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Preface

On behalf of the Ministry of Public Health, it is my great pleasure for all experts who
kindly accepted our invitation to conduct the Thailand National HIV Program Review.
My sincere appreciation goes to all sponsors including the Global Fund to Fight AIDS,
Tuberculosis and Malaria (Global Fund), the Joint United Nations Programme on
HIV/AIDS (UNAIDS), World Health Organization Thailand Office, Thailand MOPH -
U.S.CDC Collaboration (TUC), and The United States Agency for International
Development (USAID).

The Ministry of Public Health, Thailand has recognized the importance of accelerating
actions on HIV/AIDS and strengthened important measures to be in line with
international standards. The actions have been integrated holistically with our network
partners at the national level, health service area level, and community level to enable
Thailand to achieve our goal of ending AIDS by 2030.

The Ministry of Public Health has also accelerated its implementation for ending AIDS
and integrating prevention and care packages under the concept of Reach—Recruit—
Test—Treat—Prevention-Retain (R-R-T-T-P-R) in the key population and high-risk group
to provide them greater access to health services. In addition, we have collaborated
with civil society network partners to increase screening coverage in risk groups, prompt
diagnosis, and treatment with antiviral drugs.

On this occasion, | would like to express my gratitude to all agencies that have
intensively and continually contributed to driving the ending AIDS in Thailand and also
participated in this program review.

The recommendations gained from the program review will support Thailand in defining
effective measures and appropriate resource allocations to move towards sustainable
actions to end AIDS in Thailand by 2030.

Lastly, | would like to thank you for your contribution in this important review.

Thank you.

Dr. Sopon Mekthon
Vice Minister for Public Health
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l. EXECUTIVE SUMMARY

A Thai and international review team was convened by the Department of Disease
Control, Ministry of Public Health, Thailand in 2022 to review the progress and
challenges of the Thai National AIDS Program. The team was tasked with a review of
the program over the past 5 years, from 2017-2021. The review was supported by a
number of Department of Disease Control (DDC) and collaborating partners including
UNAIDS, USAID, WHO, US-CDC, and GFATM.

The team reviewed available data provided by the National AIDS Program (NAP), annual
national and regional reports, and conducted a series of informational visits, listening
sessions, meetings with stakeholders, and field visits to four regions of the country: the
Bangkok Metropolitan Area, Chiang Rai in the Upper North, Udon Thani in the
Northeast, and Nakhon Si Thammarat in the South. Key stakeholder consultations were
conducted with public sector officials, community leaders and advocates, leaders from
affected communities, senior thought leaders, and with the drug treatment, corrections,
and national health scheme sectors.

Epidemiology

Thailand faced a rapidly developing generalized AIDS epidemic in the late 1980s. HIV
incidence then declined quickly with early, effective interventions in sex work and
among sex work clients and STI patients, averting an estimated eight million infections
and four million AIDS deaths. Thailand quickly and effectively scaled up antiretroviral
therapy (ART) and prevention of mother to child transmission (PMTCT) nationally and
committed to universal HIV/AIDS treatment in the early 2000s.

The Thai HIV epidemic continues to change, and has required significant program
adaptation. At present HIV/AIDS in Thailand has two quite distinct features. New,
incident infections are highly concentrated in younger key populations (KP) with
the significant majority being among men who have sex with men, accounting for
more than 61% of all infections nationwide in 2021.

While incidence is concentrated in younger KPs, prevention programs have lagged in
their ability to address these current waves of spread with both previously standard
(condoms and STI care) and newer highly effective prevention tools, particularly pre-
and post-exposure prophylaxis, (PrEP and PEP).

Prevalent infections, most of which were not detected earlier, continue among older
populations of men and women. These older adults are presenting late in the disease
course, generally with opportunistic infections, and account for significant AIDS
morbidity and mortality. Clinical AIDS is driven by the older, undiagnosed populations
of men and women infected in earlier waves of HIV spread. The proportion of newly
diagnosed persons with low CD4s, 200 cells/mm? or below remain high and in 2021
accounted for 52% of all newly diagnosed persons. Roughly 37% of newly



diagnosed persons are presenting with CD4 levels below 100 cells/mm?, and with
advanced disease.

HIV and STI Epidemiology

The third epidemiologic trend identified is the current HIV and STI syndemic, which is
marked by rising rates of two bacterial STIs: syphilis, including congenital syphilis;
gonorrhea, the least common but also on the rise.

Overall, new cases of syphilis are on average four times higher during the last five years
(2017-2021) than during the previous ten (2006-2016). Among adolescents and
young adults (15-24 years old), new syphilis cases over the same period are ten
to fifteen times higher. The highest syphilis prevalence rates are among male and
transgender female sex workers.

Leaving No One Behind

The Thai HIV/AIDS Program remains committed to the principle of leaving no one
behind in the HIV/AIDS response. Ensuing human rights protections is fundamental to
the success of the program. The team identified several significant gaps in the areas of
inclusion, policy coherence and the right to health. These included program challenges
for migrant populations: for documented, undocumented, stateless and migrants
in detention.

FIVE PRIMARY OBJECTIVE AREAS FROM THAILAND: 2017-2030 PLAN TO END
AIDS

1. Priority Area: Reach-Recruit-Test-Treat-Prevent- and Retain (RRTTPR).

The RRTTPR is the framework for the current Thai AIDS Program. The approach is
included in each of the sections that follow, including advanced disease management
(Priority Area 2), prevention and care packages for specific populations (Priority
Area 3), and policy, legislative and financing changes (Priority Areas 4 and 5).

RRTTPR

Accurate HIV Surveillance is essential for understanding the underlying HIV
epidemic. Given the importance of well targeted public health resources to end the HIV
epidemic, this is an appropriate and important time for Thailand to review and enhance
current surveillance activities.

There were concerns about the current ability of the AIDS Epidemic Model (AEM) to
accurately predict the current Thai epidemic. While the AEM could be updated to ensure
that population size estimates are based on empiric primary data such as capture-
recapture sampling; network scale up methods; or use of online user data related to
Men who have sex with Men (MSM) (MSM friendly websites/webpages, google trends),
a more practical solution is to strengthen program data such as conducting reinstating



census data from sex venues or online platforms and microplanning with participatory
hotspot mapping for local size estimates.

The national program reported in 2022 that 94.4% of HIV positive people knew
their status, 91% of those received ART and 97% of those were virally
suppressed. Based on the evidence collected by the review team and presented
in this report, each of these rates appear to be significant overestimates. This
finding is critical because funding and programming are based on the numbers from the
AEM. If these target figures are not corrected, the program will not be able to meet its
goal of ending HIV/AIDS as an epidemic. Primary prevention needs to be a focus and
data needs to be based on program activities.

HIV-related stigma and discrimination remain problematic in society and across key
sectors in Thailand including health care, education, workplaces, the justice system,
community and humanitarian and emergency services. Its persistence hampers
progress in reaching the 95-95-95 goals by preventing participation in the RRTTPR
strategies. In 2021, some 70% of Thai healthcare workers continue to hold
stigmatizing attitudes toward people living with HIV (PLHIV).

Many KPs are reluctant or resistant to receiving services in healthcare facilities. Key
population-led health services (KPLHS) play a key role in providing RRTTPR
services to KPs who are hesitant or unwilling to receive these services in healthcare
facilities.

2. Priority Area: Advanced disease management, co-morbidities and related
deaths from HIV/AIDS

Thailand has seen a dramatic decline in AIDS related deaths over the years and had a
target of reaching less than 4,000 AIDS related deaths per year. However, there remain
some causes for concern. Out of 72,572 deaths between 2014-2021, 26,926 did not
have a history of ART use. In 2021, 32% of persons who died of AIDS had not
received ART. This suggests some people are dying of AIDS without ever having been
treated with ART.

A related concern is that the proportion of persons with CD4 count less than 200
cells/mm? at ART initiation was 52% in 2021. With this high proportion of delay in
diagnosis of HIV/AIDS and not be able to access ART earlier will be difficult for Thailand
to bring down the number of AIDS related death per year.

The median CD4 count at diagnosis is lower among the general population when
compared to key populations. The majority of deaths are among people considered to
be low risk men and women, and occur within 3-12 months of diagnosis. TB is the most
common cause of AIDS related death.



The guidelines for screening all PLHIV for hepatitis B and C are now being increasingly
implemented. The positivity of HCV among PLHIV was found to be around 3% and
some 7% among people who inject drugs (PWID).

One major gap is the inadequate coverage of non-Thai populations, especially
irregular migrants who do not have work permits, their dependents and the subset of
migrant sex workers who are most vulnerable for HIV, STI, and workplace
discrimination.

3. Priority Area: Prevention and Care Packages in Specific Populations

The majority of new HIV infections are now in KP, particularly among young MSM,
young transgender women (TGW) who have sex with men, and young men who
sell sex. Slowing HIV and STI transmission in these populations will require expansion
of service access, uptake and retention to including integrated HIV/STI screening,
treatment and pre-exposure prophylaxis (PrEP).

Good examples of effective service delivery exist among both public sector and
community-based organization (CBO) partners with excellent collaboration occurring in
many sites; however, these efforts need to be taken to scale with focus on those at
highest risk.

There are too few examples of systematic outreach particularly at venues where sex
work takes place or is negotiated. Program targets with denominators based on local
mapping and size estimates are lacking. In most places, it was not possible to
determine the proportion of high-risk KP reached with essential services.

Outreach is generally limited to HIV testing, with little attention to broader health needs
(HIVISTI/Hep), building trust or supporting regular use of health services.

Data collection is overly focused on the HIV treatment cascade with insufficient attention
paid to basic indicators of reach and retention, either for outreach or for clinic utilization
by KPs.

For MSM, the population which now accounts for the largest attributable fraction of new
infections, the estimated reach is only 28%, and no site the team visited had brought
PreP, or PEP to scale or scope necessary to achieve epidemic control.

People who inject drugs and People who use drugs (PWID/PWUD) in Thailand use
a variety of substances — with the majority using methamphetamines and substantial
numbers of people using opioids, benzodiazepines, MDZ, cannabis, and other drugs.
The disease burden of HIV, viral hepatitis B and C and syphilis among people who
inject drugs is high, with young PWID having as high a level of HIV and HCV infections
as their older counterparts.



According to the most recent PWID Integrated Biological and Behavioral Survey (IBBS)
in 2020, the HIV prevalence rate among PWID is 7.8%, with the HCV, HBV, and
syphilis rates at 42.2%, 3.5%, and 8.7%, respectively.

In one 3 province Respondent Driven Sampling study, almost two thirds of people who
inject drugs were not reached with HIV testing services in 2019-2020 and ART
coverage among PWID was 43% compared to the national figure of 79% under
NAP database in 2020. This is a significant gap which will require effort across the
continuum to address.

4. Priority Area: Health Systems Financing and Service Provisions

The Thai HIV program is predominantly financed by domestic resources. Domestic
resources accounted for 90.5% of total spending in 2021, and the share remained
at 85% or higher between 2008 and 2020.

HIV spending was 138 Baht per capita Thai population (US$ 3.9 at 35 Baht exchange
rate) or 17,576 Baht per capita PLHIV (US$ 502). HIV spending only accounted for
1.2% of total health spending in 2021.

The current health spending, 3.8% of GDP in 2019, and low level of HIV per capita
spending, indicate sufficient fiscal spaces to increase public investment in HIV, STI,
HCV and PrEP and post-exposure prophylaxis (PEP) prevention and health services.
Reliance on domestic resources is financially sustainable.

However, the majority of HIV funding, particularly domestic sources, has been used to
support care and treatment (74.8% in 2021) while only 11.8% has been used for
prevention. This is likely an underinvestment in PrEP, PEP and other prevention
services for KP which is amongst the most effective ways to stop the spread of
HIV.

For the Thai population, Universal Health Coverage (UHC) through the functions of
three public insurance schemes brings health and adequate financial risk protection,
though there are some discrepancies across the three public insurance systems. A
major deficiency is that migrants and their dependents are not fully covered by
financial risk protection systems including HIV/AIDS services. There are no public
financial protection mechanisms for the undocumented migrants who do not have work
permits, or for their dependents. While NHSO managed all prevention and health
promotion (P&P) benefit package for the whole Thai population including members of
CSMBS, SHI and UCS since its inception in 2002; in fiscal year 2023 (Oct 2022-Sep
2023), there was a legal challenge and interpretation that NHSO does not have legal
authority to provide P&P package to non-UCS members, i.e. CSMBS and SHI. Further
Cabinet endorsement to authorize NHSO legal mandate to provide P&P all Thai people
in early 2023 is required in order to resolve this hiccup. Meanwhile MOPH and other
public health facilities will shoulder the gaps with financial re-payment later. Without
such policy changes, the reduction goals will not be met.



5. Priority Area: Policy and Legislative Action in Support of the Thai Response

A review of the policy and legislative landscape suggests a current lack of policy
coherence across these sectors. To address these challenges, we recommend greater
policy coherence across different state actors notably security, narcotics, justice and
health. An example would be full implementation of Articles 108 to 123 of the “Drug
Code 2564 BE (2021)” which endorsed the principle that “drug users are patients”
who require treatment and rehabilitation and not subjected to arrest during
treatment, most notably while on Methadone Maintenance Therapy.

Outreach, engagement, and provision of HIV and STI prevention and treatment
services for sex workers of all genders is a high priority of the National AIDS
Program and has been a signature success of the Thai program. Yet sex work
remains illegal. Reconciliation of this contradiction through legislative reform could have
significant benefits for the Thai program, for sex workers and for their clients, and to the
partners of clients, all of who suffer risk when sex work is forced into the shadows of
legal uncertainty.



