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Forward

In 2012 Thailand begins a new era in HIV/AIDS programming. The National AIDS Strategy 2012-2016
puts forth a new vision for responding to the epidemic, following strategic objectives aiming at
continuation, optimization, harmonization and sustainability as well as innovation and change. As we
begin this new era, the need for strategic information on the epidemic and the response is critical.
Only through promoting a culture of empirically based decision making can these strategies be
implemented effectively and efficiently.

The goals and targets set forth in the National AIDS Strategy, let by the vision of “Thailand Getting to
Zero”, are challenging. The high-quality strategic information made possible through the integrated
monitoring and evaluation system detailed in this plan will allow us to track our progress and guide
decisions along the way.

This plan is the result of a multi-sector collaboration that was fully participatory at all levels. Through
the contributions of civil society organizations, international organizations and government agencies
at the national, provincial and local level, the plan was developed through a systematic, participatory
and consultative process. The plan would not have been possible without the collaborative spirit of
these colleagues who have dedicated so much of their lives to HIV Prevention:

Besides expressing our deep appreciation to all who participated in producing this plan, we would
like to thank those who provided funding for the effort: UNAIDS-Thailand, UNFPA-Thailand, UNICEF-
Thailand, the RTG-WHO Collaborative Program, the Global Fund to Fight AIDS, Tuberculosis and
Malaria, and USAID for support to civil society’s participation. The Institute for Population and Social
Research (IPSR), Mahidol University, UNAIDS and TUC (Thailand MOPH - U.S. CDC Collaboration)
provided technical support.

It is hoped that the finished product will serve as a reference for all those who contribute to the fight
against HIV/AIDS in Thailand for the next five years. Now that the national strategic plan for
HIV/AIDS and the road map for strategic information and an integrated M&E system across levels
and sectors is in place, this same spirit is needed to carry it through and make it effective.

fjfﬁf

-

Porntep Siriwanarangsun MD. PhD (London U)
Director General of the Department of Disease Control
Secretariat of the National AIDS Committee, Thailand
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Executive Summary

The National Strategic Information and Monitoring and Evaluation Plan for HIV/AIDS 2012-2016 is
Thailand's comprehensive and consolidated effort to systematically plan for a new generation of
strategic information, monitoring and evaluation of the national AIDS program, while strengthening
the system's capacity, quality and responsiveness. The purpose of strategic information (SI) is to
increase the availability and accessibility of high quality essential data to guide program planning
and investment for an effective HIV/AIDS response. The plan measures progress towards achieving
national goals and objectives—including Thailand’s commitment to reaching “the three zeros’ of
zero new infections, zero AIDS deaths, and zero discrimination— in an effective, efficient and timely
manner. The use of empirically based data to guide national and sub national investment into
effective responses to the HIV epidemic represents a major step for Thailand.

The National Strategic Information and M&E Plan consists of three major components:

1. A set of M&E core indicators that are designed to measure the progress of the National AIDS
Strategy (NAS).

2. A work plan for strategic information, monitoring and evaluation that is designed to a)
systematically and efficiently measure the core indicators; b) perform regular program
monitoring of the National AIDS Program; and c) generate additional strategic data which
are necessary to understand the dynamics of the HIV epidemic in Thailand and its
multisectoral response. The work plan also addresses needed system strengthening for M&E
based on an assessment done in 2011.

3. Resource estimation and costing that prioritizes strategic information and M&E activities
based on the estimated resources available for the time period.

1) M&E framework and core indicators

The M&E framework is designed to match the organizing principles of the National AIDS Strategy.
The core indicators measure specific progress on the national goals and strategic objectives. Nested
within this framework are the program frameworks for the major programs that make up the
national effort, including prevention for key affected populations, the general population and youth;
support for children affected by AIDS and other vulnerable children; prevention of mother-to-child
transmission; and care and treatment for people living with HIV (PLHIV). A separate framework is
also presented for stigma, discrimination, human rights, and gender issues including gender-based
violence, which are cross-cutting issues for all programs.

Goal-level indicators measure the impact of the National AIDS Strategy on the key areas of interest:
reduction in the number of new HIV infections, reduced vertical transmission, increases in the
percentage of PLHIV receiving anti-retroviral therapy (ART), increases in quality of life for PLHIV,
reduced mortality from AIDS-related causes including TB, progress in eliminating stigma and
discrimination, and promoting human rights and increasing gender sensitivity. The outcome level
indicators measure the desired outcomes of the various prevention, care and treatment, and policy-
related programs. Where appropriate, indicators are disaggregated by gender, age, geographic area
and subpopulation.

The full Strategic Information and M&E Plan contains information on the data sources, responsible
organizations and frequency of data collection for each core indicator. Targets have been set for
each indicator for the end of the strategic planning period (2016) and for interim years (2012, 2014).
For indicators measured by the Asian Epidemic Model (AEM), targets were set by making
assumptions about behavior change that should occur as a result of the national response.
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2) Work plan for strategic information and monitoring and evaluation including system
strengthening

Thailand's national strategic information and M&E plan is based on the twelve components that
compose the organizing framework of the national M&E system. The twelve components are
organized into three broad areas with sub-components in each area, as follows:

People, partnerships and planning
1. Organizational structures with HIV strategic information functions
Human capacity for basic HIV M&E
Partnerships to plan, coordinate, and manage the HIV strategic information system
National multi-sectoral HIV M&E and strategic information plan
Annual costed national HIV M&E and strategic information work plan
6. Advocacy, communications, and culture for HIV M&E and strategic information
Collecting, verifying, and analyzing data
7. Routine HIV program monitoring
8. Surveys and Surveillance
9. National and sub-national HIV database
10. Data auditing and data quality
11. HIV evaluation and research
Using data for decision-making
12. Data dissemination and use

vk wnN

As part of the development of the plan, an assessment of the current national M&E system was
conducted in mid-2011 through a participatory and consultative process. The results of the
assessment provided guidance on priorities to improve the system from multiple perspectives and
levels.

Priorities among the 12 components include strengthening organizational structures at the national,
provincial and local level. At the national level, the three key pillars consist of monitoring the HIV
epidemic ("know your epidemic"), monitoring the national response ("know your response"), and
evaluation, research, and special studies. Responsible organizations for each of these pillars are
identified (the Bureau of Epidemiology (BoE), the Bureau of AIDS, Tuberculosis and STIs (BATS) and
the National AIDS Management Center (NAMc) respectively), working under the guidance and
technical direction of the strategic information/M&E sub-committee. The plan clarifies the roles at
the regional, provincial and local level, and defines needs in capacity building and system
strengthening, including increased interoperability of different data systems. In 2011 the National
AIDS Committee approved “Joint Key Performance Indicators" (KPI) as a tool to facilitate synergistic
efforts among government agencies/organizations. An integrated and mainstreamed M&E system
for these government units will ensure effective monitoring of the joint KPls in 2012-2016.

For effective routine HIV program monitoring, the strategic information plan proposes the creation
of a routine integrated HIV information system to provide a holistic picture of prevention, treatment
and care. It is essential that the comprehensive HIV information system includes health, non-health,
community, and socio-economic data to inform policy, planning and management at all levels. This
will create opportunities for better data triangulation and will allow monitoring of the impact of
services, policies and programs. Identified as a critical gap, building human capacity for basic M&E
will include developing a core curriculum for basic M&E training and conducting training for key focal
points across agencies and ministries.

With regard to surveys, surveillance and research, the strategic information plan addresses the need
to strengthen and enhance a number of existing surveys and surveillance systems (such as the
Integrated Biological and Behavioral Surveillance (IBBS), Behavioral Surveillance Survey (BSS), and
the HIV Sentinel Surveillance (HSS)), as well as to develop new tools and methods to better guide the
national response, monitor progress and measure the impact. New tools will include surveys to
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measure changes in attitudes related to stigma and discrimination over the 5-year period. For data
auditing and data quality assurance, key strategies for 2012-2016 are to promote standard data
control protocols and to establish quality assurance mechanisms at all levels.

Increased availability and quality of HIV evaluation, special studies and research is proposed as an
integrated package for a new generation of strategic information. This will provide evidence for
planning, for prioritization and for a new investment framework to address the HIV epidemic. Finally,
as the ultimate goal of strategic information is to enable its use in decision making, the plan includes
an improved system for data dissemination and for the development and implementation of tools to
link data with service and program performance. In this way “localized” strategic information will be
available to guide national and sub-national investment to achieve the "Three Zeros".

3) Costing, investment framework and final prioritization of SI and M&E activities

The overall estimated resources needed for implementing the comprehensive SI and M&E plan
including system strengthening in Thailand from 2012-2016 are 434, 438, 515, 517 and 616 million
THB per year respectively. This estimate means that the proportion of resources needed for Sl and
M&E including M&E system strengthening accounts for 5.1-5.5 percent out of overall HIV/AIDS
program costs during 2012-2014. Because it is unlikely that all proposed activities will be fully
funded, an investment framework is proposed to support management decisions of national policy
makers, key stakeholders and financiers. The investment framework proposes three key criteria to
prioritize Sl and M&E activities:

1. Support Sl and M&E development of activities that are backed by evidence showing a direct
impact on reducing new infections, reducing deaths related to HIV and TB/HIV, promoting
HIV counseling and testing, strengthening human rights, reducing stigma and discrimination,
and raising awareness of gender-based issues including gender-based violence. Priority is
given to strengthening the routine integrated HIV information systems (RIHIS) among
injecting drug users (IDUs), female sex workers (FSWs), men who have sex with men (MSM)
including male sex workers (MSW) and closed setting populations. The enhancement of a
number of existing surveys and surveillance systems (such as the Integrated Biological and
Behavioral Surveillance (IBBS), Behavioral Surveillance Survey (BSS), and the HIV Sentinel
Surveillance (HSS)) is also prioritized, as well as the development of new tools to measure
changes in attitudes related to stigma and discrimination over the 5-year period. The
availability and quality of HIV evaluation, economic studies and research as part of an
integrated package of new generation strategic information is also a top concern.

2. Strengthen key organizations that will implement Sl activities and the M&E system in order
to build a holistic picture of the epidemic and response at the national and sub-national
level.

3. Support data use for decision making through development and implementation of data use
tools such as HIVQUAL, STIQUAL, HCTQUAL and others to link data with service and program
performance, and to generate “localized” strategic information in 31 priority provinces.
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The final estimated resource need for strategic information and M&E in the next five years is shown
in the table below, along with the estimated resources available and the resource gap. The results
show resource gaps of 111 million THB in 2012, increasing to 187 million THB in 2014 and
maintaining at the same level to 2016.

Estimated Costing for SI and M&E plan 2012 2013 2014 2015 2016
(millions of baht)

Comprehensive

Estimated Resource Needs 433.9 437.6 514.6 517.0 615.6
Estimated Resources Available 285.4 280.4 279.0 na na
Resource Gap 148.5 157.2 235.6 na na
Highly prioritized

Estimated Resource Needs 296.0 277.8 336.8 336.8 336.8
Estimated Resources Available 185.4 149.7 149.5 na na
Resource Gap 110.6 128.0 187.3 na na
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Chapter 1 Introduction

For over two decades, Thailand has been a global leader both in HIV programming and in the
collection of high quality data on public health. Thailand’s past response to the HIV/AIDS epidemic
includes good examples of key strategies, which, fully resourced, politically supported and rigorously
implemented, can change the trajectory of the epidemic and the impact on people, communities
and the nation. Best known is the “100% Condom Campaign” of the early 1990’s, but more recent
examples are the rapid expansion of free antiretroviral treatment, and the prevention of mother-to-
child-transmission (PMTCT). Thailand’s first version of “Getting to Zero” started many years ago,
with interventions to reduce the number of new HIV infections, provide free treatment, care and
support, and address stigma and discrimination. In many areas the response was very successful,
and Thailand is globally considered as “best practice” for HIV prevention and care services.

Thailand’s national AIDS program is coordinated by a single authority and operates under a single
action framework. The country provides a working example of how multisectoral collaboration can
enhance the fight against HIV/AIDS. Even in times of political upheaval and limited economic
resources, the strength of the partnerships among sectors still keeps partners moving on the
national AIDS response.

This National Strategic Information and Monitoring & Evaluation Plan for HIV/AIDS 2012-2016
provides a road map for developing a unified comprehensive and coordinated M&E system to
measure progress on the national HIV response. The plan is Thailand's comprehensive and
consolidated effort to systematically plan for a new generation of strategic information, monitoring
and evaluation of the national program, while strengthening the system's capacity, quality and
responsiveness. The purpose of strategic information is to increase the availability and accessibility
of high quality essential data to guide program planning and investment for an effective HIV/AIDS
response. A major part of the plan is to measure progress towards achieving national goals and
objectives in an effective, efficient and timely manner. The use of empirically based data to guide
national and sub-national investment into effective responses to HIV represents a major step for
Thailand.

The objectives of the plan are as follows:

1. To design an appropriate framework for measuring progress on Thailand's National AIDS
Strategy (NAS), at the goal, outcome and output level, including definitions of core indicators
and specifications for data collection and institutional responsibilities.

2. To provide a road map for data sources, data collection, analysis and use for program
implementation, information flow, information products and the roles of various
government, civil society and other key stakeholders within the M&E system.

3. To assess the current national M&E system and prioritize needs to plan for system
strengthening, including building capacity, improving quality, and assuring that the system is
able to produce essential strategic information for decision making.

4. To cost M&E activities and prioritize the plan within available resources.

Development of the national strategic information and M&E plan employed a participatory
approach, involving HIV stakeholders at all levels from different sectors and ensuring their
commitment to its implementation. A systematic assessment was conducted in the first half of 2011,
using an assessment tool adapted from UNAIDS "12 components” organizing framework of the
functional M&E system. The M&E System Strengthening (MESS) assessment involved in-depth
interviews with more than 30 organizations that implement HIV/AIDS programming, followed by a
results workshop where the findings were presented and discussed with key stakeholders. From this
input, a prioritized agenda for system strengthening was developed for the next five years.
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Development of the national SI and M&E framework and core indicators was also conducted
through a multisectoral participatory process. A series of meetings was held with key organizations
including government and civil society to develop M&E strategies for each program area. Training
was provided for using a results-based approach to planning and to designing the M&E frameworks.
A consensus workshop was organized that allowed all key stakeholders to review and then endorse
the plan. Finally, mapping of technical support with development partners was conducted in order
to leverage funds and ensure technical assistance to fit the priority strategies.

The plan is laid out in seven chapters. After this introductory note and a brief overview of the
National AIDS Strategy (Chapter 2), the M&E framework is presented with definitions of core
indicators at the goal, outcome and output level (Chapter 3). Sources of data, frequency of data
collection and responsible organizations are also laid out in this section, and the targets for the core
indicators are presented with an explanation of how targets were set. Chapter 4 describes the
structure of the national M&E system according the 12 components, including the organizational
and management structure, data flow for each program, and priorities for system strengthening.
Strategic information products including the frequency of reporting and areas of responsibility are
described in Chapter 5. In Chapter 6, the total estimated costs of various activities of the Strategic
information and M&E plan for the next five years are presented; while Chapter 7 presents an
investment framework for prioritization of activities given limited resources. There are six annexes:
one with a list of supplemental indicators, one with detailed indicator definitions, the third with
program frameworks and indicators; the fourth with figures depicting data flow for each program;
the fifth with detailed costing information and finally a list of contributors to the plan.

It is hoped that this Strategic Information and M&E plan will provide a comprehensive reference for
HIV/AIDS stakeholders for the next five years, clarifying goals and providing a foundation for the
effective use of empirical data for decision making. In this way, Thailand’s SI and M&E system will
move beyond routine monitoring to meet donor requirements to become a crucial part of the
country’s success in its vision of the “Three Zeros”.
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Chapter 2: National AIDS Strategy 2012-2016

THAILAND'S EPIDEMIC IN BRIEF

To place the plan in context, a brief overview of the current status of the HIV epidemic in Thailand is
needed. The dynamics of the HIV epidemic have changed in some important ways since the first
cases were discovered. The initial epidemic among IDUs was first detected in 1985 and cases
increased rapidly by 1988. Soon after this, the epidemic was found to be spreading among female
sex workers and their clients. During this period, male clients of FSWs represented a large segment
of the population and were distributed widely throughout the country, both in rural and urban
areas. The number of new infections in these populations increased rapidly and reached a peak
during 1990 — 1995. Infection from sex with female sex workers was the most common route of
transmission and led to the spread of HIV from male clients of sex workers to wives of these men
and to MSM. In response, Thailand established the 100% condom use campaign in commercial sex
establishments, which began in 1992. This a key factor leading to the decline in HIV transmission
after 1995 and contributed to a national change in behavioral norms regarding commercial sex.
However, efforts to promote safe behavior in other population groups was less thorough and, thus,
infections have continued to occur in these other population groups.

Findings on new infections by routes of transmission are produced in Thailand by using the Asian
Epidemic Model (AEM), drawing on baseline data since 2000 and updated in 2005. The model allows
projections backward in time as well as forward. As seen in Figure 2.1, the pattern since the late
1990s has shown a decline in spousal transmission and in transmission through sex work. New cases
among IDUs have remained fairly constant, while cases among MSM have increased steadily. It is
estimated that 41% of new cases from 2012-2016 will be among MSM. A small but fairly constant
number of new cases come from casual and extramarital sex, and an increase in sexual behavior
among youth before marriage has raised concern about this group.

Figure 2.1: Asian Epidemic Model projections of the percentage of new HIV infections by
population group and risk behavior, 1988-2016
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The overall picture at present reveals that Thailand's epidemic is still mostly concentrated among
key affected populations: female sex workers (FSW); men who have sex with men (MSM), including
transgender (TG) and male sex workers (MSW); and injecting drug users (IDU)." The Asian Epidemic

! For the purpose of this plan, FSWs are defined as all women who sell sex, regardless of the venue. MSM
refers primarily to higher risk men who have sex with men, who frequent specific entertainment venues,
establishments, and public places where they meet sexual partners, who often buy and/or sell sex, and who
have multiple sex partners. Male sex workers (MSW) and transgender (TG) are subgroups of MSM. IDUs are
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Model projects that 62% of new infections from 2012-2016 will occur among these groups (Table
2.1). While about one-third of new cases (32%) will result from spousal transmission, the majority of
these cases occur among bridge populations who have risk behaviors of buying or selling sex,
injecting drugs or who are men having sex with men. A small and declining proportion of cases will
come from casual and extramarital sex (6%).

Table 2.1: Asian Epidemic Model Projections of New HIV Cases, 2012-2016

Year MSM, FSW & IDU Spousal Casual and Total
transmission extramarital sex
(including youth)
2012 5,608 3,231 634 9,473
2013 5,461 2,920 579 8,959
2014 5,331 2,674 530 8,535
2015 5,221 2,475 488 8,184
2016 5,126 2,313 450 7,890
2016-2012 26,746 13,613 2,681 43,040
% of new cases 62% 32% 6% 100%

VISION: THE THREE ZEROS

With its 2011-2015 strategy, UNAIDS called for a fundamental transformation in the global AIDS
response. The new strategy calls for a political commitment to "a revolution in prevention politics,
policies and practices", to universal access to HIV prevention, treatment and care, and to social
justice, human rights and gender equality as the foundation of the AIDS response. The strategy is
based on the conjecture that only decisive action can provide the breakthroughs needed to attain
the vision of "the Three Zeros": zero new infections, zero AIDS-related deaths, and zero
discrimination. While the Three Zeros vision is aspirational, UNAIDS laid out concrete goals for the
next five years to move towards this vision (UNAIDS, 2010).

In Asia and the Pacific, all 62 Members and Associate Members of the UN Economic and Social
Commission for Asia and the Pacific (ESCAP) adopted two resolutions in 2010 and 2011 to lay out
their commitment to the Three Zeros vision. Resolution 66/10 notes that HIV epidemics in the region
chiefly affect sex workers, men who have sex with men, and people who inject drugs, and that an
effective response requires working closely with these populations. It calls for the removal of legal
and political barriers to universal access, and pledges to promote dialogue between health and other
sectors, including justice, law enforcement and drug control. Resolution 67/9 further commits the
Member States to increase access to prevention and treatment services for key populations at
higher risk, including transgender people, through nationally owned and funded strategic plans
(UNAIDS, 2011).

The National AIDS Committee (NAC) endorsed the Getting to Zero strategy and agreed to move
towards this vision, expressing its commitment to the strategy at the General Assembly High Level
Meeting on AIDS in New York in June 2011. The National AIDS Strategy for 2012-2016 is organized
around this vision. It commits Thailand's AIDS response for the next five years to continued
partnerships with civil society to work with populations most at risk, to identify barriers to access

defined as all drug users who inject. MSM and IDUs may also be reached in closed settings (juvenile detention
centers and prisons).
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Figure 2.2: Focusing on new infections by mode of transmission and geographic area
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caused by stigma, discrimination, and human rights violations, and to promote quality of life of those
living with HIV. In a time of limited resources, Thailand's response will focus on those most at risk of
new infections in 31 priority provinces (Figure 2.2). An overview of the strategy is given below.

THE 2012-2016 NATIONAL AIDS STRATEGY

The development of the National AIDS Strategy (NAS) for 2012-2016 thus began with a grounding in
Thailand's current epidemic and an orientation towards the vision of “Thailand getting to Zero”. A
summary of the NAS is shown in Figure 2.3, with the goals for 2016 shown on the right side. To get
to zero new infections, there are two goals for 2016: that new infections are reduced by two-thirds
and that vertical transmission of HIV is less than 2%. To get to zero AIDS-related deaths, there are
three goals for 2016: equal access to quality treatment, care, support and social protection for all
people affected by HIV; AIDS-related deaths reduced by half; and TB deaths among people living
with HIV reduced by half. To get to zero stigma and discrimination, there are also three goals for
2016: all laws and policies which obstruct equal access to prevention, treatment and care services
are revised; [Thuman rights and gender-specific needs are addressed in all HIV responses; and finally
that [Istigma and discrimination towards people living with HIV (PLHIV) and key affected populations

(KAPs) is reduced by half.

With these goals in mind two main questions were asked in order to design an effective response for
the next five years:

1. What is Thailand doing well which should continue (eventually being consolidated and
optimized)?

page 5



2. What needs to change in order to get to zero new HIV infections, zero AIDS-related deaths,
and zero discrimination?

From this foundation two strategic directions were identified:

Optimization and Consolidation includes strategies aiming at continuation, optimization,
harmonization and sustainability of interventions which are implemented well and produce desired
results. These strategies contribute to all goals. Services which fall into this strategic direction are
well integrated, and are expected to be operationalized and resourced through respective line
ministries and/or and health insurance entities.

Innovation and Change includes strategies which are focusing on a) the prevention of sustained
HIV infection, b) localizing response and ownership at the sub-national level, and c) the socio-
environmental factors which hinder access to prevention and care services, and fuel stigma and
discrimination. Innovation and change strategies address either a needed change, innovation, or
priority which were already defined in the past but have never been operationalized and/or
implemented. The operationalization of these strategies is considered critical to make progress on
getting to zero new HIV infections and to zero discrimination. Discussions are underway as regards
the establishment of a dedicated fund (for both domestic and external resources) to resource these
strategies.

The left side of Figure 3.2 lays out the strategic objectives in each area. For Innovation and Change,
there are four strategic objectives: to expand rights-based and gender- sensitive comprehensive
prevention services for populations at greatest risk for HIV transmission; to expand the protective
social and legal environment essential for HIV prevention and care; to localize ownership and
response; and finally to implement a new generation of strategic information to inform and guide
the national response at all levels. Under Optimization and Consolidation, the strategic objective is
to harmonize and optimize interventions and programs in eight areas: prevention of mother to child
transmission (PMTCT); prevention among young people; condom programming; blood safety and
universal precaution; treatment, care and support; care and support for children affected by AIDS
and other vulnerable children; stigma and discrimination; and finally public communication.

Additionally, six core themes were defined which are both the guiding principles for strategy
development, and, at a later stage will guide the operationalization of the national strategy in bi-
annual plans. These are: social justice, meaning that programs respect, protect and fulfill gender
equality and sexual, reproductive and human rights; people centered, meaning that responses go
beyond HIV as a disease and promote the quality of life of people affected; increased focus, calling
for efficiency and mutual accountability; leadership and locally owned responses, meaning that a
shared vision, defined strategy and defined actions will work together to sustain the AIDS response
locally; people empowering, mobilizing and empowering people and communities; and finally
partnerships: synergies maximized and efficiencies achieved with government and non-government
services integrated and united. All of these themes are aligned with the "getting to zero" strategies
and vision.

Further detail on these strategies is given in the final two pages of Figure 2.3. The organization of
NAS was used to construct the M&E framework which is presented in the next chapter.
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Figure 2.3 Summary of National AIDS Strategy 2012-2016

Strategic Directions / Strategies Vision and Goals
A: INNOVATION AND CHANGE GETTING TO ZERO

1. Expand rights based and gender sensitive comprehensive prevention services for populations/ risk To get to Zero New Infections
behavior with highest number of HIV transmission Goals for 2016
2. Expand the protective social and legal environment essential for HIV prevention and care e New infections reduced by two thirds
3. Localize Ownership and Response « Vertical transmission of HIV less than 2%
4. Implement a new generation of strategic information to inform and guide the national response at all To get to Zero AIDS related Deaths
levels Goals for 2016

e Equal access to quality treatment, care,
support and social protection for all people

. affected by HIV
B: OPTIMIZATION AND CONSOLIDATION « Reduce AIDS related deaths by half

« TB h le livi ith HIV
5. Harmonize and optimize interventions and programs focusing on: deaths among people living wit
reduced by half

1) Prevention of Mother to Child Transmission (PMTCT)
2) Prevention among Young People

3) Condom Programming

4) Blood Safety and Universal Precaution

5) Treatment, Care and Support

6) Care and Support for Children Affected by AIDS

7) Stigma and Discrimination

8) Public Communication

To get to Zero Stigma and Discrimination
Goals for 2016

¢ All laws and policies which obstruct equal
access to prevention, treatment and care
services are revised

¢ Human Rights and gender specific needs are
addressed in all HIV responses

¢ Stigma and discrimination of PLHIV and key
affected populations reduced by half

CORE THEMES /
Social Justice People Centered Increased Focus Leadership and People Empowering Partnerships

Respecting, protecting and Responses which go Efficiency and mutual Locally Owned Mobilizing and Synergies maximized and
fulfilling beyond HIV as a disease accountability Responses empowering people efficiencies achieved with

gender equality, sexual, and promote the quality Sharing vision and and communities government and non-

reproductive and human of life defining strategy and government services

rights actions to sustain the integrated and united

AIDS responses locally
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Strategic Directions / Strategies and Measures

A. INNOVATION AND CHANGE

Expand rights based and gender sensitive comprehensive prevention services for populations/ risk behavior with highest number of HIV transmission
e Increase Focus

« Increase Efficiency and Coverage

« Implement new Technologies for prevention

Expand the protective social and legal environment essential for HIV prevention and care

o Change Laws and Policies which hinder access to Prevention and Care Services

o Establish mechanisms to effectively implement and monitor laws and policies which support HIV prevention and care

Localize Ownership and Response

o Increase local ownership and funding for an expanded response to HIV

« Strengthen local competence and capacity to ensure quality services Localize Ownership and Response

o Increase local ownership and funding for an expanded response to HIV

o Strengthen local competence and capacity to ensure quality services

Implement a new generation of strategic information to inform and guide the national response at all levels

« Develop and implement a localized strategic information system

« Ensure that program evaluation including cost-benefit and cost-effectiveness data are generated as evidence for planning and interventions
« Initiate, document and disseminate research on new approaches and technologies related to prevention, treatment and care

B. OPTIMIZATION AND CONSOLIDATION

. Harmonize and optimize interventions and programs focusing on:
1) PMTCT

Adjust PMTCT services for different ethnic groups and non-Thai.

Promote male involvement and integrate couple counseling and reproductive health services into PMTCT
Use IT and modern communication channels for better service delivery

2) Prevention among Young People

Implement a quality assurance and quality control system for school based sexual and reproductive health education

Strengthen Youth friendly services for in and out-of-school youth through increased youth participation and human resource development
HIV prevention for young people is an integral part of youth development program

Use IT and modern communication channels for better service delivery

3) Condom Programming

Reposition condoms as sexual and reproductive health tool
Establish condom management systems including public-private partnerships at all levels.
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4)

5)

Generate strategic information on condom demand and usage, supply, affordability and accessibility as the basis for informed decisions on

future condom programming.

Blood Safety and Universal Precaution

Improve blood donor selection process and standardize blood screening for all blood units
Use IT for management of blood donor database

Treatment, Care and Support

Harmonize and standardize the treatment protocol and service entitlements for all health insurance schemes
Integrate and strengthen services provided by PLHIV networks into the prevention to care continuum

Ensure adequate and easily accessible treatment, care and support services for key affected populations
Improve and increase HIV counseling and testing (HCT) in order to enable early diagnosis and treatment.

Care and Support for Children affected by AIDS and Vulnerable Children

Increase responsiveness of service providers to the needs of children

Establish a strategic information system for improvement of services to vulnerable children

Standardize service packages for vulnerable children

Integrate and strengthen social protection systems, health system and community systems for effective service delivery

Stigma and Discrimination

Provide continuous learning and training opportunities for health and other identified key-personnel

Ensure that stigma and discrimination is monitored through local and national mechanisms and tools with a focus on critical areas like work
place, health sector, education and social welfare

Strengthen community interventions to change attitudes and behavior towards stigma and discrimination

Strengthen the human rights capacity and empower key affected populations to access rights protection services

Public Communication

Establish a long term public communication plan in support of Thailand getting to Zero
Define adequate coordination and management structures
Monitor impact of public communication on people’s perception on HIV and AIDS
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Chapter 3 National M&E Framework, Core Indicators and Targets

In this chapter the framework for the National SI and M&E plan is presented along with the core
indicators that will measure progress on the National AIDS Strategy in the next five years according to
national targets. The M&E framework is designed to closely parallel the organizing principles of the
National AIDS Strategy. The core indicators measure specific progress on the national goals and strategic
objectives. Nested within this framework are the program frameworks for the major programs that
make up the national effort, including prevention for key affected populations, migrant workers, closed
populations, the general population and youth; support for children affected by AIDS and other
vulnerable children; prevention of mother-to-child transmission; and care and treatment for PLHIV. A
separate framework is also presented for stigma, discrimination and human rights, which are cross-
cutting issues for all programs. The program frameworks are found in Annex 3.

NATIONAL M&E FRAMEWORK

Figure 3.1 is a schematic diagram of the National AIDS Strategy with core goal and outcome indicators.
This one-page summary shows the "three zeroes" that provide the vision for the plan. Eight goals for the
next five years are designed to get Thailand closer to the three zeroes; each of these has one or more
core indicators to measure progress on these goals. The same is true for the four strategies under
Innovation and Change and the eight thematic areas under Optimization and Consolidation.

The underlying logic of the National M&E Framework is results based: program outputs should lead to
desired outcomes, which lead to long-term impact. The strategic objectives are designed to achieve the
national goals, which contribute to the vision of the three zeroes. The core indicators were designed to
measure the desired impact and outcomes of the goals and strategic objectives.

