博士論文
Initiation of methamphetamine use and high-risk sexual behaviors of
methamphetamine users in Northern Shan State, Myanmar

（ミャンマー連邦北シャン州におけるメタンフェタミン覚醒剤の使用開
始年齢と使用者のハイリスク性行動）

ソー ユ モン
Saw Yu Mon

Initiation of methamphetamine use and high-risk sexual behaviors of
methamphetamine users in Northern Shan State, Myanmar
ミャンマー連邦北シャン州におけるメタンフェタミン覚醒剤の使用開始
年齢と使用者のハイリスク性行動

Department of Community and Global Health
The University of Tokyo, Tokyo, Japan
Research supervisor: Prof. Masamine Jimba
March 2014
東京大学大学院・医学系研究科
国際保健学専攻
指導授員：神馬征峰 教授
２０１４年３月

A thesis submitted to the Faculty of Medicine in partial fulfillment of requirements for
the degree of Doctor of Philosophy

平成 23 年 4 月通学
41-117108
ソー ユ モン
Saw Yu Mon

b

Table of Contents

List of Tables .................................................................................................................. i	
  
List of Figures ............................................................................................................... ii	
  
List of Appendices ....................................................................................................... iii	
  
Abbreviations ............................................................................................................... iv	
  
Abstract ......................................................................................................................... v	
  
1. Introduction .............................................................................................................. 1	
  
1.1	
   Methamphetamine: physical form, types, and mode of use .............................. 1	
  
1.2 Methamphetamine: the global context ................................................................. 2	
  
1.2.1 Historical background ................................................................................... 2	
  
1.2.2 Global epidemic of methamphetamine use ................................................... 3	
  
1.3 Health effects of methamphetamine use .............................................................. 4	
  
1.4 Methamphetamine use in the Myanmar context .................................................. 6	
  
1.5 The early initiation of methamphetamine use ...................................................... 8	
  
1.5.1 Age of methamphetamine initiation and the associated factors .................... 8	
  
1.5.2 The early initiation of methamphetamine as a predictor of high-risk sexual
behaviors ................................................................................................................ 9	
  
1.6 Rationale of the study ......................................................................................... 11	
  
1.6.1 The early initiation of methamphetamine use and associated factors in
Myanmar .............................................................................................................. 11	
  
1.6.2 The early initiation of methamphetamine use and high-risk sexual behaviors
in Myanmar .......................................................................................................... 13	
  

a

1.7 Study objectives ................................................................................................. 15	
  
1.7.1 Hypotheses for the early initiation of methamphetamine use in Myanmar 15	
  
1.7.2 Hypotheses for high-risk sexual behaviors of methamphetamine users in
Myanmar .............................................................................................................. 15	
  
2. Methods ................................................................................................................... 16	
  
2.1 Study design ....................................................................................................... 16	
  
2.2 Study area ........................................................................................................... 16	
  
2.3 Study participants ............................................................................................... 17	
  
2.4 Sample size calculation ...................................................................................... 18	
  
2.5 Sampling method ................................................................................................ 18	
  
2.6 Recruitment protocols ........................................................................................ 19	
  
2.7 Questionnaires and pre-testing ........................................................................... 20	
  
2.8 Measures ............................................................................................................. 22	
  
2.8.1 The early initiation of methamphetamine use ............................................. 22	
  
2.8.2 High-risk sexual behaviors of methamphetamine users .............................. 23	
  
2.8.3 Covariates .................................................................................................... 24	
  
2.9 Operational definitions ....................................................................................... 26	
  
2.10 Data collection .................................................................................................. 27	
  
2.11 Data quality control .......................................................................................... 28	
  
2.12 Data analysis..................................................................................................... 28	
  
2.13 Ethical considerations....................................................................................... 30	
  
3. Results...................................................................................................................... 32	
  
3.1 Participants of the study ..................................................................................... 32	
  
3.2 Socio-demographic characteristics of all participants ........................................ 33	
  

b

3.3 Knowledge and beliefs about methamphetamine use stratified by gender ........ 35	
  
3.4 Reasons for methamphetamine initiation ........................................................... 37	
  
3.6 Cox regression analyses of factors associated with age of methamphetamine
initiation, stratified by gender .................................................................................. 41	
  
3.7 Multiple logistic regression analyses of early initiation of methamphetamine
use, stratified by gender............................................................................................ 47	
  
3.8 Multiple logistic regression analyses for the association of early initiation of
methamphetamine use and other factors with high-risk sexual behaviors, stratified
by gender .................................................................................................................. 54	
  
3.9 Generalized estimating equation analyses to predict high-risk sexual behaviors
among methamphetamine users, stratified by gender .............................................. 61	
  
4. Discussion ................................................................................................................ 65	
  
4.1 The early initiation of methamphetamine use .................................................... 65	
  
4.2 High-risk sexual behaviors of methamphetamine users ..................................... 69	
  
4.3 Limitations and strengths ................................................................................... 73	
  
5. Conclusions and recommendations ...................................................................... 76	
  
Acknowledgements ..................................................................................................... 78	
  
References ................................................................................................................... 80	
  
Appendices ................................................................................................................ 109	
  

c

List of Tables

Table 1

Socio-demographic characteristics of participants

Table 2

Knowledge and beliefs about methamphetamine use, stratified by gender

Table 3

Bivariate and multivariate Cox regression analyses of factors associated
with age of methamphetamine initiation among male users

Table 4

Bivariate and multivariate Cox regression analyses of factors associated
with age of methamphetamine initiation among female users

Table 5

Multiple logistic regression analyses of factors associated with
early initiation of methamphetamine use among male users

Table 6

Multiple logistic regression analyses of factors associated with
early initiation of methamphetamine use among female users

Table 7

Multiple logistic regression analyses for the association of early initiation of

methamphetamine use and other factors with high-risk sexual behavior
of male users
Table 8

Multiple logistic regression analyses for the association of early initiation of
methamphetamine use and other factors with high-risk sexual behavior
of female users

Table 9

Generalized estimating equations for the association of early initiation of
methamphetamine use and other factors with high-risk sexual
behaviors of methamphetamine users, stratified by gender

i

List of Figures

Figure 1

Selection of participants who were included in the analyses

Figure 2

Main reason of methamphetamine initiation, stratified by gender

Figure 3

Age at initiation of methamphetamine use, stratified by gender

Figure 4

Percentage of methamphetamine initiation, stratified by gender

Figure 5

Kaplan-Meier curve of age at methamphetamine initiation by gender
among methamphetamine users in Myanmar

Figure 6

High-risk sexual behaviors of methamphetamine users, stratified
by gender

ii

List of Appendices

Appendix 1

Map of Muse, Northern Shan State, Myanmar

Appendix 2

Information sheet for participants (English)

Appendix 3

Information sheet for participants (Myanmar)

Appendix 4

Informed consent form for participants (English)

Appendix 5

Informed consent form for participants (Myanmar)

Appendix 6

Ethical approval from the University of Tokyo, Japan

Appendix 7

Ethical approval from Defence Services Medical Research Centre,
Nay Pyi Taw, Myanmar

Appendix 8

Questionnaire (English)

Appendix 9

Questionnaire (Myanmar)

Appendix 10

Photos of computer-assisted self-interviewing software (Myanmar)

Appendix 11

Photos of CASI interview

Appendix 12

Photos of primary and secondary incentive

Appendix 13

Photo of methamphetamine users who used methamphetamine by
inhalation

iii

Abbreviations

AIDS

Acquired Immune Deficiency Syndrome

AOR

Adjusted Odds Ratio

ATS

Amphetamine-type Stimulants

BSS

Behavioral Surveillance Surveys

CASI

Computer-assisted Self Interview

CCDAC

Central Committee for Drug Abuse Control

CI

Confidence Interval

FSW

Female Sex Worker

GEE

Generalized Estimating Equation

HIV

Human Immunodeficiency Virus

IDU

Injecting Drug User

MA

Methamphetamine

MSM

Men Who Have Sex With Men

NIDU

Non-injecting Drug User

OR

Odds Ratio

RDS

Respondent-driven Sampling

SD

Standard Deviation

SPSS

Statistical Package for the Social Sciences

STI

Sexually Transmitted Infection

UNODC

United Nations Office on Drugs and Crime

USD

United States Dollar

iv

Abstract

Background
Globally, methamphetamine (MA) use is a significant public health concern due to
unprecedented health effects of its use. However, correlation effects of the early
initiation of MA use and high-risk sexual behaviors remain understudied especially in
developing countries. Therefore, this study examined factors associated with the early
initiation of MA use and the high-risk sexual behaviors among MA users in Muse,
Myanmar.

Methods
This cross-sectional study was conducted from January to March 2013 in Muse,
Northern Shan State, Myanmar. Self-reported MA users (775 males and 587 females)
were recruited using a respondent-driven sampling method. Multiple logistic
regressions, and generalized estimating equations models were performed to examine
the factors associated with early initiation of MA use and high-risk sexual behaviors
stratified by gender.

Results
More than half of males (73.0%) and females (60.5%) initiated MA use before their
18th birthday. MA users were more likely to have first started using it at entertainment
venues. Their reasons for first MA use were to lose body weight or work related
purposes. Both male and female users who were employed and who had used MA
before and during sex were more likely to engage in high-risk sexual behaviors.

v

Conclusions
More than 60% of MA users started MA use before the age of 18 years. MA users
were more likely to be involved in high-risk sexual behaviors. Entertainment venues
were the most popular choice of place among MA early initiators. Comprehensive and
targeted MA prevention programs should address high-risk sexual behaviors and
consider entertainment venues as priority setting. Such programs also need to give
attention to vulnerable populations such as migrants, clients of sex workers, and those
who exchange sex for money and/or drugs.

Keywords: Drug users, Methamphetamine, Initiation, Sexual behaviors, Myanmar
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1. Introduction
1.1 Methamphetamine: physical form, types, and mode of use
Methamphetamine (MA) is a psychostimulant of the phenethylamine and
amphetamine class of psychoactive drugs [1, 2]. It is an addictive substance, which
usually exists in two forms: d-methamphetamine and l-methamphetamine [3]. The type
of MA known for its psychoactive properties is d-methamphetamine, but the racemic
form, which is a combination of both types, is used more frequently [4].
MA can be produced using chemicals that are easily found in the household
[2], unlike most of other psychoactive stimulants such as cannabis and cocaine.
Instructions to make MA and its recipes are available even on the Internet and in
publications [5]. The process of reducing ephedrine or pseudoephedrine is easy and
straightforward, which allows a growing number of 'households' to have their own MA
labs [6]. In this way MA is easily available and the number of users are increasing [7].
MA is an organic molecule. Its base form is an insoluble colorless volatile oil.
The common salts derived from it are hydrochloride or sulfate, both soluble in water,
which look like off-white powder or crystals [3]. MA is available in many different
forms including crystalline, irregular chunks of powder, or tablets in different colors
[3]. It has different names depending on the region. For example, in Asia, it is known
as “Yama/Yaba (crazy drug or horse medicine)” or “Shabu/Syabu”, whereas in the
West it is commonly known as “meth, crank, chalk, go, or speed” [8-10].
MA is popular, and used among millions of people worldwide because of its
stimulant effects [11]. It acts on the central nervous system by increasing alertness, and
providing a sense of increased energy, concentration, physical strength, and euphoria
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[12-14]. Because of these effects, MA is often taken at parties or nightclubs in order to
remain alert for the whole night, so it is considered a “recreational drug” or “clubbing
drug” [15, 16]. MA’s effects generally last for about 8 hours, but can sometimes last
up to 24 hours [15].The main routes of administration of MA are through inhalation
and snorting. Other less common modes of administration include injecting, smoking,
or drinking [17-19].

1.2 Methamphetamine: the global context
1.2.1 Historical background
MA has a long history since its discovery. In 1887, a Romanian chemist Lazar
Edeleanu became the first scientist to discover amphetamine. This compound was not
used for clinical purpose until the 1920 when a British chemist, Gordon A. Alles resynthesized the compound into a drug to treat patients with asthma and common colds.
From 1930, amphetamine started to be prescribed for various medical conditions
including narcolepsy, asthma, obesity, epilepsy, and hyperactivity in children.
Furthermore, since 5000 years ago, the Chinese have been using herb which contains
ephedra (ma huang) to treat the common cold and asthma [20].
MA is one of the amphetamine group substances and was discovered by a
Japanese chemist, Nagayoshi Nagai in 1893. Nagai synthesized MA from ephedrine.
MA was not commonly used until 1940s during World War II. During this period, the
Japanese, British, German, and American governments gave MA to their military
personnel to help them stay awake, stave off battle fatigue, and enhance alertness [2123]. After World War II, an epidemic use of MA occurred in Japan. It was because
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military MA supplies became vastly available in the general population resulting in
MA abuse and dependency in Asia and the rest of the world [24].

1.2.2 Global epidemic of methamphetamine use
The amphetamine-type of stimulants (ATS) is the second most common group of illicit
drugs globally. It is estimated that up to 80 million people use ATS [25]. MA is the
most common illicit drug in the ATS group of drugs. According to the United Nations
Office on Drugs and Crime (UNODC), ATS seizures have sharply increased by more
than twofold within the past two years indicating an increase in its supply and use [25].
Sixty-nine United Nations member states report an increase in MA use (as
opposed to stable levels) based on the expert perceptions of MA use. Among the
member countries, a majority of them is in Asia. They perceived an increased use of
MA in their own county [26]. The UNODC report showed that MA use in developing
countries is significantly higher compared to that in the developed countries.
Moreover, MA use among people in the middle class living in the emerging economies
has been increasing for a couple of decades [26]. East and Southeast Asian regions
have had a significant increase in the seizure and use of ATS. It is in these regions
where about a third of the global population lives in. Data for East and Southeast Asia
suggest that between 4.4 and 37.9 million people have used MA in 2010 [25]. The
recent UNODC report presented data on seizures of MA pills in which there was an
increase of more than seven times within 5 years (2008 to 2012) in the East and
Southeast Asian region [27].
In the past, MA use was believed to be mostly a male phenomenon. In the
1980s, female substance use was viewed as being dependent upon their relationships
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with men. Females were either viewed as “good” citizens with an addiction problem,
or “bad” ones whose drug use mirrored their roles as deviants [28]. However, a high
proportion of female users are emerging to the level that is equivalent to or more than
that of men in many countries [29]. Since the 1980s, there is an increase in the
proportions of females who use drugs even outside of relationships with male [30].
Researchers are thus now exploring gender differences among male and female MA
users in greater details [30].
Gender specific variations have been reported for many aspects of MA use,
dependence, and treatment. For example, compared to male MA users, female MA
users tend to show more dependence and commitment to using MA, while males tend
to use other drugs if MA is not available [31, 32]. Furthermore, females access MA
addiction treatment more often than males [33], and they are friendly and responsive to
being treated for MA abuse [34]. Males are also less likely to initiate MA, cocaine, and
amphetamine at earlier ages [32, 35], and also report drug abuse related medical
problems less often than females [36].

1.3 Health effects of methamphetamine use
MA use can result in various adverse health outcomes [37, 38]. It is a highly addictive
drug and its regular use (i.e. on a daily basis) or even irregular use (i.e. weekly or two
to three times per month) can lead to drug dependency [39, 40]. Dependence on MA
can in turn lead to various mental health problems such as anxiety, paranoia,
depression, delusions, aggression, hallucinations, and homicidal/suicidal behaviors
[41, 42]. In Austria, one out of every two MA users suffer from clinically significant
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symptoms of hallucinations [43], and the prevalence of psychotic disorder was 11
times higher compared to the general population [44].
Dependence on MA and its abuse are also associated with physical health
conditions, violence, and criminal behavior [45-47]. Some of the physical health
conditions associated with MA use include high blood pressure, tachycardia, weight
loss, insomnia, and muscular tremors [48]. The chronic conditions that may arise as a
result of MA use include cardiac rhythm abnormalities, cerebral hemorrhage, and
myocardial infarction [45, 49-51]. MA users also have a higher chance of acquiring
sexually transmitted infections (STIs) [12, 52, 53], compared to MA non-users. They
are also at risk of developing dental decay and caries [54, 55].
With regard to violent behavior, MA users are more likely to engage in
violence and criminal activities while under the influence of the drug [45, 56]. For
example, 30% of males and 23% of females from Los Angeles engaged in violent
behaviors after using MA [57]. Such behaviors included drug related violence, gang
related violence, domestic violence, road rage, and stranger assault [57].
MA use has been associated with high-risk sexual behaviors [58-60], which
increase one’s risk of contracting STIs including human immunodeficiency virus
(HIV)[61-64]. This is because MA acts on its active sites in the central nervous system
and can cause loss of inhibitory control of sexually compulsive behavior among its
users. Thus, it increases their engagement in risky sexual behaviors [61, 65]. For
instance, compared to non-MA users, MA users visit sex workers more often, had
more sexual partners, and used condoms less often [18]. Other risky sexual behaviors
reported among MA users include exchanging sex for money and/or drugs, engaging
in unprotected vaginal and/or anal sex and having sex with new partners [18, 66-69].
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Moreover, evidence also suggested that the use of MA has been associated with
STI including HIV among treated MA users [70], and unprotected anal sex among
men who have sex with men (MSM) and those MSM are more likely to exchange sex
money or/and drugs [71, 72]. A number of possible causal mechanisms could underlie
the positive correlation between MA use and high-risk sexual behaviors that assessed
one’s behavior of unprotected sex, had multiple sex partners and diagnosed with an
STI [73]. First, some effects of MA may directly complement HIV risk-taking
behaviors. MA creates a sense of euphoria, pleasure, and sexual arousal while
lowering inhibitions and clouding judgment. MA’s effects on judgment may lead into
condom non-use even in a high-risk sexual activity [74, 75]. In this case, MA users
participate in high-risk sexual behaviors more often when using MA. Second, other
effects of MA may indirectly increase the likelihood of STI infection. While MA
causes sexual arousal, it also impedes the ability to have an erection [76, 77]. Thus,
MSM who take MA may be more likely to engage in receptive anal sex [78, 79]. Such
type of sexual intercourse is more risky, thus MA users are more likely to be at risk of
an STI transmission [76]. Third, MA addicts, especially females, may resort to
exchanging sex for money and/or drug [80]. The positive correlation observed between
MA use and high-risk sexual behaviors and STI transmissions may be due to the fourth
factor, a preference for high-risk behaviors [81].

1.4 Methamphetamine use in the Myanmar context
In the past couple of decades, Myanmar has been known as one of the key production
countries for illicit drugs including MA in the Southeast Asian region [11, 27]. During
this time, one billion MA pills that were manufactured in Myanmar have been used in
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the Greater Mekong Sub-region (Cambodia, China, Lao PDR, Myanmar, Thailand and
Vietnam), and particularly in China and Thailand. Crystalline MA have also been
mass-produced in Myanmar to supply markets in the Greater Mekong Sub region,
although the use of crystalline MA has not been widely reported [11].
The opiate drugs (heroin and opium) are preferred as the main drugs of choice
in Myanmar than MA [82, 83]. However, recent data for Myanmar indicates that the
use of heroin and opium has declined while the use of MA pills has continued to
increase. Despite such increase of MA use, the number of MA users who seek for drug
dependence treatment has remained as low as 4% or less of all self reported MA users
in 2010 [11].
Only a handful of research on MA use has been conducted in Myanmar[11].
Challenges in conducting research among MA use in Myanmar include the difficulties
in reaching the drug users and their reluctance to disclose their drug use status due to
fears of associated stigma and discrimination [84]. In 2011, the Central Committee for
Drug Abuse Control (CCDAC) in Myanmar conducted a study among 698 MA users
who accessed drug dependence treatment services [11]. The results found that most of
the users were aged between 25-34 years, with 42% using MA regularly and the
remaining 58% using MA sometimes or occasionally. The majority of the users (69%)
engaged in poly-drug use (used more than two different types of drug) and most of the
remaining users (30%) reported they only used MA. The most common route of
administration was inhaling/smoking, accounting for 96.8%. A low proportion of MA
users (0.6%), take MA though the injection route [11].
The magnitudes and trends of MA use and supply can be estimated through the
numbers of arrests made, although such method is not robust. In Myanmar, among all
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drug-related arrests, MA pills have accounted for about 29% during the past half a
decade [11]. The figures for MA seizure and arrests have been increasing, year after
year. For example, approximately, 5.9 million MA pills were seized in 2011, which
was nearly three times higher than the numbers of seizures for the previous year [11].
The 2011 figures were also the second highest total reported during the past decade.
Seizures of MA pills in 16 out of 17 administrative regions in Myanmar in 2009
highlights their nationwide availability [82]. The pill form of MA is known as
“Yama/Yaba” or “ Kywethi” in Myanmar, and it is extensively manufactured,
smuggled and used in Southeast Asia [12, 81].

1.5 The early initiation of methamphetamine use
1.5.1 Age of methamphetamine initiation and the associated factors
The initiation of MA occurs sometime during adolescence. Initiation at such a young
age is often associated with a variety of negative outcomes in adulthood including drug
addiction, criminal and violent behavior, and health related problems [85, 86]. In
addition, individuals who start using drug in their adolescence may continue using it
through their adulthood. Even when they stop, they might revert into using it later in
adulthood [87, 88]. Thus delaying the initiation of MA use, in addition to preventing
MA use, could be important in controlling adverse effects of MA use.
However, the literature on factors associated with early initiation of MA use is
limited. Age of MA initiation was reported to vary between genders. In rural areas of
Kentucky, the US, males were reported to initiate MA earlier than females (24.9 vs.
26.3 years, respectively) [89]. However, in another study in an urban setting in Los
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Angeles, the US, the age of MA initiation among youth was older (19.3 years) for
males than that (18.5 years) for females [47]. In Taiwan, a previous study of a sample
collected from the juvenile abstinence centers reported similar age of MA initiation of
males and females (15.6 vs. 15.4, respectively) [90] while a detention center in Taipei
reported earlier initiation of MA among males than females (22.7 vs. 20.3,
respectively) [91].
Only two previous studies qualitatively addressed other factors associated with
early initiation of MA use, both of which were conducted in Los Angeles, the US. One
of these studies reported that the early initiation of MA use was associated with
ethnicity (being African American), and criminal behaviors [92]. The other study
reported that friends, partners, and spouses are responsible for the early initiation of
MA use [47]. No qualitative or epidemiologic study was available in Asian regions.
On the other hand, there are several qualitative studies on this topic. A qualitative
study conducted in New Zealand [93] explored that majority of MA users are
introduced to MA by friends or partners through social activities. Another qualitative
study from New York revealed that gay and bi-sexual men had initiated MA for the
social purpose [94]. In Asia, the only qualitative study that was conducted in Thailand
reported that young males and females had initiated MA due to its availability and
influence from their peers [95].