Il. INTRODUCTION

An international and Thai review team chaired by Prof. Chris Beyrer, Director of the
Duke Global Health Institute (DGHI) and Co-Chaired by Prof. Suwat Chariyalertsak,
Dean of the Faculty of Public Health, Chiang Mai University, Chiang Mai, Thailand, and
Prof. Kathryn Whetten, of DGHI and Public Policy, was convened by the Department of
Disease Control, Ministry of Public Health and partners in 2022 to review the progress
and challenges of the Thai National AIDS Program. The team was tasked with
conducting a review of the program over the five-year period, from 2017-2021. This
period included the two years most heavily impacted by the COVID-19 pandemic, 2020
and 2021. These were challenging years for health systems globally and required the
team to consider the impacts of the pandemic on the Thai program and on the national
and regional data. The primary question the team was asked to consider regarded the
ability of Thailand to achieve its stated goal of ending AIDS as a public health threat by
2030 which is less than eight years away. The review was supported by a number of
Department of Disease Control and Ministry of Public Health partners including
UNAIDS, USAID, WHO, US-CDC, and GFATM

The team reviewed available data from documents provided by the DDC website,
annual national and regional reports, and conducted a series of informational visits,
listening sessions, meetings with stakeholders, and field visits to 4 regions of the
country: the Bangkok Metropolitan Area, Chiang Rai in the Upper North, Udon Thani in
the Northeast, and Nakhon Si Thammarat in the South. These communities were
selected to insure broad geographic distribution, and to visit both high and lower burden
communities for HIV/AIDS. Key stakeholder consultations were conducted with public
sector officials, community leaders and advocates, civil society organizations, leaders
from affected communities, senior thought leaders in the Thai scientific and medical
community, and with representatives from the drug treatment, corrections, and national
health scheme sectors. When data or other inputs were unclear or incomplete, or when
the team felt that more in-depth analyses would aid the review, additional data was
sought. Throughout, our Thai hosts and the many stakeholders were forthcoming,
shared available data, and endeavored to provide the team with all requests for
information. The exchanges with stakeholders were lively, engaged, and marked by
candor and an overall spirit on the part of all constituencies to improve the Thai
program, enhance services for those affected by HIV, reduce new infections, and reach
the shared goal of an end to AIDS as a public health threat.

Epidemiology

Thailand has advanced along a unique trajectory since facing a rapidly developing
generalized AIDS epidemic in the late 1980s (Figure 1). HIV incidence declined quickly
with early, effective interventions in sex work and among sex work clients and STI
patients, averting an estimated eight million infections and four million AIDS deaths.
These declines helped enable Thailand to quickly and effectively scale up ART and
PMTCT nationally when these advances became available (Figure 2).
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Later waves of infection included significant outbreaks of HIV among PWID which have

been sustained over many years.

Figure 1. HIV prevalence in Thailand, 1990-2021

General population

=o=ANC (all ages) *

==BLdonor *

=#=Male conscripts**

Source: BBS, Division of Epidemiology, Department of Disease Control, MOPH

— g A
g os — ——— e
Qo0
g 'BEEREEEEEEREEEEREEREE R R EEEEE
g - - -~ - ~ - - -~ -~ e o~ 3'] o o~ o~ o~ o~ o~ o~ o~ o~ o~ o~ o~ o~ o~ o~ N o~ N
95’_ Source: * HSS, Division of Epidemiology, Department of Disease Control, MOPH ** Armed Forces Research Institute of Medical Sciences (AFRIMS)
% 35
®2012 ®2014 m®2016 ®2018 W2020
30 Key populatlons Non-venue based FSW
25 3.5 33
30 2.8
20 25 25 23
14.1
1 3.1
° 0410 20 16
10 73 7.5 78 15 11
5 1.0
22111007 05
0 0.0
PWID Venue based FSW 2011 2013 2015 2017 2019 2021

Figure 2. Elimination of MTCT of HIV in Thailand, 1997-2021
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The Thai HIV epidemic continues to change, and has required significant program
adaptation. Since 2017 and up to the present, HIV/AIDS in Thailand has two quite
distinct features. First, new incident infections are highly concentrated in KP with the
significant majority being among MSM, accounting for an estimated 61% of all infections
nationwide in 2021. In addition, older, currently general populations who may have been
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previously high-risk behavior populations of men and women account for the majority of
prevalent HIV infection, and these men and women are often presenting late in the
disease course, and account for significant AIDS morbidity and mortality.

High incidence densities are also occurring among the smaller, but high risk, community
of TGW who have sex with men, and among the very high-risk subsets of young MSM
and TGW who sell or trade sex. PWID infections have declined as injection use (and
opiate use overall) has declined, but non-injection use of amphetamine type stimulants
(ATS, primarily methamphetamines) and other stimulants and synthetics, appear to be
contributing to increased HIV spread through synergistic interactions with sexual risk
taking and STIs.

While incidence is concentrated in these KP, prevention programs have lagged in their
ability to address these current waves of spread with both standard (condoms and STI
care) and more potent and newer prevention tools, including pre- and post-exposure
prophylaxis, PrEP and PEP.

The epidemiology of clinical AIDS in the kingdom is currently driven by the older,
generally undiagnosed population of men and women infected in earlier waves of HIV
spread. The proportion of newly diagnosed persons with low CD4s, 200 cells/mm? or
below, remain high and is increasing in 2021 accounted for 52% of all newly diagnosed
persons. Roughly a third (33%) of newly diagnosed persons are presenting with CD4
levels below 100 cells/mm3, and hence with advanced immunocompromise,
opportunistic infections, and poor clinical outcomes. Addressing late presentation is an
urgent priority and one very distinct from the HIV incidence challenges in KP.

HIV and STI Epidemiology

The third epidemiologic trend the team identified is the current HIV and STI syndemic,
which is marked by rising rates of 2 bacterial STIs: syphilis, including congenital
syphilis; gonorrhea; the least common but also on the rise.

The current STI and HIV syndemics are very low level in historical, regional and global
contexts despite a historical backlog of prevalent infections. Thailand reduced STI
incidence by more than 95% in 1990s and was the first country in the region certified for
elimination of mother-to-child transmission (EMTCT) for HIV and syphilis.

Recently, however, trends are increasing and threaten to derail elimination efforts.
Figure 3 shows combined STI cases/100,000 population increasing since 2014. Figure
4 shows the trends for two of the main bacterial STIs. Overall, new cases of syphilis
reported are on average four times higher during the last five years (2017-2021) than
during the ten years (2006-2016) before that. Among young people (15-24 years old),
new syphilis cases over the same period are ten to fifteen times higher. The
highest syphilis prevalence rates are among male and transgender female sex
workers. Syphilis is also increasing among young women (prevalence equal to men in
one large study) and congenital syphilis cases have surpassed the threshold for

12



elimination of MTCT. In addition, reported cases of gonorrhea and chancroid are also
increasing.

Figure 3. Morbidity rate of the five major STI combined for persons age 15-24 in
Thailand, FY 2005-2021 (cases per 100,000 population)
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Leaving No One Behind

The Thai HIV/AIDS Program remains committed to the principle of leaving no one
behind in the HIV/AIDS response. Ensuring human rights protections, including the
right to access health care in safety and dignity is fundamental to the success of the
program and to the goal of ending AIDS. The team identified several significant gaps in
the areas of inclusion, policy coherence and the right to health. These included
program challenges for migrant populations: for documented, undocumented, stateless
and migrants in detention. Gaps for adolescent girls and young women were a concern
in several areas, including in addressing gender-based violence and the need for
adolescent programming inside and outside schools. Low but rising rates of STI among
adolescent girls and young women suggest rising “spillover” infections into these
communities and are a cause of concern. A range of policy and program areas and
recommendations addressing these concerns are in Section lll, part 4 of the report.

. FIVE PRIMARY OBJECTIVE AREAS

1. Priority Area: Reach-Recruit-Test-Treat-Prevent- and Retain (RRTTPR).

Central to meeting the goals of eliminating HIV/AIDS as an epidemic by 2030, is
Thailand’s comprehensive focus on: Reaching and Recruiting all who may be infected
without stigma and discrimination and with a human rights based approach; providing
widespread HIV Testing for all who are reached and recruited and/or who desire testing;
Treating all who test positive for HIV as quickly as possible; providing education and all
normative HIV Prevention methods to all in need (e.g. condoms, methadone
maintenance therapy (MMT), needle and syringe program (NSP) and PrEP and PEP;
and Retaining those in care for HIV+ people and remain HIV negative for those who are
at risk. The RRTTPR approach is included in each of the sections that follow this
section of the report, including advanced disease management (Priority Area 2),
prevention and care packages for specific populations (Priority Area 3), and policy,
legislative and financing changes (Priority Areas 4 and 5) that would create an
environment that would facilitate the full implementation and success of the RRTTPR
approach.
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Table 1. Concepts and innovations in the Thai RRTTPR Program, 2021

Core Concepts Key Innovations
Reach | Reaching the target population at high risk, | Expanded access to KP through social
so that they are aware of the risks and networks and KP-friendly media
understand the benefits of testing for HIV
and STI
Recruit | The target population wants to access Branding of the service unit as KP
HIV VCT and STI Screening friendly through peer outreach and referral
Test Organize a same-day results HIV Expanding outreach to provide HIV testing in
testing; expanding KP-friendly services the community; provide a hotline pre-test
counseling service and promote the use of HIV
self-testing
Treat Provide immediate ART or on the same day | Expanding treatment services to the local level
when the test results are known (Same-day | by integration with the community-based
ART) treatment of TB and hepatitis C
Prevent | Promote prevention both before and Promote the use of innovations for
after HIV infection according to the prevention, including PrEP and HIV PEP, in
context of each population addition to condoms for every episode of risky
sex
Retain | PLHIV continue to receive ART, Organize the service system to enable
suppressing their viral load (VL) to continuous monitoring, using the peer network
undetectable levels and remain in the to follow up, and support ART adherence; use
service system; people who have a communication technology to provide
negative HIV test are periodically re- reminders and motivation
tested for HIV if they continue to have risk

Note: In 2021, Thailand considered adding more prevention services in the framework of
operations

Accurate HIV Surveillance is essential for understanding the underlying HIV
epidemic. Gaining a better understanding of the populations that are experiencing the
greatest burden and spread of HIV allows for programming, funding and Community-
based Organizations (CBO) and Civil Society Organizations (CSO) partnering that will
allow people to get tested for HIV earlier, get into care earlier and engage in enhanced
protection against the spread of the disease. The populations that are reflected in
surveillance should include populations that differ by: geography, age, gender, gender
identity, gender expression, sexuality, substance use, ethnicity, national origin, religion,
current and previous incarceration status and current and previous HIV risk behaviors.

The AEM has been used in Thailand to estimate the HIV epidemic and organize
appropriate HIV prevention and care activities. The accuracy of the model rests on the
self-report of HIV-risk behaviors among those who are living with the disease and this
information then informs model assumptions. The national program reported in 2022
that 94.4% of HIV positive people knew their status, 91% of those received ART
and 97% of those are virally suppressed. Based on the evidence collected by the
review team, each of these rates are significantly inflated. This finding is critical
because funding and programming are based on these numbers. If these figures
are not corrected, the program will not be able to meet its goal of ending
HIV/AIDS as an epidemic.
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The AEM could be updated, but it is likely more informative to focus on improving actual
program data. If the AEM were to be updated, which is not the committee’s
recommendation, it would need to ensure that population size estimates are based on
empiric primary data such as capture-recapture sampling (using three or more sources
per population group), network scale up methods (e.g., added to household surveys or
perhaps other general population sampling designs), or newer methods such as
privatized network (i.e., a variant of one step capture recapture) sampling embedded in
IBBS, or (perhaps as auxiliary data/estimates) online user data related to MSM (MSM
friendly websites/webpages, google trends). However, updating the AEM will be costly
and time intensive.

HIV related data could be collected routinely, including venue-, target group-, and
geographic-based, participatory mapping. This could be an important inexpensive
resource that can guide local activities and outreach.

HIV recency voluntary surveillance testing could be used to help identify geographic
areas and demographic groups where HIV transmission has recently occurred and for
those who may have been infected during the beginning of the epidemic in Thailand but
because medications were not then available for them during that time, they did not
return for testing or care. A clear understanding of where new, and old HIV infections
are occurring will help Thailand reach the 2030 targets and improved surveillance will
be an important step in that effort.

HIV-related stigma and discrimination are major barriers to the success of the
RRTTPR approach

People living with HIV (PLHIV) and those at risk for HIV infection are entitled to human
rights protections, including the right to live their life free of stigma and discrimination,
regardless of HIV status, gender, gender identity, gender expression, sexuality,
substance use, age, race, ethnicity, national origin, religion, incarceration or any other
status. However, HIV-related stigma and discrimination remain problematic in
society and across key sectors in Thailand including health care, education,
workplaces, the justice system and community (Figure 5.). Its persistence hampers
progress in reaching the 95-95-95 goals by preventing participation in the RRTTPR
strategies. Individuals who experience HIV-related stigma and discrimination often
occupy other marginalized intersecting identities which result in even greater barriers to
the RRTTPR services.

Individuals who are not tested for HIV are unable to access highly effective HIV
prevention or treatment options (i.e., PrEP, PEP, ART) (Figure 6.). Those with
undiagnosed HIV infection and without access to ART will maintain a detectable viral
load, and thus have the potential to transmit HIV to their sexual partners. Additionally,
high levels of virus in individual patients will lead to greater risk of immunocompromise
and HIV-related morbidity or mortality. In addition, even among those who are
eventually diagnosed and initiate ART, internalized, perceived, and experienced stigma
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and discrimination may result in challenges with consistent adherence. If other
preventative measures are not taken, they will remain at high risk of HIV infection.

Figure 5. HIV related stigma in the general Thai population, 2015-2016 and 2019

Percentage of population aged 15-49 reporting discriminatory attitudes towards PLHIV

1. Don't buy fresh vegetable or cooked food from 23.2 =2015-2016
vendor who are living with HIV 23.3 ©2019

2. Children living with HIV should not learn in the 79
same class as other ordinary children 10.4

26.1
HIV related discriminatory attitude (either 1 or/and 2) - 567
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Source: Multiple Indicators Cluster Survey (MICS), National Statistical Office (NSO)

Figure 6. HIV testing coverage among key populations in Thailand, 2017-2020

@®UNAIDS |

Source: Prepared by www.aidsdatahub.org based on Thailand GAM 2021 reporting and https://hivhub.ddc.moph.go.th/response.php.
Courtesy of UNAIDS
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Beyond these obstacles, stigma and discrimination within healthcare settings has
created tremendous barriers to retention in care for PLHIV in Thailand. Although
between 2015-2021, there were improvements on some measures of experienced
stigma and discrimination among PLHIV receiving facility-based healthcare,
approximately 50% reported not receiving services in 2021 because of internalized
stigma (Figure 7.). Additionally, 12.1% who had experienced S&D in a health care
setting in 2015 dropped to 9.6% in 2021 (Figure 7).

