PAR provides community ownership in the generated information and action
in finding a sustainable solution (Cahill, 2007). Besides, co-researchers’ reflections on
daily experiences contribute significantly to fully understanding their contexts and
revealing their perceptions, attitudes, and skills, which are crucial in co-creating
appropriate actions. Therefore, the study assumes that the partnership with Nepalese

male migrant workers and their participation as creative partners contributes
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significantly to understanding HIV risk contexts and the co-creation of appropriate HIV

prevention measures for the community.

Power-sharing and empowerment are two critical components underpinning PAR
(Frances Baum, 2016). Minority people and disadvantaged communities in many
societies lack the power, ability or permission to explore and express their exploitative
experiences and voice their needs. Empowerment of participants is a vital PAR
principle that uses democratic processes and shifts power to participants (Baum et al.,
2006). PAR researchers deliberately work on the empowerment of research
participants as co-researchers through providing research-related information,
relationship building, and sharing equal power and roles in the research, including the
selection of venues, time, methods, tools, and the process and form of action (Baum et
al., 2006). Utilising this process, PAR enriches the co-researchers with self-generated
subjective knowledge, skills, and actions to alter or improve the context (Kidd & Kral,
2005). Thus, this study assumes that space must be provided for Nepalese male
migrant workers to explore and understand the individual, social, cultural, economic,
and legal determinants that make them vulnerable to HIV in their home country and
destination countries. The research aims to empower them with self-generated
knowledge and skills for HIV prevention using the internet and digital technology tools

designed for HIV prevention.

The PAR researcher should facilitate the transformation of knowledge and practice,
thus increasing the community’s consciousness about daily practices and their relation
to multiple determinants (Baum et al., 2006). In this research, the transformation of
knowledge occurred when the co-researchers gained understanding and then acted on
the individual, social, economic, cultural, and legal determinants increasing their risk of
contracting HIV. Further, knowledge about the social constructs of sexual behaviours,
such as HIV, and HIV prevention practices in their home country and destination

countries transformed them and contributed to emancipation and enlightenment (S.
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Cabhill, O'Shea, & Pierce, 2012). Finally, the journey from ignorance to knowledge
helped in transforming their day-to-day practices to reduce HIV risk (Kemmis et al.,

2014).

The PAR process is also essential to disseminating the co-researchers’ and
researchers’ experiences and the research findings to the target community or
audiences. Most studies disseminate their research findings through academia,
professional presentations, and peer-review articles (Chen, Diaz, Lucas, & Rosenthal,
2010). It is essential to disseminate the findings of this study to the target population or
those who participated in the study. Unfortunately, this does not happen in all studies
(Vaughn et al., 2013). Some researchers disseminate the information only to targeted
or specific communities such as service providers (Katon et al., 2010) and
policymakers (Isumi et al., 2010). Public health research findings should reach the
general population or at the very least reach members of these target communities. In
PAR, members of the target community participate as co-researchers who collaborate
in data generation and analysis. This participation enriches the co-researchers with
subjective knowledge of the research findings to apply in their day-to-day lives and
communicate the results to their community. This is crucial to bring change to people’s

lives in the target community.

4.4.3. Challenges in using the PAR methodology

Community participation has been a key to improving community health for centuries
but is especially important since the WHO campaign “Health for All” (Fran Baum et al.,
2006). Community participation has been considered a means to empower the
community and improve health promotion strategies in practical and sustainable ways
(Baum et al., 2006). However, community participation in participatory research can
become challenging when participants belong to different social, political, and
economic statuses or backgrounds (McTaggart, 1997). The next challenge in PAR is to

manage the varying and sometimes competing agenda and diverse cultural values and
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to generate trust among co-researchers. Moreover, following a democratic process
appropriately helps to address the gaps, maintaining a balance in contradictory

arguments (Lowenson et al., 2014).

The possible socio-cultural, educational, and age gaps among co-researchers or
between the academic researchers and co-researchers may negatively impact the
development of trustful and mutual relationships among co-researchers and may affect
their active participation (McTaggart, 1991). PAR uses patrticipatory tools such as
informal discussions, diagrams, drawings, dramas, and photographs and generates a
collaborative and friendly space for co-researchers to participate in data generation and
collective data analysis (Ansell, Robson, Hajdu, & Van Blerk, 2012). The informal social
space and PAR tools help build relationships and trust among the participatory team,

which are crucial for researching sensitive health issues.

PAR is an appropriate methodology for power-sharing and collaboration between the
researcher and the participants (Grant & Giddings, 2002). Most HIV prevention studies
and interventions that follow the traditional approaches posit that target communities,
such as Nepalese male migrant workers, are positioned as end-users of expert-driven
solutions. They mostly overlooked and lacked the typical co-researchers’ creative
knowledge, experiences, and needs. Community members hold worthy insights from
their daily experiences, with which outside researchers or scholars might be unfamiliar
(Rodriguez & Brown, 2009). For instance, Nepalese male migrant workers, as
members of the community, hold subjective knowledge and experiences about the
social, cultural, and legal impacts of HIV risk behaviours. Excluding these workers from
research related to their health using a different form of research methodology may
violate the principle of democracy and their right to participate in matters that influence
their daily lives. PAR, however, utilises methods suited to a participatory, action-

oriented group for reflection and the co-creation of an action.
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The need for a collective commitment to investigate an issue or problem is a big
challenge for a PAR researcher. Sometimes, involving the co-researchers in the
research project might be challenging due to time constraints, especially in a student
research project with a strict time frame imposed by a university (Gibbon, 2002).
Further, there may be a difference in the interests of the researcher and the local
community,, and local participants may not be interested in participating or are being
sceptical about the benefits of being a participant (Cornwall & Jewkes, 1995).
Differences in perspectives, values, and abilities among community members
sometimes make it difficult to generate information or obtain a consensus for their
participation, and this creates challenges in completing the research within the given
timeframe. People in the community might have agendas different from what the
researcher has proposed, which may discourage active participation (Cornwall &

Jewkes, 1995).

4.4.4. PAR in health promotion

PAR as a methodology has been increasingly used in public health research in the 21st
century due to its collaborative and inclusive approach (Baum et al., 2006). PAR is an
alternative approach to traditional, normative public health research methods. It
explains the problem rather than the action, which involves community voices
mobilised for a solution (Baum, 2016). PAR seeks space for community members to
investigate, analyse, and act to bring in change that would alleviate their poor health
conditions (Vaidya & Pradhan, 2008). Therefore, a participatory approach underpinning
primary health may shift the traditional socio-political mindset of experts who usually
decide community matters by instead allowing community members to know and
decide on things related to them (Palmer et al., 2019). A participatory approach posits
community members as learners, designers, and responsible stakeholders for their
health and health services rather than passive end-users of available services

(Brandsen, Steen, & Verschuere, 2018). Thus, PAR emerges as a strong alternative to
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the traditional, objectivist way of health service delivery and research as it emphasises
collaboration with community members on any issues related to them (O’Sullivan,

Hocking, & Spence, 2014).

The effectiveness of the PAR approach has been highlighted in HIV prevention
campaigns such as with sex workers in Thailand (Conn et al., 2017a) and the treatment
and action campaign in South Africa (Campbell et al., 2010). PAR has also been
shown to be effective in engaging vulnerable older people with dementia to co-create
actions to improve their services (Mann & Hung, 2019). Findings from these studies

highlight the scope of PAR in health research, health promotion, and HIV prevention.

The top-to-bottom approach primarily used in health promotion may have a
complicated impact on the relationship between planning and action, even in simple
situations where fewer people are involved in the action (Justice, 1986). It may become
even more complicated when the planners never meet the target community members
or hear their most urgent needs. Collaboration with the target community, and their
participation in planning and action, is regarded as an effective strategy for community
ownership, sustainability, and appropriateness of the action. Arnstein (1969) suggests
eight levels of citizen participation in community-based participatory projects, ranging
from no participation to the citizens’ control, where “the majority of citizens (act) in

decision-making or (have) full managerial power” (Arnstein, 1969, p. 217).

PAR in health research emphasises community engagement to the maximum level and
places community interest at the centre. The researcher supports community
participants as facilitators (Ramsden et al., 2013). In this way, the research process
increases awareness of health, inequalities, and determinants of poor health previously
invisible to them (Elliott, 2013). The PAR process is designed to gradually increase the
co-researchers’ understanding of health perceptions and behaviour and their
relationship with broader surrounding contexts, traditions, and cultures in partnership

with the researcher (Kemmis, 2008). Co-researchers engage in critical reflection of
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their day-to-day life experiences, which may enlighten them with new self-generated
knowledge about poor health conditions and the ways to improve them (Koch & Kralik,
2009). For instance, the new knowledge and action may encourage the co-researchers
to change their attitudes and behaviours related to health. Sharing their new learnings
may help initiate change in community health and health systems (Cusack, Cohen,

Mignone, Chartier, & Lutfiyya, 2018).

The internet and digital technology have been an integral channel for communicating
personal and community health matters in the 21st century. The collaboration with the
community over the internet and on digital technology-generated space has given birth
to the concept of electronic PAR (e-PAR) in the 21st century. Flicker et al. (2008)
introduced electronic PAR (e-PAR) to engage youth in health promotion using the
internet. The e-PAR model of health promotion is a collaboration in the virtual space
leading to the co-creation of art, photos, drama exhibitions, website design, and
interactive visual workshops on health issues. Other applications include community
members reflecting on community issues, creating songs, music, and presentations,
and building a website targeting hard-to-reach communities such as the globally
dispersed Nepalese migrant workers (Flicker et al., 2008). e-PAR assisted this
research in providing a space for Nepalese male migrant workers to become
empowered with self-generated knowledge, skills, and co-creation avenues for internet-

based HIV prevention tools.

4.4.5. Employing PAR values in the study

The use of PAR methodology in this study is justifiable for several reasons. First, PAR
provided a space for Nepalese male migrant workers to reflect on their problems and
then co-create action for a solution (Whyte, Greenwood, & Lazes, 1991). Second, PAR
provided them with an opportunity to exchange and validate their knowledge and
experiences. Third, PAR provided an opportunity to study their choices to engage in

risky HIV-related behaviour, such as unprotected sex with multiple partners, in relation
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to individual and other influential factors in their home and destination country, rather
than a person’s choice or decision, alone. Fourth, PAR introduced an innovative
approach in HIV prevention in Nepal, providing a collaborative space for an academic
researcher and Nepalese male migrant workers to stand together in a safe and

informal space to co-create internet-based HIV prevention initiatives.

4.5. Research design of the study

The research design sections below present the research process that includes pre-

fieldwork preparation, activities during the fieldwork, and a reflection on the challenges
met while researching HIV using the PAR methodology on a socially stigmatised health
issue. This section also explains how PAR principles contributed to creating a safe and

self-motivated space for the co-researchers in this study (Cabhill, 2007).

4.5.1. Pre-fieldwork preparation

The PAR methodology is a social process with a flexible nature (Baum, 2006). Unlike
other methodologies, PAR does not have a rigid, step-by-step process or method,;
instead, it deploys context-based tools (Loewenson et al., 2014). Hence, it may be
challenging for novice researchers to deploy the approach confidently. Understanding
theoretical underpinnings were essential to understanding the process of undertaking a
PAR approach. During the first year of the program, the research methodology paper
and proposal writing allowed the researcher to learn the theoretical and methodological
approaches involved in academic studies. Subsequently, before starting the fieldwork,
the researcher had an opportunity to join a participatory video workshop. Participation
in the workshop enriched the researcher’s practical knowledge and techniques, which
proved valuable during his fieldwork. Before doing actual fieldwork, the researcher
conducted two practice focus group discussions with Nepalese migrant men living in

Auckland, New Zealand. These activities were crucial in extending the researcher’s
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theoretical knowledge and practical skills in applying a participatory approach to co-

create an HIV prevention programme.

The following sections briefly explain pre-fieldwork preparation and the lessons learnt

from them.

4.5.2. Significance of undertaking a research methodology
course

When the researcher enrolled in the doctoral journey, he had limited knowledge of the
philosophical aspects of the critical research approach and the PAR methodology.
However, the researcher had experience conducting focus group discussions and
involving in the co-creation of community action plans on two different projects.
Participation in these projects, including the co-creation of community action plans in
collaboration with community members, attracted him to the participatory approach.
The researcher eventually recognised the importance of gaining deeper theoretical and
practical knowledge and confidence in using a PAR approach and soon after enrolled

in the course.

The research methodology paper allowed the researcher to extend his knowledge and
skills on critical theory and the PAR methodology. The paper provided a space for the
researcher to collaborate with fellow students and lecturers to learn more about the
PAR methodology and its associated tools. The researcher applied a critical theoretical
approach and the PAR methodology to his doctoral research topic for the assignments.
By the time the researcher completed the paper, there was significant knowledge of
critical theory and PAR methodology and how these would underpin future research.
The paper enhanced his confidence in the critical theory, PAR methodology, and data

collection and analysis tools to prepare for his doctoral research project.

A deeper understanding of theoretical perspectives and methodology and consultation

with supervisors and tutors made the researcher rethink his doctoral research topic,
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objectives, and site. For instance, the research needed multiple sessions with
participants (co-researchers) for data collection and analysis. On the other hand, it
required internet access and multiple and frequent focus groups for data collection and
primary data analysis. The availability of a student researcher and the participants in
terms of time and the financial aspects of undertaking such a study were crucial
considerations in the research. Thus, along with theoretical aspects, the paper helped
the researcher consider the topic, fieldwork location, and participants to be involved in

the study.

4.5.3. Participatory video workshop in AUT
The researcher had an opportunity to join a participatory video recording workshop
before starting the fieldwork. The workshop organised by the AUT Child and Youth

Health Research Centre (https://cyhrc.aut.ac.nz) took place on three levels. First, the

workshop began with relationship-building in PAR. Then, there was a discussion on the
types of videos and the necessary techniques to consider when using participatory
tools and co-creating audio-visual messages. Participation in the video-recording
workshop and sharing with the team was a fun and practical opportunity to learn
practical knowledge about participatory video recording. It was a hands-on way to learn
about the various aspects of the participatory approach and provided an avenue to

practice participatory videography and related photography and videography tools.

The second day allowed the researcher to extend his knowledge and skills in
participatory video co-creation and video editing through a detailed discussion and
actual practice using video editing software such as Filmora and iMovie. The
participatory team engaged in planning, recording, sharing, reflecting, and editing
participatory videos on the third day. The workshop provided the researcher with
practical knowledge, before starting the fieldwork, on using PAR principles, tools, and

skills in relationship-building and the co-creation of participatory video. The workshop
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was helpful to novice student researchers, assisting them in gaining practical,

confidence-boosting knowledge and skills valuable during fieldwork.

4.5.4. Pre-fieldwork practice focus group in Auckland

The pre-fieldwork practice was vital in order to gain practical knowledge about fieldwork
and potential challenges and weaknesses in using the method. The researcher
conducted two Focus Group Discussions (FGDs) with Nepalese male migrants in
Auckland. Selecting participants who fit the characteristics of the people the researcher
wished to study in the field helped the researcher to apply participatory tools and

collect in-depth feedback that explored opinions and attitudes.

Pre-fieldwork practice is helpful when the setting and participants have similar
characteristics and backgrounds to the potential co-researchers in the field (Herr &
Anderson, 2005). Thus, the researcher chose Nepalese migrants working in Auckland
aged between 25 and 40 years old who had migrant work experience in other countries
before coming to New Zealand. The participants chosen by the researcher were born in
Nepal and grew up in Nepal. So they had a deep understanding of Nepal’s geopolitics,
culture, norms, laws, and contexts. Consequently, the information, feedback, and
comments from the group were highly relevant for the researcher to complete his

research and fieldwork.

Co-researchers’ words and experiences are at the centre of the PAR methodology
(Baum et al., 2006). The co-researchers in this study would be responsible for the
information generation, reflection, action, and dissemination of findings regarding the
fieldwork. Thus, the practice FGDs was designed to provide a free space to encourage
participants to own the moments in selecting tools, discussions, and findings involved

in the study.

PAR starts with relationship building among the co-researchers. The Focus Groups
(FGs) sessions included an introduction to the study, relation-building through playing
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games and engaging in coffee talk. The discussion then moved on to stories and
experiences about migrant work, the high HIV risk situation, and related behaviour

among Nepalese male migrant workers.

In the beginning, the researcher noted that the participants had some confusion
regarding the research objectives, methods, and roles, as the PAR approach was quite
different compared to many contemporary research approaches. However, when the
researcher shared the research topic, objectives, the PAR methodology and associated
methods deployed in this study in detail, the participants began to feel more competent
and comfortable. Further, the researcher started with a casual talk with coffee and
snacks together on migration trends in Nepal and each other’s migrant work countries
and some experiences of life over there. The information question used to initiate the
discussion was: ‘How do you explain migrant work in terms of work type, work hours,
accommodation, and other facilities?’ Then the group moved forward and discussed
the next topic with the question, ‘What do you think are the factors putting Nepalese

male migrant workers at high risk of HIV?’

The questions generated space to discuss the individual, contextual, and legal factors
related to unprotected casual (paid/unpaid) sex and access to HIV prevention
information and tools. The discussion led to an understanding of potential contexts and
possible discussion points during the actual fieldwork and provided the confidence that
friendly and supportive focus group discussions can generate valuable information and
yield helpful input from participants. The group shared roles such as note-taking, mind-
mapping, and audio-video recordings, which fostered team spirit. The practice FGD
was necessary for the novice researcher to obtain practical skills in relationship-
building, initiate discussion, and create a safe and trusting space for a detailed
discussion about such sensitive health issues, sexual behaviours, and HIV. The FGD
concluded by reflecting on the research methods used during the process and the

information generated to plan for the next FGD to be conducted the following week.
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The second practice FGD focused on internet and digital technology-based HIV
prevention. The researcher opened the floor by sharing potential HIV prevention
messages and discussed the editorial, creative and technical aspects of production to
consider while co-creating audio-visual messages on a sensitive issue such as HIV.
Sharing concepts, planning, action, and reflecting on potential methods of HIV
prevention were essential prerequisites to the conduct of the fieldwork. This session
centred around the questions, ‘What are your purposes for using the internet and your
smartphone?’ ‘What is the most effective medium to convey health information and HIV
prevention messages for migrant workers?’ and ‘What would you like to see in HIV

prevention messages and programmes for migrant workers?’

The patrticipants shared their inputs, either supported or countered by others, before
reaching a final consensus. The practice FGDs assured the researcher that a safe and
friendly space increases active participation and helps to make participants comfortable
sharing their personal experiences and stories on sexual behaviour and HIV prevention
strategies. At the same time, it enhanced the researcher’s confidence regarding using
participatory tools, processing the data collected, and coping with potential challenges

encountered during the fieldwork.

4.5.5. Pre-fieldwork preparation in Nepal

After completing the university’s preparation, including approval for the research
proposal and ethics compliance from the AUT Ethics Committee (AUTEC), the
researcher flew to Kaski district, Nepal, for fieldwork. to start his fieldwork after
receiving. The first task to complete in Nepal was to receive ethical approval from the
Nepal Health Research Council (NHRC) to conduct health research in his chosen
locality. The researcher applied for ethical approval and started consultation with
organisations and scholars working on HIV in Nepal, especially in the Kaski district,
Nepal. Obtaining ethical approval is a challenge for many health researchers; it is even

more challenging for a novice student researcher to take a participatory approach to
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sensitive health issues such as HIV in Nepal. Both AUTEC and the NHRC identified the
challenge of protecting the co-researchers’ rights and privacy while deploying the PAR
approach and focus group method and asked for the strategies the researcher planned
to apply to address those concerns. The researcher’s response to their concerns
showed a sound understanding of PAR principles and processes. Additionally, the
researcher had prepared a comprehensive information sheet describing the research
study to be provided to the participants and had a rigorous written consent process
ensuring the protection of the participants' rights and privacy. Further, a verbal
reminder at the beginning and end of each FGD about their rights and privacy and the
potential impact if someone’s privacy is leaked. Being a community member, the
researcher was familiar with Nepalese community ethics and the potential of using
them to save each other's rights and privacy. And the researcher was aware of the
significance of providing a space for participants to know and understand each other to
develop a friendly bond before starting FGDs. These steps helped to gain the trust of
both ethical bodies and enabled the researcher to obtain approval to proceed with the

study.

The researcher posted an advertisement about the study through social media and
local media and used word-of-mouth through returned migrants. There were also
consultations with NGOs working on HIV programmes and other scholars in the
research area. Among them, the Director of Naulo Ghumti Nepal (NGN), a Pokhara,
Kaski-based NGO, was significant in connecting the researcher to potential participants
and other organisations working on HIV. NGN generously offered a venue, free
counselling, and assistance for HIV testing if any of the participants chose to do so.
However, because of the study's sensitivity and its potential impact on the public
perception of the participants, the co-researchers decided to conduct the FGDs at other

appropriate venues.
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The other significant meeting was with a senior lecturer at Pokhara University. In this
meeting, the researcher gained helpful knowledge about the lecturer’s experiences
while undertaking his doctoral study on the experiences of people living with HIV
(PLHIV) in Nepal. In addition, the lecturer shared knowledge about potential difficulties
in recruiting participants, and the importance of considering co-researchers’ rights and

privacy while conducting the research.

4.5.6. Advertisement and recruitment in the research

The research deployed a purposive sampling technique to recruit participants who best
fit the research criteria and objectives. The inclusion criteria for the participants were:
Nepalese male migrant worker from Kaski district, aged between 18 to 38 years, with
migrant work experience for more than six months, an internet and smartphone user
with basic skills, and able to participate in multiple focus groups. The inclusion criteria
were determined using factors relevant to the research. First, the research focused on
male migrant workers because about 90% of migrant workers from Nepal are male
(CBS, 2012; Sharma et al., 2014). Earlier studies had found that the sexual behaviour
of Nepalese male migrant workers in their home and destination countries is one of the
major causes of HIV transmission in Nepal (Khanal & Karkee, 2012; Bam et al., 2013;
Mukharjee & Mail, 2014). Second, migrant workers aged between 18 to 38 years were
chosen because younger adults were more prone to HIV because of their sexual
behaviours. They also belong to the subset that frequently uses the internet and

smartphones.

Additionally, a greater age gap may impact the co-researchers’ desire to participate
and discuss HIV and sexual matters within the Nepalese socio-cultural context. Kaski
was chosen as the geographical area for participant selection because the national
census showed that about 11% of the population from the Kaski district were working
abroad as migrant workers. This is significantly higher than the national average of 7%

(CBS, 2012; Sharma et al., 2014).
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Figure 10 below provides the sample information used in the advertisement of the

study.

AUT University PhD Student’s Research
on
The Co-Creation of Internet-based HIV Prevention
for Nepalese Male Migrant Workers
Calls for Participants
Required crileria:
* Nepalese male migrant workers from Kaski District,
= Age 18 years and above,
» worked as migrant workers for more than 6 months,
» Internet and smartphone regular user having good
knowledge on them,
* Interested to work in team and must be able to provide

required time.
{a small reward for transportation fare and snacks available)
If you think you meet the criteria, you are interested and available, please contact:
-Til Chhetri
savenature13@gmail.com or +4977-9846257128

Figure 10. Research advertisement

Advising the basic criteria, the researcher posted advertisements on social media and
local media. There were only a couple of responses; however, they could not meet the
criteria for that number of participants. This was very disappointing given that records
show about 50% of households in Nepal have a family member working abroad or one
who has returned recently (WHO, 2012). However, the low response rate was
expected because Nepalese people usually refrain from discussing HIV and sexual
matters publicly. It became apparent that finding participants who met the criteria and
would be interested in participating in HIV research was a big challenge. The
researcher decided to modify the strategy by directly connecting with the local migrant
workers’ network using word of mouth and a “snowballing” technique. The researcher
provided information for participants written in English and Nepali to the research
facilitator and potential participants from his contacts and requested them to share it

widely through their network.
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Seven potential participants contacted the researcher through the migrant workers’
network, and the researcher held an informational meeting with them. The meeting
concluded by providing attendees with a consent form and a request that they decide
within a week whether they wanted to participate or not. Unfortunately, the researcher
did not receive a positive response from any potential participants. When the potential
participants were contacted individually, most cited personal or family reasons for their
inability to commit to managing time for the FGDs. This was similar to the predicament

the lecturer at Pokhara University had shared during a consultation session.

The researcher then conducted a one-on-one meeting with each potential participant
who came in contact through the facilitator and the migrant workers’ network. This
technique was successful as it provided the researcher with an opportunity to provide
detailed information about the research and immediately satisfy any doubts expressed
by potential participants. Upon receiving clarification about the research objectives,
methodology, methods, and the intent to protect their rights and privacy, the subjects
felt ready to participate. The researcher formed a participatory research team with the
seven (7) co-researchers who best matched the research criteria and who agreed to

the time and schedule required in the study.

Multiple factors played a role in selecting the small sample size. First, as student
researcher, the research proposal and ethical approval were for one Focus Group (FG)
with 5-8 participants as co-researchers. This could be reconsidered in the field if more
potential participants were available. However, it was hard to recruit participants even
for one FG. Second, the financial and time limitation for fieldwork also contributed to
selecting a small sample size. Multiple FG with Nepalese migrants who work in
different countries and occupations will be an area for future research and programs.
Third, the researchers aimed to understand Nepalese male migrant workers' life, their

migrant work and HIV risk knowledge and experience and breakthrough of a
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collaborative approach in HIV prevention among Nepalese male migrant workers in

online and digital technological space.

4.5.7. The research facilitator and the co-researchers

PAR emphasises recruiting research facilitator(s) from the community who can take the
role of a co-researcher for personal and social change (Kemmis et al., 2014;
Loewenson et al., 2014). The researcher recruited “Cody” as the research facilitator.
The researcher knew Cody before coming to New Zealand for his doctoral study. Cody
was a helpful social worker with experience in working with multiple local institutions
and clubs and conducting youth and local community programs. He was a great
speaker and motivator with the ability to handle different situations. The researcher and
potential facilitator arranged a meeting where the former shared his research and
expectations from a facilitator, resulting in the latter accepting the request. Both
planned the advertisement, the recruitment process and FGDs. Before starting each
FGs, they met to discuss and plan for the upcoming FGs objectives, the facilitator’s and
co-researchers’ roles, and potential opening questions to initiate the discussion.
Unforeseen situations meant that Cody could not allow the necessary time for planning
and preparation after the third FGD was completed; however, Cody did participate in all

FGs. Then, “Blake,” one of the co-researchers, took over Cody’s role as facilitator.

Table 1 below provides some basic information on the co-researchers.

Name age Education Migrant Marital Migrant
(pseudonym) gualification work Status work
Destination experience
Cody 26 University Social worker unmarried -
graduate & teacher
Blake 27 12 class Maldives Married Driver
Bruce 23 High school Malaysia Unmarried Cook/waiter
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Donald 27 University Qatar Married construction

graduate

Seth 28 12 class Dubai Married Sales
person

John 36 High school Qatar and Married Construction

Malaysia & Factory

Worker

Paul 33 12 class Qatar Married Security
Guard

Table 1: Basic information of the co-researchers

4.6 Creating space for Nepalese male migrant workers in the
research

PAR usually includes academic researchers, a facilitator and local community
members collaborating to explore a community issue and take action to change them
(Langlois, Goudreau, & Lalonde, 2014). Using the PAR methodology on sensitive
issues such as HIV must ensure a safe and supportive space where co-researchers
can feel safe and comfortable sharing their experiences, knowledge, and skills
(Kemmis et al., 2014). PAR principles such as providing a collaborative space for
empowerment, power-sharing, relationship-building, active engagement, and respect
for co-researchers’ rights and privacy are the important techniques deployed in this
study to provide a safe and co-researcher-friendly space. The following Sections 4.6.1
to 4.6.6 briefly discuss the strategies deployed to create a safe and comfortable space

in each research stage.