1.5.2 The early initiation of methamphetamine as a predictor of high-risk sexual
behaviors
The early initiation of substance use in general has also been associated with high-risk
sexual behaviors [96]. For instance, the early initiation of alcohol leads individual to
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involvement in high-risk sexual behaviors such as having multiple sex partners and
inconsistent condom use [96, 97]. Several studies have also been reported that early
initiation of drugs use may increase the risk of HIV transmission [98-100].
Furthermore, the early involvement with drugs also favored engagement in sex work
and drugs dealing [101]. However, to date no epidemiological research has examined
the association between high-risk sexual behaviors and the early initiation of MA use
among MA users.
Notably, the association between MA use and high-risk sexual behaviors is
well documented among both males and females whereas the information on early
initiation of MA use and high-risk sexual behaviors information is a very limited. For
example, 74% of male MA users and 67% of female MA users reported to have
enhanced sexual pleasure by using MA [61] in a study conducted in the US.
Furthermore, 53% and 56% of male and female MA users respectively, reported that
they are more likely to practice risky sex while on MA [61]. Compared to non-MA
users, heterosexual female users, MSM users, and heterosexual male users were 6.7,
3.4 and 2.4 times more likely to exchange sex for money and/or drugs, respectively
[66]. However, female MA users may be more susceptible to STIs and HIV infection
compared to their male counterparts [102, 103]. This association is because female
drug users are known to have a higher frequency of injecting drug use [67, 104] and to
have a higher biological susceptibility to STIs and HIV through sexual intercourse
than their male counterparts [102, 105]. Females have also been reported to have a
higher number of lifetime sexual partners [68, 106], compared to their male
counterparts. In addition, female drug users also have a higher frequency of
overlapping sexual and drug networks [107, 108]. Moreover, female MA drug users
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have elevated concomitant sexual risks, including unsafe vaginal and/or anal sex and
exchanging sex for money and/or drugs [109, 110]. Thus it is also possible that early
initiation of MA use is associated with high-risk sexual behaviors differently between
males and females; a factor which is still not well investigated.

1.6 Rationale of the study
1.6.1 The early initiation of methamphetamine use and associated factors in
Myanmar
As I noted earlier, there is only limited evidence for factors associated with early
initiation of MA use. In addition, most studies [47, 89-91] have limitations such as
being conducted in special populations such as users of a drug treatment center or gay
and bi-sexual men, and have been conducted in the US [76, 92] or based on only
qualitative analysis [93-95]. These studies did not investigate a wide range of factors
such as place of MA first use, source of first time MA access, and route of
administration of first time MA use. I will focus on two possibly important factors to
be investigated further as a determinant of early initiation of MA use.
First, there is a possibility that the reasons of MA use can also affect the early
initiation. Many people started to initiate drugs early because of curiosity or for fun or
to lose the weight [111]. During the adolescent period girls strongly value themselves
as being thin [112]. Therefore, there is a possibility that the reasons of the early
initiation of MA use are to lose the body weight or to manage body weight among
adolescents [111]. Additional reported reasons that might be responsible for early MA
initiation included replacement of another drug, more energy and daytime alertness,
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recreational purposes such as sexual pleasures, coping with mood, getting high and
escaping, [47, 113, 114]. Thus age of initiation of MA use may depend on reasons to
use MA.
Second, using an entertainment venue may affect the early initiation of MA.
MA is also commonly known as a “club drug,” taken while partying in nightclubs or at
rave parties [115]. It is possible that, young drug users find these places as the safest
place and easy to access for MA and other illicit drugs, which may also responsible for
early initiation of MA. Previous research shows that, some users purchase and use
drug in the entertainment venue such as clubs, disco, restaurants, bars, karaoke, and
massage parlor to avoid police detection [116]. The use of MA is related to nightclub
and nightlife related activity in Hong Kong and some part of mainland China [116].
MA users may perceive that accessing and using MA at entertainment venues are less
problematic. Therefore, it is possible that an entertainment venue may play a major
role for early initiation of MA.
The age of initiation of MA use and its associated factors have been
understudied in Asia. In Myanmar, even the age of MA initiation has not been studied.
A study is necessary in Myanmar where MA use is recently a growing concern mainly
among the youth population, which represent approximately 25% (aged between15-24
years) of the total population in Myanmar [117]. It is important to know the age of
initiation of MA and the associated factors in Myanmar, which could be useful
information to establish a strategy to control MA use in this country. Furthermore,
some factors may be particularly relevant in the current Myanmar context. For instance,
entertainment venues have become popular in many areas of Myanmar, such as dance
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club and karaoke, particularly for younger generations, which may increase the risk of
early use of MA in Myanmar. It is also interesting to see if factors already reported to
be associated with early initiation of MA use in the US, such as gender [47, 89-91] and
ethnicity [92], are also associated with it in Myanmar.
As gender-specific patterns of MA use has been reported [31, 32, 35], a gender
difference in these factors associated with early initiation of MA use should be
investigated, as no previous study addressed this issue. Gender specific consideration
of MA initiation is also important in Myanmar. Although no available statistics are
found for female MA drug users, it is believed that drug use is also common among
females in Myanmar [25]. In a restricted society like Myanmar, female users are more
likely to be stigmatized by society than male users [25, 118]. This results in females to
conceal their drug use behavior. Moreover, very few female users accessed available
drug dependent treatment services and these services are mainly not gender responsive
[25, 119]. Therefore, there is a need to collect quantitative data from a much larger
sample to better understand a core set of factors associated with MA initiation by
gender perspectives. However, no study is yet conducted in Myanmar on factors
associated with early MA initiation among males and females.

1.6.2 The early initiation of methamphetamine use and high-risk sexual behaviors
in Myanmar
To date, no epidemiological research has examined the association between the early
initiation of MA use and high-risk sexual behaviors (inconsistent condom use and
having multiple sexual partners in the preceding six months and having a history of
STI) in Myanmar or other parts of the world. This topic is particularly important in
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Myanmar, which has been known as one of the key production countries for MA in
Southeast Asia region [12, 81] and has the largest number of HIV-infected individuals
among the adult population [120]. The HIV/AIDS epidemic in Myanmar is a
concentrated one. Although the actual statistics on the HIV prevalence among the MA
users are not available; however, previous studies reported that HIV risk-taking
behaviors are more pronounced among MA users [18, 121, 122]. It is important to
know if early initiation of MA use is associated with later high-risk sexual behavior, in
order to determine if it is possible that delaying the initiation of MA use could be a
prevention of high-risk sexual behaviors and thus HIV in this country.
Moreover, there may be gender specific variation in terms of the association
between early initiation of MA and high-risk sexual behaviors. Female drug users may
be more susceptible to STIs and HIV infections because female drug users have been
observed to have higher frequency of injecting with used syringes [67, 104] than their
male counterparts, and to have a higher number of lifetime sexual partners [68, 123].
In addition, female drug users have higher frequency of overlapping sexual and drug
networks; that is, females are more likely than male drug users to have regular sexual
partners with whom they also share drugs [107, 108]. Evidence has also shown that,
female MA users practice concomitant sexual risks such as having large number of
sexual partners, engaging in unsafe vaginal and/or anal sex, exchanging sex for money
and/or drugs [109, 110]. Therefore, it is necessary to take into account the possible
gender difference in the association between early initiation of MA and high-risk
sexual behaviors.
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1.7 Study objectives
This study had two objectives. The first was to examine the risk factors for the early
initiation of MA use. The second was to examine the factors influencing high-risk
sexual behaviors among MA drug users in Muse, Northern Shan State, Myanmar. My
hypotheses are as follows:
1.7.1 Hypotheses for the early initiation of methamphetamine use in Myanmar
1.

Males will initiate MA earlier than females.

2.

The early initiation of MA use will be associated with first use of MA at
an entertainment venue.

3.

The early initiation of MA use will be associated with the reason to start
to use MA and will vary by gender.

4.

The early initiation of MA use will be associated with sociodemographic characteristics such as ethnicity, education, martial status,
and occupation.

1.7.2 Hypotheses for high-risk sexual behaviors of methamphetamine users in
Myanmar
1.

The early initiation of MA use will be associated with high-risk sexual
behaviors, namely inconsistent condom use, having multiple sexual
partners, and history of STIs.

2.

The association between the early initiation of MA and high-risk sexual
behaviors will be different between genders.
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2. Methods
2.1 Study design
A community-based cross-sectional study was conducted among current MA users to
examine the age of MA initiation, risk factors for early MA initiation, association
between the age of initiation and the user’s HIV risk-taking behaviors, and factors
associated with high-risk sexual behaviors. This study was conducted in Muse,
Northern Shan State, Myanmar from January to March 2013.

2.2 Study area
Muse is a city located on the bank of the Shweli River in Northern Shan State. It
shares a border with the Yunnan province in China (Appendix 1). The total population
of the Muse Township was 130,656 in 2005. Among them, 63,850 are male and
66,606 are female [124]. The population in Muse is ethnically diverse. The main
ethnic groups include the Shan, Kachin, Burma, and a number of Chinese. The city is a
famous destination for seasonal and long-term workers. It also accommodates a highly
mobile population of migrant workers and border-trade business people [124].
The Shan State, where Muse city is located, has a relatively long history of
illicit drugs use and production. People in this state grow opium and depend on it as a
cash crop [81]. The UNODC estimated that, the Northern Shan State was responsible
for about 90% of opium cultivation in the country during the period of 2008 to
2011[25].
Despite opium and heroin being abundant in the region, ATS use and
production has also been reported in Shan State. The majority of the MA pill seizures
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in Myanmar have been routinely made near the production areas in the border towns of
North Shan State [125]. The high magnitude of MA seizure suggests a large number of
people are involved with MA use, production, and trafficking in border cities near
China.
Apart from illicit drug use, the HIV prevalence is high among drug users in
Muse city. In 2009, HIV prevalence was 36.7% among injecting drug users (IDUs) in
Muse city [117]. Such a concentrated HIV epidemic may fuel further HIV infections
due to the engagement in high-risk sexual behaviors among the drug users. According
to the Myanmar Behavior Surveillance Survey conducted in 2008, more than a third of
drug using respondents in Muse reported having sex while under the influence of MA
[120].

2.3 Study participants
The study was conducted among current MA users at the time of data collection in
2013. MA user was defined as someone who had used MA at least three times in the
90 days prior to the interview [126]. Inclusion criteria for participants were the use of
MA drugs within three months prior to the day of interview, aged 18 or older, not
under the influence of drugs during interview, not suffering from withdrawal
symptoms at the time of interview, ability to read the Myanmar language, and
willingness to participate in the study voluntarily by giving an electronic informed
consent. Research assistants were those who worked as social workers and medical
doctors. They screened participants’ withdrawal symptoms. The MA users who were
under the influence of MA were rescheduled for another interview if they were still
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willing to participate in the study within their respondent-driven sampling (RDS)
coupons validity period.

2.4 Sample size calculation
The sample size was calculated using a software called G*Power [127, 128]. As there
is no actual prevalence of early initiation of MA use available, an estimated prevalence
of early initiation of MA use was considered as 50%. With 80% power, alpha level
0.05%, and an expected odds ratio of 1.5, a minimum sample size needed for male and
female users was 392 each. Considering a possible dropout rate of 20%, the minimal
sample size would be 470 males and 470 females.

2.5 Sampling method
Participants were recruited using RDS methods [129-131]. The sampling method is a
variant of chain-referral sampling that utilizes an incentive for being interviewee and
another incentive for recruiting their peers for interview. It is a widely used method in
both developing and developed countries to recruit marginalized populations (also
known as socially excluded populations) such as MSM, non-injecting drug users
(NIDUs), and IDUs [84, 131-135].
This type of sampling begins by selecting the initial participants of nonrandomly selected members of the target population. They are known as seeds in the
study. The seeds initiate the chain referral by introducing a fixed number of peers to be
recruited for the study. Such recruits in turn introduce their other peers. The process is
continued until the target sample size is attained. Links among peers are recoded using
anonymous identification numbers. Each respondent is allowed to recruit up to three
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people to participate in the survey (i.e. given 3 recruitment coupons). Coupons are
given a two week expiry date depending on the settings [84].

2.6 Recruitment protocols
The same recruitment protocol was used to recruit male and female MA users. In this
study, the “leaders” of MA users were recruited from each target group as the main
seeds (recruited first study participants) for the RDS sampling. The leaders were
recruited with the help of the National Drug User Network, local MSM network
members, brothel and local highway car associations, and local youth volunteer
groups. A total of eight leaders (4 males and 4 females) thus, became the first seeds.
The main seeds were interviewed and requested to recruit three other MA users
to take part in this study. They recruited drug users from different sections of the
population including MSM, female sex workers (FSWs, students, laborers,
housewives, and highway drivers. In the second wave, the already recruited MA users
recruited three other MA user friends after completing their interviews. Each
respondent was allowed to recruit up to three other people to participate in the survey
within the two-week coupon expiration date.
Participants received incentives for their participation. Such incentives
included a compensation of 2000 kyats ($2.50) for their time and transportation after
the interview. They were eligible to receive a secondary incentive after the expiration
period of their recruitment coupons, or if all three referred peers had already
participated in the study [136]. The secondary incentive was a steel cup for the general
MA population or lubricant gel for FSWs and MSM. The cost of the secondary
incentive was equivalent to 900 Kyat (approx. $ 1.20) per recruitment (Appendix 11).
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The other respondents were given the same opportunities as the first respondents for
further recruitment and incentives.

2.7 Questionnaires and pre-testing
The questionnaire was adopted from the UNODC standardized instrument [137]. The
questionnaire was structured into the major domains of socio-demographic
characteristics, ATS drug use behaviors, and awareness/knowledge of MA use. Most
of the items used 0 (No), 1 (Yes), 88 (Don’t know), and 99 (No response) as the
response scale. Questions related to sexual behaviors and other drugs use behaviors
were adopted from the behavioral surveillance survey (BSS 2007-2008). This BSS
survey questionnaire was initially developed by Family Health International.
Reliability testing and validation of the questionnaire has already been performed in
Myanmar among drug users [84, 138, 139]. Questions on sexual behavior were also
prepared in a colloquial language, using explicit wording to describe sexual practices.
The questionnaire was then translated from English to the Myanmar language
(Appendix 8 and 9).
In addition, two focus group discussions were carried out to learn more about
the current trend of ATS use and other useful information for finalizing the
questionnaire. The questionnaire was pre-tested by researchers in Lashio City,
Northern Shan State in October 2012. Then it was corrected for any inconsistencies or
anomalies and any suggestive points were added before finalizing the instrument for
data collection. The pre-test was conducted with 30 male and 20 female ATS users.
Later, the questionnaire was modified based on the results of the pre-test and focus
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group discussions to make it more understandable and easier for participants to
answer.
The questionnaire was then translated from English to the Myanmar language
(Appendix 8 and 9). Back-translation of the instrument from the Myanmar language to
English was done after the pre-test to ensure semantic equivalence. Three Myanmar
public health experts who are working on drug use and sexual behavior issues in
Myanmar also reviewed the study questionnaire. Programmers then converted the
modified and pre-tested questionnaire into an electronic format so that, the computerassisted self-interviewing (CASI) could be carried out (Appendix 10). The CASI
system was also pre-tested among five MA users in Yangon. The CASI sections were
structured as follows:

1)

Socio-demographic characteristics

The socio-demographic characteristic included gender, age, marital status, ethnicity,
education, occupation, and living status (i.e. local inhabitant of Muse or migrant from
another part of Myanmar).

2)

Knowledge of different amphetamine-type stimulants

In this section, the questions covered type of ATS use, difference between all types of
ATS, and knowledge on the effects of ATS use.

3)

MA use characteristics

This section covered questions on MA first use, such as age at initiation, place of first
time use, the reason of first MA use, sources of first time MA access, method of
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administration at first time use, and history of injection use of MA, as well as detail
assessment of current MA use frequency.

4)

Opiate drug use behaviors

The questions of other drugs use were assessed in this section. The questions included
heroin use in the past six months, opium and other drug use in the past six months and
routes of administration of opiates and other drug use behaviors.

5)

Sexual behaviors and other characteristics

The sexual behavior characteristics section included the age of initiation of sexual
intercourse, sexual practice, inconsistent condom use, and multiple sexual partners in
the preceding six months. Other characteristics were history of STIs, use of MA before
and during sex, if ever exchanged sex for money or drugs, ever attempted to commit
suicide due to MA use, and ever been to prison due to drug related problems.

2.8 Measures
2.8.1 The early initiation of methamphetamine use
The age of initiation of MA use was measured as continuous variable and later it was
coded as a binary variable (early versus late), based on the average age of completion
of high school at 17 years. This is the age at which most of the students start to be
independent by going to work or to go to college/university [140]. Living
independently may lead to poor parental supervision and monitoring which may be
responsible for the increased risk of the initiation of substance use [141, 142].
Therefore, in order to make consistency between male and female, the early age of
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initiation for MA use was considered as 17 years or younger and dichotomized as“1” if
the participants initiated MA use at age 17 years or younger and “0” otherwise.

2.8.2 High-risk sexual behaviors of methamphetamine users
To assess the individuals’ sexual risk-taking behaviors three HIV risk related outcome
variables of high-risk sexual behaviors were measured. [143]. The high-risk sexual
behaviors were defined as incorrect and/or inconsistent condom use across every
incidence of sexual intercourse, having had more than two partners (had multiple sex
partners) during past six months and having ever been diagnosed with an STI [73]. A
composite variable of risky sexual behaviors is a more realistic method of examining
high risky sexual behavior than using a single risky behavior. This is because
participants might reduce their risk through one set of behaviors while increasing risk
in another set of behaviors. This phenomenon is known as risk compensation. For
example, participants might “compensate” for increasing their condom use by
concomitantly increasing the frequency of intercourse or by increasing their number of
sexual partners [144]. To overcome this potential limitation, an outcome variable was
constructed as a composite variable of three risky sexual behaviors including
inconsistent condom use, multiple sexual partners and had a history of STI. These
variables were considered as high-risk sexual behaviors in this study that included:
“two direct measures” (inconsistent condom use and had multiple sexual partners in
the preceding six months) and one “indirect measure” (had a history of STI) [73]. The
resulted variable was then dichotomized into “0” as (no risk) and “1” as (engaged in
high-risk sexual behaviors) [73].
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2.8.3 Covariates
2.8.3.1 For analysis of factors associated with early initiation of
methamphetamine use
In this study, socio-demographic characteristics, first time and current MA use
characteristics and behaviors, other types of drug use behaviors, and sexual behaviors
and other characteristics were considered as the independent variables. The sociodemographic variables included current age, marital status, current living status,
educational background, ethnic group, and occupation. Current age was used as a
proxy of birth cohort (being born earlier or recently), and it was divided into two
groups (≤ 23 and > 23) using the mean age of participants. Age was included here
because alcohol and drug initiation were different among generations [145, 146].
There is evidence that educational level may possibly play a pivotal role in the
etiology of illegal substance use initiation and continuation and risky sexual behavior
[147-149] so a variable for the participant’s educational level was created in terms of
the formal education system of Myanmar: primary (1-5 years), secondary (6-9 years),
high school (10-11 years), and university and higher (12 years of education or more).
Marital status was categorized as never married versus ever married. Ethnicity
was found to be a strong predictor of illegal substance use initiation and continuation
in both cross-sectional and longitudinal studies [146, 150-152]. In this study, ethnicity
was categorized Shan, Kachin, Burma, and others (Kayar, Kayin, Chin, Mon, Rakkhin,
multi-ethnicity, local residence of India and Chinese). Employment status was
categorized as unemployed versus employed.
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Studies [153, 154] suggest that, drug use and early initiation of illegal
substances are related to geographic patterns and place where drug are easily
accessible. Therefore, place of first time MA use and categorized it as: house
(own/drug dealer's/friend's/sexual partner’s), school/dormitory/work place, or
entertainment venues were created. Reason for first MA use was categorized in the
following manner: encouraged by friend/sexual partner/drug dealer, to lose
bodyweight/for work related purpose or curiosity about MA effects/for fun.
Psychological characteristics included: ever exposed to suicidal ideation, and ever
attempted to suicide. Furthermore, sexual behavior related variables such as having
ever exchanged sex for money or drugs, sexual orientation, and having a history of
STIs were also included.

2.8.3.2 For analysis of factors associated with high-risk sexual behaviors of
methamphetamine users
The socio-demographic variables included current age, education, ethnicity, marital
status, occupation and current living status. MA use and other drugs use behavior
related characteristics included frequency of MA use, history of MA injection, heroin
use behaviors and poly ATS use behaviors. The available literature suggests that stress
and reduced social support caused by migration, less personal control over the decision
to move [155], reduced contact with close friends after moving [156] and the stress of
adapting to a new school and friends [157] may also play an important role in initiation
and continuation of illegal substance and risky sexual behavior. Therefore, a variable
was created to define residency status of the participants and categorized as permanent
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resident versus migrant. A number of studies have suggested a link between frequency
of drug and alcohol use and sexual behavior [158, 159], people who drink more
heavily are more likely to have multiple partners and less likely to use condoms.
Therefore, the variable frequency of MA use was created and categorized as: > 3 times
a month, once a week, > 4 times a week, or ≤ 4 times a week.
The available literature suggests that, poly drug use can lead to more adverse
health consequences than mono-drug use and may increase sexual activity and
therefore may lead to greater risk for HIV and other STIs [160, 161], so a variable was
created to define ‘had used more than two types of ATS’ as yes versus no. Because
MA drug users may also receive others illegal drug in the same class
as cocaine and other powerful street drugs mainly heroine, therefore a variable was
also created to define whether MA users used heroin within past six months. In
addition, sexual behavior variables such as sexual orientation, sex worker visit, and
MA use before sex and during sex were also assessed.

2.9 Operational definitions
This study used the following operational definitions to classify MA users, early
initiation of drug use, the high-risk sexual behaviors and risky sexual behaviors [73,
126, 162, 163].

MA users are defined as those who used MA at least three times in the last 90 days
prior to the interview [126].
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The early initiation of MA use is defined as 17 years or younger for both males and
females based on the average age of completing high school level at 17 years in
Myanmar [140].

The high-risk sexual behaviors are defined as incorrect and/or inconsistent condom
use across every incidence of sexual intercourse, having had more than two partners
(had multiple sex partners) during past six months and having ever been diagnosed
with an STI [73].

HIV-risk taking behaviors are defined as participants’ behaviors that increase
likelihood of contracting STIs including HIV [61-64, 164].

2.10 Data collection
The five supervisors (coupon managers) and nine MA peer CASI interview assistants
helped to collect the data with CASI interviews. The coupon managers and the
supervisors and CASI interview assistants attended a one-day training prior to
conducting the survey to learn the study objectives, procedures, and the importance of
maintaining the confidentiality of the participants’ information. The coupon managers
and MA peer CASI interview assistants were three medical doctors, two medical
students, three former injecting drug users, two MSM peer educators, and four social
workers, those having good knowledge of the target population. The training was done
using a field manual that was developed in the Myanmar language. The field
supervisor also went along to the study sites and supervised the fieldwork to assure
interview quality.
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Data were collected in a private place using a self-administered computer
program known as the CASI. CASI is a self-administered computer program that
improves data collection concerning socially undesirable behaviors, particularly
among high-risk populations [165-167]. In this study, the program requested
participants to complete surveys on a laptop computer [166, 167]. Each CASI
interview took 35- 45 minutes to complete. Data were collected in various settings
including motel rooms, participants’ house, place of drug use, work place, or in the
project mobile car, dependent on the participant’s preferences.

2.11 Data quality control
Data quality assurance-mechanisms were used at several points during the research
process. The supervisors checked for missing data and inconsistencies, and carefully
reviewed all questionnaires. Trained personnel under the continuous supervision of a
principal researcher checked the data. During the study period regular meetings were
held with the interviewers in order to increase the quality of collected data, by
providing feedback to the CASI interview assistants and supervisors themselves.