Figure 7. Stigma and discrimination in health care settings in Thailand, 2022

Some progress has been made on stigma and discrimination
reduction in the healthcare settings in Thailand, yet..

Stigma and discrimination in the healthcare setting experienced by people living with HIV in
the past 12 months, 2015-21
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Source: Prepared by www.aidsdatahub.org based on Department of Disease Control, Ministry of Public Health (2022). Stigma
and Discrimination among Health Care Providers, People Living with HIV and Key Populations in Thailand. Courtesy of UNAIDS

Increased efforts are needed to reduce stigma and discrimination in healthcare settings
in order to decrease the proportion of PLHIV who avoid or delay health services below
the target of 10% due to stigma and discrimination, the Division of AIDS and STIs (DAS)
at the Thai Ministry of Public Health (MOPH) has developed a promising stigma and
discrimination reduction intervention for facility-based healthcare providers. The 3x4
intervention aims to reduce stigma and discrimination among individual health facility
staff, improve outcomes within facility systems and develop linkages between the health
facility and the community. The theory-based intervention was developed in partnership
with CSOs, and people affected by stigma, The intensive intervention included 10
training modules spanning 12 hours. Pilot testing informed the approach for expanding
the intervention and monitoring and evaluation of intervention outcomes. To
successfully scale up the intervention and fit the program into the busy schedules of
healthcare providers, the intervention was 5 training modules spanning 6 hours over
time and e-learning modules were developed to further improve access. Additionally
advanced e-learning modules have been developed for medical and nursing students
and health care staff. Roll out of the intervention will continue, continuous quality
improvement will be conducted and outcomes will be monitored. In some hospitals,

18


http://www.aidsdatahub.org/

stigma and discrimination have been added as a quality indicator for assessment for the
hospitals’ HIV services Certification under the Healthcare Accreditation System.

In addition to the 3x4 intervention and SRP intervention, DAS has developed a Crisis
Response System (CRS) to track and report AIDS rights violations, gender-based
violence and discriminatory actions against other vulnerable groups. The digital tracking
system enables individuals to record such events. Crisis Response Teams including
CSO and volunteers at each of the implementing sites have been trained to screen and
investigate submissions, provide emotional support, and if warranted, refer the case to
one or more of a wide range of organizations such as the Department of Civil Rights
Protection and the Office of the Attorney General to assist with resolution of the
reported event. Approximately 75% of those who reported incidents were able to
resolve their concerns. The CRS will continue to be rolled out to achieve full integration
across the country as part of the national strategy for addressing stigma and
discrimination.

The Thai government’s plan to address HIV-related stigma and discrimination involves a
necessary, yet ambitious, plan to integrate multiple other initiatives in the national
strategy in a relatively short period of time.

Stigma Related Recommendations:

e Leverage the role of and provide funding support to the National Subcommittee on
AIDS Rights Promotion and Protection as a crucial mechanism for realization of
multisectoral actions towards ending Stigma and Discrimination through a full
implementation of Action Plan to Eliminate All Forms of HIV-related Stigma and
Discrimination 2022—-2026.

e Integrate stigma and discrimination reduction interventions as essential components
in every step of RRTTPR cascade services, monitor progress and take further
actions to achieve 10-10-10 targets.

e Raise public awareness, sensitize and implement the U=U which redress
intersectional stigma and discrimination towards HIV, gender and vulnerabilities at
individual and structural levels, through the development of guidelines, curriculum,
training and communication tools in healthcare settings, workplaces, educational
institutions and society at large.

e Reduction of stigma and discrimination is essential for Thailand to achieve the 95-
95-95 targets, but HIV-related stigma and discrimination implementation have
received seriously insufficient funding from public sources. Given that limited
external funding that is available for these efforts, substantially more resources are
needed to implement the full plan. To overcome the tremendous barriers to
RRTTPR services due to stigma and discrimination, additional public funding
is needed.

e Rapid, system-wide expansion of the promising 3x4 and SRP program and CRS
programs should be undertaken with data collection occurring frequently such that
the data can be used annually to understand program successes and challenges
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that could inform timely program changes. All populations, including KP, should
surveyed at the same time so that comparisons can be made across groups.

¢ Include stigma and discrimination as quality indicators for assessment for hospital
HIV Services Certification under the Healthcare Accreditation System.

e Strengthen monitoring and evaluation of HIV-related stigma and discrimination
approaches overall.

National HIV/AIDS Education Campaign Recommendations:

e Implement a national education campaign that focuses on RRTTPR messaging
tailored uniquely for different segments of the population - the general population
(youth and adults, including those who may have been infected many years ago),
individual KP groups/sub-groups (youth and adults), and healthcare providers.
Delivery platforms and messaging deliverers should be selected based on the
preferences of the targeted group (e.g., youth- Instagram, TikTok, videos by
idols/influencers, younger and older documented and undocumented migrants)

e As part of the broader education campaign, a focus should be on normalizing
HIV/STI testing and both negative and positive statuses. PrEP, ART and
Undetectable=Untransmittable (U=U) should be major elements in this type of
campaign. Different platforms and messaging should be used depending on the
populations intended to reach. This effort has the potential to raise awareness
among those in need of services and reduce stigma and discrimination (S&D).
Increased PrEP use may lead to some decline in condom use and hence
increases in other STI. However, there is data from some MSM populations to
show that PrEP, through increasing testing and treatment for STI among those
at high risk may be an STl intervention over time [1].

e Campaigns should also include messages specifically designed to reduce S&D
(human rights, leave no one behind) which may help address S&D broadly in
additional to helping find some that have been “left behind.” This includes not only
HIV stigma and discrimination, but S&D against sexual and gender minorities, sex
workers, and PWID/PWUD.

Due to experiences of stigma and discrimination in healthcare settings, KPs are
reluctant or resistant to receiving services in healthcare facilities. Key population-led
health services (KPLHS) play a key role in providing RRTTPR services to KPs who are
hesitant or unwilling to receive these services in healthcare facilities. MOPH-certified
volunteers support KP Reach, Recruit, and Retain services while MOPH-certified CSOs
further expand access to RRTTPR services for KPs outside of the healthcare system
(under the supervision of healthcare professionals) by offering services such as HIV/STI
testing, PrEP and same-day ART (Figure 8.). While the types of KPLHS offered by
certified volunteers and CSOs are differentiated based on the HIV epidemic in specific
geographic areas and CSO capacity to coordinate, all KPLHS play a key role in the
provision of RRTTPR in Thailand’s National Strategy to End AIDS as an epidemic.
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Figure 8.CSO volunteer and CSO key population led health services are an
essential part of Thailand’s National Strategy to End AIDS
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Recommendations for Community Led Services

e MOPH certification of volunteers affiliated with registered or recognized CSOs and
certification of CSOs could be sped up to allow for expanded KPLHS services,
particularly in high burden urban areas and provinces.

e Technical assistance should be made widely available and accessible. Medical
professionals, Pharmacists, and Medical Technologists could be trained, as part of
their educational process, to provide technical assistance to certified volunteers and
CSOs.

e Ensure adequate funding is available to cover all RRTTPR services provided by
certified volunteers and CSOs.

e To date, CSOs have made contributions to Thailand’s National Strategy on Ending
AIDS. Given the capacity of CSOs to effectively support planned governmental
strategies as well as to develop and implement additional innovative approaches to
accelerate progress toward the 95-95-95 targets by 2030, it is recommended that
the government engage CSOs as equal partners. Jointly collaborating on the
development of work plans that clearly articulate the roles of all involved parties will
promote efficiency and further advance Thailand’s progress to end the HIV
epidemic, a mutually shared goal.
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1. Priority Area: Advanced disease management, co-morbidities and related
deaths from HIV/AIDS

To end HIV/AIDS as a public health threat by 2030, Thailand has a vision to reduce new
infections to less than 1,000 and AIDS related deaths to less than 4,000 per year. There
has been a significant progress on 95-95-95 targets but the decline in AIDS related
deaths has plateaued. Another area of concern has been late presentation to care with
more than 50% persons presenting with CD4 count less than 200 cells/mm?3in 2021,
indicating that the percent of people who know their HIV status may be over-estimated.

Analysis of deaths among PLHIV

Thailand has seen a dramatic decline in AIDS related deaths over the past two
decades. The available data was segregated to make distinction between all-cause
mortality among PLHIV and AIDS related deaths.

Analysis of death reports revealed that out of 72,572 deaths between 2014-2021,
26,926 (37.1%) did not have any ART history. Just under two-thirds of deaths of PLHIV
(65.3%) were attributed to opportunistic infections (Ol), and about one-third (32.3%) had
more than one OIl. About one in four PLHIV deaths (26.3%) were attributed to a cause
unrelated to HIV infection. For AIDS related cause of death, the majority of deaths were
due to TB, PCP, cryptococcal and other fungal infections (Figure 9). These are all
preventable deaths with early detection and timely linkage to care and adequate
prophylaxis for TB after ruling out active TB and for cryptococcal infections among those
who test positive for cryptococcal antigen with a lateral flow assay or to all those with
CD 4 count less than 100 cells/mm3.

Over the last 5 years (2017-2021), there were 45,860 deaths. Among 8,819 deaths in
2021, 2818 (32%) PLHIV did not have any ART history. This is in contradiction to the
report that overall ART coverage among those diagnosed has been reported to be 91%.
Exploration of the reasons for these not being initiated on ART among these persons
could provide further insight into ways to reduce HIV deaths.

A deep dive into data for the year 2021 showed that out of 8,819 deaths among PLHIV,
2,552 were due to non-AIDS causes and 176 due to external causes. Also, it was
observed that more deaths are occurring in elderly males, so some of deaths could well
be due to non-AIDS related causes especially those due to sepsis/community acquired
bacterial pneumonias among people with higher CD 4 counts / virally suppressed in six
months prior to death.
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Figure 9. Causes of death among PLHIV in Thailand, 2017-2021
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Twenty seven percent of deaths occurred within three months of diagnosis and 41%
within one year. Some 12% PLHIV received ART for three months only and 23% for one
year before death (Figure 10). Significantly, 46% of people who died received ART for
five years, suggesting some decline in treatment over time and potentially losses to
follow-up.

23



Figure 10. Mortality after initiation of ART, 2017-2022
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Analysis of CD4 count at baseline

An in-depth analysis of CD4 testing showed that of the 155,472 new HIV diagnosis in
2017-2022, 12% did not get a baseline CD4 and the CD4 testing coverage varied widely
between people in different groups: for example, 88% under Universal Coverage
Scheme (UCS), 90% Social Health Insurance (SHI) and was lowest in people in care
under the Civil Servant Medical Benefit Scheme (CSMBS) (72%).

As per program data the number of persons with CD4 count less than 200 cells/mm?3 at
HIV diagnosis has been declining for the past 9 years and have been around 52%
consistently for last 7 years (Figure 11).

Although the majority of new HIV infections are likely to occur among KPs, 38% are
estimated to occur among low-risk women and men and these low-risk groups
represent 83% of current PLHIV. The data from AEM projections showed that out of
520,000 estimated PLHIV, 41% are low risk males and 42% are low risk females
(Populations who are not usually considered as at higher risk for programmatic
targeting) (Figure 12). This is the group of people presenting with lowest median CD4
count and in the most need of earlier diagnoses.
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Figure 11. Proportion of CD4 after HIV diagnosis
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Figure 12. Distribution of people living with HIV in 2021
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Figure 13. Median CD4 count at diagnosis by population sub-group, 2017-2022
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Median CD4 count was found to be lowest at 164 cells/mm?among general population
(Figure 13). The median CD4 was 217 cells/mm?3 among females, 205 cells/mm?3 among
males, being highest in ANC (398 cells/mm?) and lowest in general population (164
cells/mms3).

In 2021, there were only three health regions (1, 2, and 13) had CD4 less than 50% of
those newly diagnosed with HIV/AIDS had CD4 counts under 200 cells/mm?. At the
provincial level, there is wide variation between provinces from 335 cells/mm?2in one
province to 78 cellss/mm?2in another. There is evidence of declining baseline CD4 in
older age groups. Median CD4 count among clients brought in through CBOs is higher
than among VCT clients. Figure 14 shows the proportion of CD4 counts less than 200
cell/mm? at diagnosis by health regions from 2019-2021.

26



Figure 14. Proportion of CD4 counts less than 200 cell/mm3 at diagnosis by

health regions from 2019-2021
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The data on viral load (VL) testing show that only 84.7% of PLHIV had a viral load test
in 2021. The testing coverage was lowest in age 15-19 years age group. The viral load
suppression in 2021 was 82.4% overall but lower in MSW (64%), Migrants (66%) and

TGSW (67%) (Figure 15).
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Figure 15. Percentage of PLHIV currently receiving ART who were virally
suppressed (3rd 95) by sub-populations, FY2019-2021
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Advanced HIV disease management

Though the package of advanced HIV disease has been included in the national
treatment guidelines, it is observed that some sites do not follow these closely. Based
on the discussions and field visits, treatment sites will need retraining on
management of advanced HIV disease, including on screening (diagnostic) tests and
recommended prophylaxis.

The cryptococcal antigen screening among those with CD4 less than 200 cells/mm?3 is
being done very selectively and Urine LAM test for TB is available only at eight sites in
pilot mode. The provision of fluconazole prophylaxis for those with CD4 count less than
100 cells/mm? is not clearly suggested in guidelines for management of opportunistic
infections. The prescription of fluconazole for those with CD4 less than 100 cells/mm?3
was left open upon physician’s discretion, leading to insufficient provision of fluconazole
for the prophylaxis of Ol. The Co-trimoxazole preventative therapy (CPT) prophylaxis is
being provided all over uniformly. However, there is strong resistance to implementation
of TB Preventative Therapy (TPT). The clinicians feel that the risk of reactivation of TB
among contacts is minimal. TPT uptake has been hampered by healthcare providers
attitudes with regards to TPT efficacy, safety and the risk of INH resistance.