PAR is characterised by a reflexive methodology that is flexible and iterative, unlike
many rigid and linear conventional scientific and contextual research styles (Baum,

2016b). PAR proceeds from forming a research team, sharing concerns, planning,
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action, and evaluation, as shown in Figure 11 below (Kemmis & McTaggart, 2005).
However, the research process may go back and forth rather than in a clear and linear
way (Srivastava & Hopwood, 2009). The co-researchers in this study engaged in
collecting and analysing the generated information, including sharing knowledge and
experience on HIV risk context and behaviour in home and destination countries. They
also equally contributed to selecting date, time, venue, and mothods in sharing
concepts, planning, practice, and reflection of their co-creation iteratively until they

developed HIV prevention messages appropriate to their context.

Build a research team

\

Share concerns

\

Planning

|

Action

{

Evaluation

Figure 11. PAR research process

Adopted from Kemmis & McTaggart, 2005

Focus groups (FGs), one of the most used PAR tools, have underpinned this research

in data collection and initial data analysis (Olshansky et al., 2005). FG is a social
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interaction process or group interview and activities that help generate data
(MacDonald, 2012). As a PAR tool, FGs have provided an equal space, opportunities,
and support, even providing a space for contradictory or minority voices (MacDonald,

2012). The ideal number of participants in a FG in participatory research settings is 5-8

(Krueger & Casey, 2002). In a bigger group, enough space and care for every co-

researcher’s voice may not be possible and challenging to make a consensus on

opposing ideas. Thus, seven patrticipants were selected for this study as co-

researchers, participating in all focus group discussions and other information

generation activities, co-creation, and immediate reflection on the generated data.

Table two below provides a brief detail of the 9 FGDs sessions, including two

information meetings (FGD1 and FGD2)

FGDs Activities Date Participants
(pseudonym)
FGD1 Discussion about the research 21/08/2017 Dur, Ram,
(Information based on Participant Information Som, Dan, Dil,
meeting 1) Sheet and consent form Pra
FGD2 Sharing of information based on 02/09/2017 Cody, Blake,
(Information Participant Information Sheet and Donald, Seth,
meeting 2)  consent form John, Bruce,
Paul, Sam,
Brian
FGD3 Relationship-building featuring 06/09/2017 Cody, Paul,
games, jokes and participatory Seth, Donald,
workshop Bruce, Blake,
Sam
FGD4 Experiences and stories about 09/09/2017 Cody, Donald,
migrant work, HIV risk contexts Blake, Bruce,
and behaviours, and internet and Seth, Paul,
smartphone use John
FGD5 Internet search and sharing on HIV  13/09/2017 Cody, Donald,
and HIV prevention. Sharing of Blake, Bruce,
concepts on co-creation HIV Paul, John Seth
prevention messages
FGD6 Practice and reflection on co- 20/09/2017 Cody, Donald,
creation with drawings, Blake, Bruce,
PowerPoint, audio script Paul, John Seth
FGD7 Reflection, practice, and reflection  26/09/2017 Cody, Donald,
about co-creation with drawings, Blake, Bruce,

PowerPoint, and audio recordings

Paul, John Seth
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FGDS8 Final work on PowerPoint, co- 02/10/2017 Cody, Donald,

creation of video, mixing audio and Blake, Bruce,
drawings. Reflection and editing Paul, John Seth
FGD9 Cocreation of the final version of 03/10/2017 Donald, Blake,
the PowerPoint and video. Co- Bruce, Paul,
researchers’ reflections on Seth

experiences, achievements from
the participation and future
expectations for effective HIV
prevention

Table 2. Basic information about the FGDs

4.6.1. Relationship building and research skills

A trustful relationship among co-researchers, plus a transformation of power and
sharing of responsibilities, are vital in the PAR approach (Baum, 2016). The information
meetings (FGD 1 and 2), focused on comprehensive research and helped satisfy the
participants’ curiosity and doubts. In the beginning, the potential participants were
curious and found the study interesting. However, they were nervous about their role in
the research. This was not surprising as most of the conventional studies they had
seen or heard were quantitative that mainly required the completion of a questionnaire.

Their experience was reflected in one of the conversations in FGD1.

Dil: Tell us what we must do, and we will answer your question.

Dur: Til will ask us questions or tells us what we should do, and we will do them

accordingly.

Ram: Yes, we will answer what you ask from us.
The FGDL1 that provided detailed information about the research, objectives, and
process was important to clarify any uncertainties and allow the co-researchers to
participate actively. The meeting focused on gaining detailed information about the
study, the co-researchers’ roles, and the co-researchers' expectations. The first FGD
(information meeting) concluded by providing attendees with a consent form and a
request that they decide within a week whether they wanted to participate or not. They
were asked to sign the consent form to indicate their agreement to participate. Each
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co-researcher's equal and active participation is vital in the PAR research. However,
when the researcher contacted the participants individually after one week, they
indicated an inability to participate, citing multiple reasons for their inability to manage

time to join in the FGDs.

It is known that real or perceived socio-economic, cultural, and educational gaps
among co-researchers and academic researchers may discourage full participation
(Kemmis et al., 2014; Lowernson et al., 2014). Thus, the researcher shared his
personal story as a member of a family of migrant workers and his experiences of
student life abroad, including his struggles with living in Auckland. This helped potential
participants feel more comfortable about joining the study. After the FGD2, the
researcher organised a couple of short outings for the participants to learn more about
each other. The environment in the group changed after several more meetings. The
co-researchers developed a mutual and trusting bond as young males from very similar
social, cultural, and employment backgrounds. Regular communication became a basis
for mutual trust in their relationship. The researchers created a Facebook Messenger
Group to initiate ongoing conversations and create an avenue for sharing current news,
information, and interesting videos. The co-researchers found it easy to communicate
with each other through this channel. The team used the private messaging application
to plan and share information about upcoming FGDs, which was crucial for their

effective and active participation.

The term “Icebreakers” refers to various activities that help a participatory group
become acquainted to begin a conversation, develop trust, and feel more open to one
another (Chulp & Collins, 2010). Games and other entertaining and motivating activities
are crucial to developing a mutually trusting relationship before entering into a serious
or sensitive discussion, such as HIV and sexual behaviours (H. Cahill, Coffey, &
Beadle, 2015). Thus, FGD3 included games and jokes as icebreakers to allow the co-
researchers to engage in free-flowing conversations. Cody, the research facilitator,

organised a game and shared many jokes about migrant workers and their wives
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during the FGD3. The co-researchers encouraged each other to share jokes, and each
of them shared at least one joke that filled the environment with fun and laughter. Cody
then organised a game and divided the participatory team into two groups, asking each
team to turn the other way and act out as either a wall, a gun, or a rabbit. The general
assumption in the game was that a gun could kill a rabbit, while a rabbit can jump over
the wall, and the wall can block a bullet from the gun — a variation of the rock, paper,
scissors game, but with more prominent movements. If a team acts out a gun (hunting
position with fingers) and the next team acts like a rabbit (creating rabbit ears by
putting both hands on each side of their head), the first team gets the score since the
gun can Kill the rabbit. If a team acts as a wall (stands straight like a wall) and the
second team acts as a rabbit, the second team gets a score because a rabbit can jump
over a wall. The game was fun and provided some big laughs, which helped avoid
nervousness and encouraged the teams to collaborate in decision-making. Additionally,
the game also conveyed a message that peers may influence each other’s actions and
decisions (as in each team’s decision to choose whether to be a wall, gun, or rabbit),
including the decisions involving sexual behaviours such as engaging in casual sex

and condom use.
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Figure 12. Cody is demonstrating how the game works in FGD3

Sharing-based participatory video recording was the next activity included in the
second half of FGD3. The researcher began this part of the session with a brief
discussion of the types of videos based on the subject matter and basic things to
consider when recording discussions of a sensitive nature such as HIV and sexual
behaviours. Next, the co-researchers shared photographs and videos taken from their
phones and identified their frequently-used photo and video editing applications. Then,
the co-researchers recorded a video, captured on-the-spot photos using their
smartphones, and shared them with the team. Finally, they shared their comments and
feedback on what they recorded and created other media, considering the comments

made earlier.

The participants developed and agreed on some basic guidelines to encourage each
other to participate and to protect each other’s rights and privacy. The rules included

respecting others’ rights and privacy, using appropriate and respectful language and
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behaviour, speaking in turns, and putting phones in silent mode unless expecting an
important call, and helped to create a respectful and trusting relationship. The sharing
of the upcoming FGD topic and objective on the Facebook Messenger group before
starting the FGD increased the co-researchers’ confidence in their roles and
responsibilities during participation in the study. The written consent, and verbal
reminders about the importance of privacy at the beginning of each FGD, ensured that
the co-researchers remained careful while sharing stories and experiences and taking
responsibility for the co-creation of audio-visual and other materials. Power-sharing in
generating information and co-creation in audio-visual recordings and note-taking
further supported the maintenance of equality and a transparent relationship among co-
researchers. Indeed, the icebreaker and PAR principles and tools deployed in the
research supported the participants in relationship-building and completing the FGDs

with ease.

4.6.2. Reflection on migrant work and internet use experiences
and stories

The FGD4 revolved around the co-researchers sharing stories and experiences of HIV,
HIV risk contexts and behaviours, and HIV prevention among Nepalese male migrants.
The FGD focused on the informational question, ‘What is HIV? How does HIV transmit,
and how can we prevent it? What factors are responsible for HIV risk behaviours

among Nepalese male migrant workers in their home and destination countries?’

The co-researchers engaged in an extensive discussion and shared information about
HIV risk contexts, behaviours, and preventive measures built on their own experiences
or stories from peers. They shared their knowledge, experiences, and stories, while
other co-researchers supported or provided feedback before drawing the threads
together and reaching shared conclusions. As stated above, each FGD was recorded,

and each session generated information recorded as a note and a mind map. Even
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conflicting and minor disagreements were noted because the research assumes that
social determinants of health vary within and among societies and contexts. Figure 13
below shows mind-maps developed about modes of HIV transmission and prevention

measures and HIV risk contexts and behaviour in the co-researchers’ home and

destination countries.

Figure 13. Mind-map- HIV risk contexts and behaviours and prevention measures.

The co-researchers expressed their concerns about multiple HIV risk contexts and the
appropriateness of current HIV prevention interventions for Nepalese migrant workers.
For instance, multiple individual and contextual factors contribute to HIV risk
behaviours among Nepalese migrant workers; however, Nepal's existing HIV
prevention intervention measures fail to address them. On the other hand, HIV
prevention interventions and messages developed in and for destination countries or

targeted at global internet users have minimal benefits because of language, legal, and
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contextual barriers. The co-researchers in FGD4 concluded that current HIV prevention
interventions are insufficient to address Nepalese migrant workers’ issues. They
agreed that there is a need for appropriate HIV prevention strategies and interventions

targeted explicitly at this group.

4.6.3. Planning

Planning to co-create action to change the current social contexts is the second stage
in PAR (Kemmis & McTaggart, 2005). The FGD5 focused on planning and practice in
the co-creation of HIV prevention messaging appropriate to Nepalese male migrant
workers. The co-researchers started with an internet search on HIV, HIV transmission,
and HIV prevention intervention. The internet search helped extend their current
knowledge of HIV and potential forms of HIV prevention. Then, co-researchers shared
ideas and concepts about the possible forms and media for HIV prevention appropriate
to Nepalese male migrant workers. The co-researchers identified designing web pages,
developing apps, short drama skits, PowerPoint presentations, animated videos,
posters, and pamphlets as potential forms of internet-based HIV prevention tools.
However, upon further reflection, they eliminated participatory drama or videos from the
list for privacy and safety reasons. Then, they omitted the webpage and application
design suggestions due to their lack of skills in co-creating such media. In the end, the
co-researchers decided to co-create animated video(s), PowerPoint presentations, and
a Facebook page to share an audio-visual message about HIV, HIV risk behaviours,
and safer sex practices and to encourage HIV tests for people with previous HIV risk
behaviours. This session was essential for reflecting on the co-researchers’ knowledge
and skills determining appropriate forms of HIV prevention messaging for Nepalese

male migrant workers and planning for their co-creation.

4.6.4. Action

The action and reflection on co-creation started during the FGD5. The co-researchers
at first planned and practised colouring HIV prevention-related bitmaps available
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online. After some reflection, they scrapped the plan to use existing online resources to
maintain originality and retain ownership within the group. Then, they practised drawing
male and female genitals to illustrate safe and unsafe sex. The drawings showed
people having sex with one partner or multiple partners, with or without using a
condom, to convey safe and unsafe sexual practices. However, the co-researchers
decided conveying this message in the Nepalese social context was culturally
inappropriate when they reflected on their earlier decision at the beginning of the
FGD6. The participatory team found it difficult to disseminate and take ownership of the
material. The co-researchers then decided to sketch male and female images, then mix
them with audio recordings to co-create a video and practice editing. Aside from this,
co-researchers practised making PowerPoint presentations and created a Facebook

page named Health Awareness Nepal (Swasthy Sacheta Nepal).

PAR encourages simple and locally available tools (Lowenson et al., 2014). The co-
researchers were provided with chart papers, photocopy papers, pencils, colouring
pencils for practice, mind maps, and notes. In addition, the researcher provided a
laptop and a smartphone for audio-visual recording, internet search, and for the
participants to practice their concepts on co-creation. The co-researchers used their
smartphones, while desktop computers were available at the venue for internet search.
The action and reflection cycle of practice and reflection continued until developing the

final versions of the co-created messages in the FGD9.

Internet and smartphone use fundamentally helped enhance the co-researchers’
knowledge and skills in this research. Facebook Messenger became a means of
actively communicating with each other and led to the successful planning of
succeeding FGDs, including dates, times, and agendas. The co-researchers used
digital technologies and spaces such as the internet, smartphones, and laptops
extensively. As Flicker et al. (2008) reported, the most convenient and powerful tools to

enhance communication, collaboration, and co-creation. All the fieldwork activities were
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completed in a pleasant and collaborative setting. Each co-researcher contributed to
co-creation based on their knowledge and skills, and the team made final decisions
about their creations. For example, Cody and Seth focused on drawings while Blake
and Bruce coloured them. The team finalised the script of the audio message, and then
Donald typed it. Cody and Seth contributed their voices for the audio recording, and
John recorded it using his smartphone. Donald designed a PowerPoint presentation,
and Paul helped him complete this part of the work. The participatory team
collaborated and discussed every piece of information generated, sharing concepts,
practice, designing and co-creation of message or action. The decision was made

using the democratic process with extensive team discussions ending in a consensus.

4.6.5. Evaluation

Evaluation is an integral part of PAR research. The co-researchers’ reflections on their
process, achievements, and experiences provide a deeper understanding of the
benefits and barriers while participating in PAR to the primary researcher, audiences,
and future researchers. In this research process, each FGD included an evaluation
session of the co-researchers’ experiences and feedback on the processes,
achievements, and difficulties of participating in the FGD. The evaluation session
guided the primary researcher in effectively planning the upcoming FGDs. An
evaluation session was also included at the end of the fieldwork. The co-researchers
reflected on what they co-created by interviewing each other about their experiences,
achievements, and barriers while participating in the research. They also provided
feedback for future researchers and HIV prevention interventions targeting Nepalese
male migrant workers. The co-researchers used the following questions to interrogate

their reflections and provide feedback:

¢ How did you find this research?
e What are the benefits or obstacles that you experienced while participating in
this study?
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e Do you think if this research will contribute to HIV prevention among Nepalese
male migrant workers? How?
¢ How will the co-creations help extend Nepalese male migrant workers’
knowledge about HIV and the adoption of safe sex practices?
¢ How would you prefer to share the co-creations with Nepalese migrant workers
abroad?
¢ How would you describe this participation in terms of satisfaction and
achievements?
e Will you be interested in participating in such a study in the future?
The research placed the co-researchers and their voices at the centre, which is vital in
the PAR methodology to improve the research processes and outcomes. The co-
researchers were provided with a space to evaluate and feedback on the research
process, objectives, and achievements. The co-researchers, in return, voiced their
feelings, personal concerns, and individual health conditions. On several occasions,
the FGDs needed to be postponed when some co-researchers fell ill from seasonal
viral flu infections. In short, the co-researchers appreciated both the flexibility offered
and the participant-centred PAR methods deployed in the research. They became very
optimistic about the research findings and their contribution to HIV prevention among

Nepalese male migrant workers.

4.6.6. Dissemination

Dissemination of the research process and the research findings are a crucial part of
the research. The co-researchers belonged to the demographic of returned male
migrant workers who had come home for a short holiday. However, time constraints
and the limitations of being transient, with only a month or two to spend with family and
friends, meant that the co-researchers were not available to participate in

disseminating information related to the study. Additionally, the possible negative
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impacts of participating in HIV research in Nepal may have discouraged participation in
disseminating the findings either to the community or to other outside groups.
Consequently, the primary researcher returned to the university and disseminated the
research fieldwork experiences and findings to his supervisors and fellow researchers.
The completed research findings will also be disseminated in his PhD thesis, academic
journal publications, and conference presentations. Finally, the co-researchers have
provided verbal consent to disseminate the co-creations and research findings through
the Facebook page, YouTube, and other appropriate channels, which the researcher
will do after completing his doctoral study. Further, the co-researchers decided to
disseminate their new learning to their co-workers or peers in different ways and
occasions. The patrticipatory group believed to disseminate the research findings and
contribute to HIV prevention in a geometric series of 1, 2, 4, 8, 16... rather than a

massive change at a time.

4.7 Research ethics

Ethically appropriate research procedures and ethical approval from related institutions
are crucial in any health research. The Auckland University of Technology Ethics
Committee (AUTEC) and Nepal Health Research Council (NHRC) considered and
approved this research. After the university approved the research proposal, the
researcher applied for ethical approval from AUTEC, received on 10th July 2017, with
reference number 17/212 (see Appendix C). Then, the researcher applied for ethical
approval from the NHRC, which was achieved on 13th September 2017 with
registration number 299/2017 (see Appendix D). The ethical process and approval from
AUTEC and NHRC were the bases for the ethical fithess and rigour of the research

process and findings.

HIV is a sensitive and stigmatised issue in most South Asian countries, including

Nepal. As the primary researcher was brought up in this community, there was an
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awareness of protecting the co-researchers’ rights and privacy to avoid any potential
risks. The researcher consulted with stakeholders working in the field before starting
his fieldwork. Before their participation, the potential co-researchers were informed
about the research objectives, research process, benefits, and possible risks. The
researcher created a Participant Information Sheet approved by AUTEC and NHRC
(see Appendix A), including the research objectives, methodology, methods,
participants’ roles, potential benefits, and risks provided to all potential researchers.
The researcher also discussed the study in detail in his information-gathering meetings.
After explaining their rights and responsibilities, each co-researcher voluntarily
provided written consent before starting the first FGD (See Appendix B). The co-
researchers’ privacy is crucial in PAR, and this fact has been emphasised before

starting each FGD to serve as a friendly reminder.

As a community member, the primary researcher was aware and knowledgeable about
the co-researchers' social, cultural, legal, and linguistic backgrounds, which helped him
complete the research while employing an ethically-appropriate process from start to
finish. The section below provides details on the techniques adopted to employ an

ethically appropriate process in the research.

4.7.1. Consultation to ensure ethically appropriate process

It is vital to be prepared for unexpected situations when conducting research.
Consultation with people from the field helped extend knowledge and awareness of
potential challenges during this study. Specifically, consultations with local
organisations and scholars working on a range of HIV issues were instrumental in
ensuring the use of ethically appropriate methods and protecting participants’ privacy.
Initially, the researcher consulted the director of Naulo Ghumti Nepal (NGN), a leading
NGO working on the HIV prevention sector in Kaski. The meeting provided an
opportunity to explore the current HIV situation in Kaski and the local community’s

understanding of HIV and PLHIV. NGN generously offered free consultations and
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support for HIV testing on request for any of the co-researchers. NGN also offered a
venue for FGDs. However, the co-researchers chose a different location to avoid

possible stigma regarding their participation in the study.

An important consultation was conducted with a senior lecturer from Pokhara
University. The meeting allowed the researcher to learn from the lecturer’s fieldwork
experience in the Kaski district and informed awareness of the challenges involved in
convincing people to participate in HIV research, especially when it demands long
hours and multiple sessions. Finally, the lecturer emphasised the importance of

maintaining the co-researchers’ privacy.

The third meeting was with the Chief Consultant in the Sukraraj Tropical and Infectious
Disease Hospital, Kathmandu, Nepal, who is involved in the diagnosis, treatment, and
care of PLHIV, and engaging with researchers on HIV in Nepal. This consultation was
fundamental to the researcher in understanding the current contexts and intervention
programmes on HIV, from the national to the local level. This enabled the researcher to

facilitate ethically appropriate methods in the study.

4.7.2. Protection of co-researchers’ rights and privacy

Sexual behaviours are intensely private matters in many societies, including Nepal.
Nepalese society and culture do not permit an open discussion on sexual matters.
Further, the country’s laws prohibit extramarital sexual relations, and thus, HIV/AIDS
remains a stigmatised topic because of its association with unprotected sex with
multiple partners. Thus, securing co-researchers to participate in HIV research and

discussions on sexual behaviours posed a considerable challenge for the researcher.

In PAR, there is a real risk of disclosing the co-researchers’ personal information and
experiences. Co-researchers involved in sensitive and stigmatised issues such as HIV
must be responsible for mitigating potential risks and avoiding breaches of privacy. The
primary researcher was responsible for completing the study while avoiding potential
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risks to co-researchers. The researcher’s focus on assuring safety and privacy for the
co-researchers began with providing detailed information about the research. The
FGD1 and FGD2 with potential participants provided details about possible risks and
their joint and individual responsibility to protect fellow participants’ rights and privacy.
The co-researchers were informed about the importance of keeping each other’s
personal information private before starting each FGD. Further, the co-researchers
were asked to provide written consent to respect others' rights and maintain
confidentiality by not sharing the content of group discussions with anyone outside the

research team.

4.7.3. Protecting co-researchers’ privacy post-fieldwork

PAR provides a space for co-researchers to be empowered with new knowledge and
action to change a current situation (Baum et al., 2016). This study seeks an
opportunity to empower Nepalese male migrant workers in co-creating internet-based
HIV prevention messages. While doing so, the researcher is committed to mitigating
any risk to co-researchers that they face social stigma and discrimination for their
participation in HIV research. The post fieldwork process maintained privacy by
removing co-researchers’ details or identifiers to ensure anonymity in the research
findings, subsequent publications, conference presentations, and thesis. To that end,
each co-researcher was assigned a unique pseudonym. Further, confidentiality was
maintained by limiting access to fieldwork notes and the associated data generated,
fieldwork audio and visual records, consent forms, and transcripts to the researcher
and his doctoral thesis supervisors in order to assure participants that the researcher
was committed to maintaining an ethical, appropriate process from the earliest
meetings to the completion of the study. The PAR principle, the ethical approval
process with AUTEC and NHRC, consultations with subject matter experts, the
creation of relevant information documents such as the Participant Information Sheet

and the written consent from co-researchers, and the research team’s commitments
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supported the researcher to complete the study smoothly, avoiding, as far as possible,

any potential risks to any co-researchers.

4.8 Data analysis

A partnership with co-researchers and sharing power in data collection and analysis
between the primary researcher and co-researchers are the important features of PAR
(Cahill, 2010). The collection and analysis of data in PAR proceed iteratively and
reflexively - co-researchers go back and forth to generate and analyse the data as they
build their relationships to connect them more strongly in developing a vision, focus,
and understanding (Srivastava & Hopwood, 2009). Generally, data analysis in the PAR
methodology occurs in two stages: immediate analysis and feedback after each FGD
and a final analysis at the end of the data collection process. At the end of each FGD,
co-researchers analysed and reflected upon the generated information following
reflective analysis. The co-researchers provided their reflections on the overall

fieldwork experience and findings during the final FGD.

The basic principle of PAR is the collaboration of co-researchers for data collection and
analysis (C. Cabhill, 2010). Unfortunately, the co-researchers had limited time and could
only participate in the initial data analysis during the data collection in the field. So the
primary researcher returned to Auckland to transcribe, translate, and analyse the data
using the thematic data analysis method. PAR literature emphasises two stages in data
analysis. In the first stage, the primary researcher initiates the data analysis, codes the
data, and critically reflects on those codes with the co-researchers (Blas et al., 2010;
Frisby, Reid, Millar, & Hoeber, 2005). In the second stage, the primary researcher
critically analyses codes in relation to the key points from the data and undertakes a

further analysis of the research findings (Nicholson, 2013).

151



4.8.1. The first stage of data analysis

The first data analysis stage in a PAR study occurs concurrently with the data
collection (Frisby et al., 2005). The co-researchers collaborated to generate data and
reflect on the generated information and process, deploying PAR’s principle of
collaboration and power-sharing (Cahill, 2010; Lowenson et al., 2014). In the initial data
analysis, the co-researchers reflected critically on the generated information and the
method employed at the end of each FGD. The co-researchers also reflected on the

overall data collection process, methods, and findings at the end of the fieldwork.

To ensure the voice of the co-researchers remains prominent in the data analysis, the
primary researcher offered to do data analysis collaboratively with the co-researchers
from FGD3. Each FGD began with reviewing previous FGD and concluded with a
reflection on the generated information and methods used in the FGD and planning for
the next. However, due to time constraints, none of the co-researchers was available to
help with the second stage data analysis in detail. Consequently, the researcher
listened to and analysed the audio recordings and studied notes and mind maps from
the first two FGDs. The key points were identified by the researcher and presented to
the co-researchers for their consideration and reflection in order to be able to confirm

the representation of their voices in the analysis.

4.8.2. The second stage of data analysis

In the second stage, the primary researcher critically reflects and analyses the data
and findings using appropriate data analysis methods suitable to the research
objectives (Nicholson, 2013). It took place in Auckland after the researcher returned
from his fieldwork. The second data analysis stage was important for studying the
research process and findings on a deeper level to prepare for the doctoral thesis,
academic publication, and presentation. Transcription and translation was the first
stage of the data analysis. At first, the researcher tried to use software, such as Google
Translate, to translate and transcribe the data. However, it was unsuitable for a group
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discussion recorded in Nepali, so the researcher manually transcribed and translated

all data.

The researcher studied Braun and Clarke’s ‘Using Thematic Analysis in Psychology
(2006)’ and ‘Successful Qualitative Research: a practical guide for beginners (2013)'.
The literature provided insight into thematic data analysis. Braun and Clarke stated six
stages in thematic data analysis that begin with familiarisation with the data, initial
coding, searching, reviewing, defining the themes and naming themes and producing a
report (Braun & Clarke, 2006, 2013). First, the researcher familiarised himself with the
data, reading them multiple times to understand the underlying information or meaning
based on the contexts that emerged from them. The researcher also paid attention to
each co-researcher’s words and their relation to the overall data; coded all the
transcribed data in the second stage, including images and notes from the field;
created a table and arranged similar codes under one column; and extracted data to
support them (Braun & Clarke, 2006). Next, the researcher read each code carefully for
its relationship with other codes in terms of meaning and its relationship with the
research question and objectives and arranged them in a table. Finally, several mind
mappings were made to synthesise each under specific themes to produce the thesis

chapters.

The data analysis began with listening to the audio recordings, studying collected notes
and mind maps, watching videos recorded, and examining the co-created messages.
All data were recorded in Nepali, transcribed in Nepali, and then translated into
English. The audio and visual data transcription was important to study, connect, and
code. The transcription and translation in English were essential to developing a PhD
thesis that was understandable by a global audience. The researcher did the
transcription and translation by himself since he was integrally involved in the data
collection and familiar with each dialogue's developing situation and contexts that a

secondary transcriber and translator may have otherwise missed. Upon completing the
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transcripts and translations, the researcher became even more familiar with the data

and the generated contextual meanings.

The primary researcher attended an NVivo 12 workshop at the university and trialled it
for data management and analysis. However, being new to the software, the
researcher found it difficult to code and analyse the big data generated from the group
discussion in the field. After considering fellow researchers' experience of using the
software, the researcher then decided to code and analyse data manually this time.
Before starting the data analysis, the researcher read and transcribed the content to
familiarise himself with the collected data and their associated contexts. The
researcher then marked key points from all the recorded data, immersed in the FGDs,
created mind maps, and noted the critical information and, while doing so, kept
reflecting on the key information and isolated strong and weak points. Finally, a careful
study of the mind maps and notes was made, including the co-researchers’ mind maps
and notes from the field, while identifying their links to the research questions and

objectives.