CORE GOAL AND OUTCOME INDICATORS WITH TARGETS

This section presents the 41 core indicators that measure Thailand's progress on the NAS. Many of them
are standard international indicators, such as the Global AIDS Response Progress (GARP) indicators, as
noted in the last column. Others are indicators that were developed specifically for the NAS. The
indicator tables show the baseline level (when available) and the targets for 2014 and 2016; the source
of the data; the frequency of data collection, and the agency responsible for measuring and reporting on
the indicator. The narrative also gives an overview of why the indicator is appropriate for measuring
progress on the strategy and the rationale for how targets were set. A discussion of the survey and
surveillance sources used to measure the indicators is found in Chapter 4. Detailed definitions of the
core indicators are found in Annex 2.
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Figure 3.1 Thailand National AIDS Strategy 2012-2016 with Core Indicators

ZERO NEW HIV INFECTIONS

ZERO AIDS-RELATED DEATHS

ZERO DISCRIMINATION

G1 New HIV G2 Vertical G3 Equal access to quality G4. Mortality G5 TB deaths G6 All laws and G7 Human rights and G8 Stigma and discrimination
infections reduced transmission of treatment, care and support among PLHIV among PLHIV policies obstructing gender-specific needs are towards P'LH|V and key affected
by two-thirds HIV less than for all PLHIV in Thailand reduced by half reduced by half equal access to addressed in all HIV populations reduced by half
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HIV are infected vlleradak daikem ART rights) human rights violations who report discriminatory attitudes
during their service visit towards PLHIV

STRATEGIC DIRECTION

1. INNOVATION AND CHANGE 2. OPTIMIZATION AND CONSOLIDATION

5.1 PMTCT

$05.1.1 Increased access to PMTCT
services for Thai and non-Thai

Strategy 1: Expand rights-based and gender-sensitive comprehensive prevention services for 5.2 Young people 5.3 Condom programming

populations with the highest numbers of HIV transmission $05.3.1 Thailand has functioning systems to

ensure universal access to condoms

S05.2.1 Education on sexual and reproductive health in

STRATEGIC OBJECTIVES & OUTCOME LEVEL INDICATORS

SO1: Reach at least 80% of SW, MSM and IDUs (Thai and non-Thai) in priority provinces with
comprehensive and integrated prevention services
S01.1 Percentage of key affected populations and people in closed settings reached with prevention

programs in the last 12 months;

S01.2 Percentage of key affected populations reporting the use of a condom at last sex
S01.3 Percentage of key affected populations and people in closed settings who received an HIV test in the
last 12 months and who know the results;
S01.4 Percentage of people who inject drugs reporting the use of sterile injecting equipment the last time

they injected

S01.5 Number of syringes distributed per person who injects drugs per year by needle and syringe

programs

S01.6 Number of PWID on OST

S01.7 Percentage of key affected populations and people in closed settings who both correctly identify
ways of preventing the sexual transmission of HIV and who reject major misconceptions about HIV

transmission

S01.8 Number of HIV newly diagnosed
S01.9 Number of KAPs newly initiative ART independent of their CD4 counts

S05.1.1.1 Percentage of Thai and non-
Thai HIV—-positive pregnant women who
receive antiretroviral drugs to reduce the

risk of mother-to-child transmission
505.1.1.2 Percentage of infants born to

HIV-infected women receiving a virological
test for HIV within 2 months of birth

S05.1.2 PMTCT includes strengthened

reproductive health services
S05.1.2 Percentage of pregnant women
attending ANC whose male partner was
tested for HIV in last 12 months

schools is fully implemented and monitored
S05.2.1 Percentage of young people aged 15-24 who both
correctly identify ways of preventing the sexual transmission
of HIV and who reject major misconceptions about HIV
transmission
$05.2.2 Essential HIV prevention and care services are
responsive to the specific needs of young people
$05.2.2 Percentage of young people aged 15-24 who
received an HIV test in the last 12 months and who know the
results
$05.2.3 Safe sexual behavior among young people
and MWs
S05.2.3 Percentage of youth and MWs who report the use of
a condom at last sexual intercourse

S05.3.1.1 Number of condoms available for
distribution nationwide per person 15-49 during
the last 12 months
S05.3.1.2 Percentage of young people who
know a place where to get condoms and who
report they could get condoms on their own if

they wanted

$05.3.2 Safe sexual behavior among migrant
workers and the general population
S$05.3.2 Percentage of Thai and non-Thai adults
aged 15-49 who had more than one sexual
partners who use a condom during their last

intercourse

Strategy 2: Expand the
protective social, legal and
gender—sensitive environment
essential for HIV prevention and
care

$02.1 All legal and policy
barriers as regards comprehensive
prevention and care are identified
and revisions proposed
S02.1 Number of barriers
identified, revisions proposed
$02.2 Laws and policies in
support of essential HIV
prevention and care services are
effectively implemented
502.2 Revised legal and Policy are
implemented (yes/no)

Strategy 3: Localize
ownership and
response

SO3. In priority
provinces, local areas
develop and
implement HIV
responses with
substantial
contribution of their
resources
SO3 Number of
provinces with at
least a 10% increase
in percentage of
resources allocated
for HIV prevention

Strategy 4: Implement a new
generation of strategic
information to inform and
guide the national response at
all levels

SO4. Strategic information is
used at the national and local
level to develop, guide and
monitor evidence-based
responses to HIV and AIDS

S04.1 Number of priority
provinces that develop operational
plans based on locally available
strategic information in the past
year
S04.2 HIV budget allocated for
innovation and change strategic
direction

5.4 Blood safety

$05.4 Donated
blood is
guaranteed 100%
safe

S05.4 Percentage
of donated blood
units screened for
HIV using nucleic
acid testing (NAT)

according to
national standard

5.5 Care, treatment and support
$05.5.1 All people eligible for treatment and care receive the same standard of services across health
insurance schemes
S$05.5.1.1 Percentage of adults and children with HIV known to be on treatment 12 months after initiation
of antiretroviral therapy
S05.5.1.2 Percentage of ART patients having viral load suppression 12, 24 months after initiation of
antiretroviral therapy
S$05.5.1.3 Percentage of health facilities that meet quality standard of HIV treatment and care
S05.5.1.4 Percentage of estimated HIV-positive incident TB cases that received treatment for both TB and
HIV
S05.5.2 People living with HIV and households affected by HIV receive holistic care and support
S05.5.2 Percentage of PLHIV who receive minimum standard of care and support

5.6 Children affected by
HIV/AIDS and other
vulnerable children

S05.6 HIV sensitive health
and social protection
packages reach vulnerable
children
S05.6 Proportion of eligible
households receiving any
external support in the last
3 months

5.7 Stigma and discrimination

S05.7.1 Increased awareness of adverse effects of stigma, discrimination and human rights violations on HIV prevention and care

among communities and service providers
SO 5.7.1 Percentage health facility staff that hold stigmatizing views about PLHIV

S05.7.2 Rights protection mechanisms for key affected populations are functional in priority provinces
S05.7.2.1 Number of provinces with rights protection mechanisms established; S0O5.7.2.2 Percentage of cases resolved for those who

seek assistance on human rights, stigma and discrimination

5.8 Public communication

S05.8 Changed attitudes
and increased
understanding in support
of reaching the Three
Zeros




Goal indicators

VISION: ZERO NEW INFECTIONS

G1. New HIV infections reduced by two-thirds
National
Core Indicator Baseline Result Target Target Data source Frequenc Responsible Inteartr:::i:brial
2010 2012 2014 2016 9 v unit -
indicator
G1.1 Estimated number of Infections - 2,134 2,561 5,260 AEM 2012, 2014, 2016 BoE and NAMc
averted’
G1.2 Percentage of people who are
living with HIV
G1.2a - Sex workers (female) 2.7% 2.2% 1.8% 1.0% IBBS Every 2 years BoE GARP 1.10
(female)
G1.2b — Sex workers (male) 16.0% 12.2% 11.5% 10.2% IBBS Every 2 years BoE GARP 1.10
(male)
G1.2c- Men who have sex with men 8.8% 7.1% 6.5% 6.0% IBBS Every 2 years BoE GARP 1.14
G1.2d - Injecting drug users 21.9% 25.2% 22.6% 21.0% IBBS Every 2 years BoE GARP 2.5
G1.2e - Migrant workers 0.8% 0.8% 0.8% 0.7% IBBS Every 2 years BoE
G1.2f — Antenatal (ANC) clients (aged 0.4% 0.4% 0.4% 0.3% HSS Annually BoE GARP 1.6
15-24) (female)
G1.2g - Army recruits 0.6% 0.6%’ 0.5% 0.3% HSS/IBBS Annually MoD, BoE GARP 1.6
(male)

? Baseline scenario as current HIV prevention response, estimated number of new infections are 10,853 (2010), 9,473 (2012), 8,535(2014) and 7,890 (2016). Proposed
scenario to reduce number of new infections by two-third, estimated number of new infections are 8,000 (2012), 5,975 (2014) and 2,630 (2016).

3 Survey in May 2012 only.
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Two indicators will be used to measure Thailand's progress towards reducing the number of new HIV infections. Indicator G1.1 reports on results from the
Asian Epidemic Model (AEM) on the number of infections averted. The AEM has been used since 2000 to model estimates and projections of the number of
new infections (Thai Working Group/A?, 2008). The model uses available time trends in sero-surveillance data as well as assumptions and available evidence
on trends in risk behaviors, levels of protective behaviors and the size of affected populations. Estimates and projections are produced approximately every
five years. Modeling provides more accurate estimates than the use of available data on HIV prevalence, for several reasons. The majority of Thais living
with HIV are only diagnosed at a late stage when they become symptomatic and seek treatment. Also, surveillance of some groups such as MSM and IDUs
has gaps in some areas. The model can also use behavioral data from several surveys in order to obtain a more accurate estimate. Moreover, use of the
model allows different behavior change scenarios to be applied in order to set reasonable targets. Finally, increased use of anti-retroviral therapy (ART) and
the effectiveness of this treatment means that prevalence data can give a false picture of recent success in prevention efforts. For this reason the number
of HIV cases averted is an appropriate indicator of program effectiveness.

Targets for the number of HIV cases averted and prevalence by population group were set using the Asian Epidemic Model. The number of cases averted
was generated by the model by first projecting the number of new cases that would result if no interventions were implemented, using baseline levels of
HIV incidence in 2010. A second set of projections uses behavioral scenarios that should result from effective implementation of the HIV prevention
programs. The difference between the two projections is the number of cases averted. The model projects more than 5,000 cases averted by 2016.

Prevalence data from key affected populations (KAPs)—FSWs, MSWs, MSM and IDUs—and from migrant workers is obtained through the Integrated
Biological and Behavioral Survey (IBBS) conducted by the Bureau of Epidemiology every two years. The IBBS conducts rapid HIV tests with a representative
sample of these groups. To estimate HIV prevalence among youth, surveillance data from pregnant women aged 15-24 and from male army recruits will be
used.

Projections on HIV prevalence by population were also generated from the AEM using baseline figures from the 2010 IBBS and making assumptions about
preventive behavior, reflecting the national strategy of cutting incidence by two-thirds. For FSWs, the baseline level comes from venue-based FSW who are
both direct and indirect sex workers. The target for MSM is based upon a baseline drawn from venue-based MSM who gather in entertainment places,
saunas, etc. using time-location sampling. Venue-based MSWs and MSM are likely to be at higher risk than MSM who are hidden or underground, and so it
should be remembered that the prevalence targets are specific to the sub-population who is being monitored. The baseline for IDUs is drawn from the 2010
IBBS that used respondent-driven-sampling and was done in three areas (Central, Chiang Mai, and Songkhla). This survey captured the community-based
IDUs, whose prevalence is much lower than that among the methadone clinic-based IDUs. For migrant workers, the IBBS 2010 was conducted in 10
provinces. Targets for ANC clients and army recruits are not set to show a large decrease, but they reflect a significant reduction of the incidence based on
the Asian Epidemic Model. This indicator will be disaggregated by gender, age group and other characteristics where applicable (see Annex 2).
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VISION: ZERO NEW INFECTIONS

G2. Vertical transmission of HIV less than 2%

i Result National/
Core Indicator Rl Target Target Data source Frequency Responsible unit International
2010 2012 2014 2016 -
indicator
G2 Percentage of infants born to HIV- 3.8% 2.7% 2.5% 2.0% NAP NAP Annually NHSO/DOH GARP 3.3
infected mothers who are infected

One of the main goals of the UNAIDS strategy is to eliminate vertical transmission, and this is the second goal of the NAS. Thailand provides triple therapy
for all pregnant women who are HIV positive, regardless of CD4 count and discontinuation of ART after delivery if CD4 > 350 cell/mm?>. Data on PMTCT is
collected through the national PMTCT monitoring system maintained by the Department of Health (DOH) and the National AIDS Program System (NAP)
database, maintained by the National Health Security Office (NHSO) with technical support from the Thailand MoPH-US CDC Collaboration (TUC).

The target for PMTCT was set at 2.0% for 2016 with the interim targets set to show a steady decline over the period.

VISION: ZERO NEW AIDS DEATHS

G3. Equal access to quality treatment, care and support and social protection for all people living with HIV
. National/
Core Indicator Ba;.elllt;'le Rze;:l.lxlzt T:;i:t T:;i:t Data source Frequency Responsible unit Inferrzlational
indicator
G3.1 Percentage of eligible adults and GARP 4.1
children currently receiving antiretroviral
therapy3
G3.1a - Sex workers (female) n/a TBD TBD TBD NAP, Mid-term and NHSO/BATS
Estimation/ end of term
AEM

* National standard for eligibility is: AIDS-defining illness, symptomatic, or CD4 count < 200 ceII/mm3 with the following exceptions where ART can begin at CD4 <350
ceII/mmS: hepatitis B; hepatitis C; HIV-associated nephropathy; age > 50 and has diabetes, hypertension or abnormal blood lipid level; or women after delivery who had

CD4 <350 ceII/mm3 during pregnancy.
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VISION: ZERO NEW AIDS DEATHS

G3. Equal access to quality treatment, care and support and social protection for all people living with HIV

above minimum standard

*In 2010, this number excluding 141 cases who is Thai but not eligible to any government insurance. Targets are set according BATS operation plan.

’In 2013, Approximately 500 migrants PLHIV from the hospitals records in March 2013 are on waiting list but have not yet confirmed with CD4 test.

. Baseline Result Target Target . . Nation.aI/
Core Indicator 2010 2012 2014 2016 Data source Frequency Responsible unit In?err]atlonal
indicator
G3.1b — Sex workers (male) n/a TBD TBD TBD NAP, Mid-term and NHSO/BATS
Estimation/ end of term
AEM
G3.1c- Men who have sex with men n/a TBD TBD TBD NAP, Mid-term and NHSO/BATS
Estimation end of term
/AEM
G3.1d - Injecting drug users n/a TBD TBD TBD NAP, Mid-term and NHSO/BATS
Estimation/ end of term
AEM
G3.1e - Number of non-Thais 2,7084 2,7145 4,000 10,000 Program Mid-term and NAPHA
records end of term extension, Raks
Thai
G3.1j Adults and children 59% 70% 75% 90.% NAP, SSS, CSBS Annually NHSO/BATS
and AEM
estimation
G3.2 Percentage of PLHIV, children
affected by AIDS and other vulnerable
children having improved well-being/
quality of life
G3.2.1 Percentage of children n/a TBD TBD TBD Child Well- 2012, 2013 Pact
affected by AIDS (CABA) and other Being Survey
vulnerable  children (VC) having
improved well-being
G3.2.2 Percentage of adults living n/a TBD TBD TBD PLHIV Survey Every 2 years NAMc/ TNP+/
with HIV who report quality of life index TNCA
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The third goal of the NAS is to provide equal access for all PLHIV, Thai and non-Thai, to quality treatment, care and support. Progress on this goal will be
measured through two indicators. G3.1 monitors the percentage with advanced infection receiving ART. For both the general population and key affected
populations, the number of people on ART by subpopulation will come from the NAP, Social Security Insurance Scheme, and Civil Servant Health Insurance
Scheme. The total estimated number of people infected by subpopulation (the denominator) will be measured through the AEM. For migrant workers, the
indicator is measured through program data on the number of infected migrants on the waiting list to receive ART as a proportion of all infected migrants
identified (including those currently receiving ART). This data is collected by the National Access to Antiretroviral Program for People with HIV/AIDS
(NAPHA) extension, which provides ARV treatment for migrants, ethnic minorities and other undocumented persons, and Raks Thai.

For all adults and children eligible for ART, 59% were receiving treatment in 2010. For 2016, the target was set at 90%. Data will be disaggregated by sex and
age group (<15, 15-49). Disaggregated data on the percentage of KAPs and MWs receiving ART is not currently available; targets will be set when the
baselines are established. The same is true for the indicators on child well-being and PLHIV quality of life, which are new indicators in this S| and M&E plan.

Access to high quality treatment should result in a better life for PLHIV, beyond merely slowing down the progress of the disease and reducing the risk of
opportunistic infections. PLHIV who receive treatment and care through the program should be able to live a full life, without negative effects on their
livelihood, social relationships or role in the community. Indicator G3.2 monitors progress on this goal in two ways.

G3.2.1 will measure the effect of the program for Children Affected by HIV and AIDS (CABA), and other vulnerable children (VC) living within communities of
high HIV prevalence in 29 provinces. The objective of the program is for these children to enjoy the same standards of social acceptance, personal
development and quality of life as others. A baseline survey will be conducted for a representative sample of these children in the program area. The survey
will use measures of child status in the same domains as the Child Status Index (CSI), which was developed by PEPFAR and MEASURE as a tool to assess
vulnerabilities, needs, and outcomes of CABA and VC. While the CSI will be piloted by the CHILDLIFE program to assess the feasibility of using the tool for
monitoring, the Child Well-Being Survey will use measures that go into more depth within the same domains. These are nutrition, shelter and care,
protection, health, psychosocial care and education.

Indicator G3.2.2 measures quality of life for PLHIV. A survey of PLHIV will be conducted in collaboration with NAMc, TNP+ and TNCA. Quality of life will be
measured using the WHO Quality of Life Assessment (WHOQOL), which was developed in Thailand among other sites globally and has been successfully
used in previous surveys (Richter et al., 2011; Sakthong et al., 2007; Silpakit & Silpakit, 2003). The WHOQOL quality of life index measures quality of life in
four dimensions: physical, social, psychological and environmental. It is able to make a comprehensive assessment of well-being beyond health alone. The
WHOQOL index will be used in the PLHIV survey to investigate differences in the quality of life between PLHIV with different life circumstances and
exposure to programs as well as to show change over time. The WHOQOL scores will be disaggregated by gender.
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VISION: ZERO NEW AIDS DEATHS

G4. Reduce AIDS-related deaths by 50%

Baseline Target AL
Core Indicator 2010 Result Target zoi 6 Data source Frequency Responsible unit International
2012 2014 indicator
G4.1 Number of AIDS-related death n/a TBD TBD TBD NAP Annually NHSO
G4.2 Death rate at one year after n/a 8.9% 8.0% 4.0% NAP Annually NHSO
beginning antiretroviral treatment

The second goal for Thailand's AIDS program to move closer to the vision of "Zero AIDS deaths" is to reduce AIDS-related deaths by 50%. There are two
indicators for this goal. G4.1 AIDS-related death rate will be used number of deaths through the national AIDS program database. The NAS calls for
optimization of treatment and care efforts, including increasing ART coverage, early access to ART and improving the quality of treatment. These enhanced
efforts should impact the longevity of PLHIV.

The second indicator for this goal is the one-year death rate for PLHIV after beginning ARV treatment. Most deaths from AIDS occur in the first year after
beginning treatment and so the effort to reduce AIDS-related deaths should be concentrated during this period. Data on deaths of PLHIV are tracked
through the NAP annually. The target of 4% for 2016 was set by halving the rate of 8.9% in 2012.
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VISION: ZERO NEW AIDS DEATHS

G5. TB deaths among people living with HIV reduced by half

National/

Core Indicator Bazs};e::lf;me Result Target Tza(;igt Data source Frequency Responsible unit International
2012 2014 indicator
G5 Death rate of PLHIV who have - 12.0% 11.0% 8.0% NAP Annually NHSO/TB Bureau

TB/HIV infection at one year after
registration

Following the UNAIDS strategy, Thailand plans to focus efforts on preventing deaths from tuberculosis among PLHIV. This includes scaled-up efforts to
diagnose TB early and to increase the proportion of people receiving treatment. The indicator to measure progress on reducing TB deaths is the death rate
among PLHIV with TB within 12 months after registration. The target for TB/HIV death is set at 8% by 2016.

VISION: ZERO DISCRIMINATION

G6. All laws and policies which obstruct equal access to prevention, treatment and care services are revised

Baseline Target EHREL)
Core Indicator B Result Target > Oi E Data source Frequency Responsible unit International
2012 2014 indicator
G6 National Commitments and Policy 3/11 5/11 6/11 8/11 NCPI survey Every 2 years NAMCc/FAR GARP 7.1 (sub-
Instrument (specific to Human Rights) sub-analysis section)

The National Strategy is committed to eliminate any policies or laws that violate human rights of key affected populations or PLHIV as a first step towards
building an enabling environment for HIV prevention and care. The National Commitments and Policy Instrument (NCPI) is used globally to gain an objective
and comparative measure of national policies that affect the AIDS response. For Thailand, a discrete measure of progress in revising laws and policies that
obstruct equal access to services is needed. The "Human Rights" section of the instrument will be used to measure this, for both the section addressed to
government organizations and the section addressed to civil society. Targets will be set following the establishment of a baseline in 2012.
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VISION: ZERO DISCRIMINATION

G7. Human Rights and gender specific needs are addressed in all HIV responses
Baseline Target National/
Core Indicator 2012 Target A Data source Frequency Responsible unit International
2010 2014 indicator
G7 Percentage of PLHIV and key Under
populations who report no experience of development
stigma, discrimination, gender-related
issues or human rights violations during
their service health care setting in last 12
months
G7a - Sex workers (female) n/a n/a TBD TBD PLHIV and IBBS | Every 2 years NAMc/ TNCA/BoE
survey
G7b — Sex workers (male) n/a n/a TBD TBD PLHIV and IBBS | Every 2 years NAMc/TNCA/BoE
survey
G7c- Men who have sex with men n/a n/a TBD TBD PLHIV and IBBS | Every 2 years NAMc/ TNCA/BoE
survey
G7d - Injecting drug users n/a n/a TBD TBD PLHIV and IBBS | Every 2 years NAMc/ TNCA/BoE
survey
G7j— PLHIV n/a n/a TBD TBD PLHIV survey Every 2 years | NAMc/TNP+/TNCA/
BoE

The National AIDS Strategy includes focused efforts to reduce the level of stigma and discrimination faced by KAP and by PLHIV. Internationally, efforts are
currently being made to consolidate stigma measures and measurement tools to create standard indices that can be used globally (Stigma Action Network,
2011). Thailand participated in a global effort to measure stigma and discrimination through a survey conducted in 2009 by the Thai Network of PLHIV
(TNP+). International stigma and discrimination scales have also been adapted for use in program evaluation work with success (Richter et al., 2011). These
efforts will continue with a stigma and discrimination survey to measure change in these indices by the end of the five-year NAS plan. Targets will be set
following establishment of a baseline level for PLHIV in the 2013-2014 survey. The indicator for PLHIV will be disaggregated by age group and gender.
Stigma and discrimination measurement tools for KAPs will be developed in 2013 and will be integrated in the IBBS starting from 2014.

page 19



VISION: ZERO DISCRIMINATION

G8. Stigma and discrimination towards PLHIV and key affected populations reduced by half
Baseline Target AEGLIEL
Core Indicator 2012 Target & Data source Frequency Responsible unit International
2010 2014 2016 ..
indicator
G8.1 Percentage of health facility Under
staff who have observed unjust development
treatment of PLHIV and key populations
in their facility in the past 12 months.
G8.1a — Male and female sex workers n/a n/a TBD TBD S/D Survey Every 2 years NAMc/ TNCA
G8.1b- Men who have sex with men n/a n/a TBD TBD S/D Survey Every 2 years NAMc/ TNCA
G8.1c - Injecting drug users n/a n/a TBD TBD S/D Survey Every 2 years NAMc/ TNCA
G8.1d — PLHIV n/a n/a TBD TBD S/D Survey Every 2 years NAMc/ TNP+/
TNCA
G8.2 Percentage of respondents n/a n/a TBD TBD National Every 5 years Thai Health Under
who report discriminatory attitudes Health Promotion development
towards people living with HIV. examination Foundation/
SUTvey NAMc/TNCA

Thailand will develop measurement tools in order to routinely monitor stigma and discrimination. As recognized good progress has been made at global
level through MERG (M&E Reference Group), Thailand will work in closely collaboration with global team to determine appropriate indicators to Thai
context. In this M&E plan, two indicators are proposed. G8.1 will measure value-driven stigma (stereotyping and prejudice) that health facility staff have
towards PLHIV and key populations who are PLHIV. S/D survey among health facility staff will be established during 2013-2014 and planned to undertake
every 2 years.

Indicator G8.2 will measure discriminatory attitudes and behavioral expressions of prejudice directed towards people living with HIV or support of
discriminatory social policy among general population. NAMc will work closely with Thai Health Promotion Foundation to integrate core questions to assess
stigma and discrimination in the health examination household survey that will be conducted in 2013. This household survey will be undertaken every 5
years.
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Outcome indicators
Outcome indicators for the National AIDS Strategy were designed to measure progress on the strategic objectives falling under the two strategic directions,
1) Innovation and Change and 2) Optimization and Consolidation.

STRATEGIC DIRECTION 1: INNOVATION AND CHANGE

Strategy 1: Expand rights-based and gender-sensitive comprehensive prevention services for populations with the highest numbers of HIV transmission

SO1: Reach at least 80% of SWs, MSM and IDUs (Thai and non-Thai) in priority provinces with comprehensive and integrated prevention services

National
Core Indicator Eclie e Target Target Data source Frequenc R Int:rr:::i?)rfal
2010 2012 2014 2016 quency unit o

SO1.1 Percentage of key affected
populations and people in closed
settings reached with prevention
programs in the last 12 months
SO1.1a % Sex workers (female) 50.4% 53.9% 70% 80% IBBS Every 2 years BoE GARP 1.7
who know where to get an HIV test
and have been given condoms
through an HIV prevention program
S01.1b Sex workers (male) who 61.0% 73.8% 75% 80% IBBS Every 2 years BoE GARP 1.7
know where to get an HIV test and
have been given condoms through an
HIV prevention program
S01.1c Men who have sex with 43.8% 52.6% 70% 80% IBBS Every 2 years BoE GARP 1.11
men who know where to get an HIV
test and have been given condoms
through an HIV prevention program
S01.1d Injecting drug users who n/a 43.6% 65% 80% IBBS Every 2 years BoE
know where to get an HIV test and
have been given condoms through an
HIV prevention program
S0O1.1h People in closed settings n/a TBD TBD TBD BSS Every 2 years Department of
who know where to get an HIV test Corrections/BoE
and have been given condoms
through an HIV prevention program
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STRATEGIC DIRECTION 1: INNOVATION AND CHANGE

Strategy 1: Expand rights-based and gender-sensitive comprehensive prevention services for populations with the highest numbers of HIV transmission

National
Core Indicator Baseline Result Target Target Data source Frequenc Responsible Int:rtr:::i?)rial
2010 2012 2014 2016 E unit o
SO1.2 Percentage of key affected
populations reporting the use of a
condom at last sex
.2a Percentage of female sex .6% .6% .0% .0% very 2 years o .
501.2a P f femal 95.6% 93.6% 95.0% 95.0% IBBS E 2 BoE GARP 1.8
workers reporting the use of a Joint KP11.10
condom with their most recent client
S01.2b Percentage of male sex 88.0% 98.2% 99.0% 99.0% IBBS Every 2 years BoE GARP 1.8/1.12
workers reporting the use of a Joint KPI1.10
condom the last time they had anal
sex with a client
501.2c Percentage of men 80.2% 85.5% 90.0% 95.0% IBBS Every 2 years BoE GARP 1.12
reporting the use of a condom the Joint KPI1.5
last time they had anal sex with a
male partner
501.2d Percentage of people who 46.0% 49.1% 65.0% 95.0% IBBS Every 2 years BoE GARP 2.2
inject drugs reporting the use of a Joint KP11.8
condom at last sexual intercourse
SO1.3 Percentage of key affected
populations and people in closed
settings who received an HIV test in the
last 12 months and who know the
results
S01.3a Sex workers (female) 47.8% 55.6% 70.0% 90.0% IBBS Every 2 years BoE GARP 1.9
Joint KP12.7
S01.3b Sex workers (male) 49.0% 52.4% 70.0% 90.0% IBBS Every 2 years BoE GARP 1.9
Joint KPI2.7
S01.3c Men who have sex with men 14.9% 25.6% 60.0% 90.0% IBBS Every 2 years BoE GARP 1.13
Joint KP12.3
501.3d Injecting drug users 40.7% 43.6% 60.0% 90.0% IBBS Every 2 years BoE GARP 2.4
Joint KPI2.5
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STRATEGIC DIRECTION 1: INNOVATION AND CHANGE

Strategy 1: Expand rights-based and gender-sensitive comprehensive prevention services for populations with the highest numbers of HIV transmission

National
Core Indicator Baseline Result Target Target Data source Frequency Responsible Int:rtn:ti?:or{al
2010 2012 2014 2016 unit -
indicator
S01.3e People in closed settings n/a TBD TBD 90% BSS Every 2 years Department of
Corrections/BoE
S01.5 Percentage of people who inject 77.7% 80.4% 81.0% 82.0% IBBS Every 2 years BoE GARP 2.3
drugs reporting the use of sterile Joint KPI1.17
injecting equipment the last time they
injected
S01.6 Number of syringes distributed 5.7° 40 70’ 8g” RIHIS Annually PSI/ Thanyarak GARP 2.1
per person who injects drugs per year Institute
by needle and syringe programs
S01.7 Number of people on opioid 2,201 3,735 4,000 4,500 Program Annually MOPH UA2.6.2
substitution therapy (OST) report
S01.8 Percentage of key affected
populations and people in closed
settings who both correctly identify
ways of preventing the sexual
transmission of HIV and who reject
major misconceptions about HIV
transmission
S01.8a Sex workers (female) TBD TBD TBD 75.0% IBBS Every 2 years BoE Joint KPI1.9
501.8b Sex workers ( male) TBD TBD TBD 75.0% IBBS Every 2 years BoE Joint KPI1.9
501.8c Men who have sex with men TBD TBD TBD 75.0% IBBS Every 2 years BoE Joint KPI1.5
501.8d Injecting drug users TBD TBD TBD 75.0% IBBS Every 2 years BoE Joint KPI1.6

® 230,834 needles/syringes distributed 2010 (source: PSI) /40,300 IDUs (national estimate)

7 2,122,036 target for needles/syringes distributed 2014 /40,300 IDUs (national estimate)

8 3,536,727 target for needles/syringes distributed 2016 /40,300 IDUs (national estimate)
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STRATEGIC DIRECTION 1: INNOVATION AND CHANGE

Strategy 1: Expand rights-based and gender-sensitive comprehensive prevention services for populations with the highest numbers of HIV transmission

National
Core Indicator Baseline Result Target Target Data source Frequency Responsible Int:rtn:ti2£al
2010 2012 2014 2016 unit -
indicator
501.8h People in closed settings n/a n/a TBD 75.0% BSS Every 2 years Department of
Corrections/BoE
S01.9 Number of HIV newly n/a 17,200 24,565 19,325 NAP Annually NHSO/BATS
diagnosed
S01.10 Number of PLHIV including n/a 20,911 21,290 21,800 NAP Annually NHSO/BATS
key populations newly initiate ART

The first strategy under Innovation and Change is to expand prevention services for those populations with the highest numbers of HIV transmission. For
this strategy, Strategic Objective 1 is to reach at least 80% of these populations, both Thai and non-Thai. Indicator SO1.1 is a measure of the reach of the
HIV prevention programs. Measured through the IBBS surveys for FSWs, MSWs, MSM and IDUs and through the BSS for closed populations, it is the
percentage who says they know where to get an HIV test and have also been given condoms by a prevention program. This is the standard GARP definition
for prevention program services to reach these populations with a combination of services and education programs. Baselines were set according to IBBS
for these populations; the target for 2016 is set according to the NAS at 80%, with interim targets set so as to show a steady increase. For closed
populations, the baseline will be set after conducting the BSS or IBBS in 2012.

The second indicator measures condom use with the last partner for KAPs, with the last partner defined differently for each population. Condom use is a
major focus of peer outreach and behavior change communications for HIV prevention and the key to prevention for sexually active populations. The goal
for the number of new infections to be averted and for HIV prevalence until 2016 were set as reference points in the AEM to determine the targets for
condom use for subpopulations. For female and male sex workers, the target of the reported level of condom use with clients is set for 95% in 2016. Other
MSM now report 80% condom use at last anal sex with a male partner and the target is set at 95%. For IDUs, condom use with any partner is 46% in 2010;
the target for 2016 is 95%.

The third indicator measures the percentage of KAPs who have been tested for HIV in the last 12 months and also received their results. Efforts to expand
rapid testing in the next five years will contribute to increases in the percentage who receive their results. HIV testing is also being promoted for closed
populations through the Department of Corrections prevention program. HIV Counseling and Testing (HCT) has been proven globally to be an effective
prevention method, as tailored counseling can help identify risk behaviors for the client and develop a risk reduction plan for those who test negative.
Those who test positive are given critical information about prevention, avoiding re-infection, and where to obtain treatment, care and support. To support
Thailand ending AIDS policy, HIV counseling and testing targets are for 90% among key populations by 2016.
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Two indicators measure the reach of the prevention program focus on IDUs. Promotion of the use of sterile injecting equipment is part of Thailand's
comprehensive harm reduction program, which includes needle and syringe (NSP) programming. The indicator will be measured through the IBBS with a
representative sample of IDUs. The baseline figure for this indicator is 78% in 2010. The target is set to increase slightly to 82% in 2016, mainly due to the
difficulty in reaching these populations. The new GARP indicator measuring the number of syringes distributed per IDU per year will be monitored through
the harm reduction program, using an estimate of the size of the IDU population as the denominator. The purpose of the indicator is to measure the extent
of coverage of the IDU prevention program. The number of syringes distributed will be scaled up rapidly in 2012, with the number per IDU reaching 88 in
2016 and estimated MMT clients increased from 2,201 in 2010 to 4,500 by 2016.

Finally, comprehensive knowledge of HIV using the standard indicator will be measured for KAPs and closed populations. This indicator provides another
measure of the reach of the prevention programs, but also measures the strength of public communication campaigns in dispelling myths and
disseminating knowledge about the disease. This indicator is also measured through the IBBS and the BSS for closed populations. Targets have been set at
75% by 2016 for KAPs by 2016, a reasonable level of progress in 5 years given current levels. For closed populations, the targets will be set after the BSS
ascertains the baseline level in 2012.

STRATEGIC DIRECTION 1: INNOVATION AND CHANGE

Strategy 2: Expand the protective social, legal and gender—sensitive environment essential for HIV prevention and care

S$02.1 All legal and policy barriers as regards comprehensive prevention and care are identified and revisions proposed

Baseline Resul T Target National/
Core Indicator 5010 esult arget S01E Data source Frequency Responsible unit International
2012 2014 indicator
S02.1 Number of Legal and Policy n/a 3 4 4 Reports Annually Attorney
barriers identified and revisions from general’s office
proposed stakeholders

Strategy 2 concerns the enabling environment for comprehensive prevention and care. The strategic objective is to identify barriers to providing services,
which include the criminalization of sex work and drug use. Such laws cause key affected populations to go underground, stigmatizing them and making
them harder to reach with programs. Other important laws and policies to be addressed affect access to HCT services for youth under age 18 and access to
health services for migrants. The indicator is number of laws and policies that present barriers to AIDS programming are identified and revisions are
proposed. It will be measured through the Attorney General's office. The target for this indicator is to identify barriers and propose revisions by 2012.
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STRATEGIC DIRECTION 1: INNOVATION AND CHANGE

Strategy 2: Expand the protective social, legal and gender—sensitive environment essential for HIV prevention and care

S$02.2 Laws and policies in support of essential HIV prevention and care services are effectively implemented

Baseline Target Natienal]
Core Indicator i Result Target 20?6 Data source Frequency Responsible unit International
2012 2014 indicator
S02.2 Revised Legal and Policy are n/a n/a Yes Yes Reports Annually NAMc
implemented (yes/no)

The second strategic objective under Strategy 2 calls for supportive laws and policies for HIV prevention and care services to be implemented. Progress on
this objective will be measured by review program reports and existing literatures and surveys about the barriers key population may face in seeking
services. The indicator is a simple yes/no to indicate that the identified laws and policies that present barriers to AIDS programming are implemented.