2.12 Data analysis
Data were analyzed using both descriptive and multivariate analyses. The descriptive
analysis was conducted to examine the socio-demographic, sexual risk behavior and
MA use characteristics of participants according to gendered patterns. The Cox
regressions, multiple logistic regressions, and generalized estimating equation (GEE)
models were applied in this study. Odds ratios (OR) were estimated to assess the
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strength of the associations using 95% confidence intervals (CIs) for significance
testing. In all analyses, the level of significance was set at p<0.05 (two-tailed).
To determine factors associated with age of MA initiation, Cox proportionalhazards regression models were performed for males and females separately. In
addition, to learn contribution of these factors to the early initiation of MA use defined
in this thesis, two gender-stratified multiple logistic regression models (Model I and
Model II) were performed. In the Cox proportional hazard regression and the model I
logistic regression, variables which surely happened before the use of MA such as
place of MA first use, reason of MA first use, source of first time MA access, and
route of administration of first time use and socio-demographic characteristics such as
age, marital status, education, ethnicity, and employment status were entered in the
models. Furthermore, the variables of ever having exchanged sex for money or/and
drugs, ever being diagnosed with an STI, ever experiencing suicidal ideation, and ever
attempting suicide were included in multiple logistic models II. In the logistic
regression models, the early initiation of MA use was the binary outcome variable,
which was dichotomized by assigning “1” if the participants initiated MA use in 17
years and younger and “0” if otherwise. To compare the gender difference in the early
initiation of MA use, the Kaplan-Meier curve is plotted and the Log-rank test was also
performed.
Three multiple logistic regression models were performed by gender to analyze
three indicators of high-risk sexual behavior (inconsistent condom use, had multiple
sexual partners in the preceding six months, and had a history of an STI). However,
analyses examining separate risky sexual behavior outcomes, such as percent
inconsistent condom use, can yield inaccurate results in HIV and STIs prevention trials
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because participants might reduce their risk in one risk behavior or set of behaviors
while increasing risk in another set of behaviors, a phenomenon known as risk
compensation. For example, participants might compensate for increasing condom use
by simultaneously increasing frequency of intercourse or by increasing multiple sexual
partners [144]. To overcome this potential limitation, these three outcome variables
(inconsistent condom use, had multiple sexual partners in the preceding six months,
and had a history of STI) were considered as high-risk sexual behaviors outcome
variable. This outcome variable was coded as “0” low risk and “1” as engaged in
inconsistent condom use, to have had multiple sexual partners within the preceding six
months, and to have a history of an STI [73].
Furthermore, these three indicators of risky sexual behavior assessed in this
study tend to be correlated for any given individual [73]. To accommodate these
interrelationships, a GEE approach was applied. The GEE logistic regressions were
used to detect differences in profiles of risky sexual behaviors across the male and
female groups as well as the groups defined via other covariates. This method is
similar to that used to examine multiple indicators of high-risk sexual behaviors [73],
depressive or panic symptoms [168] and drug dependence symptoms [169]. All data
analyses were conducted using the Statistical Package for the Social Sciences (SPSS)
18.0 software (Chicago, Illinois, USA).

2.13 Ethical considerations
This study was approved by the Research Ethics Committee of Graduate School of
Medicine, the University of Tokyo, Tokyo, Japan (Appendix 6). Moreover, approval to
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conduct this study in Myanmar was obtained from the Ethical Review Committee,
Defence Services Medical Research Centre, Naypyidaw, Myanmar (Appendix 7).
The study followed all applicable ethical standards. The objectives of the study
were made clear to respondents before participation (Appendix 2 and 3). For
individual interviews, the privacy needs and personal perferences of each respondent
were given special attention. All the participants were given time to decide on their
voluntary participation and involvement. They were also informed that they could skip
answering any question they did not want to answer, and could withdraw from
participation at any time during or after the interview without penalty. If participants
fully understood and decided to participate, they were requested to read about
informed consent on the computer screen and click “agree to participate in this survey”
to answer the survey questions. A computer-based informed consent forms mentioning
the study objectives and purpose of research was obtained from all respondents
(Appendix 4 and 5), and the confidentiality of the entire data were carefully
maintained.
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3. Results
3.1 Participants of the study
In total, 1,385 (782 males and 603 females) self-reported MA users were recruited to
participate in this study. A total of 23 participants (7 males and 16 females), dropped
out of the study, did not complete the questionnaire, or did not answer the outcome
variables. Therefore, the data of 1,362 participants (775 males and 587 females) were
available for preliminary analyses. Furthermore, a total of 180 participants (4 males
and 176 females) were excluded as they missed to answer at least one outcomes
measurement of sexual behaviors and those who had never had sex. The sample for
high-risk sexual behaviors of MA users consisted of 771 males and 411 females
(Figure.1).
Recruited
N= 1,385
(Male: n=782; Female: n=603)

7 male and 16 female participants who
withdrew from the study and who did
not answer the outcome questions
were excluded from sample
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3.2 Socio-demographic characteristics of all participants
The socio-demographic characteristics of all participants are shown in Table 1. Of the
1,362 participants, 56.9% (n= 775) were males, and their mean age was 23.4 years
[standard deviation (SD) 3.64]. The majority of participants belonged to the Shan 416
(30.6%) or Burma 409 (30.0%) ethnic groups.
Among total participants, 936 (68.7%) reported as being single, with the
remainder reporting as either currently married (426, 31.3%). Regarding educational
status, 607 (44.6%) reported having a secondary level of education, while 302 (22.2%)
reported having university education. Of total, 983 (72.2%) were employed at the time
of interview, and 825 (60.6%) had migrated from another part of Myanmar [Table 1].
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Table.1 Socio-demographic characteristics of participants (N=1362)
Total
(N=1362)

Male
(N=775)

Female
(N=587)

N

%

N

%

N

%

Age* (year)
≤ 20
21 - 24
26-28
≥ 29

336
739
223
64

24.7
54.3
16.3
4.7

165
421
145
44

21.3
54.3
18.7
5.7

171
318
78
20

29.1
54.2
13.3
3.4

Marital status
Never married
Ever married

936
426

68.7
31.3

553
222

71.4
28.6

383
204

65.2
34.8

Education
Primary school
Secondary school
High school
University

134
607
319
302

9.8
44.6
23.4
22.2

54
304
210
207

7.0
39.2
27.1
26.7

80
303
109
95

13.6
51.6
18.6
16.2

Ethnicity
Shan
Kachin
Burma
Others

416
274
409
263

30.6
20.1
30.0
19.3

213
158
218
186

27.5
20.4
28.1
24

203
116
191
77

34.6
19.8
32.5
13.1

Employment status
Unemployed
Employed

379
983

27.8
72.2

188
587

24.3
75.7

191
396

32.5
67.5

Characteristics

Location
335
43.2
202
34.4
Resident
537 39.4
440
56.8
385
65.6
Migrant
825 60.6
* Mean age 23.4 years (Standard Deviation SD 3.46) for males and 22.7 years (SD
3.38) for females.; # Others included Kyar, Kayin, Chin, Mon, Rakkhin, multi-ethnicity,
India, and Chinese.
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3.3 Knowledge and beliefs about methamphetamine use stratified by gender
Table 2 shows participant’s knowledge and beliefs about MA use stratified by gender.
Male participants were having higher percentage of knowledge about the different
forms of ATS drugs compared with females (32.3% versus 22.0%). Conversely,
female participants were more likely to believe that MA can create feelings of
euphoria (99.1% versus 92.9%), can have hallucinatory effect (98.8% versus 96.8%),
can cause insomnia/sleeplessness (98.0% versus 93.8%), or can decrease appetite
(97.8% versus 89.8%).
In addition, female participants believed that MA can increase sexual desire
(91.5% versus 75.2%), and lengthen sexual intercourse (89.9 % versus 73.7%), and to
have knowledge about the potential for use of the drug to lead to unsafe sexual acts
(88.1% versus 72.9%), or violent activities/uncontrolled behaviors (74.4% versus
72.9%).
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Table 2. Knowledge and beliefs about methamphetamine use stratified by gender
Male
Female
N

%

N

%

525
250

67.7
32.3

458
129

78.0
22.0

6
769

0.8
99.2

0
587

0
100

MA can cause irregular heartbeat
(Faster or weak heartbeat)
No
Yes

6
769

0.8
99.2

2
585

0.3
99.7

MA can cause feelings of euphoria
No
Yes

55
720

7.1
92.9

5
582

0.9
99.1

MA can cause hallucinations
No
Yes

25
750

3.2
96.8

7
580

1.2
98.8

MA can cause feelings of depression
No
Yes

106
669

13.7
86.3

7
580

1.2
98.8

MA can cause insomnia/sleeplessness
No
Yes

48
727

6.2
93.8

12
575

2.0
98.0

MA can lead to decreased appetite
No
Yes

79
696

10.2
89.8

13
574

2.2
97.8

MA can cause increased sexual desire
No
Yes

192
583

24.8
75.2

50
537

8.5
91.5

MA can increase the risk of engaging in unsafe sex
No
210
Yes
565

7.1
72.9

70
517

11.9
88.1

MA can make sexual intercourse last longer
No
Yes

204
571

26.3
73.7

59
528

10.1
89.9

MA can lead to violence/uncontrolled behaviors
No
210
Yes
565

27.1
72.9

150
437

25.6
74.4

Know the difference between ATS drugs
No
Yes
MA can increase energy
No
Yes
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3.4 Reasons for methamphetamine initiation
Figure 2 shows reasons for MA initiation among the participants. The main reason for
both genders was encouragement by friends (males 32.9 %; females 29.6%). In males,
the second most common reason given was curiosity about its effects (males 31.2%;
females 17.7%), whereas in females it was to lose body weight (males 8.8%; females
27.1%).

Figure 2. Main reason of methamphetamine initiation, stratified by gender3.5 Age of
initiation of methamphetamine use

37

Figure 3 shows the percentages of age at MA initiation, stratified by gender. The
median and the range of age at MA initiation for males were found to be 16 (10, 29)
and for females, it were 17 (9, 27). The majority of males (n=193, 24.9%) initiated
MA at 16 years old, and then started to decline until the age 29. The peak age of MA
initiation for female was 18 years (n=121, 20.6%).

Figure 3. Age at initiation of methamphetamine, stratified by gender
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Figure 4 presents the median age of MA initiation, stratified by gender. The rate of
early initiation of MA was 73.0 % among male users (n=563). For female, over 60.5%
(n=355) initiated MA before their 18th birthday.

Methamphetamine initiation, stratified by gender
80
73.0
70
60.5
60

Percentage

50
39.5

40
30

Methamphetamine
initiation at an
earlier age

27.0

20

Methamphetamine
initiation at a later
age

10
0
Males

Females

Figure 4. Percentage of methamphetamine initiation, stratified by gender
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Figurer 5 presents Kaplan-Meier estimates of age at MA initiation by gender among
MA users in Myanmar. Male users showed a significantly higher risk of early
initiation of MA use [hazard ratio1.35; 95% confidence interval, 1.18-1.54].

Hazard ratio 1.35 (95% CI: 1.18-1.54) p <0.001 (Log-rank)
Figure 5. Kaplan-Meier curve of age at methamphetamine initiation by gender among
methamphetamine users in Myanmar
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3.6 Cox regression analyses of factors associated with age of methamphetamine
initiation, stratified by gender
Tables 3 and 4 show the results of the unadjusted and adjusted relative hazards of age
of MA initiation for both males and females. As shown, in the multivariate cox
regression analysis [Table 3], being older (adjusted relative hazards [AHR] = 0.73;
95% confidence interval [CI]: 0.58–0.91), and the participants who belonged to other
ethnicity (AHR=0.72, 95%CI: 0.57-0.92) were negatively associated with age of MA
initiation.
Male participants who used MA for the first time at an entertainment venue
(AHR=1.55, 95%CI: 1.26-1.90), those who gave the reason for their first time MA use
as being either to lose body weight or for work related purpose (AHR=1.54, 95%CI:
1.21-1.96), and who used MA for the first time because of curiosity about its effects or
for fun (AHR=1.79 95%CI: 1.40-2.29), were positively associated with age of MA
initiation. Moreover, the participants who bought MA by themselves or who asked
someone to buy for them (AHR=1.50, 95%CI: 1.26-1.79) were also positively
associated with age of MA initiation. Being employed and belonging to Burma ethnic
group were also negatively associated with age of MA initiation in the unadjusted
model, but were no longer significant in the adjusted model [Table 3].
For females, the multivariate cox regression analysis revealed that the
participants who belonged to Kachin (AHR=0.68, 95%CI: 0.50-0.92) or Burma
(AHR=0.70, 95%CI: 0.52-0.95) ethnic group were negatively associated with age of
MA initiation. On the other hand, the female participants who had high school or
above level of education (AHR= 1.26; 95% CI: 1.00-1.59), participants who used MA
for the first time at an entertainment venue (AHR=2.67, 95% CI: 1.81-3.10), and at a
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school or dormitory or workplace (AHR=1.76, 95% CI: 1.06-2.92), were positively
associated with age of MA initiation. Those who gave reason for their first time MA
use as being either to lose body weight or for work related purpose (AHR=1.60,
95%CI: 1.23-2.11) and who use MA for the first time because of curiosity about its
effects or for fun (AHR= 2.19, 1.64-2.92) were also positively associated with age of
MA initiation [Table 4].
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Table 3. Bivariate and multivariate Cox regression analyses of factors associated
with age of methamphetamine initiation among male users (N=775)
Unadjusted
HR

95%CI

Adjusted
HR†

95%CI

56.4
43.6

0.55

0.46-0.66

0.73

0.58-0.91

553
222

71.4
28.6

0.64

0.52-0.78

0.87

0.70-1.80

Education
Secondary school and below
High school or above

358
417

46.2
53.8

1.01

0.86-1.20

0.92

0.77-1.11

Ethnicity
Shan
Kachin
Burma
Others

213
158
218
186

27.5
20.4
28.1
24.0

0.94
0.67
0.71

0.75-1.18
0.53-0.83
0.57-0.90

0.90
0.83
0.72

0.71-1.14
0.65-1.07
0.57-0.92

Employment status
Unemployed
Employed

188
587

24.3
75.7

0.72

0.60-0.87

0.95

0.76-1.17

Sexual orientation
Hetero-sexual
Bi-/Homo-sexual

325
450

41.9
58.1

0.88

0.74-1.04

1.14

0.96-1.15

1.09
1.56

0.82-1.44
1.28-1.90

1.23
1.55

0.91-1.65
1.26-1.90

1.55

1.23-1.96

1.54

1.21-1.96

1.75

1.39-2.21
1.79
1.40-2.29
Table 3 continues to next page

N

%

Age
≤ 23
> 23

437
338

Marital status
Never married
Ever married

Place of methamphetamine first use
House (own/drug dealer's/
friend's/sexual partner’s)
218
School/dormitory/
work place
121
Entertainment venues#
436

28.1
15.6
56.3

Reason of methamphetamine first use
Encouraged by friend/sexual
partner/drug dealers
308 39.7
To lose bodyweight/for
work related purpose
173 22.3
Curious about
methamphetamine
effects/for fun
294 38.0
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(Table 3 continued)
N

%

Source of first time methamphetamine access
Sexual exchanged/freely
offered/provided
by employer
353 45.5
Got someone to buy/
bought oneself
422 54.5

Unadjusted
HR

95%CI

Adjusted
HR†

95%CI

1.51

1.28-1.79

1.50

1.26-1.79

Route of administration of first time use
Inhalation
727 93.8
Drunk/smoked/injected
48
6.2
1.30
0.93-1.81
1.38
0.98-1.95
Note. HR = hazard ratio; CI=confidence interval.; #(Club/karaoke/restaurant/hotel/guest house/ game
center).
†All the variables were simultaneously entered in the models.
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Table 4. Bivariate and multivariate Cox regression analyses of factors associated with
age of methamphetamine initiation among female users (N=587)
Unadjusted
HR

95%CI

Adjusted
HR†

95%CI

61.0
39.0

0.89

0.71-1.10

0.95

0.70-1.29

383
204

65.2
34.8

0.97

0.78-1.21

1.01

0.78-1.30

Education
Secondary school and below
High school or above

383
204

65.2
34.8

1.12

0.90-1.39

1.26

1.00-1.59

Ethnicity
Shan
Kachin
Burma
Others

203
116
191
77

34.6
19.8
32.5
13.1

0.72
0.75
0.86

0.54-0.97
0.58-0.96
0.61-1.20

0.68
0.70
0.81

0.50-0.92
0.52-0.95
0.57-1.17

Employment status
Unemployed
Employed

191
396

32.5
67.5

0.86

0.70-1.07

0.89

0.70-1.12

Place of methamphetamine first use
House (own/drug dealer's/
friend's/sexual partner’s)
175 29.8
School/dormitory/
work place
39
6.7
#
Entertainment venues
373 63.5

1.30
2.10

0.79-2.13
1.62-2.72

1.76
2.67

1.06-2.92
1.81-3.10

1.71

1.32-2.22

1.60

1.23-2.11

1.94

1.47-2.58
2.19
1.64-2.92
Table 4 continues to next page

N

%

Age
≤ 23
> 23

358
229

Marital status
Never married
Ever married

Reason of methamphetamine first use
Encouraged by friend/
sexual partner/drug
dealers
190 32.4
To lose bodyweight/for
work related purpose
242 41.2
Curious about MA
effects/for fun
155 26.4
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(Table 4 continued)

N

%

Source of first time methamphetamine access
Sexual exchanged/freely
offered/provided
by employer
354
60.3
Got someone to buy/
bought oneself
233
39.7

Unadjusted
HR

1.11

95%CI

0.90-1.37

Adjusted
HR†

1.12

95%CI

0.89-1.40

Route of administration of first time use
Inhalation
580
98.8
Drunk/smoked/injected
7
1.2
S/S
S/S
Note. HR = hazard ratio; CI=confidence interval.; #(Club/karaoke/restaurant/hotel/guest house/
game center).
†All the variables were simultaneously entered in the models
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3.7 Multiple logistic regression analyses of early initiation of methamphetamine
use, stratified by gender
Tables 5 and 6 show the results of the multiple logistic regression analyses for males
and females. In model I, socio-demographic factors (age, marital status, education,
ethnicity, employment status, and sexual orientation) and the first time MA use
characteristics (place of MA first use, reason of MA first use, source of first time MA
access, and route of administration of first time use) were included. In model II,
sexual risk-taking behaviors (ever had exchanged sex for money or/and drugs, and
ever diagnosed with an STI), and suicidal behaviors were added to model I.
Among males, in model I, factors associated with an increased likelihood of
MA initiation in early age included: having bi-/homosexual preferences (adjusted
odds ratio [AOR] 1.57, 95% CI: 1.07-2.29), having used MA at the entertainment
venues (AOR = 3.08; 95% CI: 2.03-4.65), having used MA either to lose body weight
or for work related purposes (AOR = 1.61; 95%CI: 1.02-2.54), having used MA for
the first time because of curiosity about its effects or for fun (AOR = 2.84; 95% CI:
1.74-4.65), and having bought MA by oneself or got someone to buy (OR = 2.57;
95%CI: 1.77-3.71). Conversely, older age (AOR = 0.39; 95% CI: 0.25-0.60) and
being employed (AOR = 0.72; 95% CI: 0.43-1.20) were negatively associated with
early MA initiation. In model II, the socio-demographic factors and the first time MA
use characteristics remained statistically significant and suicidal attempts were
positively associated with early MA initiation (AOR= 2.27; 95% CI: 1.27-4.07)
[Table 5].
Among females, in model I, the multiple logistic regression analysis revealed
that the participants who belonged to Kachin (AOR= 0.51; 95% CI: 0.31-0.85) ethnic
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groups were less likely to report early MA initiation. On the other hand, participants
who used MA for the first time at an entertainment venue (AOR = 4.06; 95% CI:
2.67-6.17) and at a school or dormitory or workplace (AOR = 2.56; 95% CI: 1.195.53) were more likely report early MA initiation. Those who gave the reason for
their first time MA use as being either to lose body weight or for work related
purpose (AOR = 1.89; 95% CI: 1.21-2.93) and who used MA for the first time
because of curiosity about its effects or for fun (AOR = 3.30; 95% CI: 2.00-5.45)
were also similar to them. In model II, the first time MA use characteristics remained
statistically significant and participants who ever exchanged sex for money and/or
drugs (AOR = 2.04; 95% CI: 1.28-3.26) were more likely to have initiated MA use
earlier [Table 6].
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Table 5. Multiple logistic regression analysis of factors associated with early initiation
of methamphetamine use among male users (N=775)
Model I a

Model II b

N

%

AOR

95%CI

AOR

95%CI

Age (current age at survey)
≤ 23
> 23

437
338

56.4
43.6

0.39

0.25-0.60

0.38

0.24-0.60

Marital status
Never married
Ever married

553
222

71.4
28.6

0.78

0.51-1.17

0.74

0.49-1.13

Education
Secondary school and below
High school or above University

358
417

46.2
53.8

0.71

0.48-1.05

0.73

0.49-1.08

Ethnicity
Shan
Kachin
Burma
Others

213
158
218
186

27.5
20.4
28.1
24.0

0.62
0.61
0.37

0.35-1.11
0.36-1.05
0.22-0.63

0.58
0.56
0.35

0.32-1.05
0.32-0.97
0.20-0.61

Employment status
Unemployed
Employed

188
587

24.3
75.7

0.72

0.43-1.20

0.69

0.40-1.19

Sexual orientation
Hetero-sexual
Bi-/Homo-sexual

325
450

41.9
58.1

1.57

1.07-2.29

1.58

1.06-2.33

218
121
436

28.1
15.6
56.3

1.57
3.08

0.91-2.71
2.03-4.65

1.55
3.00

0.89-2.71
1.97-4.58

308

39.7

173

22.3

1.61

1.02-2.54

1.54

0.97-2.45

294

38.0

2.84

1.74-4.65

2.60

1.58-4.28

Source of first time methamphetamine access
Sexual exchanged/freely
offered provided by employer
353
Got someone to buy/bought oneself
422

45.5
54.5

2.57

1.77-3.71

2.49

1.71-3.62

Route of administration of first time use
Inhalation
Drunk/smoked/injected

93.8
6.2

1.18

0.56-2.48
1.13
0.53-2.42
Table 5 continues to next page

Place of methamphetamine first use
House (own/drug dealer's/
friend's/sexual partner’s)
School/dormitory/work place
Entertainment venues#
Reason of methamphetamine first use
Encouraged by friend/
sexual partner/drug dealers
To lose bodyweight/for
work related purpose
Curious about methamphetamine
effects/for fun

727
48
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(Table 5 continued)

Model I a
N

%

AOR

AOR

95%CI

Ever had exchanged sex for money or/and drugs
No
241
31.1
Yes
534
68.9

0.98

0.65-1.49

Ever diagnosed with an STI
No
Yes

345
430

44.5
55.5

1.15

0.77-1.72

Ever experienced suicidal ideation
No
Yes

376
399

48.5
51.5

0.82

0.55-1.22

2.27

1.27-4.07

Ever attempted suicide
No
640
82.6
Yes
135
17.4
Note. OR: odd Ratio; CI: confidence interval; AOR: adjusted odd ratio;
#(Club/karaoke/disco/restaurant/hotel/guest house/ game centers).