Same day ART initiation is in the national guidelines, which clinicians are aware of, but
have not adopted well. In 2022, only 7% of PLHIV were initiated on same day ART
while 20% patients got Rapid ART (within seven days). Nearly 39% start ART after
more than 28 days (Figure 16). Not only the reasons for delays were reported to be self-
stigma, feeling well, fear of side effects and issues related to health insurance, the
healthcare facilities are not agile, and lack attention and efforts to rearrange service
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flows with accommodate same day ART. Delays also happen while waiting for results
from the baseline assessment. Clinicians also have concerns about IRIS, particularly for
those with low CD4 count. Scaling up same day ART with proper counselling will help in
reducing loss /delayed linkage to ART (Figure 16).

Figure 16. Percentages of antiretroviral therapy in newly diagnosed PLHIV
classified by number of days to start ART, 2020-2022
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Comorbidities

Among causes of AIDS related mortality, TB is the most common cause. Over the years
2016-2021, the provision of both ART and anti-tubercular treatment (ATT) to coinfected
persons has improved from 30% to 47 % of those estimated persons with HIV/TB
coinfections in 2021. While a positive change, there is still a gap of 53% (Figure 17).
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Figure 17. PLHIV with TB-Coinfection (estimated) receiving treatment for both,
2016-2021
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Actual data from National TB Information Program (NTIP) in 2021 shows only 84.5% of
TB patients got an HIV test (should be 100%). Overall, during 2016-21, TB treatment in
PLHIV remained substantially below target, even though the proportion of PLHIV with
TB who received TB treatment increased from 30% to 45-50% of the PLHIV with TB-
HIV co-infection (figure 17). The prevalence of HIV among TB patients reported in 2021
is 6.5%. All TB patients need to be tested for HIV and vice versa.

Incompleteness of the electronic system data is due to the existence of 2 data collection
and reporting systems (NAP for HIV/AIDS, and NTIP for TB) and the lack of cross
linkage which leads to confusion and underreporting.

The guidelines for screening all PLHIV for hepatitis B and C are now being increasingly
implemented as the treatment for Hepatitis C became available only recently (Figure
18). The positivity of HCV among PLHIV was found to be around 3% and around 7%
among PWID in 2022.
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Figure 18. HCV screening among PLHIV and PWID
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Access for specific populations
Problems identified in access to services for Migrants

One major gap is inadequate coverage of non-Thai populations, especially those
undocumented migrants who do not have work permits, their dependents, and
especially migrant sex workers who are most vulnerable for HIV, exploitation and
abuse. This issue is being dealt in detail in another section of the review. The Global
Fund currently supports ART and Lab tests for migrants, but with the push for



services to transition to domestic funds, these need to be provided from
domestic resources in the future.

It was estimated in 2019 that around 3.9 million migrant workers (MW) and their
dependents were in Thailand. Among these individuals, around 2.3 million were
registered and eligible for Social Health Insurance. Only around a million of them were
enrolled in Social Security Health Scheme, whereas the remainder were either not yet
enrolled or of unknown status. Moreover, around 1.6 million of migrant workers were
unregistered.

Until 2017, the Global fund had supported ART and related laboratories for migrant
workers through the National Access to Antiretroviral Program for People Living with
AIDS (NAPHA) Extension program. The health facilities could provide ART and report
through the NAPHA Extension database which was a case-based online system. In
2017, a total of 7,613 MW received ART under the NAPHA Extension Program. From
2017, there was a policy to transfer all NAPHA Extension ART patients to MHI (Migrant
Health Insurance, managed by MOPH). However, most of MW could not afford the MHI
premium, so in 2020 the NAPHA Extension Program was reactivated with Global Fund
support again. The number of ART patients was 875 persons in 2020, 1,743 persons in
2021 and 2,401 persons in 2022. Feedback from Udon Thani hospital (located in
Northeast of Thailand) on the NAPHA Extension Program, found that it was considered
useful, and they found that their “quota” of PLHIV on ART was not adequate for the real
need among MW with HIV in Udon Thani.

Moreover, along the borders of Thailand with Myanmar, Lao PDR and Cambodia before
COVID-19 pandemic, the cross-border referrals of MW with HIV to received ART in their
countries of origin have been implemented, although with not high effectiveness.
However, during and after the COVID-19 pandemic, the cross-border referrals decreased
dramatically dropping to almost no referrals, meaning that the majority of MW with HIV
have chosen to remain resident in Thailand.

Problems identified in access to services for Prisoners

Approximately 70-80% of those incarcerated in Thailand are in prison for substance use
related charges, so considerations for the incarcerated populations reflect many of the
issues related to PWID/PWUD HIV services overall. While the Dept of Corrections
(DOC) has “opt-out” testing in corrections facilities, most people are screened for HIV.
The DOC is not well connected to the MOPH Health services system or the rehab
facilities. PrEP service in prisoners, especially in high risk male HIV negative prisoners,
is still challenging and the programs need to be better implemented to prevent HIV
infection during incarceration.

Since incarcerated persons maintain their UHC insurance from the National Health
Security Office (NHSO), many present with higher median CD4 counts because of the
near universal screening that happens upon entry into correctional facilities. They can
receive ART while in prison. The challenges for retention and treatment occur when
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PLHIV (many of whom are PWID/PWUD) are released as there is no functional
discharge planning. S&D due to being a former prisoner and/or a PWID/PWUD may
make it more challenging for patients to continue to access the ART or PrEP services
from hospitals near to their places of residence.

Conclusions

Median CD4 counts are lowest among general population who are not part of what are
currently considered Key Populations in Thailand. The majority of deaths are among
persons with low CD4 count occurring within 3-12 months of diagnosis. They come for
testing too late as they do not have linkage to CSOs or other mechanisms to access HIV
testing services. Some of these persons may have tested positive many years before
their current presentation, when HIV care guidelines to initiate ART required CD4
counts of less than 350 or 500 cells/mm?2, and they were sent away untreated, perhaps
before the formation of the NAP ART database. Some proportion may not have been
previously diagnosed and are presenting for care only with advanced disease.
Whatever the cause for these late presentations, earlier detection remains key to
reducing deaths and TB HIV coordination needs to be strengthened at the national level
to reach out to missing cases and provide timely ART and TB treatment. Same day ART
initiation remains low due to low CD4 count, people presenting with opportunistic
infections that need investigation and treatment. However, this is a useful mechanism to
minimize loss to follow up and accelerate linkage to care. The national guidelines
have been updated to include Advanced HIV Disease Management, but
implementation needs to be accelerated and include more monitoring and
evaluation at the health regional levels.

Recommendations to Advance HIV Disease Management

e The National AIDS program should consider unifying national HIV/AIDS
database system to capture information from NHSO, SSO, CSMBS, Global Fund
programs for Migrants, for better understanding and addressing gaps.

e The program should consider significantly scaling up HIV self-testing and index
testing, as well as community HIV testing promotion systems, including the use of
networks of health promotion hospitals and village health volunteers, and
networks of community CSOs such as Women with HIV and HIV Self-Help
groups.

To further understand reasons for delayed presentation, an operational research
study should be used at 4-6 sites in different provinces for detailed analysis of
those presenting with low CD4 counts on the suggested parameters found in
Table 2. In addition to a deep dive into data, the study could include Qualitative
interviews on why they presented late for testing.
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Table 2. Suggested parameters to evaluate late presentation

Age at Gender Month/Year Date/ Base-line History & H/o TB At least Any other Latest | Latest | Remarks
registration of HIV Month/Year CD4 Count Comorbidities | (inlast5 one TPT co-existing | CD4 VL (any other
confirmation | ART (at time of (Diabetes/Hy years) course Ol/lliness value information)
initiation registration) pertension completed (at time of
etc.) (yes/no) death)

e Fully implement advanced HIV disease management package (Figure 19) as a
significant number of deaths are not declining at the desired levels as 50% of the
patients present with CD4 count of less than 200 cells/mm?3. This should include
screening for cryptococcal antigen testing, urine LAM for TB, prophylaxis and
intensified adherence support for those with low CD4 counts

e Scale up and strengthen TB HIV coordination for data on performance. Similarly,
all PLHIV should be screened for TB using four symptom screening (fever,
cough, weight loss, night sweats) together with digital Chest x ray, and continue
with Xpert MTB/RIif and other investigations when necessary.

Figure 19. WHO package of care for advanced HIV Disease

4 Screen for severe opportunistic infections: screen people for

Give preventative therapy: TB preventative therapy, co-
__ trimoxazole to prevent severe bacterial infections and PCP, and
- fluconazole to prevent the development of cryptococcal
i meningitis (if CrAg positive without meningitis)

Test those with symptoms of severe infections (or who are
L seriously ill) with the appropriate tests such as sputum MTB/RIF
" and Urine LAM for TB

Start ART as soon as possible Rapid ART initiation

Hﬁ

Give tailored counselling to people with advanced HIV disease to
-~ support their care

...‘I.

2. Priority Area: Prevention and Care Packages in Specific Populations
Key Messages for Prevention and Care

e The majority of new HIV infections are now in KP, particularly among young
MSM, TGW who have sex with men, and men who sell sex. Slowing HIV and STI
transmission in these populations will require expansion of service access,
uptake and retention to including integrated HIV/STI screening, treatment and
PreP & PEP.
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e Good examples of effective service delivery exist through both public and CBO
partners with excellent collaboration in many sites, but these need to be taken to
scale with focus on those at highest risk.

e There are too few examples of systematic outreach particularly at venues where
sex work takes place or is negotiated. Program targets with denominators based
on local mapping and size estimates are lacking. In most places, it was not
possible to determine the proportion of high-risk KP reached with essential
services.

e Moreover, in many sites, reach is limited to HIV testing, with little attention to
broader health needs (HIV/STI/Hep), building trust or supporting regular use of
health services are also crucial to achieving optimal outcomes.

e Data collection is quite weak and not integrated as the cross cutting but mostly
are vertical platform, and overly focused on the HIV treatment cascade. Less
attention has been paid to basic indicators of reach and retention, either for
outreach or for clinic utilization by KPs.

HIV prevention, treatment and care programs for KP in Thailand are stronger and more
inclusive than many programs in the region and globally. Thailand has led efforts to
provide KP led services, including for sexual and gender minorities, people who sell or
trade sex, and people who use substances. The partnerships between affected
communities, the public sector, and those in need of services are genuine, lasting, and
play vital roles in the program successes to date. Yet there are significant challenges to
the goals of reducing new infections in these communities, providing rapid treatment to
those living with the virus, and to reducing the intersectional stigmas that can affect
these communities and individual’s willingness to access HIV/STI services.

The most significant challenge overall has been the gap in program outreach and
engagement for KP nationally. This is fundamentally a challenge of scale and
coverage. Data from the AIDS Epidemic Model (updated April 22, 2022) suggest that
the mode of transmissions for HIV infection has changed from the past. While in 2006,
40.4% of new infections were occurring among spousal, discordant couples, in 2008 the
transmission among MSM contributed 38.2% of new infections. This proportion was
projected to continue increasing. In the five years between 2017-2021, the model
reflected the increase in the relative proportions of new infections; when averaging the
proportion over the five years, it was found that MSM increased to 50.6% of new
infections, followed by MSW (3.3%), PWID (2.7%), TGW (2.3%), FSW (female sex
workers) (2.1%) and clients of FSW (0.6%). Figure 20 below shows relatively low
coverage levels for KP, with young PWID having the lowest estimated reach. For MSM,
the population which now accounts for the largest attributable fraction of new
infections, estimated reach is only 28%, and none of the sites visited had brought
PreP, a highly efficacious prevention tool for MSM, to the scale or scope
necessary to achieve epidemic control in this population.

HIV of course is itself a sexually transmitted infection and rising STI rates indicate likely

increases in the number of new HIV infections, particularly in KP and adolescents at
risk. The AEM projects a levelling off and subsequent rise in HIV incidence before 2030,
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assuming current trends do not change. HIV and STI syndemics are on the one hand
synergistic with several STIs, being potent HIV cofactors. On the other hand, a narrow
focus on HIV as seen over the past 10-15 years may have undermined STI control,
both on individual and program levels. Risk compensation, behavioral disinhibition
and declining condom use may have followed introduction of ART and messaging like
U=U, while highly effective HIV-specific prevention such as PrEP does not prevent STIs.
At the same time funding for STI program activities has declined markedly in
Thailand and across the region.

Figure 20. HIV prevention coverage among key populations

Comprehensive HIV prevention coverage among key populations NSP programme coverage (needles and syringes per PWID per year)
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Reversing these trends will require rethinking primary prevention to find more effective
strategies to interrupt STI/HIV transmission while plugging gaps where prevention is
weak. Relearning lessons from earlier (100% condoms, PMTCT and ART scale-up) and
adapting approaches to present conditions is one aspect. As PrEP is rolled out, many
prevalent STl infections will likely be detected, leading to early rises in diagnoses.
Generally, as PrEP programs mature, STl rates will fall. However, in some
populations condom use may be less consistent leading to increased STI transmission
risk. More frequent STI screening, so-called STI PEP or presumptive STI treatment may
help offset this higher STI risk, should they be found. As Thailand demonstrated 30
years ago, whatever combination of enhanced primary prevention is offered, it will have
to reach the highest risk sexual networks in high (saturation) numbers to have public
health impact
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Gap analysis

As mentioned above, there is no evidence that highest risk KP are being reached in
saturation numbers. This Reach gap is cross-cutting, equally important for slowing
transmission of HIV, STIs and viral hepatitis. All recommendations for specific
interventions and services that follow depend on closing this Reach gap to ensure high
KP uptake, adherence and retention with the prevention program.