STRATEGIC DIRECTION 1: INNOVATION AND CHANGE

Strategy 3: Localize ownership and response

SO3. In priority provinces, local areas develop and implement HIV responses with substantial contribution of their resources

Baseline Resul T Target National/
Core Indicator P esult arget i Data source Frequency Responsible unit International
2012 2014 indicator
SO3 Number of provinces with at n/a n/a TBD 33 Provincial Annually Mol/NAMc Joint KPI4.5
least a 10% increase in the percentage budget
of resources allocated for HIV response database

The third strategy concerns localizing ownership of HIV/AIDS prevention and care services, as well as localizing decision making about AIDS programming.
The strategic objective is to have localities in the 33 priority provinces to develop and implement these responses with a substantial contribution of their
resources. This will be measured through monitoring percentage increases in the sum of resources allocated for prevention and care. It will be measured
through the provincial budget database maintained by the Ministry of Interior. Targets will be set following measurement of baseline levels in 2012.
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STRATEGIC DIRECTION 1: INNOVATION AND CHANGE

Strategy 4. Implement a new generation of strategic information to inform and guide the national response at all levels

SO0A4. Strategic information is used at the national and local level to develop, guide and monitor evidence-based responses to HIV and AIDS

Baseline Target flational]
Core Indicator o Result Target 20?6 Data source Frequency Responsible unit International
2012 2014 indicator
SO4.1 Number of priority provinces n/a 8 15 33 Program Annually NAMc Joint KPI4.3
that develop their operational plans report
based on locally available strategic
information in the past year
S0O4.2 HIV budget allocated for NASA Every 2 years IHPP/NAMc
innovation and change strategic
direction
- Total amount (million THB) 1,015 8D 2,130 2,357
- Percentage HIV prevention 13% TBD 22% 25%
budget allocated for key affected
populations
- Percent of strategic information 0.9% TBD 1% 5%
and M&E budget

The fourth and final strategy under Innovation and Change concerns the use of strategic information to design evidence-based responses to HIV and AIDS.
The first indicator (SO4.1) was designed to monitor whether provinces use localized strategic information for planning, as this is one of the key objectives of
this SI and M&E plan. This will be monitored through the program reporting of the 33 priority provinces. The target has been set for 8 provinces to use
strategic information in 2012, 15 by 2014 and all 33 by 2016. The second indicator, SO4.2, measures the proportion of the budget that goes to programs for
innovation and change strategic direction. This indicator measures whether national program is prioritizing resources for four key strategies including
prevention targeted KAPs, expand the protective social, legal and gender-sensitive environment for prevention and care, localize ownership and response
and implement a new generation of strategic information. Thailand interests to monitor sub-set of investment towards HIV prevention populations with the
highest number of HIV transmissions, an indication that their planning is based on epidemiological data and budget should be allocated to these groups.
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And finally, it concerns SI and M&E budget. In 2010, AIDS budget that allocated for M&E including program evaluation was very low only about 1%. With
this strategy is aimed to increase Sl and M&E to 5% at the end of 2016.

STRATEGIC DIRECTION 2: OPTIMIZATION AND CONSOLIDATION

Thematic Area 5.1 Prevention of Mother-to-Child Transmission

S05.1.1 Increased access to PMTCT services for Thai and non-Thai

Baseline Target ol
Core Indicator i Result Target ; OE E Data source Frequency Responsible unit International
2012 2014 indicator
S05.1.1.1 Percentage of Thai and GARP 3.1
non-Thai HIV—positive pregnant women
who receive antiretroviral drugs to
reduce the risk of mother-to-child
transmission
505.1.1.1m Thai 94% 94% 96% 99% PHIMS Annually DOH Joint KPI3.4
S05.1.1.1n Non-Thai n/a n/a TBD TBD PHIMS Annually DOH Joint KPI3.4
S0O5.1.1.2 Percentage of infants born 76% 77% 80% 90% NAP Annually DOH GARP 3.2
to HIV-infected women receiving a
virological test for HIV within 2 months
of birth
S$05.1.2 PMTCT includes strengthened reproductive health services
S05.1.2 Percentage of pregnant n/a 32% 40% 60% PHIMS Annually DOH

women attending antenatal care whose
male partner was tested for HIV in the
last 12 months

The PMTCT program currently does an effective job of reaching HIV+ pregnant Thai women with ART drugs; 94% are currently reached and the target for
2016 has been set at 99%. However, stigma and discrimination affects access in some areas, and efforts will be made to improve access for hard-to-reach
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women. The percentage of non-Thai women reached is not known and is certainly much lower. The NAS stresses increased access for non-Thai women as
well as improved monitoring systems to track non-Thais.

Though a high percentage of Thai HIV+ women receive treatment during pregnancy, only two-thirds of them return to have their child tested within two
months. This indicator is a good measure of the strength of the system of following up PLHIV women and giving them and their children continuous care,
with HIV+ children being identified when they are very young. The target for this indicator has been set at 90% for 2016.

The second strategic objective under PMTCT stresses the need for integrating PMTCT with reproductive health services and widening the focus of PMTCT to
include the health of the mother as well as the unborn child. ANC HIV counseling and testing is part of routine screening along with other disease screening
for all pregnant women. Therefore, male involvement and reproductive health issues might not be adequately addressed. In 2010 the Ministry of Public
Health (MOPH) PMTCT policy was announced and aimed for promotion of couple ANC to help the woman communicate her prevention priorities with her
partner, and these are a focus of the PMTCT program in the next period. Percentage of pregnant women attending antenatal care whose male partner was
tested for HIV in the last 12 months, there is 32% in 2012 and target has been at 60% in 2016.

STRATEGIC DIRECTION 2: OPTIMIZATION AND CONSOLIDATION

Thematic area 5.2: Young people

Baseline Target AL/
Core Indicator 5010 Result Target 20?6 Data source Frequency Responsible unit International
2012 2014 indicator
S$05.2.1 Education on sexual and reproductive health in schools is fully implemented and monitored
SO5.2.1 Percentage of young people n/a TBD 42% 60.0% BSS Every 2 years BoE GARP 1.1
aged 15-24 who both correctly identify Joint KPI1.1

ways of preventing the sexual
transmission of HIV and who reject major
misconceptions about HIV transmission
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STRATEGIC DIRECTION 2: OPTIMIZATION AND CONSOLIDATION

Thematic area 5.2: Young people

Baseline Target flational]
Core Indicator S Result Target B oi - Data source Frequency Responsible unit International
2012 2014 indicator
S$05.2.2 Essential HIV prevention and care services are responsive to the specific needs of young people

S05.2.2 Percentage of young people BSS Every 2 years BoE Joint KPI2.1
aged 15-24 who received an HIV test in
the last 12 months and who know the
result
505.2.2i Thai Youth n/a TBD 7% 10%
S05.2.2.e Migrant youth 8% TBD 16% 23%

$05.2.3 Safe sexual behavior among young people

SO5.2.3 Percentage of youth and BSS Every 2 years BoE Joint KPI1.3
MWs aged 15-24 who report the use of a
condom at last sexual intercourse
S05.2.3i Thai youth n/a TBD 65% 95%
S05.2.3e Migrant youth n/a TBD TBD TBD

Thailand’s strategic objectives for HIV prevention among youth include efforts for sexual and reproductive health education, responsive services for youth
and safe sexual behavior. The establishment of a fully implemented and monitored sexual and reproductive health curriculum in schools is measured by
survey results on youth’s knowledge of HIV. Youth-friendly services are being provided at a greater number of locations, facilitating access and increasing
motivation for youth to be tested for HIV and receive counseling on prevention. The increasing concern over earlier sexual activity by youth, resulting in
high rates of unplanned teenage pregnancy as well as HIV risk, calls for the need for promotion of condom use among youth through successful behavior
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change campaigns. This indicator will be monitored by type of sexual partners (regular, casual and commercial sex partner). BoE is in the process of revising
survey instruments to report on indicator according to the global standard definition. Indicators for youth will be disaggregated by gender and age group
(15-19, 20-24).

Migrant workers, while not among the highest risk groups, may be at higher risk of HIV than the general population for several reasons; they are far from
home, often do not have access to health care services and may not be knowledgeable about where to get condoms. The baseline for condom use among
migrant workers and the target will be set when data is available.

STRATEGIC DIRECTION 2: OPTIMIZATION AND CONSOLIDATION

Thematic area 5.3: Condom programming

Baseline Target EHIRIEL
Core Indicator il Result Target ; OE E Data source Frequency Responsible unit International
2012 2014 indicator

$05.3.1 Thailand has functioning systems to ensure universal access to condoms

S05.3.1.1 Number of condoms 3.7° TBD 4.8 4.7 Food and Drug Annually BATS
available for distribution nationwide per f\FdD";')”':ELa’:I';?
person age 15-49 during the last 12 interviews
months
- Number of condoms available for 26.9 TBD 52.4 53.0
KAPs (million)
- Number of condoms available for 24 TBD 23.7 22.1
PLHIV (million)
S05.3.1.2 Percentage of young people BSS Every 2 years BoE
age 15-24 who know a place where to
get condoms and who report they could
get condoms on their own if they wanted

® 133.6 million condom available for sell and free in 2010 (source: BATS) / 36 million population aged 15-49
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STRATEGIC DIRECTION 2: OPTIMIZATION AND CONSOLIDATION

Thematic area 5.3: Condom programming

Baseline Target Natienal]
Core Indicator S Result Target B oi - Data source Frequency Responsible unit International
2012 2014 indicator
S05.3.1.2i Thai youth n/a TBD TBD TBD
505.3.1.2e Migrant youth n/a TBD TBD TBD

S05.3.2 Safe sexual behavior among the general population and migrant workers

S05.3.2 Percentage of Thai and non-
Thai adults aged 15-49 who have had
more than one sexual partners in the
past 12 months who report the use of a
condom during their last intercourse

S05.3.2i Thais (15-49 years) n/a TBD TBD TBD BBS Every 2 years BoE

505.3.2e Migrant workers n/a TBD TBD TBD IBBS Every 2 years BoE

Thailand’s condom programming has been a well-known success story for many years, yet there is concern that some groups are unable to get access to
condoms when they need them. Indicator SO5.3.1.1 provides a measure of the average number of condoms available per person in the country, which has
previously not been measured. For youth, SO5.3.1.2 measures whether youth are knowledgeable about where to get condoms and feel that they have
access to them. Targets for this indicator will be set once the baseline is established; the indicator will be disaggregated by gender and age group (15-19,
20-24).

Besides ensuring universal access, a second objective of condom programming in the next period is to reduce stigma related to condoms. Condom use will
be expanded and rebranded so that it is seen as not only for disease (STI/HIV) prevention but also for prevention of pregnancy, hygiene, and eventually
sexual pleasure. This repositioning will help to overcome the low use of condoms. The effectiveness of condom programs for the general population is
measured through S05.3.2 on condom use with different type of sexual partners. The GARP indicator on condom use for those with multiple partners will
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be measured with the BSS. The target will be set once the baseline is established. The indicator for the general population will be disaggregated by gender
and age group.

STRATEGIC DIRECTION 2: OPTIMIZATION AND CONSOLIDATION

Thematic area 5.4: Blood safety and universal precaution

Baseline Target EHIRIEL
Core Indicator B Result Target ; of E Data source Frequency Responsible unit International
2012 2014 indicator
S05.4 Donated blood is guaranteed 100% safe
SO5.4 Percentage of donated blood 57% 80% 90% 100% Thai Red Annually Thai Red Cross Joint KPI3.2
units screened for HIV using nucleic acid Cross
testing (NAT) according to national
standard

Nucleic acid testing represents a higher safety standard for blood screening, as it shortens the window period from HIV infection to detection. Though only
57% of blood donations were screened by NAT in 2010, the Thai Red Cross fully expects to be using NAT screening for 100% of donations by 2016.

page 33




STRATEGIC DIRECTION 2: OPTIMIZATION AND CONSOLIDATION

Thematic area 5.5: Care, treatment and support

Baseline Target e
Core Indicator il Result Target ; oi . Data source Frequency Responsible unit International
2012 2014 indicator
S05.5.1 All people eligible for treatment and care receive the same standard of services across health insurance schemes
SO5.5.1.1 Percentage of adults and 81% 82% 86% 95% NAP Annually NHSO/BATS GARP 4.2
children with HIV known to be on
treatment 12 months after initiation of
antiretroviral therapy
S05.5.1.2 Percentage of ART patients NAP Annually NHSO/BATS
having viral load suppression after
initiation of antiretroviral therapy
- 12 month after initiation n/a 79% 81% 85%
- 24 month after initiation n/a 79% 85% 95%
S05.5.1.3 Percentage of health n/a n/a 60% 80% HIVQUAL Annually BATS
facilities that meet quality standard of
HIV treatment and care
SO5.5.1.4 Percentage of estimated 26% 28% 32% 50% NAP/SMART Annually NHSO GARP 5.1
HIV-positive incident TB cases that TB/
received treatment for both TB and HIV Estimation
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STRATEGIC DIRECTION 2: OPTIMIZATION AND CONSOLIDATION

Thematic area 5.5: Care, treatment and support

Baseline Target flational]
Core Indicator Result Target & Data source Frequency Responsible unit International
2010 2012 2014 2016 indicator

S05.5.2 People living with HIV and households affected by HIV receive holistic care and support

S0O5.5.2 Percentage of PLHIV who n/a TBD TBD TBD PLHIV Survey | Every 2 years NAMc/ TNP+/
receive minimum standard of care and TNCA
support

The first strategic objective for care and treatment is to assure the same standard of care across health insurance schemes. Four indicators are used to
measure standard of care. SO5.5.1.1 assesses the continuity of treatment by measuring the proportion of adults and children still on treatment after 12
months. The baseline level for this indicator among adults and children is 81% and the target sets the goal of 95% by 2016.

S05.5.1.2 assesses the effectiveness of treatment and compliance by measuring viral load suppression after one year. Viral load has also been shown to be
related to HIV transmission. The percentage of ART patients currently having viral load suppression 12 months after beginning ART is currently 79%; the
target has been set at 85% among adults and children in 2016. Thailand aims to monitor the effectiveness of treatment for long term through monitor load
suppression 24 months after beginning ART is currently 79%; the target has been set at 95% among adults and children in 2016.

S05.5.1.3 measures the percentage of health facilities meeting the minimum quality standards for HIV treatment and care, as measured through HIVQUAL.
Twelve HIVQUAL indicators will be used to measure the quality standard; facilities must meet the quality standard on each indicator to achieve the overall
quality standard. Details of the indicators are given in Annex 2.

S05.5.1.4 provides another measure of the program’s success in reaching and treating TB/HIV patients. Tuberculosis (TB) is a leading cause of morbidity and
mortality in people living with HIV, including those on antiretroviral therapy. Intensified efforts will be made to identify TB cases, diagnose, and treat TB in
accordance with international/national guidelines. This effort will greatly improve the quality of life for people living with HIV who have contracted TB. The
2009 estimation of this indicator is low at 26% in 2010. Target has been set at 50% in 2016.

Thailand’s commitment to holistic care calls for PLHIV to receive other kinds of care and support besides ARV treatment. An indicator is needed to measure
how well clinic/facility-based and community-based programs are reaching PLHIV with a minimum package of prevention interventions and services that
includes evidenced based behavioral and biomedical interventions designed to protect the health of the infected person and reduce the spread of HIV to
their sex partners and children. The PLHIV survey will inquire about the different kinds of care and support that PLHIV have received, including psychosocial,
social, and material support, as well as medical support. Targets will be set once the baseline level is established.
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STRATEGIC DIRECTION 2: OPTIMIZATION AND CONSOLIDATION

Thematic area 5.6: Children affected by HIV/AIDS and other vulnerable children

National/
. Baseline Target : ; International
Core Indicator 2010 Result Target 2016 Data source Frequency Responsible unit i dicator
2012 2014
S05.6 HIV sensitive health and social protection packages reach vulnerable children
SO5.6 Proportion of eligible n/a n/a TBD TBD CABA survey 2013, 2015 ACCESS/Pact
households receiving external support
including economic support in the last 3
months
S505.6.1 Proportion of eligible n/a n/a TBD TBD CABA survey 2013, 2015 ACCESS/Pact GAPR 10.2

households receiving economic support in
the last 3 months ( subset of SO5.6)

One objective of Thailand’s program for children affected by AIDS and other vulnerable children is to increase equal and universal access to high quality,
gender-responsive essential health and social services, including increased household economic capacity with funds from the Ministry of Social
Development and Human Security (MSDHS) as well as through system strengthening supported by the Global Fund (GFATM). Measuring external support to
venerable children and HIV-affected households remains a high priority in many comprehensive care and support programs. This indicator reflects the
growing international commitment to HIV-sensitive social protection and livelihoods support. While many of the care and support services will be directed
to the household level, others (such as cash transfers from Regional Social Development Centers) go directly to the child. Thus data from the survey can be
used to measure the percent of CABA and VC receiving any external support as well as the percentage of households. Households may be disaggregated by
economic status, using standard poverty line definitions set by national and/or international agencies, so that support to the poorest households may be
examined. Economic support will also be measured as sub-set of CABA survey. Although it is now only being measured for the target provinces of the CABA
program, in the future it is hoped that the indicator may be measured nationally through a standard survey. Targets will be set after the baseline is

established.
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STRATEGIC DIRECTION 2: OPTIMIZATION AND CONSOLIDATION

Thematic area 5.7: Stigma and discrimination

Baseline Target flational]
Core Indicator Result Target & Data source Frequency Responsible unit International
2010 2012 2014 2016 indicator

S05.7.1 Increased awareness of adverse effects of stigma, discrimination and human rights violations on HIV prevention and care among communities and service

providers
SO5.7.1 Percentage of health facility n/a n/a TBD TBD S/D health Every 2 years NAMc
staff that hold stigmatizing views about facility staff
PLHIV survey

S05.7.2 Rights protection mechanisms for key affected populations are functional in priority provinces

S05.7.2.1 Number of provinces with n/a n/a 15 33 Monitoring Annual Department of
rights protection mechanisms system Rights Protection/
established Foundation for

AIDS Rights (FAR)

S05.7.2.2 Percentage of cases resolved n/a n/a TBD TBD Monitoring Annual Department of
for those who seek assistance on human system Rights Protection/
rights, stigma and discrimination Foundation for

AIDS Rights (FAR)

An important focus for programs addressing stigma and discrimination against KAPs and PLHIV is to assure that care providers at HIV programs and health
services are well aware of the negative impact of these attitudes towards HIV prevention and well-being, including prevention implementers and
community-based programs as well as health services. A training and sensitization program will be conducted for all providers to address this issue. SO5.7.1
will measure the effectiveness of this program through a provider survey. Targets will be set once the baseline is established.

In order to monitor whether the efforts to address human rights violations are being translated into judicial cases and whether these cases are being
resolved favorably, SO5.7.2.1 will monitor number of mechanism established and S05.7.2.2 will monitor the number of cases annually and track whether
they are resolved.
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SUPPLEMENTAL OUTCOME INDICATORS

Besides the 39 core indicators discussed above, an additional set of outcome indicators will be
tracked throughout the planning period. These indicators provide support for the core indicators by
providing greater understanding of changes or barriers in program progress. They capture progress
on the strategic objectives in more detail than is possible through the core indicators alone. The
supplemental indicators are shown in Annex 1. Targets for care and treatment indicators have been
set, while those for the other indicators will be set early in the implementation period.

CORE OUTPUT INDICATORS

Working groups from each program area constructed results frameworks including output indicators
to monitor program achievements. Only a few of these have been selected for inclusion for national-
level tracking. These will be included in the quarterly and annual strategic information reports
described in Chapter 5. The full program frameworks are shown in Annex 3.

Full definitions of the core output indicators are given in Annex 2. Each of the output indicators is
reported quarterly, as described in Chapter 4. They are then aggregated for the Annual HIV and AIDS
report described in Chapter 5.

CORE OUTPUT INDICATORS

. Data
Core Indicator Program(s) source Frequency

01.1 Number of key affected | FSW, MSW, MSM, IDU, MW, | RIHIS Annually
populations, migrant workers and | closed populations
closed populations reached by
prevention programs
01.2: Number of key affected | FSW, MSW, MSM, IDU, MW, | RIHIS Annually
populations, migrant workers and | closed populations
closed populations receiving STI
screening and/or treatment
01.3: Number of key affected | FSW, MSW, MSM, IDU, MW, | RIHIS Annually
populations, migrant workers and | closed populations
closed populations receiving an
HIV test and receiving test results

General population age 15-49, | RIHIS Annually
01.4 Number of STI and/or HCT | youth age 15-24, FSW, MSW,
private or NGO clinics MSM, IDU, MW, closed

populations
01.5: Number of IDUs receiving | IDUs RIHIS Annually
OST (opioid substitution therapy)
01.6 Number of syringes and | IDUs RIHIS Annually
needles distributed
02.1: Number of case reports on | Stigma & discrimination, human | Program Annually
human rights, gender, gender- | rights reports
based violence and discrimination
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CORE OUTPUT INDICATORS

Core Indicator Program(s) sg:::e Frequency

03.1: Number of local authorities | Local ownership Program Annually
in priority provinces allocating reports
resources and coordinating for
HIV prevention and care

03.2 AIDS spending at the | Local ownership NASA Every 2 years
provincial and national level by
categories and financing sources
(GARP 6.1)

04.1: Number of priority | M&E system strengthening, Program Annually
provinces that have key strategic | localization of strategic reports
information and use it for | information
developing the provincial
operation plan

05.1.1: Number of HIV+ pregnant | PMTCT PHIMS Annually
women attending ante-natal care
clinics with their partner

05.2.1 Number of service outlets | Youth aged 15-24 Program Annually
for youth reproductive health, reports
sexual health and AIDS which
provide quality, youth-friendly
services, in the public and private
sectors

05.2.2 Number of schools that | Youth aged 15-24 Program Annually
provided comprehensive sexuality reports
and life skills-based HIV education
in the last academic year

05.2.3 Number of young people | Youth aged 15-24 RIHIS Annually
reached by prevention programs

05.2.4: Number of young people | Youth aged 15-24 RIHIS Annually
receiving STl screening and/or
treatment

05.2.5: Number of young people | Youth aged 15-24 RIHIS Annually
receiving an HIV test and
receiving test results

05.3.1 Total number of condoms | Condom programming RIHIS Annually
distributed to FSWs, MSM, [DUs,
MWs, closed populations and
youth
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CORE OUTPUT INDICATORS

Core Indicator

Program(s)

Data
source

Frequency

05.3.2 Number of workplaces
implementing HIV  prevention
programs according to national
standard

Condom programming

RIHIS

Annually

05.4.1:  Number of blood
screening facilities with the
capacity to do nucleic acid testing
(NAT)

Blood safety and universal

precaution

Program
reporting

Annually

05.5.1 Number of PLHIV having a
CD4 check-up

Care and treatment

NAP

Annually

05.5.2 Number of PLHIV having a
TB examination/TB patients
having an HIV test

Care and treatment

NAP

Annually

05.5.3 Number of PLHIV receiving
ART

Care and treatment

NAP

Annually

05.5.4 Number of PLHIV having
an opportunistic infection
(disaggregated by type of
opportunistic infection (Ol))

Care and treatment

NAP

Annually

05.5.5 Number of PLHIV lost to
follow up and deaths
(disaggregated by non ART and
ART and cause of death)

Care and treatment

NAP

Annually

05.5.6 Number of Thai citizens,
migrants and ethnic minorities
infected with and affected by
HIV/AIDS receiving prevention,
care and support services

Care and treatment

NAP

Annually

05.6.1: Number of children
affected by HIV & AIDS and
vulnerable children by other
causes aged below 18 receiving
care and support

CABA & VC

Program
reports

Annually

05.7.1: Number of KAPs, PLHIV
and CABA and stakeholders
provided with sensitization
training on stigma &
discrimination, human rights, and
gender issues including gender
violence

Stigma & discrimination

Program
reports

Annually
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CORE OUTPUT INDICATORS

Data
Core Indicator Program(s Frequenc
gram(s) source 9 4
05.8.1: Establish a long-term Public communications Program Annually
public communication planin reports

support of Thailand getting to
Zero (additional indicators to be
set based on communication plan
for 2013-16)

PROGRAM FRAMEWORKS AND INDICATORS

The process of developing this strategic plan included contributions by eleven working groups that
developed frameworks for each major HIV/AIDS program. These were prevention programs for
female sex workers, men who have sex with men, injecting drug users, migrant workers, closed
setting populations, the general population, and youth; support to children affected by AIDS and
other vulnerable children; prevention of mother to child transmission; and care, treatment and
support. One working group developed a framework for setting the agenda for addressing stigma,
discrimination, human rights and gender concerns, which are cross-cutting issues. After the program
frameworks were developed at a series of meetings and workshops, they were modified so that they
are nested within the national strategy. The program frameworks are presented in Annex 3.
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Chapter 4: Comprehensive National Strategic Information and
Monitoring and Evaluation System

Thailand's National SI and M&E plan is divided into twelve components, following the organizing
framework of the functional national M&E system described earlier. The twelve components are
organized into three broad areas with sub-components in each area, as follows:

People, partnerships and planning

1. Organizational Structures with HIV M&E functions
Human capacity for basic HIV M&E
Partnerships to plan, coordinate, and manage the HIV M&E system
National multi-sectoral HIV M&E plan
Annual costed national HIV M&E work plan

6. Advocacy, communications, and culture for HIV M&E
Collecting, verifying, and analyzing data

7. Routine HIV program monitoring

8. Surveys and Surveillance

9. National and sub-national HIV database

10. Data auditing and data quality

11. HIV evaluation and research
Using data for decision-making

12. Data dissemination and use

vk wn

Thailand applied the twelve components as the framework for M&E system strengthening
assessment (MESS assessment) during May-September 2011. Recommendations from the MESS
assessment report were used as a basis for developing key strategies and the costed SI and M&E
plan (2012-2016) described in Chapter 6. The MESS assessment results were also used to plan
improvements in the M&E system that address the weaknesses found. In addition, the key strategies
have been developed in alignment with the National AIDS Strategy (NAS) In particular, the key
strategies are organized by the two strategic directions of the NAS (innovation and change and
optimization and consolidation); by the levels of decentralization (national versus regional and
provincial); and lastly by sector (public versus civil society).

Development of the M&E key strategies employed a participatory approach, involving HIV
stakeholders at all levels from different sectors and ensuring their commitment to the
implementation. Results of the MESS assessment were presented and discussed with key
stakeholders. The national M&E framework and core indicators has been reviewed and incorporated
into the activity plan to ensure the availability of indicators to monitor the national response. A
series of follow-up meetings with key organizations including government and civil society was
carried out to develop M&E key strategies for each component. A consensus workshop was
organized that allows all key stakeholders to review and then endorse the plan. Finally, mapping of
technical support with development partners was conducted in order to leverage funds and ensure
technical assistance to fit the priority strategies.

page 42



COMPONENT 1: ORGANIZATION STRUCTURES WITH HIV SI AND M&E

FUNCTIONS
Key strategies for 2012-2016:

1. Strengthen the organizational structure and its functions at the national, regional,
provincial levels

2. Strengthen roles and responsibilities of other government units

3. Strengthen the organizational structure of the community-based component of the
M&E system

Strengthen the organizational structure and its functions at the national, regional,
provincial level

The National AIDS Strategy 2012-2016 emphasizes the need to strengthen national and particularly
local (regional, provincial level) M&E systems to ensure empirical data can be generated and used to
inform decisions on program planning at all levels. A schematic depiction of the organizational
structure is shown in Figure 4.1.

National Level

The Department of Disease Control (DDC), Ministry of Public Health (MOPH) has outlined the lead
M&E organizational structure at the national level into three pillars:

1. Monitoring the HIV epidemic (know your epidemic): The Bureau of Epidemiology (BoE) is
the lead organization to develop and conduct HIV sentinel surveillance, the second
generation surveillance system and other related activities. Key tasks also include data
analysis and synthesis to better understand current and future directions of the epidemic
and its consequences. BoE will also provide technical support and capacity building for local
counterparts at all levels on surveys and surveillance and HIV estimation and projection.
Technical working groups will be established as a forum to bring technical expertise from
multi-sectoral agencies. The BoE also has the role of developing information products
related to the epidemic and disseminating this information in a timely way.

2. Monitoring the national response (know your response): The Bureau of AIDS, Tuberculosis
and STIs (BATS) plays the leading role in the national system. The common roles of BATS
includes as the following:

a. Development and implementation of monitoring for national response including
defining national-level indicators, identifying means of verification and setting
targets, guiding and supervising systematic data collection, data storage, and
analysis at all levels.

b. Coordination, supervision and provision of technical assistance and guidance to
monitor the national response, including tracking progress made in program
activities and supporting capacity building and training for M&E at all levels.

c. Establishment and provision of the platform for partnership, networking and
collaboration of national stakeholders, key affected population representatives and
development partners in M&E. This includes establishing technical and/or working
groups as needed to achieve its goals.
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Figure 4.1: HIV Sl and M&E management and partnership structure at the national and sub-national level
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a.

Development of national information products and dissemination of these products
in a user-friendly and timely manner.

The first two years of the current plan (2012-2013) would serve as a transition period when
NAMc will still manage overall M&E systems. It is planned that BATS will take full responsibility
in its respective thematic areas starting from 2014 onwards.

3. Evaluation and research: the National AIDS Management Center (NAMc) is the lead
organization (see details in Component 11).

These three lead organizations will work under the guidance and technical direction provided by the
Strategic Information/M&E Sub-Committee. NAMc serves as the secretariat for both the National
AIDS Committee and the SI AND M&E subcommittees. The key role of NAMc includes the following:

a.

Develop strategy for and manage high-quality national program evaluation, research
and economic studies.

Undertake and manage (with key partners) the National Commitment Policy
Instrument survey and National AIDS Spending Survey every two years

Develop and manage empirical data for planning and response that includes
aggregation, synthesis and triangulation of different types of data by working closely
with lead M&E organizations. Examples are epidemiologic, monitoring, program
evaluation, economic studies and research studies.

Develop and support capacity building for national M&E focal points at all levels and
across all sectors. This would include training on such issues as basic use of strategic
information, M&E methods and key performance indicators, and fostering a better
understanding of how to effectively implement aspects of the national Sl and M&E
plan and systems.

Establish and provide the platform for partnership, networking and collaboration of
national stakeholders, key affected population representatives and development
partners to develop the operational plan and multi-sectoral SI and M&E plan by
using evidence-based planning.

Coordinate the development of a consolidated costed SI and M&E plan as well as
advocate for key partners to put core M&E activities in their organizational work
plan.

Develop and implement localized SI and M&E systems to support effective local
ownership and response.

Establish and update national targets annually.

Develop reports such as the annual national HIV progress reports and the bi-annual
GARP report by ensuring full participation from all key stakeholders. Disseminate
these products widely and in a timely manner.

Regional Level

There are twelve regional Offices of Disease Prevention and Control (Regional ODPC) throughout
Thailand. Each regional office will provide technical support to about 5-8 provinces. Specific
functions include:

e Assisting the BoE, NAMc, BATS and other national organizations to develop and implement
the national M&E system;
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e Collating, analyzing and synthesizing key epidemiologic and program data in order to get a
clear understanding of regional epidemics, compare provinces, and provide appropriate
direction to provinces within the region;

e Undertaking the data quality assessment and providing technical support to provinces;

e Mobilizing meaningful involvement for all key stakeholders including civil society at the
regional level; and

e Reporting, dissemination and documentation.

Provincial level

Provincial HIV M&E units will be established, located at the Provincial Health Office (PHO). The PHO
serves as the secretariat office to the Provincial HIV/AIDS Committee (PAC) and/or the Provincial
Coordinating Mechanism (PCM).

Each PHO has an HIV unit and a planning and policy unit that collects and analyzes provincial HIV
epidemiologic research and reports from within the MOPH system and from implementing partners.
As part of the National AIDS Strategy, Thailand has the clear objective to develop and strengthen
localized strategic information including the M&E system. This will ensure that the PHO has needed
strategic information available about the epidemic and its response. In addition, it is critical for the
PHO HIV M&E units to have the capacity to use data for developing appropriate provincial strategic
and operational plans. Specific functions of the PHO are as follows:

e Assist the BoE, NAMc, BATS, regional ODPC and other national organizations to develop and
implement the national M&E system;

e Collate, analyze and synthesize key epidemiologic and response data in order to get a
holistic and clear understanding of the provincial epidemic and the HIV response at
provincial level as well as comparison among districts;

e Use key strategic information appropriately for developing the provincial strategic and
operational plan;

e Build the capacity of the provincial, district and/or decentralized units such as the Tambol
(sub-district) Administration Organization on how to use data to develop an appropriate and
costed work plan for the HIV and AIDS response;

e Assist the regional office in data quality assessment and provide technical support to
implementing agencies within the province;

e Mobilize meaningful involvement for all key stakeholders including civil society, other
government organizations and the private sector at the provincial level; and reporting,
dissemination and documentation.

Strengthen roles and responsibilities of other government units

In 2011, the National AIDS Committee has approved “Joint Key Performance Indicators" (KPI) as a
tool for facilitating synergistic efforts among all government agencies/organizations across ministries
for the HIV and AIDS response. The SI and M&E plan calls for an integrated and mainstreamed M&E
system for other units to ensure effective monitoring of the joint KPls in 2012-2016. Good progress
has been made and agreement has been reached on the KPIs, with organizations assigned as key
focal points to work closely with the Department of Disease Control, MOPH and civil society
umbrella organizations. The list of organizations is presented in Table 4.1.
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Table 4.1: Lead M&E organizations by sector to monitor the national HIV response (2012-2016)

sector

Thematic/Program areas MOPH Other government Civil society umbrella

organization

Strategic Direction 1: Innovation and Change

Population Services
International (PSI)

1. HIV comprehensive

Th k Institut Minist f Justi
services for IDU anyarak Institute inistry of Justice

Planned Parenthood

Associati f Thail
2. HIV comprehensive ssociation of Thailand

services for MSM and FSW BATS n/a (PPAT.) a.nd Ralnbo.w Sky
Association of Thailand
(RSAT)

. Protecti ial F tion for AIDS Right
3. Pro ec' ive social and NAMC Ministry of Justice oundation for AIDS Rights
legal environment (FAR)

4. Localized ownership of NAMc Ministry of Interior n/a

the HIV response

Strategic Direction 2: Optimization and Consolidation

5. Youth- school-based

D f Health PATH
program epartment of Healt Ministry of Education
Thai Business Coalition on
. HIV he Workpl BAT Mini f L
6 at the Workplace S inistry of Labor AIDS (TBCA)
. Ministry of Defense and
7. HIV f f k BAT
or Uniform worker S National Police Office n/a
Department of Medical
8. Prevention for Migrants BATS Services, Ministry of Raks Thai Foundation
Interior
9. PMTCT Department of Health | n/a n/a
D f Health
10. Blood safety epartr.nent of Realt n/a Thai Red Cross
Service Support
11. Treatment, Care and BATS NHSO TNP+ and ACCESS
Support
12. Children affected by
HIV and vulnerable BATS MSDHS ACCESS and Pact
children
13. Stigma and NAMC Ministry of Justice Foundation for AIDS Rights

Discrimination (FAR)

Unlike NAMc, BATS and BoE, which have dedicated human resources for HIV programming, other
government agencies and organizations do not have the resources to hire full-time HIV M&E staff.
Thus these units will manage M&E functions through their existing structure, while developing a
clear mechanism for conducting M&E as part of overall responsibilities. As part of SI and M&E
planning, the minimum job requirements of M&E focal points for each other government unit will be
developed. It is also recognized that additional short-term M&E staff with specific expertise are
needed at present to fill human resource gaps.