95%CI

Model II b

a Model I adjusted for age, marital status, education, ethnicity, employment status, sexual orientation, place
of methamphetamine first use, reason of methamphetamine first use, source of first time methamphetamine
access, and route of administration of first time use.
b Model II adjusted for age, marital status, education, ethnicity, employment status, sexual orientation, place
of methamphetamine first use, reason of methamphetamine first use, source of first time methamphetamine
access, route of administration of first time use, ever had exchanged sex for money or/and drugs, ever
diagnosed with an STI, ever experienced suicidal ideation, and ever attempted suicide.
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Table 6. Multiple logistic regression analysis of factors associated with early
initiation of methamphetamine use use among female participants (N=587)
Model I a

Model II b

N

%

AOR

95%CI

AOR

95%CI

Age (current age at survey)
≤ 23
> 23

358
229

61.0
39.0

0.85

0.52-1.39

0.85

0.51-1.41

Marital status
Never married
Ever married

383
204

65.2
34.8

0.97

0.63-1.48

0.96

0.62-1.49

Education
Secondary school and below
High school or above

383
204

65.2
34.8

1.40

0.93-2.08

1.30

0.85-1.99

Ethnicity
Shan
Kachin
Burma
Others

203
116
191
77

34.6
19.8
32.5
13.1

0.51
0.60
0.63

0.31-0.85
0.35-1.00
0.34-1.16

0.48
0.61
0.62

0.29-0.81
0.36-1.04
0.33-1.16

Employment status
Unemployed
Employed

191
396

32.5
67.5

0.71

0.47-1.07

0.65

0.42-1.02

Place of methamphetamine first use
House (own/drug dealer's/
friend's/sexual partner’s)
School/dormitory/work place
Entertainment venues#

373
39
175

63.5
6.7
29.8

2.56
4.06

1.19-5.53
2.67-6.17

2.82
4.24

1.28-6.19
2.77-6.50

242

41.2

190

32.4

1.89

1.21-2.93

1.61

1.02-2.53

155

26.4

3.30

2.00-5.45

3.16

1.89-5.27

Source of first time methamphetamine access
Sexual exchanged/freely offered/
provided by employer
354
Got someone to buy/bought oneself
233

60.3
39.7

1.09

0.74-1.59

1.05

0.72-1.56

Route of administration of first time use
Inhalation
580
Drunk/smoked/injected
7

98.8
1.2

2.04

1.28-3.26

Reason of methamphetamine first use
Encouraged by friend/sexual
partner/drug dealers
To lose bodyweight/for
work related purpose
Curious about methamphetamine
effects/for fun

Ever had exchanged sex for money or/and drugs
No
211
35.9
Yes
376
64.1

Table 6 continues to next page
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(Table 6 continued)

Model I a
N

%

Ever diagnosed with an STI
No
Yes

308
279

Ever experienced suicidal ideation
No
Yes

243
344

AOR

95%CI

Model II b
AOR

95%CI

52.5
47.5

1.21

0.76-1.92

41.4
58.6

1.10

0.72-1.68

Ever attempted suicide
No
450 76.7
Yes
137 23.3
0.98 0.60-1.60
Note. OR: odd Ratio; I: confidence interval; AOR: adjusted odd ratio; #(Club/karaoke/restaurant/hotel/guest
house/game centers).
a

Model I adjusted for age, marital status, education, ethnicity, employment status, place of
methamphetamine first use, reason of methamphetamine first use, and source of first time methamphetamine
access.
b

Model II adjusted for age, marital status, education, ethnicity, employment status, place of
methamphetamine first use, reason of methamphetamine first use, source of first time methamphetamine
access, ever had exchanged sex for money or/and drugs, ever diagnosed with an STI, ever experienced
suicidal ideation, and ever attempted suicide.
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Figure 6 presents high-risk sexual behaviors of MA users stratified by gender.
Among the participants 90.7% of males and 85.2% of females reported inconsistent
condom use in the past six months whereas 94.2% of males and 47.2% of females
had multiple sex partners in the past six months. Regarding a history of STI, 55.7 %
of males and 56 % females had a history of STI.

100

High-risk sexual behaviors of methamphetamine users,
stratified by gender
94.2

90.7
90

85.2

80

Percentage

70
60
50

55.7

56.0

Male

47.2

Female

40
30
20
10
0
Inconsistent condom use Had multiple sex partners Had a history of sexually
in the past 6 months
in the past 6 months
transmitted infection

Figure 6. High-risk sexual behaviors of methamphetamine users, stratified by gender
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3.8 Multiple logistic regression analyses for the association of early initiation of
methamphetamine use and other factors with high-risk sexual behaviors,
stratified by gender
Tables 7 and 8 present the results of three multiple logistic regression analyses of
factors associated with inconsistent condom use, multiple sex partners and a history
of STI stratified, by gender. Several factors were found to be associated with highrisk sexual behaviors [inconsistent use of condoms, to have had multiple sexual
partners within the preceding six months, and to have an STI history] among both
genders whereas the early initiation of MA was not associated with high-risk sexual
behaviors.

Factors associated with inconsistent condom use
In multiple logistic regressions model of inconsistent condom use, the employed
males (AOR= 0.19, 95% CI: 0.08-0.43), and females (AOR= 0.19, 95% CI: 0.070.51), were less likely to be inconsistent condom user. Conversely, participants who
had used MA before and during sex among both males (AOR= 2.01, 95% CI: 1.043.87), and females (AOR= 22.29, 95% CI: 9.64-51.53), were more likely to report
inconsistent condom use during past six months. In addition, male participants who
had visited sex worker within six months (AOR=5.66, 95% CI: 3.07-10.45), and
female, participants who used had a history of injection use of MA (AOR= 4.59, 95%
CI: 1.32-15.95), were also inconsistent condom users [Tables 7 and 8].
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Factors associated with multiple sex partners
As presented in Table 7, the male participants who had used MA before and during
sex (AOR= 7.61, 95% CI: 3.62-16.0), were more likely to have had multiple sex
partners in the past six months.
Among females, participants who had a high school or above education
(AOR= 0.21, 95% CI: 0.12-0.38), and belonged to Kachin (AOR=0.41, 95% CI:
0.18-0.91), or Burma (AOR=0.33, 95% CI: 0.14-0.74) ethnic group were less likely
to have had multiple sex partners in the past six months. On the other hand, being
married (AOR= 1.08, 95% CI: 5.77-2.02), being employed (AOR=2.23, 95% CI:
1.19-4.17), and being a migrant (AOR= 5.02, 95% CI: 5.02, 2.44-10.34) were more
likely to have had multiple sex partners. Furthermore, participants who used MA
before and during sex (AOR= 5.39, 95% CI: 2.98-9.75), and who used MA more than
4 times a week (AOR= 2.71, 95% CI: 1.31-5.59), were more likely to report having
multiple sex partners in the past six months [Table 8].

Factors associated with a history of sexually transmitted infection
As shown in Table 7, employed males (AOR=3.79, 95% CI: 2.39-5.99), had used
more than two types of ATS (AOR=4.50, 95% CI: 2.77-7.31), and had used MA
more than 4 times a week (AOR=1.93, 95% CI: 1.19-3.12), were more likely to have
an STI history.
Among female participants who had a high school or above education (AOR=
0.17, 95% CI: 0.94-0.31) and belonged to Kachin (AOR=0.31, 95% CI: 0.13-0.73) or
Burma (AOR=0.25, 95% CI: 0.10-0.62) ethnic group were less likely to have an STI
history. Female participants who were employed (AOR=3.29, 95% CI: 1.78-6.08),
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being migrant (AOR=6.47, 95% CI: 3.04-13.75), having use of MA before and
during sex (AOR= 2.10, 95% CI: 2.10, 1.16-3.80), and MA use less than three times
(AOR=2.12, 95% CI: 1.03-4.35) or MA use more than 4 times a week (AOR=3.40,
95% CI: 1.80-8.45), were more likely to have STI history [Table 8].
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Table 7. Multiple logistic regression analyses for the association of early initiation of
methamphetamine use and other factors with high-risk sexual behavior of male users (N=771)
Inconsistent condom
use
in the past six months a

Had multiple sex
partners
in the past six months b

Had a history of
sexually transmitted
infection c

AOR

95%CI

AOR

95%CI

AOR

95%CI

Age (current age at survey)
≤ 23
> 23

1.00

0.51-1.98

1.19

0.52-2.75

1.74

1.15-2.63

Marital status
Never married
Ever married

0.70

0.38-1.31

S/S

1.28

0.86-1.91

Education
Secondary school and below
High school or above

0.70

0.40-1.25

1.27

0.60-2.67

0.91

0.64-1.29

Ethnicity
Shan
Kachin
Burma
Others

0.98
1.88
1.12

0.46-2.06
0.78-4.51
0.52-2.42

0.89
1.34
0.48

0.33-2.42
0.40-4.49
0.19-1.20

1.23
1.13
1.48

0.76-1.97
0.69-1.87
0.93-2.37

Employment status
Unemployed
Employed

0.19

0.08-0.43

1.12

0.48-2.63

3.79

2.39-5.99

Living status
Resident
Migrant

1.25

0.69-2.25

1.01

0.49-2.10

1.12

0.78-1.62

Age of sexual initiation
> 17
≤ 17

0.67

0.36-1.27

1.43

0.70-2.94

0.95

0.66-1.36

Sexual orientation
Hetero-sexual
Bi/Homo-sexual

1.04

0.55-1.97

1.43

0.70-2.94

1.35

0.93-1.96

Had visited sex worker within six months
No
Yes
5.66
3.07-10.45

2.14

0.95-4.81

1.00

0.67-1.50

Age of methamphetamine initiation
> 17
≤ 17
0.94

0.49-1.81

0.57

0.24-1.38

0.70

0.47-1.03

Had used methamphetamine before and during sex
No
Yes
2.01
1.04-3.87

7.61

3.62-16.0

1.09

0.65-1.81

Table 7 continues to next page
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(Table 7 continued)
Inconsistent condom
use
in the past six months

Had multiple sex
Had a history of
partners
sexually transmitted
in the past six months b
infection c

AOR

95%CI

AOR

95%CI

AOR

95%CI

Frequency of methamphetamine use#
> 3 times a month
Once a week
1.15
> 4 times a week
1.50
≤ 4 times a week
1.51

0.55-2.41
0.50-2.23
0.67-3.40

0.40
0.50
0.48

0.13-1.20
0.16-1.55
0.15-1.52

1.47
1.29
1.93

0.93-2.32
0.80-2.06
1.19-3.12

Had used more than two types of ATS
No
Yes
1.37

0.64-2.95

1.15

0.47-2.82

4.50

2.77-7.31

History of injection use of methamphetamine
No
Yes
1.03
0.42-2.52

S/S

1.25

0.74-2.13

Had used heroin within past six months
No
Yes
0.91

S/S

0.83

0.491.39

a

0.38-2.17

Ever been to prison
No
Yes
S/S
S/S
0.96
0.42-2.20
Note. AOR: adjusted odd ratio; CI: confidence interval; # one participant did not response this question. S/S=
Small sample size.
a

Adjusted for age, marital status, education, ethnicity, employment status, living status, age of sexual initiation,
sexual orientation, had visited sex worker within six months, age of methamphetamine initiation, had used
methamphetamine before and during sex, frequency of methamphetamine use, had used more than two types of
ATS, history of injection use of methamphetamine, and had used heroin within past six months.
b

Adjusted for age, education, ethnicity, employment status, living status, age of sexual initiation, age of
methamphetamine initiation, sexual orientation, had visited sex worker within six months, age of
methamphetamine initiation, had used methamphetamine before and during sex, frequency of
methamphetamine use, and had used more than two types of ATS.
c

Adjusted for age, marital status, education, ethnicity, employment status, living status, age of sexual initiation,
sexual orientation, had visited sex worker within six months, age of methamphetamine initiation, had used
methamphetamine before and during sex, frequency of methamphetamine use, had used more than two types of
ATS, history of injection use of methamphetamine, had used heroin within past six months, and ever been to
prison.
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Table 8. Multiple logistic regression analyses for the association of early initiation of
methamphetamine use and other factors with high-risk sexual behavior of female users
(N=411)
Inconsistent condom
use
in the past six months a
AOR

Had multiple sex
partners
in the past six months b

Had a history of
sexually transmitted
infection c

95%CI

AOR

95%CI

AOR

95%CI

Age (current age at survey)
≤ 23
> 23
0.41

0.13-1.29

1.39

0.60-3.23

1.21

0.51-2.87

Marital status
Never married
Ever married

1.54

0.67-3.54

1.08

5.77-2.02

1.20

0.62-2.35

Education
Secondary school and below
High school or above
1.49

0.67-3.31

0.21

0.12-0.38

0.17

0.94-0.31

Ethnicity
Shan
Kachin
Burma
Others

1.36
0.94
2.86

0.42-4.40
0.31-2.82
0.85-9.61

0.41
0.33
0.58

0.18-0.91
0.14-0.74
0.23-1.47

0.31
0.25
0.30

0.13-0.73
0.10-0.62
0.11-8.22

Employment status
Unemployed
Employed

0.19

0.07-0.51

2.23

1.19-4.17

3.29

1.78-6.08

Living status
Resident
Migrant

1.31

0.52-3.26

5.02

2.44-10.34

6.47

3.04-13.75

Age of sexual initiation
> 17
≤ 17

1.20

0.58-2.49

1.01

0.60-1.71

0.97

0.56-1.68

0.42-1.69

0.94

0.56-1.55

0.99

0.58-1.68

Had used methamphetamine before and during sex
No
Yes
22.29
9.64-51.53

5.39

2.98-9.75

2.10

1.16-3.80

Frequency of Methamphetamine use#
> 3 times a month
Once a week
1.37
0.52-3.66
> 4 times a week
1.39
0.47-4.13
≤ 4 times a week
1.08
0.41-2.85

1.87
0.76
2.71

0.92-3.82
0.35-1.65
1.31-5.59

2.12
0.59
3.40

1.03-4.35
0.27-1.27
1.80-8.45

History of injection use of methamphetamine
No
Yes
4.59
1.32-15.95

1.39

0.62-3.08

Age of methamphetamine initiation
> 17
≤ 17
0.84
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1.04
0.45-2.42
Table 8 continues to next page

(Table 8 continued)
Inconsistent condom
use
in the past six months a

Had multiple sex
partners
in the past six months b

AOR

95%CI

AOR

95%CI

AOR

95%CI

0.37-1.98

1.10

0.59-2.03

1.41

0.74-2.70

Had used heroin within past six months
No
Yes
0.86

Had a history of
sexually transmitted
infection c

Ever been to prison
No
Yes
S/S
0.44
0.12-1.63
0.42
0.10-1.67
Note. AOR: adjusted odd ratio; CI: confidence interval;#one participant did not response this question. S/S=
Small sample size.
a

Adjusted for age, marital status, education, ethnicity, employment status, living status, age of sexual
initiation, age of methamphetamine initiation, had used methamphetamine before and during sex, frequency of
methamphetamine use, history of injection use of methamphetamine, and had used heroin within past six
months.
b

Adjusted for age, marital status, education, ethnicity, employment status, living status, age of sexual
initiation, age of methamphetamine initiation, had used methamphetamine before and during sex, frequency of
methamphetamine use, history of injection use of methamphetamine, and had used heroin within past six
months, and ever been to prison.
c

Adjusted for age, marital status, education, ethnicity, employment status, living status, age of sexual
initiation, age of methamphetamine initiation, had used methamphetamine before and during sex, frequency of
methamphetamine use, history of injection use of methamphetamine, and had used heroin within past six
months, and ever been to prison.
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3.9 Generalized estimating equation analyses to predict high-risk sexual behaviors
among methamphetamine users, stratified by gender
Tables 9 show adjusted odds ratio estimates based on GEE logistic regressions for males
and females. For both males and females, analyses were conducted separately to examine
factors associated with high-risk sexual behaviors [inconsistent use of condoms, to have had
multiple sexual partners within the preceding six months, and to have an STI history among
MA users [Table 9].

Factors associated with high-risk sexual behaviors among male users
The finding revealed that employed males (AOR=1.42; 95% CI=1.08-1.87), and male MA
users who used MA before and during sex (AOR=1.67; 95% CI=1.23-2.28), were more
likely to use condoms inconsistently, to have had multiple sexual partners within the
preceding six months, and to have an STI history (for all 3 high-risk sexual behaviors; Table
9). Compared to the male participants who did not visit sex workers in the past six months,
those who visited sex workers in the past six months were more likely to engage in high-risk
sexual behaviors (AOR=1.41, 95% CI: 1.08-1.83). In addition, male MA users who used
more than two types of ATS (AOR=1.77; 95% CI=1.30-2.41) were more likely to be
involved in high-risk sexual behavior.
No statistically significant associations were found between high-risk sexual
behavior and age of participants, marital status, education, ethnicity, living status, age of
sexual and MA initiation, history of injection MA use, use of heroin within the last six
months, and having ever been to prison among male MA users [Table 9].

Factors associated with high-risk sexual behaviors among female users
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Table 9 shows the factors associated with high-risk sexual behaviors among female
participants. The female participants who had high school or higher level of education
(AOR= 0.42, 95% CI: 0.31-0.56) were less likely to engage in high-risk sexual behaviors
(inconsistent use of condoms, to have had multiple sexual partners within the preceding six
months, and to have an STI history) compared to the female participants with secondary or
below level of education. The employed female participants were more likely to engage in
high-risk sexual behaviors compared to their counterparts who were not employed
(AOR=1.57; 95% CI=1.13-2.18).
Moreover, participants who migrated from other part of Myanmar (AOR=2.70; 95%
CI=1.86-3.39) were more likely to engage in high-risk sexual behaviors compared to nonmigrant female participants. Furthermore, the female participants who had used MA before
and during sex (AOR=3.39, 95% CI: 2.51-4.56) and who used MA once a week
(AOR=2.06, 1.41-3.02) or more than four times a week (AOR=2.44, 95% CI: 1.66-3.60)
were more likely to engage in high-risk sexual behaviors. Age of MA and sexual initiation,
marital status, ethnicity, history of injection MA use, use of heroin within the last six
months, and having ever been to prison were not correlated to high-risk sexual behaviors
among male MA users [Table 9].
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Table 9 Generalized estimating equations for the association of early initiation of methamphetamine use
and other factors with high-risk sexual behaviors of methamphetamine users by gender
Male (N=771) a

Female (N=411) b

N

%

AOR

95%CI

N

%

AOR

95%CI

Age (current age at survey)
≤ 23
> 23

435
336

56.4
43.6

1.28

0.96-1.70

260
151

63.3
36.7

1.15

0.79-1.68

Marital status
Never married
Ever married

549
222

71.2
28.8

1.26

0.95-1.67

277
134

67.4
32.6

1.10

0.78-1.54

Education
Secondary school and below
High school or above

357
414

46.3
53.7

0.98

0.77-1.24

259
152

63.0
37.0

0.42

0.31-0.56

Ethnicity
Shan
Kachin
Burma
Others

212
158
215
186

27.5
20.5
27.9
24.1

1.17
1.07
0.91

0.85-1.60
0.78-1.49
0.65-1.29

149
72
139
51

36.3
17.5
33.8
12.4

0.72
1.24
1.48

0.43-1.19
0.75-2.05
0.95-2.31

Employment status
Unemployed
Employed

188
583

24.4
75.6

1.42

1.08-1.87

158
253

38.4
61.6

1.57

1.13-2.18

Living status
Resident
Migrant

336
435

43.6
56.4

1.13

0.89-1.45

124
287

30.2
69.8

2.70

1.86-3.93

Age of sexual initiation
> 17
≤ 17

226
545

29.3
70.7

0.95

0.74-1.21

221
190

53.8
46.2

1.02

0.77-1.34

Sexual orientation
Hetero-sexual
Bi/Homo-sexual

327
444

42.4
57.6

1.15

0.89-1.48

S/S

Had visited sex worker within six months
No
220
28.5
Yes
551
71.5

1.41

1.08-1.83

S/S

Age of methamphetamine initiation
> 17
208
≤ 17
563

0.85

0.65-1.12

177
234

43.1
56.9

0.95

0.73-1.24

Had used methamphetamine before and during sex
No
96
12.5
Yes
675
87.5
1.67

1.23-2.28

130
281

27.0
73.0

(Table 9 continued)
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31.6
68.4
3.39
2.51-4.56
Table 9 continues to next page

Male (N=771) a
N

Female (N=411) b

%

AOR

95%CI

N

%

AOR

95%CI

Frequency of methamphetamine use#
> 3 times a month
160
Once a week
223
> 4 times a week
193
≤ 4 times a week
195

20.8
28.9
25.0
25.3

1.31
1.23
1.29

0.95-1.81
0.91-1.67
0.95-1.77

98
101
83
128

23.9
24.6
20.2
31.3

2.06
1.37
2.44

1.41-3.02
0.95-1.99
1.66-3.60

Had used more than two types of ATS
No
591
Yes
180

12.5
87.5

1.77

1.30-2.41

409
2

99.5
0.5

History of injection use of methamphetamine
No
647
83.9
Yes
124
16.1

1.12

0.76-1.64

345
66

83.9
16.1

1.40

0.90-2.20

Had used heroin within past six months
No
638
82.7
Yes
133
17.3

1.01

0.70-1.45

295
116

71.8
28.2

1.10

0.78-1.55

Ever been to prison
No
741
96.1
397
96.6
Yes
30
3.9
0.93
0.52-1.69
14
3.4
0.54
0.27-1.07
Note. AOR: adjusted odd ratio; CI: confidence interval.; #One female participant did not response this question.
S/S= Small sample size.
a

Adjusted for age, marital status, education, ethnicity, employment status, living status, age of sexual initiation,
sexual orientation, had visited sex worker within six months, age of methamphetamine initiation, had used
methamphetamine before and during sex, frequency of methamphetamine use, had used more than 2 types of
ATS, history of injection use of methamphetamine, had used heroin within past six months, and ever been to
prison.
b

Adjusted for age, marital status, education, ethnicity, employment status, living status, age of sexual
initiation, age of methamphetamine initiation, had used methamphetamine before and during sex, frequency of
methamphetamine use, history of injection use of methamphetamine, had used heroin within past six months,
and ever been to prison.
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4. Discussion
The current study provides an extensive description, and highlights several potential
risk factors for, the early age at MA initiation and the high-risk sexual behaviors of MA
users in Muse, Myanmar where an HIV and methamphetamine epidemic is occurring.
In this study, the high rate of early initiation of MA was observed among males and
females. Male were more likely to initiate early than females. The early initiation of
MA use was associated with the first time MA use at entertainment venues, and the
reason of the first time MA use was to lose body weight or for work related purposes.
GEE revealed that high-risk sexual behaviors (inconsistent condom use and having
multiple sexual partners in the preceding six months and having a history of STI) were
associated with MA use before or during sex among both male and female users. Highrisk sexual behaviors were associated with the use of more than two types of MA
among males while levels of education were associated with high-risk sexual behaviors
among females. To the best of my knowledge, this is the first study to examine the age
at initiation of MA and the high-risk sexual behaviors of MA in Myanmar.