STI control efforts are considerably weaker than they were in the 1990s when incidence
rapidly declined. STI clinics implemented the 100% condom use program (CUP) which
included annual census of sex work establishments, regular outreach to venues with
condoms and STI screening, epidemiological investigation and rapid response to
strengthen prevention at locations where new cases were identified. Many of these
effective public health functions were lost when STI services were subsumed by
general hospitals in the early 2000s.

Many current prevention strategies focusing on sex work and KP have been weakly
implemented during the past decade. Outreach is generally conducted without
targets or denominators based on venue mapping or other reliable population
size estimates (PSE). Figure 20 above illustrates a major prevention gap — currently
only a third to a half of KP, including sex workers and young KP, are reached by
prevention programs. This coverage is far too low to expect impact at population level.
As a comparison, under 100% CUP, all sex work venues were mapped yearly and sex
workers were visited regularly with condoms and STI screening. Soon after
implementing the program, reported condom use in sex work increased from <15% to
>90%, STI incidence fell by over 95% followed by large declines in HIV incidence and
prevalence. A complicating factor post-pandemic is that many networks have moved to
online platforms so the programs will need to adapt to online platforms, at least to some
extent.

Another current limitation is that services are narrowly focused on HIV testing
and linkage to treatment, and little effort is made to retain KP in services apart
from those on ART and, to a lesser extent, PrEP & PEP.

Formulating an effective prevention strategy to meet current needs

To formulate more effective policies and programs for KP it is important to Identify gaps
and weaknesses; to build on good examples (several have been identified during the
review); and to look at regional examples of effective programs, which could be adapted
to the Thai context.

Despite some identified weaknesses, there are excellent examples in Thailand of
effective collaboration between CBOs and government health services to reach more
KP with services. Perhaps the strongest part of the current program are ANC services
that helped Thailand reach EMTCT validation for both HIV and syphilis. These services
do not prevent women from becoming infected, however, and rising ANC and
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congenital syphilis rates threaten to surpass the threshold for maintaining
EMTCT status.

Such strengths of the current response can be built upon, adapted and strengthened to
achieve impact on STI/HIV transmission. Regional experience provides examples of
other programs, interventions and services that have been shown high prevention
impact by reducing STI/HIV transmission and prevalence. These include:

e Microplanning as a systematic approach to outreach to achieve >90% KP
reach/coverage

e Regular medical checkups offering integrated STI/HIV screening and related
services quarterly

Figure 21 illustrates how closing the Reach gap also sets up an optimal platform for
offering and supporting PrEP along with regular STI screening and/or STI PEP to slow
both HIV and STI transmission.

Figure 21. Example of trusted access platform (venue-based SW) with 90-90-90
prevention targets
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venue mapping
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for HIV/STI/Hep screening and )
related services Promote Retain
» Boost prevention

v >90% initiate PrEP + STI PEP
and condoms
Prevent
v add harm reduction if also —
injection risk

Program data used to track progress against targests

Some of the best examples of these have been implemented by communities of female,
male and transgender sex workers who have documented large declines of new HIV
infections and STIs, and successfully addressed structural issues including violence and
discrimination [2].

Men who have sex with Men, Transgender Women, and Male Sex Workers

The recent shift in the Thai epidemic to MSM has been reflected in the responses from
both KPLHS, like SWING, as well as 8 hospital settings in Bangkok (BMA) (Figure 22).
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For MSM/MSW/TGW taken together, the number of tests has increased, and while the
yield had gone down, this may be an indication that a significant number of
MSM/TGW/MSW have been identified and put on ART if positive and on PrEP if
negative.

The majority of PrEP recipients are MSM, followed by lesser numbers of enrollees
among TGW and discordant couples, but these are few, and the latter were more likely
to be found at hospitals clinics rather than KPLHS units.

Figure 22. Findings among sex workers with a CBO (SWING) providing KP led
services
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The fact that the service efforts are having a positive effect is reflected in Figure 22
above, showing that the median CD4 count among KP PLHIV that have been
diagnosed through their efforts is significantly higher than the national average,
meaning that cases among MSM are being identified significantly earlier in HIV infection
course than in other populations.

In 2020, 13 clinics in the country (KPLHS and public) conduct 50% of all testing among
MSM and put 50% on PrEP. According to the NAP Web Report in 2021, coverage of
MSM, TGW and MSW, reached 77.6% (122,509), 17.5% (10,495) and 23.9% (6285,
respectively). Testing was provided for 79.2% (120,908) of eligible MSM, 19.2%
(11,502) and 36.9% (9528) of MSM.

Please note that the numbers tested in some cases are higher than the number
reached, which may be due to information from multiple databases in the public and CS
sectors--it being impossible to link individual data across databases, therefore causing
some duplication. To compensate for some of the duplication, from 2020 onwards,
Thailand has adjusted the data collection to add KP identities for clients. For example,
an individual case is able to be identified by the type of KP they belong to, and one
person may belong in one or two or more e.g., MSM, MSW and PWID. On the other
hand, people may not want to disclose KP status due to stigma and discrimination,
thereby causing under-reporting of the KP cascade especially for those who are
PWID/PWUD.

In 2021, 28,303 self-reported MSM were on ART with 21,419 reported as being virally
suppressed (75.7%). The numbers for TGW and MSW are 1,150 and 846 (73.4%), and
1008 and 603 (59.8%). It is not known how many on ART have had a VL test
(percentages in the calculation assume 100%), but VL testing and low rates of viral
suppression in these populations (whether due to missing data, underreporting of VL
testing or other reasons) are still a matter of concern. The DAS and NHSO need to
clarify these figures to be able to explain the low viral suppression especially if
patients are on ART for more than 6m-1 year.

Based on the data, the review team believes that the situation of MSM/TG/MSW is
improving, due to international funding (particularly through the GFATM and PEPFAR)
and with some domestic budget support. As HIV funding shifts to domestic sources,
the budget support for these KP programs will likely need to be significantly
increased, particularly in terms of accrediting and certifying CSO that reach and
serve these populations for NHSO reimbursement, as well as operational costs.

When it comes to emerging trends, such as MSM engaged in Chemsex (the use of
stimulants or other psychoactive substances with sexual activity), the CSO/KPLHS are
at the forefront of identifying affected sub-populations and providing targeted
interventions. However more support and technical assistance is needed in developing
and monitoring successful intervention in this emerging area, including around
methamphetamine use and synthetic drug harm reduction specifically focused on
MSM/TGW/MSW high risk situations.
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Low risk women and men

Estimates from the AEM model (Source: AIDS Epidemic Models by AEM 5.0 Baseline
Combiner 5 Big Regions_22042022, Thailand Estimation & Projection Working Group)
suggest that 61% of new HIV infections in Thailand in 2022 will occur among key
populations (i.e., MSM, FSW, MSW, SW clients, TG, and PWID), 52% among MSM.
Actual program data shows that 65% of new infections are in MSM alone, so these
estimates likely underestimate the true attributable fraction of new infections among KP.
Nevertheless, Thailand has appropriately focused HIV testing and prevention programs
on key populations to address resource gaps and stem the HIV epidemic.

Lower risk men and women account for an estimated 38% of new infections. These
low-risk groups represent 83% of current PLHIV (Figure 12). The median CD4 count at
diagnosis has remained low in Thailand ranging from 209 cells/mm?3in 2017 to 197
cellssrmm3in 2022 (NAP data). Median CD4 counts are higher among ANC clients (NAP
data: 398 cells/fmm?3) where routine HIV screening identifies infection early in the course
of disease. CD4 counts in the general population, are low (164 cells/mm?3) and
reflect limited HIV screening in this population.

Recommendations for Prevention in Specific Populations

Expedite public information dissemination through social media platforms (like
TikTok, Instagram, Line, twitter) for all aspects of prevention.

Expand efforts to provide services that are in-synch with people’s lifestyles,
including service available online reservations so that services can be rapidly
received at the clinic site and there is minimal wait time.

Undertake more accurate size estimations for MSM/TGS/MSW (including high
risk sub-populations such as MSM/TGW/MSW who inject and engage in
chemsex/group parties), using innovative approaches.

Focus resources on emerging areas such as chemsex/group sex and STI
diagnosis and treatment among younger MSM.

Tailor models for different provincial situations, including the provinces outside of
the 14 low HIV burden provinces where the majority of MSM/TGW/MSW services
are now provided.

Consider how to deliver and finance service provision for those CSOs who may
not be able to receive NHSO reimbursement due to size and capacity
constraints.

o Innovative HIV testing strategies could be expanded to reach ‘low-
risk’ populations including educational and media campaigns, HIV
self-testing, and opt-out testing in medical facilities.

Older populations who are currently low risk and were likely infected earlier in
the epidemic need to be targeted in media campaigns and with CSOs such that
they are encouraged to be tested so that they can receive treatment before
showing up in the system with opportunistic infections and to prevent further
spread to partners with PrEP and PEP.
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People who inject drugs (PWID)

People who inject drugs and People who use drugs (PWID/PWUD) in Thailand use a
variety of substances — with majority using methamphetamines and substantial numbers
of people using opioids, benzodiazepines, MDZ, cannabis, and other drugs. In some
PWUD subgroups there has been a shift in the method of use from smoking
methamphetamine to injecting (e.g., in MSM who have sex parties). Unlike opioid/heroin
users who may need to inject frequently to avoid withdrawal symptoms, many
methamphetamine users do not inject methamphetamine on a regular basis which
makes categorization as PWID difficult to capture.

Thailand originally considered PWID to be those who injected opioids and related drugs,
but now expanded the definition to include injection of non-opioids. Community service
providers have begun to note increased injection of methamphetamine in other key
populations, such as MSM and FSW.

There are gaps in the data on size estimates. Using the IBBS and other available
scientific data. The most recent size estimation for PWID in Thailand is 57,640 in 2021.
The data from rehabilitation center reports show that among those in rehabilitation, only
a small proportion are PWID, although rehabilitation center data may not be accurate as
perceived stigma and discrimination influences self-reported methods of using with
injection of drugs seen as more problematic. Moreover, many better-off PWID/PWUD
avoid being arrested and are thereby missed in the system.

There is considerable diversity among the PWID according to geography. In
Bangkok, they tend to be younger, while in the South, they are much older and
inject heroin. In the North, opioids are the major drugs used by injectors. In
addition, there are daily users who meet the criteria for dependence and others who
inject on an irregular basis.

The disease burden of HIV, viral hepatitis B and C, and syphilis among people who
inject drugs is high, with young PWID having as high a level of HIV and HCV infections
as their older counterparts. According to the most recent PWID IBBS, the HIV
prevalence rate among PWID is 7.8%, with the HCV, HBV, and syphilis rates at 42.2%,
3.5%, and 8.7%, respectively. HIV prevention and testing coverage among PWID is
very low with only one-third of PWID (Figure 23). There is very limited access to MMT
(11.4% male PWID and 3.7% female PWID) and many who use (or may want to use
MMT) do not believe meets patient needs the way it is currently implemented. Overall,
only 5.2% of PWID are currently on MMT (Figure 24, IBBS 2019-2020) makes the target
of 50% of PWID on MMT by 2025 appear to be unachievable. One reason for the low
coverage is the relatively large of older PWID who lack a connection to CSOs, because
programs are not targeted toward them, and lack a connection to the justice system. In
addition, there is a lack of focus on PWUD using methamphetamines which has
become a driver of HIV and STI disease spread. These are problems that other
countries are now also facing. Programming for methamphetamine PWUD is needed
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regardless of whether they are MSM/MSW, SW, migrants or other such group of
people.

Almost two thirds of people who inject drugs were not reached with HIV testing services
in 2019-2020 and ART coverage among PWID was 43% compared to the national
figure of 79% in 2020. HCV testing and treatment coverage are also at suboptimal
levels. Stigma and discrimination remain major challenges for PWID inhibiting access to
needed health services.

Figure 23. Coverage of services for PWID in Thailand, 2020

Low prevention coverage: only one-third of people who inject drugs
are reached with comprehensive HIV prevention services
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Figure 24. OST coverage among people who inject drugs by site, age and sex,
2019-2020
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Accessing vulnerable drug users from key populations is quite difficult; there are
social limitations, and many persons wish to remain anonymous. On the other
hand, there is increasing awareness of overlapping risks in other key populations
(Figure 25). For MSM engaged in Chemsex, PrEP is an option to reduce HIV
transmission, but, for many MSM or FSW who use manage to maintain jobs and some
stability in their lives, the current models of drug treatment are not viable. They do not
go into rehabilitation because this entails leaving your job and/or losing income and
identifying yourself as a problematic drug user with the attendant stigma and
discrimination, so other interventions need to be developed and adopted.

Figure 25. Overlapping risks for HIV among Key Populations
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On December 10, 2021, the new Narcotics Act 2564 was passed and came into force.
Among other things, the law reflects a paradigm shift from viewing drug addiction as a
crime to viewing the problem as a public health challenge and considers the drug user
as a patient who needs treatment, rehabilitation, and disease prevention interventions.
The national HIV prevention program falls short of rolling out harm reduction according
to global normative guidance, including the WHO, UNODC, UNAIDS technical guide
for countries to set targets for universal access to HIV prevention, treatment and
care for injecting drug users — 2012 revision and Consolidated guidelines on HIV,
viral hepatitis and STI prevention, diagnosis, treatment and care for key
populations — 2022.

There is a serious lack of understanding about harm reduction as many people
(including most government drug rehabilitation and clinicians) use the words “harm
reduction” but don’t know exactly what it entails (the exception is for CSOs, like TDN,
Ozone, etc.) A key component of harm reduction for PWID is the provision of
clean needles and syringes to reduce/eliminate sharing of contaminated injection
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equipment. Harm reduction also includes measures to reduce or eliminate drug
overdose and death from drug overdose.

Most providers are not familiar with the concept of harm reduction as ART clinics do not
see many PWID. In addition, many drug treatment providers still see the rehabilitation
center model (including MMT) as central to drug use treatment (even as they try to
model CBTx). They tend to view CSOs who are part of the target population less as
partners and more as “feeders” into the rehabilitation center system. They appear to be
wedded to their model, as they consider themselves to be the lead on guidelines and
best practices.