Strengthen the organizational structure of community-based components of the M&E
system

Building upon the Global Fund efforts, selected principal recipients (PR) and sub-recipients (SR) have
been identified as the civil society umbrella organizations to strengthen community-based M&E
systems. The list of civil society umbrella organizations is shown in Table 4.1.
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Civil society umbrella organizations will develop and implement unified monitoring systems within
their networks. These umbrella organizations will act as focal points for national units and provincial
health offices, in coordination with BATS and NAMc, to ensure that data collection and reporting
systems are linked at all levels. In addition, umbrella organizations are needed to ensure the
participation of civil society in SI and M&E planning and various technical working groups, so that
their members are familiar with the national M&E framework and systems. Lastly, they will share
timely reports on key national HIV indicators to the national and provincial level.

COMPONENT 2: HUMAN CAPACITY FOR HIV M&E
Key strategies for 2012-2016:

1. Strengthen the development of a core training curriculum on national HIV M&E
systems

2. Build capacity of key focal points across agencies and ministries

3. Create a national database on M&E training

Human capacity for HIV M&E under Component 2 is focused on an array of training endeavors,
designed to build genuine overall understanding of HIV M&E and its application. M&E capacity
building and technical assistance, in specific substantive areas and methodologies, will be addressed
under each activity to ensure related staff have the capacity for implementation.

Strengthen the development of a core training curriculum on national HIV M&E systems
The MESS assessment revealed the critical need for the development of a tailored M&E curriculum
that is aimed at building an understanding of basic HIV M&E. It should focus on how to
operationalize M&E theories to effectively monitor the national response. In the first year of this
five-year Sl and M&E planning period, an institution will be identified to implement this initiative.

Build M&E capacity of key focal points across agencies and ministries

During 2012-2014, key focal points who are M&E managers/officers (or who otherwise have direct
responsibility to implement national M&E systems) will receive training using the national core
training curriculum. Throughout the year, 2-3 training courses will be available that allow M&E staff
to choose an appropriate period to attend the full curriculum without disrupting their regular job
responsibilities.

This training will be funded in several ways. Some government organizations have allocated a
training budget for human resource development, and M&E staff has stated that they plan to use
these funds for an M&E and/or epidemiology training course. Also, through the Global Fund, NAMc,
PRs and SRs have planned to scale up an introduction to basic HIV M&E for regional, provincial and
sub-provincial-level key stakeholders as part of the establishment of the routine integrated HIV
information system (RIHIS). However, there is also a need to develop M&E capacity including
targeted M&E trainings for local partners that implement programs on prevention for youth and
care and support for children affected by HIV. This has not been addressed under the Global Fund
support.

Create a national database on M&E training

Each PR under support from the Global Fund has developed an HIV trainee database for reporting
purposes. NAMc will enhance the system through 1) adding trainee profile data for staff involved in
M&E that are not supported by the Global Fund and integrating the trainee database as an unified
system, and 2) compiling and disseminating a list of existing training courses related to HIV that are
currently available.
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COMPONENT 3: PARTNERSHIPS TO PLAN, COORDINATE AND MANAGE THE

HIV M&E SYSTEM
Key strategies for 2012-2016:

1. Strengthen the National S| and M&E Sub-committee
2. Strengthen SI and M&E technical working groups

3. Strengthen partnership on Sl and M&E at provincial level

A well-functioning M&E system needs to have multi-sectoral agencies and key stakeholders working
together to 1) harmonize and align M&E procedures; 2) prevent the duplication of efforts; 3)
understand where gaps exist in the system and clearly spell out roles and responsibilities to fill the
gaps; and 4) ensure information products from the M&E system are disseminated and used to
inform program decisions.

In next five years, key strategies under Component 3 call for reforming the partnership management
structure by mainstreaming the existing national M&E partnership structure, while supporting the
development of the technical support structure through technical working group (TWG) sub-groups.
This will allow more flexibility in management operation that is targeted to specific program areas or
key population needs.

Strengthen the National SI and M&E Sub-committee

Thailand will continue to establish a National M&E Sub-committee that is appointed by the National
AIDS Committee (NAC). The members include key partners who have program or M&E experiences
and the team is multi-disciplinary. To ensure strong linkages to lead M&E organizations, BoE and
BATS representatives would be key members of the committee, while NAMc plays the role of
secretariat.

The committee provides overall guidance and oversight to the implementation of the national M&E
system. It will meet regularly to perform key tasks as follows but not limited to:

e Facilitate the development of M&E technical working groups (TWG sub—groups)

e Develop and implement data reconciliation processes and approaches to facilitate an
integrated and harmonized M&E system for national indicators

e Qversee key prioritized M&E activities and follow up their implementation and progress

e Provide technical assistance and feedback to key stakeholders and partners on key
information products

e Assure that HIV data is available and used for evidence-based decision making, including
proposing mechanisms and tools for data use during planning processes

e Assist the NAC in its annual review process of the NAS

e Assist other national sub-committees, namely prevention, treatment and care, human rights,
decentralization and the provincial AIDS committee, in the area of strategic information
including M&E.

Strengthen M&E technical working groups

BoE, BATS and NAMc as national lead M&E organizations shall establish TWG sub-groups as needed
to guide certain areas or target populations on development and implementation of the M&E
system. Examples include the TWG on size estimation, TWG on HIV estimation and projection, TWG
on M&E for key affected populations, TWG on children affected by HIV, TWG on treatment and care,
etc.
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Key tasks of TWG sub-groups are similar to the national M&E sub-committee, but their scope is
focused in certain areas. Key recommendations from TWG sub-groups will be endorsed by the
national M&E sub-committee.

Strengthen partnership on M&E at provincial level

The national SI and M&E plan pursues the establishment of the provincial HIV M&E sub-committee
for all provinces in next five years. This partnership structure can be proposed as part of the
provincial AIDS committee (PAC) or Provincial Coordinating Mechanism (PCM). Key tasks are similar
to the national level M&E sub-committee. The provincial M&E sub-committee will identify M&E
priority areas and strategic directions, oversee M&E of the multi-sectoral response, and ensure
evidence—based prioritization and responses for program planning at the provincial level and
decentralized units.

COMPONENT 4: MULTI-SECTORAL SI AND M&E PLAN
Key strategy for 2012-2016:

Support the planning process at national and sub-national level

The comprehensive national SI and M&E plan for HIV/AIDS has been developed and interlinked to
the NAS. In line with the operational plan process, the national SI and M&E plan will be reviewed
every two years to ensure that adequate progress is being made towards the achievement of
targets. If possible, a multisectoral external review will be conducted. The results of the review will
be used to inform and reorient the implementation of S| and M&E plan if necessary.

In 2012-2016, a greater effort to strengthen the planning process will be put in place for
development of the provincial HIV multi-sectoral SI and M&E plan, as the MESS assessment results
pointed out that only a few provinces have a multi-sectoral SI and M&E plan. With clear guidance
from national and provincial multi-sectoral SI and M&E plans, each key stakeholder will be informed
on how to address gaps of the M&E system, including data needs, harmonizing national indicators
and data collection tools, and ensuring that reporting is specified in their operational plan.

During the development of the national multi-sectoral SI and M&E plan 2012-2016, program results
frameworks have been developed. These orient SI and M&E planning to be program- rather than
project-based. To keep up momentum, the planning process will continue through optimizing this
process and using the results framework tool to strengthen understanding.

COMPONENT 5: ANNUAL COSTED NATIONAL HIV SI AND M&E WORK PLAN
Key strategy for 2012-2016: Joint development of costed S| and M&E plan at the national and
sub-national level

Joint development of costed SI and M&E plan at the national and sub-national level

The 2012-2016 costed national HIV M&E work plan has been developed for the first time in 2011.
For every two-year period of its implementation, the costed national M&E work plan will be
reviewed and modified to keep it up-to-date and relevant. The review and modification will be
conducted by lead M&E organizations together with their networks and will be endorsed by the
national M&E sub-committee.

The provincial costed M&E work plan has not previously existed. Starting from 2012, efforts will be
made to build provincial health office (PHO) capacity to undertake the initiative. During the next five
years, this process will be done through a phased approach, beginning with a few priority provinces
and with coverage scaled up over time. The development of the costed M&E work plan is one of the
key outputs of the strengthened localized M&E system initiative effort. In principle, the provincial
costed M&E work plan will be jointly developed annually by key stakeholders from all sectors.

Each year, the national and provincial work plans will be assessed with all stakeholders.
Achievements and lessons learned will inform the development of the next work plan.
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COMPONENT 6: COMMUNICATION, ADVOCACY AND CULTURE FOR HIV SI

AND M&E
Key strategies for 2012-2016:

1. Raise awareness of the National SI and M&E plan 2012-2016
2. Promote a culture of empirically based decision making

The need to intensify national efforts to develop the functional M&E system for Thailand has been
well recognized in previous studies. In addition, the 2009 National AIDS Spending Assessment (NASA)
confirmed that spending on M&E and research is insufficient to implement a functional M&E system
(NAC, 2010). Strong advocacy would foster the feasibility to implement key activities according to
the SI and M&E plan. It will also create demand for strategic information that would facilitate
improvement in program planning, raising the impact of the national response.

Raise awareness of the National SI and M&E Plan 2012-2016

The National Sl and M&E Plan 2012-2016 is the first national effort to mainstream a work plan for
M&E activities that call for a collective and synergistic effort. It is crucial that key stakeholders
understand its importance and incorporate M&E activities into their work plans, with strong links to
the joint KPIs that were committed to by line ministries. To support this effort various advocacy and
communication strategies will be developed and implemented. These include developing materials,
incorporating dedicated sessions and presentations in related meetings and workshops, developing
specific communication strategies such as a national M&E website, and others.

In particular, greater advocacy efforts will be conducted to create better understanding and support
new activities and interventions. These will include area-based interventions to localize M&E
systems, establishment of a system to monitor human rights and stigma and discrimination,
conducting program evaluations, and new technology such as treatment as prevention among policy
makers and implementers at all levels.

Promote a culture of empirically based decision making

Information products generated from the M&E system—including reports from the routine
monitoring system, surveys and program evaluation—will be packaged to inform, educate and
communicate to a wider audience. This will include using fewer technical terms, using more
attractive and appropriate formats and tailoring to different types of audiences. These efforts would
create demand and facilitate the effective use of information for decision making. This activity will
be implemented as part of dissemination activities.

COMPONENT 7: ROUTINE HIV PROGRAM MONITORING
Key strategies for 2012-2016:

1. Strengthen the health, non-health and community-based HIV Information System

2. Strengthen the Routine Integrated HIV Information System (RIHIS) at the national and
sub-national level

The core national indicators presented in the national M&E framework 2012-2016 are mainly impact
and outcome indicators that are measured through surveys and surveillance. However, Thailand also
emphasizes the high value of routine HIV program monitoring as an essential and fundamental part
of the M&E system. Routine monitoring is a useful tool for tracking output results during the process
of implementation and checking on timely progress.

In general, Thailand has a well-developed health management information system. However,
strengthening the information system so that it is tracking the response in a useful way is still a
challenge. Moreover, it is essential that the comprehensive HIV information system consists not only
of health but also of non-health and community information. Different types of information also
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create opportunities to complement prevention, care, social support and curative services, as well as
monitor the impact of the services on each other through triangulation of information. Currently,
HIV information systems from different sectors are at different stages of development.

It is envisioned under the SI and M&E plan to create a routine integrated HIV information system
which could provide a holistic picture of prevention, treatment and care and enable better policy,
planning and management at the national, provincial and local levels. To bring this into practice, all
key stakeholders, various health and non-health government organizations, the private sector and
civil society (including nongovernmental organizations (NGOs) and community-based organizations
(CBOs)) will participate in designing the RIHIS. Issues to be discussed include agreeing upon on the
minimum set of information to be collected, indicator definitions, data collection tools and feedback
reports that will be developed and standardized across partners.

Strengthen the health, non-health and community-based HIV Information System

As the first step towards an integrated system at the national level, efforts are geared to the
development of a routine information system specific by program area. This will ensure that the
investment to collect key indicators is complementary, resulting from the collective and synergistic
efforts of all partners. It would address common weaknesses of the information system by
minimizing the fragmentation that results from focusing only on project-based monitoring systems.

I: Strengthen health, non-health and community-based HIV Information System: Innovation and
Change

A1: Comprehensive HIV prevention services for key affected population monitoring system

Funding Sources The Global Fund, MOPH, National Health Security Office, TUC, Joint UN Program
Implementing BATS, NAMc, Department of Medical Services, Thanyarak Institute, Department of
partners Correction, PPAT, RSAT, PSI and all NGOs/CBOs related to KAPs

Technical Support TUC, USAID, UNFPA, UNAIDS, World Bank, UNDP, WHO

Sexually Transmitted Infection (STI) monitoring system:

In next five years, the SI and M&E plan focuses on increasing coverage of STl reports across different
types of health systems. During 2010-2011, a computerized STI reporting system was developed and
implemented in 17 specialized STI clinics. This system is comprehensive and designed as a case
management tool for care providers. It can also disaggregate by key affected populations and age
groups. Building from this initiative, a simplified STI reporting system will be developed and
expanded to general clinics at public hospitals, community-based STI clinics, private clinics and
hospitals, and prison-based clinics. In 2012-2013, the system will be implemented in the 31 priority
provinces implementing a comprehensive prevention program targeting key affected populations
according to the NAS. By the end of 2016, Thailand plans to expand this system to all provinces
(Figure A4.1in Annex 4).

HIV counseling and testing (HCT) monitoring system:

The NAS calls for expansion of HCT targeting key affected populations through the public and private
sectors, including community-based HCT clinics. Key efforts will focus on standardizing definitions,
developing data collection forms that allow disaggregation by key affected populations and age
group, and training for related organizations that implement this system. BATS is currently
developing software to assist staff that can transform data from the hospital database for reporting
to other national health information systems such as NAP, disease surveillance etc. This enhanced
effort would improve the quality of content and completeness of the HCT reporting system from
public health hospitals, and would allow disaggregation by type of population and age group. HCT
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clinics that are attached to STI clinics already have a well-designed monitoring system collecting full
HCT information and will integrate with the earlier mentioned system. Private clinics and HCT clinics
run by NGOs and/or CBOs will start a standardized data collection form and system. They will share
data systematically to hospitals and/or provincial M&E units. (See HCT data flow diagram in Figure
A3.2).

Closed setting program monitoring system

The Department of Corrections (DoC) has established a routine monitoring system that collects
clinical (STI, HCT) and health education data in 5 prisons with technical support from TUC. This
system has been implemented effectively in 32 sites by the end of 2011. By the end of 2014, DoC
plans to expand coverage of the program to 92 prisons in the priority provinces, and will cover all
prisons (143 sites) by the end of NAS. (See closed setting populations data flow diagram in Figure
A3.3).

Drug treatment monitoring system

The routine information system currently has reporting from 6 regional centers and 145 drug
treatment clinics throughout the country, managed by the Department of Medical Services Support.
Thanyarak Institute provides technical support on prevention and drug treatment, including injecting
drug users (IDUs); it will work with the Department of Medical Services and Support to improve the
analysis function and feedback reporting. In addition, the system is to expand to systematically
collect data on outreach activities that are implemented by the government. (See IDU data flow
diagram in Figure A3.4).

Community-based monitoring system:

In 2009-2011 with support from the Global Fund, the three civil society umbrella organizations
(PPAT, RSAT and PSI) made good progress in establishing and implementing their monitoring
systems within their networks. Core indicators and definitions are standardized and in line with the
national SI and M&E plan. A Unique Identifier Code (UIC) system has been established for MSM,
IDUs and FSWs to avoid double counting of key population members using multiple services. In the
next 5 years, the PRs will continue their efforts through the Global Fund support. At the same time,
community partners will pursue additional efforts to strengthen their monitoring system by
increasing M&E staff, collecting and using the monitoring data. This includes not only indicators
reported to donors but other information—both quantitative and qualitative—that are critical for
improving program performance, strengthening of supervision and mentorship to field staff,
improving the feedback system and improving the technical capacity of their partners. (See
FSW/MSM data flow diagram in Figure A3.5).

A2: Human rights and stigma and discrimination crisis response monitoring system

Funding Sources TBD
Implementing FAR, NAMc, Ministry of Justice (MoJ)
partners

Technical Support UNICEF, UNAIDS, RTI, UNFPA

This Crisis Response monitoring system is a new initiative in this SI and M&E plan. This system aims
to monitor the situation and effectiveness of a crisis response system to address human rights
violence and discrimination related to HIV. Data can be used to guide decision making and thus to
develop and refine strategies for getting to zero discrimination.

The Foundation for AIDS Rights (FAR) will work in close collaboration with NAMc and the Ministry of
Justice to develop the system, with oversight provided by the National Sub-committee on AIDS
Rights. A Standardized and unified system will be developed including definitions, data collection
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tools, data quality assurance, data analysis and a training package. Using the experience of India's
Avahan program, the most important data needed on a routine basis are the time and location of
the crisis, the nature of the crisis, identify of victim(s), number of perpetrators, who responded,
response time, nature of any follow up action and the resolution of the incident and nature of legal
action.

There are two levels of reporting: local and aggregated (at the provincial, regional and national
level). The local reporting system will collect data through staff at service outlets, particularly
through NGOs, CBOs and PLHIV networks, who will gather and analyze data to understand trends
affecting their area. Data will be collated and analyzed upward so that aggregated data at provincial,
regional and national can be generated. This data would serve as the primary source for use in
advocacy to highlight the violence faced by key affected populations including PLHIV. This system
will be launched in the priority provinces in the first phase and then will be expanded to a larger
scale (see Figure A3.6).

1I: Strengthen health, non-health and community-based HIV Information System: Optimization and
Consolidation

A3: HIV prevention for youth, uniform workers and the workplace monitoring system

Funding Sources The Global Fund, MOPH, MoE, MSDSH, MoL, MoD and Royal Thai Police
Implementing BATS, NAMc, Department of Health (DOH), MoE, MoL, MoD, Royal Thai Police, PATH,
partners TBCA and other NGOs/CBOs

Technical Support UNFPA, UNESCO

Currently, each organization that implements HIV prevention programs for youth, uniform workers
and the workplace has established their own monitoring system, mostly using a project-based
approach. In the next 5 years, a unified and standardized system will be introduced and
mainstreamed within different departments in the same organization and across organizations. To
ensure the system expands rapidly at a large scale, this routine monitoring system should be simple
and should collect only the minimum set of information required to ensure completeness of reports
submitted from a large number of reporting units (schools, workplace, etc.) throughout the country.

Youth program:

The Ministry of Education (MoE) plans to strengthen a central monitoring unit to develop and
implement a standardized monitoring system across 5 offices. A national standard HIV prevention
and sexuality curriculum, that is tailored to Thai context and appropriate to the target age group(s),
will be developed with endorsement from the National AIDS Committee. Progress on the
implementation of the curriculum as well as the services provided at school-based counseling units
will be collected from the provincial level and submitted to the national level.

The Department of Health (DOH) implements youth-friendly clinics. However, the monitoring system
for this program is still at the early stage of development; at present the system cannot monitor the
national effort. In the first year of the SI and M&E plan, DOH plans to develop tools, reporting
systems and training modules. DOH plans to start implementation in 83 units in 2013, including
training for related staff, expanded to 167 clinics at NAS mid-term. It is expected to reach full
implementation (560 clinics) by 2016.

With support from the Global Fund, PATH has established a good monitoring system for its school-
based program, as well as a system for monitoring services provided by private youth-friendly clinics.
However it is limited in geographic scope. Lessons learned from PATH will facilitate the development
of a national system that will be carried out by MoE and DOH, since the enhanced capacity of local
staff and networks is a core mission of all partners implementing youth programs. Thus, a collective
effort and strong collaboration will help to minimize resource needs.
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A diagram of the data flow for the youth program and its interaction within organizations (MoE, DOH
and PATH) and across organizations is presented in Figure A3.7.

HIV prevention for uniform workers:

Ministry of Defense (MoD) has established an HIV prevention and control committee that oversees
implementation, provides strategic direction and approves an HIV plan annually. Currently each
department has a clear organization and management structure to implement the HIV response.
Building upon the strength of its structure, MoD proposes to strengthen the secretariat department
to establish an integrated monitoring system across MoD departments. This effort will allow the
MoD to monitor the ministry’s response holistically and in line with the KPI reporting process. The
Royal Thai Police "HIV police" will be part of this development. The data flow for the MoD system is
shown in Figure A3.8.

HIV prevention at the workplace:

In addition to support from the Global Fund, the Thai Business Coalition on AIDS (TBCA) plans to
work with the Ministry of Labor to develop an online database for HIV at the workplace. It will be
designed to enhance the existing monitoring system supported by the Global Fund by promoting
private sector involvement in reporting HIV activities and results in a simple format, as part of public
relations efforts under Cooperate Social Responsibilities. As part of this system, TBCA will raise
awareness to gain support from the private sector. (See workplace data flow diagram in Figure A3.9).

A4: HIV prevention, treatment and care for migrant monitoring system

Funding Sources The Global Fund, MOPH
Implementing partners Raks Thai, BATS
Technical Support WHO, UNDP (Regional)

In 2012, HIV prevention targeting migrants begins its eighth year of implementation supported by
the Global Fund; support will continue until 2014. Thus, the monitoring system for MWs is well
established. If additional resources are available, Raks Thai plans to address the need to enhance the
technical capacity of NGOs and CBOs at the local level in 37 provinces, including use of data for
program improvement as well as increasing supervision, close mentorship and support.

Currently, BATS and Raks Thai have managed ART treatment monitoring for migrants supported by
the Global Fund. In the 2012-2016 Sl and M&E plan, the roles and responsibilities of BATS will be
advanced through serving as a lead organization to coordinate, collate and establish an integrated
prevention, treatment and care monitoring system for migrants. The specific need is to develop a
system to collect information for migrants who are in need of ART. This data will be used to inform
the program to increase equal access to ART among non-Thais as a key strategy addressed in the
NAS.

A5: Prevention of Mother-to Child Transmission (PMTCT) monitoring system

Funding Sources Department of Health (DOH), National Health Security Office (NHSO), Department of
Disease Control, UNICEF, TUC

Implementing All health facilities, DOH

partners

Technical Support TUC, UNICEF

Two database systems will be used to monitor PMTCT program outputs and outcomes. The Perinatal
HIV Intervention Monitoring System (PHIMS version 3) is an internet-based centralized data system
operated by DOH. PHIMS will provide key PMTCT program service uptake following the latest revised
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2010 national guidelines. The new version will include new variables for couples counseling and HIV
testing in male partners of pregnant women, as well as linkages of HIV-positive mothers and their
HIV-infected partners to the HIV care system. PHIMS version 3 will be piloted in 3 provinces in 2012
and is planned to scale up nationwide to 900 hospitals in 77 provinces starting from 2013
onwards. The mother-to-child HIV transmission rates will be analyzed from the existing NAP
database system and integrated into the standard reports from the NAP system. It will provide data
on early infant diagnosis and infant HIV-infection outcomes in perinatally HIV-exposed Thai infants at
the hospital and country level. The standard NAP data analysis and reporting system, including
PMTCT program outcomes is being piloted in 2011-2012 and will be scaled up in 2013.

This enhanced system will include improved data to monitor the comprehensiveness of essential
services provided to pregnant woman and their partners during anti-natal care (ANC), including
couples counseling, as well as the ability to disaggregate by sub-populations such as ethnic
minorities or non-Thais in line with this key approach under NAS (see PHIMS data flow diagram in
Figure A3.10).

A6: Care and treatment monitoring system

Funding Sources National Health Security Office, The Social Security, The civil servant, The Global Fund,
MSDSH, Mol, MoPH, TUC, UNICEF

Implementing All Health facilities, BATS, MSDSH, Mol, TNP+, ACCESS, NGOs/CBOs
partners

Technical Support TUC, UNICEF, WHO

The National AIDS Program System (NAP) is the main computerized information system collecting
information on individual profile characteristics and medical care and treatment services from the
time that a person is diagnosed with HIV. Data is obtained from health facilities throughout the
country. The NAP database also connects data with Veterinary Medicine Information (VMI) of the
Government Pharmaceutical Organization, which serves as the pharmaceutical information system
related to HIV and AIDS. It is estimated that NAP covers about 60% of registered ART patients in
Thailand; it does not cover patients who are insured under other insurance schemes. In addition,
information about non-Thai ART patients is collected through a separate system supported by the
Global Fund.

A number of activities have been identified to strengthen the care and treatment monitoring system
in 2012-2016:

e Develop a unified care and treatment monitoring system by expanding the NAP system to
cover Thai HIV and ART patients from all insurance systems (National Health Security Office,
The Social Security and the civil servant scheme). It also includes expansion of standard
indicators, definitions, data collection forms and formats, as well as strengthening human
capacity on data collection and use.

e Modify the NAP system to improve its capacity for case management and program
performance management, as well as the ability to disaggregate by key affected
populations.

e Increase utility and access of NAP data at different levels, particularly at the facility and
provincial level.

With support from the Global Fund and NHSO, the Thai Network of People living HIV (TNP+) has
established the Comprehensive Care Centers (CCC) monitoring system. The CCC monitoring system
obtains information about PLHIV who received services and support from 390 Comprehensive Care
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Centers (CCC) throughout Thailand. In 2012-2013, TNP+ plans to modify the data collection tool to
add more information on exposure to CCC services, social protection received, adherence and
retention to treatment and care. The effort will include enhancing PLHIV peer educator’s capacity
and supervision.

TNP+ recognizes that the CCC monitoring system is parallel to NAP system, and thus does not
maximize efficiency of the financial and human resources needed for its operation. Therefore,
starting from 2014, TNP+ proposes that the CCC monitoring system should be integrated into the
NAP system. NAP will then have the ability to collect comprehensive and holistic information related
to medical, psycho, and social support to PLHIV. In the long-term, this will reduce labor costs to input
data to the system and increase efficiency. Data flow for care and treatment is depicted in Figure
A3.11.

A7. Tuberculosis/HIV (TB/HIV) monitoring system

Funding Sources Department of Disease Control, National Health Security Office (NHSO)
Implementing All health facilities, Bureau of Tuberculosis, BATS
partners

Technical Support WHO, TUC

By the end of 2016, the TB Bureau's primary objective is to develop a monitoring system that can
generate a complete picture of the TB/HIV response and monitor its performance regularly and
timely. Until the present, the TB monitoring system has functioned well through the TB clinics.
Efforts will be made to strengthen the TB monitoring system from the HIV side as reported through
NAP system. In addition, there is a plan to integrate these two systems.

A8. Care and social protection for children affected by HIV program monitoring

Funding Sources The Global Fund, MOPH, MSDSH, Mol, NHSO, UNICEF
Implementing MSDSH, Mol, DOH, ACCESS, NGOs and CBOs, Pact, BATS and NAMc
partners

Technical Support UNICEF

Currently the monitoring system for children affected by HIV (CABA) is fragmented. MSDHS and the
Ministry of Interior (Mol) have each established individual tracking systems for those children who
are HIV infected and/or affected and who receive financial support from the government. These two
systems are mainly disconnected and primarily used for financial disbursement purposes. At the
same time, NGOs and CBOs who implement programs for CABA have no systematic monitoring
system beyond regular reporting.

Using the Global Fund support as a catalyst, a unified M&E system focused on children affected by
HIV and other vulnerable children will be developed. A coordinated information system, linking
government (health and non-health) and community data sets, and building on the existing national
M&E system with additional, needed components specifically for CABA and other vulnerable
children will be developed. The system will enhance the overall health and social protection of
children for Thailand by monitoring the services reaching them. Tools will be consolidated and
guidelines developed to support this. All partners will be oriented on the M&E guidelines, indicators,
data collection tools, and reporting systems.

Additional technical and financial support from governments and others is needed to make this
national system development possible, building partnerships as well as technical capacity on
monitoring for local partners including government, NGOs and child action groups. Provinces with
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high HIV prevalence and that are part of the Global Fund Round 10 project will be the priority for
implementing this initiative. Figure A3.12 presents a diagram of the data flow for the system.

Strengthen Routine Integrated HIV Information System (RIHIS) at the national and sub-national
level

There are major problems with current vertical information systems, which despite providing some
information to respective organizations do not create a holistic picture of the HIV/AIDS situation and
responses at the national, provincial, district or local level. There is limited knowledge of who is
doing what and where, of ascertaining where there is duplication of effort and where programs are
double counting those reached. Most of all, the process of planning and managing HIV/AIDS services
in a geographical area, as the basis of public health organization, is in disarray.

The NAMc, as secretariat of the National M&E sub-committee, has the mandate to bring various
stakeholders together for planning and management of HIV/AIDS services. They also oversee
reporting to the NAC and donors on progress made in achieving National HIV plan goals and
objectives. Acknowledging variety among stakeholders and their interdependency for accomplishing
mutual objectives, NAMc has evolved a team structure where leadership is provided through
management by objectives and sharing roles and responsibilities.

At the national level, the BATS will work with lead M&E organizations including government (health
and non-health) organizations and civil society umbrella organizations (as detailed in Figure 4.1) to
streamline the flow of HIV/AIDS service information for decision making.

Replicating team management by objectives at the lower level, through regional Offices of Disease
Prevention and Control, the NAMc closely collaborates with Provincial Health Offices (PHOs), acting
as the focal point for the PCMs and as the secretariat of the Provincial AIDS Committees. Currently,
there are no mechanisms for the PHO to receive information from other line ministries and NGOs,
although some provincial health offices require NGOs to share their information before sending it to
their organizational headquarters.

The information system produces better performance—in terms of continuous production of good
quality data and its use—when all components of the information system work in harmony with
each other. The Sl and M&E plan will develop Standard Operating Procedures (SOP) to serve as
guidelines for these processes. These include the process of data collection to transmission
(communication of data horizontally and vertically) at different levels; from data processing to use at
different levels; from addressing technical and behavioral determinants to organizational
governance and management structure, and lastly promoting a culture of information by promoting
the value that having accurate, timely evidence is essential. Successful implementation of the SOP of
RIHIS requires that NAMc do the following:

e locate leadership for assuring planning, managing and monitoring different aspects of the
RIHIS and decide at what level various participating organizations in HIV/AIDS program need
to come together to plan and manage HIV/AIDS services

o Develop the capabilities of different organizations and levels

e Promote area-based management, based on the premise that local management has better
access to understand the situation and act accordingly

o Keep existing information systems intact and create opportunities for working
collaboratively at the corresponding levels
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COMPONENT 8: SURVEYS AND SURVEILLANCE
Key strategies for 2012-2016:

1. Enhance quality and expand implementation of existing surveys and surveillance

2. Develop new surveys tools and methodologies for better monitoring HIV national
response

In the response to the NAS, Thailand addresses the need to strengthen and enhance a number of
existing surveys and surveillance systems. This will include the development of new tools and
methods to better guide the strategic direction, as well as to monitor progress and measure the
impact of the national response towards the Three Zeros. The list of planned surveys and
surveillance systems is presented in Table 4.2.

Enhance quality and expand implementation of existing surveys and surveillance
I: Innovation and Change

HIV sero-prevalence surveillance (HSS): The HSS system has been implemented among 9 sentinel
population groups, including blood donors, pregnant women at ANC clinics, male military conscripts,
male clients at STI clinics, male and female sex workers in venues, injecting drug users at treatment
clinics, fishermen and migrant workers. However, with evolving risk behaviors and the changing
nature of the HIV epidemic, institutional-based sentinel surveillance has limitations since it does not
capture the HIV epidemic among non-venue-based sex workers and IDUs in the communities. In next
5 years, BoE will continue the HSS effort. With technical assistance from TUC, BoE will review its
methodology, assessing how best to complement the HSS with IBSS, as well as whether to increase
sample sizes.

HIV sero-incidence surveillance-HIV BED IgG capture Immunoassay (BED CEIA) for HIV incidence
surveillance: The BED capture enzyme immunoassay (BED-CEIA) measures the increasing proportion
of HIV-1 IgG to total IgG after seroconversion to estimate HIV-1 incidence in a population (CDC,
2006). HIV incidence surveillance using BED-CEIA has been implemented as a part of the HIV sentinel
surveillance system in 24 provinces since 2004 among ANC and FSW, while for male military
conscripts its use started in 2006. Because BED CEIA results are still of questionable accuracy,
Thailand uses the information carefully and triangulates with other surveillance information to
clearly understand the HIV epidemic.

Integrated biological and behavioral sentinel surveillance (IBBS): The IBBS is the main data source
to monitor core national prevention indicators and will be conducted every two years.