4.1 The early initiation of methamphetamine use
More than half of males (73.0%) and females (60.5%) initiated MA before high school.
Such a high proportion of early MA use initiation is a concern, when considering its
potential association with a range of adverse health problems later in life [85, 86]. This
study also demonstrated that males are more likely to initiate use earlier than females.
This findings is consistent with previous studies from the United States [170, 171], but
it contradicts with other studies from Taiwan [91] and the United States [172]. There
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are possible reasons are stated for such lower proportion of earlier initiation for females
as compared with male. The first explanation is that female users are more likely to be
stigmatized by society than male users [25], due to drug use being a violation of social
norms of behavior, and many people consider that drug use by females is even worse
[118, 173]. Second explanation is that MA use may relate to the working environment.
Since our study area is near a Chinese border city, males are usually engaged in jobs
during their early adolescence and thereby have usually more chance to be exposed to
MA through their working places. This was supported by one study, which concluded
that males are more likely to have opportunity to use drug compared to females [174].
For both males and females, the factors associated with early initiation of MA
use were place of the first time MA use and reason of the first time MA use in the
multiple logistic regressions model I and II. Similar findings were observed in the
multivariate Cox regression analysis; age of MA initiation was associated with place of
the first time MA use and reason of the first time MA use. Among male MA users,
those who asked someone to buy MA for them or bought the MA by themselves for
first time use, those who had bi/homo-sexual preferences and those who indicated
having ever attempted suicide had a higher likelihood of reporting early age of MA
initiation. Furthermore, male MA users who were in older age group and who were
employed at the time of survey had a lower likelihood of reporting early initiation of
MA use. Among female MA users, exchanging sex for money and/or drugs were
associated with initiation at an early age. On the other hand, female participants who
belonged to Kachin ethnic group were less likely to initiate MA in early age compared
to Shan ethnic group.
Notably, using MA at entertainment venues such as bars, clubs, restaurants,
karaoke, and game centers were found to be a potential risk factor for early initiation of
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MA use for both genders in the multiple logistic regressions model I and II. Likewise,
the multivariate Cox regression analysis revealed that age of MA initiation was
associated with entertainment venues for both males and females. This association may
be because entertainment venues such as bars, clubs, restaurant, motel, karaoke, and
game centers provides a good venue for dealers to sell drugs and that drug users also
find it easy to access for MA and other illicit drugs [175, 176]. Furthermore, MA is
regarded as a “club or party drug” in the West [154, 176-178]. The same trend is
occurring in Asia as well, and hence the reason why it makes sense that MA is sold in
venues where young people visit to enjoy themselves for entertainment purposes.
While, most of the previous studies, found that visiting an entertainment venue is often
associated with drinking and smoking, and other illegal substances such as cocaine, and
marijuana [179, 180], this is the first study, which found that entertainment venue is
one of the important factors for early initiation of MA. Study findings highlight the
need for more nuanced examinations of the club drug phenomenon and to understand
the complex relationships between such elements of social identity so as to better
inform prevention, education, and treatment efforts.
In this study, early initiation of MA use was associated with the reason of MA
first use for weight loss or work related purposes and curiosity or fun among both
males and females in the multiple logistic regressions model I and II. Correspondingly,
age of MA initiation was associated with the reason of MA first use for weight loss or
work related purposes and curiosity or fun among both genders in the multivariate Cox
regression analysis. Females tend to initiate drugs use to help them lose body weight
while males initiated it for fun or curiosity about drug effects [32, 94, 181, 182]. The
present results are consistent with such phenomenon. MA users dramatically lose
weight while using this drug for a substantial period of time, due to loss of appetite
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[111, 170, 183]. However, weight can quickly return following the cessation of MA.
That may make it harder for the MA users to stop, resulting in the development of
dependence to MA [184]. The lack of knowledge and limited understanding of MA
abuse poses adverse health outcomes in their adulthood [185]. Furthermore, MA
initiation was associated with work related purposes for both males and females. In
Asia, MA is also often used for recreational and work-related purposes [125, 186]
among certain populations such as FSWs, MSM and highway drivers [53, 187].
Male users who had ever attempted suicide were more likely to initiate MA in
their earlier age in the multiple logistic regressions model II. However, such association
was not found among female MA users. This may be because early initiation of
substance and the risk factors of suicide differed by gender [188-190]. In the United
States, hard drug use in early age was associated with suicide ideation among males
while early initiation of tobacco use for females [189]. French and American youth also
reported that early initiation of substances such as alcohol, cannabis and marijuana
were positively associated with suicide attempts [191].
HIV risk-taking behaviors were associated with the age of early initiation. For
example, among females MA users, exchanging sex for money or/and drugs was
associated with early age of MA initiation in the multiple logistic regressions model II.
The exchange of sex for money and/or drugs may be a means to survival. This
association is likely because other factors associated with initiation of drug use are
homelessness or being a runaway [192, 193]. It can also be a mean to quench the MA
addiction [192, 193]. Associations between MA initiation and risky sexual behaviors
have an important implication for the fight against HIV/AIDS and other STIs. Thus, it
is important to understand the factors associated with high-risk sexual behaviors in
order to plan tailored and effective interventions. Knowledge of MA related harm is
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often low in the general population due to a limited understanding or awareness of
drugs [185]. Health education programs may thus be particularly important among
adolescents who belong to vulnerable groups.

4.2 High-risk sexual behaviors of methamphetamine users
The findings revealed that a large proportion of MA users engaged in high-risk sexual
behaviors (inconsistent condom use: males: 90.7%, females: 85.2%; had multiple
sexual partner: males: 94.2%, females: 47.2%; and had history of STI: males: 55.7%,
females: 56%). This high rate illustrates the alarming extent to which majority of MA
users are engaged in sexual risk-taking behaviors. The findings show that both males
and females who used MA before and during sex and who were employed at the time
of survey were more likely to use condoms inconsistently, to have had multiple sexual
partners within the preceding six months, and to have an STI history. Among male
users, those who used more than two types of ATS and those who visited sex workers
within six months were more likely to be involved in high-risk sexual behaviors for all
three high-risk sexual behaviors. Among female users, those who had an education
level of high school or above were less likely than women with a secondary or below
level of education to use condoms inconsistently, to have had multiple sexual partners
within the preceding six months, and to have an STI history. Female MA users who
were migrant, who used MA more than or equal to four times per week and who used
MA once a week were more likely to be involved in high-risk sexual behavior.
For both males and females who used MA before and during sexual intercourse,
there was a greater likelihood of inconsistent condom use, had multiple sexual partners
within the preceding six months, and had an STI history (high-risk sexual behaviors).
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MA use causes loss of inhibitory control leading to sexually compulsive behavior, and
can also cloud judgment [61, 65]. Therefore, its use before or during sexual intercourse
may lead to sexual intercourse without condom use and other risky sexual behaviors
[58-61, 65]. MA use before and during sexual activities has been shown as one of the
significant risk factors for decreasing use of condoms during vaginal and anal
intercourse among IDUs, MSM, and FSWs [18, 194]. In this study, MA use before and
during sexual activities were associated with inconsistent condom use, having multiple
sexual partners within the preceding six months, and have an STI history. Thus, the use
of MA before or during intercourse may further escalate the STI and HIV epidemic
[62, 121, 122].
In this study, female MA users who used MA more than four times a week, and
who used MA once a week were more likely to be involved in high-risk sexual
behavior. MA is an extremely addictive drug and long-term use can result in sexual
health problems such as STIs and HIV [12, 52, 53]. This kind of heavy and regular use
of MAs can lead to failure to control high-risk sexual behaviors such as unprotected
sexual intercourse, and prolongs sexual activities thus increasing the risk of HIV and
STIs [60, 195]. This may be due to the fact that the use of MA increases sexual desire,
arousal, and pleasure [58, 181]. These findings are also in line with previous
observations, which have shown that heavier or greater frequency of drug use has a
multitude of biological and cognitive effects that may increase sexual risk-taking
behaviors [196]. Furthermore, a review study found that drug users who engage in
more high-risk sexual behaviors tend to be heavier drug-users than those who engage in
less high-risk sexual behaviors [197].
Among other factors than those related to MA use, being employed was
positively associated with high-risk sexual behaviors among both male and female MA
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users. One possible explanation is that individuals who have jobs might have more
opportunities to engage in dyadic relations through their professional and personal lives
[198, 199]. Similar results were reported from Thailand [200], which showed that paid
workers were more likely to use addictive substances and to be engaged in sexual risktaking behaviors. A study in Bangladesh also found that paid female jobholders had a
greater tendency to engage in sexual risk-taking behaviors [201].
Male participants who visited sex worker within past six months were more
likely to engage in high-risk behaviors. This may be because male participants who had
visited sex worker may use MA to enhance their sexual activities [196, 197, 202]. In
the United States, MA users visited sex workers more often than non-MA users, and
engaged in unprotected sex [18]. An increasing body of evidence also shows that the
association between drug use and high-risk sexual behavior is particularly pronounced
among MA male users [196, 197, 202]. Evidence from different parts of the world
shows that homosexual MA drug users have also lower rates of condom use, higher
rates of unprotected anal intercourse, prolonged sexual activity, and multiple and casual
sexual partners compared to their heterosexual counterparts [18, 203]. Furthermore,
they are also more likely to suffer from HIV and other STIs [204, 205].
The use of more than two types of ATS was positively associated with high-risk
behaviors among male MA users. The association between poly-drug use (use of more
than two different types of drug) and high-risk sexual behaviors is particularly
pronounced among youth and adult populations [160, 161, 206]. Different from other
illicit drugs, MA encourages its users to engage in prolonged sexual activities, and that
leads to higher rates of unprotected anal intercourse [18, 203, 207]. Ultimately, it may
lead to greater risk for HIV and other STIs [204, 205]. MA intervention program needs
to pay particular attention to people who used more than two types of drugs.
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A high education level among female MA users was negatively associated with
high-risk sexual behaviors. The probability of report of the high-risk sexual behaviors
decreased with increasing educational level in GEE analyses. Similar findings were
reported for Kenyan females, with each increase in education level associated with an
increased report of use of condoms with their last partner [208]. However, past STI
diagnosis was negatively associated with a junior high school education compared to a
primary or lower level education among Chinese FSWs [209]. Nevertheless, the
findings of the current study are supported by research done elsewhere [210], and
suggests that prevention programs should pay greater attention to less educated female
MA users in order to reduce high-risk sexual behavior.
Migrants have been considered a high-risk population for acquiring and
transmitting STIs, including HIV, in both developing and developed countries [211213]. Notably, migrant females were more likely to engage in high-risk sexual
behaviors compared to non-migrant users. This association did not reach a statistically
significant level among male migrant MA users. Several reasons may account for these
differences in association. First, in this study, one of the risk behavior measurements
was having had a history of an STI, and females have a higher biological susceptibility
to be infected by STIs and HIV through sexual activities than males [102, 105]. For
example, females were estimated to have a two to four times higher chance to get HIV
through unprotected vaginal sex with HIV infected partner than males [102]. Second,
an imbalance of power in a relationship and socioeconomically dependency on males
may impair females’ decision-making about condom use [103, 214, 215]. These factors
may further increase the risk of contracting an STI among migrant drug users. Third,
the working environment may also put female migrants to increase use of MA at work
place. The study area of Muse is located near the Chinese border, and female migrants
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often work at the nightclubs and bars in this location. This kind of work requires them
to stay awake for the whole night and therefore increase their vulnerability to sexual
violence, risky sexual behaviors, and subsequent STI transmission [216, 217]. MA
prevention programs are thus urgently needed among migrant female MA users in the
border areas of Myanmar and other places with similar characteristics.

4.3 Limitations and strengths
This study provides several important findings and insights. The findings should be
interpreted carefully owing to its limitations. First, all the data were based on
participants’ self-reported answers to a questionnaire. There is a possibility of recall
bias in the reported ages of the first MA use and partner specific condom use behaviors.
However, people may remember their age at first drug use and related behaviors better
than more ordinary occasions [218]. Furthermore, to minimize the recall bias for
condom use behaviors, the study inquired about partner-specific information,
including partner type and condom use for each sexual episode.
Second, the use of self-reported sexual behaviors may be vulnerable to social
desirability and recall bias [219-221]. However, to minimize the effects of this
limitation, several strategies were undertaken. For example, training was provided to
the interview assistants on specific manners, the instruments used were previously
evaluated, privacy was ensured, and CASI was used during interview for
administration of the survey [167, 222]. Furthermore, previous studies have reported
that drug users’ self-reports are adequately valid and acceptable for this type of
research [223, 224], thus supporting this study observation based on self-reported risk
behaviors.

73

The third limitation is that high-risk sexual behaviors were assessed using two
direct measures (inconsistent condom use and multiple sexual partners in the preceding
six months) and one indirect measure (STI infection history). The variables for
inconsistent condom use and multiple sexual partners in the preceding six months were
dichotomized as consistent versus inconsistent and single partner versus had more than
two partners. The participants whose condom use frequency was high but still less than
entirely consistent and those who had multiple sex partners but used condoms
consistently were simply counted as showing inconsistent condom use and having
multiple sex partners. This was due to the study not being able to fully explore these
subtle differences in condom use frequency and consistent condom use with multiple
sex partners. Therefore, the findings presented here may underestimate the association
between these patterns of behavior and the various independent variables examined.
Fourth, the cross-sectional study does not allow us to evaluate the direction of
causality of the reported associations. Future longitudinal research is needed to
untangle these issues.
Finally, although the sample size is large, this study was conducted only in one
area of Myanmar. The drug users’ behaviors and characteristics that are reported in this
study may not be similar to drug users from other parts of Myanmar. Also, there are
many geographical, economic and political differences among Southeast Asian
countries. Therefore, these findings in this study cannot be applied to other Southeast
Asia region. Furthermore, this study only recruited current drug users. It is possible that
MA use characteristics and behaviors may have differed from MA users who quitted
MA recently and before the survey. Moreover, because study sample, which was not
randomly selected, may have limited the generalizability of the results. Therefore,
above limitations should be considered when interpreting the study results.
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Despite such limitations, this study has unique characteristics and the findings
have important implications for understanding the risk factors of MA initiation, and the
high-risk sexual behaviors of MA users. To my knowledge, this is the first study to be
undertaken in a developing country in the Southeast Asia region with a large sample. In
this context, the findings of this study may also provide better insights into this
relationship in the context of Southeast Asian region.
As mentioned as above, this study recruited a relatively large number of the
general MA using population in the community (both male and female MA users).
Most of the available literatures on MA use and abuse has been conducted on MA users
in drug dependence treatment centers and who had been arrested, and together with
small sample sizes and such research have limited applicability [225-227].
Notably, this study recruited current MA users using RDS sampling method and
also utilized the CASI technique. These methods and techniques increase recruitment
of hidden populations and response to questions about stigmatized behaviors. RDS
sampling is a variant of chain-referral sampling that helps to recruit marginalized
populations [84, 131-135]. CASI is a self-administered computer program that uses
private places to collect data [166, 167]. It improves the quality of data collection
concerning with socially sensitive and undesirable activities, particularly among
marginalized populations [165-167]. For example, compared with face-to-face
interview CASI showed more frequent disclosure of socially undesirable attitudes [222,
228] and stigmatized behaviors [229].
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5. Conclusions and recommendations
The current study contributes valuable information about the age of initiation of MA
use, high-risk sexual behaviors of MA users, and the risk factors surrounding these
behaviors by gender. The findings reveal that more than half of male and female users
started using MA before 18 years old. With regard to high-risk sexual behaviors, 90.7%
of males and 85.2% of females reported inconsistent condom use within the preceding
six months, while the percentages of having multiple sex partners within the preceding
six months were 94.2 % among males and 47.2% among females, respectively. On the
other hand, 55.7% of males and 56.0 % of females reported having a history of STI.
Factors associated with early initiation of MA use included the first-time use of
MA being in an entertainment venue, and the reason for first time use being to help
with body weight loss or for work-related purposes. Male participants who had a
history of suicidal ideation or behaviors were more likely to initiate MA at an early age.
Among females, exchange of sex for money or drugs was associated with an early age
initiation for MA use.
Both males and females who used MA before and during sex were more likely
to engage in high-risk sexual behaviors. For male MA users, using more than two types
of ATS were significant predictors of high-risk sexual behaviors. For female MA users,
being a migrant and not having high school or higher levels of education were risk
factors for high-risk sexual behaviors.
Comprehensive and targeted MA prevention strategies and programs that reflect
gender considerations should give more attention to employed MA users and
vulnerable populations such as migrants, clients of sex workers, and those who
exchange sex for money and/or drugs. Such programs should also consider
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entertainment venues as priority places for preventing MA initiation. Simultaneously,
such programs should also promote MA awareness and knowledge about the effects of
MA, and should also address the early initiation of MA and high-risk sexual behaviors.
Health education programs on MA misuse and awareness that address early age of MA
initiation and high-risk sexual behaviors are urgently needed in Myanmar. For
example, school-based drug education programs were found to be effective in
preventing the early initiation of drug use [230-232]. In this study, more than 60% of
both males and females initiated MA before their 18th birthday, the age at which most
young people graduate from high school. Thus, school-based drug education programs
may be useful in preventing early initiation of MA use.
However, school-based drug education programs are particularly focused on
consequences of drug abuse and drug effects on sexual behaviors are not well
addressed in these programs [233]. Further school-based drug education programs may
need to reflect the effects of drugs abuse on sexual behaviors as part of the program.
Such educational program should also involve parents or caregivers, families, teachers,
communities, and policy makers to discourage young people from experimenting with
MA use at all [231, 234]. The government should also properly monitor various
entertainment venues such as clubs, karaoke, and game center where individual can
play video and Internet games. In order for this to happen, continued investment is vital
for legislation, policies, law enforcement, research, training, establishment and
expansion of treatment and rehabilitation centers.
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Appendix 2: Information sheet for participants (English)

Request for your cooperation on this research

Dear Participants,
The object of this study is to examine the gender difference in initiation into amphetaminetype of stimulant (ATS) drug and alcohol use. In this research, we would like to collect

information regarding your ATS and alcohol use history, sexual behaviors, your
HIV/AIDS knowledge. We do not ask your name in this study. So, your identity will
not be disclosed.

If you agree with the study, we would like to conduct an interview. We will ask you
some personal questions about your ATS and alcohol use history, your sexual behavior
and HIV/AIDS knowledge. The interview will take about 30-40 minutes. All the
information we obtain will remain strictly confidential and your answer will be never
be identified. What we learn from you will help us determine what preventive measures
could be established, in order to decrease ATS and alcohol use behavior among youth.

This study is approved by the ethical committee of the University of Tokyo and Ethical
Review Committee, Defence Services Medical Research Centre, Naypyidaw,
Myanmar.

All the participants will be received primary incentives for their own interview. The
participants will be eligible to receive the secondary incentives after the expiry period
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of their recruitment coupons, or if all of three recruits have already come to participate.
You may ask any questions about the study at this time. If you are sure that you have
understood what will be required for you and are willing to participate in this study,
please sign on the next sheet.

Thank you very much for your kind cooperation.

If you have any questions, you can feel free to contact:
Saw Yu Mon
Department of Community and Global Health, School of International Health,
Graduate School of Medicine, The University of Tokyo
7-3-1 Hongo, Bunkyo-ku, Tokyo 113-0033, Japan
Tel: +81-3-5841-3689
E-mail: sawyumon@gmail.com; sawyumon@m.u-tokyo.ac.jp
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Appendix 3: Information sheet for participants (Myanmar)
သုေတသနလုပင
္ န္းတြင္ ပါ၀င္ပူးေပါင္းေဆာင္ရြတ္ရန္ ေမတၱာရပ္ခံခ်က္

မိတ္ေဆြမ်ားသို့
ဤက်န္းမာေရး သုေတသန ေမးခြန္းလႊာ၏ ရည္ရြယ္ခ်က္မွာ အမ်ိဳးသား ႏွင့္ အမ်ိဳးသမီး တို့
စိတ္ၾကြ ေဆး ႏွင့္ အရက္ စတင္သံုးစဲြေသာ အသက္ ျခားနားမႈကို ေလ့လာရန္ ျဖစ္ပါသည္။ ဤ
သုေတသန သည္ တိုက်ိဳ တကၠသိုလ္ မွ အျပည္ျပည္ဆိုင္ရာ က်န္းမာေရး ဘာသာရပ္ေက်ာင္းသူ
မေစာယုမြန္၏ ပါရဂူ ဘဲြ့ယူစာတမ္း အတြက္ ျဖစ္ပါသည္။

ေမးခြန္းလႊာတြင္ က်ြႏု္ပ္တို့သည္ သင္၏ စိတ္ ၾကြ ေဆး ႏွင့္ အရက္ စတင္သံုးစဲြေသာ
သမိုင္းေၾကာင္း၊ လိင္ဆက္ဆံျခင္း ဆိုင္ရာ အျပဳ အမူမ်ား၊ ခုခံအားက်ဆင္းမႈဆိုင္ရာ အေၾကာင္းအရာ
ႏွင့္ ပတ္သက္ေသာ ဗဟုသုတ ႏွင့္ပုဂၢိဳလ္ ေရးဆိုင္ရာ အခ်က္အလက္ မ်ားကို
ေကာက္ယူခ်င္ပါသည္။ က်ြန္ေတာ္တို့ အတြက္ စိတ္ၾကြေဆးႏွင့္ အရက္ သံုးစဲြ မႈ ပတ္သက္ေသာ
အေၾကာင္းကိစၥ မ်ားကိုပိုမို သိရွိနားလည္ ေအာင္အကူအညီေပးမည္ဟု ေမ်ွာ္လင့္ပါ သည္။
က်ြန္ေတာ္၊ က်ြန္မ တို့ အေန ျဖင့္ ေျဖၾကားသူ ၏ အမည္ ႏွင့္ ေနရပ္လိပ္စာ ကို ေမးျမန္းမွတ္သား
ျခင္းျပုလုပ္မည္ မဟုတ္ပါ။ ေျဖၾကားခ်က္အားလံုးကို လံုျခံုစြာ ထိန္းသိမ္းထားမည္ျဖစ္ျပီး လိွ်ဳ့၀ွက္ခ်က္
အားလံုး ကို ႏႈတ္လံုေအာင္ ေစာင့္စည္း မည္ျဖစ္ ေၾကာင္း အာမခံ ပါသည္။

ဤသုေတသနျပဳျခင္းကို သေဘာတူလွ်င္ သင့္အား က်ြႏု္ပ္ တို့ေတြ့ဆံုေမးျမန္းလိုပါသည္။
က်ြန္ေတာ္၊က်ြန္မ တို့ေမးျမန္းမည့္ေမးခြန္းမ်ားသည္ ကိုယ္ေရး ကိုယ္တာ ႏွင့္ ဆိုင္ေသာ
ေမးခြန္းမ်ားျဖစ္ျပီး အခ်ိဳ့ ေသာသူမ်ား အတြက္ေျဖၾကားရန္ ခက္ခဲ ပါလိမ့္မည္။ သို့ေသာ္ မိတ္ေဆြ၏
ေျဖၾကားခ်က္ အားလံုးကို လွ်ိုဳ၀
့ ွက္ခ်က္ အျဖစ္လံုျခံုစြာ ထိန္းသိမ္းျခင္းႏွင့္ ႏႈတ္လံုေအာင္ ေစာင့္စည္း
မည္ျဖစ္ေၾကာင္း လံုး၀ အာမခံ ပါသည္။ မိတ္ေဆြအေန ႏွင့္ မေျဖၾကားလိုေသာ ေမးခြန္းမ်ားအတြက္
မေျဖပဲ ေနႏိုင္ပါ သည္။ အခ်ိန္မေရြး ေျဖၾကားျခင္း ကို ရပ္ဆိုင္းအျပီးသတ္ႏိုင္ပါသည္။ ယခုလို
ဆန္းစစ္လႊာကို တံု့ျပန္ေျဖၾကား ကူညီေပးျခင္း ကို အထူးေက်းဇူး တင္ရွိပါေၾကာင္း ေျပာၾကား
လုိပါသည္။ ဤ ေမးျမန္းေျဖ ၾကား ျခင္း သည္

