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SUMMARY
Nicaragua is still at an early stage of the AIDS epidemic, when strategies directed at groups with high rates of sexually transmitted infections (STI’s) are highly cost effective.  A programme was designed to increase uptake of health services by sex workers (SW’s) of Managua, their partners and regular clients by regularly giving vouchers to these groups entitling them to free care from any one of a variety of clinics contracted in advance by competitive tender.  In 8 rounds 8,484 vouchers were distributed, of which 40% was used.  Prevalence of gonorrhoea in all SW’s dropped with 21% from the first to the last round, while incidence in repeating users decreased with 73% from the second to the last round. Vouchers were also distributed to partners/clients of SW’s.  Of 1,731 vouchers distributed 13% were redeemed with 52% of these men having one or more STI’s.  A voucher programme can target groups with high rates of STI’s.

INTRODUCTION
Nicaragua was the last country of Central America to notify AIDS cases (1987).  It has a cumulative number of reported AIDS cases of 242 until March 2000
 and an estimate of 0.19% of HIV prevalence amongst adults
.  Prevalence of HIV infection in female sex workers (FSW’s) of the capital Managua is about 2%
.  This is in strong contrast to the much higher figures reported from the neighbouring countries.  Nicaragua is still at an early stage of the epidemic, when strategies directed at groups with high rates of STI’s are highly cost effective, such as SW’s and their regular clients/partners.  These groups often do not use sexual health services due to fear of stigmatisation, low quality and/or costs.

MATERIALS and METHODS
In 1995 a programme was designed to increase uptake of sexual health care by the 1,200 SW’s of Managua and their regular clients/partners and to improve quality of the services, all at low cost.  It started as one of the first trials of a voucher system for health care in a developing country and was funded by the British government and the Elton John AIDS Foundation. 

The essential idea is to increase the uptake of care by regularly giving vouchers to these groups entitling them to free care from any one of a variety of private, Non-governmental Organisations (NGO) and public clinics offering sexual health care, contracted in advance by competitive tender.  The voucher agency ICAS (Instituto Centroamericano de la Salud), an NGO conducting health research, distributes the vouchers directly to SW’s and their clients/partners at the prostitution sites and to NGO’s who distribute them to the SW’s with whom they work.  Vouchers are also distributed via SW’s to their partners/clients (see graph 1).  The SW or client/partner takes the voucher to the contracted clinic of choice where she/he receives the specified services.  The clinics return the vouchers to the agency which reimburses the agreed fee.  The cycle, or round, is ideally repeated every four to five  months.  Vouchers are distributed at the beginning of a round and are valid for 2½ months.  Patients testing positive for STI’s are given an additional voucher for themselves and their partner/clients.

A city-wide map of the SW population was constructed through “snowball”-interviewing at the sites.  Interviews with SWs and their clients, and baseline assessments of quality of services and costs were performed.  SW’s were heavily involved in the design of the programme.  The best laboratories were invited to tender their services and one was contracted.  A short-list of providers was drawn up and these were asked to tender a price for a consultation (treatment was provided separately by ICAS).  Contracts were signed, stipulating redemption value per voucher and requiring staff to follow a treatment protocol and receive training.  Quality is monitored and only the best clinics are contracted for subsequent rounds.  Between 7 to 12 clinics were contracted in different rounds.  After two years FSW’s proposed to involve their partners and regular clients, arguing that if men could receive the same medical care, they would better understand the risks (“You should not tell us to use condoms, but our clients”) and also their STI’s would be treated, thus reducing the risk of re-infection.

The voucher entitles to choose from a number of clinics where one can obtain free of charge: a full gynaecological/urological and follow-up consultation; tests for gonorrhoea, syphilis, trichomoniasis, candidiasis, gardnerella, cervical cancer (women); diagnosis through physical examination of condylomata, herpes simplex, chancroid and other STI’s; health education on prevention of STI/HIV; condoms; and treatment.  Since the fourth round a single-dose of azithromycin is offered to all redeemers which covers against chlamydia.

RESULTS
Field-workers identified 76 sites with active prostitution, with a final estimate of  1,150 FSW’s of whom about 100 are glue-sniffing adolescents and about 50 transvestites SW’s.  Turnover is very high, with a median working time of 2 years and one third having worked for one year or less.  Stratification of the sites based on the prices charged proofed to be useful for data analysis and targeting. 

The human quality of most clinics was much better than expected although the receptionists lacked sensitivity.  They received training which greatly improved their attitude.  Technical quality (all doctors had to pass an exam) was much lower then expected, a treatment protocol was necessary as well as training.  From the outset, clinics offered services at prices well below their standard rates and even below the unit costs of providing equivalent services in government-run clinics.  In fact, prices may be quite close to the clinic’s marginal costs. 