The researcher studied Braun and Clarke’s ‘Using Thematic Analysis in Psychology
(2006)’ and ‘Successful Qualitative Research: a practical guide for beginners (2013)'.
The literature provided insight into thematic data analysis. Braun and Clarke stated six
thematic data analysis stages that begin with familiarisation with the data (Braun &
Clarke, 2006, 2013). First, the researcher familiarised himself with the data, reading
them multiple times to understand the underlying information or meaning based on the
contexts that emerged from them. The researcher also paid attention to each co-
researcher’s words and their relation to the overall data; coded all the transcribed data
in the second stage, including images and notes from the field; created a table and
arranged similar codes under one column; and extracted data to support them (Braun
& Clarke, 2006). Next, the researcher read each code carefully for its relationship with

other codes in terms of meaning and its relationship with the research question and
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objectives and arranged them in a table. Finally, several mind mappings were made to

synthesise each under specific themes.

From the codes, the final themes that emerged were related to the principal factors
preventing Nepalese male migrant workers from the prosumption of HIV prevention;
the inefficiency of current HIV prevention intervention to address them are discussed in
Chapter 5. Chapter 6, on the other hand, discusses the research as space for
Nepalese male migrant workers to be the co-creators of HIV prevention messages and
themes that emerged from the co-creation. Chapters 5 and 6 below discuss the
process and findings in answering the research question, “How can Nepalese male
migrant workers contribute to the co-creation of internet-based HIV prevention

measures?”

4.9 Conclusion

This chapter presented the methodology deployed in the research to provide a space
for Nepalese male migrant workers to co-create internet-based HIV prevention
methods. The critical theoretical perspective is best suited to this research to provide a
space for marginalised Nepalese male migrant workers’ voices. The PAR methodology
has become a powerful tool for collaborating with Nepalese migrant workers in this
research. PAR has provided a space for Nepalese male migrant workers to creatively
explore and express their ideas and experiences on HIV risk contexts, internet use,
and HIV prevention. The PAR principle and icebreakers such as games, jokes, and
video recording were very effective in order to bridge the gap between the academic
researcher and Nepalese male migrant workers. Finally, this chapter reflected on the
data collection, analysis process, ethical approval, and techniques to ensure co-

researchers' rights and privacy.
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Chapter 5

Reflection on Nepalese male migrant workers’ life, HIV and HIV
prevention and the process of PAR

5. 1 Introduction

Understanding the context is crucial to successful health promotion interventions
focused on individual, community or government activities (Sparks, 2013; WHO
Commission on Social Determinants of Health, 2008). The day to day activities,
experiences and stories of people in their communities provide the best foundation to
understand their contexts. This study began with the reflections of Nepalese male
migrant worker co-researchers on their life, HIV risk contexts and behaviours. The co-
researchers interpreted the information (what they thought had contributed to their
experiences and understandings) in the field. The primary researcher further
interpreted and analysed them using thematic data analysis. This was the basis of PAR
in this study before moving to the co-researchers' co-creation of an HIV prevention

strategy, discussed in chapter six.

The co-researchers’ discussion on their day to day life experiences and multiple
underlying factors responsible for those experiences was aligned with the research
question, "What are the experiences of Nepalese male migrant workers in terms of HIV
risk contexts and behaviours?” The findings were related to the themes on the
individual factors, socio-cultural contexts, and laws limiting Nepalese male migrant
workers' access to HIV prevention information and tools such as safer sex practices
and condoms in Nepal and destination countries. Further, the gaps in the current health
promotion and HIV prevention interventions in home and destination countries were
found increasing Nepalese male migrant workers' vulnerability to HIV. Section 5.2

explains how the PAR methodology assisted in a space for the Nepalese male migrant
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workers to reflect on their contexts, knowledge and experiences. The section also
discusses the challenges or limitations of using a PAR approach in HIV research in
Nepal. The section below 5.3 discusses the emerged themes related to the individual
and contextual determinants increasing the Nepalese male migrant workers in HIV risk
behaviour and the challenges in using HIV prevention in Nepal and destination

countries.

5.2 Deploying a PAR approach in the research

Participatory Action Research (PAR) methodology focuses on community participation
and empowerment through self-generated knowledge and action (Kemmis et al., 2014;
Lowenson et al., 2014). In the context of this research, it meant collaboration with
Nepalese male migrant worker co-researchers, their active participation in providing an
understanding of their life and context, followed by a co-creation process to develop
HIV prevention interventions. The PAR principles and tools deployed in this study
commenced with the introduction of the co-researchers to each other and relationship-
building in FGD3, and listening to their co stories and experiences of multiple HIV risk
scenarios in both home and destination countries in FGD4. In FGD5, the co-
researchers explored potential forms and contents for internet-based HIV prevention
and also shared concepts for and initiated practice relating to their co-creation., The co-
researchers deployed the PAR cycle of planning, action and reflection in the following
FGDs until they concluded in FGD9. The FGD9 also included a session on the co-
researchers’ self-reflections about the co-creation process and outcomes and how

these might support HIV prevention for Nepalese male migrant workers.

As described by Kemmis et al. (2014) and Lowenson et al. (2014), the PAR cycle of
reflection, planning, action, and evaluation assisted Nepalese male migrant workers in
understanding their contexts, sharing concepts on internet-based HIV prevention,

practices, and co-creation of them. The cycle was a foundational process alongside the
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researcher’'s commitment to place co-researchers’ knowledge and skills at the centre of
this activity. This research deemed Nepalese male migrant workers capable
collaborators in HIV prevention, and their day-to-day experiences were a relevant
source of knowledge in addressing the HIV epidemic (Cabhill, 2007). Thus, initial FGDs
focused on exploring and understanding the Nepalese male migrant worker co-
researchers’ lives, their perceptions of HIV and skills in HIV prevention. These were
pivotal PAR steps for the co-researchers’ understanding of their HIV-vulnerable

contexts and behaviours.

The research objective was to co-create internet-based HIV prevention. This began
with an internet search and concept generation on internet-based HIV prevention in the
FGD5. However, an earlier participatory and sharing-based video recording and editing
session in FGD5 contributed to understanding the co-researchers’ knowledge and skills
in smartphone use, photography, videography, and related applications. The PAR
principles of democratic approach, free and independent space, and respect for the co-
researchers' rights and privacy significantly contributed to their fulsome participation.

This greatly helped complete this important study on highly sensitive issues in Nepal.

5.2.1. Building trust to discuss sensitive issues

The development of mutual and trusting relationships for informal focus group
discussions (FGDs) and activities was the primary PAR process to avoid gaps in
knowledge sharing and minimise hesitation among the co-researchers (Baum et al.,
2006; Kemmis et al., 2014; Lowenson et al., 2014). Establishing a trusting and informal
space was crucial in this research for the necessarily intensive discussions about the
sensitive and stigmatised health issue of HIV in Nepal. Respect for the co-researchers’
rights and privacy and the informal nature of the study’s activities were the fundamental

PAR principles deployed to develop mutual and trusting relationships.
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FGD3 focused on building trusting relationships among the Nepalese male migrant co-
researchers, and this approach continued throughout the research process. The FGD
included a formal introduction of co-researchers, followed by games and jokes, and
then a short outing designed to assist teamwork and provide the opportunity to get to
know each other. On reflection, those activities were essential in creating a trustful,
informal and interactive environment for the researchers and co-researchers to
understand each other and mitigate any nervousness or hesitation about the sharing of

sensitive information in a safe space.

Cody, the facilitator, led the relationship-building session that began with some
amusing jokes on the context and life of Nepalese male migrant workers and their
spouses and other aspects of the Nepalese society. Seth joined in:
Seth: Shere [a typical character often used in Nepalese jokes] prayed to
God. God was happy with his prayer. God asked, "What do you want,
Shere?". Shere asked, "Oh! Lord, | want a big vehicle and lots of girls

around”. God said, "Tathastu [okay, given]". What did Shere become,
do you know...? A girls’ school bus driver!

Seth’s joke generated a lot of laughter in the team. However, it also reflected Nepalese

socio-economic contexts such as poverty, belief in fate or supernatural power, the

desire for possessions and reliance on God. The following from Cody reflected typical

Nepalese society, literacy levels, particularly amongst an older generation, that

highlights the significance of audio-visual forms of health promotion and HIV prevention

messages

Cody: Once, a son came home with his exam result and showed his mark

sheet to his father. The father saw it and said, “You got the weak mark

in all subjects. However, you got 80 marks in the last subject.” [That is,
the total of all marks].

At the beginning of FGD3, the co-researchers were nervous. However, they became

more relaxed and friendly over time and began to include more jokes with adult
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content. Cody, the facilitator, shared the first joke with adult content (below) to establish
a fun, enjoyable, and comfortable environment. The participants, as co-researchers,
determine the overall research process in PAR. Therefore, as a participatory
researcher, | did not intervene or interrupt the co-researchers: the research was on HIV
through unprotected sex. The contents of the jokes reflected their perception of the
sexual behaviour of migrant workers and their spouses. The co-researchers presented

the adult content without designating them directly, as in Cody’s joke:

Cody: A man went abroad for work. Before he went, he measured the size of
his wife's hole [vagina] with an egg. He warned his wife that “I would
kick you out from home if it became bigger than this.” He kept the egg
safe and went. After a couple of weeks, the wife was sick of sex [being
without sex]. She started to do [it] with her neighbour. After two years,
the husband returned. He checked, but the hole was bigger than
earlier. Then the husband was angry and asked why this was bigger
than earlier. “Did you sleep with anyone?” The wife replied politely: “No
dear, how can | do with any other. It is bigger because it is delighted
today and laughing wide seeing you after two years.”

The joke included more adult content, but it also reflected how the co-researchers (as
male migrant workers) perceive their and their partners' sexual lives. Another co-
researcher told a joke that reflects a particular view on the life of migrant workers and
their spouses and their potential extramarital sexual relationships during their multi-

year separation from each other.

Blake:  Once, a Lahure [migrant worker] returned home after three years.
Unfortunately, his wife was having her period [menstruating] on the
same morning. The couple was in trouble. Suddenly, his wife found a
solution. She said, “If you do not mind, | will request a friend of mine to
give you what you need for tonight. Do you want to go with her?” The
husband was happy and excited. She called her friend and sent her
husband along. The husband returned the following day in a happy
mood. However, it did not last long. The wife asked, “You look happy; |
hope you had a lovely time”. The husband replied, “Yes, she was very
nice”. The wife asked if the friend had asked anything. The husband
replied, “Yes, she asked for Rs 1000, so | gave it to her”. Suddenly, the
wife had a tongue slip; “What! 1000! Her husband gave me only 500
for four nights.”
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Although such jokes would seem offensive in some contexts, in this instance, they
provided a shared way for the co-researchers to connect through humour and provided
some insight into perceptions of extramarital relations among Nepalese male migrant
workers and their wives. One of the reasons the co-researchers suggested that such
affairs were believed to occur was through returnees delivering parcels, messages,
letters or money to their co-workers’ families or spouses. These deliveries were not
unusual, as often there was no other convenient channel available to send parcels and
money back to family in Nepal. This belief led the co-researchers to discuss the
rumours of returnee migrant workers having sexual relationships with their co-workers'
spouses at home. Although it is difficult to know how much is based on reality or
fantasy, Blake's story did remind me of a story of my friend having sex with his co-
worker’s wife at home in Nepal. According to him, he went to deliver parcels to his
friend's home and, as it was late, his friend's wife invited him to stay. Later in the
evening, she offered him some drinks, which led to flirting and a sexual encounter.
Offering food and shelter to guests is a part of Nepalese culture; however, casual sex
is unusual. Excessive alcohol use and a desire for sex after a prolonged separation
from her husband may have led to the experience. Similar suggestions of sexual
encounters with the spouses of co-workers were a prevalent motif that emerged in co-

researchers’ discussions.

As an icebreaker, along with the stories and jokes, co-researchers also played a game
to facilitate group cohesion. Cody, who organised the game, divided participants into
two groups. He asked each group to turn to the other team and act either as 'a wall' or
‘a gun' or 'a rabbit'. The general assumption of this game is that a gun’s bullet kills a
rabbit, a wall blocks a bullet, and a rabbit can jump over the wall. Thus, if a team acted
as a gun (acting out the hunting position with fingers) and the next team acted as a
rabbit (putting both hands on the head with index finger up), the first team scored a
point since the gun can kill the rabbit. If a team acted as a wall (standing up straight,

like a wall) and the second team acted as a rabbit, the second team scored a point
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because a rabbit can jump over the wall. If the first team acts like a gun, and the
second team acts as a wall, the second team would score a point because a wall can

block the bullet.

The game was tremendous fun, with much laughter coming from each group. It
encouraged teamwork and decision making. The game also showed the participants
that our actions and choices could be affected by others. The participants understood
that this knowledge could be applied to other life decisions, including whether to
engage in casual sex, use condoms or not and also inform about HIV risks. For
instance, Nepalese male migrant workers may be faithful and loyal to their partners.
However, a partner’s decision to have unprotected sex with others would impact the
worker. The reverse is also the case. The game also highlighted peer influence in
decision-making and the choice of actions that may apply in a decision to engage in

casual sex.

Relationship-building is a pivotal part of PAR research, essential in researching a
sensitive and stigmatising issue. Informal activities and contexts such as sharing
stories, jokes, games, and outings help develop a relaxed and friendly environment.
Such activities in this study helped the researcher and participating co-researchers
understand each other’s lives and perceptions about sex, migrant work, society, and
their co-workers and their spouses' sexual practices. This was essential to move

forward in this research.

5.2.2. Deciding on methods for doing PAR together.

Power is an important concept in PAR, which aims to empower those involved in the
research (Baum et al., 2006). PAR focuses on democratic principles as a means to
overcome traditional professional dominance in the research process. Participatory
research offers the space, necessary resources, and technical assistance for

community members to study and understand their current context and develop actions
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for change (Lowenson et al., 2014). This research used the PAR approach to empower
the Nepalese male migrant co-researchers through self-generated knowledge and

actions.

One of the objectives of this research was to study the Nepalese male migrant co-
researchers’ knowledge of and skills in contemporary digital technologies to support
the co-creation of an internet-based HIV prevention strategy. Photography or
videography is a participatory creative tool used to identify and visualise the community
contexts impacting health and health systems (Lowenson et al., 2014). As the primary
researcher in this study, my role was to act as a facilitator, technical advisor, and
supporter to community members who led every project stage in participatory
photography or videography. In this regard, the co-researchers were required to
understand their knowledge and skills on the subject. Therefore, the session was in
place to provide co-researchers with a space to reflect on their knowledge and skills, to
provide appropriate PAR tools and develop the knowledge needed to achieve the
research objective. Thus, FGD3 included a session to explore the Nepalese male
migrant worker co-researchers’ knowledge of and skills in photography and
videography and to understand the multiple tools and applications they may have used.
The session encompassed a discussion, practice, action, reflection, and feedback

session to extend and refine the co-researchers’ existing skills.

| opened the session by sharing the following information:

Til: All of us have experience in capturing videos and photos. You must
have captured them hundreds of times on different occasions and
moments. However, we might not have thought about the different
types of videos based on the subject matter and context. For example,
it may not be appropriate to use the same techniques to capture
normal life events and a crime scene or witness' reflection on crime or
sensitive personal matters. In such a situation, we must think about the
privacy of people. The first type of video is a normal video in which we
record every detail. In the second type of video, we focus on sharing
related voices without disclosing the speaker's identity. The third type
is rather than a recorded video, it displays a photo with or without
voice-over, like in a PowerPoint presentation. For example, HIV is a
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sensitive and stigmatising issue in Nepalese society. We must think
about the appropriate type of video if we want to co-create a video.

| then handed the floor to the co-researchers to share their opinions and explain their
existing photography and video recording, and editing skills. Like most people with
access to the technology, the co-researchers had experience capturing videos and
photographs of their lives. In the FGD, they shared their knowledge, experience and
skills, which allowed them to validate and learn new knowledge about photography and
video recording and editing skills.

Cody: We should think about light as well. It should not have an anti-light
effect. Before capturing, we must think about the side and angle for
clear and bright photos or videos. The camera captures the lights
reflected from the image; therefore, we have to think, how can we get

more lights like tilting, straight, from down, up, from which side camera
gets more light it gives a higher quality photo.

Cody shared simple but important precautions to ensure the capture of higher quality
photographs and videos. Cody further explained the relationship between light and
images to help participants capture quality photographs and videos for others. As Cody
said, photography and videography success is related to lights, angles, presentation,
and how consideration of these aspects assists the capture of higher quality
photographs and video. He noted the importance of background scenes and ambient
noise to the quality delivered by a photographer or videographer. As Bruce points out:
Bruce:  To capture photos and videos, we need to be careful about minor
things such as background scenes and any noise around. Many times,

we take photos. However, we cannot share due to ugly things in the
background. Similarly, unnecessary sound or noise spoils our videos.

Many commercially-available and freeware editing applications are available online,
assisting in producing quality photographs and videos. These software applications

target specific uses. For instance, some applications are designed for photo-editing,
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while others are for creating and editing videos. Therefore, as part of the FGD, |
initiated the discussion in which the co-researchers shared their knowledge and
experiences of free applications for a photo and video editing.

Seth: | use RealPlayer with features like crop, trim, and merge videos but
cannot format. We can cut some parts but cannot regain them once
removed.

Donald: The one that | used was a video slide maker. It allows you to select

photos, trim them and play with audio. The audio plays in the
background and slideshows photos on the screen.

The growing friendly environment encouraged every co-researchers to engage in the
discussion and practical activities.

Seth: Okay, we will make a video, but actually, what is the purpose of
creating a video? Can you tell us?

The development of co-researchers’ understanding of the purpose and use of the video
was an important aspect of the planning and co-creation of HIV prevention tools and
activities. The process allowed them to consider appropriate content, contexts, and
forms of the visual message. However, as the primary researcher, Seth's question also
prompted me to reflect on whether | could provide enough details on the research
objective. At the same time, | was excited to see that he was already thinking about the
co-creation of tools and ideas for HIV prevention. The co-researchers were
transforming into active co-creators or prosumers of HIV prevention. | realised the
benefits of introducing PAR methodology and participatory workshops at the beginning
of participatory and action-oriented research. The co-researchers practised their skills
and ideas and reflected on the photos and videos they had captured. The session
helped the co-researchers with the opportunity to advance their practical skills through

observation and feedback.
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Donald: [looking at his photo and commenting aloud] It would have been
perfect if he had taken it from a closer shot. A standard mobile phone
camera also took a good picture.

Paul: how good is a local wine? This is also like that - pure, natural and
straightforward [room blasts with laughter]

In this conversation, Donald shared his impression of the photo he captured. At the

same time, Paul lightens the mood with funny compliments.

Throughout this session, the co-researchers made fun of almost every situation,
offering funny compliments or gestures. | also noticed that the co-researchers never
used direct Nepalese terms to refer to reproductive organs or sexual behaviours such
as penis, vagina, anus, sex, brothels and prostitutes. Instead, they used gestures or
terms like ‘this’, ‘that’, ‘the place’, ‘the thing'. Further, they used Adda (a term used to
refer to a government office) for a brothel or other place where sex workers were
available, Cap/topi for condom and hunter for playboy or playgirl. It may be related to

Nepalese cultural influence, which restricts public discussion about sexual matters.

Reflection is a crucial aspect of the PAR process and outcome. It is also an important
component of developing plans to act further for improvement. For example, after the
reflection and feedback on the first take, Donald captured another better shot that co-

researchers recognized and appreciated.

Donald: This is perfect now, looking fantastic.

Bruce: Perfect now.

The patrticipatory video recording session was an important milestone in developing
mutually-respectful relationships and confidence among the co-researchers. It also
provided the opportunity for the co-researchers to refresh and advance their knowledge

and skills. It assisted in developing a base for the co-creation of HIV prevention
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actions. There was a strong sense amongst participants that the knowledge and skills

gained from such workshops would also be beneficial in their day-to-day lives ahead.

5.2.3. The challenges in PAR and teamwork

PAR is a participant-centred research process in which the co-researchers make

decisions, including articulation of their roles and planning for the FGs’ schedule,

venue, and tools. Planning for the following FGDs at times that suited all co-

researchers was a challenge in the research. The co-researchers often concluded one

session without a final decision about scheduling the next FGD.

Seth: Let's tell you our suitable time. | prefer 12 noon or 1 PM on Saturday.

At that time, most of us are free. We finish our morning work and might

not start if we have planned anything for the evening.

Bruce:  We can do the next one more on Saturday morning; let's plan for a tea
talk.

Cody: Sorry, | may be absent on Saturday; | will be out of the city this
Saturday. But will be online in the Messenger group. | may add

something on what happens here. | will share what | know in the next
meeting.

This conversation from FGD3 is an example of the challenge of finding an appropriate
time for the co-researchers, all of whom were on short leave to be with families at
home, mostly spent for relaxation with friends, family, and partners for fun. The co-
researchers' participation in the research was very much appreciated, despite
occasional challenges in conducting FGDs smoothly. The conversations reported
below from FGD4 describe the co-researchers’ support and passion for the study,

despite being busy during their visits home.

Paul: Let's sit on Saturday at 3:00 PM.

Seth: Let's do it like this. Do not say about three, let's start at about 1 PM;
Donald will return from the village.

Donald: Okay. We will be in contact; therefore, there will be no problem.
Saturday is better than Sunday. We all will be in contact; if anyone has
any problems, we can share them in the Messenger group. It may be a
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problem if we do not have any contact after this; however, we are in
touch with the messenger group.

Til: Okay, let's purpose for 3 PM on Saturday unless any changes are

required. If anyone of you wants changes, please share on the
messenger group.

The participatory team faced a similar situation throughout the study. It represents the
multiple voices, power-sharing, team spirit, and democratic decision-making processes
associated with undertaking this research. The co-researchers suggested opening a
Facebook Messenger group, which | created before starting FGDs, so that participants
could communicate with each other. The Messenger group was a helpful tool for the
participants to communicate and plan for FGDs, and a significant achievement of the
study. According to the co-researchers, Facebook Messenger had only been used to
communicate with family and friends before joining the research study. In the study, it
was used to plan the upcoming meetings. This may also be a valuable consideration
for researchers seeking to engage community members who have limited time to

devote to a research project.

5.3 Nepalese male migrant workers and HIV risk

PAR researchers identify their target community, form a research team, and
collaborate to study and understand their day-to-day life experiences and develop
actions to bring about change (Baum et al., 2006; Kemmis et al., 2014). With the
formation of the research team and completion of the relationship-building phase, the
research focused on exploring Nepalese male migrant workers' lives in the home and
destination countries and their knowledge and experience of HIV. This section presents

themes related to these.
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5.3.1. ‘Lahure’, identity, sex and HIV.

The co-researchers were among the more than four million Nepalese male migrant
workers, known as Lahure, who spend most of their time abroad, away from their
spouse or regular sex partner (Bhattarai et al., 2020). Traditionally, Lahure refers to
those Nepalese male migrant workers recruited in British Gurkha Army in India
(Khanduri, 1997; Sijapati & Limbu, 2017). The Gurkha had exemplified bravery in
World War | and World War Il. Nepalese society deeply respects Lahure, and many
families who rely on remittances have a more wealthy and fascinating life than others in
Nepal. Migrant work was the only source of cash in many communities in the past.
Therefore, a Lahure was the most desired partner for many Nepalese women in the
past, and this remains the case in some communities in Nepal.
John: Whatever work you did abroad does not matter. When you land at the
airport, you buy some new clothes and perfumes. Then, you are a
Lahure. Here [in Nepal], people say, “Look, Lahure is coming!“ The

word Lahure means enough. People come to meet and chat with you,
and ask about yourself. Women, even young girls, get attracted.

Local mothers' groups and clubs respect a Lahure’s return, celebrating with folk songs
and dancing in many rural societies. In return, they receive cash and gifts from the
Lahure. As a community member, | also participated in such a celebration during my
childhood. Although this tradition has slowly faded with urbanisation and the increased
numbers of migrants who work in many occupations in multiple countries, it is still
practised in rural Nepal. Community perceptions and respect for migrant workers
attract local women, increasing the prevalence of casual sex between returning or
visiting workers and Nepalese women.

Donald: Women like to go with a Lahure [returnee migrant workers] than a man

who earns more than him in Nepal because they know Lahure is ready
to spend more on her than other people.
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The incidence of casual sex may be related to men’s economic status and possession
of resources and women's desire to benefit from them (Schmitt, 2014). In many
traditional societies, including Nepal, women mainly engage in household work and are
financially dependent on their husbands or partners. The relatively comfortable lifestyle
of migrant workers and women's desire to gain perceived financial benefits contribute

to the number of casual sexual encounters.

Returnee migrant workers’ desire for fun and relaxation after long periods of
monotonous work abroad means they are keen to spend time with friends and relatives
and drink alcohol in Nepal. As a community member, | have also seen and heard
stories from my friends and cousins about spending money on alcohol and girls during
their time at home. They have a very active social life during their return home
compared to locals, contributing to their attraction to local women and sex workers.
Seth: They [women] know Lahure is in a holiday mood and become ready to

spend a lot. Women of such types [looking for a sex partner] are after
Lahure for fun and money.

Human sexual activity is a natural behaviour. However, sexual relations are sometimes
related to money or resources, an interplay between the desire to collect and spend
money (Baumeister & Vohs, 2004). Some women use sexual relations to obtain money
or other gifts. The co-researchers in this study used their resources or their ability to

spend money as a tool to lure women.

Paul: Many Lahure (Nepalese male migrant workers) contact their ex-sex
partner(s) or someone who is in contact. | did too. Then, as soon as |
landed in Kathmandu, | called and planned a date. You must buy a gift
or give some money then you can do anything [sex]. Many people
spend a lot of money at that time. | wasted too.

The migrant workers’ newly gained economic status and spending ability were factors

for engaging in casual sex. The returnee male migrant workers use the perception of
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an extravagant lifestyle and their ability to spend money to lure local partners and sex

workers into fulfilling their desire for sex.

A person’s economic status significantly determines their status and respect in many
societies. Income level is also a determinant of personal freedoms and opportunities for
sex in many destination countries. For example, according to the co-researchers,
migrant workers with higher incomes can take their families with them to many
destination countries, renting a room outside the work camp. However, very few take
their families with them, nor do they call their spouses or family members due to
multiple complexities, including higher living costs than in Nepal. As a result, these
migrant workers have more freedom and increased opportunities for casual sex. One
co-researcher, Seth, experienced this greater level of freedom, although he denied
being involved in casual sex activities abroad. However, he provided his room key to

friends for their use when he was away for work.

Seth: Migrant workers with a certain income level can rent a room outside
[the camp]. | also lived renting a room. There is more freedom for such
people, and many of them also involve multiple casual sexes. Some of
my friends who stayed in the camp asked for the key when | went to
work.

Peer get-together and alcohol consumption are also encouraging factors for casual sex
that decreases inhibition of cultural norms, legal statutes and concerns around HIV. It

also contributes to inconsistent condom use.

Bruce: | have experience in how it happens after alcohol use in Nepal. | was a
taxi driver before | went for migrant work. Four boys returned from
Qatar, and Dubai came to Begnas Lake. They drank until around 9 PM,
and then they decided to go to Dohori [a pub where customers can
enjoy live folk songs, dance and drink]. When drunk, everyone is the
same. We do also like them [John and Donald: Yes]. | received them
and took them to dohori, where they tip up more beers. In dohori, two
of them lured a waitress who became ready to go with them after
midnight. She asked them to pick her up from her room after being
dropped at her room at midnight. She gave her room address and
number. They picked her up, and we headed to Phewa lake. It was
already 12:30 am, and the boys said they did not have a condom.
[John and Donald laugh]. It was not possible to get a condom. | left
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them and returned home. After 2-3 days, | met the girl in the dohori
who said, bro, we drank until about 3-4 AM. We were fully drunk, and it
happened to both without using a condom.