In 2009-2010, the BOE has worked with prevention program implementers to harmonize and
standardize key questions used in the IBBS across key affected populations and migrant workers.
These key questions cover behavior change, coverage and intensity of exposure for community
outreach activities, and use of HIV testing and counseling and STI screening services. The IBBS in
Thailand for FSW, MSM and IDU uses self-reported hand-held computer-assisted structured
interviews to increase confidentiality and improve the reliability of data related to sensitive issues
including sexual and other risky behaviors.

e IBBS among venue and non-venue-based FSW: The first round of IBBS for FSW was
conducted in 2003 among venue-based sex workers in selected 12 provinces. It was
recognized that institutionally-based sampling is not sufficient to fully measure the HIV
epidemic among FSW in Thailand. The BOE will undertake a pilot of IBBS using respondent-
driven sampling (RDS) in three tourist provinces. This sampling methodology allows Thailand
to accurately capture trends in the HIV epidemic for both venue and non-venue-based FSW.

e IBBS among MSM (MSM, MSW and Transgender): Thailand has conducted selected sites
HSS among MSW since 1989. The IBBS among MSM will be expanded to 8 provinces in 2010,
using venue-day-time sampling. With Global Fund support, BoE will continue the IBBS in
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2012 and 2014. However, there is a clear need to improve field supervision and to increase
sample sizes in MSM subgroups in major provinces. This will require revisiting the
methodology and adding resources.

Table 4.2 Planned surveys and surveillance in 2012-2016

Surveys and Surveillances Responsible Timeline

agencies
2012 2013 2014 2015 2016

STRATEGIC DIRECTION 1. INNOVATION AND CHANGE

1.1 Comprehensive HIV Prevention services for KAPs
1.1.1 HIV sentinel surveillance (HSS) BoE X X X X X
1.1.2 Incidence -recent HIV infection (BED) BoE X X X X X
Integrated Biological and Behavioral BoE X X X
1.1.3 Surveys (IBBS) for IDU, venue-based
FSW, MSM
11.4 Integrated Biological and Behavioral BoE X X
o Survey (IBBS) for non-venue-based FSW
Integrated Biological and Behavioral DoC and BoE X X
1.1.5 Survey (IBBS) among closed setting
populations
1.2 Effective Policy, Management and local response
1.2.1 National Commitments and Policy NAMc X X X
Instrument (NCPI)
1.2.2 National AIDS Spending Assessment IHPP/NAMCc X X X
(NASA)

STRATEGIC DIRECTION 2. OPTIMIZATION AND CONSOLIDATION

HIV Prevention for youths and general population

Integrated Biology and Behavioral MoD/BoE X X X X X
2.1.1 .
Surveys (IBBS) for army recruits
2.1.2 Behavioral Sentinel Surveillance (BSS) BoE X X X X X
2.2 Treatment and Care
2.2.1 ARV drug resistance surveillance BoE X X X X X
2.2.2 PLHIV survey (NEW) NAMc X X X
23 Children affected by HIV and vulnerable children
2.3.1 Child Well-Being Survey Pact X X X
539 External support including economic | Pact X X X
e Support Survey
Stigma and discrimination
24.1 S/D survey among key affected NAMc X X X
populations, PLHIV and facility and
community based providers (NEW)
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Surveys and Surveillances Responsible Timeline

agencies 2012 2013 2014 2015 2016

Integrated Biological and Behavioral BoE X X X

251
> Survey (IBBS) for Migrants

e IBBS among IDU: In 2007-2008, the BOE conducted BSS of IDUs in Bangkok, Chiang Mai and
Samut Prakan. In 2010, with support from the GFATM, BOE undertook the IBBS among IDU
in 5 sites in 2010 using RDS. Every 2 year, the BoE will continue to carry out IBBS among IDU
at least 3 sites to monitor trends of key indicators among IDU.

National Commitments and Policy Instrument (NCPI): The NCPl measures progress made in
implementing laws, regulations, national level HIV/AIDS policies and strategies. Thailand will
undertake measurement of the NCPI every two years. Capacity building for focal points who will
administer and analyze the survey from both government and civil society is needed to obtain full
participation of key stakeholders on key conclusions.

National AIDS Spending Assessment (NASA): Thailand will use NASA as measurement tool for
measures how funds are spent at national level and where those funds are sourced. Thailand plans
collect data on AIDS spending every 2 years. Thailand also plans to undertake an ad hoc resource
flow survey in selected areas, such as a survey of resource allocation to local response.

1I: Optimization and Consolidation

IBBS among young males: Thailand has conducted IBBS among male military conscripts as proxy for
male youth behavior in 2009. It reveals rich and useful information for monitoring the HIV epidemic
in Thailand, not only about heterosexual behavior but also regarding higher risk behavior such as
men having sex with men and drug use.

IBBS among migrant workers: The BOE has conducted IBBS among migrant workers in 10 provinces
with a high density of migrant workers, who are mostly from Myanmar, Cambodia and Laos PDR.
BoE is considering increasing sample sizes in certain provinces selected as sentinel sites to improve
the accuracy of results.

Behavioral sentinel surveillance (BSS): The BSS was first implemented in 1995 among male and
female factory workers, male conscripts, students in secondary school grades 8 and 11, and students
in vocational school. It has become a useful tool at the provincial level to monitor trends in risk
behavior among the selected populations, even through only 24 of the 76 provinces were randomly
sampled to be the national reference sentinel provinces. It is noted that the BSS methodology should
be revisited to reduce staff workload. Examples of potential revisions include switching to biannual
rather than annual data collection, streamlining the management of BSS among army recruits, and
lastly making improvements in methodology to improve the accuracy and validity of findings.

This SI and M&E plan does not include a nationally representative survey among the general
population including HIV testing, which would be the key data source to monitor the epidemic
among the general population. The last national sexual behavior survey among the general
population was conducted in 2006, and it did not include HIV testing. When resources become
available in the future, Thailand may explore the feasibility of integrating an AIDS survey module
with HIV testing within the national health survey, if it is cost effective.

HIV Drug Resistance Surveillance: There are three types of methods used to monitor HIV drug
resistance that will continue during 2012-2016. These are: 1) HIVDR Early Warning Indicators: NHSO
and BOE have designed and developed the National AIDS Program—Early Warning Indicators (NAP-
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EWI). EWI can be analyzed from the NAP database. Thailand has adopted WHO methodology and
recommendations to monitor appropriate ART prescribing practices, follow-up of retention to ART
regimens, drug adherence, clinical appointments and treatment outcomes. 2) HIVDR surveillance
among ARV treated patients: This surveillance monitors the prevalence of ARV drug resistance from
ARV patient cohorts of treatment services in 4 sentinel sites, and has been operational since 2006. 3)
HIVDR Threshold survey: Thailand has undertaken this method among FSW as an indirect measure
of the effectiveness of the prevention-with-positives program. The national advisory committee has
been established to implement ARV resistance surveillance activities. The surveillance framework
and protocol have been developed. Thailand has implemented ARV resistance surveillance among
naive recently-infected persons by integrating threshold surveys into the existing national HSS
among FSW since 2006.

Develop new survey tools and methodologies for better monitoring of the HIV national
response
There are four new surveys proposed under the 2012-2016 Sl and M&E plan as follows:

People living with HIV Survey (The PLHIV survey): This survey will be used to monitor quality of life,
exposure to medical, psycho, social, and economic support including perceived and enacted stigma
and discrimination. It will be designed as a national survey and will be conducted every 2 years.
Thailand will develop the survey methodology and tools using international and national experience
on measuring PLHIV quality of life and stigma and discrimination, including the WHO quality of life
(WHOQQOL) tool and the stigma and discrimination index survey undertaken by TNP+ and PDA.

Child Well-Being Survey: This tool monitors child-well being in order to measure the impact of the
national response on care and support for children. The survey will measure child status under the
same domains as the six broad domains measured by the Child Status Index: Food and Nutrition;
Shelter and Care; Protection; Health; Psychosocial; and Education and Skills Training. For each
domain, there are two factors that have been identified and endorsed as areas of concern. These
can potentially be changed by providing services, and identify urgent situations for the child or
household.

Economic Support Survey: This survey will measure progress in providing external support to
households with children who are affected by HIV and AIDS (CABA) and other vulnerable children
(vC).

Economic support will be measured as sub-set of broader range of external support. Whereas
external support focuses on social assistance and livelihoods assistance, defined as a free economic
support (cash grants, assistance for school fees, material support for education, income generation
support in cash and in kind, food assistance provided at the household level, and/or material or
financial support for shelter) that comes from a source other than friends, family or neighbors. This
survey will be conducted with a representative sample of households within the CHILDLIFE project
area, with further disaggregation by household socioeconomic status so that support to the poorest
households may be examined.

Stigma and discrimination survey (The S/D survey): This measurement tool monitors the
magnitude and progress made related to human rights and stigma and discrimination. The survey
populations include IDUs, FSWs, MSM (including Transgender and Male sex workers), PLHIV and
providers (health and non-health including civil society). Existing experiences from other countries
on conducting stigma and discrimination surveys among PLHIV and care providers have been well
documented. Thailand will adapt these techniques to design and implement the survey among key
affected populations. Tools and protocols will be developed and established to conduct a national
baseline in 2012-2013. The survey will be undertaken every 2 years.

IBBS among migrant workers: The BOE has conducted IBBS among migrant workers in 10 provinces
with a high density of migrant workers, who are mostly from Myanmar, Cambodia and Laos PDR.
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BoE is considering increasing sample sizes in certain provinces selected as sentinel sites to improve
the accuracy of results.

COMPONENT 9: NATIONAL AND SUB-NATIONAL HIV DATABASE
Key strategy for 2012-2016:

Develop an effective and efficient RIHIS data warehouse at the national and sub-national
level

To organize key strategic information that facilitate the concept of “know your epidemic” and "know
your response” in a systematic way, Thailand will develop the RIHIS data warehouse in three phases.

Phase I: Developing “a relational database”. Obtain aggregated data from existing NGO and public
sector databases related to the HIV prevention, treatment and care, and transmit the data from
points of service to the provincial, regional and national level for further analysis. In this phase,
activities include developing program files and/or guidelines for collecting and/or extracting data
from point of service delivery; transmitting data to the provincial level; designing the relational
database at the provincial, regional and national level for storage and analysis; and preparing
requirements to support the database and its installation and training plan.

Phase II: Developing “interoperability” of Routine and Non-routine information systems. Besides
routine HIV information systems, there are various types of information (including non-routine
information) available at the provincial level. This data for the most part is in document and/or
report form; thus, it is not yet stored in an information system allowing easy access for further
analysis. The objective for Phase Il development is to focus on expanding the data warehouse to
obtain non-routine data such as data from surveys, mapping of key services and establishments,
financial data etc. Details of how the system will be set up include:

> Create standard or common variables that can be used to link data

> Develop an application that contains different layers and/or domains, allowing different
types of data to be linked and used for analysis.

» Develop in-built basic analysis plans to monitor progress according to the provincial and
regional work plans.

» Include links to feedback or the ability to copy and paste to a feedback report for lower
levels.

Phase lli: Building the web-based RIHIS data warehouse. Phase Il requires building the web-based
RIHIS data warehouse, which is an upgrade of the RIHIS database at the PHO, regional Office of
Disease Prevention and Control and BATS/NAMc. When the RIHIS is web-based, data is directly
transferred and each organization has access to it with a password; access is not restricted to
BATS/NAMCc, the regional office and PHO. The data warehouse will not allow individuals to analyze
raw data but will provide access to analyzed information in the form of tables. However, individual
organizations will be able to request PHO, Regional ODPC and BATS/NAMc to obtain specialized
analyses and information for their specific purpose(s).
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COMPONENT 10: DATA AUDITING AND DATA QUALITY ASSURANCE
Key strategies for 2012-2016:

1. Promote standard data checking protocols where data is collected and transmitted
2. Establish quality assurance mechanisms and tools to improve data quality

Data quality is one of the most important outputs of the RIHIS performance. When data is accurate,
it allows stakeholders to draw correct conclusions from the processed data. It also creates credibility
for using generated information for planning, management and monitoring purposes. Therefore, the
RIHIS design needs to institute processes to check data quality and improve it continuously. Data
quality is defined as timely, complete, accurate, relevant to management needs, and covering all
levels of service provision.

Promote standard data checking protocols where data is collected and transmitted

Improving skills of implementers in checking data quality and establishing a process of
monthly/quarterly checks will improve data quality at the point of services from all health, non-
health and community organizations at all levels. The focus will be to develop protocols for checking
data quality at different levels of the organization, to be implemented by self-assessment or through
supervision. According to the plan, all Global Fund supported agencies will have clear mechanisms to
verify data before submitting reports to the next level. This process will be promoted systematically
and proposed as a standard procedure for all routine monitoring systems that are established.

Establish quality assurance mechanisms/tools for improving data quality

The second strategy assumes that another level of data quality assurance is needed to improve and
maintain data quality. Data quality assurance requires a level of technical expertise to understand
and resolve data quality issues. In 2011, NAMc developed a routine data quality assessment checklist
(RDQA), including a training module, and provided training to relevant staff at the regional and
provincial level. Starting from 2012, the regional prevention and control office is the lead
organization for data quality assurance. The regional office will work with the PHO to develop a plan
for undertaking data quality assessment for key services. Results from the assessment will give a
strong message that the organization is committed to improving data quality as well as to work
together with service delivery points on problem solving to develop improved methodologies.
Additionally, each PR plans to conduct RDQA for their SRs and sub-sub recipients (SSRs) periodically.

COMPONENT 11: EVALUATION, SPECIAL STUDIES AND RESEARCH
Key strategies for 2012-2016:

1. Strengthen the national structure to manage the implementation of HIV and AIDS
evaluations and research studies

2. Increase availability of new strategic information to support getting to zero

Given the limited resources available for programs, ensuring equity and maximizing the effectiveness
and efficiency of the response is of paramount importance. Sound surveillance and surveys to track
the epidemic and routine monitoring for health facilities, non-health and community-based HIV and
AIDS programs provide essential but insufficient information to guide the response. The SI and M&E
plan calls for strengthening the national structure and increasing the availability of high quality
evaluations and research studies. These efforts will provide evidence for planning the response, for
prioritization and for determining the right programs to generate high impact and the best return for
investment in addressing the HIV epidemic.

Strengthen the national structure to manage the implementation of HIV and AIDS
evaluations and research studies

The NAMc will work through the National Evaluation Task Force (NETF) as the key mechanism. The
role of the NETF includes the following tasks;
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Managing the implementation of the prioritized evaluations and research studies including
resource mobilization and ensuring rapid implementation, effective coordination, drawing
on existing capacity and comparative strengths.

Ensuring the technical quality of the evaluation and research studies; adherence to ethical
requirements, developing Terms of Reference for each study including appropriate study
design, analysis and interpretation, selecting an evaluation/research team for
implementation, establishing an oversight committee; and

Ensuring data use for decision-making including capacity-building and ongoing support for
interpretation and application of evaluation/research findings to policy and program
improvement.

Maintaining an inventory and mapping of HIV and AIDS evaluations and research studies and
disseminating it widely

Setting national priorities for evaluation and setting the research agenda. The first
consultation workshop was conducted in June 2010; the follow up and updated agenda will
be planned during the period of the next 5 years.

Increase availability of new strategic information to support getting to zero

Table 4.3 presents list of on-going and planned studies from key stakeholders as of December 2011;
it is divided by key NAS strategic direction and strategy. The list of evaluations, special studies and
research can be grouped as following;

Formative research and situation analysis to understand the magnitude of the problem and
clearly understand the context. These include an assessment of meth injectors in Bangkok; a
literature review on specific need of young members of key affected populations; and a
situation assessment of children affected by HIV and alternative care for vulnerable children,
early infant diagnosis and assessment of Highly Active Anti-Retroviral Therapy (HAART) for
HIV pregnant women, and alternative care for children affected by HIV.

Size estimation for KAPs, migrants and people in need of ART. For next 5 years, estimation
of the size of key affected populations is planned, with sufficient technical support to
develop and implement appropriate internationally accepted methodologies. In addition,
mapping of key target populations and venues or establishments will be promoted in priority
provinces, for the purpose of size estimation as well as for program planning and
management. Estimates of the number of children in need of care and support will be
piloted in the Global Fund supported provinces. Tools and methods to estimate children
affected by HIV and vulnerable children will later be expanded outside the Global Fund
provinces

Program evaluation: Three types of studies are planned:

o Process assessment: Most planned studies will be undertaken as an integral part of
implementation. These include studies funded by the Global Fund including school
based program and workplace program studies. Another example is USAID support
for an evaluation of community based HCT using rapid tests in three provinces. The
UN plans to support documentation of a harm reduction demonstration project. The
comprehensive Care Center process assessment will be funded by the Global Fund
and NHSO.

o Program evaluation: Comprehensive program evaluations that are on-going and
funded by the Global Fund include an evaluation of the HIV prevention program
targeting KAPs and migrant workers, and an evaluation of treatment and care for
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migrants and children affected by HIV. NHSO supports a national treatment and care
evaluation that will start in 2012.

o Cost-effectiveness: A study on the HIV prevention package targeting key affected
populations funded by the Global Fund is ongoing and will be completed in 2013
Global Fund.

e HIV estimation and projection at the national and provincial level. The Asian Epidemic
Model (AEM) will be conducted at the national level in 2012 and 2016. During the course of
NAS, tools for HIV estimation and projection at the provincial level will be developed
including building the capacity of provincial staff. This activity will be implemented by BoE
with technical support from TUC and the A? project, East West Center.

Table 4.3 Ongoing and planned program evaluations, special studies and research in 2012-2016
with secured funding support (as of December 2011)

Program evaluations, special studies and Responsible | Funding Timeline
research agencies

2012 2013 2014 2015 2016

STRATEGIC DIRECTION 1. INNOVATION AND CHANGE
1 | Size estimation of Key Affected Populations NAMc GFATM X X
KAP HIV prevention program evaluation and GFATM X
2 | external program review by GFATM IPSR/NAMc Baseli
aseline
3 | Cost-effectiveness of HIV prevention program HITAP/NAMc | GFATM X
4 Formative assessment on meth injection in TBD TUC X
Bangkok
Literature review on young KAPs TBD UNICEF X
5 and
UNESCO
6 | Community-based HCT rapid test evaluation FHI USAID X
7 | HIV estimation and projection BoE TUC X X X
8 | HIV estimation and projection at provincial BoE TUC X X X
level
STRATEGIC DIRECTION 2. OPTIMIZATION AND CONSOLIDATION
9 | School-based program process assessment PATH GFATM X X X
10 | Workplace program process assessment TBCA GFATM X
11 | ART size estimation BoE TUC X
12 National treatment and care program NETF/NAMc NHSO X X
evaluation
Comprehensive Care Center (CCC) process TNP+ GFATM X
13 | assessment and
NHSO
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Program evaluations, special studies and Responsible | Funding Timeline
research agencies

2012 2013 2014 2015 2016

14 | Children affected by HIV situation analysis NETF/NAMc UNICEF X

15 | Children affected by HIV program evaluation PACT GFATM X

16 Early infant diagnosis (EID)and assessment of DOH and BoE | TUC and X
HAART for HIV positive pregnant women UNICEF

17 | Alternative care for children affected by HIV UNICEF UNICEF X

18 Migrant HIV prevention program Raks Thai GFATM X X
evaluation

19 Treatment and care for migrants BATS GFATM X X
program evaluation

A new generation strategic information package:

Recognizing the critical need for a strong empirical basis to inform decision making on the HIV
response at the national and sub-national level, this SI and M&E plan emphasizes the development
and implementation of “a new generation strategic information package”. This package is aimed at
developing integrated study designs by undertaking essential program evaluations, research and
economic studies to guide the “getting to zero" strategy at the national and sub-national level. The
new generation S| package will ensure complementary and maximum use of existing data including
the integrated routine HIV information (RIHIS) of facility, non-health and community based
information, surveillance and surveys, bio-makers including measuring of new infections, and lastly
synthesis and triangulation of all types of information. In addition, a new generation strategic
information package will replace the traditional design of mid-term and end of term evaluation. The
package is perceived as a longitudinal study tracking key issues so that timely corrections can be
made during the course of NAS implementation.

Specific criteria to prioritize studies are proposed as part of the new generation S| package. Criteria
include that the study should provide empirical data on the impact and cost effectiveness of the HIV
response to 1) reduce new infections among those who are major drivers of the epidemic, 2) equal
access to quality of treatment and care including TB/HIV to reduce AIDS related deaths, 3)
development and implementation of programs promoting the enabling environment and structural
interventions and their impact and 4) lastly, how the getting to zero strategy has translated into
implementation at the local level and its impact.

Using above criteria as grounding principles, key questions have been proposed under the package
as follows:

e Does Thailand achieve the reduction of new infections by 2/3 in 2016? If so, what are the
factors that led to this success? This is proposed as a triangulation study with an appropriate
measurement of new infections.

e To what extent have changes in law, policy, gender and stigma and discrimination been
implemented and what is their impact towards the Three Zeros?

e What is the effect of the national strategy on HIV counseling and testing, improving the
quality and equality of treatment and care to its outcome and mortality?

e Is the 2012-2016 HIV strategy effectively implemented at the local level with full local
ownership, and sufficient and appropriate prioritization of the investment in the response?
If so, what were the factors leading to this success.

page 67




Many studies have been proposed by different organizations and key stakeholders as being a
priority, including those proposed in the national evaluation agenda in 2010. When resources are
not available, priorities can be reformulated and criteria revised. To ensure Thailand has critical
empirical based data available to support the NAS, planned studies that do not fit the criteria for
national priorities are subject to reprogramming according to recommendations from the national
AIDS committee and SI and M&E sub-committee.

COMPONENT 12: DATA DISSEMINATION AND DATA USE
Key strategies for 2012-2016:

1. Promote information dissemination

2. Develop and expand implementation of data use tools for improving service and
program performance

3. Develop and implement a localized investment framework to achieve the "getting to
zero" strategy

The use of data to inform decision making is the ultimate goal of the M&E system and will be applied
across all levels. There are three key strategies to implement data use.

Promote information dissemination

Information dissemination is a basic activity that will be implemented across agencies as an integral
part of the SI and M&E plan. Each partner has planned to routinely share information products to all
relevant stakeholders. In addition, in the next 5 years key organizations have planned to organize a
special event to disseminate results of their activities and/or to incorporate dissemination to
national and international conferences.

Develop and expand implementation of data use tools for improving service and program
performance

There are number of data use tools that have been developed to promote effective use of facility-
based data for improving treatment and care, HIV counseling and testing and the STI program
service performance. These are HIVQUAL, HCTQUAL, STIQUAL and the pediatric quality care
network. With support from NHSO and technical support from TUC, BATS will develop a system and
build capacity for relevant staff to implement these tools.

The Sl and M&E plan includes plans for all program evaluations to include the design of an active
data use process. This process is included as part of the terms of reference for the evaluation team's
dissemination of the study results. The process should allow full participation from program
implementing partners, two-way communications, interactive participation and plans for further
discussion on problem solving for the issues that emerge from the evaluation.

Community-based implementing partners, supported by the Global Fund, have put in place data use
activities in their M&E work plan. These include building capacity through mentorship and formal
training for peer educators and outreach workers to understand and interpret monitoring data
effectively. Some organizations have planned to train staff to triangulate different types of
information such as target population mapping, service mapping, monitoring and behavioral data, as
well as training on how to use data for program planning at the local level.

Develop and implement a localized investment framework to achieve the "getting to
zero" strategy

Effective HIV response at the local and decentralized unit is a main goal for data use of the M&E
system in Thailand. To achieve this goal calls for developing and implementing an "investment
framework” at the provincial level. The framework would make possible effective use of evidence-
based planning and response. The province should have available data for evidence-based
prioritization - "know your epidemic" - by clearly identifying the main drivers of the epidemic, the
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population groups that are most affected and who represent the highest proportion of new
infections. Effective use of the evidence-based response - know your response, requires that the
province has data to inform decision so that it can put investments only into interventions that are
proved high-impact and effective.

To achieve this objective, area-based M&E system will be developed and implemented in priority
provinces. With support from the Global Fund and UN agency, NAMc will start activities in 8-10
selected provinces in 2012 by building local capacity and developing a functional RIHIS system. At
the local level NAMc and Ministry of Interior will work with Tambol Administration Organization
(TAO). At the provincial level, it will work with the Provincial AIDS Committee (PAC) and Provincial
Coordinating Mechanism (PCM) to implement the investment framework. If resources are available,
it is expected that this initiative will be expanded to 31 priority provinces in 2014 and the rest of the
provinces by the end of NAS. If not, it will focus on 31 priority provinces from 2014 till 2016.
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Chapter 5 Strategic Information Products

The National SI and M&E plan includes guidelines for core information products that will be
compiled periodically by different stakeholders. Developing routine, standardized information
products to be used as strategic information for planning and monitoring is a major step forward for
Thailand's M&E efforts, and can be accomplished with strong commitment from key stakeholders.
These core information products will be used by provincial sub-committees, the SI AND M&E
subcommittee and lastly the National AIDS Committee (NAC) for evidence-based planning and to
gain a holistic picture to monitor the HIV response. The core information products are as follows:

1. Service coverage report

2. Annual HIV and AIDS report
3. Biannual GARP report

4. Ad hocreports

These are described in detail below.

1. SERVICE COVERAGE REPORT
The purpose of this report is to provide a real-time overview of service coverage by key intervention
programs and to identify gaps in implementation.

Develop and launch guidelines for national standardized reporting

Under the routine information HIV information system (RIHIS), each organization will maintain its
own service statistics. Aggregated data from the organizations will be shared at the provincial level
with the provincial M&E unit as the entry point. NAMc will develop guidelines for standardized
reporting that will be used throughout country. The reporting manual will provide standardized
definitions and guidelines for reporting on key indicators, methods for disaggregation and a
reporting format as well as requirements for submission on a routine basis.

Quarterly and annual service coverage reports

At the point of service delivery, it is suggested that data should be compiled on a monthly basis. A
quarterly report is requested and should be shared with the provincial M&E units. The quarterly
report should provide aggregated data by month and district. Quarterly meetings should be held by
the Provincial AIDS Committee, the Regional Forum and national subcommittee levels to discuss
progress and its implications.

At the end of the fiscal year, the annual report will be required to report accomplishments from the
period of 1% of October to 30™ September each year. It is recognized that annual accomplishments
and results cannot be produced simply from adding up monthly and quarterly reports that have
been submitted during the fiscal year. Double counting is a major concern as it is necessary to
disaggregate the number of individuals reached rather than the number of contacts served by
programs.

Flow of reporting from the provincial to national level

The provincial level of each organization (health facilities, non-health government organizations, civil
society organizations, and the private sector) takes the lead on reporting. It collects the data,
analyzes it by month and by district, prepares the report and shares it with the provincial M&E unit
as the first entry point. The provincial M&E unit verifies data on completeness and quality of data,
aggregates all data, analyzes the data and prepares the Provincial Consolidated Service Coverage
Report, aimed at providing a holistic picture of the provincial HIV response. The Provincial Report
will be presented to the PAC and PCM on a quarterly basis; the PAC and/or PCM will then discuss the
report and provide feedback to implementing partners.
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The quarterly provincial report will be submitted to BATS, where it will be aggregated as the National
Consolidated Service Coverage Report. BATS will present the report to each subcommittee and SI
AND M&E subcommittee for its use in program planning.

It is noted that the provincial quarterly report will be regularly shared with the Regional Office of
Disease Prevention and Control (Regional ODPC). The regional office will undertake regional analysis
and provide feedback to both the provincial and national level (see Figure 5.1).

2. ANNUAL HIV AND AIDS REPORT
The purpose of this report is to provide a comprehensive overview of the HIV response at the
national and sub-national level. This report will include a synthesis of all national indicators
contained in the national SI and M&E plan and other complementary information; for example, data
on the HIV epidemic and recent results from assessments, program evaluations, research studies
and economic studies in Thailand and abroad.

At the national level, NAMc is the lead organization to prepare this report on an annual basis. It is
expected that NAMc will provide technical assistance to provincial M&E units to develop the same
report but with a provincial focus. In the next 5 years, greater emphasis will be placed on building
capacity in 31 priority provinces.

The annual HIV and AIDS report will be presented to NAC at the national level and to the PAC/PCM
at the provincial level. This report will be used to inform decisions on developing program
implementation and M&E operational plans as well as to provide up-to-date national and provincial
targets.

3. BIANNUAL GARP REPORT
The purpose of this report is to provide a comprehensive overview of the national situation and the
HIV response and to share it internationally.

NAMc is the lead organization preparing the GARP report, with full participation and collaboration of
all key stakeholders. In next 5 years, the 2012, 2014, 2016 reports will be prepared. Provincial GARP
reports will be encouraged in selected provinces.

4. AD HOC REPORTS

During the course of the NAS, a number of reports will be produced including survey and
surveillance reports, research studies and evaluation reports, etc. NAMc will establish an inventory
that contains all studies and reports both from Thailand and outside. This database can be accessed
by anyone interested.
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Figure 5.1 Service Coverage Report Flow

National level

National AIDS Committee (NAC)

Strategic Information including Monitoring and Evaluation Subcommittee

>
»
>

v {

Treatment & Care Subcommittee Prevention Subcommittee Human rights and S/D Subcommittee Decentralization Subcommittee

«
<
<

\ 4

| Bureau of AIDS and STI (BATS) |

Regional evel !

Regional coordinator I

Provincial evel | OffceofDisesse revr

Provincial AIDS Subcommittee including BMA

r-—=—7= DL

| Community Hased information
I I
v v
Program report from line ministries Facility based information
. s, sharing report
< > Reporting - = - ==
Public non-health organizations Public Health based organizations Civil society organizations Private sector

page 72



Chapter 6 Costing the Comprehensive National Monitoring and
Evaluation Plan

This chapter presents an overview of resource needs to carry out the Comprehensive National Sl and
M&E plan, including strengthening the M&E system nationwide, during 2012-2016. The NAMc has
conducted coordinating efforts and also mobilized resources aimed at improving the national multi-
sectoral M&E system and ensure that gaps are filled proactively.

The costing of the national SI and M&E plan was carried out according to the priority activities and
M&E strengthening strategies presented in the previous chapter. To estimate the full cost for each
activity, the unit cost was multiplied by an objective and predetermined quantity. This number was
estimated using assumptions informed by gaps identified by the MESS assessment, the strategic plan
for relevant agencies and the strategic direction of the NAS. Key stakeholders determined the
anticipated budgetary requirements of the priority activities of the 5 year SI and M&E plan. The
costing for each activity was calculated using unit costs based on agreed upon, standardized rates
used by other sources such as the Thai government, the Global Fund, the USG or UN agencies.
Assumptions regarding staffing were based on estimates of the proportion of time allocated to M&E
activities.

Costs for each activity were categorized and analyzed in several dimensions: 1) the 12 M&E
components 2) key thematic areas 3) national and sub-national levels and lastly 4) by sector (within
three major categories: health, non-health and community based). Recognizing the limits of
available resources, the final costing was re-estimated by modifying it in accordance with priorities
aligned with the national strategy.

OVERALL COSTING OF THE NATIONAL SI AND M&E PLAN

The total cost estimate for the SI and M&E plan in 2012 is THB 432.4 million or USS 14.4 million,
increasing to about THB 596.2 million or USS 19.9 million by 2016. Overall, Thailand will need an
estimated THB 2,461.2 million or USS$ 8.1 million in the next 5 years to fully carry out the M&E
activities and strengthen the system.

The estimated resources needed for implementing the HIV response in Thailand in 2012-2014 are
8,053, 8,529 and 9,080 million THB respectively. Costing of the SI and M&E plan finds that the
proportion of resources needed for monitoring and evaluation, including M&E system strengthening
and strategic information needs, accounts for 5.4 percent in 2012, 5.1 percent in 2013 and 5.5
percent in 2014. This resource estimate is relatively low and conservative when considering that
international guidelines suggest that a country should invest about 7-10 percent of overall program
costs for M&E.

Global Fund resources contribute 39 percent of the overall resources needed in next three years. As
of December 2011, MOPH, line ministries and NHSO contribute about 21 percent of all resources
needed. The NAMc will coordinate support from the government as well as additional support from
the US government, UN agencies and others to fulfill overall needs. Costing by lead M&E
organizations is seen in Table A5.1 in Annex 5.

Costing of national SI and M&E plan by the 12 M&E components

Table 6.1 shows resource needs, available resources and gaps by the 12 M&E components. Figure
6.1 shows the cost allocation by M&E component. More than half (56 percent) is dedicated to data
collection, verifying and analyzing data including building technical capacity. A major component is
strengthening routine program monitoring, accounting for 27 percent. Surveys and surveillance
account
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Table 6.1 Thailand’s costing the M&E system strengthening plan 2012-2016

COSTED NATIONAL M&E WORK PLAN BY M&E COMPONENT

Estimated Resource Needs (x 1 million THB) Estimated Resources Available (x 1million THB) Resource Gaps (x 1million THB)
Component M&E Component
2012 2013 2014 2015 2016 2012 2013 2014 2012 2013 2014
People, partnerships and planning
1 Organizational structures with HIV
M&E functions 111.1 118.7 120.5 129.4 141.6 93.8 96.3 97.2 17.3 22.4 23.3
2 Human capacity for basic HIV M&E
11.9 15.9 12.9 9.0 8.7 7.8 9.2 7.0 4.1 6.7 5.9
3 Partnerships to plan, coordinate,
and manage the HIV M&E system 14.2 23.2 325 31.0 36.9 8.4 16.1 23.0 5.8 7.2 9.5
4and5 National multi-sectoral HIV SI and
M&E plan and costed work plan 2.1 3.8 4.1 4.7 5.5 0.6 0.6 0.6 1.6 3.2 3.5
6 Advocacy, communications, and
culture for HIV M&E 0.7 1.2 1.7 2.8 4.0 0.2 0.1 0.1 0.5 1.1 1.6
Collecting, verifying, and analyzing data
7 Routine HIV program monitoring
98.9 114.0 127.0 153.1 158.9 56.8 54.7 51.8 42.1 59.3 75.2
3 Surveys and surveillance
73.2 43.8 77.6 45.3 89.1 38.2 31.0 35.8 35.0 12.8 41.8
9 National and sub-national HIV
databases 13.4 9.4 10.0 13.1 16.3 9.0 4.1 4.1 4.4 5.3 5.9
10 Data auditing
8.4 10.7 11.5 10.8 12.1 8.0 9.3 8.7 0.4 1.4 2.8
11 HIV evaluation and research
59.9 55.3 56.3 45.7 60.9 36.1 15.9 13.2 23.8 39.4 43.1
Data use and dissemination
12 Data use 385 417 447 52.0 62.1 34.7 33.1 325 3.8 8.6 12.2
TOTAL 432.4 437.8 498.8 497.0 596.2 293.6 270.4 274.0 138.8 167.3 224.8
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for about 13 percent and evaluation and research is estimated at 11 percent. The smaller
components support database and data auditing.