အခ်ိန္အားျဖင့္(၃၀ မွ ၄၀) မိနစ္ ခန့္ သာၾကာ

မည္ျဖစ္ပါသည္။ မိတ္ေဆြ အေနျဖင့္ သေဘာ တူညီပါသလား။
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သင့္ထံမွ က်ြႏု္ပ္ တို့ရရွိေသာ အေၾကာင္းအရာ အခ်က္အလက္မ်ားသည္ လူငယ္မ်ားၾကား
စိတ္ၾကြေဆးႏွင့္ အရက္ သံုးစဲြ မႈ ဆိုင္ရာ အမူအက်င့္မ်ား ကို ေလ်ာ့ခ် ႏိုင္ရန္ စီမံခ်က္မ်ား ေရးဆဲြ
ဆံုးျဖတ္ ႏိုင္ရန္ စီမံခ်က္ မ်ားေရးဆဲြ ဆံုးျဖတ္ႏိုင္ရန္ လည္း အကူအညီမ်ားစြာ ေပးပါလိမ့္မည္။

သုေတသန ကို တိုက်ိဳ တကၠသိုလ္၏ သုေတသန က်င္၀
့ တ္သိကၡာ ဆိင
ု ္ရာ ေကာ္မတီ ႏွင့္
တပ္မေတာ္ ေဆးသုေတသန ႒ာနတုို၏ ခြင့္ျပုမိန့္ ရရွိျပီး ျဖစ္ပါသည္။

ဤသုေတသန တြင္ပါ၀င္ ပူးေပါင္းေဆာင္ရြက္သူ အားလံုးသည္ သူတို့ပါ၀င္သည့္ ေတြ့ဆံု
ေမးျမန္းမႈ အတြက္အတြက္ အေထာက္အပံ့အခ်ိဳု ရရွိပါသည္။ ထို့အျပင္ သင္သည္ သင္၏
စိတ္ၾကြေဆး သံုးစဲြဖက္ သူငယ္ခ်င္း ကိုေတြ့ဆံု ေမးျမန္း ႏိုင္ရန္ စည္းရံုးလႈံေဆာ္ေပး လွ်င္
ေနာက္ထပ္ အေထာက္အပံ့ အနဲ ငယ္ခံစား ခြင့္ထပ္မံ ရရွိမည္ ျဖစ္မည္။
ဤသုေတသန ႏွင့္ ပတ္သက္၍ မရွင္းလင္းသည္ မ်ားကို ေမးျမန္းလိုပါက
ယခုေမးျမန္းႏိုင္ပါသည္။ ဤ သုေတသန တြင္သင္သည္ ပူးေပါင္းပါ၀င္ေဆာင္ရြက္လိုျပီး
လုပ္ေဆာင္ရန္ လုိအပ္သည္မ်ား ကို ရွင္းရွင္း လင္းလင္း သိနားလည္ျပီ ဟု ယူဆေသခ်ာျပီဆိုပါက
ေနာက္စာမ်က္ႏွာ တြင္ ေက်းဇူးျပဳ၍ လက္မွတ္ေရးထိုးပါ။

သင့္ရဲ့ ပူးေပါင္းပါ၀င္မႈကို ေက်းဇူးအထူးတင္ ရွိပါသည္။ မရွင္းလင္းသည္ မ်ားရွိ္ပါက
လည္းေအာက္ပါလိပ္စာတြင္ လြတ္လပ္စြာ ဆက္သြယ္ ေမးျမန္းႏိုင္ပါသည္။

မေစာယုမြန္

Department of Community and Global Health
School of International Health, Graduate school of Medicine
The University of Tokyo
7-3-1 Hongo, Bunkyo-ku,113-0033,Tokyo,Japan
ဖုန္း : +81-3-5841-3422, Fax: +81-3-5841-3422: အီးေမးလ္:sawyumon@gmail.com
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Appendix 4: Informed consent form for participants (Myanmar)

Informed Consent Form for Participants
	
 

	
  	
 
	
  	
 

	
 

To: The Commanding Officer
Ethical Review Committee
Defence Services Medical Research Centre

Study title: “Gender difference in initiation into amphetamine-type of stimulant use in
Muse, Myanmar”

Principle investigator: Saw Yu Mon

I

, after reading having been explained to me the consents of

this study, understand what is expected of me as a participant in this study.

I understand:
1. The purpose of the procedure of the study
2. The consent of the questionnaire
3. That will not be placed under any harm of discomfort
4. That I may refuse to answer any question if I don’t want to answer
5. That I can withdraw from the study at any time (during or after study) without any
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harm
6. That any information I provide will be strictly treated in a confidential manner and
that I will not be identified in the reporting of the result

	
  	
  	
  	
  	
 
	
  	
  	
  	
  	
  	
  	
  Signature of the participant who gave consent
	
  	
  	
  Date:

I,

, certify that I have explained to the participant the consent and

procedure of the study according to the attached information page. I have covered
all I will protect the confidentially of the participants.

	
  	
 
Name of researcher

Signature of researcher

Date:
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Appendix 5: Informed consent form for participants (Myanmar)

သုေတသနလုပ္ငန္း တြင္ ပါ၀င္ ရန္ သေဘာ တူလႊာ

သို့
တပ္မွဴးၾကီး၊ တပ္မေတာ္ေဆးသုေတသနတပ္။

ေလ့လာမႈ ေခါင္းစဥ္။

။အမ်ိဳးသား ႏွင့္ အမ်ိဳးသမီး တို့ စိတ္ၾကြ ေဆး ႏွင့္ အရက္ စတင္သံုးစဲြေသာ
အသက္ ျခားနားမႈကို ေလ့လာျခင္း။

အဓိကေဆြးေႏြးေတြ့ဆံုေမးျမန္းသူ ---- မေစာယုမြန္

က်ြန္ေတာ္

----------------

သည္ အထက္ ေဖာ္ျပပါ သုေတသန လုပ္ငန္း

ႏွင့္ပတ္သက္ေသာ အခ်က္အလက္မ်ားကို ဖတ္ရႈသိရွိခဲ့ျပီး ေကာင္းမြန္စြာ
သေဘာေပါက္နားလည္ျပီး ျဖစ္ပါသည္။
က်ြႏု္ပ္ သည္ ေအာက္ပါအခ်က္အလက္မ်ားကို နားလည္သေဘာေပါက္ပါသည္။

၁။

ေလ့လာမႈ၏ ေဆာင္ရြက္ပံုအဆင့္ဆင့္၏ ရည္ရြယ္ခ်က္။

၂။

ေလ့လာမည့္ ေမးခြန္းမ်ား။

၃။

ကသိကေအာက္ ျဖစ္ျခင္း (သိ)ု့ အႏၱရာယ္ တစ္စံု တစ္ရာက်ေရာက္မႈမရွိုျခင္း။

၄။

မည္သည့္ေမးခြန္း ကို မဆို မေျဖဆိုလို လွ်င္ ျငင္းပယ္ခြင့္ရွိျခင္း။

၅။

ေမးခြန္းေျဖဆိုျခင္းကို မည္သည့္ အေၾကာင္းျပ ခ်က္မွ ေပးရန္ မလိုဘဲ ရပ္ဆိုင္း ႏိုင္ျခင္း။

၆။

ေျဖၾကားခ်က္ အားလံုးကို လွ်ိဳ့၀ွက္ခ်က္အျဖစ္ လံုျခံဳစြာ ထိန္းသိမ္းထားျပီး၊စာတမ္းေရးသား
ရာတြင္လည္း က်ြႏု္ပ(္ မည္သူ၊ မည္၀ါ မွ) ေျဖဆို ေသာအေျဖမ်ား ျဖစ္ေၾကာင္းကို
သိရွိျပီးျဖစ္သည္။
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-------------------ပါ၀င္ရန္သေဘာတူသ(ူ ထိုးျမဲလက္မွတ)္
ရက္စဲြ။

က်ြန္မ

--------------------

။-----------------

သည္ အထက္ေဖာ္ျပပါ သုေတသန လုပ္ငန္း ႏွင့္

ပတ္သက္ေသာ ေလ့လာမႈ၏ ေဆာင္ရြက္ပံု အဆင့္ဆင့္ ကို သုေတသန လုပ္ငန္းတြင္ ပါ၀င္
ပူးေပါင္းေဆာင္ရြက္ရန္ ေမတၱာ ရပ္ခံခ်က္ ေတာင္းခံလႊာ အတိုင္း ရွင္းလင္း တင္ျပ ျပီး ျဖစ္ပါသည္။
က်ြန္ေတာ္၊ က်ြန္မ သည္ေတြ့ဆံု ေမးျမန္းသူ မ်ား၏ အခ်က္အလက္ မ်ားလည္း လွ်ိဳ့၀ွက္စြာ
ထိန္းသိမ္းထားမည္ျဖစ္ပါသည္။

---------------

------------------

သုေတသနျပဳသူအမည္
သုေတသနျပဳသူလက္မွတ္

---------------

ေန့စဲြ

(ထိုးျမဲလက္မွတ)္
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Appendix 6: Ethnical approval from the University of Tokyo, Japan

118

Appendix 7: Ethnical approval from Defence Services Medical Research Centre,
Nay Pyi Taw, Myanmar
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Appendix 8: Questionnaire (English)
SECTION A: BACKGROUND CHARACTERISTICS

We would like to start by asking some general questions.
Sex

Male

A1

Female
Other (specify)

A2

A3

A4

A5

A6

What is your age?
(in complete years)

Age

[__|__]

Don’t know

88

ESTIMATE BEST ANSWER

No response

99

Single

1

Married

2

Divorced

3

Widower

4

Marital status

What is your race or ethnic
background?

--------------------------------------------Never attended school

0

Enter grade
University
No response

[__|__]
22
99

Job

1

Business

2

Student

3

Parents’ house
Relative’s house
Friend’s house
Rented apartment
Dormitory
Other (specify)

1
2
3
4
5

What grade of school did you
finish?

What is your major occupation?
Other (specify)

A7

Average income per month
(Given by parents/relatives)

Kyat/Months

A8

Total monthly spending per
month

Kyat/Months

A9

When you are at school or
university where do you live or
sleep most of the time during
the school or university term?

How long have you been in this
A10
location?

Month/Year
Since birth
Other (specify)
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SECTIONB: KNOWLEDGE OF DIFFERENT AMPHETAMINE TYPE STIMULANTS

We are now going to ask you some questions about your ATS use. Try to remember about
what drug you have used and how you used them; remember your answers are
confidential.
Yes
No
Methamphetamine (Yama/Yaba)
1
0
Have you ever heard of the
K-methamphetamine
1
0
B1
following type of
Ecstasy
1
0
amphetamines?
Ice
1
0
Other (specify)
Government awareness Yes
No
campaigns
1
0
The media (Radio, TV, Poster,
1
0
Where did you hear about
ect)
B2
these amphetamine type
Friend at school or university
1
0
stimulants from?
Friend who is not from school
1
0
Friend from work
1
0
Other (specify)
B3

Do you understand the
differences between all the
different types of ATS?

No

0

Yes

1

No response

99

What do you know about the effects of ATS?
(please answer every statement)

B4

Yes

No

ATS can lead to increase energy

1

0

ATS are associated with increased ability to work long hours

1

0

ATS are commonly used by young people to have fun

1

0

ATS are can make your heart beat faster

1

0

ATS can be associated with euphoria

1

0

ATS can lead insomnia
ATS can mask the affects of alcohol so people using ATS
drink more alcohol

1

0

1

0

ATS can make people hallucinate

1

0

ATS can lead to violent activity/uncontrolled behavior

1

0

ATS can lead longer sexual intercourse

1

0

ATS can increase mental health problem in the short term and
long term

1

0
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SECTION C: AWARENESS OF ATS USE IN THE COMMUNITY

We would like to ask you some questions about your awareness of ATS use in the
community.
No

C1

Do you know anyone who currently
uses one or more types of ATS?

C2

How many people do you know who
currently use some type of ATS?
(Please write your answer as a number)

C3

C4

Yes
Don’t know

C6

Has the availability of ATS changed in
the last 12 months?

C8

1

A few

2

Some

3

A lot
Don’t know
No
Yes
Don’t know

4
99
0
1
88

Extremely easy

1

Easy
Difficult
Extremely difficult
Don’t know

2
3
4
5

Increased

1

Decreased

2

Stay the same

3

Don’t know

99

Yes

No

1

0

1

0

1

0

Yes

No

1
1
1

0
0
0

Do you know of any ATS users who
have been arrested by the police in the
last 12 months?

C5

C7

None
How many people do you think
currently use in your community?

How easy is it to currently access ATS
in this city or the surrounding areas?

What do you think has affected the
increase in availability of ATS in the
last 12 months?
Increased drug trafficking
ATS use is becoming more popular
Decreased ATS suppression activity
Other (specify)
What do you think has affected the
decrease in availability of
methamphetamine in the last 12
months?
Increased drug trafficking
ATS use is becoming more popular
Decreased ATS suppression activity
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0 → C3
1
88

SECTION D: FIRST TIME USE SYNTHETIC DRUGS AND EFFECTS
The next set of questions is about using drugs. Please remember that your answers are
strictly confidential. Your name is not on this form. No one can trace these answers
back to you. If you do not want to answer certain questions you don’t have to, but
please answer all the questions that you can.
[If you answer no or don’t know to the following question, please move to the next
question]
No
Ampheta Ecstasy
Ice
Ketamin
-mine
(CrystalMeth)
D1

In what year and what age did
you use (name of substances as
next column) for the first time?
Notice
+ Ask for solar-calendar age
+ Never use: 00 => move to
next substance.

Year------

Year-----

Year-----

Year-----

----------Age

----------Age

----------Age

Own home
1
1
Friend/sexual partner’s house
2
2
School
3
3
Dormitory
4
4
Bar, discotheque
5
5
Hotel/Guest house
6
6
Restaurants
7
7
Workplace
8
8
Other (specify) ----------- -----------Why did you use----- for the
first time? (Multiple Choice
Answers)

1
2
3
4
5
6
7
8
-----------

1
2
3
4
5
6
7
8
-----------

----------Age
D2

D3

Where did you use for the firsttime?

Curious about its effects
Want to get out sadness or to
Increase excited

1

1

1

1

2

2

2

2
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D4

D5

D6

Encouraged by friend
3
3
Encouraged by sexual partner
4
4
Encouraged by drug dealers
5
5
Other (specify) ----------- -----------How did you get------for the
first time use?
Freely offered
1
1
Asked others to buy
2
2
I bought
3
3
Sexual exchange for drugs
4
4

3
4
5
-----------

1
2
3
4

1
2
3
4

Other (specify) -----------What was your route of
administration for the first time
use?
Smoke
1
Inhale
2
Drink
3
Inject
4

-----------

-----------

-----------

1
2
3
4

1
2
3
4

1
2
3
4

Other (specify) -----------For this first-time use, did you
use-----together with following
substance:

-----------

-----------

-----------

1
2
3

1
2
3

1
2
3

-----------

-----------

-----------

1
2
3
4

1
2
3
4

1
2
3
4

None
Alcohol
Heroin

1
2
3

Other (specify) -----------D7

3
4
5
-----------

For this first-time use, whom
did you use.... with?
None, only me
With friends
With sexual partner
With clients

1
2
3
4
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D8

Other (specify) -----------For this first-time use, except
------you, how many person(s)
per
joined you?
Of
whom:

-----------

-----------

-----------

------ per
Of whom:

------ per
Of whom:

------ per
Of whom:

----- male -----male
------male
-----female -----female -----female

-----male
----female
D9

Apart from route of
administration
for the first-time use, do you
us---- in other route?
MULTIPLECHOICE
ANSWER
Smoke
Inhale
Drink
Inject

D10

1
2
3
4

1
2
3
4

1
2
3
4

1
2
3
4

Other (specify) ----------- ------------- ------------- -------------In what year and what age did
youinject-----for the first time? Year----- Year------- Year------- Year------Never inject, mark 0

D11

----------Age

----------Age

----------Age

----------Age

1. Smoke
2. Inhale
3. Drink
4. Inject
5. Other

1. Smoke
2. Inhale
3. Drink
4. Inject
5. Other

11. Smoke
2. Inhale
3. Drink
4. Inject
5. Other

1. Smoke
2. Inhale
3. Drink
4. Inject
5. Other

In last 90 days, how do you
use...?
MULTIPLE CHOICE
ANSWER
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D12

D14

(specify)

(specify)

(specify)

_______

________

________

________

_______

________

________

________

6. Not
use in
last 90
days

6. Not use
in last 90
days

6. Not use
in last 90
days

6. Not use
in last 90
days

=> D14

=> D14

=> D14

=> D14

In last 90 days, how often did
you use amphetamine
/ecstasy/ice/ketamine?
Several times/ week
Once / week
Several times / month
1 – 2 times in last 90 days

D13

(specify)

In last 90 days, when was the
most recent time you used ...
accounting up today? If used
today, mark as 0

1
2
3
4

______
day(s)

1
2
3
4

______
day(s)

1
2
3
4

______
day(s)

1
2
3
4

______
day(s)

Based on your own experience,
what is effect(s) of these
substances?
MUTIPLE CHOICE
ANSWER
Increased energy in longer time
Irregular heart beat
Hallucinated
Depressed

1
2
3
4

126

1
2
3
4

1
2
3
4

1
2
3
4

Increased excited
Increased sexual desire
Longer sexual intercourse
Participation in unsafe sex that
never had before
Sleeplessness
Decreased appetite
Violent activity / uncontrolled
behavior

5
6
7

5
6
7

5
6
7

5
6
7

8
9
10

8
9
10

8
9
10

8
9
10

11

11

11

11

-----------

-----------

-----------

Other (specify) -----------
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SECTION E: OTHER BEHAVIORS RELATED TO HEALTH

Opium 1
Heroin 2
Marijuana 3
E1

Amphetamine-type of
What is the drug you used most in
the last month?

stimulant (Yaba, Yama, etc) 4
Diazepam 5
Cough
Syrup/Formula/Shwe 6
Pentazocine (Sosegom) 7
Lomotil (More than 20
pills) 8
Ecstasy 9
Solvent/Glue 10
Other (specify)__________

E2

In the last six months, did you use
heroin?

No 0
Yes 1
No response 88

E3

In last six months, did you inject
heroin?

No 0
Yes 1
No response 88

E4

E5

E6

If yes, in the past six months, did
you give needle and syringe, which
you had used, to other?

Yes 1
No 2
No response 88

In the past six months, did you use
needle and syringe, which had been
used by other?

No 0
Yes 1
No response 88

Have you ever had sex?

No 0
Yes 1
No response 88
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E7

E8

E9

E10

How old were you when you had fist
sexual intercourse?

------------------------ Year (s)

Have you ever had sexual
intercourse with person who was as
same sex you?
In the past six months, how many
person did you have homosexual
intercourse?

No 0→ E10
Yes 1
No response 88
--------------------------- person(s)

Have you ever paid to have sexual
intercourse?

No 0→ E14
Yes 1
No response 88

E11

In the past six months, how many
person(s) have you paid to have
sexual intercourse? Of whom, how
many male?

----------------------- Person (s)
Male -----------------Female-------------------

How many female?
E12

In latest sexual intercourse with

Always

1

person you paid, how often did you

Almost 2

use condom for sexual intercourse?

Sometime 3
Never 4
Don’t remember 99

E13

E14

E15

E16

Did you ever have a sex with any of
your paid partners after taking ATS
drug?

No 0
Yes 1
No response 88

Have you ever exchange to have
sexual intercourse for money or
drugs?
In the past six months, how many
person(s) have you exchanged to
have sexual intercourse? Of whom,
how many male?
How many female?
In latest sexual intercourse with the

No 0→ E18
Yes 1
No response 88
----------------------- Person (s)
Male -----------------Female------------------Always
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1

person you exchange, how often did
you use condom for sexual
intercourse?

Almost 2
Sometime 3
Never 4
Don’t remember 99

E17

E18

E19

Did you ever have a sex with your
exchange partners after taking ATS
drug?

No 0
Yes 1
No response 88

Have you ever had sexual
intercourse with causal partners
(who you have sex with only once
or occasionally, but who you do not
pay)?

No 0→ E22
Yes 1
No response 88

In the past six months, have you had
sex with your causal partners? Of
whom, how many male?
How many female?

----------------------- Person (s)
Male -----------------Female-------------------

E20

In latest sexual intercourse with
person you exchange, how often did
you use condom for sexual
intercourse?

Always
Almost
Sometime
Never
Don’t remember

E21

Did you ever have a sex with any of
your partners after taking ATS drug?

E22

Have you ever heard about sexual
transmission disease?

No
Yes
No response
No

1
2
3
4
99
0
1
88
0

Yes 1
No response 88

E23

E24

Have you ever been diagnosed to
have any sexual transmission disease
by any health clinic?
What were diseases?
MUTIPLE CHOICE ANSWER

No 0→ E26
Yes 1
No response 88
Chlamydia 1
Gonorrhoea 2
Syphilis 3
HBV 4
Genital warts 5
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HIV 6
Other (specify)__________

E25

E26

Have you ever been treated for
sexual transmission disease
[AT ANY HEALTH CLINIC
WHERE HAD DIAGNOSIS OR
EVEN AT PHAMARCY]?

No 0
Yes 1
No response 88

Do you know any place where you
can have HIV test?

No 0→ E30
Yes 1
No response 88

E27

Where are they? (subject can give
name and surveyor mark HIV
Voluntary testing suitable place)and
counseling

Hospital 1
Health facilities 2
HIV Voluntary testing and
counseling 3
NGOs 4
Other (specify)__________

E28

Have you ever test for HIV?

No 0→ E31
Yes 1
No response 88

E29

E30

How many months since your latest
test for HIV? (this month make as 0)

-------------------- Month(s)

Have you ever had intension to
suicide?

No 0→ E33
Yes 1
No response 88

E31

If yes, have you ever tried to
suicide?

No 0
Yes 1
No response 88

E32

Have you ever received treatment
(or help) to help you stop using
drugs?

No 0
Yes 1
No response 88
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E33

E34

Would you like to receive help to
stop using or cut down the amount
of drugs you use?

No 0
Yes 1
No response 88

Have you ever get arrested by police
for drug related offence?

No 0
Yes 1
No response 88

E35

Have you ever convicted for drug
related offence?

No 0
Yes 1
No response 88
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SECTION F: KNOWLEDGE ON HIV/AIDS PREVENTION

We are nearly finished. These questions are about a HIV.

F1

Have you ever heard of HIV or the
disease called AIDS?

F2

Do you know anybody who is suffering
from HIV/ AIDS or died of AIDS?

F3

Do you know a relative or friend who
has HIV/AIDS?

F4

F5

F6

F7

F8

Can a person protect himself or herself
from getting HIV sexually by using a
condom correctly every time they have
sex?

Can people protect themselves from
getting HIV sexually by abstaining from
sex?

Can persons get HIV if they and their
partners are faithful to each other and their
partner is not infected?

Can a person get HIV by sharing a meal
with someone who is infected?

Can a person get HIV by following
injection with a needle that was already
used by someone else?
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No

0

Yes

1

Don’t know

88

No response

99

No
Yes

0
1

Don’t know
No response
No

88
99
0

Yes

1

Don’t know

88

No response

99

No

0

Yes

1

Don’t know

88

No response

99

No

0

Yes

1

Don’t know

88

No response

99

No

0

Yes

1

Don’t know

88

No response

99

No

0

Yes

1

Don’t know

88

No response

99

No

0

Yes

1

Don’t know

88

→G1

F9

F10

F11

Do you think that a healthy-looking
person can have HIV?

Can HIV/AIDS infected a pregnant
woman transmit the infection to her
unborn child?

Can an HIV positive woman transmit
the change of HIV transmission through
breast-feeding?

No response

99

No

0

Yes

1

Don’t know

88

No response

99

No

0

Yes

1

Don’t know

88

No response

99

No

0

Yes

1

Don’t know

88

No response

99

That is the end of our questionnaire. Thank you very much for taking time to answer
these questions. We appreciate your help.
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Appendix 9: Questionnaire (Myanmar)
အပိုင္း(က ) ေနာက္ခံအခ်က္အလက္၊လကၡဏာမ်ား။

က (၁)

က်ား / မ
1.
2.