Power relation between males and females in the society and its relation with money or
resources is also a challenge in HIV prevention in Nepal. In the story above, the boys
imposed their male and money power which the girl could not deny in her desire to
earn money. It is not clear whether the girl charged more for the unprotected sex or
not. However, there are rumours that sex workers charge more if you do not use a

condom.

Carrying condoms can be difficult in Nepal, particularly within a family where being
unmarried and having sex is frowned upon. With limited opportunities to purchase
condoms, the risks of unprotected sex increase. This is further complicated by people's
perception of the low risk of contracting HIV and sexually transmitted infections (STIs).

Paul: | never used a condom with any girl previously. However, once | came
in trouble when a girl became pregnant. | was very worried as | did not
want to marry her. | got medicine to throw it [abortion]. Then, | started
to use a condom while doing with local girls.

Donald:  You are not at HIV risk doing with local girls. But if the girl bears a
child [pregnant], it becomes a problem. If the girl takes your name, then
your life is gone.

Paul: | never used a condom [Laughs, and others join him]. | did with many

women while working in Qatar. | had sex with Qatari, Sri Lankan,
Kazakhstani, and Nepali women but never used a condom.

Co-researchers reported more concern about potential pregnancy than HIV or STDs
infection. They believed there was no risk of HIV from having sex with local (Nepalese)
girls. This may be a consequence of the comparatively low HIV prevalence among the
general population in Nepal or ignorance of potential sex partners. The perception that
condoms primarily are for contraception was reinforced by Paul, who, having

impregnated a Nepalese woman, sees the need for condom use. However, his view

172



about condom use is limited to sexual relations with local girls, whilst he boasts of not

using one when overseas.

This view is not confined to Nepal and Nepalese male migrant workers with low

education and skills. In the practice-FGDin Auckland, university graduates from other

countries also reported more concern about the possibility of pregnancy from

unprotected sex rather than HIV or STls. The challenges associated with purchasing a

condom and the feeling that it is not necessary led to risk-taking by at least one co-

researcher:

Samaya: | was alone at that time. | had a local girl as a co-worker. We had to go

for a field visit occasionally. She used to say she had a boyfriend.
However, we had sex without a condom multiple times. First, | did not
care because | was alone for a long time. But, later, | got scared
thinking about her possible relations. If she said | am pregnant and if
she had any STDs from her boyfriend, what would | do? | did not think

about HIV at that time. After some time, | searched for another job and
moved from there.

According to Zegan (1991), many people do not think of themselves as at risk for HIV
despite having unprotected sex. They perceive their partner as trustworthy and healthy
people who could not be HIV positive. In Nepal, this belief was found among men
having sex with local partners: they are perceived their partners as trustworthy, healthy
and HIV negative. The focus on preventing pregnancy meant that strategies practised
to avoid this may not have included strategies to prevent HIV or STIs, including the use
of condoms.

John: There is someone who never uses a condom. Ha-ha! | never use a

condom. You do not need a condom to avoid pregnancy; you may
have other techniques.

For many years, it has been understood that consistency in condom use when
engaging in casual sex is essential to avoid STIs, including HIV infection and unwanted

pregnancy. However, the discussion was an indication that Nepalese male migrant
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worker co-researchers have low consistency of condom use as they have a low
perception of HIV risk, which may be a significant challenge for HIV prevention. As
John shared, to avoid unwanted pregnancy, they may use other techniques such as
withdrawal or relation in a fertility ‘safe’ period or pills. These techniques may help

avoid pregnancy; however, they increase the challenge for HIV prevention.

5.3.2. Opportunistic casual sex and low condom use.

The co-researchers regarded casual sex as a huge opportunity that they did not want
to forgo, despite the multiple risks of unwanted pregnancy and STls, including HIV
infection, potential social stigma and legal punishment. They believed they might not
get other opportunities in Nepalese society, where casual sex is stigmatised and
prohibited.

Donald: Situation demands and our heart wants to do it [sex]. Although we
know we should not do without a condom, we do.

Bruce: | don't want to leave the chance saying | do not have the thing
[condom] as | may not get it again.

The overriding desire for sex outweighed the potential risk of having unprotected sex
among these Nepalese male migrant workers. Under my questioning, the co-
researchers stated that they did not feel at risk due to unprotected sex because, in their
view, they did not act randomly. They chose partners they saw as beautiful, clean, and
healthy-looking and who they perceived could not be HIV positive.

Til: Did you have any moment you felt you were at risk of HIV or other STls
due to unsafe sexual behaviour?

John: No. Never. | do not go with anyone. | go with selected ones who look
healthy and beautiful. They can't be HIV positive.

Paul: | never thought about HIV risk. | did with migrant co-workers abroad.
All of them were medically tested and healthy-looking. They could not
be HIV positive.
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Many societies have misconceptions and beliefs, including that lean, thin, and weak-
looking people are unhealthy, while physically strong, clean, attractive people are
healthy. This is also portrayed in many health promotion messages and interventions.
However, PLHIV indeed may look healthy for years, increasing their partners’

vulnerability to HIV.

The co-researchers in this study also believed that sexual relationships with migrant
co-workers were safe because premedical tests and HIV negative status are
mandatory for migrant workers in most destinations, including New Zealand. Further,
migrant workers undergo medical tests approximately every two years in most
destination countries. Therefore, the workers perceive little or no risk of HIV infection
while having unprotected sex with migrant co-workers.

Seth: One important thing to remember is that it may not make a difference

with someone working there [migrant workers] because they go

through regular medical check-ups. But, if the girl or yourselves have
other partners, then it will be an issue.

Having a sex partner who is also a migrant co-worker may be safe unless you or your
partner have multiple sex partners. However, it is hard to know partners’ previous and

current sex life, and trusting them without knowing their sexual history can be costly.

Seth: Some Nepalese girls look very gentle there [in migrant work settings];
however, they may not be. | have one experience; both boys and girls
are very dangerous. | did not know while staying for 2-3 years. We
used to think these girls were not that type. | only knew that when we
5-6 boys returned from there had a gathering in Kathmandu. The boys
said, | did it with this girl and that girl. They even told marks on or
around their private part [sex organs], which matched with each other.
It means all of them had done with the girls. | thought the girls were
good. | never thought anything wrong about them. However, when 3-4
boys said they did with the girls, they had a mark there [sex organs].
Both boys and girls are a fraud to that extent.

The co-researchers had either experienced or heard such stories of multiple partners.

Dave mentioned that “No one returns without doing it [sex] there” in one conversation.
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None of the other co-researchers opposed his statement, suggesting that they were
familiar with it. They had overlooked the potential HIV risk arising from unprotected sex

and their partners' potential sex networks or sexual history.

Some of them described having sexual relationships with just one partner. This helped
cope with loneliness and provide sexual pleasure, companionship, love, and other
support. Having a relationship with a local woman provided John with sex and other
social benefits, including a strong attachment and the chance to visit different places

and enjoy local foods.

John: | did not get a chance in Qatar. | had one in Malaysia, like my private
partner. | had fun with her for about eight months. She was slightly
older than me. First, she was the girlfriend of a friend of mine. He
enjoyed it with her. He returned about 6-8 months earlier than me. He
introduced me to her and gave me her phone number, saying she was
a local woman and may be helpful for me. She and | went to the airport
to drop him. Then, we sent messages because | did not know much of
the Malaysian language to talk over the phone. Later we met each
other and started to do (sex). It was the first time; | was in love with
someone. She used to wait for me until | finished my job and used to
go on a trip in her car. She used to bring fruits and foods for me that |
distributed to my friends as well. | never ate that many fruits. | enjoyed
my stay time after | met her.

It is challenging to discover a partner's entire sexual history, and even more difficult
when you belong to a different culture and speak a different language. In this instance,
John’s partner’s history also included sex with his friend without knowing the friend’s

sexual history, increasing the likelihood of a network of unsafe sexual relationships.

Buying condoms can be difficult in Nepal because of the social stigma. Often there is
only one health centre or private pharmacy in a local area, and many people, especially
unmarried men, hesitate to buy condoms. Thus, carrying or keeping a condom is
equally challenging when you live with your family.
Bruce: | have experience regarding hiding a condom. | had bought a taxi at
that time. After a few months, | thought the car seat covers were dirty

and decided to wash them. | took them out and soaked them in a
bucket. Suddenly, | got a call from a client. So | asked my younger
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sister to wash it and put it in the sun. When | tried to put the seat cover
back in the evening, | felt something unusual. | checked there were two
condoms on the drivers’ seat covers. | felt ashamed and found it hard
to face my sister for many days. | wondered if she had seen them or
not, what she might have thought about me if she had seen them.
What would happen if she had told my wife or mom?

The earlier taxi driver's strategy to hide the condoms and Bruce’s mental state after
knowing that there were condoms in the seat cover that his sister might have seen
reflects how difficult to carry a condom in Nepalese society. It is equally challenging in
many destination countries due to the laws or workplace rules towards migrant workers
and extramarital sex. The distance between the workplace or accommodation and the

market is another challenge in accessing condoms in many destination countries.

Paul: Most labour camps are far from the city or market. The security gives
us limited time to go out. Must finish (do sex) and return within 30 min
or an hour.

John: Our company was away from the city; we needed to hire a taxi to go

there. So, if you found a partner and place, there was no chance to get
a condom immediately.

Difficulty accessing condoms may lead to unprotected sex in destination countries.
However, they are available without charge from all government health services
providers; hospitals, health posts, health centres, and primary health centres in Nepal.
However, national records show unprotected sex is the major cause of HIV
transmission in Nepal, accounting for about 85% of HIV transmission (NCASC, 2020).
In Nepal, availability and access are two different factors influencing consistent condom
use. For instance, condoms are available without charge in almost all parts of Nepal.
However, consistent condom use is low in Nepal because of the social stigma and
legal prohibition of premarital and extramarital sex. Further, the perception that they are
not used in sex between husband and wife deters both buying or carrying and

discourages consistent condom use.
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Many people perceive condom reduces sexual pleasure. The desire for sexual
pleasure overrides the importance of using a condom to prevent HIV, STIs and

unwanted pregnancy.

Seth: It is bothering to use a condom.

Donald: There is no taste after putting on a condom. It is like eating sweet,
covering/wrapping your tongue with polythene.

For Seth and Donald, using a condom meant an artificial barrier preventing direct flesh

contact; the sexual pleasure was a driver for not using condoms, despite the risks.

The co-researchers understood that condoms might not protect them all the time.

Donald: That safety [condom] also does not work sometimes and gives you
trouble. | have experienced it. Once, | used a condom. | did not realise
it broke in the middle while doing it. Later, when everything was
finished, | saw it was broken. | was worried about what will we do if she
got pregnant. Later, when | learned about her last period, | felt relief.
However, | was worried until she had her next period.

Donald’s statements reveal two opposing views of condom use: condoms reduce
sexual pleasure and cannot be completely relied upon it. The underlying reason for
such scepticism may be the poor quality of condoms and/or their improper use. As a
community member and a former health promotion worker, | am familiar with the
difficulty of demonstrating the proper use of condoms in any public place or in any
programs in Nepal. Nepal relies on foreign aid, which may also increase the possibility

of receiving lower-quality condoms in donations.

Doubts about the efficacy of condoms may also be related to insufficient knowledge
about condom use. The co-researchers revealed in the discussions that they had very
rarely searched for health information online. Instead, they used the online platforms
primarily to access Facebook and chatting applications and watch movies and songs

on YouTube.
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Seth: I do not search for health information. | have followed a couple of
health news pages on Facebook. | read health information if | see
something interesting.

Cody: | also read available news on Facebook pages. | search for health
information sometimes. However, | never search about HIV. | fear the
word HIV.

There are many challenges in obtaining appropriate and detailed information about
reproductive health and HIV in Nepal. This results from multiple barriers, including a
low understanding of HIV risk, insufficient knowledge about HIV, HIV risk behaviour
and preventive measures, difficulty obtaining a condom and the social stigma of
carrying one. Addressing the social stigma associated with HIV, HIV risk behaviour,
and available preventive measures and removing legal barriers preventing sharing

information, mainly through online platforms, could mitigate the challenges.

5.3.3. Socio-cultural perception assisting in unprotected sex
Social and cultural factors may also be reasons for the low perception of HIV risk
among co-researchers, despite having multiple sexual relationships. The co-
researchers believed that multiple sex partnering outside of marriage might not be the
major reason for HIV infection. They suggested that it may be more closely related to
polygamy, a traditional practice common in Nepal and is still practised in many migrant
workers’ destination countries. The Muluki Yen (Country Code) Nepal 1963 was
amended in 1980 to prohibit, save in exceptional cases, a second marriage before the
first marriage had been dissolved. However, some older generations in Nepal are still
living with two or more wives.
Seth: Multiple partners may not be the reason for HIV. If this is the case,
many people would have died from HIV because many hunters
[playboys] older men in the society have 2-3 wives at home and might
be doing with many others outside [participating in casual sex]. This

might be your bad luck or some punishment from God for your sinful
act.

John: Yes, there are a lot of people like that (with multiple partners). | know
one man who said while drinking together that he had a target of 108
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partners, and he said he is almost there. | can say he did not use a
condom all the time.

The Nepalese community’s belief in fate, God, and supernatural power also contributes
to potential HIV risk due to having unprotected sex. For example, many mythical stories
describe Hindu Gods participating in adulterous activities (Dwivedi, 2018). Polygamy,

which has been practised in traditional and modern society in different forms, may have

also influenced the co-researchers' views on casual sex and HIV risk.

5.3.4 Workplace and accommodation arrangements and casual
sex

The type of workplace, occupation category, accommodation arrangements, personal
contacts and the ability to pursue casual relationships are closely related to the
opportunity to engage in casual sexual activities in destination countries. The unisex
nature of the workplaces makes it easier for migrant workers to initiate a casual
relationships. For instance, Paul's position as a security guard in a supermarket
provided opportunities to form relationships with female co-workers and local
customers, leading to sex with many co-workers and a local woman. However, as a
construction worker staying in a male camp in the country, John did not have similar
opportunities. However, John’s move to another country with a unisex workplace led to
an opportunity for a casual relationship with a local woman.

John: When you are together for days and/or nights, it happens

automatically. | shared already how the relationship with a co-worker
initiated and ended with doing the thing (Sex).

Regular encounters at the workplace or in accommodation increase opportunities for
intimacy. Absence from home, absence from a spouse, and resulting loneliness mean
the intimacy may turn into affection, love and/or sexual desire, leading to sexual

relationships.
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Seth: | have one experience when there is a unisex accommodation building.
You know there is a lift in a tall building and a staircase as an option.
Nobody uses the staircase, and has no proper light as well. Some of
my friends used to do it on the staircase. Sometimes, in the garbage
collection area. It is a big space in the backyard to throw from the top;
some used to do it there.

Male and female workers in unisex accommodation have separate storeys, with strict
security and rules. However, according to co-researchers, the security and rules are

insufficient to prevent the desire for casual sex. In fact, workplace rules and security
contribute to unprotected sex since carrying a condom or keeping a condom in the

workers’ rooms is impossible.

Paul: Yes, boys (migrant workers) used to do it secretly at night, hiding
behind big walls, dumping sites with low light. They look for the
opportunity to meet and do in a rush. There was no chance in the
daytime. To go out of the building, you need the guard’s permission,
and if you return within a given time, the guard says nothing. For
example, if you ask permission to go out to market, the guards give
you limited time to be there and back. Then, how to bring it (condom)
from the market and when to do it (sex).

Casual sex behaviours are also related to the ability to interest and persuade a
potential partner. For example, as a waiter in Malaysia, Blake was in contact with many
customers, including Nepalese women. However, he did not have sex with anyone

there, although some of his friends visited brothels.

Blake: | did not do with anyone there. However, some of my friends used to
visit brothels.

Thus, unisex workplaces and accommodation arrangements in many destination
countries are other contributing factors to the prevalence of casual sex. As well paid
casual partners are also available in these countries. However, multiple contextual,
cultural and legal factors prevent immediate access to condoms, increasing the risk of

HIV through unprotected sex.
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5.3.5. The challenges in changing people’s perception of HIV
risk

Multiple factors pose challenges to HIV prevention in different societies. Low
perception of HIV risk is one of the significant challenges to preventing HIV globally,
and it is a factor in Nepal. Changing people’s perceptions is difficult as many people
find it challenging to access information and adapt to new ideas. | found that the co-
researchers remained hesitant to accept the growing HIV risk despite seeing the data.
For example, | shared online a news report that PLHIV increased by 2000 in the Kaski
district. The published information was based on data obtained from multiple
organisations working on HIV in the district. In an FGD, | initiated a conversation about
this data to elicit the co-researchers’ reflections and perceptions. The co-researchers
assumed multiple ways to deny the increasing number of PLHIV and risk in the local
community.

Cody: Many of them may be in-migrants in Pokhara from other districts or
abroad.

The co-researchers were also not prepared to admit that they may be at HIV risk. The
low perception of HIV risk in the community is a major challenge for HIV prevention in
Nepal. The co-researchers suggested that increases arose due to migration from other
districts or surrounding regions. In saying so, Cody denied the potential numbers of

PLHIV around him and his potential vulnerability to HIV.

The news report also stated that 53 PLHV were below 18 years old, which was
alarming. Responding to this information, Cody explained the increasing unsafe sexual
practices and alcohol consumption among teenagers and young adults in the

community:

Seth: It has been written that 53 HIV infected below 18 years.

Cody: Yes, the number may increase soon; there are dangerous playboys
and girls even in classes 8 and 9 in school. | have also seen drunken
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boys and girls and boys wandering on the street, outside clubs and
discos at night in Fewa Lake. Someone picks the girls and drops them
back the following day. The girls are fully drunk and know the next day.
A few days later, it becomes a habit. Some boys and girls have the
routine there.

5.3.6. Insufficient knowledge contributing to HIV risk behaviour
Most of the co-researchers could describe the four modes of HIV transmission,
although they lacked detailed knowledge. Reproductive health and sexually
transmitted infections (STIs), including HIV, are covered in the school curriculum in
Nepal. However, as cited in an earlier study, cultural barriers to reproductive and
sexual behaviour limit classroom interaction (Wasti et al., 2011). Insufficient knowledge
among co-researchers who at least had secondary level education was an example of
the impact of the socio-cultural perception on sexual behaviour in the education
system. They perceived the mass media, such as radio and television, as the main
source of their current knowledge of HIV rather than from the school.

Seth: that (modes of HIV transmission) is a well-known fact to everyone, isn't

it? Direct sexual relation, from a pregnant woman to child, injective-

drug users, blood transfusion.

Paul: Yes, they are the familiar 3-4 points heard regularly on the radio and
TV.

Most of the co-researchers were aware of four modes of HIV transmission -
unprotected sex, mother to newborns, contaminated syringe or piercing devices, and a
blood transfusion. This means they were familiar that unprotected sex could transmit
HIV but were not practising what they knew. They had the misconception that healthy-
looking partner can not be HIV positive, posing a significant challenge to addressing

condom use to prevent HIV.

Mass media can be a reliable channel to communicate most health messages in many

countries, including Nepal. When reporting on HIV transmission, mass media in Nepal
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is generally limited to the four modes of HIV transmission known by the co-researchers.
The lack of detailed information about other modes of transmission among the co-
researchers resulted from the nature of mass media messages designed to convey
information to the general population.
Paul: | have never heard that it transmits from oral sex. It transmits from
blood or blood materials contact, which does not occur in oral sex.
Donald: It does not transmit from anal sex as well.

Seth: This may not occur in oral and anal sex. There is no semen and
vaginal fluid contact and no blood contact.

This limited knowledge increases Nepalese male migrant workers' vulnerability to HIV.
For instance, MSM is one of the communities with the highest HIV risk and prevalence
rate, and anal sex is a sexual behaviour with a high risk of HIV transmission. The co-
researchers were ignorant of HIV transmission through oral and anal sex. They
explained that blood, vaginal fluid, and semen are not shared with a partner during oral
and anal sex and that HIV, therefore, cannot transmit during these sexual experiences.
The reason for this belief may be that none of the co-researchers identified as MSM.

They described sexual relations only in terms of vaginal sex.

A strategy that included accurate and detailed information targeting specific
populations and their needs could help extend important HIV knowledge among the
Nepalese male migrant workers. Strategies deployed in this study - the focus group
discussions (FGDs) and the use of the internet - will assist in validating and extending

the current knowledge.

Lack of current, accurate and detailed knowledge of socio-cultural norms and legal
provisions for migrants in destination countries were other challenges for HIV
prevention among Nepalese male migrant workers. Most Nepalese migrant workers
lack pre-migration orientation about their work, its social context, and the legal

provisions in the destination country. The co-researchers also had insufficient
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knowledge of HIV and the HIV pandemic in the destination country. For instance, John
and Blake worked in Malaysia for many years. However, they were ignorant about the
incidence of HIV infection among female sex workers there.
John: Sex work is high in Malaysia, but | heard those [women] in Adda
[(brothels] go through regular medical tests every 15 days. They are

the medically-approved ones. Any woman is not allowed to do the thing
there.

Blake:  Certain areas are fixed for that in many countries. It is everywhere, like
in our country. They go through regular medical tests.

Blake and John assumed that sexual relationships with sex workers in Malaysia were
safe because they believed that all sex workers underwent regular medical tests. |
encouraged them to conduct a Google search on HIV prevalence among sex workers
in Malaysia. They found the results shocking: HIV prevalence among female sex
workers was 17.1% in Kuala Lumpur and 14.5% in Pahang in 2016 (Ngadiman et al.,
2016). Kuala Lumpur and Pahang are the two major destinations for Nepalese male
migrant workers, including John and Blake. While they did not visit sex workers in

Malaysia, they were aware of many of their co-workers who did.

John: Very few like me had a girlfriend there; others go to adda (brothels).
Blake: | never went to such a place, but some of my friends visited there
(brothels).

The lack of pre-departure orientation about the socio-cultural and legal aspects of the
destination country, ignorance of HIV prevalence, and more opportunities for casual
sex contribute to increased HIV risk among Nepalese male migrant workers.. Casual
sex is readily available in many countries despite the legal, cultural, and religious
prohibitions. Strategies are needed to curb the spread of HIV caused by the lack of

accurate, targeted and readily-accessible information and tools.
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5.3.7. Demographic and socio-cultural impacts on consumption
of HIV prevention

The society in which individuals grow up or live influences their sexual practices
(Asamoah & Agardh, 2018). The surrounding social contexts impact their access to
information, their level of knowledge, decision-making, and sexual practices (Lodge &
Wegrich, 2016). Traditional norms and values in many societies are barriers to
accessing HIV prevention information and purchasing and using condoms. Nepalese
social norms prohibit open discussion about sexual matters, and this deprives the
youth of Nepal of reproductive health and HIV prevention information. At the same
time, the stigma related to premarital and extramarital sexual activity discourages
young people from either seeking information about HIV and HIV prevention strategies

or from buying or carrying a condom.

Demographic factors such as marital status and age directly impact an individual's
access to condoms and other sexual and reproductive health information, especially in
Nepal or the many destination countries where sexual relationships outside marriage
are stigmatised or prohibited.

Cody: It may be okay to buy a condom. You are married. What about me? If
someone sees me buying or carrying a condom, what would they say.

In Nepal, even married men are hesitant to buy a condom because of social
perception. Nepalese people generally believe that married couples would not use a
condom. Marital status is also the key to accessing condoms in many destination
countries.

Paul: You are single there [migrant work/abroad]. You are not allowed to
carry a condom or keep it in your room. The guard checks you for any
prohibited things at the gate and occasionally checks your room.
Where do you go to find a condom immediately in such a situation? It

is not available everywhere, and you cannot carry it all the time. It will
be trouble if the security guard finds it.
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Even where Nepalese male migrant workers may be aware of HIV risk, unwanted
pregnancy and other risks due to unprotected sex, access to condoms remains
challenging because of the stigma of premarital or extramarital sex in Nepal and many
destination countries. The co-researchers in this study were hesitant to buy a condom
in their local area.

Blake: In a new place, we can buy easily but in the local area, even married

men feel uncomfortable buying because people hardly use a condom
with their wives.

In a small community dominated by traditional norms and values, most people know
each other and are interested in knowing about others. Therefore, the co-researchers
believed that buying a condom at a local pharmacy provided the opportunity for
community members to doubt their character. The potential stigma discouraged young
and unmarried people from buying a condom.
Paul: In most Muslim countries, any relation outside marriage is
unacceptable and punishable. You are liable for punishment if you get

caught involved in such activities.

Seth: Punishment differs in countries; you will face either lashing, deportation
or imprisonment - one or more.

Religion, culture and law in Nepal and many destinations country discourage and, in
many cases, prohibit casual sex. However, the co-researchers were aware of the
reality of casual sex occurrences in Nepal and many destination countries. However,
the prevalence of HIV and PLHIV in these countries suggests that cultural and legal
restrictions may encourage unsafe sexual practices rather than prevent them.
Paul: We are scared to buy a condom, especially if Arabi [an Arabian/a local
person) is in the shop. We may be in trouble if they ask about our

marital status because we are alone despite being married in Nepal.
People do not want to be in trouble.
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Paul: Next is because of language. For example, there is medical, but an
Arabian runs it; we cannot speak and do not know what they call a
condom in their language. | do not know how to ask as well.

Besides the legal and cultural barriers to casual sex, there may be a language barrier
for migrant workers in the destination country. Many co-researchers did not know the
word for a condom in the local Arabi language. As well, questions or requests for
personal details from a shopkeeper could cause trouble for the migrant workers or at
least feel confronting. Thus, low language competency also contributes to unsafe sex
practices in destination countries. The potential risk and consequences of being asked
for ID cards or personal details in a country where extramarital sex is prohibited also
discourage buying a condom.

Seth: One thing that came to my mind is that we need to show Pataka [ID

Card] to buy it [condom]. | never bought a condom.

John: Yes. | never bought a condom there. However, as much | know from
friends, they may ask for your ID.

Donald: There may always be a fear that they may be in legal trouble buying a

condom. People do not want to risk buying and carrying a condom
there.

Along with extramarital sex, abortion is also illegal in many destination countries. That
legal provision increases the risk to those involved, especially women, making them
liable for punishment. Thus, women must be very cautious in those countries.
Seth: Abortion takes place here, but it is illegal there. That is one more thing
for people having many children there.
Paul: | never bought a condom there. However, sometimes the girls used to

have it with them. They would have stolen from the supermarket or got
from someone working in supermarkets.

Multiple demographic, social, cultural and legal factors clash with the desire for sex and

sexual pleasure. Stigma and discrimination are two major problems that most HIV-
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infected people face throughout the world, and they are significant barriers to HIV
prevention. The potential stigma about engaging in premarital or extramarital
relationships and discrimination against PLHIV discourages people from practising safe
sex and seeking HIV prevention information, testing, treatment, and care (Wasti et al.,

2011).

Cody: One primary reason for HIV transmission is that HIV infected person
does not expose their status. They could save others but are scared to
go for a test, and the infected do not share HIV status. The infected
person cannot speak like us because they fear potential sigma and
discrimination after being exposed.

Many research studies show that unprotected casual sex is the dominant cause of HIV
transmission globally, including in Nepal (NCASC, 2021; Aryal, 2017; Khanal & Karkee,
2012). However, the stigma, discrimination, and laws unintentionally lead to risky
sexual behaviour and discourage people from discussing sexual matters with their

partners.

Paul: Not possible to talk about HIV and ask for an HIV test to partner at any
cost. If she feels you doubt her, she leaves you immediately.

Donald: If we ask your partner for an HIV test, she will think you doubt her
character. If you say, | have a relationship with others; she will not

accept you. In both cases, it spoils your relationship. So, it is wise to
keep silent if you want to continue the relationship.