This lack of understanding at the national level is particularly problematic that while
there are limited information and interventions on methamphetamine treatment, opioid
harm reduction activities (through GF-supported CSO activities) have been going on in
Thailand for many years. Often, they appear to be better understood at local levels.

Addressing PWID interventions is further complicated by the lack of coordination
between government departments, for example, criminal convictions are addressed
through the Department of Corrections (DOC)/ Ministry of Justice (MOJ). There is
limited understanding among various non-health governmental stakeholders about
HIV/STI/TB services under the MOPH (CSOs and government clinics).

Hospitals also have difficulty integrating services between clinics for fiscal and
administrative reasons, making one-stop service delivery difficult to implement.
Overall, the system is not flexible in terms of patient-centered service delivery; we
suggest a working group to review policies that are impeding optimal service delivery for
patients.

Prisoners

Approximately 70-80% of those incarcerated in Thailand are in prison for substance use
related charges, so considerations for the incarcerated population reflects many of the
issues related to PWID/PWUD HIV services overall. While the Department of
Corrections has “opt-out” testing in corrections facilities, most people are screened for
HIV. The DOC is not well connected to the MOPH Health Service system or the rehab
facilities.

Since incarcerated persons keep their UHC insurance from NHSO, many present with
higher median CD4 count because of near universal screening and they can receive
ART while in prison. The challenges occur when PLHIV (many of whom are
PWID/PWUD) are released as there is no functional discharge planning. They are given
a referral and there is no follow-up to see that the referral is completed. This is
complicated by the fact that many prisoners are incarcerated where they commit their
crimes and not where they have their NHSO insurance. In addition, the current stigma
and discrimination experienced in the health care setting can present as a major barrier
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for them to get into care and disclose their HIV status resulting in the former prisoner
discontinuing their use of ART, PrEP and other HIV related medications.

The common post-release treatment interruptions for newly released persons living with
HIV infection mean that many will quickly become viremic and so infectious for their
spouses and any other sex partners. This makes better linkage to ART services a key
priority for the Thai response, particularly to prevent transmission to women, since most
persons incarcerated in Thailand are adult men.

Recommendations for PWID Services

e Expand harm reduction services into public and private health systems (including
treatment and rehabilitation) at all levels in collaboration with CSOs at local areas.

e Enable outreach programs to contact drug users in need of harm reduction
without interference from authorities, and retain them in the service system.

e Ensure that treatment and rehabilitation services understand and adopt global
normative guidance on harm reduction (including needle and syringe services,
MMT and overdose prevention) within the Thai social and cultural context

e Communicate and coordinate directly with health authorities and law
enforcement to ensure good understanding of the principles of helping drug
users by focusing on solving social and health problems as opposed to punitive
measures or harassment. For example, the Rehabilitation Commission
established under the new Narcotics Act should be briefed on the HIV/STI/TB
services under the MOPH (CSOs and government clinics).

e Promote understanding about harm reduction and HIV among the general public
in order to eliminate stigmatization of drug users.

e Expedite drug user access to HIV VCT (including HIV self-tests), screening for
and treatment of hepatitis C and STls, as well as ART and other related health
services.

e Undertake more accurate size estimations for PWID/PWUD, using a mixed
method approach with multiple inputs in partnership with people in the filed who
work closely with the populations to triangulate the data.

e Forincarcerated PLHIV populations, including drug users, prioritize pre-release
linkages beyond simple referrals to ensure no lapses in ART and preventing loss
to follow up in the system.

e Incarcerated persons should be aware of, and have access to, PrEP and PEP
services.

3. Priority Area: Health Systems Financing and Service Provisions

With the health outcomes in Thailand as measured by USMR, life expectancy at birth,
healthy life expectancy, and other health indicators, the current health spending, 3.4%
of GDP average between 2000 and 2019, is considered low compared with international
peers. However, the overall strong outcomes reflect the high performance of health
systems in the Kingdom, with extensive distribution of primary health care. District
health systems, Subdistrict Health Promotion Hospital and district hospitals, cover all
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800 districts nation-wide. The comprehensive benefit package provided by all three
public health insurance schemes results in low level of out-of-pocket payment, at 8.7%
of Current Health Spending in 2019 [3]. A study shows positive effects of UHC in
reducing out-of-pocket payment, by 13 percentage points, and reduction in infant and
child mortality [4].

HIV funding in Thailand must needs be investigated in this context of overall UHC
achievement.

The Thai HIV program is predominately financed by domestic resources. Domestic
resources accounted for 90.5% of total spending in 2021, and the share remained
at 85% or higher between 2008 and 2020 (Figure 26). Currently, HIV spending was 138
Baht per capita Thai population (US$ 3.9 at 35 Baht exchange rate) or 17,576 Baht per
capita PLHIV (US$ 502). HIV spending only took 1.2% of total health spending, or
0.06% GDP in 2021. All HIV related services are fully financed by the three public
health insurance with no copayment; A very small portion of PLHIV who can afford to
pay may seek private sector services and self-financed. Though there is no national
data on out-of-pocket payment for HIV services, it is believed to be very low among Thai
population.

The current health spending, 3.8% of GDP in 2019, and low level of HIV per capita
spending, indicate sufficient fiscal spaces to increase public investment in HIV, STI,
HCV and PrEP & PEP prevention and health services. Reliance on domestic resources
is financially sustainable. Annual budget acquisition by NHSO is based on total demand
for the whole range of HIV services and associated unit cost. New interventions such as
PEP and PrEP are followed by new budget based on unit cost and potential demand in
a year. There are currently no unfunded mandates.

However, the majority of HIV funding, particularly domestic sources, has been
used to support care and treatment (74.8% in 2021) while only 11.8% has been
used for prevention (Figure 27). While external financing accounted for less than 10%
of total HIV spending, it was a major source of funding for TB/HIV co infection,
community mobilization and governance (Figure 28). There is need to increase the
domestic financing for HIV prevention and other areas where external financing
provides the major support now; and prepare to transition from external to
domestic funding on HIV program.
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Figure 26. Sources of Funding for HIV/AIDS, 2008-2021 (NASA)
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Figure 27. Total AIDS Spending by categories, % of total AIDS spending,
2008-2021
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Figure 28. AIDS expenditure by source of funding, % of total AIDS spending
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National Health Systems
Population coverage

Thailand achieved universal health coverage (UHC) by 2002; the whole population was
covered by one of the three public health insurance schemes: 1) Civil Servant Medical
Benefit Scheme(CSMBS), a tax-financed scheme managed by Comptroller Generals
Department (CGD), covers government employees and dependents; 2) Social Health
Insurance (SHI), a tripartite payroll-tax financed scheme equally contributed by
employees, employers and government and managed by Social Security Office (SSO),
covers private sector employees; and 3) the Universal Coverage Scheme (UCS), a tax-
financed scheme managed by National Health Security Office (NHSO), covers the
remaining Thai population.

Though a small proportion of documented migrant population was covered by SHI
where benefit package is similar to Thai population; documented migrants who worked
in certain sectors such as household works, agriculture farms, fishery with seasonality
of employment are exempted from SHI coverage, but are urged enroll in voluntary
migrant health insurance managed by Ministry of Public Health through annual premium
contribution. This arrangement leaves a large part of migrants, especially the
undocumented migrants and the dependents of migrants (both documented and
undocumented) uncovered by any financial risk protection, where uses of services are
self-financed; or fee exemption in MOPH facilities for humanitarian reasons.
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Service provision

Through decades of investment in health systems [5], there are district health systems
in every district, consisting of a district hospital (30-120 beds) and 10-20 sub-district
health promotion hospitals for a typical 5,000 catchment population. These are the
backbone of health service delivery. All health services are fully integrated (including
HIV, STI, TB, etc.), with no national vertical program, facilitated access to
comprehensive public health and health care services. Geographical proximity of district
health systems promotes the access to health services and contribute to pro-poor
benefit incidence [6].

Private health facilities also provide services to UCS and SHI members through
contractual agreement with NHSO and SSO. CSMBS members have free choice to any
public health facilities as providers are paid on fee for service basis, but not access to
private health facilities.

CSO and CBOs play critical roles in providing services to Key Population in
collaboration and contractual agreement with MOPH provider through the application of
RRTTPR approach.

Benefit package

All three schemes provide comprehensive benefit packages and are free at point of
services; this results in low level of out-of-pocket payment (8.7% of current health
spending in 2019), low incidence of catastrophic health spending (1.9% in 2019) and
high level of UHC services coverage index (= 80 in 2019).

The benefit package for HIV covers prevention, diagnostics and treatment-HIV. The
prevention package including pre- and post-exposure prophylaxis, is fully managed and
financed by NHSO for all Thai population and free at point of services.

Further, NHSO also finances methadone replacement, 35 Baht per day to healthcare
providers who provide MMT for opioid dependence; altogether there were 163 certified
sites nation-wide in 2022. Between 2017 and 2021, there were around 7,000 to 8,000
opioid dependents enrolled in MMT against the budget targeting 12,000 per annum.
MOPH and external resource also support MMT through drop-in centres. CSOs
managed a number of MMT drop-in centres in hard-to-reach areas and ethnic
minorities; they also work closely with MOPH healthcare facilities in the communities for
referral cases including ARV, HCV and TB etc.

Purchasing
In all three public insurance schemes, the treatment of opportunistic infections is fully

covered by Diagnostic Related Group payment for inpatient care and by capitation
payment systems for outpatient services.
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ART are provided by both public and private healthcare facilities. NHSO, SSO and CGD
also reimburse cost of CD4, viral load test and other lab tests to healthcare facilities
based on the agreed rate and schedule.

For management of ART, a special arrangement is made. Both NHSO and SSO
subsidize ARV to all public and private healthcare providers through Vendor Managed
Inventory (VMI) systems, where total ARV requests by healthcare facilities are entered
into National AIDS Program based on number of PLHIV with a stock level of three to six
months. The Government Pharmaceutical Organization (GPO) was contracted by
NHSO and SSO to procure ARV through national negotiation for assured quality and
best lowest price, in line with regimens suggested by Department of Disease Control.
GPO delivers to healthcare facilities triggered by the threshold of stock level. The drug
stock is seen by healthcare facilities, GPO and NHSO and SSO with appropriate
replenishment based on stock level. CSMBS does not provide in kind ARV to healthcare
facilities, but healthcare facilities procure medicines and reimburse from CGD via wire
transfer and reporting of cases. VMI is efficient and ensure quality standards.

Anti-TB drugs are also managed by GPO through VMI systems according to drug
regimens guided by Department of Diseases Control. Hospitals requests anti-TB
medicines through National TB Information Program (NTIP); diagnostic tests related to
TB are reimbursed based on fee schedule.

VMI is the strength of Thai HIV program ensuring quality of ARV and anti-TB medicines
and no-stockout of medicines at any time.

Non-Thai population

The number of non-Thai residents within the country has increased from an estimated
3.7 million in 2014 to 4.9 million in 2018, which includes approximately 3.9 million
migrant workers from Cambodia, the Lao People’s Democratic Republic,
Myanmar/Burma and Viet Nam. This suggests that migrants currently constitute over 10
per cent of Thailand’s total labour force [7].

Non-Thai migrants who have work permits are covered by SHI with benefit package
similar to Thai SHI members (through tripartite payroll-tax financed systems); except
those who worked in fishery, agriculture sector and households are exempted by SHI by
its regulation. These migrants are urged to be covered by voluntary migrant health
insurance managed by MOPH; though most of them do not enroll. The un-documented
who do not have work permits, and all dependents of migrants (both documented and
un-documented) with unknown population size are not covered by any insurance
systems. Access to services are self-financed.

Migrant health insurance premium was 1600 Baht per person per annum paid by

migrants themselves, for a package of services including ART. Hospitals which sell
insurance card kept 1240 Baht for cost of service in a year both out- and in-patient,
while 350 Baht was deducted by MOPH for high-cost payment (through reinsurance
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mechanism) and 10 Baht for administration by Health Insurance Division of MOPH. For
voluntary migrant health insurance system, ARV are purchased by hospitals who sell
the insurance cards. In 2021 voluntary migrant health insurance covered around
900,000 members.

Since 2010, the stateless population (under review of their citizenship by Ministry of
Interior) was subsidized by government annual budget and managed by Health
Insurance Division of MOPH. In Fiscal Year 2022; the budget allocation was 1,148.9
million Baht for a total stateless population of 550,436, equivalent to 2087.4 Baht per
capita per year [8]; the benefit package is similar to UCS members which includes all
HIV services. Medicines are managed through NAP and VMI.

Achievement and challenges

For Thai population, UHC through the functions of three public insurance schemes bring
health and adequate financial risk protection, though there are discrepancies across
three public insurance systems. The discrepancies such as ARV management,
reporting in the National AIDS Program are recognized with ongoing efforts to
harmonize especially benefit package and payment methods.

Self-reliance on financing HIV/AIDS program as large proportion is domestic resources
ensure long term financial sustainability; programmatic sustainability is reflected by
integrating HIV related services into health systems, where HIV services are integral
components of UHC benefit package. However, challenges remain on micro-level at
healthcare facilities’ integration of HIV, TB, STl and HCV; and large opportunities to
scale up PrEP through KP led RRTTPR.

Technical efficiency is gained through the application of monopolistic purchasing power,
by centrally negotiation and purchase of assured quality ARV as well as all anti-TB
medicine through VMI systems and delivery to healthcare facilities.

The existing contractual arrangement between NHSO, hospitals and CBO at policy and
micro-level is a key platform for reach out key population through RRTTPR; though
there is a need to certify more numbers of CBO, especially the smaller ones to expand
service capacities. Adequate contractual rate reflecting the cost of service is at the
middle of policy decision by NHSO using the renewed costing evidence generated by
UNAIDS country office. Adequate contractual rate and increased number of CSO will
detect more and earlier PLHIV as measured by CD4 at entry, which is still a major
challenge.