က (၃)

က (၄)

မ

၂

ႏွစ္

[__|__]

မသိပါ။

၈၈

မေျဖဆိုလိုပါ။

၉၉

တခါမွအိမ္ေထာင္မျပဳဘူးပါ။

၁

အိမ္ေထာင္ရွိသည္။

၂

အိမ္ေထာင္ကြဲေနသည္။

၃

မုဆိုးဖို

၄

(ျပည္႔ျပီး အသက္ကိုေရးပါ)

သင္၏ လက္ရွိအိမ္ေထာင္ေရး

၁

အျခား ----------------------

အသက္
က (၂)

က်ား

အေျခအေန

ဘာလူမ်ဳိးပါလဲ။

-----------------------ေက်ာင္းမေနဖူးပါ။

ပညာအရည္အခ်င္း
က (၅)

(ေအာင္ျမင္ခဲ႔ျပီးေသာအတန္း)

ေက်ာင္းေနဖူးပါက

0
[___]
တန္း

တကၠသိုလ္

၂၂

မေျဖဆိုလိုပါ။

၉၉

သင္ရဲ႕အဓိက အလုပ္အကုိင္မွာ
က (၆)

ဘာျဖစ္ပါသလဲ။

-------------------------

သင့္ ရဲလ
့ စဥ္ ပ်မ္းမွ်၀င္ေငြြ
ဘယ္ေလာက္ပါ လဲ။
က (၇)

----------------------- က်ပ္

( မိဘ ၊ ေဆြမ်ိဳးထံမွ လစဥ္ ရေငြ)
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လစဥ္ အသုံးစရိတ္
က (၈)

------------------------ က်ပ္

(လစဥ္ / တစ္လ ပွ်မ္းမွ်
အသုံးစရိတ)္

အတန္းေက်ာင္း (သိ)ု႔ တကၠသိုလ္
တြင္ ပညာ တက္ေရာက္
က (၉)

သင္ၾကားစဥ္ အမ်ားဆုံး

မိဘအိမ္

၁

ေဆြမ်ိဳးအိမ္

၂

သူငယ္ခ်င္းအိမ္
အခန္း ဌားေနသည္။

၃
၄

အေဆာင္ ဌားေနသည္။

၅

ေနထိုင/္ အိပ္ ျဖစ္ေသာ ေနရာမွာ
အျခား (ေဖာ္ျပပါ။)--------ယခု ေနရာ / ျမိဳ႔တြင္
က (၁၀)

-------- လ /

------- ႏွစ္

ေနထိုင္သည္မွာ အခ်ိန္
ဘယ္ေလာက္ၾကာၾကာရွိပါျပီလဲ။

ေမြးဖြားစဥ္ကထဲက
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၁

အပိုင္း (ခ) စိတ္ၾကြေဆးအမ်ိဳးအစား ႏွငပ
္႔ တ္သက္ေသာဗဟုသုတ

စိတ္ၾကြေဆးအမ်ိဳးအစား ႏွငပ
္႔ တ္သက္ေသာအေၾကာင္းအရာမ်ားကိုေမးျမန္းပါမည္။
ေျဖၾကားခ်က္မ်ားအားလုံးကုိ လုံၿခံဳစြာ သိမ္းထားမည္ျဖစ္ၿပီး လွ်ဳိ႕ဝွက္ခ်က္အားလုံးကုိ
ေစာင့္စည္းမည္ျဖစ္ေၾကာင္းအာမခံပါသည္။
မီသဖက္တမင္း(ရာမ
၊ရာဘ)
ကတ္တမင္း

ေအာက္ပါစိတ္ၾကြေဆးအမ်ိဳး
ခ(၁)

အက္တစီ

အစားမ်ားကို

အိုက္စ(္ Ice)

ၾကားဖူးပါသလား?

အျခား (ေဖာ္ျပပါ။)

သိပါ
သည္။

မသိပါ။

၁

၀

၂

၀

၃
၄

၀
၀

၁

၀

၂

၀

--------------အစိုးရ ပညာေပး
အစီအစဥ္မ်ားမွ
မီဒီယာ (ေရဒီယို ၊ တီဗီြ ၊
လက္ကမ္းစာေစာင္ ၊
ပိုစတာ ၊
ေၾကညာဆိုင္းဘုတ)္
အတန္းေက်ာင္း /
အထက္ေဖာ္ျပပါ
ခ(၂)

စိတ္ၾကြေဆးမ်ားကို သင္
ဘယ္ကၾကားဖူးပါသလဲ?

၃

၀

တကၠသို္လ္ ရွိ
သူငယ္ခ်င္းထံမွ
အျပင္သူငယ္ခ်င္းထံမွ
(ေက်ာင္းတြင္ခင္ေသာ

၀

၄

သူငယ္ခ်င္းမမဟုတ္ပါ။)
လုပ္ငန္းခြင္ ရွိ
သူငယ္ခ်င္းထံမွ

အျခား (ေဖာ္ျပပါ။)
--------------

137

၅

၀

မသိပါ။

စိတ္ၾကြေဆး တစ္မ်ိဳး ႏွင္႔
ခ(၃)

သိပါသည္။

တစ္မ်ိဳး ကြဲျပားျခားနားမွဳကို

မေျဖလိပ
ု ါ။

သိပါသလား။

စိတ္ၾကြေဆး သုံးစြဲျခင္းဧ။္ အက်ိဳးဆက္ကို သိပါသလား။
(ေမးခြန္းတိုင္းကိုေျဖဆိုပါ။)

၀
၁
၈၈

ဟုတ္ပါ

မဟုတ္

သည္။

ပါ။

၁

၀

၁

၀

၁

၀

၁

၀

၁

၀

၁

၀

၁

၀

၁

၀

၁

၀

၁

၀

၁

၀

ကာယ ၊ ဥာဏ စြမ္းအင္ကို တိုးပြားေစသည္။
အခ်ိန္ၾကာၾကာ အလုပ္လုပ္ႏိုင္ေစသည္။
သာမန္အားျဖင္႔ လူငယ္မ်ားက
အေပ်ာ္သက္သက္သုံးစြဲၾကသည္။
ႏွလုံးခုန္ႏွဳန္းကို ျမန္ဆန္ေစသည္။

ေပါ႔ပါးေပ်ာ္ရႊင္ လန္းဆန္းေစသည္။
ခ(၄)
မအိပ္ဘဲ ေနႏိုင္သည္။
အရက္ဧ။္ အာနိသင္ကို ေလ်ာ႔နည္းေစျပီး အရက္ကို ပိုမို
ေသာက္သုံးႏိုင္ေစသည္။
စိတ္ထင္ေယာင္ ထင္မွားျဖစ္ေစသည္။
မိမိကိုယ္ကို မထိန္းခ်ဳပ္ႏိုင္ဘဲ ရန္လိုေသာ အျပဳအမူကို
ျပဳမူေစသည္။
လိင္ဆက္ဆံသည္႔အခ်ိန္ကသ
ို ာမာန္ထက္ပို၍ရွည္ၾကာေစ
ႏုိင္သည္။
ေရတုိတြင္ လည္းေကာင္း ၊ ေရရွည္တြင္လည္းေကာင္း
စိတ္က်န္းမာေရးျပႆနာကို တိုးပြားေစသည္။
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အပိုင္း (ဂ ) ျပည္သူလူထု အၾကား စိတ္ၾကြေဆးႏွင္႔ပတ္သက္ေသာ အသိပညာ

စိတ္ၾကြေဆးႏွင္႔ပတ္သက္ေသာ အသိပညာဆိုင္ရာေမးခြန္းမ်ားကိုေမးျမန္းပါမည္။
ယခုေလာေလာဆယ္
ဂ(၁)

မသိပါ။ ၀

စိတ္ၾကြေဆးတစ္မ်ိဳး (သိ)ု႔
တစ္မ်ိဳးထက္ပို သုံးစြဲေနသူကို

သိပါသည္။ ၁

သိပါသလား။

မေျဖဆိုလိုပါ။ ၈၈

ယခုေလာေလာဆယ္
စိတ္ၾကြေဆးသုံးစြဲေနသည္႔
ဂ(၂)

သင္သိေသာ လူ
အေရအတြက္ဘယ္ေလာက္ရွိပါ
သလဲ။
---------- ေယာက္
မရွိပါ။ ၁
အနဲငယ္ ၂

ဂ(၃)

သင္႔ပတ္၀န္းက်င္ တြင္ စိတ္ၾကြေဆး

အခ်ဳိ႕ ၃

သုံးစြဲသူ ဘယ္ႏွစ္ေယာက္ရွိပါသလဲ။

အမ်ားအျပား ၄
မေျဖဆိုလိုပါ။ ၈၈

ဂ(၄)

မသိပါ။ ၀

လြန္ခဲ႔ေသာ ၁၂ လ အတြင္း

သိပါသည္။ ၁

စိတ္ၾကြေဆးသုံးစြဲ၍ ရဲမွ
ဖမ္းဆီးခံရသူကို သိပါသလား။

မေျဖဆိုလိုပါ။ ၈၈

၁
စိတ္ၾကြေဆးကို လက္ရွိသင္႔
ဂ(၅)

အလြန္လြယ္ကပ
ူ ါသည္။
အလြယ္တကူ

ပတ္၀န္းက်င္ (သိ)ု႔ သင္႔ ျမိဳ႔ ၊ ရြာ

၂

ရရွိႏိုင္ပါသည္။ ၃

တြင္ အလြယ္တကူ
ရရွိႏိုင္ပါသလား။

ခက္ခဲသည္။

၄

အလြန္ခက္ခဲသည္။ ၈၈
မေျဖဆိုလိုပါ။
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→ဂ(၁)
သို႔

အေျပာင္းအလဲရွိပါသည္။ ၁
ဂ(၆)

လြန္ခဲ႔ေသာ ၁၂လ အတြင္း

အေျပာင္းအလဲမရွိပါသည္။ ၂

စိတ္ၾကြေဆး ၀ယ္ယူရရွိႏိုင္မွဳ

အရင္အတိုင္း ၃

အေျပာင္းအလဲ ရွိပါသလား။

မေျဖဆိုလိုပါ။ ၈၈

လြန္ခဲ႔ေသာ ၁၂လ အတြင္း
စိတ္ၾကြေဆး စိတ္ၾကြေဆး
၀ယ္ယူရရွိမွဳ
ပိုမိုလြယ္ကူလာျခင္းသည္
ေအာက္ပါ အခ်က္အလက္မ်ားထဲမွ
တစ္ခုေၾကာင္႔ျဖစ္သည္။
ဂ(၇)
ေဆးေမွာင္ခုိ ေရာင္း၀ယ္မွဳ
မ်ားလာျခင္း

ဟုတ္ပါသည္။

မဟုတ္ပါ။

၁

၀

၁

၀

၁

၀

ဟုတ္ပါသည္။

မဟုတ္ပါ။

၁

၀

၁

၀

၁

၀

စိတ္ၾကြေဆး သုံးစြဲမွဳ
ေရပန္းစားလာျခင္း
စိတ္ၾကြေဆး ဖမ္းဆီးမွဳ
ေလ်ာ႔က်လာျခင္း
အျခား (ေဖာ္ျပပါ။)------------လြန္ခဲ႔ေသာ ၁၂လ အတြင္း
စိတ္ၾကြေဆး စိတ္ၾကြေဆး
၀ယ္ယူရရွိမွဳ ပိုမူခက္ခဲလာျခင္းသည္
ေအာက္ပါ အခ်က္အလက္မ်ားထဲမွ
တစ္ခုေၾကာင္႔ျဖစ္သည္။

ဂ(၉)

ေဆးေမွာင္ခုိ ေရာင္း၀ယ္မွဳ
မ်ားလာျခင္း
စိတ္ၾကြေဆး သုံးစြဲမွဳ
ေရပန္းစားလာျခင္း
စိတ္ၾကြေဆး ဖမ္းဆီးမွဳ
ေလ်ာ႔က်လာျခင္း

အျခား (ေဖာ္ျပပါ။)---------------
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အပိုင္း(ဃ ): ပထမဆုံးအၾကိမ္စိတ္ၾကြေဆးသံုးစြဲသည္႔အေတြြ႔အၾကဳံ

စိတ္ၾကြေဆးသံုးစဲြမႏ
ွူ ွင့္ပတ္သက္ေသာအေၾကာင္းအရာမ်ားကိုေမးျမန္းပါမည္။ၾကိဳးစား၍ေျဖဆိုေပးေစ
လိုပါသည္။ေျဖၾကားခ်က္မ်ားအားလုံးကုိ လုံၿခံဳစြာ သိမ္းထားမည္ျဖစ္ၿပီး လွ်ဳိ႕ဝွက္ခ်က္အားလုံးကုိ
ေစာင့္စည္းမည္ျဖစ္ေၾကာင္းအာမခံပါသည္။

ဃ (၁)

မည္သည္႔ အသက္အရြယ္ ႏွင္႔
မည္သည္႔ ခုႏွစ္တြင္ ေအာက္ပါ
ေဆးအမ်ိဳးအစားမ်ားကို
ပထမဆုံးအၾကိမ္ သုံးစြဲခဲ႔ပါသလဲ။

ဃ (၂)

မီသဖက္

အက္တစီ

အိုက္စ္

တမင္း

(ေခါင္းခါ

(Ice)

( ရာမ
၊ရာဘ)

ေဆး)

ကတ္
တမင္း

---------ခုႏွစ္

---------ခုႏွစ္

---------ခုႏွစ္

---------ခုႏွစ္

----------ႏွစ္

----------ႏွစ္

----------ႏွစ္

----------ႏွစ္

၁

၁

၂

၂

၃

၃

၄

၄

၅

၅

၇

၇

၈

၈

------------

------------

သင္ စိတ္ၾကြေဆးကို မည္သည္႔
ေနရာတြင္ ပထမဆုံး အၾကိမ္
သုံးစြဲခဲ႔ ပါသလဲ။
မိမိေနအိမ္ တြင္

၁

၁

သူငယ္ခ်င္း / လိင္ဆက္ဆံ
ဘက္အိမ္တြင္
ေက်ာင္းတြင္
အေဆာင္တြင္

၂
၃
၄

၂
၃
၄

ကလပ္ ( သိ)ု႔
ကာရာအိုေကဆိုင္တြင္

၅

၅

ဟိုတယ္ (သိ)ု႔ တည္းခုိခန္း
စားေသာက္ဆုိင္တြင္
အလုပ္ခြင္တြင္

အျခား (ေဖာ္ျပပါ။)---------ဃ (၃)

၇
၈

------------

သင္ဘာေၾကာင္႔ စိတ္ၾကြေဆးကို
ပထမဆုံးအၾကိမ္ စတင္သုံးစြဲျဖစ္
ပါသလဲ။ (အေျဖ ၂မ်ိဳးထက္မက
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၇
၈

------------

ေျဖႏိုင္သည္)

စူးစမ္းလို၍
စိတ္မေပ်ာ္ရႊင္မွဳမွ လြတ္ေျမာက္လို
၍ (သိ)ု႔ စိတ္တက္ၾကြေပ်ာ္ရႊင္လ၍
ို
သူငယ္ခ်င္းမ်ားက တိုက္တြန္း၍
လိင္ဆက္ဆံဖက္မွ တိုက္တြန္း၍

၁
၂

၁
၂

၁
၂

၁
၂

၃

၃

၃

၃

၄

၄

၄

၄

၅

၅

၅

၅

------------

------------

------------

------------

၁
၂

၁
၂

၁
၂

၁
၂

၃
၄

၃
၄

၃
၄

၃
၄

------------

------------

------------

------------

၁

၁

၁

၁

၂

၂

၂

၂

၃

၃

၃

၃

၄

၄

၄

၄

မူးယစ္ေဆး၀ါးေရာင္းခ်သူမွ
တိုက္တြန္း၍

အျခား (ေဖာ္ျပပါ။)--------------ဃ (၄)

ပထမဆုံးအၾကိမ္
သုံးစြဲေသာေအာက္ပါ
စိတ္ၾကြေဆးကို သင္
ဘယ္လိုရရွိခဲ႔ပါသလဲ။
အလကားရ၍
အျခားသူကို ၀ယ္ခိုင္း၍
မိမိကိုယ္တုိင္
၀ယ္ယူ၍
မိမိကိုယ္တုိင္ ၀ယ္ယူ၍

အျခား (ေဖာ္ျပပါ။)--------------ဃ (၅)

ပထမဆုံးအၾကိမ္ ေဆးကို မည္သို႔
သုံးစြဲခဲ႔ပါသလဲ။
ဖြာ၍ (စီးကရက္)
ရွဴရွဳိက္၍
ေသာက္သုံး၍
ထိုးသြင္း၍
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အျခား (ေဖာ္ျပပါ။)----------

------------

------------

------------

------------

၁

၁

၂

၂

၃

၃

------------

------------

၁

၁

၁

၁

၂

၂

၂

၂

၃

၃

၃

၃

၄

၄

၄

၄

------------

------------

------------

------------

အတူ သုံးစြဲခဲ႔ ပါသလဲ။

-------a,muf

-------a,muf

-------a,muf

-------a,muf

(သင္မပါ)

trsKd;om;
--------

trsKd;om;
--------

trsKd;om;
--------

trsKd;om;
--------

ဃ (၆)

ပထမဆုံးအၾကိမ္ ေဆးသုံးစြဲစဥ္က
ေအာက္ေဖာ္ျပပါ တစ္ခုခုႏွင္႔ တြဲ၍
သုံးစြဲခဲ႔ပါသလား။

တြဲ၍မသုံးစြဲပါ
အရက္ / ဘီယာ
ဘိန္းျဖဴ

အျခား (ေဖာ္ျပပါ။)---------------

ဃ (၇)

၁
၂
၃

------------

၁
၂
၃

------------

ပထမဆုံး အၾကိမ္ ေဆးသုံးစြဲစဥ္က
မည္သူႏွင္႔ သုံးစြဲခဲ႔ပါသလဲ။
တစ္ေယာက္တည္း

သူငယ္ခ်င္းႏွငအ
္႔ တူ
လိင္ဆက္ဆံဖက္ႏွင္႔
အတူ
မူးယစ္ေဆး၀ါး စြဲေနသူႏွင္႔
အတူ

အျခား (ေဖာ္ျပပါ။)---------ဃ (၈)

ပထမဆုံးအၾကိမ္ စိတ္ၾကြေဆး
သုံးစြဲစဥ္က ဘယ္ႏွစ္ေယာက္ႏွင္႔

143

ဃ (၉)

a,muf

a,muf

a,muf

a,muf

trsKd;orD;
-------a,muf

trsKd;orD;
-------a,muf

trsKd;orD;
-------a,muf

trsKd;orD;
-------a,muf

ဖြာ၍ (စီးကရက္)

၁

၁

၁

၁

ရွဴရွဳိက္၍

၂

၂

၂

၂

ေသာက္သုံး၍

၃

၃

၃

၃

၄

၄

၄

၄

------------

------------

------------

------------

-------ခုႏွစ္

-------ခုႏွစ္

-------ခုႏွစ္

-------ခုႏွစ္

---------ႏွစ္

---------ႏွစ္

---------ႏွစ္

---------ႏွစ္

ပထမဆုံးအၾကိမ္ စိတ္ၾကြေဆး
သုံးစြဲခဲ႔ေသာ နည္းလမ္းအျပင္
အျခား မည္သည္႔နည္းျဖင္႔ သုံးစြဲ
ခဲ႔ဖူးပါသလဲ။
(အေျဖ ၁ ခုထက္မက
ေျဖႏိုင္သည္။)

ထိုးသြင္း၍
အျခား (ေဖာ္ျပပါ။)-------ဃ (၁၀)
သင္ အသက္ ဘယ္ႏွႏွစ္အရြယ္ ႏွင္႔
မည္သည္႔ ခုႏွစ္တြင္
စိတ္ၾကြေဆးကို ပထမဆုံးအၾကိမ္
ထိုးသြင္းဖူးပါသလဲ။
(မထိုးသြင္းပါက ‘ 0 ‘ ဟုေရးပါ။)
ဃ (၁၁)

လြန္ခဲ႔ေသာ ရက္ ၉၀ အတြင္း
စိတ္ၾကြေဆးကို မည္သည္႔ နည္းျဖင္႔
သုံးစြဲဖူးပါသလဲ။
(အေျဖ ၁ ခုထက္မက
ေျဖႏိုင္သည္။)
၁

၁

၁

၂

၂

၂

၂

ေသာက္သုံး၍

၃

၃

၃

၃

ထိုးသြင္း၍

၄

၄

၄

၄

ဖြာ၍ (စီးကရက္)
ရွဴရွဳိက္၍

၁
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အျခား (ေဖာ္ျပပါ။)-------ဃ (၁၂)

------------

------------

-----------------------

လြန္ခဲ႔ေသာ ရက္ ၉၀ အတြင္း
ေအာက္ပါ စိတ္ၾကြေဆး
အမ်ိဳးအစားမ်ားကို အၾကိမ္ မည္မွ်
သုံးစြဲခဲ႔ပါသလဲ?
တစ္ပတ္အတြင္း ၂ ၾကိမ္ ႏွင္႔ ၂
ၾကိမ္အထက္
တစ္ပတ္အတြင္းတစ္ၾကိမသ
္ ာ

၁

၁

၁

၂

၂

၂

၂

၃

၃

၃

၃

၄

၄

၄

၄

၁

တစ္လအတြင္း ၂ၾကိမ္ ႏွင္႔ ၂
ၾကိမ္အထက္
လြန္ခဲ႔ေသာ ရက္ ၉၀ အတြင္း
၁ၾကိမ္ မွ ၂ၾကိမ္
ဃ (၁၃)

လြန္ခဲ႔ေသာ ရက္ ၉၀ မွ ယေန႔အထိ
(ေနာက္ဆုံး) စိတ္ၾကြေဆး
သုံးစြဲခဲ႔ေသာ စုစုေပါင္းရက္
အေရအတြက္
( ယေန႔သုံးစြဲခဲ႔လွ်င္”၀” ဟုေရးပါ)

ဃ (၁၄)

______
ရက္

______
ရက္

______
ရက္

______
ရက္

သင္ဧ။္ေဆးသုံးစြဲမွဳအေတြ႔အၾကဳံအ
ရ ေအာက္ပါအက်ိဳးဆက္မ်ားကို
ျဖစ္ေစႏိုင္သည္။
(အေျဖ ၁ ခုထက္မက
ေျဖႏိုင္သည္။)
ကာယ ညာဏစြမ္းအင္ကို
အခ်ိန္ၾကာျမင္႔စြာ တိုးပြါးေစသည္။

၁

၁

၁

၁

ႏွလုံးခုန္ မမွန္ျဖစ္ေစသည္။

၂

၂

၂

၂

ထင္ေယာင္ထင္မွားျဖစ္ေစသည္။

၃

၃

၃

၃

145

စိတ္ဓါတ္က်ဆင္းေစသည္။
စိတ္လွဳပ္ရွားမွဳကိုတိုးပြားေစသည္။
ကာမဆႏၵကို တိုးပြားေစသည္။
လိင္ဆက္ဆံႏိုင္စြမ္းတိုးျမွင္႔