Custom and tradition mean that many Nepalese individuals, and their families, prefer to
secure a partner who has not had previous relationships. Disclosure of previous
relationships makes it difficult for an individual to find the desired spouse.
Consequently, people choose to hide such relationships, even though they know the

potential HIV risks to themselves and their partners arising from their failure to disclose.
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5.3.8. Geopolitics, social life and peer influence

Several co-researchers cited loneliness and peer influence as the important factors for
HIV risk behaviour among Nepalese migrant workers (Khanal & Karkee, 2012: Bam et
al., 2013; Dahal et al., 2014; Mukharjee & Mail, 2013: Poudel et al., 2004). Multiple
factors such as topography and sparse settlement with poor infrastructure development
promote interdependency in most Nepalese societies. Unlike in modern and developed
societies, living independently may not be possible in rural Nepal. Nepalese culture is
integral to social gatherings, exchange of help in agricultural work, religious
celebrations, and cultural occasions and ceremonies. During health crises, familial
deaths, natural disasters, and cultural and family celebrations, the local
neighbourhood's exchange of help and support is vital. Migrant workers carry this
tradition and its values as they travel abroad. Co-workers and roommates are the ones
upon whom migrant workers rely andshare any happiness and worries, including any
health and other problems while abroad. The context both at home and in destination
countries influenced Nepalese male migrant workers’ decisions, including decisions
about alcohol use and casual sex.

Seth: One thing is, there is mahol [environment]. The environment develops
like this; we do not stay alone, live in a group and support each other. If
one goes there [sex work], then he shares the story with friends, and
there develops a situation; others go eventually. Suppose, in one room,
we 6-7 warkers stay, anyone, can go to such places [brothels] or do
with a female co-worker. Others get encouraged or excited to go
sometimes. You can say no for one day, second day, third day but
finally must go one day with peers; otherwise, you become alone in the

groups. At the same time, peer starts to tease you and also questions
your manhood.

Blake: Boys in the Maldives are also like that. | found more Nepalese girls
working than boys in the Maldives. There was a big park. Every Friday
after 2 PM, many Nepalese migrant workers gather there. | saw young
girls from 17/18 years to 40/45 years women. The boys share such
stories and plan to target one girl for the week and the next girl next
week. Boys target first, then go for introduction in the park. | found
Nepali boys targeting Nepali girls and spoiled Nepalese girls mostly.
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The influence of peers, being of sexually active age, conflicting feelings of loneliness
and freedom while being away from home, and the ready availability of casual sex are
some factors that can lead migrant workers to engage in casual sex. It is simply too
emotionally or physically difficult for many of them, although they may prefer to avoid
participating initially. Sharing experiences and contacts from co-workers or roommates
encourages others to engage in casual sex. The desire for sex and loneliness while
away from home and family encourage migrant workers to make contact with possible
sexual partners and initiate relations/chats in their free time. Alcohol consumption is
frequently cited as the catalyst for sharing sexual experiences, casual partners’ details
and contact. This also encourages to contact the girls.

Donald: When you go somewhere for that [seX], you share about the

experience. We even may share contact with friends. Your friends

cannot stop calling on the number when he is alone and free after
work.

Cody: Little bit [gestures of drinking] affects as well. When you sit for a drink
together, you share everything, even not hesitate to call.

The social and cultural life of Nepalese male migrant workers and the environment in
which they live abroad further increase the challenges for HIV prevention among

Nepalese male migrant workers.

5.3.9. Possible sexual abuse and HIV risk

Globally, sexual abuse or exploitation is a threat to many vulnerable groups, including
young migrants. People with criminal or abusive intentions seek out and abuse
vulnerable people to fulfil their sexual desires; migrant workers, especially young

adults, are also a vulnerable group.

Seth: | experienced the situation 2-3 times; | had difficulty going out alone.
Some people there [in Dubai] should not see a very young boy. Now |
have a bit of a beard and moustache, but | was only 21 with no beard
and moustache. Taxi drivers often asked me to go with them and
asked for my mobile number and address. One time, | met an Arabian
who was like that. | went there on a salesperson visa and worked 5-6
months as a salesperson. If there are no trolley boys in the
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salesperson's job, the salesperson must help the customer take stuff
down to the parking area. One day, when | went to load his stuff, one
Arabian asked me to go for a trip with him and discuss things. | got
scared and ran away from there [laugh], saying, “I am going, | have a
duty, and | must go”. | said that and ran away from there.

Seth experienced potential sexual abuse, but fortunately, it did not happen. Many
migrant workers have little knowledge of the local language, surrounding contexts and
laws of their destination country. They are part of the vulnerable groups who can be
exploited easily.

John: They [MSM] do not do anything to mature men with thick beards. But it

is always a risk to young boys without a beard and like Magar and
Gurungs [Mongolian Face].

Seth: Pakistanis are Khattam [worst]. Pathans [a community of Pakistani
people] should not see young boys like us without a beard and
moustache. They immediately ask for a phone number, even in a taxi.
Many times they trouble me by asking for my mobile number.

Paul: In Qatar, | had heard a case like that; a Pakistani took a boy and killed
him after doing that on his back [anal sex].

Though women may also be abusive, fortunately, Paul and John experienced a
compassionate relationship with local women. However, it is not always safe to have a

relationship with local women.

Paul: When | shared my relationship with a local woman with my friends,
they made me scared to tell about potential risks. Then, | changed the
company.

Sexual relations, whether smooth or abusive, may be risky for young and
inexperienced migrant workers. If the abusers feel any risk from their activities, there
may be an additional risk to the victims, even the migrant workers' lives.

Bruce: | heard women also do the same. They take boys to desert or some

lonely place, made them do the thing [sex]) and kick them out
somewhere on the way.
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John: | heard they take to the seashore or lonely desert to do the thing.
Someone with love and kindness drops you where they picked and
gives you 1000/1500 Riyal. However, cruel returns leave you there
[desert/lonely place] or may Kill you.

Social or religious norms and legal provisions may incline abusers to crimes like sexual
abuse and murder to avoid potential repercussions for the abuser. Not speaking the
local language and ignorance of the possible legal consequences make it difficult for
victims to seek legal redress. Further, there is a belief that legal systems in many

countries are friendly to citizens over migrants.

John: If something happens and we register a case too, it does not work. In
the case of girls, it does not work. They may say he abused me; he did
this and that to me.

Paul: If we register a case, it may work. But we do not know anything about it
there. In the case of girls, our case does not do anything. However, in

the case of men, it may work. But we do not want to go through legal
things as it may increase other risks.

Many countries encourage the recruitment of migrant workers to perform low-level work
with low pay rates and facilities, which discriminate between locals and migrants. For
example, in the significant destinations of Nepalese migrant workers, Arabic countries
and Malaysia, employers prefer to hire temporary foreign contract-based migrants as
they do not expect them to seek permanent settlement or citizenship rights. Many
countries do not include migrants in their labour laws and provide limited freedoms and
facilities (Jureidini, 2005). In such a situation, the countries’ laws and policies play a

role in the increased abuse and exploitation of migrant workers

5.4 Conclusion

Chapter five presented the themes from the Nepalese male migrant worker co-

researchers’ reflections on their lives and experiences of HIV, HIV risk and HIV
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prevention. The chapter focused on the day-to-day experiences and stories of
Nepalese male migrant workers disclosed in an informal participatory group discussion.
The discussion provided detailed information about the scenarios in Nepal and
destination countries, which put the migrant workers at risk of HIV. This was an
important process in the research, as it allowed the researcher and participating co-
researchers to understand the contexts and prepare a base for the most appropriate
and efficacious HIV prevention strategies. In short, the chapter provided insight into the
experiences and understandings of Nepalese male migrant workers and co-
researchers about their situations and the major determinants for those that set a base
for appropriate HIV prevention strategies. Chapter six will focus on internet and digital
technology use among Nepalese male migrant workers, the co-creation process, and

HIV prevention messages and strategies.
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Chapter Six

Nepalese male migrant workers co-creating community HIV
prevention for the internet

6.1 Introduction

In Chapter Five, co-researchers reflected on their lives, the primary step in the PAR
process. The chapter provided an understanding of Nepalese male migrant co-
researchers’ lives in both their home and destination countries including insights into
possible risk behaviours and contributing factors and their knowledge about, and
perceptions of, public health messaging and interventions/action for the prevention of
HIV transmission. The chapter built the foundation for the co-design phase of the

research.

The co-creation of action was the next stage in the PAR process. This chapter presents
themes related to co-creations focusing on the research questions of “How do
Nepalese male migrant workers perceive current internet and digital technology-based
HIV prevention?”, and “How can Nepalese male migrant workers contribute to co-
creation of HIV prevention?”. This chapter also discusses the co-creation process, tools

and themes in them.

This part of the PAR approach continued the established process of observation,
reflection, planning and action. These underpinned the co-creation of internet-based
tools, including sketches, audio, video messaging, and two PowerPoints about HIV
prevention for male migrant men. The co-researchers also observed, reflected, and
planned the process, put it into action, and continuously reviewed achievements
throughout the research process. In the final FGD, the co-researchers reflected on their

experiences and achievements, reviewed and assessed their success in achieving the
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research objectives, and evaluated the significance of the participatory approach

deployed in the study.

6.2 The scope of the internet on HIV prevention among
Nepalese male migrant workers

Migrant workers and their families are avid users of technologies, such as the internet
and smartphones, to communicate with each other or find required information online.
This supports the growing role, even the reliance, on the internet and digital
technology: they have become an integral part of people’s lives and collaborative
spaces in the 21st century (Ritzer et al., 2012). The collaborative or prosumer space
has assisted billions of people globally, including Nepalese male migrant workers in
many sectors, in activities such as the communication of health and other information
and sharing personal moments and experiences. The most common platforms for
Nepalese male migrant workers are Facebook, YouTube and chatting applications
such as Facebook Messenger, Viber, IMO.

Til: What is the purpose of using the internet and smartphone-based

applications?

Blake: | used the Internet things to pass the time and to talk to my family. |
use Facebook to spend leisure and Messenger to chat with family and
friends.

The internet and digital technology-based communication have replaced previous
modes of communication such as telecommunication and postal services. Therefore,
understanding how the co-researchers currently used these technologies was
important to understand how they could leverage or influence HIV prevention
strategies. The co-researchers widely used the internet and smartphones for
entertainment, to utilise their free time, and to communicate with family and friends.
Many of them spent time scrolling through Facebook and watching movies and songs

on YouTube.
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Bruce: Many migrant workers use Facebook only. They do not know much
about other facilities online.

Seth:  People there [migrant workers] have minimal knowledge of Internet
things and smartphones. Many of them have Facebook IDs and
passwords created by someone else. They use it for entertainment and
chat.

Seth’s story reminded me of an experience. When my younger brother worked in Gulf
countries, he was not very experienced using technology. As a family member with
greater skills in these areas, | remember creating email IDs and Facebook accounts for
my brother, cousins and friends. My experience and Seth’s story reflected the limited
knowledge of, and skills in, the internet and digital technology use among Nepalese

male migrant workers.

Co-researchers in this study had not spent much time searching for health information
through government or NGO websites. Instead, they followed Nepalese online health
news pages or channels on Facebook, which they would watch or read if they found
exciting or necessary health information there.

Seth: | have liked [followed] Swasthya Khabar [Health News] and other

online papers on Facebook. | watch health information there. | have
hardly explored any health information online for me.

Bruce: 1 also did the same. | have followed some health news pages on
Facebook. | watch if | feel something beneficial for my and my family
members’ health.

Most co-researchers stated that Facebook was the most popular and appropriate
platform for communicating messages among Nepalese male migrant workers,
indicating the trend in digital literacy usage amongst Nepalese male migrant workers.
Consequently, the co-researchers determined that a social media and Web 2.0 based
approach using Facebook and YouTube would be the most appropriate channels for
health promotion and HIV prevention strategies targeting Nepalese male migrant

workers.
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One of the challenges to achieving the research outcomes was that the co-researchers
believed, in the beginning, that HIV-related topics were not relevant to them as they did
not see themselves at risk of acquiring HIV. However, they also were either reluctant or
scared to watch any news about PLHIV. Although they were frightened by the potential
risks, they avoided accessing information that reinforced their vulnerability to those
risks.

Cody: | do notwatch HIV related news. | get scared thinking about HIV. Most

of the news provides scary data, HIV risk situations and PLHIV

experiences. | felt scared knowing them, so | stopped watching such
news.

Bruce: That’s right. Sometimes it is good to be ignorant. Knowing about
something sometimes gives you unnecessary tension. Better not to
know those things.

Fear or anxiety and avoiding news sites that shared information on HIV meant that
although co-researchers used social media sites such as Facebook, it was primarily for
entertainment or sharing personal experiences. Based on their knowledge, the co-
researchers recommended Facebook as a preferred collaborative platform for sharing
information to reach more Nepalese male migrant workers over any other online or
digital platform.

Seth:  We [migrant workers] all have a Facebook ID. Some of us may have
more than one for different purposes and people [laughs]. If we share
on Facebook, people in our circle see them, which they can share
further. Therefore, health information reaches more people if it is

shared on Facebook. However, people may hesitate to share HIV
related posts, although they read or watch.

Blake: Yes, the Facebook page may be an effective channel for
communicating health information.

Seth and Blake agreed that information posted on Facebook might reach more
Nepalese migrant workers. Although they were optimistic that most migrant workers

would read or watch HIV-related material if it appeared on their Facebook wall, they
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expressed doubts that the workers would share HIV-related material on the page.
However, the co-researchers believed that if they could overcome the embarrassment
and share important HIV prevention messages on Facebook, YouTube, or other digital

resources, it would significantly help reach more migrant workers.

6.3 The internet exploration of HIV and new knowledge

In FGD 1, the co-researchers explored Nepalese male migrant men’s knowledge of
digital technologies, smartphone skills and preferred photo and video recording and
editing applications. In FGD3, the co-researchers continued to explore to extend their
knowledge and skills in digital technology use and HIV prevention materials available
online. Despite their limited skills and lack of experience in seeking health information
online, co-researchers seized the opportunity to explore and learn about multiple
strategies and messages online. The co-researchers were divided into groups to
explore and record significant sources of information and then share them in the
participatory team. They used the opportunities provided through the FDG to share
findings and support each other.

Seth: ...Let’s work on a small group. It (Internet search) does not take much
time if each group do search for one topic and shares it with others.

Cody: Let's do it like this- one group search on Google, the next group search
on YouTube, another search for any website or app. We are searching
for what we have for HIV prevention in Nepal.

Internet spaces provide autonomous and readily-available platforms for sharing
knowledge and information. The co-researchers’ used these spaces to extend their

knowledge of internet-based HIV prevention using the key terms “HIV”, “HIV

transmission”, “HIV prevention”, “Videos”, “Apps”, “migrant”, “migrant workers”. The

participatory teams of co-researchers discovered multiple findings and a range of
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information from their searches. For example, Bruce and Seth shared an application
that calculates HIV risk based on each sexual relationship.
Bruce: | found here the HIV risk calculator app. It calculates HIV risk based on
your partner and sexual behaviour. There are options to select about
your partner, type of sexual behaviour, and use of condom and provide

you with a result. According to the application, there is no risk of HIV if
we do regular sex with a female using a condom.

The application, the HIV risk calculator, helped the co-researchers to understand HIV
risk levels from their previous sexual experiences. They calculated HIV risk in different
scenarios such as vaginal, oral, or anal sex with one or more partners and with or
without using a condom. One challenge was that the application was developed in the
English language, making it difficult to understand for some co-researchers. Co-
researchers believed that such applications would be more helpful for Nepalese
migrant workers to know or calculate potential HIV risk from different sexual behaviours
if produced in the Nepalese language. The co-researchers listed the HIV risk calculator
app as a potential form of co-creation. Unfortunately, they could not co-create this app
as it demanded a high degree of app development and in-depth knowledge of
technology [programming and coding]. The co-researchers agreed that although it
could be a useful application for many people, it was not readily accessible to Nepalese

male migrant workers in its current form.

Another co-researcher group shared a video on appropriate condom use, which they
watched together. The video highlighted how a condom might break from improper
use, increasing the risk of transmission of HIV and other STIs. The co-researchers
also expressed beliefs that condom use reduced physical or flesh contact and reduced
sexual pleasure.

Cody: We found a video on how to use a condom. Let’s watch. It's interesting.

After using a condom, it does not leave anyone or anything, even going
into the water. [The co-researchers watched the video]
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Bruce: What! | finished that too - pig, fish, everything.

The cartoon video was informative; however, as Donald said, it was more exaggerated
in contents and presentation. In the video, the man [a cartoon] had sex with people but
also animals. The cartoon video was designed to message that condoms prevent any
sexually-transmitted infection. However, such false or exaggerated information may
create negative impressions about healthy sexual relationships. The internet provides
multiple sources of information, which is beneficial. It can provide a range of
commentaries on condom use and HIV prevention. However, caution needs to be
exercised about what messages are communicated. Some may be misleading or
inaccurate, and it can be difficult for some groups to filter reliable sources to obtain the

correct information.

The next group shared one YouTube video about potential sex networks and HIV risks
presented engagingly. In the video, someone asks a man, “Have you ever tested for
HIV?”
Seth:  The boy replies, “l am not at risk; | have slept only with three.” The
three girls with whom he slept appear there. One of them says, ‘| slept

with nine”, the next girl says “six”, and the third says “ten”. Then, “Oh
my God!”

As Seth reflected on the video and the question posed, he noted that the man did not
perceive himself to be at risk of HIV, as he had a sexual relationship with “only three
women”. His answer to the question - that he had not been tested because he had only
had three sexual partners and so was not at risk - closely reflected the co-researchers’
misconceptions that they were not at risk by engaging in unprotected sex. They
believed that their partners were healthy and trustworthy. However, perceptions
changed dramatically when, in the video, the man’s three partners appeared and

shared the number of their previous partners. One of them said, “I slept with nine”, the
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next with six and the third with ten. The video did not stop there. The girls’ previous
partners appeared and shared about their previous partners. In a moment, there is a
big crowd of people in that network. The co-researchers found it surprising,
unexpected, and scary. It helped them recognise that the risk of HIV was not just
directly related to their sexual partners but also their partners' partners.

Paul: I had sex with Indonesian, Filipino, Qatari, Kazakhstani, and Sri
Lankan When | was in Qatar.

John: | did with a Malaysian girl while working there.

Seth: | did not know; all of my flatmates had done with the girls, although |
thought the girls were good until | returned home.

The co-researchers acknowledged that they had also been part of such networks while
working abroad, highlighting the importance of including information about potentially

broader sex networks and HIV risk in the materials they co-created.

The co-researchers’ engagement with the internet and searching for information
reinforced that an individual’s skills and interests determined the effectiveness of
obtaining information online. For example, Blake and Paul chose to read the
information published in online documents. Bruce and Seth looked for apps, and other

co-researchers watched YouTube videos or some available materials.

Paul: 1did a Google search and found simple information on HIV
transmission and prevention that we discussed in our last meeting.

Blake: 1 did not watch such cartoons. It was not a video. It was a
documentary, audio-only. The documentary was about how HIV
transmit and how we can prevent it. It provided further information
about celebrities who became a victim of HIV. | understood that HIV
might happen to anyone, even to players, TV hosts, actors, and many
celebrities. Using a condom can prevent HIV. HIV infected people
should not worry and hide the infection as they can survive more than
20 years. You should not quit hope and confidence for longer life after
getting the infection.
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The internet search FGD session also helped me understand that people have different
skills and interests in online information, which must be considered when planning any
digital interventions. There was also clear potential for online health information and
HIV-prevention messages to extend users’ knowledge and skills. However, it was also
important to be mindful of the potential for misleading or inaccurate messages, or
messages which could not always be understood because of language or other cultural

differences.

One area of information that resonated with the co-researchers was the stories of HIV-
infected celebrities, which helped the co-researchers understand the nature of the HIV
epidemic: a strong message that HIV does not forgive any one individual or group
engaging in risky behaviour. The other message co-researchers gained was that being
HIV positive was not necessarily the end of life because PLHIV can live a relatively
normal life with proper care and treatment. This knowledge helped to shape their
decisions around health messaging about HIV, HIV prevention and the use of
appropriate information resources and channels to share them. The co-researchers’
reflections on their knowledge, skills, and exploration of HIV-prevention messages
online focused on sharing concepts about appropriate HIV-prevention messages and

strategies for Nepalese male migrant workers in the second half of FGD3.

6.4 How PAR assisted in the co-creation of the HIV prevention
mesSsages

The co-creation of the most appropriate actions deploying the co-researchers' skills,

knowledge, and needs is important in PAR. The initial FGDs, until the first half of

FGD3, were foundational in understanding the co-researchers’ knowledge, ideas, and

perceptions of HIV and digital technology use in HIV prevention. This greatly assisted

in surfacing ideas about HIV prevention strategies that might be appropriate for migrant

men.
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Co-researchers brainstormed potential concepts about HIV prevention that could be
shared online using digital technology in FGD3, which was the starting point for their
co-creation. The co-researchers’ developed a list of potential forms of co-creation,
shown in figure 14 below, that provided them with the most appropriate strategies to
deliver information about HIV prevention online, based on the research objective and

methodology considering their knowledge, skills, and effectiveness of the co-creation.

Figure 14. Potential forms of internet-based HIV prevention from FGD3.

The next crucial aspect of the research study was identifying the co-researchers’
knowledge and skills related to the co-creation of online messaging, which was
essential in deciding the possible forms of co-creation. Based on their skills and
strengths assessment, the co-researchers agreed that the design of a web page,
development of an app, interviewing PLHIV or producing high-quality videos requiring

paid applications or software were not within their resources or abilities. Their
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discussions supported the decision that many Nepalese migrant workers had little
knowledge of the internet and mainly used popular online platforms like Facebook and
YouTube. These factors significantly limited the viable options for co-created internet-
based tools. The co-researchers decided to convey their HIV prevention message in a
video and PowerPoint that reflected their knowledge, skills, and likelihood of reaching

Nepalese male migrant workers.

PAR process and principles were deployed in the co-researchers’ decision to
contribute equally to co-creations rather than dividing themselves into sub-groups. This
was important for team ownership in the research process and co-creation, which was
equally important for their contribution and empowerment during the research process.
Co-researchers’ contributions varied based on their knowledge and skills. For example,
Seth and Cody drew pictures that Donald, Blake and Bruce mostly coloured. Seth
prepared a concept draft for the audio. The participatory team discussed and finalised
the audio script. Donald typed it, and Bruce helped reading it for him. Seth and Cody
contributed their voices for the audio. Donald and Paul contributed to mixing drawings
and audio to create the video message. However, the whole team worked together in
drawing, audio recording, and mixing them to develop the video Surachhit hou and

arulari pani surachhit huna sahayog garau (Be safe and help others to be safe).

FGD6 moved to consolidate some of the ideas and concepts that had been shared
previously. Initially, the co-researchers discussed the possibility of interviewing PLHIV
to convey messages about the potential HIV risk following unprotected sex. They
acknowledged that stories of PLHIV or PLHIV family members would provide a
compelling message both to the general population and newly infected PLHIV.
However, the co-researchers agreed that this option could not be pursued; the
research objective and methodology aimed to co-create action from within the

participatory team. Additionally, it would be against ethical principles since privacy was
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a prime concern to avoid any potential stigma or discrimination arising from
participation in the HIV research.
Seth:  HIV infected people’s interview is effective. Their story and experience

can be a lesson to make people aware and prevent the stigma of
PLHIV in society.

Cody: Yes, we can put experiences of infected peoples. If we find infected
people to share, how they get infected, and what infected people must
be careful about for longer life, it may save others. Similarly, we can
use the infected person to motivate other infected people. The infected
person can encourage others, saying | am living a healthy life with HIV
for ... years. If we find someone to motivate others, it can help to
generate a favourable environment for PLHIV.

Based on an assessment of the co-researchers’ skills and strengths, the co-
researchers decided not to design a web page, create an app, interview PLHIV or
develop high-quality videos requiring paid applications or software. There were some
limitations in this PAR research regarding the use of skilled human resources outside
the community. There was no PLHIV in the participatory group, and PAR and ethical
approval did not permit to use of people from outside the participatory group. A few
videos on PLHIV life and experiences were already on YouTube, which the co-
researchers watched in FGD 5. In principle, the PAR emphasises collaboration with the
community to study community context and help them to be empowered to bring
change. Time and other limitations also contributed to re-considering ethical aspects
and interviewing PLHIV outside the participatory group. This will be an area of future
research. The arguments presented by the co-researchers supported the view that
most Nepalese migrant workers have little internet knowledge, and most used social
media like Facebook and YouTube. Therefore, it was important to focus on appropriate
channels and forms of co-creation.
Seth: Let’s open a Facebook Page. We can invite our Facebook friends to
follow the page. We must have at least 10-20 friends working abroad in

our friend list. We can deliver messages to them. If they find it useful,
they will share in their circle. Slowly it will be a huge group.
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Paul:  Yes, it will be a proper strategy. We can deliver such messages to our
circle. If they like, they will share further. People from their circle also
start to follow our page.

Facebook was confirmed as an appropriate space to share information with Nepalese
male migrant workers, and so the co-researchers created a Facebook page named
Swasthya Sachetana, Nepal (Health Awareness, Nepal). The co-researchers were very
optimistic about the utility of a Facebook page to share health information. They were
also optimistic that their friends would accept their invitation to join the page.
Unfortunately, very few people accepted our invitation at that time, and only 122 people
have followed the page so far. The trend of people creating new Facebook pages, and
sending an invitation to their friends to follow, maybe the reason for the low response.
While it is disappointing, it is not surprising that the sheer number of Facebook pages
being created means that not all can be followed that are issued to people who choose

not to engage.

Additionally, the Facebook page created by the co-researchers has not been boosted,
nor does it link to a website with content. Further investment of time, skills, and
appropriate funding to make it more engaging and professional would attract and reach
more people. However, the participatory team of co-researchers could not promote it

more heavily during this study because of time and skills limitations.

The co-researchers were also very reluctant to share any HIV-related information,
news, and videos on the Facebook Page themselves. Instead, the co-researchers sent
news or information links to me, which | then shared on the page. The co-researchers
remained reluctant to discuss and share HIV information or materials online because of
their socio-cultural perceptions and the potential stigma related to HIV. Even before the
conclusion of this research study, they ceased sharing information gained from the
fieldwork. | continued to share helpful health information or news that | found online. It

is clear that the creation of online space is not itself enough to reach the target
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community. It requires a committed investment of time and skills, and this is even more
challenging given that the co-researchers had insufficient skills and limited interest in

continuing to support online content.

Along with the Facebook page, the co-researchers decided to co-create a video and
PowerPoint to convey their message to the Nepalese male migrant worker community.
The process was ongoing, deploying the PAR cycle of observation, reflection, planning,
and action on the content and form until the co-creations were finalised.

Cody: Visual form is more effective and memorable than audio. So, we can

show in diagrams, putting a correct [V] sign on safe behaviour and
incorrect [X] sign HIV risk behaviour.

The co-researchers believed that the audio-visual form is the most effective channel of
conveying a message, even for those with hearing or visual difficulties. They agreed
that the integration of audio and visual messages is helpful in conveying the creator’s
concept or message and that visual pictures have a more prolonged impact on
people’s minds. Hence, it was decided that an integrated approach would reach a

wider population and more readily achieve the objectives of the created tools.

On the first day of the practical co-creation process, the co-researchers enthusiastically
sketched depictions of different sexual behaviours, drawing male and female sexual
organs and condoms to show HIV risks. The co-researchers prepared primary
sketches of different behaviours which increase the risk of HIV, as shown in Figure 15
below. Correct (V) and incorrect (X) symbols were deployed to emphasise those
behaviours which increase HIV transmission risk, even in people with reading and

hearing difficulties.
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Figure 15. Primary (first) sketches for the co-creation from FGD5.

The co-researchers further worked on their concept and developed refined sketches of
male and female genitals having sex with one or multiple partners with or without
condom to show safe and unsafe sexual practices. As discussed above, observation,
action and reflection are the part of PAR process. The co-researchers faithfully
deployed the process to the end of the research process and co-creation of internet-
based tools. For instance, when the participatory team reflected on the co-created
sketches, they realised using such pictures to convey messages in Nepalese contexts
was inappropriate. The co-researchers observed that they could never own their co-
creation, nor share or watch it with others, even with other community members.
Consequently, from the second half of the FGD®6, the co-researchers started working
on representing four modes of HIV transmission, primarily focusing on HIV
transmission in Nepalese male migrant workers through unprotected sex, as shown in

pictures 16 below.
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Figure 16 .Modes of HIV transmission.