A major deficiency is that migrants and their dependents are not fully covered by
financial risk protection systems including HIV/AIDS services. There is no public
financial protection mechanisms for the undocumented migrants who do not have work
permits, dependents and especially migrant sex workers who are most vulnerable for
HIV, other STI, and sexual exploitation and abuse.
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Further, SSO exemption of certain works, such as fishery, forestry and farming from SHI
coverage needs policy attention; despite the fact part of them are eligible for the
voluntary migrant health insurance managed by MOPH, the actual coverage is low. And
for those covered the voluntary migrant insurance, the benefit package including HIV
related services is grossly inadequate as the 1600 Baht annual premium of voluntary
migrant health insurance is far too low. Note the NHSO UCS per capita budget was
3,798 and 3,901 Baht per capita in FY 2022 and 2023; which enabled a comprehensive
benefit package. Also, government budget subsidies to the stateless population were
2087.4 Baht per capita in FY2022.

Policy recommendations

e Major reform and effective management to provide universal health coverage for
all migrant workers regardless of their legal and employment status. Potential
solutions are for example

i.  All migrants are documented, allow zero proportion of undocumented
migrants, and covered by SHI without exemption of certain
employment status.

ii.  On the pathway of reform towards full documented migrants where
there are still undocumented migrants, introduce mandatory health
insurance to all this group.

iii.  Introduce mandatory migrant health insurance to all migrant's
dependents

iv.  The future mandatory migrant health insurance can be managed by
MOPH Health Insurance Office, though it is less performing than
managed by NHSO.

Scale up significant government investment on HIV/AIDS and STI with an aim
to ending AIDS by 2030 while transitioning from donor to domestic support
Strategically use of external funding resources while recognizing that these
may end over the next decade as the GDP of Thailand increases

Domestic resources

To end AIDS by 2030, scale up significant government investment on HIV/AIDS and STI
is essential and priorities include:

Improve technical efficiency of ART program, by detecting more and earlier
PLHIV through contracting CBO using RRTTPR strategy.

Review and improve, in consultation with CBO, the contractual relationship,
terms and conditions, payment rates reflecting cost to CBO for RRTTPR
cascade activities.

Accelerate use of self-test among KP through KPLHS as well as mass public
awareness campaign of the availability of self-test in private pharmacies in the
general population. Self-tests have high sensitivity (99-100%) and specificity
(99-100%) among three Thai FDA-licensed products, and are affordable. The
price ranges from 137 to 350 Baht per test. Self-test can be a breakthrough
intervention and a game changer to recruit more PLHIV and early enrolment
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into ART or increased awareness and practice to stay negative among those
with negative self-test.

e Though funding for PrEP is not a problem as it is fully funded by NHSO for the
whole Thai population, though in Fiscal Year 2023 there was a legal
challenges and interpretation of NHSO not having legal authority to provide
P&P package to the non-UCS members; solutions are underway in the first
quarter of 2023. There is a need to increase supply side capacity (through
training of hospitals ART unit, review and streamlining the process for rapid
scale up of PrEP providers in all provinces) and focusing on KP led health
service in implementing PrEP in collaboration with provincial and district
hospitals and sub-district health promotion hospital centres.

e Integrate service provision at health facility level which include
TB/ART/STI/PrEP&PEP/HCV and strengthen user-friendly services and
additional incentives towards integration.

e Special attention to maintain HIV related services for the detention population
during and effective referral after discharge from prisons.

e Capitalize and maximize use of telehealth in supporting HIV related services.

External resources

Though not large, external resources should be strategically used where domestic
resources have limitations from public financial management regulations. A few
priorities include:

e Support innovations, model development such as service integration,
implementation research to scale up good practice, community led monitoring,
and U=U implementation research and model development to address
intersectional stigma [while domestic resources are more sustainable for U=U
implementation and execution].

e Build capacity especially the smaller CBOs to provide RR-TTPR cascade or
part of it, to be accredited by MOPH and NHSO.

e Support annual surveys of HIV stigma; additional modules can be included in
the questionnaire such as PrEP&PEP knowledge and practice, quality of life,
access to care and unmet needs.

e Support annual national HIV conference, with engagement by all stakeholders
from 2023 to 2030 to review progress, implementation challenges, experience
sharing and set annual milestone to accelerate progresses. The annual survey
of Stigma and Discrimination can be reported at the conference and set target
reduction.

Financing and health service provisions for non-Thai population

These efforts will need strong political leadership, legislation reform and clear policy
direction and priorities and could include:

e Thai society through expanding access to health and education services,
replacing the current attitude of migrants as a “temporary source of labour”.
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e Minimize the size of irregular migrants, where all non-Thai are granted with
work permits by Ministry of Labour. They will be fully covered by SHI scheme
under Article 33 of Social Security Act

e Remove SSO’s exemption from SHI coverage among migrants engaged in
fishery, plantation and domestic services.

I. If this is politically and technically not feasible, these exempted
groups are covered by mandatory (not voluntary) migrant health
insurance and managed by NHSO to gain a large pool of risk
sharing and minimizes financial risks to hospitals who sell the
insurance card. Premium has to be increase from 1600 Baht to be
close to UCS rate (3,901 Baht per capita in FY 2023) or budget
subsidies to the stateless population (2087.4 Baht per capita in
2022) which should be equally paid by employer and employee.
This will ensure virtual full integration of migrant into UCS systems.

e Enforce mandatory health insurance to all migrants’ dependents managed by
NHSO.

e Transfer the management of stateless population to NHSO with adequate per
capita budget allocation on par with UCS systems.

4. Priority Area: Policy and Legislative Actions in Support of the Thai HIV
Response

As government, non-government actors, healthcare providers, UN agencies, CSOs,
CBOs and members of affected communities, including key populations, are key
stakeholders in the pathways towards ending AIDS; consultations with partners during
the program review recommended several attributes which galvanize collaboration
across these groups. These include mutual respect, recognition and genuine
relationship, based on an equal footing in policy decision, planning, implementation,
monitoring and evaluation.

A review of a range of policy and legislative landscape suggests a current lack of policy
coherence across these sectors which, as described in earlier sections of this review,
can be hindrances to Thailand achieving its HIV/AIDS goals.

To address these challenges, we recommend greater policy coherence across different
state actors notably security, narcotics, justice and health. An example would be full
implementation of Articles 108 to 123 of the “Drug Code 2564 BE (2021)” which
endorsed the principle that “drug users are patients” who require treatment and
rehabilitation and not subjected to arrest during treatment, most notably Methadone
Maintenance Therapy.

We further recommend amendment of the Prevention and Suppression of Prostitution
Act 2539 BE (1996) which criminalize sex work and sex workers. The Committee on the
Elimination of Discrimination Against Women (CEDAW) raised concerns about the
exploitation of sex workers and enforcement of this Act. Further, employment in the sex
industry is not yet covered by Thailand’s labour laws. Yet outreach, engagement, and
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provision of HIV and STI prevention and treatment services for sex workers of all
genders is a high priority of the National AIDS Program and has been a signature
success of the Thai program for decades. Reconciliation of this contradiction through
legisltative reform could have significant benefits for the Thai program, for sex workers
and for their clients, and to the partners of clients, all of who suffer risk when sex work is
forced into the shadows of legal uncertainty.

CSOs also provided the review with various recommendations through parallel reports
submitted to the Committee on the Elimination of Discrimination against Women at the
Sixty-seventh Session, 3-21 July 2017 [9]. The CSO report highlights exploitation of sex
works in entertainment complexes in Thailand, and requests for legal protection.

To further reduce the stigma and discrimination against persons living with HIV in
Thailand, we recommend policy coherence and enforcement of the non-
discrimination against HIV for employment in all sectors including civil services,
armed forces and the private sector.

Finally, the right of Thai citizens to propose and submit a draft Bill, “the Initiative
Process” was enshrined in Section 133 of the 2017 Constitution of Thailand [10].

Section 133. A bill shall be first submitted to the House of Representatives and
may be introduced only by the followings:

e Council of Ministers;

e Members of the House of Representatives of not fewer than twenty in
number;

e Persons having the right to vote of not less than ten thousand in number
who submit a petition to introduce a bill under Chapter Ill Rights and
Liberties of the Thai People or Chapter V Duties of the State and in
accordance with the law on the public submission of a bill

The “initiative process” was recently exercised by CSOs led by The Foundation for
AIDS Rights; the total 12,116 signatures of Thai citizens having right to vote had
submitted a draft Bill on “Elimination of Discrimination” to House of Representatives
November 24, 2021[11]. The draft Bill aims to provide protection against discrimination
for several vulnerable groups, such as the elderly, the disabled, those infected with HIV,
ethnic minorities, the LGBT community, people in the service sector and women.

We support the policy coherence and HIV aims of this draft legislation and we

recommend that CSO and all stakeholders should be involved in legislative processes
both at the House of Representatives and the Senate committees.
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Dr. B. B. Rewari HIV, Hepatitis and STls WHO SEARO

Dr. Richard Steen STI control and targeted HIV Independent
interventions with sex workers and consultant

Thai Members

Expert name

Core Expertise area/Brief TA

Organization

Dr. Suwat Chariyalertsak PreP, HIV prevention trial, Infectious | Chaing Mai

(Chair) epidemiology, Community medicine University

Dr. Niyada Kiatying Angsulee Expert on HIV/AIDS in specific Chulalongkorn
population University

Dr. Chawalit Natpratan TB-HIV Program, Health system Independent
strengthening consultant

Dr. Viroj Tangcharoensathien Health Planning and Financing, International
Health Economics, Health policy and | Health Policy
system research, Global health Program,

Thailand (IHPP)
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Biographies

Chris Beyrer
Director, Duke Global Health Institute
Professor of Medicine, Duke University

Chris Beyrer, MD, MPH, an internationally recognized epidemiologist who has worked
on the front lines of HIV/AIDS and COVID-19 treatment and research, became director
of the Duke Global Health Institute in August 2022.

Beyrer has led collaborative research on HIV prevention and treatment in Southeast
Asia, sub-Saharan Africa, and Eastern Europe and Central Asia for more than 30 years.
He is past president of the International AIDS Society, the world’s largest body of HIV
professionals, and has served as advisor to the U.S. President’s Emergency Plan for
AIDS Relief (PEPFAR), the HIV Vaccine Trials Network, the National Institutes of
Health’s Office of AIDS Research, the World Health Organization, and numerous other
agencies and institutions. He was named in 2022 to the annual list of the world’s most
cited scientists, based on citation data compiled by Clarivate.

Before coming to Duke, Beyrer was the inaugural Desmond M. Tutu Professor of Public
Health and Human Rights at the Johns Hopkins Bloomberg School of Public Health,
where he served as associate director of the JHU Center for AIDS Research and the
Center for Global Health. He was the founding director of the Center for Public Health
and Human Rights. He received his medical degree from SUNY Downstate Health
Sciences University and holds a Master of Public Health from Johns Hopkins
Bloomberg School of Public Health. He was elected to the National Academy of
Medicine in 2014 and serves on the Academy’s Board for Global Health and the
Committee for Human Rights.

Kathryn Whetten

Associate Director for Community and Culture, Duke Global Health Institute
Professor, Public Policy, Nursing, Community and Family Medicine and Global Health,
Duke University

Director, Center for Health Policy and Inequalities Research

Co-Director, Duke's Sexual and Gender Minority Health Program

Research Director, Hart Fellows Program

Dr. Whetten is a Population Health Researcher who is a Professor of Public Policy and
Global Health at Duke University. Much of Whetten’s 30 years of research, intervention
and evaluation work has focused on improving the health and wellbeing of persons at
risk for, and living with, HIV. Due to Whetten'’s reputation in this area, they were
selected by the US National Institute of Medicine (now the National Academy of
Medicine) as one of the country’s experts to evaluate the performance of PEPFAR in 31
countries. As part of this select committee, Whetten traveled to numerous countries to
conduct in-person interviews with government leaders (e.g. leaders of the ministries of
health and of finance), leaders of organizations providing medical and social services
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for persons living with HIV/AIDS and persons receiving services. The results of this
committee work were presented to the US Congress, the public and resulted in a book
reporting on the evaluation. Whetten has lead dozens of research, intervention and
evaluation projects in the US South, Cambodia, Vietnam, India, Tanzania, Kenya,
Ethiopia, Cameroon, Malawi, El Salvador and Brazil. In El Salvador and India, Whetten
has also spent time working with their respective governments to improve services and
measurement of services. In addition, Whetten supervised a Hart Fellow, Rifat Rahman,
who spent a year in Bangkok working with Raks Thai in the area of HIV services and
prevention for MSM and TWSM. As part of this work, Mr. Rahman conducted a small
assessment of the “Accessibility of National Health Security Office (NHSO) HIV
Prevention Funding for Civil Society Organizations.”

Sara LeGrand
Associate Research Professor of Global Health, Duke Global Health Institute

Dr. LeGrand is an Associate Research Professor in the Duke Global Health Institute
who has focused more than two decades of research, intervention development and
evaluation in the areas of HIV/AIDS and wellbeing of men who have sex with men
(MSM), transgender women who have sex with men (TWSM) and transgender men who
have sex with men (TMSM). In addition to working in the United States context, Dr.
LeGrand conducts research and intervention development in Thailand, Vietnam,
China, Kenya and Brazil. For example, Dr. LeGrand serves as the co-lead, with Dr.
Songtaweesin, on an NIH funded study in Thailand to improve PrEP adherence among
young MSM. In this work they have conducted a pilot study to assess study feasibility,
acceptability, and potential impact of the intervention that is being adapted and they are
currently working to build mHealth capacity at various Thai institutions. Dr. LeGrand is
the co-Lead with Dr. Whetten and colleagues in Vietnam, Kenya and Brazil where they
are conducting country-wide survey of MSM, TW, TM as well as women attracted to
women, men attracted to men and bi-attracted people.