About one-third of the budget is allocated to human resources, general M&E capacity and support
for partnerships and planning. This includes 25 percent of total resource needs for human resources,
including salary for existing staff members who are assigned to M&E functions. The resource gap
reflects the need for additional staff who are specialized in this technical area to implement M&E
functions. Finally, an estimated 10 percent goes to data dissemination and data use. Details of the
costing by M&E activity are in Table A5.2 in Annex 5.

Figure 6.1 Percentage of costs by M&E component
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Costing of the national SI and M&E plan by key thematic area

In 2012, an estimated total of THB 205.2 million or USS 6.8 million will be needed, increasing to THB
390.9 million or USS 13.0 million by 2016. This is the amount necessary to fully strengthen the M&E
system for the “innovation and change”, the national strategic direction that focuses on M&E
activities for HIV prevention targeting SWs, MSM, and IDUs, for human rights efforts and for
localizing ownership of the HIV response (Table 6.2).

Building an area-based M&E system for the localized HIV response is the category with the highest
shortfall, followed by the M&E system for HIV prevention targeting key affected populations. Lastly
is the M&E system for expanding protective laws, human rights and reducing stigma and
discrimination since all M&E activities under this strategy are new initiatives in the NAS.

To fulfill the needs for building and maintaining the M&E system in key thematic areas under “the
optimization and consolidation” national strategic direction, Thailand will need an estimated THB
227.2 million or USS 7.6 million in 2012. This figure decreases slightly to THB 205.4 million or USS 6.8
in 2016. It is noted that the treatment and care M&E system costs are relatively stable over the next
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5 years since the system is already well established, needing only integration to increase its
functions. However Thailand has initiated the national M&E system for children affected by HIV and
HIV prevention for youths for the first time. Therefore the cost of the Sl and M&E plan under these
strategies is still high.

Costing of decentralized M&E system

The localization of an expanded response to HIV and respective local ownership and leadership are
key factors in getting to zero. To ensure that the M&E system is put in place, they have been
implemented through two pathways 1) through national organizations that develop systems and
build capacity at the point of service delivery and 2) through support at the regional and provincial
M&E units to develop an integrated M&E system creating a holistic picture of the HIV and AIDS
response. Figure 6.2 presents costs classified by the national and sub-national level. In 2012, M&E
costs are almost equal between these two levels. Starting from 2013, costs allocated for the sub-
national level M&E system increases to 53 percent of total cost; by 2016, this will be increased to 71
percent.

Figure 6.2 Percentage of M&E system costing by sub-national level
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Costing of the SI and M&E plan by sector

Thailand calls for an integrated M&E system across sectors: health, non-health and civil society. In
the next 5 years, resource needs for strengthening health sector organizations make up the largest
proportion of the estimate, about 59 percent. Line ministries account for 13 percent of the total
cost needed. To strengthen community based M&E systems, civil society needs one third of total
resources. The resource gap is large among government organizations health organization and line
ministries, where greater advocacy, 49 percent, is needed to support HIV M&E activities over the
course of the of the strategy. The Global Fund is the main funding source for civil society. An
addition resource need, 19 percent, will strengthen civil society's M&E capability by funding more
human resources, improving data quality, undertaking process evaluation and enhancing the
capacity of staff at point of services.

Finally, the SI and M&E plan, operational resource needs and resources available may be adjusted
annually when the work plan and budget for the next fiscal year is prepared.
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Table 6.2 Estimated resource needs for the M&E system by key thematic area

NATIONAL AGGREGATED COSTED S| AND M&E PLAN BY KEY THEMATIC AREA

Estimated Resource Needs (THB)

Key Thematic Area
2012 2013 2014 2015 2016 2012-2016
%

INNOVATION AND CHANGE 205.2 207.8 264.9 285.5 390.9 1,354.3 55%

Expand rights based and gender sensitive
comprehensive prevention services for

population/ risk behavior with highest number 110.9 91.6 105.9 89.5 105.2 503.2 20%
of HIV transmission

Expand the protective social and legal

environment essential for HIV prevention and
care including human rights and stigma and 12.0 4.1 139 5.3 13.3 48.5 2%
discrimination

Localize ownership and response

82.3 112.1 145.1 190.6 272.5 802.6 33%
OPTIMIZATION AND CONSOLIDATION 227.2 229.9 233.8 211.6 205.4 1,107.9 45%
Prevention targeting youths, adults,
uniformed workers 55.0 60.7 58.3 58.3 55.2 287.5 12%
Prevention of Mother-to-Child Transmission
(PMTCT) 4.2 8.5 8.0 7.8 8.0 36.6 1%
Treatment, care and support 85.8 72.6 75.2 66.2 64.1 364.0 15%
Children affected by HIV and AIDS and
vulnerable children 52.0 61.6 68.4 55.3 54.2 291.5 12%
Prevention and care for migrant workers

30.1 26.5 23.9 23.9 23.9 128.4 5%
TOTAL 432.4 437.8 498.8 497.0 596.2 2,462.2 100%
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Chapter 7 Investment Framework Setting Priorities for 2012-2016

Chapters 4, 5 and 6 presented a comprehensive agenda for strengthening the M&E system including
key strategic information (SI) during 2012-2016. While this agenda was developed through a
systematic assessment of gaps in the national system, and despite the impressive gains that would
result from following this agenda, the competitive priorities for public resources that Thailand
currently faces and the continuing economic recession globally make it unlikely that all proposed
activities will be fully funded. Thus to fully plan for the way forward in the next five years, it is
necessary to prioritize activities within this agenda and mobilize the resources needed to support it.

This chapter presents an investment approach and outlines the resources needed in the form of
highly prioritized investment framework for M&E and SI. The investment framework aims to support
management decisions of national policy makers, key stakeholders and financiers to provide clear
guidance for effective decision making during a period of limited resources.

INVESTMENT FRAMEWORK FOR THAILAND'S SI AND M&E SYSTEM

The investment framework proposes three key criteria to highly prioritize M&E and Sl activities (see
figure 7.1):

1. Support key activities that evidence has shown to have a direct impact on reducing new
infections, reducing deaths related to HIV and TB/HIV, strengthening human rights and
reducing stigma and discrimination.

2. Support strengthening of key organizations that will implement M&E and the SI system in
order to build a holistic picture of the epidemic and response at the national and sub-
national level.

3. Support the establishment and strengthening of localized M&E and SI system in 31 priority
provinces.

Evidence-based activities having a direct impact on national goals and strategies

Priority will be given to M&E and Sl activities for HIV prevention among target populations which
account for 90 percent of new infections, including support for expanding laws and policies related
to the protective social, legal and gender—sensitive environment for prevention. These activities
target IDUs, SWs, MSM, and closed populations, as well as related laws and policies, under the
Innovation and Change strategic direction. M&E activities that are specific related to equality of
access for treatment and care, TB/HIV and mortality, stigma and discrimination under the
Optimization and Consolidation strategy across four key elements are also prioritized. Following this
criteria, the recommended priorities are as follows:

First, strengthen the routine integrated HIV information system (RIHIS) that will focus on building
standardized program monitoring system from the point of service delivery at each organization,
and aggregated at the provincial, regional and national level. Activities include enhancing human
capacity to collect data, maintaining a data warehouse, optimizing procedures for data verification,
ensuring that data collected is high quality, and generating real-time reports and feedback with close
supervision. In addition, strengthening HIV counseling and testing program monitoring is will receive
high emphasis under this plan.

Secondly, support surveys and surveillance with a greater emphasis on the IBBS of key affected
populations. Currently the IBBS is conducted among IDUs, venue based FSWs and MSM. It supports
strengthening the HSS, surveillance of HIV recent infections through the BED assay test, ART drug
resistance, and AIDS reporting on mortality and opportunistic infections. Under this Sl and M&E plan
the IBBS among non-venue based FSWs and closed populations will be conducted systematically in
order
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Figure 7.1: Proposed framework of the new investment approach
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to clearly understand the diversity of the epidemic among different high-risk groups. Finally, to
monitor the long-term impact of the HIV prevention program targeting the general population, the
IBBS of army recruits will provide essential information. The stigma and discrimination survey of key
affected populations, PLHIV and facility based and community based providers and implementers
will be included as a highly priority since it will assess status and change over time of different
aspects of stigma including fear-driven stigma, experienced stigma (discrimination) and others.
Measurement of stigma and discrimination is essential as it can undermine the effectiveness of basic
HIV prevention, treatment and care programs. NCP/ and NASA are included in the high priority
package as the main sources of information providing an overview on policy and the national
commitment to the HIV response.

Thirdly, support a new generation of strategic information, designed as a longitudinal study
following the course of the NAS to evaluate the national and sub-national HIV response as well as
tracking key issues in the process of implementation, management and accomplishments.
Recommendations from the study will inform the development of the operational plan and
modifications of the NAS. The package will include impact evaluation of HIV prevention programs
targeting KAPs including triangulated data, information on punitive laws, the stigma & discrimination
program with gender-sensitive program evaluation, the impact of national HIV counseling and
testing linked to equal access to standard treatment and care, and lastly financial tracking or cost
effectiveness studies. Activities on mapping and population size estimation, sexual and risk behavior
networking to understand transmission dynamics, and process evaluation as an integral part of HIV
prevention program implementation for KAPs are also supported under this prioritization.

Lastly, data use for decision making is a high priority area of investment. The SI and M&E plan
supports activities to increase access to real time information, strengthen data use capacity and
expansion of use of tools such as HIVQUAL, STIQUAL and HCTQUAL for program and performance
improvement at all levels.

Support for strengthening key organizations

As identified in the M&E System Strengthening Assessment (MESS), strengthening human resources
and basic M&E capacity is a clear need. Priority will be given for building M&E capacity of
organizations that have normative functions for management and implementation. Such
organizations give a holistic picture of the national HIV response through implementation of
innovation and change activities. Coordination activities related to implementation of multi-sectoral
SI and M&E planning and facilitating partnerships among key stakeholders to implement M&E and SI
activities will be included under this priority.

Support the establishment and strengthening of localized M&E and SI systems in 31
priority provinces

Support for localized M&E and Sl systems at the provincial level is a new activity proposed under the
2012-2016 SI and M&E plan, and this should be a focus of investment. The 12 components of the
functional M&E system will be adopted and implemented at the provincial level.

Key activities include establishment of provincial M&E units assigned with clear roles and functions
for staff, hiring additional staff as needed, building the M&E capacity of key stakeholders, facilitating
the development of provincial multi-sectoral SI and M&E plans with costed work plans, and
facilitating meaningful partnerships.

With regard to collecting, verifying and analyzing data, activities will focus on the development of
RIHIS at the provincial and regional level. This effort will include the development of standard
operating procedures according to national guidelines, designed with the potential to integrate and
enable interactions among different types of data across organizations. In addition, it emphasizes
the development of timely and accurate feedback reports.
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Provinces will conduct key surveys and surveillance as part of the national M&E framework.
Systematic strengthening of surveys and surveillance will be promoted at the provincial level as
needed. Activities may include enhancing existing IBBS or HSS to help better understand local
epidemics, such as over sampling within the national surveys to allow provincial estimates.

Provinces can invest in a new generation strategic information including mapping of services, key
affected population size estimation, HIV estimation and projection, program assessment and
evaluation, and/or financial resource tracking systems at the provincial level.

Lastly, evidence-based program planning and response at the provincial level is the ultimate goal of
the localized M&E and Sl system. Tools for policy makers will be developed to facilitate the use of
data for improving investments for an effective response to HIV and AIDS at the provincial level.
Building capacity of key stakeholders on data use to prioritize and select high-impact and proven
interventions for the provincial operation plans will also be a priority.

While the need to strengthen provincial M&E and Sl system for all provinces is recognized, with the
limited financial resources available this investment approach recommends concentrating efforts in
the 31 priority provinces as the first cohort for creating a local and decentralized M&E system.

RESOURCE NEEDS FOR THE INVESTMENT FRAMEWORK PRIORITIZATION
The estimated resource needs and resources available according to the new investment framework
for 2012-2016 are shown in Table 7.1 and Figure 7.2. To implement the high priority M&E and SI
activities, the resource needs are about 296 million THB in 2012. The need increases to 337 million
THB in 2014. It is estimated that the resource needs will be the same in 2015-2016, to ensure that
the momentum of effort continues to the end of the NAS.

Table 7.1 also shows a mapping of available resources as of December 2011; the estimated
resources available are about 185 million THB in 2012 and about 150 million THB in 2013 and 2014.
These resources are drawn from the Global Fund, public resources, the U.S. government (USG) and
UN agencies. The results show resource gaps of 111 million THB in 2012, increasing to 187 million
THB in 2014. These results indicate the need for strong advocacy to leverage funds.
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Figure 7.2 Estimated cost of the high priority investment framework, 2012-2016 (in millions of Thai
baht)
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Table 7.1 Resource needs for the high priority investment framework for the M&E and Sl system, 2012-2016

Estimated Resources

Estimated Resource Needs Available Resource Gaps (THB)
M&E Component (million THB) (million THB) (million THB)
2012 2013 2014 2015 2016 2012 2013 2014 2012 2013 2014
People, Partnerships and Planning
Human resources, basic capacity-building and
partnerships at the national level 68.6 70.2 65.2 65.2 65.2 57.6 56.8 53.5 11.0 13.4 11.8
Collecting, Verifying, and Analyzing Data
Integrated routine HIV information system
48.5 40.1 44.3 44.3 44.3 27.9 18.2 17.5 20.5 22.0 26.8
Surveys and surveillance
62.0 38.4 60.1 60.1 60.1 31.0 25.6 26.7 31.1 12.8 334
HIV program evaluation and research and economic
X 32.2 19.8 18.8 18.8 18.8 23.3 3.7 2.8 8.9 16.0 16.0
studies
Data Use for Decision Making
Data use for performance improvement at program 31.2 29.2 27.2 27.2 27.2 29.5 26.2 23.9 1.7 3.0
level 3.3
Localized ownership and HIV response including 53.4 80.1 121.2 121.2 121.2 16.1 19.3 25.2 37.4 60.8 96.0
human resources and capacity building
296.0 277.8 336.8 336.8 336.8 185.4 149.7 149.5 110.6 128.0 187.3
TOTAL
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Annex 1: Supplemental Outcome Indicators

STRATEGIC DIRECTION 1: INNOVATION AND CHANGE

Strategic Objective

Indicator

Baseline
2010

Target
2012

Target
2014

Target
2016

Data source

Frequency

Responsible unit

Strategy 1: Expand rights based and gender sensitive comprehensive prevention services for population/ risk behavior with highest number of HIV

transmission
SO1: Reach at least 80% of SO1 _S1 Percentage of sex workers
SW, MSM and IDUs (Thai and (male and female) who received STI
non-Thai) in the defined screening in the past 12 months
eographic area (31 provinces
& . grapni (. provt ) SO1 _S1a Sex workers (female) n/a TBD TBD TBD IBBS Every 2 years BoE
with comprehensive and
integrated prevention SO1 _S1b Sex workers (male) n/a TBD TBD TBD IBBS Every 2 years BoE
services.
SO1_S2 STI prevalence among sex
workers (male and female) and injecting
drug users
S01 _S2a Sex workers (female) n/a TBD TBD TBD IBBS Every 2 years BoE
S01 _S2b Sex workers (male) n/a TBD TBD TBD IBBS Every 2 years BoE
SO? '_SZd Injecting drug users n/a TBD TBD TBD IBBS Every 2 years BoE
(syphilis)
Strategy 2: Expand the protective social, legal and gender—sensitive environment essential for HIV prevention and care
S$02.2 Laws and policies in S02.2_S1 Percentage of health facility S/D survey
support.of essential HIV ' sta.ff who r.epCfrt that their facility has n/a TBD TBD TBD among . Every 2 years NAMC
prevention and care services written guidelines to protect PLHIV and health facility
are effectively implemented KAPs from discrimination staff
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Thematic area 5.2: Young people

Baseline Target Target Target
Strategic Objective Indicator Data source Frequency Responsible unit
2010 2012 2014 2016
$05.2.1 Education on sexual S05.2.1 _S1 Percentage of schools
ive health i that i | ducti P

and repfoductlye ealthin at provided .sexua and reproductive n/a TBD TBD 8D rogram Annually MoE
schools is fully implemented health education to an agreed standard monitoring
and monitored in the last academic year
$05.2.2 Essential HIV S0O5.2.2 _S1 Percentage of young
prevention ?nd care serV|c.e's people seeking essential HIY prevention n/a TBD TBD TBD BSS (New Every 2 years BoE
are responsive to the specific services (condoms; HIV testing and question)
needs of young people counseling; contraceptive services)10
$05.2.3 Safe sexual behavior S05.2.3 _S1 Percentage of young 4.6% National
among young people women and men who have had sexual TBD TBD TBD population Every 5-10 years BoE/NAMc

intercourse before the age of 15 (2006) based survey

2. 2 STI | P
505.2.3 _52 5Tl prevalence among n/a TBD TBD TBD rogram Annual BATS
youth aged 15-24 monitoring
S05.2.3_S3 Percentage of adult aged .
15-49 who have sexual intercourse with National
. TBD TBD TBD TBD population Every 5-10 years BoE/NAMc
more than one partners in last 12
month based survey

1% pEPFAR indicator
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Thematic area 5.5: Care, treatment and support

Target Target Target
Strategic Objective Indicator Baseline 2010 Data source Frequency Responsible unit
2012 2014 2016
S05.5.1 All people eligible for S05.5.1_I1 Percentage of adults with 54.5% 45.3% 35.2% 25.0% NAP Annually NHSO/BATS
treatment and care receive CDb4 <100 ceIIs/mm3 at initiation of .
. . . . (Median 63
the same standard of services | antiretroviral therapy (Median CD4 cell/ml)
across the respective health count)
insurance schemes
S05.5.1 _S2 Percentage of Pre-ART 68.8% 65.8% 72.9% 80% NAP Annually NHSO/BATS
patients received CD4 checkup at least
once in last 12 months
S05.5.1_S3 Percentage of PLHIV NAP Annually NHSO/BATS
(adult and children) with at least 12 o o o )
month of ART who were indicated as >.9% 4.9% 3.8% 2.7%
having treatment failure
$05.5.2 People living with HIV S05.5.2 _S1 Percentage of PLHIV PLHIV Survey Every 2 years NAMc
and households affected by report using a condom the last time n/a TBD TBD TBD

HIV receive holistic care and
support

they had sex
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Thematic area 5.7: Stigma and discrimination

Target Target Target
Strategic Objective Indicator Baseline 2010 Data source Frequency Responsible unit
2012 2014 2016

S$05.7.1 Increased awareness S05.7.1 _S1 Number of communities Special survey, 2012, 2016 NAMc
of adverse effects of stigma, in the priority provinces who accept program
discrimination and human harm reduction programs monitoring
rights violations on HIV n/a TBD TBD TBD
prevention and care among
communities and service
providers
$05.7.2 All HIV related S05.7.2 _S1 Percentage of health S/D survey 2013-14, 2016 NAMc/ National
services are provided free of facility staff who worry about HIV among health committee on
judgment, stigma and when providing care or services to n/a TBD 8D TBD facility staff human rights

discrimination and respect
human rights including sexual
rights.

PLHIV

Thematic area 5.8: Public communication

$05.8 Changed attitudes and
increased understanding in
support of reaching the 3
zeros

S0O5.8 _S1 National unified plan exists
for communicating to the public
(ves/no)

n/a

TBD

TBD

TBD

Monitoring
system

Annual

NAMc
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Annex 2 Core Indicator Definitions

Note: The following lettering code is used consistently for subpopulations. For this reason, lettering
is not always consecutive.

Letter Subpopulation
code

Female sex workers (FSW)
Male sex workers (MSW)
Men who have sex with men (MSM)
Injecting drug users (IDU)
Migrant workers (MW)

ANC clients

Army recruits

Closed setting populations
Youth age 15-24

People living with HIV (PLHIV)
PLHIV on ART

PLHIV not on ART

Thai

Non-Thai

General population age 15-49

T 535 3 —X— — M@ -~ Q0 T QO
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GOAL INDICATORS

G1.1 Estimated number of infections averted

WHAT IT MEASURES

The number of infections that will be averted if the National AIDS Strategy
meets its goals for prevention and treatment, resulting in projected behavior
change

RATIONALE

Models, such as the AEM, provide an essential tool for estimating the impact of
program and behavior change targets. Moreover, measuring the number of new
infections directly is both costly and difficult. By using information gathered on
the level of behavior change in different target populations, the AEM can
determine the associated number of new infections that have been averted. This
makes it possible to monitor progress towards achieving the prevention goal of
reducing new infections by two-thirds by 2016.

METHOD OF
MEASUREMENT

Asian Epidemic Model projects (1) the number of new HIV cases that would
result if no AIDS programs were implemented in the next five years and (2) the
number of HIV cases that would result if behavior changes according to the
targets set by the program. The difference between the two estimates, (1)-(2),
gives the number of cases averted.

MEASUREMENT
FREQUENCY

Every five years with interim updates (2013)

DISAGGREGATION

By mode of transmission (sex workers; MSM; IDU; husband and wife; casual and
extramarital sex; etc.)

STRENGTHS AND
WEAKNESSES

The strength of using the modeling approach is that different behavior change
scenarios may be simulated to examine the effect on the number of cases
averted. The accuracy of projections depends on the accuracy of the
assumptions.
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G1.2 Percentage of people who are living with HIV
a. FSW (GARP 1.10) b. MSW (GARP 1.10) c. MSM (GARP 1.14)d. IDU (GARP 2.5) e. MW f. ANC clients

(GARP 1.6) g. Army recruits

WHAT IT MEASURES

Progress in reducing HIV infections

RATIONALE HIV prevalence is used to monitor the impact of the HIV prevention program
among key affected populations, migrant workers, and young people, utilizing
the national sero surveillance system

NUMERATOR Number of FSWs, MSWs, venue-based MSM, IDUs, MWs, ANC clients, and army

recruits tested whose HIV test results are positive

DENOMINATOR

Number of FSWs, MSWs, venue-based MSM, IDUs, MWs, ANC clients, and army
recruits tested for HIV

METHOD OF
MEASUREMENT

a. FSWs: Data from HIV tests conducted among venue based FSWs at 11
sentinel sites (Bangkok, Lopburi, Trad,Burirum, Srisaket, Udon Thani, Chiang Rai,
Phisanulok, Ratburi, Phuket and Songkla). The median is used for reporting
average HIV prevalence.

a. MSWs Data from HIV tests conducted among MSM at VDT sites in the
sentinel sites including Bangkok, Chonburi, Chiang Mai, Ratburi and Phuket.

b. MSM: Data from HIV tests conducted among MSM at VDT sites in the sentinel
sites. Surveillance is conducted in 12 sentinel sites classified into 2 categories of
the provincial context, including 1) Highly urbanized tourist provinces where are
the main port and economic center with large density sexual industries;
(Bangkok, Chiang Mai, Phuket, Chonburi and Songkhla), and 2) Less urbanized
non-tourist provinces where do not meet classification criteria for highly
urbanized provinces (Ratchaburi, Pathumthani, Nakhon Ratsima, Udol
Ratchathani, Khonkhen, Pathalung and Udonthani). Sites to be monitored trends
over time in prevalence will be determined. The median is used for reporting
average HIV prevalence.

d. IDUs: Data from HIV tests conducted among community-based IDUs at 3
sentinel sites (central, Chiang Mai, and Songkhla). The weighted median is used
for reporting average HIV prevalence. Weighted values uses % of IDU reported
from IBBS among conscripts.

e. MWs: Data from HIV tests conducted among MWs who live in 10 provinces
including Samut Prakan, Kanchanaburi, Trad, Chiang Mai, Chiang Mai, Nakhon
Panhom, Chonburi, Tak, Ubol and Ratchathani. The median is used for reporting
average HIV prevalence.

f. ANC clients (female): Data from HIV tests among pregnant women who
attended ante-natal clinics 77 provinces in Thailand. To make close to incidence,
ANC clients aged 15-24 will be used as a proxy indicator. The median is used for
reporting average HIV prevalence.

g. Conscripts (male): Data from HIV tests among all young men (majority aged
21) who have been recruited to the army throughout country.

MEASUREMENT
FREQUENCY

FSW, MSM, IDU, MW: Every two years (2012, 2014, 2016)
ANC clients aged 15-24 (female), Army conscripts (male),: Annually

MEASUREMENT TOOL

Integrated Biological and Behavioral Surveillance (IBBS) (a, b, c, d, e, fand g)

DISAGGREGATION

a. FSWs: Data for this indicator will be disaggregated by age (<25; 25+) and
calculated separately by type of sex work (venue-based, non-venue-based)

b. MSW & c. MSM: Data for this indicator will be disaggregated by age (<25;
25+)

d. IDUs: Data for this indicator will be disaggregated by age (<25; 25+) and sex.

e. MWs: Data for this indicator will be disaggregated by age (<25; 25+), sex,
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type of job (fisheries, construction, factories) and country of origin
f. ANC clients: Data for this indicator will be disaggregated by age (<20; 20+)

g. Conscripts: Data for this indicator will be disaggregated by residential area.

STRENGTHS AND
WEAKNESSES

The IBBS data is limited for some populations by small sample size so that
disaggregation is not possible by sub-groups and geographic area.

No BSS is available for ANC clients which would provide more information about
HIV transmission during pregnancy.

HIV prevalence for MSM, MSWs, IDUs, and MWs is not nationally representative
but is monitored in select sentinel sites to show trends over time. These sites
are selected as having the potential to show rapid increases in the epidemic and
greater convergence in the populations who live and work there. Analysis is
performed using raw unweight data. Therefore interpretation of findings should
take into account these limitations.
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G2 Percentage of infants born to HIV-infected mothers who are infected (GARP 3.3)

WHAT IT MEASURES

It measures progress towards eliminating mother-to-child HIV transmission.

RATIONALE Reduction of vertical transmission is a goal of the NAS. The percentage of
children who are HIV-positive should decrease as the coverage of interventions
for PMTCT and the use of more effective regimens increases

NUMERATOR Infants born to HIV-infected mothers in the previous 12 months who test

positive for HIV

DENOMINATOR

Number of HIV positive women who delivered in the previous
12 months

METHOD OF NAP database

MEASUREMENT

MEASUREMENT Annually

FREQUENCY

MEASUREMENT TOOL Mother-to-child HIV transmission rates will be analyzed from the existing NAP
database system and integrated into standard reports from the NAP system. It
will provide data on early infant diagnosis and infant HIV-infection outcomes in
perinatal HIV-exposed Thai infants at the hospital and country level. The
standard NAP data analysis and reporting system, including PMTCT program
outcomes is being piloted in 2011-2012 and will be scaled up in 2013.

DISAGGREGATION (By 2014) Thai/non-Thai

STRENGTHS AND The NAP database will be strengthened during this time period and by 2013 will

WEAKNESSES be national. Disaggregation by Thai/non-Thai should be possible by late in the

period.
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G3.1 Percentage of eligible adults and children currently receiving antiretroviral therapy
a. FSW b. MSW c. MSM d. IDU e. Migrants j. Adults and children

WHAT IT MEASURES

Progress towards providing antiretroviral combination therapy to all people
eligible for treatment, with special attention to KAPs and non-Thais.

RATIONALE As the HIV pandemic matures, increasing numbers of people are reaching
advanced stages of HIV infection. Antiretroviral therapy (ART) has been shown to
reduce mortality amongst those infected and Thailand is committed to universal
access.

NUMERATOR a, b, ¢, d: Number of eligible members of the KAP population currently receiving

antiretroviral combination therapy in accordance with the nationally approved
treatment protocol at the end of the reporting period.

j- Number of eligible adults and children currently receiving antiretroviral
combination therapy in accordance with the nationally approved treatment
protocol at the end of the reporting period.

e. Number of eligible non-Thai including migrant and ethnic minority adults and
children currently receiving antiretroviral combination therapy in accordance
with the nationally approved treatment protocol at the end of the reporting
period

DENOMINATOR

a, b, c, d, j. Estimated number of eligible KAPs, adults and children (modeled by
AEM). The national standard for eligibility is: AIDS-defining illness, symptomatic,
or CD4 count £ 350 ceII/mm3

e. Estimated number of eligible adults and children. This is defined as (1) the
number of migrant adults and children currently receiving ART + (2) the number
of migrant adults and children currently on the waiting list for ART.

METHOD OF a, b, ¢, d, j. Numerator: NAP Denominator: Estimation/ Asian Epidemic Model
MEASUREMENT (adults) SPECTRUM (children)
e. Program reports from Global Fund
MEASUREMENT Annually
FREQUENCY
DISAGGREGATION e, j. Sex; Age (<15, 15+) with more age groups if possible
STRENGTHS AND This indicator permits monitoring trends in coverage but does not attempt to
WEAKNESSES distinguish between different forms of antiretroviral therapy or to measure the

cost, quality or effectiveness of treatment provided. The proportion of people
needing antiretroviral therapy varies with the stage of the HIV epidemic and the
cumulative coverage and effectiveness of antiretroviral combination therapy
among adults and children.

The degree of utilization of antiretroviral therapy will depend on factors such as
service delivery infrastructure and quality, availability and uptake of HIV
counseling and testing services, and perceptions of effectiveness and possible
side effects of treatment.
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Indicator G3.2.1: Percent of children having improved well-being

WHAT IT MEASURES

Child well-being in areas of care and support services including HIV sensitive
social protection

RATIONALE The goal of the CHILDLIFE project is to raise the level of social acceptance,
personal development and quality of life for CABA and VC. A measure of child
well-being is necessary to assess the impact of the project.

NUMERATOR Number of children having improved well-being over their baseline assessment

DENOMINATOR

Number of eligible children surveyed
Eligible children are defined as children who needed or eligible any form of
external support

METHOD OF The survey will collect data on child well-being from a representative sample of

MEASUREMENT households in the program areas. Measures of well-being will be developed
around six broad domains: Food and Nutrition; Shelter and Care; Protection;
Health; Psychosocial; and Education and Skills Training. These are the same
domains measured by the Child Status Index (CSI), which will be piloted in a few
provinces as a monitoring tool by project staff working directly with children
and their families.

MEASUREMENT 2013, 2016

FREQUENCY

MEASUREMENT TOOL Child Well-Being Survey

DISAGGREGATION Target group: sex, age, education, in-school status, household occupation,
income; type of CABA/VC; type of service received

STRENGTHS AND The survey may apply a cohort design, so that the same children are evaluated

WEAKNESSES at baseline and follow-up. There may be loss to follow-up of a percentage of the

sample.

New survey-based measures of child well-being will be developed for the
survey. While they will be pre-tested, their sensitivity in measuring change of
time in child well-being cannot be exactly known. Internationally used survey
questions will be adapted when possible, such as those used for UNICEF’s MICS
survey.
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G3.2.2 Percentage of adults living with HIV who report quality of life index above minimum standard

WHAT IT MEASURES

Overall quality of life as well as sub-scales measuring physical, social,
psychological and environmental aspects of quality of life

RATIONALE A holistic measure of well-being is needed to monitor the progress of the
national AIDS program in improving quality of life for PLHIV, and to measure
changes in well-being after exposure to programs

NUMERATOR Number of PLHIV respondents who score above a minimum standard on the

WHOQOL scale. The minimum standard will be set after obtaining baseline
results

DENOMINATOR

Total number of PLHIV respondents

METHOD OF PLHIV survey
MEASUREMENT
MEASUREMENT 2013, 2016
FREQUENCY
MEASUREMENT TOOL Below is a version of the WHO Quality of Life Brief Questionnaire that has been
previously validated in Thailand:
(responses: 1-not at all; 2-a little bit; 3-moderately; 4-much; 5-very much)
1. Areyou satisfied with your health now?
2. Do you have enough energy to perform work or activities during a typical
day?
3. Areyou satisfied with your sleep?
4. How would you rate your satisfaction in your life such as being happy,
peaceful and hopeful?
5. How well do you concentrate on your work?
6. How satisfied are you with yourself?
7. Areyou able to accept your physical appearance?
8. Areyou satisfied that you can perform regular daily activities?
9. Are you satisfied with your ability to perform work as usual?
10. Are you satisfied with your ability to socialize and make friends as usual?
11. Are you satisfied with support or help from your friends?
12. Do you feel that your daily life is secured and stable?
13. Are you satisfied with the condition of your current house?
14. Do you have enough money to spend as necessary?
15. Are you satisfied that you can acquire necessary health services?
16. How much do you keep abreast of news and information necessary for
your life?
17. Areyou able to rest or relieve your stress?
18. Is the environment you live in good for your health?
19. Are you satisfied with the way you travel or commute?
20. Do you feel that your life is meaningful?
21. Areyou able to travel or commute by yourself?
DISAGGREGATION Sex; age group; whether receiving ART (yes/no); exposure to care and support
services (sample size permitting)
STRENGTHS AND The WHOQOL has been successfully used to monitor changes in quality of life
WEAKNESSES among PLHIV in other settings (Silpakit & Silpakit, 2003; Sakthong et al., 2007;
Skevington et al., 2010; Richter et al., 2011).
The WHOQOL was developed and first used in a clinical setting. The questions
can be somewhat difficult to use in a survey (field) setting with respondents
who are not accustomed to answering scaled responses.
ADDITIONAL More information is available at:
INFORMATION http://www.who.int/substance abuse/research tools/whogolbref/en/
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G4.1 Number of AIDS related deaths

WHAT IT MEASURES

The number of deaths that would occur in the absence of the national AIDS
program

RATIONALE The NAS calls for optimization of treatment and care efforts, including
increasing ART coverage, early access to ART and improving the quality of
treatment. These enhanced efforts should impact the longevity of PLHIV, and
will be measured by comparing the number of deaths under this program when
compared to the baseline scenario.

METHOD OF NAP database from NHSO that have been verified death from MOI

MEASUREMENT

MEASUREMENT Annually

FREQUENCY

DISAGGREGATION Sex; age (<15, 15+)

STRENGTHS AND The indicator allows estimation of the direct impact of improvement in the

WEAKNESSES quality of care and treatment programs. The accuracy of the projection of

deaths is dependent upon the accuracy of the assumptions put into the model.
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G4.2 Death rate at one year after beginning antiretroviral treatment

WHAT IT MEASURES

Effective treatment for AIDS and success at reaching PLHIV with treatment
before their condition deteriorates.