Altogether, 20 drawings were co-created for the video messages focusing on the
causes and consequences of unprotected sex between Nepalese male migrant
workers and their partners. In the drawings, the co-researchers pictured the contexts
they understood or experienced. They highlighted contexts such as availability of
casual sex at home and in destination countries, alcohol consumption, and peer

influence as main HIV risk factors.
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Figure 17 Multiple factors assisting casual sex among Nepalese male migrant workers

Globally, sex is generally perceived as a private matter. Although premarital and
extramarital sex has been a consistent part of human experience, the private nature of
an individual’s sexual life, history and networks often remain hidden. The co-
researchers did not know each other’s sexual behaviours before sharing their
experiences in FGD4. The co-researchers’ reflection on their previous experiences and
the knowledge from the videos and the exploration of the internet helped to know the

extensive sex networks that they presented in their co-creation.
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Figure 18 Youn Sanjal (Sex Network)

The co-researchers who, except Cody and Bruce, described themselves as “happily
married”. None of them had ever checked their HIV status or that of their partners,
despite their increased risk behaviours. It seemed the co-researchers’ partners or
wives were unaware of their previous unprotected sexual practices, and in some cases,
they may also have had such experiences. However, because of Nepal’s cultural and
legal prohibitions, people’s sexual histories are not openly discussed and therefore
remain hidden. Nepalese families, more generally society, disapprove of a groom or
bride who is divorced or has had any previous relationship. Unless a person is formally
divorced or is caught engaging in premarital or extramarital sexual relationships,
people do not disclose these relationships because of the societal stigma, which
creates additional barriers to getting the desired partner and living happily married life.
This has reinforced the reluctance to share any details of casual sexual relationships,

even with peers. As a result, a person’s sex network may be far more extensive than
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the individual thought, and each incidence of unprotected casual sex may put people at

risk of acquiring HIV and other STDs.

It was a positive aspect of the co-creation experience that the co-researchers became
more aware of the traditional beliefs and norms about sexual relationships and their
association with HIV risks. They committed to sharing their knowledge with other male
migrant workers to help them become aware of potential sex networks and HIV risk
through having unprotected casual sex. By dispelling myths about HIV, the co-
researchers hoped to encourage more people early diagnosis diagnoses and

treatment, leading to living a long and healthy life.

The co-researchers developed a short audio-visual presentation (2 minutes 35 seconds
duration), mixing twenty drawings (Figure 15-17 above) and audio prepared by them.
Seth and Cody contributed voices for the audio. The video discussed multiple HIV risk
contexts and behaviours, the nature of HIV and potential sex networks, and the
emphasis on consistent condom use to protect oneself and one’s partners. The co-
researchers introduced HIV as a “dangerous virus” and an “immunity power destroyer”
in the video. Then, it highlighted the modes of HIV transmission. Unlike many other
infectious viruses, HIV does not transmit through casual contact, such as shaking
hands, hugging, high-fiving, or similar types of physical contact. Nor is it acquired via
infected insects or pets or food and water. Instead, people become HIV-positive due to
contact with infected blood, semen, or vaginal fluids. This can occur through
unprotected sex with someone who has HIV, transfusion of infected blood, sharing
drug needles with someone who is infected, or transmission from a mother to her baby
during pregnancy, birth, or breastfeeding.
Seth:  HIV is a dangerous virus. Immunity power destroyer. It is an infection
found only in humans that can be treated, not cured. Once it happens it
can’t be cured. HIV infection mainly transmits through unsafe sexual

relations, contaminated syringes or other skin-piercing tools, infected
blood, infected mother to baby etc.
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The video then moved to the Nepalese migrant workers’ context, explaining the
long periods abroad; the improvement in the workers’ economic position; habits
of excessive alcohol use; and peer pressure as the major influences that
increase the HIV risk through casual unprotected sex. Improved economic
status is shown as a challenge that contributes to increased alcohol

consumption and the attraction of local women and sex workers to them.

Cody: While returning home from abroad, an improvement in economic
status, local women'’s attraction to Lahure [returnee migrant workers],
and alcohol use for entertainment and availability of sex workers
increase HIV risk to oneself and partners.

This video further highlights the social-cultural norms and values that prohibit, if only in
theory, the premarital or extramarital sexual relationships, which contribute to the high-
risk practice of engaging in unprotected sex. The deeply-rooted stigma in society
related to premarital or extramarital relationships discourages adopting safer sexual
practices. For instance, condoms are available for free at local health centres;
however, people are reluctant to access them because of the stigma. One of the
objectives of the video was to make people aware of people’s basic biological need for
sex - and this is seen as normal and healthy - but there are significant socio-cultural
and legal barriers to adopting safer sex practices.

Cody: Among many causes, unsafe sexual relation is the major cause of HIV

infection. Although a condom is readily available, people are found to
put their health at serious risk.

The nature of HIV was the next focus of the video message. There can be a window of
many weeks following infection where HIV may not be detected, even by a medical

test. Even where a positive result has been received, PLHIV may look healthy, maybe
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physically attractive, and be asymptomatic for years. At the commencement of this
study, the co-researchers also believed that they were not at HIV risk of having unsafe
sex when they did so with a healthy-looking, beautiful partner. Participation in the
research provided them with new knowledge regarding the nature of HIV, which they
included in the video message.
Seth: Itis hard to know who is HIV-infected or not because an infected
person can live like a healthy person for years. Therefore, better to limit

sexual relations between husband and wife or within a trustful partner
or always use condoms.

Many earlier HIV prevention interventions emphasised abstinence or remaining faithful

to a partner. In contrast, the video developed by the co-researchers acknowledges that

partners may have had a relationship with others before meeting, or when they had

been separated for many years as a consequence of one or both participating in

migrant work. The video emphasises consistent condom use and HIV testing for

unprotected sex.

Cody: Use a condom in every sexual relation because the sex partner you

trust might have done unsafe sex before or in your absence. Similarly,
while staying abroad or in Nepal, you also might have put unsafe

relations. Therefore, ensure HIV negative status before engaging in
unprotected sex with your spouse.

Based on the co-researchers’ experience and their newly-acquired knowledge about
sex networks and the HIV risk in each unprotected sexual experience in Nepal or
elsewhere, the video ends with strong advice that male migrant workers be cautious. It
notes that even a small mistake or minor carelessness in the excitement of the moment

could significantly impact them and their family. The social stigma and discrimination,
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the costs and challenges of treatment and care, and other financial difficulties related to
being HIV positive might impact PLHIV and their family life in Nepal.

Seth:  Never forget to use a condom because our sex network can be far
more extensive than imagined.

Cody: Save your own or family life from being ruined by a small mistake in
excitement or carelessness.

The video itself was designed simply with rough sketches drawn by co-researchers.
Initially, the co-researchers had planned to develop a second, higher-quality video;
however, their limited skills in the required technology and the absence of the time
needed to acquire these skills precluded the development. However, the video that was
produced made health promotion messaging about HIV more accessible to Nepalese
male migrant workers, particularly those who had difficulty reading and writing. The
participatory team believed that such messages would allow members of the target
community to understand their context and the risks of their previous sexual behaviour

and encourage the adoption of HIV-prevention practices.

The research also produced two PowerPoint (PPT) presentations that encouraged
audiences to reflect on and self-assess their sexual behaviours. Although multiple
social-cultural and legal factors may mean that individual people are reluctant to share
information about their sexual behaviours with others, this does not mean that they do
not participate in such experiences. The participatory team assumed that although
people can try to hide their activities from the world, they cannot run away from the
facts. Reflection and understanding of the potential HIV risks to them and their partners

and the impact on the broader family may encourage adopting safe sexual practices.

The first PowerPoint, named Youn Bebahar and HIV Jokhim (Sexual behaviour and

HIV risk), contained 15 slides with a message on each slide. Figure 19 below presents
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the first and second slides, encouraging audiences to reflect or re-assess their current

views on sexual relationships.

healthy family ife.

Figure 19 Slides one and two from PPT- Youn Bebahar and HIV Jokhim (Sexual

behaviour and HIV risk)

The information above is straightforward and designed to encourage the audience to
reflect on their actions. Many scholars argue that people act unconsciously on many
occasions, and frequent reminders may encourage people to adopt healthy habits
(Thaler & Sunstein, 2009). Therefore, messages like those in the first two slides could
encourage people to think and act more carefully while deciding on unprotected casual

Sex.
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The following slides encourage the audience to consider HIV and various risk contexts
and behaviours, along with information about potential sex networks and the potential
impact of a careless sexual act on the individual's and family’s lives, as shown in figure

20 below. As shown in figure 18 above, each message was presented in one slide.

Please think on your sexual behaviour for happy and healthy family life.
With how many persons you had sex in abroad and in Home (think from your heart)
Did your entire sex partners have relation only with you? (Think)
If they were not limited only with you.

With how many and what kind of persons your sex partners might have had sexual relation
(guess)

Where, with how many and what type of people his/her sex partners might have had sex
earlier (Think on it)

If any one of them were HIV infected...

Now, you think yourself about the risk of HIV as well as other Sexually Transmitted Diseases
(STDs) from unsafe sexual relation.

Your single unsafe sexual relation can transmit HIV and STDs infection to you and your
wife/partner or not (think on it).

It may be possible to cure other STDS however if you get HIV infection, what will happen?

Therefore, before having sex with new partners always think about your partner’s
background or behaviours.

If you have ever had unsafe sex knowingly or unknowingly, do HIV test in time and live
confidently.

Keep yourself safe from HIV infection and help others to be Safe as well
Use condom compulsorily in every sexual relation.
Condom, Your only safety against HIV and STDS

Always use it [Condom]

Figure 20 Consolidated list of messages in PowerPoint Presentation 1 —

Each message above is presented in separate slides in the Nepali language
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The following PowerPoint, named HIV barema bujhau ra yeslai roktham garau (Know
about HIV and prevent it), consists of nine slides containing the co-researchers'
messages, accompanied by related pictures and the data available online. The
PowerPoint began with a brief introduction of HIV and global and Nepalese data about

the HIV epidemic, as shown in figure 21 below.
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Accordingto World healthorginasatiommillionsof people
are living with HIV and nearly two millionspeople dies
every year dueto HIV

Figure 21 HIV barema bujhau ra yeslai roktham garau (Know about HIV and prevent it)

PPT 2, Slide 1

The second slide provided information on the modes of HIV transmission, focusing on
safe sexual practice, along with relevant data from Nepal. The following slides included
major precautions for HIV prevention and encouraged the audience to be careful while
engaging in casual sex or transfusing blood. The PPT ends with a request to adopt
safe sexual practices and be united against HIV. The PPT slides contain information
with pictures. Figure 22 below consolidates information presented on snips of the nine

slides.

219



e (HIV) The major caurse of HIV ranamission
E . i s

waNrefieZ 491 v 49 JUEEe <«
g E T I TET 7 FEATE 9T FE WA |
‘i ¢ e 3 Be careful and make others careful

ATRGTT a9 7 FFerE 9i9 a=rEr |

Save yourself and save others as well

a1
Plus

wauredfl w7 e
Modes of HIV trammission

‘_"f ]
v & U fawg #1 afaara
-l 0 | kil
= Lets Unite in a campaign
agains HIV

Figure 22 PPT 2 consolidated slide snips.

The PPT presents the messages in slides in Nepali language only, with pictures as

shown above.

The co-researchers had limited time to complete the internet-based tool/health
promotion messaging meant that the primary returned to New Zealand with the work

the co-researchers had been able to complete.

6.5 Looking back to the PAR process and co-creation of HIV
prevention

Reflection was an integral part of this participatory research and a step that was

consistently practised throughout the PAR process to assist in the understanding and

development of the co-researchers’ knowledge, beliefs and skills around the context of

HIV messaging and Nepalese migrant men (Kemmis et al., 2014; Loewenson et al.,

2014; Wallerstein & Duran, 2006). This also enabled the co-researchers to share their

knowledge with the group and be experts in their own lives.
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Blake: Should | speak anyway, although | do not know?

Bruce: We will speak and discuss like today. We share what we know like we
did today.

Seth: It comes automatically; we will speak what we know. Today, we were
unknown about the research; however, we spoke something on each
topic when he [Til, the primary researcher] gave some information. Like
this, we will speak and work together in the next meeting.

The conversation above is the beauty of PAR that allowed co-researchers to assist
each other in the research. Rather than waiting for my answer, Bruce and Seth’s
responses encouraged Blake to participate in the discussion. Further, it initiated the
supportive and collaborative PAR process, which was the key to ensuring that the

research was completed smoothly.

PAR advocates sharing power, roles, and responsibilities among co-researchers and
deploys a democratic decision-making process. PAR also expects supportive and
responsible co-researchers to provide the necessary time and effort to reflect on their
acquired knowledge and use it to bring positive change to themselves and their
communities. The Nepalese male migrant worker co-researchers were enthusiastic
about their role and responsibilities. As the primary researcher, | sincerely appreciated
the co-researchers’ desire to support the work further even after completing the
fieldwork.

Donald: How it becomes easier for you and us, let’s plan like that. This
research should be adequate for you and HIV prevention.

Blake: Later [after completion of fieldwork], we will be available over the
phone and messenger group if you need anything more.

The crucial aspect of this participatory research was the friendly, intimate, and strongly
supportive relationships between co-researchers and the primary researcher. The

multiple group interactions allowed the participatory team to understand and support
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each other, which can be difficult in other research methodologies. The research was a
social process as it emphasised teamwork, sharing, caring, and encouraging each

other to address an important community issue.

For the co-researchers, the research was a journey within themselves, through
reflection on experiences and shared stories to understand HIV risk behaviours and
contexts and be empowered with widely investigated or self-generated knowledge co-
created action. Reflections within the group brought previous experiences to mind, and
it helped them realise and evaluate their deeds and perceptions informed by current
contexts and newly-acquired knowledge.

Seth:  We may not share our own experiences, but we may realise our risky

behaviours. This encourages HIV tests and the use of safety measures
in future.

Bruce: When we know this [HIV] transmits while doing these things, we may
realise that | also did that thing. We may be in tension if | am infected
or not. We may be conscious and may inform our friends to be careful
in future.

It is always challenging for a researcher to figure out whether the participants shared
real-life experiences or information in detail or not with others in the group. This is more
challenging when you someone for the first time. However, PAR approach creates
informal and supporting space. Further, the participants as co-researchers engage
multiple FGs in an informal atmosphere with each other. That gradually increased
intimacy and trust to share more information that | could see during the FGs. For
instance, at first, they were more nervous and formal; however, after FGD2, they
started to behave as if they had been close friends for a long time. The statements
from the FGD2 were important in terms of the co-researchers’ reflections on their lives
and their enthusiasm about the potential benefits of participating in the research. Many

people, including us, may not consider and apply our knowledge and skills in many
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cases. Although we know what we should not do — including, for instance, engaging in

unprotected casual sex —we do not always act on that knowledge.

Additionally, the knowledge may fade over time, so we stop reflecting on potential risks
or harm. This participatory research supported the co-researchers to be conscious of
their perceptions and actions, which is a primary step in their empowerment. At the end
of the fieldwork, Seth's reflection was encouraging and reflected the research

achievement.

Seth: May | say some more things? Now, it has been clear that this virus
transmits blood-related things. What does this virus do? | want to make
clear what | learned from the discussions. Generally, the HIV infection
that we get is not a disease. HIV is a virus that makes our body unable
to digest or resist very common diseases or infections. HIV infected
people get the infection for a longer time and die from that. Therefore,
it is a very dangerous virus that destroys our immunity and makes us
prone to an infection or disease.

The reflection session allowed the co-researchers to revisit their experiences,
participation, and co-creation contributions during the study and its significance. The
co-researchers were optimistic about getting appropriate HIV prevention programs
targeted to Nepalese male migrant workers. The co-researchers acknowledged the
PAR methodology as a practical approach to support collaboration and bringing
together marginalised people’s knowledge, skills, experiences, and voices to the

mainstream. They enjoyed each stage, including the reflection session at the end.

Community participation and reflection on their contexts, co-design and co-creation of
action were agreed upon as the most appropriate action for a community issue
because it could be an effective process to bring change to the community. The
research was an opportunity for the co-researchers to understand and evaluate their
personal and community contexts, individual and community beliefs and behaviours,

and use the knowledge and skills gained to address an important community issue.
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Seth: We did so many things here. Now, we know that these sorts of situations

might come to us or anyone who goes for migrant work. Many migrant
workers may be unaware of these contexts. We can share them via the
internet and create an online space to exchange in the community. We
know we cannot make aware everyone, but we can initiate it. We aim
to start awareness at a small level- to one, two, two, and eight.

The journey toward empowerment was from ignorance to knowledge and the validation

and extension of their current knowledge. The significance of the PAR process and the

co-creation of actions to bring about change to community perceptions and HIV risk

behaviours were being reflected in Seth’s statement.

Seth:

I think we can change behaviour because there is a difference between
ignorance and knowledge before and after knowing about something.
For example, | did not know that HIV transmits from oral, and anal sex;
a healthy-looking person can be HIV infected. After knowing that, | will
be more careful. People may be careless as they do not know about
HIV. When they know, it indeed hits on their mind. Most people know
about it; however, they do not care much. When it comes in front of
their eyes, again and again, it makes a difference. For example, we
hear about road accidents; however, we may not care much about it.
However, if we see an accident in front of us, it makes a difference, at
least for some days. When they see about it frequently, they hesitate to
go there or take safety measures. If he knows HIV transmits like this
and it may cause these sorts of problems, people may be careful to
avoid the infection.

The co-researchers discussed how internet-based HIV prevention strategies had

significant potential in HIV prevention and health promotion in contexts where people

may not be able to engage in face-to-face interventions. It is particularly useful to

deliver health information to globally-dispersed migrant workers.

Donald: Today, there is a high development of media in Nepal and more in

other countries. Like Nepal, other countries also have high
development in Information technology. In this situation, we can make
them aware and safe developing various internet-based strategies. For
example, we cannot do much. However, | have 20 friends working
abroad. They are working in very high-risk countries like Gulf countries.
We can make an internet-based program targeting them. At present,
everyone uses Facebook and YouTube abroad. We can share such
awareness videos on YouTube and Facebook. We can share
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awareness articles, interviews, and videos, creating a Facebook page.
We can send messages/links to our friends. We can provide
information and make them aware using the internet.

The co-researchers found the audio-visual materials available online can be more
appropriate to reach more people and convey messages. They cited digital display
boards in crucial places like airport transits, waiting rooms, major city centres,
workplaces and accommodation spaces for migrant workers as an effective strategy for
publicising HIV prevention measures. The co-researchers agreed that frequent
reminders through online or digital displays could help to make people more conscious
of their activities and behaviours and encourage them to reflect on the attendant risks
and adopt safe practices.

Paul:  One more thing, those going abroad have to wait place in the waiting

room. You can see many advertisements broadcasting there on

television. We can show videos on sex education, HIV, and the
importance of safe sex and condom.

However, although the internet increased the accessibility of health promotion
messages, the level of skills in the use of the internet by certain groups was perceived
as a challenge to the successful implementation of technology-based HIV prevention
measures. The co-researchers believed that many Nepalese migrant workers have
limited access to the internet and little online information experience. For instance,
according to the co-researchers, many labour camps have relatively limited internet
access, and mobile phones are not permitted at work. | had also experienced slow
internet many times when | talked with my brother in Qatar. Data packs are costly, and
people generally use their data to maintain contact with family.

John: There are many Nepali who do not watch on the internet. Many of them
lack the skills to use the internet; expensive and hard to afford with little

pay.
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Despite the challenge of accessing the internet and limited skills to do so, the co-
researchers agreed that the internet offered the greatest potential for migrant workers
to receive health messages. The co-researchers explored the most effective and
accessible online platforms. They concluded that Facebook, Facebook pages,
messenger groups and YouTube channels could be the ones to reach to Nepalese
male migrant workers community. They initiated it by opening a Facebook Page and
messenger group, inviting their friends to follow the page, and sharing health
information, including HIV prevention, on the page. They believe that this will also help
those who do not have access to the media platform as the co-workers who have
access to the information or message will share it to others while having a chat in their
free time. They noted that an internet-based strategy would benefit avid internet users
directly. However, delivering online information that was genuinely engaging — exciting
or funny — could encourage them to share with peers. Consequently, the co-
researchers emphasised using Facebook to deliver information, as it is the most

popular and most used space among Nepalese male migrant workers.

Seth:  This is very beneficial for those who watch and take it positively.

Blake: If we find something funny or interesting, we share it with our friends.
Therefore, there is a higher chance of sharing or discussing such
videos with our group.

Cody: Cartoons and videos are more effective. We can forget what we read;
however, we do not forget what we watch. The main thing is we easily
remember which movement/step follows which. We can forget lines;
we can remember summery from beginning to end.

The participatory team believed that the information presented engagingly or
attractively would catch people’s attention more quickly. They believed it would tempt
the target group to watch the information and retain it in their memories for an extended
period. This engagement factor may be one of the reasons many people like to watch
movies and other videos and remember them for many years. Thus, co-researchers

preferred to use videos over other forms of media such as pamphlets, posters, articles
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or audios. The co-researchers believed that if a video could be created that presented
a context with which the people viewing it could identify, it could take them to their past
experiences and help them consider and assess their present contexts. An individual’s
literacy level and language competence heavily affect their ability to read and
understand articles and pamphlets. However, a lack of literacy does not significantly
impede an audience’s capacity to understand information which requires only the ability

and willingness to listen and watch.

Blake: Pamphlets, posters, or articles in English are difficult to understand.
Such materials in Nepali are also challenging to read and understand
for illiterate or people with vision and reading difficulty. However, we
can also understand video by watching its movements and gestures. If
the video is in your language, reflecting your context, it touches your
heart and remains in your memory for a more extended period.

Determining the most appropriate content and form of co-creation is crucial to
influencing people. For instance, while it may be boring for some to read long articles
or pamphlets, many people find watching videos more accessible. Thus, the co-
researchers agreed that health promotion video messages that reflected the target

community contexts might have a greater impact than others.

Cody: If we upload a video on YouTube, people have to search and watch.
But if you share on Facebook, people from your friend list see it. It
pops on their friends’ Facebook walls if they like or comment.

Roy:  This is correct. On Facebook, there is a higher chance of reaching
more people.

The co-researchers agreed that a prominent online channel as a shared space for
migrant workers to share what they found helpful to others could be an effective way to
convey health promotion messages and techniques, including HIV prevention.

Facebook was selected as an appropriate medium to reach the target audience.
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Co-researchers' participation in this study allowed them to explore their current
knowledge and broaden it through online search. As a result of this activity, co-
researchers began to explore and discuss reproductive health, sexual behaviour and
HIV for the first time. Having this safe space provided them with the opportunity to
understand multiple aspects of HIV- modes of transmission, preventive measures, and
the co-creation of HIV prevention information.

Seth:  In the previous meeting, we discussed problems. Now we discussed

prevention. We learnt such things. It reminded some earlier known
things and added some more.

Cody: When you fear asking about anyone, HIV risk calculation can be
supportive. We can prevent risk after knowing about it. Risk calculator,
and HIV prevention messages are effective given that we cannot speak
openly.

The co-researchers agreed that participating in the research study significantly reduced
the embarrassment of discussing issues related to sex, reproductive health, and the
practice of using condoms. Participation also helped them understand the risk of HIV
and the importance of condoms as a prevention strategy. The new knowledge also
encouraged them to buy condoms to protect themselves and their partners from

possible HIV infection.

The co-researchers believed that they could positively change people’s perceptions of
HIV and PLHIV. With limited knowledge about multiple modes of HIV transmission,
most Nepalese people believe that HIV results from sexual promiscuity. Since a
positive HIV status means that a person may be the subject of stigma, humiliation,
discrimination, hatred, and even exclusion, the co-researchers agreed that an
awareness-raising program was essential along with HIV prevention programs. The co-
researchers recognised that they could contribute to raising HIV awareness and HIV

prevention strategies among people within their networks.
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Seth: if someone knew about HIV status, they might feel terrible. Therefore,
we can create something that increases the confidence of infected
people. We discussed many things about HIV, transmission and
prevention. If we can put something that increases confidence among
infected people, it will be more effective. We can help to change
people’s perception of PLHIV in our society.

Donald: We need to work to raise confidence. If infected people take medicine
regularly, they can live longer than other ordinary people. If we can put
such a message on the internet, it will be very effective in increasing
confidence.

The patrticipatory team realised that although there is no cure, new treatments mean
that people can live with undetectable HIV viral loads and live to old age. Regular
treatment and appropriate care can be effective for viral suppression so that they may
not transmit HIV, even via unprotected sex. It is, however, important to recognise that
the risk of acquiring other STIs remains. The participatory team emphasised the
importance of delivering detailed information about HIV, targeting the general
population to help mitigate the social stigma and discrimination toward PLHIV.
Paul:  We could have searched photos online; however, they do not
represent our originality, and they might have been used somewhere
already. We drew and made based on our skills. Similarly, we could

include someone with higher skills in our team. We tried our best to
give simple messages based on our skills.

Originality and ownership are essential aspects of PAR research. The co-researchers
may have limited technical knowledge. Hiring skilful people to assist them or convert
co-researchers' concepts into higher quality co-creation could be helpful. However,
PAR encourages and focuses on community-generated action using locally-available
tools. The co-researchers recognised that they could use quality pictures and other
online resources and hire someone to produce quality videos and other co-creations.
However, this would lack the necessary ownership and originality in their co-creations.

Therefore, they did what they could do for their community with their existing skills and
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knowledge and the additional skills and knowledge acquired through the research

study process.

6.6 Conclusion

Chapter six began with themes related to Nepalese male migrant workers’ knowledge
of and skills in using the internet and digital technology. It further presented themes
related to PAR as an appropriate methodology for assisting the co-coresearchers in co-
creating HIV prevention strategies and materials. Then, the chapter discussed the
physical co-creations and messages contained in them. At the end of the study, the co-
researchers reflected on PAR methodology, the significance of the co-creation and
their experience in and of the study. In short, the chapter described how PAR
methodology can assist in providing a space for issues in a marginalised community to
be raised and discussed, and how members of such a community — in this case
Nepalese male migrant workers — can contribute to addressing important community

issues such as HIV.
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Chapter Seven

Discussion of Research Findings and Conclusion

7.1 Introduction

Chapter seven presents the key findings of this participatory research into HIV
prevention targeting migrant workers and other HIV risk communities. The chapter
begins with an overview of the research and key findings, followed by the
methodological implications, limitations, and recommendations for HIV prevention
intervention for policymakers and future researchers. In the end, the chapter provides a

concluding summary of this research.

7.2 Overview of the study

The research deployed Critical Theory underpinned by Alvin Tofler's Prosumer
perspectives on the internet and digital technology space. The Participatory Action
Research (PAR) methodology was employed to address the research question: “How
can Nepalese male migrant workers contribute to the co-creation of internet-based HIV
prevention measures? The following three sub-questions supported exploring in more

depth the central above research question, process, and objectives:

1. What are the experiences of Nepalese male migrant workers living abroad

regarding internet use and HIV risk behaviours?

2. What individual, social, and economic factors contribute to HIV risk behaviour

among Nepalese male migrant workers?

3. How can Nepalese male migrant workers be empowered through the co-

creation of internet-based HIV prevention intervention?
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The research aimed to provide a space for marginalised Nepalese male migrant
workers, placing their views, experiences, and skills at the centre. Using the purposive
sampling technique, seven Nepalese male migrant workers were recruited as co-
researchers. The co-researchers engaged in sharing personal experiences,
experiences as migrant workers, and HIV risk contexts and behaviours. They also
explored the internet and digital technology use and the co-creation of HIV prevention.
The research deployed the PAR cycle of forming a research team, relation-building,
reflections of experiences and stories, planning actions, co-creation of actions,
reflections, and evaluation. PAR does not follow a rigid process. It overlaps and moves
back and forth along a linear process. While going through all those steps, the
participants, as co-researchers, and their views, opinion, skills and decisions were

positioned at the centre.