There have been 8 rounds in 4 years (Table 1).  Of the 8,484 vouchers distributed 3,397 (40%) were used by 2,058 different FSW’s (only 1,150 FSW’s are active at a time; due to the high turnover much more are seen over the years).  Prevalence of gonorrhoea in all FSW’s dropped with 21%.  FSW’s who used a voucher 4 or more times had an initial prevalence of 14.5% (which dropped to 8.4% during their last consultation) compared to those who only used a voucher once and had a prevalence of 7.5% (difference p<0.005).  From the second to the last round incidence in repeating users decreased with 73%. 

There was a large difference in prevalence of STI’s between the poorest sites (price 1-3 US$ per sexual act) and the red zone (>8 US$); the poorest sites had over 8 rounds an overall prevalence of gonorrhoea of 11.3% and of syphilis of 8.6%, meanwhile the red zone had a prevalence of 3.5% and 1.6% respectively. The poorest sites made much more use of their vouchers (45%) than the red zone (33%).  The group of adolescent glue-sniffers had the highest prevalence of syphilis (11.5%).  Redemption of vouchers given to NGO’s working with these girls was 72%.  Anonymous HIV testing (for which approval was obtained) of the last round found positive results in the poorer and better sites as well as amongst glue-sniffing girls. 

Voucher redemption in the second round was low; FSW’s considered the round too soon after the first one.  Due to a lack of funds a limited package of services was offered in the fourth round and redemption was low.  FSW’s considered the lack of testing as the reason.  The seventh round started too late, owing to a switch in donors.  In general the programme attracted almost half of the FSW population and women more in need made much more use of the vouchers.   

FSW’s try to use condoms consistently, but have to make exceptions.  Discussion is difficult, when brought up many man react with mistrust: “Why use a condom, do you have an STI?”  An observationally study in 1997 showed that a condom is used on average in 60% of commercial sex encounters (field workers checked rooms for left condoms containing semen)
. Although this is much higher than what we found in a similar study in 1990, where condom use was 37%
.  Men who had previously contracted a STI were more likely to use a condom, not because they preferred to, but to avoid STI’s.  Some clients did visit clinics for regular check-ups, but one third had never been tested for STI’s.  Although clients are afraid of STI’s, they are reluctant to check their health.  Many expressed a general lack of confidence in the medical capacity, including those of the private sector.  If asked if they would use a voucher only 9% said no.

During the seventh round 1731 male vouchers were distributed in three different ways; medical doctors offered FSW’s visiting the clinic male vouchers; field workers distributed directly to clients at sites where this was feasible; and FSW’s were asked to offer a voucher to each client after each sexual encounter.  More vouchers could have been distributed since it is estimated that there are about 5,000 regular clients in Managua (median number of 4 per FSW), however the budget did not permit this.  Finally 224 vouchers (13%) were redeemed with 52% of these men having one or more STI’s.  During the 8th round only one male voucher was offered to each FSW visiting the clinic (381 vouchers accepted) of which 92 (24%) were redeemed by men, with 54 % having one or more STI’s.  Transvestite SW’s received 39 vouchers;12 were redeemed; 58 % having STI’s.

By improving technical quality of, and access to, medical care the programme succeeded in attracting regular clients/partners and male SW’s.  Redemption rate of men is lower than that of the women, but very efficient since the STI prevalence among redeemers is very high. The programme reaches them directly and is further targeted by the men themselves, who self-select if in medical need.

CONCLUSIONS
A voucher programme can improve the quality of medical care in a non-stigmatising  way, at low cost and efficiently target groups with high need: 

1. The programme can attract otherwise “hard-to-reach” groups

2. Vouchers can be distributed to groups at high risk 

3. Vouchers can be distributed at low cost by third parties with close contacts to specific population groups

4. SW’s can distribute vouchers to those men most likely to re-infect them

5. Those in highest need, self‑select further   

6. Competitive pressure holds down the prices for services and improves quality

7. STI management protocols are highly effective in contrast to the standard

8. The programme can produce a reduction in prevalence and incidence of STI’s
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Graph 1
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Table 1





Round�
Time after former round in


 Months�
Vouchers received by FSW’s�
Vouchers  redeemed by FSW’s�
% of “new” FSW’s�
Prevalence of gonorrhoea


in all FSW’s�
Gonorrhoea incidence


(per 1000 person-years)


in repeaters�
�
I�
-�
1,073�
431 (40%)�
100%�
10.0%�
-�
�
II�
3½ �
989�
308 (31%)�
67%�
  7.5%�
279�
�
III�
7�
1,014�
429 (42%)�
69%�
10.1%�
187�
�
IV�
5�
883�
244 (28%)�
48%�
8.8%�
95�
�
V�
5�
1,009�
443 (44%)�
56%�
9.1%�
140�
�
VI�
5�
1,169�
511 (44%)�
54%�
9.3%�
100�
�
VII�
8�
1,185�
540 (46%)�
48%�
8.1%�
95�
�
VIII�
5�
1,162�
491(42%)�
47%�
7.9%�
75�
�
Total�
5½�
8,484�
3,397 (40%)�
-�
8.9%�
112�
�
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