RATIONALE Most deaths among PLHIV occur within one year of diagnosis and treatment.
Fewer deaths will occur if PLHIV seek treatment earlier when they are
asymptomatic and when CD4 levels are higher. Earlier detection of HIV through
HCT will allow more effective referral to holistic care and support programs.

NUMERATOR Number of deaths among those on ART for 12 months or less

DENOMINATOR

Number of PLHIV beginning treatment in the past 12 months (adjusted for loss
to follow-up)

METHOD OF NAP data will be used to calculate the death rate in the past year of those who

MEASUREMENT began treatment in the past year. International standard methods will be used
to adjust for those who dropped out of treatment within the first year and
whose survival status is unknown.

MEASUREMENT Annually

FREQUENCY

DISAGGREGATION Sex; age (<15, 15-49)

STRENGTHS AND While the indicator is extremely useful for tracking improvements in the survival

WEAKNESSES rate of PLHIV who begin treatment, care must be taken to adjust for missing

data and those who are lost from the monitoring system. The indicator will also
be affected by low uptake of HIV testing and poor access to HIV care services
and ART.
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G5 Death rate of PLHIV who have TB infection at one year after registration
k. ART patient; |. Non-ART patient

WHAT IT MEASURES

Effective treatment for TB and AIDS and success at reaching PLHIV who have TB.

RATIONALE

Tuberculosis (TB) is a leading cause of morbidity and mortality in people living
with HIV, including those on antiretroviral therapy. Intensified TB case-finding
and access to quality diagnosis and treatment of TB in accordance with
international/national guidelines is essential for improving the quality and
quantity of life for people living with HIV. Most deaths among PLHIV who have
TB occur within one year of diagnosis and treatment. Earlier detection of TB
among PLHIV will substantially contribute to survival rates

NUMERATOR

k. Number of deaths among PLHIV who are diagnosed with TB in the first year
after diagnosis and who were receiving ART
I. Number of deaths among PLHIV who are diagnosed with TB in the first year
after diagnosis who were not receiving ART

DENOMINATOR

Estimated number of incident TB cases in PLHIV

k. Number of PLHIV with TB within the first year after diagnosis who were on
ART (adjusted for loss to follow-up)

I. Number of PLHIV with TB within the first year after diagnosis who were not on
ART (adjusted for loss to follow-up)

METHOD OF NAP data will be used to calculate the death rate in the past year of those PLHIV

MEASUREMENT diagnosed with TB in the past year. International standard methods will be used
to adjust for those who dropped out of the system within the first year and
whose survival status is unknown.

MEASUREMENT Annually

FREQUENCY

DISAGGREGATION Sex; age (<15, 15-49)

STRENGTHS AND This indicator provides a measure of the extent to which collaboration between

WEAKNESSES the national TB and HIV programs is ensuring that people with HIV and TB

disease are able to access appropriate treatment for both diseases. However,
this indicator will also be affected by low uptake of HIV testing, poor access to
HIV care services and ART, and poor access to TB diagnosis and treatment.

page A-15




G6. National Commitments and Policy Instrument (specific to Human Rights)

WHAT IT MEASURES

Progress in the development and implementation of national-level HIV and AIDS
policies, strategies and laws with regard to human rights

RATIONALE

This indicator tracks progress made in implementing the laws, regulations and
policies necessary for an effective response to HIV. It will measure progress on
NAS Goal 6, All laws and policies obstructing equal access to services are
revised.

METHOD OF
MEASUREMENT

National Commitments and Policy Instrument (see Appendix 3)

The NCPI questionnaire is divided in two parts which cover the following areas:
Part A to be administered to government officials

IIl. Human rights

Part B to be administered to representatives from civil society organizations,
bilateral agencies, and UN organizations

Part B covers: lll. Human rights

Questions occur in both Part A and Part B to ensure that the views of both the
government and nongovernment respondents, whether in agreement or not,
are obtained. The measurement will be measured number of element that
answered “yes” and agreement for both the government and nongovernment
respondents out of eleven elements of human rights. The 11 elements including
human rights related to PLHIV, MSM, migrants/mobile populations, Orphans
and other vulnerable children, people with disabilities, IDU, prison inmates, SW,
Transgendered people, women and girls, young women and young men.

MEASUREMENT
FREQUENCY

Every two years (2012, 2014, 2016)

MEASUREMENT TOOL

NCPI questionnaire

STRENGTHS AND
WEAKNESSES

The NCPI is the most comprehensive standardized questionnaire available to
assess the policy, strategy, legal and program implementation environment for
the HIV response. Although the NCPI is generally referred to as an ‘indicator’ it is
not used in that sense. The importance of the NCPI lies in the process of data
collection and data reconciliation between different stakeholders, detailed
analysis of the responses, and its use in strengthening the national HIV
response. The NCPI process provides a unique opportunity for the variety of
stakeholders to take stock of progress made and to discuss what still needs to
be done to support an effective and efficient HIV response. When completed in
a truly collaborative manner, inviting appropriate representation and respecting
different views, the NCPI process can play an important role in strengthening in-
country collaboration and increasing shared ownership of the HIV response. It is
important to analyze the data for each of the NCPI sections and include a write-
up in the narrative section of the Country Progress Report in terms of progress
made in (a) policy, strategy and law development and (b) implementation of
these in support of the country’s HIV response. Comments on the agreements
or discrepancies between overlapping questions in Parts A and B should also be
included, as well as a trend analysis on the key NCPI data since 2003, where
available
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G7 Percentage of PLHIV and KAPs who report no experience of stigma, discrimination, gender-related
issues or human rights violations during their service visit
a. FSW b. MSW c. MSM d. IDU j. PLHIV

WHAT IT MEASURES

Experiences with stigma, discrimination, gender-related issues or human rights
violations at clinical and non-clinical services including community-based,
prevention and screening services as well as treatment, care and support

RATIONALE Access to services for PLHIV and those at highest risk of HIV is severely affected
by perceptions of stigmatization and experiences of discrimination. Improving
access for those

NUMERATOR Number of respondents reporting no discrimination during their service visit

DENOMINATOR Number of respondents surveyed

METHOD OF Stigma and discrimination survey

MEASUREMENT

MEASUREMENT Every 2 years

FREQUENCY

MEASUREMENT TOOL To be developed

DISAGGREGATION Results will be disaggregated by subpopulation, sex and age (<15, 15-49)

STRENGTHS AND The client survey will provide an effective evaluation of provider sensitization

WEAKNESSES efforts on stigma and discrimination. It may be used to investigate other issues
regarding quality of care at the same time.

The survey has not previously been conducted in Thailand; research design must
be developed and survey tools pre-tested. Measures of stigma and
discrimination towards KAPs are less well developed than those for PLHIV.

ADDITIONAL Previous studies investigating discrimination among providers may be found at:

INFORMATION

USAID Health Policy Initiative. 2007. Stigmatization and Discrimination of HIV-
Positive People by Providers of General Medical Services In Ukraine.
http://pdf.usaid.gov/pdf docs/PNADM170.pdf

Nyblade, L., Stangl, A., Weiss, E. & Ashburn, K. 2009. Combating HIV stigma in
health care settings: what works? Journal of the International AIDS
Society 12:15 doi:10.1186/1758-2652-12-15
http://www.jiasociety.org/content/12/1/15
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G8.1 Percentage of health facility staff’s observed unjust treatment of key affected populations and PLHIV

in their facility

a. FSW b. MSW c. MSM d. IDU j. PLHIV

WHATIT
MEASURES

It measures health facility staff’s observation of enacted stigma11 towards key affected
population and a patient living with HIV in a healthcare setting.

RATIONALE

Thailand’s commitment to getting to zero discrimination includes groups at higher risk of
HIV as well as PLHIV. This indicator explores the manifestations of the institutional-level and
individual-level drivers of HIV stigma and discrimination. The indicator measures quality of
care provided in a healthcare facility, as observed by health facility staff. Examples of low
quality of care may include but are not limited to the following: unauthorized HIV status
disclosure, making a patient wait longer than others to be seen, making care conditional,
gossip about a patient’s status, inappropriate transfer or referral of a patient living with HIV,
or speaking badly to a patient living with HIV, among other behaviors.

NUMERATOR

Among health facility who reported observing a patient living in their facility within the past
12 months, number of health facility staff who reported yes to either question.

DENOMINATOR

Number of all health facility staff who reported observing a patient living in their facility
within the past 12 months.

METHOD OF Stigma and discrimination Survey among heath facility staff

MEASUREMENT

MEASUREMENT 2013-14, 2016

FREQUENCY

MEASUREMENT This indicator is constructed from the responses to the following set of
TOOL prompted questions:

In the past 12 months, have you observed the following in your healthcare
facility?

1. Healthcare workers unwilling to care for a patient living with or thought to
be living with HIV or key affected populations

2. Healthcare workers providing poorer quality of care to a patient living with
or thought to be living with HIV or key affected populations.

DISAGGREGATION

Subpopulations; sex, age <25 and >25

STRENGTHS AND
WEAKNESSES

It is important to measure what is occurring in a facility from the health facility staff’s
perspectives. Measuring enacted stigma by directly asking health facility staff if they
themselves have engaged in a specific stigmatizing behavior is challenging because most
staff know that this type of behavior is not generally socially acceptable and are therefore
likely to provide the socially desirable response, whether or not they have engaged in the
behavior.

However, because this is a measure of what the respondent observes happening around
them, this question may lead to an underestimate of the prevalence of enacted stigma
because not all health facility staff may have the opportunity to observe the actions of their
peers. The measure may also be subject to social desirability if respondents are hesitant to
report observations of stigmatizing behaviors in their facilities.

ADDITIONAL
INFORMATION

For further information on the methodology and survey instruments,
visithttp://www.healthpolicyproject.com/index.cfm?ID=publications&get=pubID&publD=49.

" The term enacted stigma is used here instead of the word discrimination to allow for the differentiation
between stigmatizing behaviors that are legally actionable under the law (discrimination) and those that are
often not legally actionable (enacted stigma), but are still important to measure because of their harmful

nature and impact.
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G8.2 Percentage of respondents who report discriminatory attitudes towards PLHIV

WHAT IT MEASURES

It measures discriminatory attitudes and behavioral expressions of prejudice
directed towards people living with HIV or support of discriminatory social
policy among general population.

RATIONALE

Discrimination is a human rights violation and is prohibited by international
human rights law and most national constitutions. Discrimination in the context
of HIV refers to unfair or unjust treatment (an act or omission) of an individual
based on his or her real or perceived HIV status. Discrimination in the context of
HIV also includes unfair or unjust treatment of other key populations, such as
sex workers, people who use drugs, men who have sex with men, transgender
people, people in prison, and in some social contexts women, young people,
migrants, refugees and internally displaced people, which increases vulnerability
to HIV infection or to the impact of HIV. Discrimination can be institutionalized
through existing laws, policies and practices that negatively focus on people
living with HIV and marginalized groups, including criminalized populations. HIV-
related discrimination is closely linked to stigma, i.e. negative beliefs, feelings
and attitudes towards people living with HIV, groups suspected of being infected
with HIV or affected by HIV by association (e.g. families of people living with
HIV), and other key populations at risk of HIV transmission, such as people who
use drugs, sex workers, men who have sex with men, and transgender people. It
is important to note that even if a person holds stigmatizing attitudes towards
another, s/he can decide not to act in a way that is unfair or discriminatory.
Conversely, a person may discriminate against another without personally
holding stigmatizing beliefs, for example, where discrimination is mandated by
law or policy.

NUMERATOR

Number of respondents (aged 15-49 years) who respond “No” or “It depends”
to any of the two questions.

DENOMINATOR

Number of all respondents aged 1549 years

METHOD OF Population based Survey: National Health Examination Survey that conduct in 20

MEASUREMENT provinces in Thailand

MEASUREMENT 2013-14, 2016

FREQUENCY

MEASUREMENT TOOL Respondents in a general population survey who have heard of HIV are asked
the following questions relating to their opinions or attitudes towards people
with HIV:

e Do you think children living with HIV should be able to attend school
with children who are HIV negative? (Yes / No / It depends / Don’t
know or not sure)

e  Would you buy fresh vegetables from a shopkeeper or vendor if you
knew that this person had the HIV? (Yes / No / It depends / Don’t know
or not sure / Not applicable)

DISAGGREGATION sex, age <25 and >25
STRENGTHS AND Strengths: This indicator directly measures discriminatory attitudes and support
WEAKNESSES for discriminatory policies. The question about buying vegetable from a vendor

who is HIV positive is virtually identical to the question that has been used
within DHS surveys for monitoring “accepting attitudes” towards people living
with HIV, thereby enabling continued monitoring of trends for this measure
within countries where the DHS has been conducted. The question about
children with HIV attending school (a new measure) is applicable to the general
population, for both people who know and don’t know their HIV status,
meaning that data may be collected using standard surveying techniques at the
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national level, with the results being generalizable to entire populations

Another strength of this indicator relates to the fact that the individual
measures and the composite indicator do not rely on the respondent having
observed overt acts of discrimination against PLHIV, which in many contexts are
rare and difficult to both characterize and quantify. Rather, the individual
measures and the composite indicator assess individuals’ attitudes, which may
have a more direct role in influencing behavior.

Weaknesses: The recommended questions assess agreement with hypothetical
situations rather than measuring events of discrimination witnessed, and
therefore social desirability bias may occur, leading to under-reporting of
discriminatory attitudes. Another possible issue with assessing agreement with
hypothetical situations is that there is no mechanism for examining the
frequency with which discrimination occurs, or the severity of the forms of
discrimination.

ADDITIONAL
INFORMATION

The Stigma Action Network is assembling “best practice” measures of stigma
and discrimination and further information is given on their website:
http://www.stigmaactionnetwork.org
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OUTCOME INDICATORS

S01.1 Percentage of key affected populations and people in closed settings reached with prevention
programs in the last 12 months

a. FSW (GARP 1.7) b. MSW (GARP 1.7) c. MSM (GARP 1.11) d. IDU h. People in closed settings

WHAT IT MEASURES

It measures progress in implementing basic elements of HIV prevention programs
for key affected populations

RATIONALE Thailand’s HIV prevention programs for key affected populations are committed
to providing a package of services to KAPs, including behavior change
communications, referral to HCT and STl screening, and commodities. This
indicator measures the percentage of KAPs being reached with two core services.

NUMERATOR Number key affected populations surveyed who replied “yes” to both questions

DENOMINATOR Total number of key affected populations surveyed

METHOD OF Key affected populations are asked the following questions:

MEASUREMENT 1. Do you know where you can go if you wish to receive an HIV test?

2. In the last twelve months, have you been given condoms? (e.g. through an
outreach service, drop-in centre or sexual health clinic)

Scores for each of the individual questions—based on the same denominator—
are required in addition to the score for the composite indicator

MEASUREMENT Every two years (2012, 2014, 2016)

FREQUENCY

MEASUREMENT TOOL Integrated biological and behavioral surveillance (IBBS)

DISAGGREGATION

a. FSW: Data for this indicator will be disaggregated by age (<25; 25+) and
calculated separately by type of sex work (venue-based, non-venue-based)

b. MSW: Data for this indicator will be disaggregated by age (<25; 25+)

c. MSM: Data for this indicator will be disaggregated by age (<25; 25+) and
subgroup (MSM, TG)

d. IDU: Data for this indicator will be disaggregated by age (<25; 25+), sex, and
employment status.

h. Closed setting populations: Data for this indicator will be disaggregated by
age (<25; 25+) and type of setting (juvenile detention, prison)

STRENGTHS AND
WEAKNESSES

Accessing and/or surveying key affected populations can be challenging.
Consequently, data obtained may not be based on a representative sample of
the national population being surveyed. If there are concerns that the data are
not based on a representative sample, these concerns should be reflected in the
interpretation of the survey data. Information on the sample size, the quality
and reliability of the data, and any related issues should be included in the
report submitted with this indicator.
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Indicator SO1.2: Percentage of key affected populations reporting the use of a condom at last sex
a. FSW (GARP 1.7) b. MSW (GARP 1.7) c. MSM (GARP 1.11)d. IDU (GARP 2.2)

WHAT IT MEASURES

It measures progress in preventing exposure to HIV among KAPs through
unprotected sex

RATIONALE

Condom wuse is a major focus of peer outreach and behavior change
communications for HIV prevention and the key to prevention for sexually active
populations. Behavior change to greater condom use is a key measure of success
for these programs. KAPs can substantially reduce the risk of HIV transmission
through consistent and correct condom use.

NUMERATOR

a., b. Number of sex workers surveyed who report the use of a condom with
their last client

c. Number of MSM surveyed who report the use of a condom the last time they
had anal sex with a male partner

d. Number of IDUs surveyed who report the use of a condom at last sexual
intercourse

DENOMINATOR

Number of people responding to these questions

METHOD OF
MEASUREMENT

S$01.2a, SO1.2b Percentage of male and female sex workers reporting the use
of a condom with their most recent client

Respondents are asked the following question:

Did you use a condom with your most recent client?

S01.2c Percentage of men sampled through VDT reporting the use of a
condom the last time they had anal sex with a male partner

Respondents are asked the following question:

Did you use a condom the last time you had anal sex with a male partner?
S$01.2d Percentage of people who inject drugs who report the use of a
condom at last sexual intercourse

Respondents are asked the following question:

Did you use a condom the last time you had sex with a partner?

MEASUREMENT
FREQUENCY

Every two years

MEASUREMENT TOOL

Integrated biological and behavioral surveillance (IBBS)

DISAGGREGATION

a. FSWs: Data for this indicator will be disaggregated by age (<25; 25+) and
calculated separately by type of sex work (venue-based, non-venue-based)

b. MSW c. MSM: Data for this indicator will be disaggregated by age (<25; 25+).
Data may also be disaggregated by province for all MSM but not for all three
subgroups (MSW/TG/MSM)

d. IDUs: Data for this indicator will be disaggregated by age (<25; 25+), sex,
employment status and type of partner.

STRENGTHS AND
WEAKNESSES

Accessing and/or surveying key affected populations can be challenging.
Consequently, data obtained may not be based on a representative sample of
the national population being surveyed. If there are concerns that the data are
not based on a representative sample, these concerns should be reflected in the
interpretation of the survey data. Information on the sample size, the quality
and reliability of the data, and any related issues should be included in the
report submitted with this indicator.
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GS01.3 Percentage of key affected populations and people in closed settings who received an HIV test in
the last 12 months and who know the results

a. FSW (GARP 1.9) b. MSW (GARP 1.9) c. MSM (GARP 1.13) d. IDU (GARP 2.4) h. People in closed settings

WHAT IT MEASURES

It measures progress in implementing HIV testing and counseling among key
affected populations

RATIONALE

In order to protect themselves and to prevent infecting others, it is important for
KAPs to know their HIV status. Knowledge of one’s status is also a critical factor
in the decision to seek treatment. Counseling at the time of testing is effective
for increasing preventive behavior among those who test negative as well as
those who test positive.

NUMERATOR

Number of KAPs and people in closed settings who have been tested for HIV
during the last 12 months and who know their results

DENOMINATOR

Number of KAPs and people in closed settings responding to these questions

METHOD OF KAPs and people in closed settings are asked the following questions:
MEASUREMENT 1. Have you been tested for HIV in the last 12 months?
If yes:
2.1 don’t want to know the results, but did you receive the results of that test?
MEASUREMENT Every two years (2012, 2014, 2016)
FREQUENCY
MEASUREMENT TOOL Integrated biological and behavioral surveillance (IBBS)
DISAGGREGATION a. FSWs: Data for this indicator will be disaggregated by age (<25; 25+) and
calculated separately by type of sex work (venue-based, non-venue-based)
b. MSW c. MSM: Data for this indicator will be disaggregated by age (<25; 25+).
Data may also be disaggregated by province for all MSM but not for all three
subgroups (MSW/TG/MSM)
d. IDUs: Data for this indicator will be disaggregated by age (<25; 25+), sex, and
employment status.
h. Closed setting populations: Data for this indicator will be disaggregated by
age (<25; 25+) and type of setting (juvenile detention, prison)
STRENGTHS AND Accessing and/or surveying key affected populations can be challenging.
WEAKNESSES Consequently, data obtained may not be based on a representative sample of

the national population being surveyed. If there are concerns that the data are
not based on a representative sample, these concerns should be reflected in the
interpretation of the survey data. Information on the sample size, the quality
and reliability of the data, and any related issues should be included in the
report submitted with this indicator.
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S01.4: Percentage of people who inject drugs reporting the use of sterile injecting equipment the last time

they injected (GARP #2.3)

WHAT IT MEASURES

It measures progress in preventing injecting drug use-associated HIV
transmission

RATIONALE Safer injecting and sexual practices among people who inject drugs are essential
because: (i) the risk of HIV transmission from contaminated injecting equipment
is extremely high; and (ii) people who inject drugs can spread HIV (e.g., through
sexual transmission) to the wider population

NUMERATOR Number of people who inject drugs who report using sterile injecting equipment

the last time they injected drugs

DENOMINATOR

Number of respondents to survey who report injecting drugs in the last month

METHOD OF Respondents are asked the following questions:

MEASUREMENT 1. Have you injected drugs at any time in the last month?
2. If yes: The last time you injected drugs, did you use a sterile needle and
syringe?

MEASUREMENT TOOL Integrated biological and behavioral surveillance (IBBS)

MEASUREMENT Every two years (2012, 2014, 2016)

FREQUENCY

DISAGGREGATION Sex, age (<25/25+) and employment status.

STRENGTHS AND Surveying people who inject drugs can be challenging. Consequently, data

WEAKNESSES obtained may not be based on a representative sample of the national injecting

drug user population being surveyed. If there are concerns that the data are not
based on a representative sample, these concerns should be reflected in the
interpretation of the survey data. Information on the sample size, the quality
and reliability of the data, and any related issues should be included in the
report submitted with this indicator.
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S01.5 Number of syringes distributed per person who injects drugs per year by needle and syringe programs

( GARP 2.1)

WHAT IT MEASURES

It measures progress in improving coverage of an essential HIV prevention
service for people who inject drugs

RATIONALE Preventing HIV transmission through injecting drug use is one of the key
challenges to reducing the burden of HIV. Needle and syringe programs have the
greatest impact on HIV prevention for people who inject drugs.

NUMERATOR Number of syringes distributed in past 12 months by NSPs

DENOMINATOR Estimated number of people who inject drugs in the country

METHOD OF Program data is used to count the number of syringes distributed (numerator).

MEASUREMENT Size estimation of the number of people who inject drugs in the country is used
for the denominator.

MEASUREMENT Every two years (2012, 2014, 2016)

FREQUENCY

DISAGGREGATION None

STRENGTHS AND Countries can monitor this indicator against the following coverage levels :

WEAKNESSES e Low: <100 syringes per IDU per year

¢ Medium: >100-<200 syringes per IDU per year

e High: >200 syringes per IDU per year

These levels are based upon studies in developed country settings investigating
the levels of syringe distribution and impact on HIV transmission.

Size estimation of the number of IDUs has not been systematic. Improved
methodologies will be used over the course of the period.
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S01.6: Number of people who inject drug (PWIU) on opioid substitution therapy

WHAT IT MEASURES

Progress on moving IDUs to opioid substitution therapy.

RATIONALE

Medication-assisted treatment programs have been demonstrated to be an
effective HIV prevention strategy. Substance abuse treatment reduces the
frequency of drug use which in turn reduces HIV risk behaviors. It also
improves adherence to ART. Methadone maintenance therapy (MMT) is
associated with reduced HIV risk behaviors including reduced frequency of
injecting and sharing of injection equipment, reductions in the number of
sex partners, and exchanges of sex for drugs or money.

METHOD OF MEASUREMENT

The total number of individuals who have been on treatment for at least 3
months since initiation of opioid substitution therapy or medication-assisted
treatment (e.g. using methadone or buprenorphine to treat drug
dependency in order to reduce frequency of injections and potentially
reduce other behavioral risk factors) at any point in time within the
reporting period. The numerator should equal the number of adults who
initiated and remain on opioid substitution therapy or medication-assisted
treatment for at least 3 months prior to the end of the reporting period.
Adults who initiated or transferred in during the reporting period should be
counted only if they have been on treatment for at least 3 months after
initiation prior to the end of the reporting period.

MEASUREMENT FREQUENCY Annually
MEASUREMENT TOOL Program monitoring tools.
DISAGGREGATION N/A
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S01.7: Percentage of key affected populations and people in closed settings who correctly identify ways of
preventing the sexual transmission of HIV and who reject major misconceptions
a. FSW b. MSW c. MSM d. IDUs h. People in closed settings

WHAT IT MEASURES It measures progress towards universal knowledge of the essential facts about
HIV transmission

RATIONALE HIV epidemics are perpetuated through primarily sexual transmission. Sound
knowledge about HIV and AIDS is an essential pre-requisite for adoption of
behaviors that reduce the risk of HIV transmission

NUMERATOR Number of respondents who gave the correct answer to all five questions
DENOMINATOR Number of all respondents

METHOD OF Respondents are asked the following set of prompted questions:
MEASUREMENT

1. Can the risk of HIV transmission be reduced by having sex with only one
uninfected partner who has no other partners?

2. Can a person reduce the risk of getting HIV by using a condom every time
they have sex?

3. Can a healthy-looking person have HIV?
4. Can a person get HIV from mosquito bites?

5. Can a person get HIV by sharing food with someone who is infected?

MEASUREMENT TOOL Integrated biological and behavioral surveillance (IBBS)

DISAGGREGATION a. FSWs: Data for this indicator will be disaggregated by age (<25; 25+) and
calculated separately by type of sex work (venue-based, non-venue-based)

b. MSW c. MSM: Data for this indicator will be disaggregated by age (<25; 25+).
Data may also be disaggregated by province for all MSM but not for all three
subgroups (MSW/TG/MSM)

d. IDUs: Data for this indicator will be disaggregated by age (<25; 25+), sex, and
employment status.

h. Closed setting populations: Data for this indicator will be disaggregated by
age (<25; 25+) and type of setting (juvenile detention, prison)

STRENGTHS AND Scoring correctly on HIV knowledge is not a sufficient condition for HIV
WEAKNESSES prevention. The belief that a healthy-looking person cannot be infected with HIV
is @ common misconception that can result in unprotected sexual intercourse
with infected partners. Rejecting major misconceptions about modes of HIV
transmission is as important as correct knowledge of true modes of
transmission. For example, belief that HIV is transmitted through mosquito bites
can weaken motivation to adopt safer sexual behavior, while belief that HIV can
be transmitted through sharing food reinforces the stigma faced by people living
with AIDS.
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WHAT IT MEASURES

Progress in implementing HIV counseling and testing targeting higher risk
populations

RATIONALE

Increase demand and availability of HCT targeting key affected populations is
one core Thailand’s strategy for ending AIDS. It is important for KAP to know
their HIV status. Counseling at the time of testing can promote preventive
behavior among those test negative in order to stay negative. While those
who positive can early assess to treatment.

METHOD OF MEASUREMENT NAP

MEASUREMENT FREQUENCY Annually

MEASUREMENT TOOL Program monitoring tools.
DISAGGREGATION Subpopulations, sex, age (<15, 15 and over)

WHAT IT MEASURES

Progress in implementing combination prevention approach

RATIONALE

Thailand plans to implement treatment as prevention starting from 2014. To
monitor of this effort, number of PLHIV who received ART independence to
CD 4 level in past 12 months.

METHOD OF MEASUREMENT NAP

MEASUREMENT FREQUENCY Annually

MEASUREMENT TOOL Program monitoring tools.
DISAGGREGATION Subpopulations, sex, age (<15, 15 and over)
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S02.1 Number of legal and policy barriers identified and revisions proposed

WHAT IT MEASURES

Progress on eliminating legal and policy barriers as regards comprehensive
prevention and care

RATIONALE Strategic objective 2.1 is to identify barriers to providing services, which include
the criminalization of sex work and drug use. Such laws cause key affected
populations to go underground, stigmatizing them and making them harder to
reach with programs. Other important laws and policies to be addressed affect
access to HCT services for youth under age 18 and access to health services for
migrants.

METHOD OF Special study

MEASUREMENT

MEASUREMENT Annually (Annual HIV and AIDS Report)

FREQUENCY

DISAGGREGATION n/a

STRENGTHS AND Once legal and policy barriers have been identified and revisions proposed, new

WEAKNESSES indicators should be introduced to measure progress in adapting revisions.

S02.2 Revised Legal and policy were implemented appropriately (yes/no)

WHAT IT MEASURES

Progress on eliminating legal and policy barriers as regards comprehensive
prevention and care

RATIONALE Strategic objective 2.2 is to ensure revised law and policy have translated to
implementation and finally would promote access to prevention, HCT,
treatment and care services for youths, key populations and PLHIV.

METHOD OF Review documents and literatures

MEASUREMENT

MEASUREMENT Annually

FREQUENCY

DISAGGREGATION n/a

STRENGTHS AND This indicator will use qualitative analysis through existing report and

WEAKNESSES documents or evidences that documented.
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SO3 Number of provinces with at least a 10% increase in percentage of resources allocated for HIV

prevention

WHAT IT MEASURES

Increases in HIV prevention and care budgets at the provincial level.

RATIONALE New budgetary authority at the provincial level has created increased
responsibility for HIV programs and planning in local areas. This indicator
measures the effectiveness of those efforts in increasing provincial budget
allocations for HIV prevention and care programs.

NUMERATOR Sum of all resources for prevention and care in 33 priority provinces, current

year - Sum of all resources for prevention and care in 31 priority provinces,
previous year

DENOMINATOR n/a

MEASUREMENT Annually

FREQUENCY

MEASUREMENT TOOL Provincial budget database

DISAGGREGATION n/a

STRENGTHS AND This indicator has not been previously measured and the accessibility and
WEAKNESSES accuracy of the provincial budget database is not known.
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S04.1 Number of priority provinces that develop their operational plans based on locally available
strategic information in the past year

WHAT IT MEASURES Out of 31 priority provinces, the number that use locally available strategic
information for operational planning
RATIONALE A key strategy of the NAS is to create a culture where the use of strategic

information, and its measurement through routine high-quality monitoring
and evaluation, is strongly established. This indicator measures the use of
strategic information in annual planning by provincial authorities

METHOD OF Provinces respond to two questions:
MEASUREMENT
1) How often do provincial health office use epidemiological data for
developing the current work plan or/and provincial operational/strategic
plan?

0=0-5%
1=6-20%
2=21-50%
3=51-70%
4=76-100%

2) How often do provincial health office use program monitoring and
evaluation data for developing the current work plan or/and provincial
operational/strategic plan?

0=0-5%
1=6-20%
2=21-50%
3=51-70%
4=76-100%

The indicator will be constructed as a composite index of these two

questions.
MEASUREMENT Annually
FREQUENCY
DISAGGREGATION n/a
STRENGTHS AND The ability to use information is dependent upon its availability at the local
WEAKNESSES level.

As the indicator is used, criteria will be developed for definitions of “use of
strategic information” and “locally available strategic information”
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S04.2 HIV budget allocated for innovation and change strategic direction

WHAT IT MEASURES

The percentage allocation of budgets for strategic direction no 1 including HIV
prevention programs for KAPs, expand the protective social, legal and gender
sensitive environment essential for HIV prevention and care, localize
ownership and response and implement strategic information and M&E

RATIONALE A major effort of the HIV strategy is to increase awareness of HIV prevention
and enabling environments and SI and M&E for country and provincial
officials and to increase their capacity to use strategic information for
planning. This indicator measures whether national and sub-national are
prioritizing resources for populations with the highest number of HIV
transmissions, an indication that their planning is based on epidemiological
data. As national and sub-national officials become more knowledgeable
about the epidemic, and as stigma and discrimination against KAPs declines, a
higher proportion of budgets should be allocated to these groups and
supports with expand the protective social, legal and gender sensitive
environment essential for HIV prevention and care, localize ownership and
response and implement strategic information and M&E.

NUMERATOR Amount of budget allocated to the strategic direction no. 1

DENOMINATOR Total AIDS expenditure

METHOD OF Actual expenditures classified into AIDS Spending Category by financing

MEASUREMENT source, including public expenditure from its own sources (i.e. government
revenues such as taxes) and from international sources

MEASUREMENT Every two years

FREQUENCY

MEASUREMENT TOOL NASA

DISAGGREGATION 1) % of budget allocated to HIV prevention targeted KAPs and

2) % of budget allocated to M&E and new strategic information
excluding basic researches

STRENGTHS AND Provincial budget data may be difficult to aggregate at national level by

WEAKNESSES required category.
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S$05.1.1.1 Percentage of Thai and non-Thai HIV—positive pregnant women who receive antiretroviral drugs
to reduce the risk of mother-to-child transmission (GARP 3.1)

m. Thai n. Non-Thai

WHAT IT MEASURES

Progress in preventing mother-to-child transmission of HIV through the provision
of antiretroviral drugs, for Thai and non-Thai HIV-positive pregnant women

RATIONALE

The risk for mother-to-child transmission can be reduced significantly by
providing antiretroviral drugs (as treatment or as prophylaxis) to the mother. The
data will be used to track progress toward global and national goals towards
elimination of mother-to-child transmission; to inform policy and strategic
planning; for advocacy; and leveraging resources for accelerated scale up of
identifying and treating non-Thai women.

NUMERATOR

m. Number of HIV-positive Thai pregnant women who received antiretroviral
drugs during the past 12 months to reduce mother-to-child transmission

n. Number of HIV-positive non-Thai pregnant women who received
antiretroviral drugs during the past 12 months to reduce mother-to-child
transmission

DENOMINATOR

m. Estimated number of HIV-positive Thai pregnant women within the past 12
months

m. Estimated number of HIV-positive non-Thai pregnant women within the past
12 months

METHOD OF For the numerator: PHIMS

MEASUREMENT For the denominator: multiply the number of women who gave birth in the past
12 months by the most recent national estimate of HIV prevalence in pregnant
women (derived from HIV sentinel surveillance in antenatal care clinics with
appropriate adjustments related to coverage of ANC surveys.)