The FGD reflected the importance of the PAR process when working towards co-
designing a health promotion strategy/intervention for Nepali migrant men. FGD3 was
the first step in group/team building, and this included sharing stories, jokes and a
game. The FGD also included a sharing-based video recording and editing session.
Understanding the co-researchers’ knowledge of and skills in using smartphones and
related applications assisted in setting the scene and planning further. The session was
helpful in validating and extending current knowledge and skills in technology use.
FGD4 focussed on understanding the context of HIV prevention in the co-researchers'
lives. Co-researchers reflected on their lives as migrant workers and the HIV risks
associated with that, which assisted in understanding the co-researchers’ HIV risk
behaviours, knowledge and attitudes towards HIV prevention. Through sharing their
stories and experiences, the co-researchers became more aware of their multiple HIV
risk behaviours, contexts, and underlying factors related to HIV risk contexts and

behaviours.
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During FGD3, the co-researchers began, through practice and reflection, to explore
what knowledge of HIV prevention was available online and through what media.
Online searching for information initiated the co-creation phase, providing knowledge
both about HIV and also multiple internet-based HIV prevention strategies. The co-
researchers shared their thoughts about potential forms of co-creation, discussed them
as a group, and made decisions about what they thought would be the most
appropriate forms of co-creation. The co-researchers’ knowledge, skills, and co-
creation effectiveness were crucial to making decisions about creating an online

strategy for HIV prevention.

Practice and reflection were an integral part of FGD3. Reflection on the actions
planned and taken is vital to assess progress and understand the appropriateness of
an action. Reflection, planning, action, and further reflection are part of the PAR cycle
deployed by the co-researchers in the study and often assisted in the co-researchers
making better and more practical action plans. For example, the co-researchers initially
planned to use various sexual behaviours to increase HIV risk or help HIV prevention in
the video message and practice. However, following reflection and discussion, they
agreed that it was inappropriate in the Nepalese context, even though it may be
appropriate in other societies. They replaced the initial drawings (Figure 15 above) with
drawings showing modes of HIV transmission and HIV risk contexts and associated

preventive measures.

FGD6 continued the co-creation process of an HIV messaging strategy by sharing their
knowledge and skills. The co-researchers created additional drawings, scripts for audio
messages and PowerPaints (PPT). They also practised, reflected and acted further on

the PPTs, video and audio messages.

FGD7 continued to focus on the PAR cycle of reflection, planning, action and further
reflection of the co-creations. By FGD8, internet-based tools' co-creation was almost

ready; the co-researchers mixed audio messages and drawings and developed a video
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message that reflected the Nepalese male migrant workers’ HIV risk behaviour, the
context in both the home and destination countries and possible associated preventive
measures. Reflection on the substance of the PPTs and content editing took place in
the FGDS8 to develop the final versions. FGD9 was the last session and focused on the
final review and consequent amendments to the co-creations. This FGD also included
a session for the co-researchers’ reflections on their participation in the study, the
developed messages, and the significance of the co-creation. The reflection also
focused on how PAR encouraged the empowerment of the co-researchers through

self-generated knowledge and co-creation.

The fieldwork for data collection was completed and collated in FGD9 with the co-
researchers- generated HIV prevention information and internet-based tools. Then, the
primary researcher returned to the University in New Zealand with the generated
information and the co-creation. Thematic data analysis (as discussed in chapter 4)
was deployed to study the data to inform multiple findings discussed in the following

section.

7.3 Discussion of research findings

This section summarises and interprets the research findings in relation to the previous
research and knowledge discussed in the literature review chapter three. The research
methodology and outcomes are unique and significant in the Nepalese context as they
put the marginalised Nepalese male migrant workers and their voices at the centre.
The Nepalese male migrant workers community who are regarded as a cause of HIV
transmission in Nepal studies their day to day life to understand their HIV risk
behaviour and context and co-create an action which is a significant achievement of

this study. It is hoped that this approach will contribute to the body of knowledge on
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HIV prevention among Nepalese male migrant workers and other communities in Nepal

and similar contexts at the global level.

The use of PAR methodology and the deployment of the focus group method to
discuss sensitive, stigmatised health issues within the Nepalese socio-cultural context
is an original achievement of this study. PAR methodology provided an opportunity for
the co-researchers to reflect on their knowledge about and experiences of HIV risk
contexts and behaviours. Few studies have focused on the migrant workers' life and
their knowledge and experiences of HIV and HIV risk contexts and behaviours (Bam et
al., 2014; Dahal et al., 2014; Joshi et al., 2012; Nepal, 2007). However, this study
focused on the voices and experiences of a particular community to explore a deeper
understanding of their contexts and perspectives and their involvement in finding
solutions. The reflections on experiences and stories shared by the co-researchers
empowered each other to understand the underlying causes of low condom use among

Nepalese male migrant workers.

Further, their participation enabled them to co-create HIV prevention strategies and
audience-appropriate messages. The Critical Theory approach and PAR methodology
were innovative approaches to HIV prevention in Nepal. It delivered a message to the
Government and institutions working on HIV that marginalised community members
can become valuable partners and that passive consumers can become imaginative,
thoughtful co-creators. The research also contributed to the development of Nepalese
male migrant workers’ co-designed videos and two PPTs for HIV prevention

appropriate to their contexts.

The research also provided two significant inputs in Nepal's health promotion and HIV
prevention. First, providing a space to share thoughts and experiences of a community
issue and collaborate with target communities such as Nepalese male migrant workers
to provide insight into their unique lifestyles and needs. The co-researchers’

observations and reflections of their day-to-day experiences at home and in destination
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countries provided them with a deeper understanding of their lives and communities
and how their contexts impacted their lives. This was a significant achievement of this
research and assisted in planning actions to move forward. Second, providing a space
and the necessary assistance enables marginalised communities, such as Nepalese
male migrant workers, to be empowered with self-generated knowledge, skills, and
actions. The actions co-created by the community members represented their
community contexts. They provided the most appropriate solution to the complex socio-
cultural and legal context of the society and community they are experiencing in their
home country and overseas. It also enabled the co-researchers to develop internet-

based HIV prevention messages appropriate to their socio-cultural and other contexts.

The research is also original because Nepalese migrant men contributed to the entire
research process, including the decision to participate, choice of time, venue, tools and
forms for co-creation; review and reflection of the process; and co-creation of
messages and internet-based tools. It challenged the traditional notions of research by
empowering the marginalised consumer to become the prosumer, or co-creator, of HIV

prevention for their community.

The study supported earlier research showing that few Nepali migrant workers
understood the risks and causes of HIV infection in their destination countries. Joshi et
al. (2014) found that only about one-fifth (20%) of Nepalese migrant workers receive
pre-departure training in Nepal before working abroad. The co-researchers in this study
also lacked pre-departure training or orientation. The lack of information about the
destination country, society, and work resulted in the absence of detailed knowledge
about essential health information including the prevalence of HIV in the community
generally and among local sex workers and how to access condoms in the destination

countries.

Previous researchers have found significant rates of casual sex and inconsistent or no

condom use among Nepalese male migrant workers (Bam et al., 2013; Dahal et al.,
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2014; Joshi et al., 2014). This study contributed to a more nuanced understanding of
Nepalese male migrant workers’ knowledge about HIV, HIV risk behaviours and
contexts in home and destination countries, and possible causes of inconsistent
condom use among Nepalese migrant workers. The study provided insight into how
socio-cultural and legal factors intended to prevent casual sex practices and HIV
transmission in fact contribute to unprotected sex in the home and destination
countries. The impacts of society, culture, and laws on the low access to and use of
condoms were identified, which had not been explored in detail in earlier studies. The
study highlighted how demographic factors such as age and marital status, individual
factors such as education or awareness about HIV and HIV prevention, and
perceptions about condom use and the effect on sexual pleasure also impacted
inconsistent condom use among Nepalese male migrant workers. This supports earlier
studies that found that although condoms are promoted as protecting people against

HIV during sex, there is substantial evidence that they are often not used properly.

There are many barriers to condom use (Sanders et al., 2012). Cultural and social
norms, and legal provisions regarding sex, impact individual factors (Neupane et al.,
2012; Khanal & Karkee, 2012; Wasti et al., 2009). They adversely affect an individual's
rights to know and adopt safe sex practices and assist in generating misconceptions
among young adults both in Nepal and other countries. The policies and rules of many
destination countries and companies are intended to discourage casual sex by
declaring it illegal and liable for punishment. This was overlooked by many earlier
researchers (Dahal et al., 2014; Joshi et al., 2014). However, the same research also
found that the policies and rules also contributed to the prevalence of unprotected sex
since the policies and rules cannot control human sexual needs and desires. This can

be more challenging with long separations from a spouse (Dahal et al., 2014).

This research study uncovered multiple challenges for both the prosumption of HIV

prevention information services and access and use of the Internet in Nepal and most
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destination countries. The findings from this study proposed that the boundary between
producer and consumer of HIV prevention is a challenge to safe behaviours and should
be reconsidered to promote Nepalese male migrant workers’ control over their own
sexual lives and HIV prevention more generally. Further, current HIV prevention
strategies and programs in Nepal and in destination countries lack acknowledgement
of Nepalese male migrant workers’ contexts and needs, and fail to address the social,
cultural, and legal factors related to HIV-prevention practices in Nepal. Consequently,
the research findings take a strong position on the positive community outcomes of
incorporating Nepalese male migrant workers in HIV prevention strategies, such as by
creating a safe space for them to voice their concerns and contribute to actions for a
solution by participating in the co-design and implementation of HIV preventions. The
methodology deployed in this study provided an opportunity to explore and understand
existing HIV prevention strategies and their lack of inclusion in migrant workers’
contexts. This further transformed the role of the individual and group from being a
mere consumer to an active partnership, working together to address their issue. The
self-reflection aspects of the PAR strategy empowered the co-researchers with self-
generated knowledge and actions that boosted collaboration and the confidence to

address similar community issues in the future.

The Constitution of Nepal guarantees universal access to essential health services as
a fundamental right. However, the reality is that access to high-quality services is a
privilege since much Nepalese living in remote areas or economically weak contexts
(Sharma et al., 2018; Tragard & Shrestha, 2010). While there are many HIV campaigns
conducted by international agencies, governments, and NGOs in Nepal, this study has
demonstrated that Nepalese male migrant workers’ lives are unique and vary across
different countries and socio-cultural and workplace contexts. The co-researchers’
reflections of their experiences and behaviours concerning migrant work, sexual
relationships, condom use, HIV prevention and internet use were the foundation for the

research to understand and co-create action. It would be almost impossible to design
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an effective co-creation for the co-researchers without understanding their local

contexts as Nepalese male migrant workers, especially for an outsider.

Previous researchers have cited loneliness, alcohol consumption, and peer influence
as major factors contributing to the high rate of unprotected casual sex (Khanal &
Karkee, 2013; Bam et al., 2012; Mukharjee & Mail, 2014). Perhaps they were
highlighting extrinsic factors impacting HIV prevention. However, this study found that
intrinsic factors and individual perceptions about condoms and their effect on sexual
pleasure were dominant in the prevalence of casual unprotected sex. Further, this
study also highlighted social, cultural, and legal factors that contribute to unprotected
sex, limiting access to HIV-prevention information and the availability and ease of

purchasing condoms.

Many researchers cited gaps in health promotion and HIV-prevention interventions in
Nepal (T. Paudel et al., 2016; Simkhada, Regmi, Van Teijlingen, & Aryal, 2017). The
study found that Nepal's available HIV prevention strategies were inappropriate
because access was limited to within the country, using local channels. On the other
hand, for migrant workers in destination countries, their single status low competency
in the local language, and local community social norms, values, and laws also
hindered Nepalese male migrant workers’ access to HIV prevention information and
services. As well, most information available online is in English or a language other
than the Nepali language. This was a significant disadvantage to Nepalese male
migrant workers since many had low language skills and limited competency in

technology.

The concept of prosumerism in the digital and online space for HIV prevention among
Nepalese male migrant workers is an important contribution to this study. Tofler’s
prosumer theory perceives every individual as a prosumer, although modernisation and
industrialisation theoretically divide them into prosumers or consumers (Toffler, 1980;

Bhalla, 2011). However, Bhalla (2011) argues that there is no pure production or pure
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consumption in any sectors, including health promotion and HIV prevention. However,
the distinction between producers and consumers remains dominant in almost every
sector, including HIV-prevention interventions. Current HIV-prevention interventions in
Nepal and many destination countries adopt a traditional approach. Such interventions
fail to include community voices and the unique characteristics and needs of many
communities, including Nepalese male migrant workers, who are hard to access due to
the more extended periods of absence in the country. Prosumerism as a concept has
been advanced with the development of internet based technologies. The internet has
created a space for value co-creation (Ritzer et al., 2012). This research study
deployed a discussion of prosumerism, which is in its early stage of development in
health,to give a new dimension to HIV-prevention strategies for Nepalese male migrant

workers.

The National Health Policy 1991 Nepal aims to promote healthy citizens by increasing
access to health education and health promotion, encouraging them to utilise the best
health services for productive, happy, and longer lives (Karki, 2018). Earlier
researchers had criticised policy-driven interventions for adopting a purely “medical”
approach rather than promoting health around collaboration and empowerment through
information and education (Sharma et al., 2015). The research identified that this gap
contributed to the failure to appropriately understand, include, and address target
community issues. Additionally, health promotion and HIV prevention interventions
have largely failed so far to benefit from the opportunities in the technology-generated
space of the 21 century. There is a digital divide among people within a region,
country, society, and community. Some people cannot afford them, and others who can
afford them have limited knowledge and skills (Ramsetty & Adams, 2020). However,
this study aimed to challenge current health promotion norms by proposing that there is
great potential in technology. It worked with vulnerable communities such as Nepalese
male migrant workers, deploying an empowerment-based participatory approach and

placing their life, health, experience, skills, and action at the centre.
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The study found that individual factors such as age and marital status are key
influences impacting access to condoms. Marital status and age are essential factors
for engaging in sexual relationships in many countries, including Nepal. However, the
reality is that many contextual factors, including socio-culture and economy and laws,
spark an increasing vulnerability to HIV. For instance, their status as migrant workers in
the destination countries adversely impacts their access to necessary information and
facilities. On the other hand, the improved economic status of returnee migrant workers
attracts local women and sex workers. This increases casual sex behaviours that are
often unprotected because the migrant workers have limited knowledge of the risk of
contracting HIV and limited access to the necessary preventive measures. The
religious and cultural values in Nepalese society, and many destination countries,
reduce their opportunity to access the knowledge that may mean they observe safer
sex practices. All of these contexts and issues contribute to the situation where migrant
workers feel unable to share their experiences and thus receive support either at home

or in many destination countries.

Cultural factors are complex. They shape people’s identities, influence individuals’ and
communities’ beliefs and health behaviours, and search for preventive and curative
services (Neupane, Khanal, Sharma, & Aro, 2012; Wasti et al., 2011). Nepalese male
migrant workers influenced by societal norms hesitated to seek HIV prevention
strategies or act on them because of the possible stigma and discrimination. During the
data analysis process in this study, the co-researchers never used direct language to
denote sex, condoms, prostitution, brothels, or other terms associated with sexual
practices. Instead, they used euphemisms such as "this thing”, "that thing” for sex,
“cap” or “cover” for a condom, “the place” or “adda” (Nepalese term to the office) for
brothels, or the place where sex work is available. The difficulty for these Nepalese
male migrant workers to talk about or even search for information at home or in the
destination country clearly expresses their societal norms. Thus, the research

experience and resulting data reinforced the need to focus on changing people's
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perceptions about sex, HIV, and sexual and reproductive health to be more
comfortable discussing these matters and searching for HIV related information and

prevention tools.

The Nepalese male migrant workers who spend most of their time abroad are a
vulnerable minority of the population in destination countries. Many of them are
deprived of space to express themselves and exchange their experiences as migrant
workers and returnee migrants in Nepal. The migrant workers who became co-
researchers in this study had worked in multiple countries and consequently had varied
experiences and perspectives about both host and home countries regarding freedom
to engage in sexual behaviour. Some of them experienced more freedom abroad,
whereas others found greater freedom in Nepal with a new economic status which
allowed them to spend money at a level which attracted local women. Both at home
and abroad, perceptions and realities of greater “freedom” increased the opportunities

for casual sex and the acquisition of HIV.

An earlier study (Joshi et al., 2014) cited that about 91% of its participants were aware
of HIV transmission through sexual behaviour; 95% were aware of the risks of sexual
relations without a condom, and 93% aware that sexual relations with multiple partners
could cause an increased risk of HIV infection. Similar statistics were cited by other
researchers (Dahal et al., 2014; Khanal & Karkee, 2012). However, this level of
awareness was not present among the co-researchers in this study. These co-
researchers had insufficient knowledge, or even misinformation, about HIV
transmission; this had not been identified in these earlier studies. For instance, in this
research study, the co-researchers initially had the belief that HIV does not transmit
through oral and anal sex since there is no contact with blood or blood-related
materials in those practices. The co-researchers also believed that neat, clean and
healthy-looking partners would not be HIV positive, a point also identified by other

researchers (Khanal & Karkee, 2012; Mukharjee && Mail, 2014; Bam et al., 2013). The
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co-researchers also believed that the migrant work promoted by the Nepal
Government'’s policy and programmes and the related, prolonged family separation
were the root cause of engagement in casual sex. Dahal et al. (2014) found that the
longer migrant workers remained abroad, separated from a spouse, the greater the
chance and number of casual sexual contacts. In this study, it was perceived by the co-
researchers that family separation contributing to casual sexual activity was a key
contributor to increased HIV vulnerability for migrant workers and their spouses, which

needed to be addressed at the government and policy level.

Sexual pleasure, even in a consensual relationship, was identified as a dominant risk
factor for HIV and other STI transmissions (Boyce et al., 2006). This finding is also
reflected in the present study’s finding that, for the co-researchers, satisfying their
sexual needs was an essential component of their mental wellbeing and demanded
similar consideration to that of the importance of protection from disease. As cited by
Boyce et al., (2006), the finding suggests that positive approaches toward sexual

practices have an important place in HIV prevention.

The role of the internet and digital technology is crucial to health promotion in the 21st
century, being a significant source of information, entertainment, and partnership for
health and wellbeing for billions of users (Kristina et al., 2019). These technologies
have increased the speed and ease of access to news and information and more
opportunities to influence and collaborate with people worldwide for a common interest.
One positive use of the internet is to guide users’ behaviour in the digital environment
through the co-creation of specific content (Schneider et al., 2020; Weinmann et al.,
2016). However, the study found that HIV prevention strategies in Nepal make limited

use of available technologies.

A technology-generated space could be a major channel to reach millions of globally
dispersed Nepalese male migrant workers with important health messages. Expanding

the technological knowledge and skills among Nepalese male migrant workers and
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then using those technologies to improve HIV prevention could be an appropriate
approach for the workers’ contexts. The success of output from an internet-based HIV
prevention approach depends on the relevance of the materials to the community it
seeks to reach. For example, this study found that the available materials did not reflect
their contexts and were challenging to understand since they were not in the Nepali
language. The question facing materials developers to address HIV messaging to
Nepalese male migrant workers living and working in more than 132 countries is how

well those materials reflect and address their lives and needs (MOLESS, 2020).

Internet and digital technologies are the dominating means of communication and
information globally. Nepal telecommunication reported that approximately 91% of
Nepalese had internet access by June 2021 (NTA, 2021). The co-researchers also
described themselves as avid internet and digital technology users. Therefore, the use
of internet-based HIV prevention will be crucial to reach out to hard-to-reach
communities such as globally dispersed Nepalese male migrant workers and their
families. Of the available online technologies, it was agreed by the social researchers
that a social media application such as Facebook was the most likely to reach many
Nepalese male migrant workers. The frequent display of informative videos and other
visual and audio information on the Facebook wall was identified as a suitable strategy
to make people recognise their perceptions, behaviours and possible misconceptions.
The co-researchers also agreed that advertisement through YouTube, chatting
applications, and hoarding boards at crucial locations such as parks, city centres,
waiting rooms at airports or other public transport stations may grab their attention and
make them reflect on their sexual behaviours, including recent or upcoming interactions
with potential sexual partners. They noted that although the internet and digital
technology generated space which Nepalese male migrant workers primarily used for
communication and entertainment and to forge new social and sexual relationships, it
could also be used effectively to deliver crucial health messages, including those for

HIV prevention.
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The study confirmed that multiple factors such as psychological, sociocultural, political,
and policy-driven elements are barriers to health promotion and HIV prevention in
Nepal. Raingruber (2014) cited that a comprehensive approach targeting these aspects
was a critically important component of an effective health promotion strategy. The co-
researchers agreed that the gap in the HIV prevention interventions in Nepal was a
significant factor in HIV prevalence and noted that the absence of relevant and targeted
responses to the barriers needed to be appropriately addressed to improve HIV

prevention.

Dissemination in this PAR study occurred through the efforts of the co-researchers who
took the information and skills back to their community. The co-researchers decided to
share what they knew or learnedwith their co-workers or peers’ groups. During the -up
group calls in the messenger group created during the fieldwork, they shared that they
are more confident and comfortable chatting about sexual behaviour, HIV, and
condom, which they have been doing on different occasions. Further, the co-
researchers opened a Facebook page to share important health messages, including
HIV prevention. They sent invitations to their Facebook friends to follow the page.
Similar to other Participatory research, the study aimed to increase awareness and
control of the community members' own sexual behaviour and HIV risk, followed by the
co-researchers, then encouraged their nears ones. They planned during the study to
share the research findings and contributeto HIV prevention in a geometric series of 1,
2,4, 8, 16.... The co-researchers shared that they are now adopting safe sexual
practices and encouraging their co-workers or peers to do so, which is an achievement

for the study.
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7.4 Limitations of the study

The student research was designed with a small sample size using a participatory and
action-oriented methodology to provide a space for Nepalese male migrant worker co-
researchers to be empowered with self-generated knowledge, skills and action. The
research recruited seven returnee male migrant workers as co-researchers which is a
very small percentage of the target population of Nepalese male migrant workers.
However, it should be noted that this study deployed the PAR methodology and Focus
Group Discussion (FGD) method, which recommends patrticipation by a small number
of co-researchers. PAR aims to build mutual relationships and generate knowledge and
actions as the goal of the research (Kemmis et al., 2014; Lowenson et al., 2014;

Olshansky et al., 2005).

FGD is a social interaction process including group interviews or activities and
information-gathering or data generation (MacDonald, 2012). The ideal number of
participants in FGs in participatory research settings is 5-8 (Krueger & Casey, 2002),
which is crucial in providing an equal space, opportunities, and support, especially to
contradictory or minority voices (MacDonald, 2012). Increasing the number of
participants may lead to issues in the provision of sufficient intellectual and emotional
space for contributors and difficulties in managing discussions, let alone reaching
consensus, from a starting point of opposing ideas. Establishing the co-researcher
team with the seven participants using PAR and FDG methodologies in the nine focus
group discussions, meant that each member had the opportunity to contribute to
multiple sessions that included relationship building, information and data generation,
co-creation, and immediate and ongoing reflections on the generated data. There could
be more than a focus group that could not happen due to multiple factors such as time,

cost, and participants availability.
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PAR emphasises providing a space for powerless or marginalised peoples’ voices and
conveying their experiences to respond appropriately to shared community issues.
PAR findings represent the authenticity, credibility and reflection of community voices
and must be acknowledged at their level rather than generalising the research findings
(Creswell & Miller, 2000). The nature of the study meant that it lacked the larger voice
of the broader community. However, this was powerfully offset because it provided a
far sharper and deeper understanding of Nepalese male migrant workers’ lives at home

and abroad in terms of HIV prevention.

Approximately 30% of households in Nepal have at least one migrant worker (CBS,
2012; Bhattarai et al., 2020), and nearly 50% of households in Nepal have at least a
migrant returnee in Nepal (WHO, 2012). However, finding participants interested in and
appropriate for this research project was challenging. Of fifteen participants at FGD 1
and FGD 2 (two information meetings), only eight agreed to contribute, and one
withdrew after FGD4. Also, the co-researcher group represented the voices of
Nepalese male migrant workers who worked or are working in a range of destination

countries.

The study focused on the co-researchers’ day-to-day activities, eliciting basic
information and modest co-creations in an informal setting. PAR is a democratic
process where the research participants are empowered to take charge of research
methods, including decisions about time, place, and venue. The role of the primary
researcher using this methodology is to facilitate them. The small participatory team
deployed a cycle of reflection, planning, action and further reflection in very informal
environments such as a peers’ gathering or a coffee talk. However, this does not
adversely impact the research findings, which were crucial to understanding the
knowledge levels, available skills, and developing ideas. The video and PPTs, the
research outputs, examined and represented the Nepalese male migrant co-workers’

voices and needs. Time, budget and other limitations determined that only a single
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PAR spiral could be completed in this doctoral research. Multi-level action and
reflection with multiple focus groups of a larger sample population of Nepalese male
migrant workers in different countries or occupations may provide a deeper

understanding before implementing to broader target populations.

PAR principles emphasise participation at the community level to bring change, rather
than imposing the perception and guidance of institutions or outsiders (Baum et al.,
2006). Despite the time and budget pressure, the detailed parameters of the study
were considered through the ethical approval process of both the AUT Ethical
Committee and the Nepal Health Research Council (NHRC). As discussed in section
4.7.1, the primary researcher consulted with scholars working at multiple levels on HIV
in the region and received their perceptions, advice, and feedback. However, the co-
researchers’ decisions, knowledge and skills remained firmly at the centre of this
participatory research. The co-researcher may have limited knowledge or skills, and
taking help from an outside stakeholder or scholar may help to co-create more effective
action, which could not happen as PAR emphasises on authenticity and community

ownership than the higher quality in co-creation or action

Some may question the efficacy of co-researchers’ full and autonomous participation in
HIV research by deploying the focus group discussion method. This is a challenge that
most research faces regardless of the topic, whether the methodology is qualitative or
quantitative, or whether the data is gathered by observation, participation or
questionnaire survey. One risk is that participants may filter the issues or experiences
or discussions they wish to share during the research. There also may be dominance
by one or more participants in group discussions. As a participatory researcher, it was
crucial to ensure the co-researchers’ full participation, safeguarding their rights, privacy
and opportunity to share or engage in every activity. The information provided at the
beginning of co-researcher recruitment and the written consent process were targeted

to protect each participant’s rights, privacy, and adoption of democratic practices.
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Additionally, the primary researcher and the facilitator encouraged co-researchers to
take turns in all activities and protect each other’s rights and privacy. | upheld the
protection of their privacy even in research findings and publications and adopted an

appropriate PAR strategy to develop a trustful and secure environment.

| was also mindful of limitations related to my subjectivity and influence in the study as
the primary researcher. As a family member of a migrant worker from the Kaski district,
I had my knowledge, perceptions, and understandings of migrant work, workers' lives,
society, culture, and laws. | was careful to remain neutral in the FGDs, limiting myself
to posing questions to the participants. This also promoted others' voices so that | did
not dominate the conversation. | was aware of the potential stigma toward co-
researchers participating in research about HIV-related sexual practices in Nepal. |
tried to guide the research process in the most ethically-appropriate way to protect the
co-researchers. However, the co-researchers were also informed adults with their
understandings of their society and how to mitigate potential risks while participating in
the research. A facilitator was recruited from within the participatory team to conduct
the FGDs following PAR principles in a co-researchers-safe and friendly space to

assure confidentiality and privacy.

Every research study and project, including government or INGO funded and
supported multi-year projects, has limitations, and this doctoral research was no
exception in that regard. However, the research ensured and obtained and practised
an ethically-approved process. Every detail of the proposed study, including its
possible risks was discussed with potential participants, and written consent was
obtained from those who signed on as co-researchers. Further, the primary researcher
consulted with stakeholders and appropriate human resources from NGOs working in
the area and collaboratively worked with doctoral supervisors with decades of
experience on the research topic and the selected methodology in similar contexts.

Further, as a PAR student researcher and member of the co-researchers’ community,
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with the consequent cultural, social, legal and linguistic competencies and
understandings, my focus was to ensure rigour throughout the research process and

presentation of its findings.