၄

၄

၄

၄

၅

၅

၅

၅

၆

၆

၆

၆

၇

၇

၇

၇

၈

၈

၈

၈

၉

၉

၉

၉

၁၀

၁၀

၁၀

၁၀

၁၁

၁၁

၁၁

၁၁

------------

------------

------------

------------

ေစသည္။/လိင္ဆက္ဆံခ်ိန္ၾကာျမင့္
ေစသည္။
ယခင္က မလုပ္ခဲ႔ဘူးေသာ
အကာအကြယ္မဲ႔ လိင္ဆက္ဆံမွဳကို
ျဖစ္ေစသည္။
မအိမ္ဘဲေနႏိုင္ေစသည္။
အစာစားခ်င္စိတ္ကို
ေလ်ာ႔နည္းေစသည္။
မိမိကိုယ္ကို မထိန္းခ်ဳပ္ႏိုင္ဘဲ
ရန္လိုေသာ အျပဳအမူကို
ျပဳမူေစသည္။

အျခား (ေဖာ္ျပပါ။)--------------
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အပိုင္း(င) က်န္းမာေရးႏွင့္သက္ဆိုင္ေသာအျပဳအမူမ်ား

င(၁)

လြန္ခဲ့ေသာတစ္လ
အတြင္းဘယ္ေဆးကို
အမ်ားဆံုးသံုးျဖစ္ခဲ့သလဲ။

ဘိန္းမဲ

၁

ဘိန္းျဖဴ

၂

ေဆးေျခာက္

(အေျဖမ်ားကို ဖတ္ျပရန္မလိုပါ)
(အေျဖတခုတည္းသာေျဖဆိုရန္)

စိတ္ၾကြေဆး(ရာမ၊ရာဘ)

၃

ဒိုင္ယာဇီပင္

၄

ေခ်ာင္ဆိုးေပ်ာက္ေဆး၊
ေဖာ္မ်ဴလာ၊ေရႊ

၅

ပင္တာဇိုစင္း (ေဆာ္ဇီဂ)ံု

၆

လိုမိုတင္း(လ္) အလံုး၂၀ေက်ာ္

၇

အက္စတစီ

၈

ေကာ္

၉

အျခား(ေဖာ္ျပပါ) --------------င(၂)

လြန္ခဲ့ေသာ၆လအတြင္း

မသံုးခဲ့ပါ။

ဘိန္းျဖဴသံုးစြဲဘူးပါသလား။

င(၃)

သံုးခဲ့သည္။

လြန္ခဲ့ေသာ၆လအတြင္း
ဘိန္းျဖဴကို အေၾကာထဲ	
  ထိုးသြင္း	
 

င(၄)

၈၈

မထိုးပါ။

၀ င(၆) သို႔

မေျဖပါ။

လြန္ခဲ့ေသာ၆လတြင္
သင္သံုးျပီးသား ေဆးထိုးအပ္ နဲ့
ေဆးထိုးျပြန္ကို

၁
၈၈

မသံုးခိုင္းခ့ဲဘူးပါ။

၀

သံုးခိုင္းခဲ့ဘူးပါသည္။

၁

မေျဖပါ။

တျခားသူတစ္ဦးတစ္ေယာက္ကို

၁

မေျဖပါ။

ထိုးပါသည္။

သုံးစြဲဘူးပါသလား။

၀ င(၆) သို႔

၈၈

ေပးသံုးခိုင္းခဲ့ဘူးပါသလား။
င(၅)

လြန္ခဲ့ေသာ၆လ အတြင္း
သူမ်ားသံုးျပီးသားေဆးထိုးအပ္နဲ့ေဆး
ထိုးျပြန္ကိုသံုးခဲ့ ပါသလား။

မသံုးခဲ့ပါ။

၀

သံုးခဲ့သည္။

၁

မေျဖပါ။
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၈၈

င(၆)

သင္လိင္ဆက္ဆံခဲ့ဘူးပါသလား။

မဆက္ဆံဘူးပါ။

၀

ဆက္ဆံဘူးပါသည္။

၁

မေျဖပါ။

င(၇)

	
  	
 

သင္လိင္တူသူမ်ားႏွင့္လိင္ဆက္
ဆံခဲပ
့ ါ သလား။

-------------------ႏွစ္
မဆက္ဆံဘူးပါ။

၀

ဆက္ဆံဘူးပါသည္။

၁

မေျဖပါ။

င(၉)

၈၈

----------------- ေယာက္

သင္ လိင္ဆက္ဆံခဲ့ ဘူးပါသလဲ။
သင္အခေၾကးေငြ ေပး၇ေသာ
သူႏွင့္ လိင္
ဆက္ဆံခဲ့ဘူးပါသလား။

င(၁၁)

င(၁၀) သို႔

လြန္ခဲ့ေသာ၆လအတြင္း သင္ ႏွင့္
လိင္တူသူ ဘယ္ႏွစ္ေယာက္နဲ့

င(၁၀)

၈၈

သင္ပထမဆံုးအၾကိမ္လိင္ဆက္ဆံ
စဥ္က အသက္မည္မွ်ရွိျပီလဲ။

င(၈)

င(၂၂) သို႔

မဆက္ဆံဘူးပါ။

၀

ဆက္ဆံဘူးပါသည္။

၁

မေျဖပါ။

င(၁၄) သို႔

၈၈

လြန္ခဲ့ေသာ၆လအတြင္း သင္
အခေၾကးေငြေပးရေသာသူဘယ္ႏွ
စ္ေယက္နဲ့
လိင္ဆက္ဆံခဲ့ဘူးပါသလဲ။

------------------ ေယာက္
အမ်ိဳးသား ------------------ ေယာက္
အမိ်ဳးသမီး------------------- ေယာက္

င(၁၂)

သင္၏ ေနာက္ဆံုး

အျမဲတမ္း

အခေၾကးေငြေပးရေသာ

အျမဲတမ္းလိုလို ၂

လိင္ဆက္ဆံဖက္တို့လိင္ဆက္ဆံ

တခါတရံ ၃

ရာတြင္ ကြန္ဒံုး ကို ဘယ္ႏွစ္ၾကိမ္
အသံုးျပဳခဲ့သလဲ။

၁

မၾကာမၾကာအခါအခြင ့္သ င့္သ လို

၄

ဘယ္ေတာ့မွမသံုး

၅
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င(၁၃)

သင္စိတ္ၾကြေဆးသံုးစဲြျပီး
အခေၾကးေငြေပးရေသာသူႏွင့္
လိင္ဆက္ဆံ

လြန္ခဲ့ေသာ၆လ အတြင္း
ေဆး(သိ)ု႕ အခေၾကးေငြရယူ၍
သင္လိင္

မမွတ္မိပါ။

၇

မဆက္ဆံဘူးပါ။

၀

ဆက္ဆံဘူးပါသည္။

၁
၈၈

မဆက္ဆံဘူးပါ။

၀

ဆက္ဆံဘူးပါသည္။

၁

မေျဖပါ။

ဆက္ဆံခဲ့ဘူးပါသလား။
င(၁၅)

၆

မေျဖပါ။

ဘူးပါသလား။
င(၁၄)

မေျဖပါ။

င(၁၈) သို႔

၈၈

လြန္ခဲ့ေသာ၆လ အတြင္း
ေဆး(သိ)ု႕ အခေၾကးေငြရယူ၍
ဘယ္ႏွစ္ေယာက္နဲ႕
သင္လိင္ဆက္ဆံခဲ့ဘူးပါသလား။

------------------ ေယာက္
အမ်ိဳးသား ------------------ ေယာက္
အမိ်ဳးသမီး------------------- ေယာက္

င(၁၆)

သင္၏ ေနာက္ဆံုး ေဆး(သိ)ု႕

အျမဲတမ္း

အခေၾကးေငြရေသာ

အျမဲတမ္းလိုလို ၂

လိင္ဆက္ဆံဖက္တို့

တခါတရံ ၃

လိင္ဆက္ဆံရာတြင္ ကြန္ဒံုးကို
ဘယ္ႏွစ္ၾကိမ္ အသံုးျပဳခဲ့သလဲ။

မၾကာမၾကာအခါအခြင ့္သ င့္သ လို

၄

ဘယ္ေတာ့မွမသံုး

၅

မေျဖပါ။

၆

မမွတ္မိပါ။

၇

မဆက္ဆံဘူးပါ။

၀

ဆက္ဆံဘူးပါသည္။

၁

သင္စိတ္ၾကြေဆးသံုးစြဲျပီး
ေဆး(သိ)ု့ အခေၾကးေငြ ရေသာ
င(၁၇)

၁

သူ ႏွင့္

မေျဖပါ။

လိင္ဆက္ဆံဘူးပါသလား။
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၈၈

င(၁၈)

သင့္မွာ လြန္ခဲ့ေသာ ၆လအတြင္း
သေဘာတူလိင္ဆက္ဆံဖက္ရွိပါ
သလား။

မဆက္ဆံဘူးပါ။

၀

ဆက္ဆံဘူးပါသည္။

၁

မေျဖပါ။

င(၁၈) သို႔

၈၈

(ဇနီးလည္းမဟုတ္၊ပံုမွန္အေဖာ္လ
ည္းမဟုတ္၊ေငြေၾကး(သိ)ု႔
ေဆးႏွင့္လဲလွယ္ျခင္းလည္းမဟု
တ္ေသာသေဘာတူလိင္ဆက္ဆံဖ
က္)
င(၁၉)

လြန္ခဲ့ေသာ၆လအတြင္း
သေဘာတူလိင္ဆက္ဆံဖက္
ဘယ္ႏွစ္ေယာက္နဲ့
လိင္ဆက္ဆံခဲ့ဘူးပါသလဲ။

င(၂၀)

------------------ ေယာက္
အမ်ိဳးသား ------------------ ေယာက္
အမိ်ဳးသမီး------------------- ေယာက္

လြန္ခဲ့ေသာ ၆လ

အျမဲတမ္း

အတြင္းသေဘာတူ

အျမဲတမ္းလိုလို ၂

လိင္ဆက္ဆံဖက္တို႕လိင္ဆက္ဆံ

တခါတရံ ၃

ရာတြင္ ကြန္ဒံုး ကို ဘယ္ႏွစ္ၾကိမ္
အသံုးျပဳခဲ့သလဲ။

မၾကာမၾကာအခါအခြင ့္သ င့္သ လို

၄

ဘယ္ေတာ့မွမသံုး

၅

မေျဖပါ။

၆

မမွတ္မိပါ။

၇

မဆက္ဆံဘူးပါ။

၀

ဆက္ဆံဘူးပါသည္။

၁

င(၂၁)
သင္စိတ္ၾကြေဆးသံုးစဲြ ျပီး
သေဘာတူ လိင္ဆက္ဆံဖက္ ႏွင့္

မေျဖပါ။

လိင္ ဆက္ဆံ ဘူးပါသလား။
င(၂၂)

လိင္ဆက္ဆံရာမွတဆင့္
ကူးစက္တတ္ေသာ
ေရာဂါအေၾကာင္းၾကားဖူးပါသလား

ေဆးရံု၊ေဆးခန္းတြင္
လိင္ဆက္ဆံရာ
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၈၈

မျကားဖူးပါ။

၀

ၾကားဖူးပါသည္။

၁

မေျဖပါ။

။
င(၂၃)

၁

င(၂၄) သို႔

၈၈

မစစ္ေဆးဖုူးပါ။

၀

စစ္ေဆးဖူးပါသည္။

၁

င(၂၆) သို႔

မွတဆင့္ကူးစက္တတ္ေသာေရာဂ

မေျဖပါ။

၈၈

ါရွိေၾကာင္း စစ္ေဆးဖူးပါသလား။

င(၂၄)

ဘာေရာဂါျဖစ္ ဖူးသလဲ။

အျဖဴဆင္းေရာဂါ

၁

ဆီးပူေညာင္းက်

၂

ဆစ္ဖလစ္ ၃
အသံဲေရာင္အသား၀ါဘီပိုး

၄

လိင္အဂၤါၾကြက္ႏုိ႔ ၅
အိပ္ခ်္အိုင္ဗီြ ၆
အျခား(ေဖာ္ျပပါ) -------------င(၂၅)

လိင္ဆက္ဆံရာမွတဆင့္

မကုသဘူးပါ။

ကူးစက္တတ္ေသာေရာဂါႏွငပ
့္ တ္

ကုသဘူးပါသည္။

သက္ျပီးေဆးကုသမွူခံဖူးပါသလား
(ေဆးဆိုင္တြင္ေဆး၀ယ္ယူကုသ

၀
၁

မေျဖပါ။

၈၈

မသိပါ။

၀

သိပါသည္။

၁

ျခင္းလည္းအက်ဳံး၀င္သည္)
င(၂၆)

အိပ္ခ်္အိုင္ဗီြပိုးရွိ၊
မရွိစစ္ေဆးႏိုင္သည့္
ေနရာမ်ားကိုသင္သိပါသလား။

င(၂၇)

မေျဖပါ။

ဘယ္ေနရာ မွာ အိပ္ခ်္အင
ို ္ဗီြပိုး
စစ္ေဆးႏိုင္ပါသလဲ။

င(၂၈) သို႔

၈၈

ေဆးရံု၊ေဆးခန္း

၁

မိမိဆႏၵအေလ်ာက္လံုျခံဳစြာ

၂

စစ္ေဆးေပးေသာေနရာ
လႈမႈအဖဲြ႕အစည္း

၃

အျခား ---------------င(၂၈)

သင့္တြင္အိပ္ခ်္ဗီြပ္ိုး ရွိ၊မရွိ
စစ္ေဆးခဲ့ဘူးပါသလား။

မစစ္ေဆးဖုူးပါ။

၀

စစ္ေဆးဖူးပါသည္။

၁

မေျဖပါ။

151

၈၈

င(၃၀) သို႔

င(၂၉)

ဘယ္တုန္းက ေနာက္ဆံုးအျကိမ္
သင့္တြင္ အိပ္ခ်္ဗီြပ္ိုး ရွိ၊မရွိ

-------------------- လ

စစ္ေဆးခဲ့ဘူးပါသလား။
(ယခုလဆိုလွ်င္ ၀ ဟုေရးပါ။)
င(၃၀)

ကိုယ္ကိုကိုေသေၾကာင္းၾကံစည္ရ
န္စဥ္းစားဖူးပါသလား။

မစဥ္းစားဖူးပါ။

၀

စဥ္းစားဖူးပါသည္။

၁

မေျဖပါ။
င(၃၁)

ကိုယ္ကိုကိုေသေၾကာင္းၾကံစည္ဖူး
ပါသလား။

မၾကံစည္ဖူးပါ။

၀

ၾကံစည္ဖူးပါသည္။

၁

မေျဖပါ။
င(၃၂)

သင္ေဆးျဖတ္ရန္အတြက္အကူအ
ညီ ေပး ကုသမႈမ်ိဳး ရရွိခဲ့

င(၃၃)

မရွိခဲ့ဘူးပါ။

၀

ရွိခဲ့ဘူးပါသည္။

၁

မေျဖပါ။

၈၈

ေဆးျဖတ္ရန္(သိ)ု႔ ေဆးေလ်ာ့ရန္

မလိုပါ။

၀

လိုပါသည္။

၁

မေျဖပါ။
မူးယစ္ေဆးႏွင့္ ပတ္သက္ျပီးရဲ
အဖမ္းခံ ခဲ့ရဘူးပါသလား။

မူးယစ္ေဆးႏွင့္ပတ္သက္ျပီး
အက်ဥ္းခ်ခံခဲ့ရဘူးပါသလား။

၀

ခံခဲ့ရပါသည္။

၁
၈၈

မခံခဲ့ရပါ။

၀

ခံခဲ့ရပါသည္။

၁

မေျဖပါ။
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၈၈

မခံခဲ့ရပါ။

မေျဖပါ။
င(၃၅)

၈၈

ဘူးပါသလား။

အကူအညီရရွိလိုပါသလား။

င(၃၄)

၈၈

၈၈

င(၃၀) သို႔

အပိုင္း(စ) အိပ္ခ်္အိုင္ဗီြ ၊ေအအိုင္ဒီအက္စ္ ႏွင့္ ပတ္သက္ေသာ ဗဟုသုတ

အခုဆက္လက္ျပီး အိပ္ခ်္အိုင္ဗီြ ၊ေအအိုင္ဒီအက္စ္ ကူးစက္ပံု ႏွင့္ ဆက္စပ္ေသာ အေၾကာင္းအရာကို
ေမးျမန္းပါမည္။ ၾကိုးစားျပီးမွတ္မိ သေလာက္ေျဖၾကားေပးေစလိုပါသည္။ဒီေျဖၾကားခ်က္ေတြကို လံုျခံဳစြာ
လွ်ိုဳ႕၀ွက္ထားမွာ ျဖစ္ပါသည္။

စ(၁)

သင္အိပ္ခ်္အိုင္ဗီြ၊ေအအို္င္ဒီအက္စ္
ေရာဂါဆိုတာ ၾကားဖူးသလား။

အိပ္ခ်္အိုင္ဗီြ၊ေအအို္င္ဒီအက္စ္ေရာဂါ
စ(၂)

စ(၃)

ခံစားေနရသူတစ္ဦး(သိ)ု႕ ျဖင့္ေသဆံုးသြား

၈၈

မသိပါ။

၀

သိပါသည္။

၁

မသိပါ။

၀

သိပါသည္။

၁

တြင္အိပ္ခ်္အိုင္ဗီြေရာဂါပိုးကူးစက္ခံရသူ(
သိ)ု႕ ေအအို္င္ဒီအက္စ္ေရာဂါျဖစ္ေနသူ

မေျဖပါ။

အျမဲသံုးစဲြ လွ်င္ လိင္မွတဆင့္
ေအအိုင္ဒီအက္စ္ေရာဂါ ကူးစက္မွဳကို ကာ

လိင္ဆက္ဆံမႈ မျပဳဘဲ ေနျခင္းသည္
အိပ္ခ်္အိုင္ဗီြပိုးကူးစက္မႈ ကိုကာကြယ္

လိင္ဆက္ဆံဘက္တစ္ဦးတည္းႏွင့္ သစၥာရွိ
စြာ လိင္ဆက္ဆံျခင္းျဖင့္

၀

ကာကြယ္ႏိုင္ပါစသည္။

၁

မေျဖပါ။

အိပ္ခ်္အိုင္ဗီြပိုးရွိသူ တစ္ဦးႏွင့္ထမင္း
အတူစား ပါက အိပ္ခ်္အိုင္ဗီြပိုး
ကူးစက္ႏိုင္ပါသလား။

၀

ကာကြယ္ႏိုင္ပါစသည္။

၁

ေဆးထုိးပိုက္ကို သံုးျခင္း အားျဖင့္
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၈၈

မကူးစက္ႏိုင္ပါ။

၀

ကူးစက္ႏိုင္ပါသည္။

၁
၈၈

မကူးစက္ႏိုင္ပါ။

၀

ကူးစက္ႏိုင္ပါသည္။

၁

မေျဖပါ။

တျခားသူသံုးျပီးေသာ ေဆးထိုးအပ္နဲ့

၈၈

မကာကြယ္ႏိုင္ပါ။

မေျဖပါ။

အိပ္ခ်္အိုင္ဗီြပိုးကူးစက္ႏိုင္ပါသလား။

၈၈

မကာကြယ္ႏိုင္ပါ။

မေျဖပါ။

အိပ္ခ်္အိုင္ဗီြေရာဂါပိုးမကူးစက္ေသးသည့္

စ(၈)

မေျဖပါ။

သင္ေဆြမ်ိဳးသားခ်င္း(သိ)ု႕ သူငယ္ခ်င္းထဲ

ႏိုင္ပါသလား။

စ(၇)

၁

၈၈

ကြယ္ႏိုင္ပါသလား။

စ(၆)

ၾကားဖူးပါသည္။

မေျဖပါ။

ကြန္ဒံုးကို လိင္ဆက္ဆံတုိင္း မွန္ကန္စြာ

စ(၅)

၀

သူတစ္ဦးဦး ကိုသိပါသလား။

တစ္ဦးဦး ကိုသိပါသလား။

စ(၄)

မၾကားဖူးပါ။

၈၈

မကူးစက္ႏိုင္ပါ။

၀

ကူးစက္ႏိုင္ပါသည္။

၁

စ(၁၂) သို႔

အိပ္ခ်္အိုင္ဗီြပိုး ကူးစက္ႏိုင္ပါသလား။

မေျဖပါ။

အျမင္အားျဖင့္က်န္းမာေရးေကာင္းေနသူ
စ(၉)

တြင္ အိပ္ခ်္အိုင္ဗီြပိုး ရွိမရွိ
သိ္ႏိုင္ပါသလား။

စ(၁၀)

ဗီြပိုးရွိေနပါကသူ၏ဗိုက္ထဲတြင္ရွိေသာသေ
ႏၶသား

အိပ္ခ်္အိုင္ဗီြပိုးရွိေသာမိခင္ တစ္ဦး သည္
သူ၏ရင္ေသြးငယ္ကို
မိခင္ႏို့တုိက္ပါကႏို့ရည္မွတဆင့္ကေလးထံ
သို့အိပ္ခ်္အိုင္ဗီြပိုး ကူးစက္ႏိုင္ပါသလား။
အိပ္ခ်္အိုင္ဗီြေရာပါပိုးမႊားမ်ားလာျခင္းကို
စ(၁၂)

ရပ္တန့္ေစႏိုင္ေသာေဆး၀ါး
ျဖင့္ကုသႏိုင္သည္ကိုသင္သိပါသလား။

စ(၁၃)

၀

သိႏိုင္ပါသည္။

၁

၀

ကူးစက္ႏိုင္ပါသည္။

၁

ႏိုင္ဖြယ္ ရွိဟု ထင္ျမင္ယူဆပါသလား။

၈၈

မကူးစက္ႏိုင္ပါ။

၀

ကူးစက္ႏိုင္ပါသည္။

၁

မေျဖပါ။

၈၈

မသိႏိုင္ပါ။

၀

သိႏိုင္ပါသည္။

၁

မေျဖပါ။

သင္တြင္အိပ္ခ်္အိုင္ဗီြေရာဂါ ကူးစက္ခံရ

၈၈

မကူးစက္ႏိုင္ပါ။

မေျဖပါ။

ကအိပ္ခ်္အိုင္ဗီြပိုးကူးစက္ႏိုင္ပါသလား။

စ(၁၁)

မသိႏိုင္ပါ။

မေျဖပါ။

ကိုယ၀
္ န္ေဆာင္မိခင္တစ္ဦးတြင္အိပ္ခ်္အိုင္

၈၈

၈၈

မကူးစက္ႏိုင္ပါ။

၀

ကူးစက္ႏိုင္ပါသည္။

၁

မေျဖပါ။

၈၈

ေမးခြန္းေမးျမန္းျခင္းမ်ားၿပီးဆံုးပါၿပီ။ယခုုလိုအခ်ိန္ေပးၿပီးဂရုုစိုက္စိတ္ရွည္သီးခံၿပီးေျဖၾကား
ေပးတဲ႔ အတြက္အထူးေက်းဇူးတင္ပါသည္။
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Appendix 10: Photo of computer-assisted self-interviewing (Myanmar)
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Appendix 11: Photo of CASI interviewee
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Appendix 11: Photo of CASI interviewee
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Appendix 11: Photo of CASI interviewee
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Appendix 12: Photos of primary and secondary incentive

Primary incentive [approx. 2000 kyats (2.5 U$D)]

Secondary incentive [(a steel cup, lubricant gel, male and female condom);
900 Kyats (approx. 1.20 U$D)]
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Appendix 13: Photos of methamphetamine users who used methamphetamine by
inhaling
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