Other examples of recent research includes being: an mPI for the Prepared, Protected,
emPowered (P3) U19 study, which tests the efficacy of a theory-based mobile phone
app that uses social networking and game mechanics to improve PrEP adherence
among young MSM/TWSM at 6 US sites within the Adolescent Trials Network; an
investigator on R43 & R44 studies that designed and tested a mobile app to improve
ART uptake and adherence; an investigator on the completed healthMpowerment
(HMP) RO1 study, an internet and mobile phone-based intervention designed to reduce
sexual risk behaviors among young black MSM and TWSM; an investigator on an R21
study to assess how HMP intervention participants use the social networking features
within HMP to address the multiple types of stigmas they face in their daily lives; an
investigator on an RO1 study that will use a redesigned version of HMP that focuses on
stigma reduction in an online social networking intervention for racially diverse YMSM.
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https://www.raksthai.org/

Wenhui Mao
Assistant Director of Programs, Global Health Innovation Center and Innovations in
Healthcare, Duke University

As an Assistant Director, Programs for the Global Health Innovation Center and
Innovations in Healthcare, Wenhui supports the knowledge and research initiatives,
content and project management and strategy for the BMGF Launch & Scale
Speedometer program, the COVID-19 Global Accountability Program, and the Catalytic
COVID-19 “Test and Treat” program. Wenhui brings expertise in health economics and
health policy and is passionate at improving the access to and equity of health services
globally. She has been working extensively in the health reform and health policies of
low and middle income countries, and their impact on global health. Wenhui has
published over 120 academic articles, policy briefs, working papers and blogs. She
serves as the research committee of Consortium of University of Global Health (CUGH),
Editorial Board Member and Guest Editor for multiple journals.

Prior to joining GHIC, Wenhui was a Senior Policy and Research Associate at the
Center for Policy Impact in Global Health and a postdoctoral scholar at Duke Global
Health Institute, Duke University. Wenhui received her Ph.D. in Health Economics and
B.A. in Public Health from Fudan University, China.

Michael Martin

Michael Martin is a Medical Officer in the Epidemiology and Surveillance Branch of the
Division of Global HIV and TB (DGHT) at the U.S. Centers for Disease Control and
Prevention. He earned his MD from the University of Louisville, then completed training
in Internal Medicine and was Chief Resident at St Vincent’s Hospital in New York City
1986-1990. He did an Infectious Diseases Fellowship at Emory University and holds an
MSc in Clinical Tropical Medicine and a DTM&H from the London School of Hygiene
and Tropical Medicine and an MPH from Emory University.

Dr. Martin joined CDC in 2000 as an Epidemic Intelligence Service Officer and moved to
Thailand in 2002 to complete the AIDSVAX B/E HIV vaccine trial, and conduct the
Bangkok Tenofovir Study, an HIV pre-exposure prophylaxis trial. In 2017, he moved to
Ukraine to lead DGHT HIV treatment and care activities. Dr. Martin deployed for the
attack on the World Trade Center, the anthrax bioterrorist attack, Ebola outbreaks in
Uganda, Guinea, and DRC, the SARS outbreak, the Indian Ocean tsunami, COVID, and
Monkeypox. Dr. Martin has published over 50 scientific articles in peer-reviewed
journals and frequently presents at international scientific meetings.

William O. Pick

As Senior Technical Advisor for the USAID Bureau for Global Health, Office Of
HIV/AIDS. Mr. Pick was involved in the programmatic area for HIV/AIDS and STD
strategic planning and evaluation issues for Africa, Latin America/Caribbean, Asia and
Eastern Europe for President’s Emergency Plan for AIDS Relief. Responsibilities
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include: Primary backstopping for missions and PEPFAR country teams on HIV/AIDS
strategic program planning and evaluation; technical expertise on issues related to HIV
prevention, care and treatment for MSM, IDU, Sex Workers, PLWHA and their families,
and other high risk populations; program Design, Monitoring and Evaluation of USAID
bilateral and headquarters PEPFAR-funded programs; representing the Agency on
PEPFAR Technical Working Groups for Key Populations and Sustainability; aerving as
agency point of contact for Inter-agency coordination and review of multiple Country
Operating Plans and PEPFAR Oversight and Accountability Review Teams; and
serving as a Deputy Principal for the Agency on PEPFAR inter-agency leadership

group.

Mr. Pick was Vice-chair on an independent, impartial team of experts appointed by the
Global Fund Board to provide a rigorous technical assessment of requests for funding
made to the Global Fund. Previously he was Senior Advisor for Key Populations, Office
of Affected Populations and Civil Society Leadership at the US State Department Office
of the Global AIDS Coordinator. At USAID, he was the technical advisor in the
programmatic area for HIV/AIDS and STD prevention issues for Key Populations for
PEPFAR. Mr. Pick has also worked at the San Francisco Department of Public Health,
as Director of Substance Abuse and HIV Services at Baker Places, Inc; as program
director at Ferguson Place.

B.B. Rewari
Regional Advisor (HHS)
WHO SEARO

Dr. Rewari is the Regional advisor HIV/STI/Hepatitis, at the World Health Organization,
South East Asia Regional Office, New Delhi, where he is responsible for technical
support to 11 countries in SE Asia on HIV/STI/Hepatitis.

Previously Dr. Rewari has held positions as: Former National Programme Officer (ART)
and National Professional Officer (HIV-ART) WHO India; Associate Professor in the
Department of Medicine, PGIMER and Dr. Ram Manohar Lohia Hospital, New Delhi;
visiting prof of HIV Medicine at the Jodhpur School of Public Health (JSPH), Jodhpur
National University, India; Honorary Clinical Professor, Global health at the University of
Washington, USA; Vice Dean at the Indian college of Physicians; and Vice president of
Association of Physicians of India.

Dr. Rewari has experience conducting trainings on HIV clinical management and
hepatitis in different countries in SEAR for many years and has trained more than 4000
doctors and 15000 nurses across the region. He has been involved with National ART
programme in India from 2003 including the preparation of technical and operational
guidelines, roll out plans, actual implementation of the programme and close monitoring
of all service delivery points across for the world’s second largest ART programme. He
served as part of the Guidelines Development Group for ART Guidelines at WHO HQ in
2010 and 2013 and their adaptation by the countries; and as a member of WHO HIV TB
Core group at STOP Department at WHO HQ, Geneva.
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Dr. Rewari has 17 years of teaching experience, published over 90 articles, edited three
books on HIV/AIDS for clinicians and served on the editorial and review boards of
numerous international journals.

Richard Steen

Dr. Steen has more than 30 years international public health experience focusing mainly
on STI control and targeted HIV interventions with sex workers and other key
populations 10 years clinical experience in reproductive health and primary health care.
He is an independent consultant specializing in guideline and strategy development,
implementation support, scientific writing, modelling, programme evaluations and
related technical work. Dr. Steen’s primary focus is on HIV prevention, STI control and
microplanning with sex workers and other key populations.

Dr. Steen’s international public health experience includes serving as a scientist in HIV
prevention at WHO where he was responsible for prevention of sexual transmission and
STI control including targeted interventions for HIV prevention, care and treatment. As
a public health consultant at the WHO/Department of Reproductive Health and
Research he assisted in the design, implementation and evaluation of interventions and
operations research in areas of STI control. Dr. Steen worked at the AIDSCAP Africa
Regional Offices in Kenya and Rwanda. In Kenya he developed and monitored STD
interventions, and in Rwanda he provided program management for AIDS prevention
projects. He worked for the Centers for Disease Control implementing STD control
projects in two health centers in rural Rwanda; and implemented an STD control project
in the Central African Republic.

Dr. Steen received his PhD from Erasmus MC University Medical Center Rotterdam, his
MPH in Maternal and Child Health from University of California at Berkeley and his B.S.
in Health Sciences at State University of New York at Stony Brook.

Suwat Chariyalertsak
Emeritus Professor
Faculty of Public Health, Chiang Mai University

Dr. Suwat Chariyalertsak is an Emeritus Professor in Community Medicine, Chiang Mai
University. He had MD from Mahidol University Siriraj Hospital, MSc Clinical Tropical
Medicine from Mahidol University, MPH in Health System Management from Tulane
University and DrPH in Infectious Epidemiology from John Hopkins School of Public
Health.

Currently he serves as the foundation Dean of Faculty of Public Health, Chiang Mai

University and also the Principal Investigator for the CMU Prevention Clinical Research
Site’s leader at Research Institute for Health Sciences (RIHES), Chiang Mai University.
His background has been in the epidemiology of HIV/AIDS and other related infectious
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diseases. He has been the PI for a number of RCT Phase Ill studies in multisite HIV
Prevention Trial Network under US NIH support more than 15 years.

He has been invited to sit in a number of national committees and subcommittees
include HIV/AIDS, NCDs, National Health Information System, and currently as the
chair of Burden of Disease Committee (BOD) under Ministry of Public Health, Thailand.

Niyada Kiatying-Anngsulee

Niyada Kiatying-Angsulee, Ph.D. currently leads 3 major organizations, firstly as Chair
HAIAP (Health Action International Asia Pacific), secondly as Chair of Health and
Development Foundation, and lastly as Director of Drug System Monitoring and
Development Center at Chulalongkorn University.

She got her Bachelor degree in Pharmacy from Chulalongkorn University, Master
degree in Phamacology from Mahidol University, and Ph.D. in Health Policy from
London School of Hygiene and Tropical Medicine, University of London.

Niyada now serves in various committees at the Ministry of Public Health, such as
National Antimicrobial Resistance Policy Board, Drug Board (as expert according to
Drugs Act B.E.2510 (1967), and Subcommittee on Rational Drug Use Promotion, under
the National Drug Policy Board. Her two major previous positions were Director of
Chulalongkorn University Social Research Institute, and member of Fund for Promotion
of Safe and Innovative Media (by law).

Her current focus of work is on drug system monitoring to signal emerging risk factors
on health to relevant bodies, to raise awareness among public, and to advocate certain
public policies such as antimicrobial resistance, rational use of medicine, access to
medicine, and regulatory policy. Other works cover wide ranges of areas such as
HIV/AIDS, governance and ethics, injecting drug users, illicit drug policy, Cannabis and
Kratom, trends in emerging drugs use, certain prescription drugs, psychotrophic drugs
and narcotic drugs, drugs use in special populations, border health and drugs, women’s
health, roles of civil society (CSO), and social pharmacy.

Chawalit Natpratan

Dr. Natpratan received his M.D. from Chiangmai University and his MSc in Public
Health from the National University of Singapore.

His work experience includes:
1) 2015-2022, Freelance Consultant,

- National Expert on TB for Multi-country funding request on TB and migration
in the GMS region, The Global Fund,
- Programmatic and M&E Expert for Local Fund Agent, The Global Fund,
Thailand,
- Surveys on HIV services in the prisons, Thailand
2) 2007-2015, Deputy Director for Technical Support, FHI 360/Indonesia; and
Medical Officer, TB Program, WHO/ Indonesia

64



3) 2001-2007, Country Director, FHI360/ IMPACT Project, Cambodia

4) 2000, Acting Country Program Adviser, UNAIDS/ Indonesia

5) 1990-2001, Director, Office of Communicable Diseases Control, Region 10,
Chiangmai

6) 1989-1990, Director, TB center, Region 10

7) 1985-1989, Deputy Provincial Chief Medical Officer, Chiangrai

Short term country experiences: China, Myanmar, Bangladesh, India and Vietnam
Areas of expertise:

- Health system strengthening

- HIV Program

- TB-HIV Program

- Technical assistance

Viroj Tangcharoensathien
Senior Advisor, International Health Policy Program (IHPP)

Viroj Tangcharoensathien was trained in medicine at Siriraj Hospital, Mahidol University.
He served 10 years in small rural hospitals in Ubon Ratchatani province at Thai-Lao
border. He received the Thai Medical Association’s Best Rural Doctor Award in 1986.
His doctoral thesis in Health Financing at London School of Hygiene and Tropical
Medicine (LSHTM) won the 1991 Woodruff Medal for the most outstanding thesis. He
returned to Thailand in 1991 as health policy analyst at Ministry of Public Health. In
1998, he co-found the International Health Policy Program (IHPP), an arm-length quasi-
public research institute affiliated with Ministry of Public Health; its mission includes
building capacity of young researchers in health policy and systems research,
generating evidence and informing policies.

He received Edwin Chadwick Medal from LSHTM in 2011 for his contributions to
improve health systems in the interests of the poor; and the Sam Adjei Distinguished
Public Service Award in 2018 by the Alliance for Health Policy and Systems Research
and Health Systems Global for his engagement in health systems development and
research. He received WHO Director-General’s Health Leaders 2019 Award in
recognition of his outstanding leadership in Global Health.

His scholarly contributions include 297 international peer-reviewed publications since
1989. There were 47,617 total citation and h-index was 84 [https://bit.ly/3QIShEK].
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VI. ABBREVIATIONS

Abbreviation Definition

AEM
ART
ATT
CBO
CPT
CRS
CSMBS
CSO
DDC
DGHI
DOC
eMTCT
FSW
GPO
IBBS
KP
KPLHS
MHI
MMT
MOPH
MSM
MW
NAP
NAPHA
NHSO
NTIP
Ol
PEP
PLHIV
PMTCT
Prep
PSE
PWID
PWUD
RRTTPR
S&Db
SHI

The AIDS Epidemic Model

Antiretroviral therapy (ART)

Anti-Tubercular Treatment
Community-based Organizations
Co-trimoxazole preventative therapy

Crisis Response System

Civil Servant Medical Benefit Scheme

Civil Society Organizations

Department of Disease Control

Duke Global Health Institute

While the Dept of Corrections

Elimination of Mother-To-Child Transmission
Female sex workers

Government Pharmaceutical Organization
Integrated Biological and Behavioral Survey
Key populations

Key population-led health services

Migrant Health Insurance

Methadone Maintenance Therapy

Thai Ministry of Public Health

Men who have sex with Men

Migrant Workers

National AIDS Program

National Access to Antiretroviral Program for People Living with AIDS
National Health Security Office

National TB Information Program
Opportunistic infections

Post-exposure prophylaxis

People Living with HIV

Prevention of mother to child transmission
Pre-exposure prophylaxis

Population size estimates

People who inject drugs

People who use drugs
Reach-Recruit-Test-Treat-Prevent- and Retain
Stigma and Discrimination

Social Health Insurance



TGW
TPT
u=u
ucs
UHC
VL
VMI

Transgender women

TB Preventative Therapy
Undetectable=Untransmittable
Universal Coverage Scheme
Universal Health Coverage
Viral load

Vendor Managed Inventory
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