7.5 Methodological implications

The primary objectives of this research were to understand the underlying reasons for
high HIV-risk sexual behaviours among Nepalese male migrant workers from their
perspective and to co-create internet-based HIV prevention methods. Thus, as the
primary researcher, | chose a Critical Theory perspective that challenges the current
situation and strives for change informed by the findings of the completed research
study. Critical Theory is historically associated with Horkheimer, Adorno and Marcuse
from Frankfurt School (Asghar, 2013). Horkheimer, a co-founder of Critical Theory,
defined it as seeking “human emancipation to liberate human beings from
circumstances that enslave them” (Horkheimer, 1982, pg. 244). Smith (1993, p. 77)
cited Critical Theory as a theoretical perspective “designed not just to explain reality but
to change it”. In contrast to other theories, Critical Theory challenges power relations in
society, which may be in race, class, gender, economy, and other factors, and strives
for a balanced and democratic society (Asghar, 2013). Thus, as research-based on
Critical Theory, this study provided a space for the co-researchers to explore and
challenge current social realities on HIV prevention among Nepalese male migrant

workers and identify and propose action(s) for improvements (Silverman, 2013).

Under the broad spectrum of Critical Theory, the study of Alvin Toffler's prosumers
perspective on the internet and digital technology space was deployed in the co-
creation of HIV prevention in this study. Toffler’'s prosumerism assumes that human
beings are prosumers by nature and that there is no pure separated production or

consumption process (Toffler, 1980; Ritzer, 2012). However, after industrialisation and
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modernisation, the socio-cultural and economic development divided society into two
separate entities - producer and consumer (Toffler, 1980). This has been found in
many areas, including health promotion and HIV prevention globally, including in Nepal
is typically an expert-driven, top-down activity. Thus, the Critical Theory underpinning
the prosumer perspective here focuses on empowering marginalised Nepalese migrant
workers to be the prosumers of HIV prevention rather than passive consumers. As
prosumers of health promotion and HIV prevention, the community members will be
able to express their voices and needs, encompass them at the policy level and co-
create thecommunity-owned interventions fit to address the community contexts and

needs.

Critical Theory and Prosumerism justified the selection of Participatory Action
Research methodology in this study. The principles of PAR methodology were
deployed in the research through the collaboration with the marginalised Nepalese
male migrant worker community, bringing their voices into the space and their actions
for change. The research provided space for Nepalese male migrant workers to
express their day-to-day experiences as the relevant sources of knowledge to respond
to the HIV epidemic in the community (Cabhill, 2007). PAR methodology and context-
based PAR tools assisted in exploring Nepalese male migrant worker co-researchers’
knowledge and experience in HIV risk behaviours, HIV prevention and digital
technology use. The study placed the co-researchers' participation, voices, skills, and
actions at its centre, as PAR accepts that community members are the experts on their

issues (Kesby et al., 2007).

The PAR spiral of observation, reflection, planning, and action was a crucial strategy
for the prosumption of HIV prevention in the study (Kemmis et al., 2014). The informal,
participant-centred and collaborative space generated in the study assisted the
Nepalese male migrant worker co-researchers in extending their knowledge about and

skills in internet use and internet-based HIV prevention. Further, it provided an
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opportunity for the co-researchers to share concepts, discuss ideas, plan activities, and
co-create HIV-prevention messages targeting Nepalese male migrant workers. The
PAR methodology also provided the co-researchers with insight into the current HIV-
prevention interventions and identified the gaps. In turn, this led to a deep
understanding of the significance of participant-centred space to promote the
consideration of the contexts for co-creation of actions appropriate to the community's
perspectives and needs. As a PAR researcher this was my first such study and the
learning curve was steep, providing a basis for further development in my future PAR

practice.

7.6 Recommendations of this study

The research findings provide insights into the multiple gaps present at different levels
of HIV prevention in Nepal, especially regarding Nepalese male migrant workers. The
study has detailed findings to recommend to the Nepalese Government and its

policymakers, NGOs working on HIV, and future researchers into HIV prevention.

7.6.1 Recommendations for the Government and policymakers

Nepal has consolidated the National Guidelines on Strategic Information of HIV
Response in Nepal 2017 (NCASC, 2017). However, the Guidelines did not consider the
use of the internet and digital technologies to address HIV prevention in Nepal. The
lack of vision and relevant guidelines about the internet and digital technology-based
HIV prevention is a challenge for stakeholders working in the sector. Earlier
researchers cited that only 20% of Nepalese male migrant workers have any kind of
pre-departure orientation (Joshi et al., 2014). The research also found that Nepalese
migrant workers lack important information regarding their work, workplace and
surroundings, and relevant laws regarding migrant workers and sexual behaviours.

Consequently, it is recommended that the Nepalese Government commits to a pre-
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departure orientation advice and training process, including work-related basic
information and skills, to help migrant workers start their careers confidently from the
first day at work in a destination country. Further, basic orientation in using the internet
and smartphones to access critical information and setting up important health
applications, authoritative news channels, and emergency contacts would assist
migrant workers to feel more secure and access current, essential health and other

useful information.

The study confirmed that social-cultural norms and laws about premarital and
extramarital sex increased the incidence of engaging in unprotected sex and
vulnerability to HIV among young adults and unmarried people. Programs to reform
social-cultural perceptions and behaviours are vital for HIV prevention. For instance,
the traditional concept that healthy people were not perceptible to the risk of HIV must
be publicly eschewed as false. Policies and programs designed to raise awareness
would be helpful in changing people’s perceptions about sex, condom use and
potential HIV risk, even with seemingly healthy-looking partners. Additionally, while the
inclusion of reproductive health and HIV information in the school curriculum would
likely increase awareness in the coming generations, this study highlights that simply
incorporating relevant, current information into the curriculum may not be enough to
encourage a change in behaviours. Successful implementation of change would
require a reorientation of teachers and the availability of necessary materials for them
to be comfortable discussing sexual and reproductive health and the information

necessary for HIV prevention in young adults.

7.6.2 Recommendation for NGOs working on HIV

There is a national-to-local level structure working to address the HIV epidemic in
Nepal that includes government institutions and hundreds of NGOs. However, national
records and earlier studies cited them as being targeted almost exclusively at key at-

risk populations like MSM, MSW, TG, FSW, and IDUs within Nepal and in the
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destination countries. Migrant workers, perceived as a major channel for the HIV
epidemic both globally and in Nepal, have been studied in comparison with the general
population and have insufficient knowledge about HIV and HIV prevention. National
records cited access to information and HIV testing as very low among Nepalese male
migrant workers (NCASC, 2020). Therefore, it is recommended that HIV prevention
programs continue to focus on general populations since they are potential migrant
workers and their spouses, as well as sex workers or their clients, MSMs, and IDUs, to

halt the transmission of HIV and achieve SGDs goal by 2030.

During this research, it was difficult for the co-researchers to discuss sex, condoms and
HIV openly. Regular programs on those topics targeting the public would provide
opportunities for knowledge to be more readily available, especially among younger
people. This could also gradually reduce hesitation and embarrassment when the
topics are discussed. Further, inadequate and incorrect information, and fear in
searching for HIV prevention information and tools, predominates in Nepalese society.
For this reason, the more public discussion recommended could extend knowledge and

open up possibilities for the adoption of HIV prevention.

The findings of this study also lead to a recommendation for collaboration with local
people before conducting an HIV prevention campaign. Such initiatives will help those
proposing campaigns understand the targeted community’s existing perceptions and
needs and co-design and implement programs in the most appropriate way for the
community. Where the community owns the program and its achievements, there is
encouragement for their participation in such programs. This has potential as a great
initiative, making the community responsible and supporting bringing positive change in

the society.

The study recommends a qualitative and participatory approach to understand social
contexts and needs and ways to bring changes from the community members

themselves, rather than to continue with ‘outsiders’ knowledge or perceptions being
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dominant and a lack of innovation in terms of technology and health promotion in the
21% century. PAR principles are effective in addressing community issues through
community collaboration. The research completed a PAR spiral of observation,
reflection, planning, and action. However, it could not be extended through multiple
groups and rounds because of time, budget, and other limitations. A multiple-level PAR
cycle across many communities or groups is likely to be more costly and time-
consuming. However, it could provide stronger and more detailed insights into
community contexts and needs and help create a broad-based task force to address
HIV and other community issues using the participatory approach. As understood by
the study’s co-researchers, PAR is a process of expanding knowledge and skills in a
geometric sequence of 1, 2, 4, 8, 16 and so on. Although this study benefits a
comparatively small number of community members, it will benefit them throughout
their lives. It may assist in transferring the knowledge and skills gained to others

through the geometric series.

7.6.3 Recommendations for future researchers

This research was conducted with limited time and resources. The study could include
only one group of seven community members as co-researchers. However, the study
provided a profound insight into their lives and experiences at home and in destination
countries. It further explored and confirmed the multiple factors contributing to the
current HIV prevention issues that both are obvious and which have been cited in
earlier research, along with other underlying factors. | would advocate for more
researchers to undertake further, more expanded, and multiple cycles of PAR in
relation to HIV prevention and across multiple locations. This would provide even more

detailed knowledge of the contexts, challenges and opportunities to halt HIV.

Additional co-creation of HIV-prevention messages would have added to this study.
However, as a self-funded student researcher with limited time and resources, working

with returnee migrant worker co-researchers who spent a short time at home,
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anextension of fieldwork time was impossible. Furthermore, such digital cocreation is
likely to require partnership with other disciplines specialising in communications and
social media. Despite having a busy schedule with families, relatives, and household
work, the co-researchers' dedication was both admirable and highly appreciated by me.
This study included participants from major destination countries. The research
fieldwork and data collection required to expand the research into other destination
countries will be costly and time-consuming. However, it will provide multiple voices
from each destination country to understand and explain their specific contexts and to
co-design action accordingly. Research with the necessary financial, technical, and
human resources in major destination countries is recommended to better understand
how to ameliorate and respond to the HIV epidemic among Nepalese migrant workers

with an emphasis on a digital informed future health promotion.

The study experimented with PAR methodology and focus group discussion about HIV
transmission through sexual relations in Nepal and destination countries. It was an
innovative approach in the Nepalese context. The successful completion of this study
indicated the significance and efficacy of PAR methodology and FGDs to understand
community perceptions and experiences leading to collaborative action, even on a
highly stigmatised issue in Nepal. | would recommend the PAR approach for studying
any health research, including HIV, to gain a deeper understanding of the target

community contexts and needs and co-design a sustainable action to bring change.

7.7 Research conclusion

The finding of this research provides two major insights. First, providing a space and
collaboration with target communities such as Nepalese male migrant workers provide
insight into their unique lifestyle and needs. Second, marginalised and vulnerable

communities such as Nepalese male migrant workers can be empowered by providing
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space and necessary assistance to co-create internet-based HIV prevention fits to their
socio-cultural and other contexts. Further, careful examination of people’s day to day
activities provides a deeper understanding of their life and various factors related to
them. The addition of information or knowledge on individual, demographic, socio-
cultural, economic, legal and other contextual factors related to the HIV epidemic that
was overlooked or missed earlier was the actual contribution of this study to the body

of HIV prevention knowledge.

The lives of Nepalese male migrant workers are unique, beyond understanding the
general Nepalese population or any outsider. Unlike previous research, which
repeatedly cited loneliness, alcohol consumption and peer influence as the major
factors for unprotected casual sex, this study’s findings indicate that individual
perceptions about condoms and sexual pleasure are dominant factors for casual
unprotected sex. Further, social, cultural, and legal factors largely serve only to limit

access to HIV prevention information and suppress the purchase and use of condoms.

The co-researchers’ reflections on their existing perceptions and behaviours about
migrant work, sexual relationships, condom use, HIV prevention, and internet use were
the foundation of this research. It was almost impossible to design a co-creation for the
co-researchers without understanding this basic information, even more challenging for
an outsider. Furthermore, the co-creations devised by the Nepalese male migrant
worker co-researchers were an original contribution designed to promote a change in
their current context. Despite their straightforward content and presentation, community
co-created internet-based tools or actions will have a significant impact. They are likely

to be more encouraging for others to adopt and share with peers.

In summary, the study has exposed significant gaps in current knowledge and HIV
prevention approaches and interventions and how they have failed to address the
specific needs of Nepalese male migrant workers. It highlighted the importance of

collaboration with target community members to understand their contexts and needs
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and co-create appropriate and relevant strategies and actions. The research findings
provide an original contribution to HIV prevention knowledge and approach in Nepal
through the co-creation of an online HIV prevention strategy and internet-based tools

designed by and for Nepalese male migrant workers.
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Appendix

Appendix A. Participant Information Sheet

Date of Information Sheet Produced: 21 June 2017

Project Title:

Creating space for Nepalese male migrant workers from Nepal to co-create
Internet-based HIV prevention

An invitation

Namaste/Kio Ora/Hello Everyone,

My name is Til Bahadur Chhetri, a PhD student at AUT University, New Zealand. This
is my PhD project, and | am the primary researcher of this project. Other members of
this project are my PhD supervisors, Dr Cath Conn and Dr Tineke Water from AUT
University. | would like to invite you to participate in this research on ‘creating a space
for Nepalese male migrant to co-create internet-based HIV prevention’. Your
participation in this research is voluntary, and it is your choice if you would like to take
part or not, and you can terminate your participation any time before the completion of
the research project.

What is the research purpose of this research?

The research is a part of my (Til’s) PhD project. This project aims to collaborate with
you (Nepalese male migrant workers) to develop internet-based HIV prevention. In
this research, research team will share knowledge on HIV/AIDS, experience as a
migrant worker and skills on using internet and smartphone and will develop HIV
prevention program which may be in the form of videos, photographs, drawings, apps
or any suitable form as selected by our research team.

How was | identified and why am | being invited to participate in this
research?

You are a Nepalese male migrant worker from Kaski District, Nepal. Your age is over
18 years old. You have experience as a migrant worker for more than six months.
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You are a regular internet and smartphone user. In this regard, you are the potential
participant who can contribute in this research. Therefore, | have invited you to
participate via an advertisement on my Facebook page, local Media, as well as using
word of mouth through your peer networks.

How do | agree to participate in this research?

You can provide your decision though email, text messaging or phone call to me within
one week from this information meeting or you get the information sheet. Then, you will
provide written consent to primary researcher before first FGD.

What will happen in this research?

e You are invited to participate in an information meeting in which | provide
information sheet and provide detail information on research methodology,
method, research objectives, and your role in detail and answer your research
related questions.

¢ Among you all who participate in this information meeting, | will recruit up to 8
people who will first give your written consent and form a research team. Then,
we will participate in about 7 Focus Group Discussions (FGDs). Each FGD wiill
be about 2 hours.

e In the first FGD, we will participate in icebreaker(s) such as games and in
sharing based participatory video recording and editing workshops to develop
friendly, mutual, and supportive relationships. In second and third FGDs, we will
share stories on migrant work experience, knowledge of HIV/AIDS and internet
use, and internet search and presentation. In sixth to nineth FGDs we will
participate in concept generation, practice, and presentation to co-create
internet based tool(s) for HIV prevention among Nepalese male migrant
workers.

e The research is a collaboration between researcher and research
participants.You will share role and responsibilities in data collection, analysis
and co-creation process in this research. We will reflect on generated
information and the process in each FGD, and | will do the final analysis and
develop my PhD thesis.

What are the discomforts and risks?

I hope that you will enjoy your role in the project. In FGDs, we may share
stories of Nepalese male migrant workers’ HIV risky sexual practices and condom use
to understand HIV risk factors, safer sex practice and HIV prevention strategy. You
may feel discomfort to participate in such discussions. In the initial stage, we may not
be fully familiar with each other and may feel uncomfortable participating freely. At the
same time, you might feel difficult to develop concepts and co-create internet-based
HIV prevention strategy.

In FGD method, you may risk losing your privacy through your co-participants who
may disclose your personal information and experiences shared in the discussion.
Therefore, | request you not to share any your personal experiences and identifier in
any discussions.

How will these discomforts and risks be alleviated?

To avoid discomfort and risks, we will share time, create online groups for sharing in
transition period between FGDs, participate in interesting icebreakers, and share
based participatory video workshops to be familiar with each other. We will select
suitable and safe space for focus group discussion. If you feel uncomfortable with any
question or topic, you will have the right not to answer or turn off the audio recorder or
not participate in the discussion. We will have written consent and verbal commitment
for not to share who said what outside the team and play a responsible role. We
should be careful while any personal information and identifier in FGD. If required, |

278



will arranges free counselling and HIV testing service for you.
What are the benefits?

You will get a space to understand the underlying factors that may put migrant
workers at high-risk of HIV. Then, you will get a space to contribute to co-create
artefact(s) as a tool for internet based HIV prevention to halt HIV infection among
Nepalese male migrant workers. This research will help me to complete my PhD
project as well as will extend my knowledge on Nepalese migrant workers situation,
and the use of internet and smartphone for HIV prevention.

How will my privacy be protected?

All information will remain strictly confidential and any people outside the research
team will not know who said what in the discussion. You will be presented using code
or pseudonym and your personal information will be removed from any analysis and
publications. You can decide what to share and how to share.

How much time will it all take?

You will participate in 7 focus group discussion in about oneand half monthperiod. Each
discussion will be about 2 hours.

What are the costs of participating in this research?

You will not pay any cost to participate in this research. We will provide a small
reimbursement for your transportation fare and snacks for each participation.

What opportunity do | have to consider this invitation?

You will get two weeks from when you participate in information meeting and/or read
information sheet.

Will | receive feedback on the results of this research?

You will participate and reflect on information generation and analysis and co-creation
of internet based tool(s). Further, you can choose the option to receive summary of
research findings on the consent form to get final report. | will provide a copy of the
summary of research findings and feedback.

What do | do if | have concerns about this research?

For concerns regarding the nature of this research, you can contact to the Project
Supervisor, Dr. Cath Conn, at cath.conn@aut.ac.nz, +64 921 9999 ext. 7407/ 7910 OR

For concerns regarding the conduct of this research, you can contact to Executive
Secretary of AUTEC, Kate O’Connor, ethics@aut.ac.nz, +64 921 9999 ext 6038.

Whom do | contact for further information about this research?

Please keep this Information Sheet and a copy of the Consent Form for your future
reference. You are can contact the research team as follows:

Contact Details:
Til Chhetri (primary researcher)
Phone: +977-9846257128

Email: savenaturel3@gmail.com

Project Supervisors Contact Details:

Dr Cath Conn (primary supervisor)
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Email: cath.conn@aut.ac.nz
Phone: +64 9219999 ext. 7407

Dr. Tineke Water (co-supervisor)
Email: tineke.water@aut.ac.nz
Phone: +64 9219999 ext. 7335

Approved by the Auckland University of Technology Ethics Committee on 10 July 2017, AUTEC
Reference number17/212.
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T AR A FEANTAT FT FAEA(T FALT 7T T
TS STAFT TSHAT ANTGART AT ATFET T Tebl I3 A (77 A3 THA, BIAFA, TS AT ATRA (AT 296 Tgs | ey dfewr
AT THE AR AT fafad Fenfd Jam TEs |

T A F TAS

°  TUE SIHHTI TSHAT AN Egrs ST W AFwTT FAET T Tard g ¥ erf@eard gga, fafy, sgear v qurgsr qfvew foawqa
FATA TG T TANSH ATI=ATT AT FAtedd (THAAEE T TG, | TAEEE AFHN ASHHAT AEANTar AU aafqgensy, afe
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FHAT AT AT T GAR FAHH T FH ARG | T AT Tellg (aaraniedl qeqae @1 T Hgd Toe qTd T9Te] JardT FraRessH

281



ARHT AT T THAATS ARATHRT ATNT FeaiAd T THTCH AR TANT FFE=AT 99 FH G T4 qa9 Ao, |
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Approved by the Auckland University of Technology Ethics Committee on 10 July 2017, AUTEC Reference number17/212.
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Appendix B. Consent Form

Project title: Creating Space for migrant workers from Nepal to co-create

internet-based HIV prevention program

Project Supervisor: Dr. Cath Conn (Primary Supervisor), Dr. Tineke Water

(Second Supervisor)

Researcher: Til Bahadur Chhetri

R/
0.0

7
0'0

X3

%

X3

%

R/
0.0

7
0'0

3

*

| have read and understood the information provided about this research project

in the Information Sheetdated ... (dd mm yyyy).

| have had an opportunity to ask questions and to have them answered.

I understand that identity of my fellow participants and our discussion in FGDs

are confidential to the group and | agree to keep this information confidential.

| understand that notes will be taken during the FGDs and they will also be audio-

taped and transcribed.

| understand that any information and findings will be used only for primary

researcher’s academic purpose and will not be used/published in any form

outside this project without my written consent.

| permit primary researcher to use written, printed and electronic materials from

this research exclusively for his academic purposes.

| understand that taking part in this study is voluntary (my choice) and that | may

withdraw from the study at any time without being disadvantaged in any way.

| understand that if | withdraw from the study then, while it may not be possible

to destroy all records of the focus group discussion of which | was part, | will be

offered the choice between having any data that is identifiable as belonging to

me removed or allowing it to continue to be used. However, once the findings

have been produced, removal of my data may not be possible.

| agree to take part in this research.

| wish to receive a summary of the research findings (please tick one): Yes[
No[Ol

PartiCipants SIgNATUIE: ......ueeiieiiiiii ettt et et et e e et e e et e et te e e e aeenans

Participant’s NAME: .......veie

Participant’s Contact Details (if appropriate):

Date:

Approved by the Auckland University of Technology Ethics Committee on type the
date on which the final approval was granted AUTEC Reference number type the
AUTEC reference number
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Note: The Participant should retain a copy of this form.

Appendix B TE WANANGA ARONUI

Iwhiaaa (Consent Form)

FAFH RT9FE: TG T JATE FIHERESH AT GradeHl SATETRd TaaTes AFATH
FTIHH (BT AT T ForT

TRIITAT gH[EF: 1. | B (TIH ha8TF), <. fafqer aex (e qdees)
et faaeETgR &

o fMfa ... (T /AEAT /) AT IUA Tl SATHBIRT TTAT TG AT bl ATLAT TG
TEUT aR0T 9eY AR AT G |

o Hor ATRAT fSTRTeT I Wi WU for 99 Safea Tieger far |

o I WE-ATHAHAT ATIBTH IR=T T BTHT Alegd THE BATA &1 [qaR08s J& FHE (97 AT

fafae evs =1 Aol el g T H AT JHNE A T TeHag |

o HfTd THE TARAAT FaT fafumg ¥ fadiessr sr=x (Qudio) ¥&e T gfqeres e g w1 &1 A
THH G |

o T UM WHEN ¥ SUAEE TGH AT=ATAHATH] SMeTeh FATSTAR! AT AT FART XA T F7
fafad srmfa famm Hfewa TERT a1 gefad e S |

o U YHE ATAHHFATATS A9 ATI-dATE ST EEAfeArad, ¥ Aaele HeAgYd ATHHEE I
§iferer FATIART T FANT T AT gE T |

o I Y FFATHHT FEHINIG Wefogd &1, § HAINae F THRA qAead q9g B EAAT GHIHT
Fep Ty 9= el g |

o Fft H eHATE FeHAATE fRAT AT W AT THE SAHAHT AT SUEe IRICH TR
SHTEE B3 G¥Ad T giagd d¥ 831 9°R (A" %909 STaT gare a1 T 9ewed fad Ao
HIehT YT A, | AR THTIh SIASAIEE [FbTel qebule, T STETEe HATST Al I A Hel Tehepl
g

o W IY HAITH AT g HeHd |

o HIY AFITH! Al Gqda BN Ueb Yid YT T4 =A@+ (HIAT T3l A8 1d): e85
( )E ()

Approved by the Auckland University of Technology Ethics Committee on 10 July 2017 AUTEC
Reference number 17/212.

Note: The Participant should retain a copy of this form.
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Appendix C. Ethical Approval Letter from AUTEC

AUTEC Secretariat

Auckland University of Technology

D-E8, WIUMOE Level 4W U Building City Campus
T: +64 9 521 9599 ext. B316

E: ethicz@aut.ac.nz

e Ut s nefresearchethics

12 Juby 2017

CathConn
Faculty of Health and Environmental Sciences

Diear Cath
Ethics Application: 17/212Creating a space for Nepalese male migrant workers to co-create Internet- based
HIV prevention

| wish to advise you thatthe Auckland University of Technology Ethics Committee (AUTEC) has approved your ethics
application at its meeting ofl0 July 2017.

This approval is for three years, expiring 10 Juby 20200
Standard Conditions of Approval

1. A progress report is dus annually on the anniversary of the approval date, using form EAZ, which is available
enline through http://www.aut.ac.nz/researchethics.

2. Afinal report is due at the expiration of the approval pericd, or, upon completion of project, using form EA3,
which is available online through http://www_ aut.ac.nz/researchethics.

3. Any amendments to the project must be approved by AUTEC prior to being implemented. Amendments can

be requested using the EA2 form:http://www.aut.ac.nz/researchethics.

4. Any serious or unexpected adverse events must be reported to AUTEC Secretariat as a matter of priority.

5. Any unforeseen events that might affect continued ethical acceptability of the project should also be reported
to the AUTEC Secretariat as a matter of priority.

MNon-5tandard Conditions of Approwval

1. The committee appreciates that PAR is an evolving methodology and reguests that a report be forwarded to
AUTEC on initial outcomes and protocols agreed upon by the co-researchers.

Pleaze guote the application number and title on all future correspondence related to this project.

AUTEC grants ethical approval only. If you require management approval for access for your research from
anotherinstitution or organisation then you are responsible for obtainingit. If the research is undertaken outside New
Iealand, you need to meet alllocality legal and ethical obligations and requirements.You are reminded that it is your
responsibility to ensure that the spelling and grammar of documents being provided to participants or external
organisations is of a high standard.

For any enquiries, please contact ethics@aut.ac.nz

Yours sincerely,

MW_

Kate O'Connor
Executive Manager
Auckland University of Technology Ethics Committee

Cc savenzturel3@gmail com; Tineke Water
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Appendix D. Ethical Approval Letter from NHRC

Guvernment of Nepal

Nepal Health Research Council (NHRC)

Estd. 1991

Ref.No.. § 3 q

20 September 2017

Mr. Til Bahadur Chhetri
Principal Investigator
Auckland University of Technology, Auckland

Ref:  Approval of thesis proposal entitled Creating a Space for Nepalese Male Migrant
Workers to Co-create Internet Based HIV Prevention

Dear Mr. Chhetri

It is my pleasure to inform you that the above-mentioned proposal submitted on 3 August 2017
(Reg. no. 299/2017 please use this Reg. No. during further correspondence) has been approved by
Nepal Health Research Council (NHRC) Ethical review board on 13 September 2017.

As per NHRC rules and regulations, the investigator has to strictly follow the protocol stipulated in the
proposal. Any change in objective(s), problem statement, research question or hypothesis, methodology,
implementation procedure, data management and budget that may be necessary in course of the
implementation of the research proposal can only be made so and implemented after prior approval
from this council. Thus, it is compulsory to submit the detail of such changes intended or desired with
justification prior to actual change in the protocol. Expiration date of this proposal is
December 2017.

If the researcher requires transfer of the bio samples to other countries, the investigator should apply to
the NHRC for the permission. The researchers will not be allowed to ship any raw/crude human
biomaterial outside the country; only extracted and amplified samples can be taken to labs outside of
Nepal for further study, as per the protocol submitted and approved by the NHRC. The remaining
samples of the lab should be destroyed as per standard operating procedure, the process documented,
and the NHRC informed.

Further, the researchers are directed to strictly abide by the National Ethical Guidelines published by
NHRC during the implementation of their project proposal and submit progress report in between
and full or summary report upon completion.

As per your thesis proposal, the total research amount is NRs. 70,000.00 and accordingly the processing
fee amounts to NRs-10,000.00. It is acknowledged that the above-mentioned processing fee has been
received at NHRC.

If you have any questions, please contact the Ethical Review M & E Section at NHRC.

Thankin%

Prof. Dr. AnjaR}i Kumar Jha
Executive Chairman
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Appendix E. Research Advertisement Sample
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