MEASUREMENT Annually

FREQUENCY

DISAGGREGATION By drug regimen

STRENGTHS AND PHIMS has not previously tracked data for non-Thais, and this data may not be

WEAKNESSES available in the first year.

Actual or estimated percentage distribution by drug regimen will be tracked so
that the impact of antiretroviral drugs on mother-to-child transmission can be
modeled on the basis of the efficacy of the regimens.
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S05.1.1.2 Percentage of infants born to HIV-infected women receiving a virological test for HIV within 2

months of birth (GARP 3.2)

WHAT IT MEASURES

Progress in the extent to which infants born to HIV-positive women are tested
within the first 2 months of life to determine their HIV status and eligibility for
ART, disaggregated by test results

RATIONALE

Infants infected with HIV during pregnancy, delivery or early postpartum often
die before they are recognized as having HIV infection. WHO recommends
national programs to establish the capacity to provide early virological testing of
infants for HIV at 6 weeks, or as soon as possible thereafter to guide clinical
decision-making at the earliest possible stage. HIV disease progression is rapid in
children; they need to be put on treatment as early as possible because without
early treatment almost 50% of children would be dead by the second year

NUMERATOR

Number of infants who received an HIV test within 2 months of birth, during the
reporting period. Infants tested should only be counted once

DENOMINATOR

Multiply the number of women who gave birth in the past 12 months by the
most recent national estimate of HIV prevalence in pregnant women (derived
from HIV sentinel surveillance in antenatal care clinics with appropriate
adjustments related to coverage of ANC surveys.)

MEASUREMENT Annually
FREQUENCY
MEASUREMENT TOOL NAP
DISAGGREGATION By test results (positive, negative, indeterminate, and rejected for testing
by the laboratory)
STRENGTHS AND This indicator allows countries to monitor progress in providing early HIV
WEAKNESSES virologic testing to HIV-exposed infants aged 2 months or less, critical for

appropriate follow-up care and treatment. By limiting the age to two months of
life or less, the chance of repeat tests for the same infant which can lead to
double counting is also eliminated. Viewing changes in this indicator over time
can provide actionable indications related to PMTCT ARV coverage.
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S05.1.2 Percentage of pregnant women attending ANC whose male partner was tested for HIV in last 12

months

WHAT IT MEASURES

The proportion of ANC service sites that are able to provide holistic integrated
services including couple counseling and testing

RATIONALE

There are many potential benefits to supporting couples to test together for HIV
infection and to mutually disclose their HIV status—most importantly, that
together they can then make informed decisions about HIV prevention and
reproductive health, including contraception and conception. These benefits are
relevant for all couples, whether they have the same HIV test results (HIV
seroconcordant) or have different results (HIV serodiscordant).

NUMERATOR

Number of pregnant women whose male partner was tested and received their
HIV test result

DENOMINATOR

Total of pregnant women attending ANC

METHOD OF n/a

MEASUREMENT

MEASUREMENT Annually

FREQUENCY

MEASUREMENT TOOL PHIMS

DISAGGREGATION Subpopulation and age

STRENGTHS AND Thailand collect this information in 2 methods:

WEAKNESSES 1) Couple to test together and to mutually disclose their HIV status.

2) Male partner to test together with pregnant women or test alone in
same health facility or others. It is possible that male partner has not
disclosed their HIV status. This indicator refers to this meaning as
numerator.
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505.2.1 Percentage of young people aged 15-24 who both correctly identify ways of preventing the sexual
transmission of HIV and who reject major misconceptions about HIV transmission (GARP 1.1)

WHAT IT MEASURES

It measures progress towards universal knowledge of the essential facts about
HIV transmission

RATIONALE HIV epidemics are perpetuated through primarily sexual transmission. Sound
knowledge about HIV and AIDS is an essential pre-requisite for adoption of
behaviors that reduce the risk of HIV transmission. Thailand’s strategy for
optimizing and consolidating HIV prevention for young people includes the
strategic objective that education on sexual and reproductive health in schools
is fully implemented and monitored. This indicator tracks the effectiveness of
these programs in increasing the proportion of young people with correct
knowledge of HIV prevention and no misperceptions about transmission.

NUMERATOR Number of respondents who gave the correct answer to all five questions

DENOMINATOR Number of all respondents

METHOD OF Respondents are asked the following set of prompted questions:

MEASUREMENT 1. Can the risk of HIV transmission be reduced by having sex with only one
uninfected partner who has no other partners?

2. Can a person reduce the risk of getting HIV by using a condom every time
they have sex?

3. Can a healthy-looking person have HIV?

4. Can a person get HIV from mosquito bites?

5. Can a person get HIV by sharing food with someone who is infected?

MEASUREMENT Every two years (2012, 2014, 2016)

FREQUENCY

MEASUREMENT TOOL Behavioral surveillance survey of workplaces, secondary and vocational schools

and army recruits

DISAGGREGATION

Sex and age (15-19, 20-24)

STRENGTHS AND
WEAKNESSES

Scoring correctly on HIV knowledge is not a sufficient condition for HIV
prevention. The belief that a healthy-looking person cannot be infected with HIV
is a common misconception that can result in unprotected sexual intercourse
with infected partners. Rejecting major misconceptions about modes of HIV
transmission is as important as correct knowledge of true modes of transmission.
For example, belief that HIV is transmitted through mosquito bites can weaken
motivation to adopt safer sexual behavior, while belief that HIV can be
transmitted through sharing food reinforces the stigma faced by people living
with AIDS. For these reasons, increasing knowledge among young people can
have a profound effect on HIV prevention efforts.

Thailand does not have a national household survey planned in the next five
years; therefore the indicator value will be used from BSS.
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S05.2.2 Percentage of young people aged 15-24 who received an HIV test in the last 12 months and who

know the results

WHAT IT MEASURES

It measures progress in implementing HIV testing and counseling among young
people

RATIONALE

In order to protect themselves and to prevent infecting others, it is important for
young people to know their HIV status. Knowledge of one’s status is also a critical
factor in the decision to seek treatment. Counseling at the time of testing is
effective for increasing preventive behavior among those who test negative as
well as those who test positive.

NUMERATOR

Number of young people aged 15-24 who have been tested for HIV during the
last 12 months and who know their results

DENOMINATOR

Number of young people responding to these questions

METHOD OF Young people are asked the following questions:
MEASUREMENT 1. Have you been tested for HIV in the last 12 months?
If yes:
2.1 don’t want to know the results, but did you receive the results of that test?
MEASUREMENT Every two years (2012, 2014, 2016)
FREQUENCY
MEASUREMENT TOOL Behavioral surveillance survey for workplaces, secondary and vocational schools
and army recruits
DISAGGREGATION Sex; age (15-19, 20-24)
STRENGTHS AND Knowledge of HIV test results in the past 12 months does not guarantee that a
WEAKNESSES respondent knows their current HIV status. A respondent may have contracted

HIV in the time since their last HIV test.

Thailand does not have a national household survey planned in the next five
years; therefore the indicator value will be used from BSS.
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S05.2.3 Percentage of youth and MWs who report the use of a condom at last sexual intercourse
i. Young people aged 15-24 e. Migrant workers

WHAT IT MEASURES

It measures progress in preventing exposure to HIV among young people and
migrant workers through unprotected sex

RATIONALE

Condom wuse is a major focus of peer outreach and behavior change
communications for HIV prevention and the key to prevention for sexually active
young people. Behavior change to greater condom use is a key measure of
success for these programs. Young people can substantially reduce the risk of HIV
transmission through consistent and correct condom use.

For migrant workers, Thailand’s HIV prevention program advocates reduced risk
behavior and condom use

NUMERATOR

Number of people surveyed who report the use of a condom the last time they
had sex

DENOMINATOR

Number of people responding to these questions

METHOD OF Young people and migrant workers are asked questions about their last sexual
MEASUREMENT behavior;
In past 12 months, at the last sexual intercourse to any sexual partner, did you
use a condom? (Yes/No)
MEASUREMENT Every two years (2012, 2014, 2016)
FREQUENCY
MEASUREMENT TOOL i. Behavioral surveillance survey for workplaces, secondary and vocational
schools and army recruits
e. MW Integrated Biological and Behavioral Surveillance (IBBS)
DISAGGREGATION i. Sex; age (15-19, 20-24)
e. Data for this indicator will be disaggregated by sex, age (<20; 20-24), type of
job (fisheries and seafood processing, factories, agricultural industry and
construction) and country of origin
STRENGTHS AND Asking young people about their sexual behavior is a sensitive issue. Survey
WEAKNESSES interviewers should be carefully trained to treat respondents sensitively and

encourage frankness, while ensuring confidentiality.

Thailand does not have a national household survey planned in the next five
years; therefore the indicator value will be used from four BSS.

The maximum protective effect of condoms is achieved when their use is
consistent rather than occasional. The current indicator does not provide the
level of consistent condom use. However, the alternative method of asking
whether condoms were always/sometimes/never used in sexual encounters
with non-regular partners in a specified period is subject to recall bias.
Furthermore, the trend in condom use during the most recent sex act will
generally reflect the trend in consistent condom use.
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$05.3.1.1 Number of condoms available for distribution nationwide during the last 12 months per person

age 15-49

WHAT IT MEASURES

Condom supply in relation to potential need for condoms

RATIONALE Thailand’s NAS includes efforts to establish condom management systems
including public-private partnerships at all levels. Condom supply should reach
appropriate levels and information on condom supply should be more readily
available.

NUMERATOR Number of condoms available for distribution nationwide during the last 12

months

DENOMINATOR

Estimated mid-year population age 15-49

MEASUREMENT Annually

FREQUENCY

MEASUREMENT TOOL Food and Drug Administration (FDA), supplier interviews

DISAGGREGATION National AIDS strategy interests in number of condom availability for KAPs and
PLHIV.

STRENGTHS AND The indicator has not previously been measured and requires gathering

WEAKNESSES information from many sources. The number of condoms available per person is

only a rough estimate of whether supply meets demand.
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S05.3.1.2 Percentage of young people age 15-24 who know a place where to get condoms and who report
they could get condoms on their own if they wanted

WHAT IT MEASURES

Percentage of young people who can name at least one formal source of
condoms and say that they can get a condom from that source if they want one

RATIONALE

This indicator measures the reported self-efficacy of a young person to get a
condom when he or she wants one. Various factors can prevent young people
from accessing condoms, including the cost of condoms and the stigma
associated with obtaining them. This indicator may highlight whether or not
young people face barriers in accessing condoms despite their knowledge of
where to get condoms.

NUMERATOR

Number of young women and men aged 15-24 who know a place where they
can get condoms and who report they could get condoms on their own if they
wanted

DENOMINATOR

Number of respondents aged 15-24

METHOD OF Respondents are asked the following:

MEASUREMENT 1. Do you know a place where you could get a condom? (Response must be an
identified acceptable source)
If yes:
2. Could you get a condom at that place on your own if you wanted to?
(consider rephrasing)

MEASUREMENT Every two years (2012, 2014, 2016)

FREQUENCY

MEASUREMENT TOOL Behavioral surveillance survey for workplaces, vocational schools and army
recruits

DISAGGREGATION Sex; age (15-19, 20-24)

STRENGTHS AND Young people may be reluctant to admit that they are unable to obtain a

WEAKNESSES condom even though they know a place to get one. The second question may be

reworded to allow respondents to acknowledge that they may be intimidated,
shy or cannot afford a condom even though they know a place to get one. Youth
who are not sexually active and girls may be especially reluctant to say they
could obtain a condom, while boys may be reluctant to admit that they could
not obtain one.

Thailand does not have a national household survey planned in the next five
years; therefore the indicator value will be used from four BSS.
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S05.3.2 Percentage of Thai and non-Thai adults aged 15-49 who had more than one partner in past 12
months who used a condom during their last sexual intercourse
e. MW p. General population age 15-49

WHAT IT MEASURES

Progress towards preventing exposure to HIV through unprotected sex among
people with multiple sexual partners

RATIONALE Condom use is an important measure of protection against HIV particularly
among people with multiple sexual partners
NUMERATOR Number of respondents (15-49) who reported having had sexual intercourse in

the last 12 months and had more than one partner in the last 12 months who
also reported that a condom was used the last time when they had sex.

DENOMINATOR

Number of respondents (aged 15-49) who reported having had sex in the last
12 months.

METHOD OF Analysis of sexual history is used to determine whether the respondent has

MEASUREMENT sexual intercourse in the preceding 12 month period, and if so whether a
condom was used the last time the respondent had sexual intercourse
1. Inlast 12 months, how many sexual partners do you have?

2. The last time you had sexual intercourse, did you use a condom? ( yes/no)

MEASUREMENT IBBS for every 2 years (2012, 2014, 2016)

FREQUENCY BSS for annually

MEASUREMENT TOOL e. MW Integrated Biological and Behavioral Surveillance (IBBS)

p. Workplace Behavioral Surveillance Survey (BSS)

DISAGGREGATION e. Data for this indicator will be disaggregated by sex, age (<25; 25+), type of
job (fisheries and seafood processing, factories, agricultural industry and
construction) and country of origin
p. Data for this indicator will be disaggregated by sex and age (15-24 and 25-49
years)

STRENGTHS AND The maximum protective effect of condoms is achieved when their use is

WEAKNESSES consistent rather than occasional. The current indicator does not provide the

level of consistent condom use. However, the alternative method of asking
whether condoms were always/sometimes/never used in sexual encounters
with non-regular partners in a specified period is subject to recall bias.
Furthermore, the trend in condom use during the most recent sex act will
generally reflect the trend in consistent condom use.
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S05.4 Percentage of donated blood units screened for HIV using nucleic acid testing (NAT) according to

national standard

WHAT IT MEASURES

Percentage of donated blood units that receive the highest level of screening

RATIONALE Nucleic acid testing represents a higher safety standard for blood screening, as it
shortens the window period from HIV infection to detection. Thailand will move
to 100% NAT testing during this period.

NUMERATOR Number of donated blood units screened through NAT

DENOMINATOR Total number of donated blood units

METHOD OF Program reports

MEASUREMENT

MEASUREMENT Annually

FREQUENCY

DISAGGREGATION n/a

STRENGTHS AND After 2012, all blood units will be screened through NAT.

WEAKNESSES
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S05.5.1.1 Percentage of adults and children with HIV known to be on treatment 12 months after initiation
of antiretroviral therapy (GARP 4.2)

WHAT IT MEASURES

Progress in increasing survival among infected adults and children by maintaining
them on antiretroviral therapy

RATIONALE

One of the goals of any antiretroviral therapy program is to increase survival
among infected individuals. As antiretroviral therapy is scaled up, it is also
important to understand why and how many people drop out of treatment
programs. These data can be used to demonstrate the effectiveness of the
program and highlight obstacles to expanding and improving it

NUMERATOR

Number of adults and children who are still alive and on antiretroviral therapy at
12 months after initiating treatment

DENOMINATOR

Total number of adults and children who initiated antiretroviral therapy who
were expected to achieve 12-month outcomes within the reporting period,
including those who have died since starting antiretroviral therapy, those who
have stopped antiretroviral therapy, and those recorded as lost to follow-up at
month 12

MEASUREMENT Annually

FREQUENCY

MEASUREMENT TOOL NAP

DISAGGREGATION Sex, age (<15, 15-49)

STRENGTHS AND Using this denominator may underestimate true “survival”, since a proportion of
WEAKNESSES those lost to follow-up are alive. The number of people alive and on

antiretroviral therapy (i.e. retention on antiretroviral therapy) in a treatment
cohort is captured here.
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S05.5.1.2 Percentage of ART patients having viral load suppression 12 months and 24 months after
initiation of antiretroviral therapy

WHAT IT MEASURES

Effectiveness and continuity of treatment

RATIONALE ART patients who begin ART before their viral load drops to low levels and before
they are symptomatic should respond well to treatment. If treatment protocols
are followed and the patient does not drop out, viral load should drop. Viral load
has also been shown to be related to HIV transmission.

NUMERATOR Number of adults and children who are still alive and whose viral load is

suppressed at 12 months after initiating treatment

DENOMINATOR

Total number of adults and children who initiated antiretroviral therapy who
were expected to achieve 12-month outcomes within the reporting period,
including those who have died since starting antiretroviral therapy, those who
have stopped antiretroviral therapy, and those recorded as lost to follow-up at
month 12

MEASUREMENT Annually

FREQUENCY

MEASUREMENT TOOL NAP

DISAGGREGATION Sex, age (<15, 15-49)

STRENGTHS AND Those who die or who drop out of treatment are included in the denominator,
WEAKNESSES so that their experience is included in the measurement of the indicator. The

indicator will increase due to effective treatment and continuity of care.
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S05.5.1.3 Percentage of health facilities that meet quality standard of HIV treatment and care

WHAT IT MEASURES

Success at raising the quality of HIV treatment and care at health facilities

RATIONALE

Thailand’s effort to increase the standard of care for all PLHIV should be
monitored through a facility-based measure of quality. The HIVQUAL application
collects data according to well-established indicators measuring different aspects
of quality of care. A quality standard is being established through these
indicators so that quality may be measured on a comprehensive basis.

NUMERATOR

Number of health facilities offering HIV treatment and care that meet quality
standard

DENOMINATOR

Total number of health facilities offering HIV treatment and care

METHOD OF The following 12 indicators will be used to establish whether the health facility
MEASUREMENT meets the quality standard:
1. Percentage of newly infected AIDS patients who receive CD4 baseline
screening
2. Percentage of AIDS patients who receive ART for more than 6 months
and whose CD4 level is monitored every 6 months
3. Percentage of AIDS patients with viral load suppression
4. Percentage of AIDS patients who receive ART for more than 6 months
and who are given viral load testing at least once a year
5. Percentage of AIDS patients who are evaluated for consistent drug
adherence
6. Median CD4 level of all patients starting ART within the past year
7. Percentage of AIDS patients with indication of receiving hepatitis
vaccine
8. Percentage of AIDS patients with indication of receiving
PCP prophylaxis
9. Percentage of new AIDS patients screened for TB
10. Percentage of new AIDS patients screened for syphilis
11. Percentage of female AIDS patients screened for cervical cancer
12. Percentage of AIDS patients who receive information about safe sex
MEASUREMENT Annually
FREQUENCY
MEASUREMENT TOOL HIVQUAL
DISAGGREGATION TBD
STRENGTHS AND HIVQUAL provides a rich set of indicators to monitor quality standards for HIV
WEAKNESSES care and treatment facilities.
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S05.5.1.4 Percentage of estimated HIV-positive incident TB cases that received treatment for both TB and

HIV ( 5.1)

WHAT IT MEASURES

Progress in detecting and treating TB in people living with HIV

RATIONALE

Tuberculosis (TB) is a leading cause of morbidity and mortality in people living
with HIV, including those on antiretroviral therapy. Intensified TB case-finding
and access to quality diagnosis and treatment of TB in accordance with
international/national guidelines is essential for improving the quality and
quantity of life for people living with HIV. A measure of the percentage of HIV-
positive TB cases that access appropriate treatment for their TB and HIV is
important

NUMERATOR

Number of eligible adults with advanced HIV infection who received
antiretroviral combination therapy in accordance with the nationally approved
treatment protocol and who were started on TB treatment (in accordance with
national TB program guidelines), within the reporting year

DENOMINATOR

Estimated number of incident TB cases in people living with HIV

MEASUREMENT
FREQUENCY

Annually

MEASUREMENT TOOL

Numerator: NAP

Denominator: Annual estimates of the number of incident TB cases in people
living with HIV in high TB burden countries are calculated by WHO and are
available at: http://www.who.int/tb/country/en

DISAGGREGATION n/a
STRENGTHS AND Denominator is based on best estimates provided by WHO.
WEAKNESSES
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S05.5.2 Percentage of PLHIV who receive minimum standard of care and support

WHAT IT MEASURES

Extent of holistic care and support reaching PLHIV

RATIONALE

Thailand’s commitment to holistic care calls for PLHIV to receive other kinds of
care and support besides ARV treatment. An indicator is needed to measure how
well clinic/facility-based and community-based programs are reaching PLHIV with
a minimum package of prevention interventions and services that includes
evidenced based behavioral and biomedical interventions designed to protect
the health of the infected person and reduce the spread of HIV to their sex
partners and children.

NUMERATOR

Number of respondents reporting they receive minimum standard of care and
support

DENOMINATOR

Number of respondents surveyed

METHOD OF To be developed. The PLHIV survey will inquire about the different kinds of care

MEASUREMENT and support that PLHIV have received, including psychosocial, social, and
material support, as well as medical support.

MEASUREMENT Every two years (2012, 2014, 2016)

FREQUENCY

MEASUREMENT TOOL PLHIV survey

DISAGGREGATION Sex; age (15-19, 20-24, 25-49)

STRENGTHS AND This is a new indicator and criteria for minimum care and support need to be

WEAKNESSES defined
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S05.6 Proportion of eligible households receiving external support in the last 3 months

WHAT IT MEASURES

The extent to which households with CABA and other vulnerable children
receive external support in areas of the care and support services including HIV-
sensitive social protection.

RATIONALE

Households caring for CABA and other vulnerable children have special needs.
Thus, the Ministry of Social Development and Human Development will expand
the number of families with CABA and VC that receive external support. As a
result, the CHILDLIFE program will monitor and assess the change over time in
the number of households with CABA and VC who receive external support. The
results of this indicator will be used to help ensure that coverage expands as
planned.

As noted in the Global AIDS Response Progress Reporting 2012, economic
support to poor and HIV-affected households remains a high priority in many
comprehensive care and support programs. Thus, an indicator measuring the
coverage of economic support received reflects the growing international
commitment to HIV-sensitive social protection, a commitment fully shared by
the Government of Thailand.

Though this indicator focuses on a broader range of external support including
social assistance, livelihoods assistance, nutrition, shelter, care, health,
psychosocial care and education and including an external economic support.

Analysis of the different types of support that the household receives will be
undertaken to clearly understand the impact of the GFATM program.

NUMERATOR

Number of households with CABA and/or VC who received external support in
areas of the care and support services including HIV-sensitive social protection
in the past three months.

Definitions:
CABA and VC include children who are:

e Infected with HIV

e  Affected by HIV/AIDS

e Poor

e  Orphaned

e  Migrant or “stateless”

e  Street children

e Abused, suffer violence, are exploited, and/or neglected

More precise definitions of CABA and VC will result from the CHILDLIFE Situation
Analysis and a review of the standard definitions used by the MSDHS to
implement the Child Protection Act (2003).

External Economic Support: Households with CABA/VC and individual CABA/VC
who have received a free economic help that comes from a source other than
friends, family or neighbors unless they are working for a community-based
group or organization that are including

e Income generation support in cash or kind

e Cash transfers: money which support CABA or VC, provided by
Regional Social Development Centers.

e Assistance for school fee, material support for education, food
assistance provided at the household level or material or financial
support for shelter.

External Support: Households with CABA/VC and individual CABA/VC who have
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received any form of external support that comes from a source other than
friends, family or neighbors unless they are working for a community-based
group or organization that are including social assistance, livelihoods assistance,
nutrition, shelter, care, health, psychosocial care, education and including free
economic support as mentioned above.

DENOMINATOR

Survey data: Number of eligible households that surveyed

Eligible households are defined as a household with CABA and VC that needed
any form of external support.

Please note that in order to calculate proportion of the poorest households who
received external economic support in the last 3 months that Thailand will use to
report in the Global AIDS Progress Report;

Numerator: Number of the poorest households that received any form of
external economic support in the last 3 months

Denominator: Total number of poorest households

Poorest households are defined as a households in the below of poverty line
(wealth quintile) that defined by NESDB.

METHOD OF Population based Survey: An external support survey with a representative

MEASUREMENT sample of households with CABA/VC. The survey may use rapid assessment
methods such as LQAS.

MEASUREMENT The external support survey will be conducted in 2012 and 2014. In future

FREQUENCY years, the measurement of this indicator may be undertaken by government
agencies, on a schedule yet to be determined.

MEASUREMENT TOOL Interview administered questionnaire.

DISAGGREGATION

By Sex, age, education parent, occupation of household, income level, type of
CABA/VClZ, type of external support, type of external economic support and by
geographic area.

STRENGTHS AND
WEAKNESSES

A household questionnaire will most likely only capture children living in
households and, thus, the survey may not capture orphans living in institutions,
migrant or stateless children and street children.

By collecting, analyzing and synthesizing different type of data, a more complete
and accurate understanding of the situation may be possible.

At ideal situation, this indicator should come from population based surveys
such as demographic and health survey, AIDS Indicator Survey, Multiple
Indicator Cluster Survey or other nationally representative survey. However,
Integration this indicator into national representative surveys haven’t yet
occurred, therefore Thailand will conduct the external support survey in
selected sites particularly in area where implemented the Global Fund round 10.

2 The ability to disaggregate is dependent on the methodology used. LQAS will collect data only on coverage
for geographic units and will not allow for disaggregation.
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S05.7.1 Percentage of health facility staff that hold stigmatizing views about PLHIV and KAPs

WHAT IT MEASURES

It measures value-driven stigma (stereotyping and prejudices) that health facility
staff have towards PLHIV and KAPs

RATIONALE

An individual-driver of HIV stigma and discrimination in healthcare settings is
attitudes and opinions of health facility staff towards people living with HIV.
Measuring stereotypes and prejudices toward people living with HIV among
healthcare workers is important because values and attitudes may (1) affect
whether a provider treats patients with dignity, which healthcare options are
offered to a patient, which individuals are offered testing, and when they are
offered testing and how; and (2) lead to inaccurate risk assessment.

NUMERATOR

Number of health facility staff who agree with any of the first 3 statements or
disagree with the fourth statement

DENOMINATOR

Number of all health facility staff interviewed

METHOD OF This indicator is constructed from the responses to the following set of
MEASUREMENT prompted questions:
Do you strongly agree, agree, disagree or strongly disagree with the
following statements?
1. Most people living with HIV do not care if they infect other people.
2. People get infected with HIV because they engage in irresponsible
behaviors.
3. People living with HIV should feel ashamed of themselves.
4.Women living with HIV should be allowed to have babies if they wish.
Respondents who report stigmatizing attitudes towards people living with
HIV on any of the four statements should be included in the numerator.
MEASUREMENT Every two years (2013-2014, 2016)
FREQUENCY
MEASUREMENT TOOL S/D survey among health facility staff
DISAGGREGATION n/a
STRENGTHS AND Most people living with HIV do not care if they infect other people aims to
WEAKNESSES capture health facility staff’s level of blame associated with “spreading” HIV in

the community.

People get infected with HIV because they engage in irresponsible behaviors is
related to the perception of an individual responsibility for their infection, as it
captures the often common assumption that people are to blame for
contracting HIV and/or contracted HIV because they have been irresponsible
with their health. Identifying this perception among healthcare providers is
important, as it could influence clinical decisions due to assumptions about the
level of responsibility of a patient, and as a result, may lead the provider to be
more or less coercive or not offer the preferred course of treatment because of
judgments about a patient’s ability to adhere.

People living with HIV should feel ashamed of themselves taps into an emotional
component of stigma.

Women living with HIV should not be allowed to have babies is aimed at
assessing views of the reproductive rights of women living with HIV.

This indicator can be subject to social desirability bias which occurs when
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respondents provide what they perceive is the correct or acceptable response,
as opposed to what they actually believe. In which case, this indicator would
provide an under-reporting of stigma. Even with the potential for this type of
response bias, the field-testing showed high levels of stigmatizing attitudes
across these four statements and across countries. The use of self-administered
(as opposed to interviewer administered) questionnaires may help reduce social
desirability bias by providing a greater sense of anonymity.
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S$05.7.2.1 Number of provinces with right protection mechanisms established

WHAT IT MEASURES

Progress of institutionalization stigma and discrimination and human rights
protection

RATIONALE

Raising awareness of stigma, discrimination human rights and gender-based
issues including gender violence should result in formal cases being brought
before the judicial system. In order to monitor whether the efforts to address
human rights violations are being translated into judicial cases and whether
these cases are being resolved favorably, SO5.7.2 will monitor implementation
of policy established at provincial level

NUMERATOR

Number of province with mechanism established including crisis response
mechanism that integrated in CBO and NGO, system established at hospitals et
al.

DENOMINATOR n/a

MEASUREMENT Annually
FREQUENCY

MEASUREMENT TOOL Program monitoring
DISAGGREGATION n/a

STRENGTHS AND n/a

WEAKNESSES

S05.7.2.2 Percentage of cases resolved for those who seek assistance on human rights, stigma and

discrimination

WHAT IT MEASURES

Whether cases pertaining to human rights, stigma and discrimination are
addressed by the judicial system

RATIONALE Raising awareness of stigma, discrimination human rights and gender-based
issues including gender violence should result in formal cases being brought
before the judicial system. In order to monitor whether the efforts to address
human rights violations are being translated into judicial cases and whether
these cases are being resolved favorably, SO5.7.2 will monitor the number of
cases annually and track whether they are resolved.

NUMERATOR Number of cases resolved in the past year

DENOMINATOR Total number of cases in the past year

MEASUREMENT Annually

FREQUENCY

MEASUREMENT TOOL Program monitoring

DISAGGREGATION n/a

STRENGTHS AND Raising awareness will likely lead to a large number of cases and a backlog in

WEAKNESSES addressing them early in the period.
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OUTPUT INDICATORS

Output 1.1 Number of key affected populations, migrant workers and closed setting populations
reached by prevention programs

a. FSW b. MSW c. MSM d. IDU e. MW h. Closed setting populations

WHAT IT MEASURES

This indicator measures the success of the HIV prevention program in reaching
a significant number of KAPs, MWs and closed setting populations

RATIONALE Thailand’s prevention program for KAPs provides a package of services,
including behavior change communications, commodities and referral. This
indicator measures the numbers of KAPs reached by the program

MEASUREMENT Annually

FREQUENCY

MEASUREMENT TOOL Routine integrated HIS (RHIS)

METHOD OF a. To be counted as having been reached with HIV prevention services, the FSW

MEASUREMENT must have received HIV prevention information and at least one item of

either the services or commodities through outreach workers, peer
educators, volunteers or DiCs.

Data for this indicator will be disaggregated by age (<25; 25+) and calculated
separately by type of sex work (venue-based, non-venue-based)

b, c. This indicator counts the number of MSM who have participated in
or benefited from:

e individual (casual or intensive) intervention,
e group (casual or intensive) intervention,
¢ health communication

during the reporting period. It is disaggregated by HIV intervention (i.e.,
outreach, capacity building/training, counseling), level of intensity (intensive
or casual), and whether it was an individual or small group interaction.

For each reporting period, MSM being reached should be categorized as
“new” (never before participating or benefiting from an intervention during
the reporting period) and “old” (they have participated in or benefited from
an intervention already during the reporting period). To be counted as
having been reached with HIV prevention services, the MSM must have
received HIV prevention information and at least one item of either the
services or commodities.

d. Number of IDUs who received HIV prevention services through outreach
workers, peer educators, DiCs, pharmacies and closed settings.
IDUs are defined as all people who have injected any substance during the
past twelve months. This period is necessary to include IDUs who are on
treatment and/or are at risk of relapse to ensure they are provided with
necessary HIV prevention services.

HIV prevention services include:

Information: providing HIV prevention, risk reduction and sexual health
information including explaining routes of HIV transmission, risk of blood
borne transmission of HIV and avoiding risk behaviors. Information will be
delivered through interpersonal communication as well as through IEC and
BCC materials or/and counseling;

Services and Commodities:

o referral for STl diagnosis and treatment
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e referral for HCT

o referral for substitution therapy
e sterile injection equipment

e condoms

To be counted as having been reached with HIV prevention services, the IDU
must have received HIV prevention information and at least one item of
either the services or commodities.

e. Number of MWs who received HIV prevention services through outreach
workers, peer educators, volunteers or DiCs
MWs include both documented and undocumented workers from
Myanmar, Lao PDR and Cambodia, working in fishery and seafood
processing, factories, agricultural industry and construction.

HIV prevention services include

e providing HIV prevention information and education as well as sexual
and reproductive health through IEC and BCC materials or/and
counseling;

e distributing condoms

o referral for STI diagnosis and treatment

e referral for HCT

h. Number of prisoners and youth in detention who received HIV prevention
services through outreach workers, peer educators,

HIV prevention services include

e providing HIV prevention information and education through peer
educators;

e distributing condoms and lubricant

o referral for STI diagnosis and treatment

o referral for HCT

DISAGGREGATION

b, c. Data for this indicator will be disaggregated by and calculated separately
by group ((1.1b) MSW (1.1c) MSM-VDT, TG)

d. Data for this indicator will be disaggregated by sex, and employment status
e. Data for this indicator will be disaggregated by sex, type of job (fisheries,
construction, factories) and country of origin

h. Data for this indicator will be disaggregated by type of population
(prison/youth in detention) and sex
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Output 1.2: Number of key affected populations, migrant workers and closed setting populations receiving

STl screening and/or treatment

a. FSW b. MSW c. MSM d. IDU e. MW h. Closed setting populations

WHAT IT MEASURES

Number of KAPs, MWs and closed setting populations who are screened and
treated for STls

RATIONALE

Screening and treatment for STIs is particularly important to prevent the
spread of STlIs and as an indicator of irregular condom use. This indicator
measures the effectiveness of the STI program in motivating KAPs, MWs and
CPs to be screened for STls in large numbers and if an STl is diagnosed, to be
treated.

METHOD OF MEASUREMENT

Routine integrated HIS (RHIS)

MEASUREMENT FREQUENCY

Annually

DISAGGREGATION

Indicator will be disaggregated by population group, age (<25 and >25) and
other important characteristics

Output 1.3: Number of key affected populations, migrant workers and closed setting populations receiving
an HIV test and receiving test results
a. FSW b. MSW c. MSM d. IDU e. MW h. Closed setting populations

WHAT IT MEASURES

Number of KAPs, MWs and closed setting populations who receive an HIV
test and results

RATIONALE

HIV testing and counseling serves two roles: as an entry point to additional
HIV services, and, through the knowledge of one’s serostatus and the
counseling provided, as a motivator and facilitator of behavior change
among KAPs. This indicator measures the success the HIV prevention
program at motivating KAPs, MWs and CPs to receive testing and counseling
services in large numbers

METHOD OF MEASUREMENT

Routine integrated HIS (RHIS)

MEASUREMENT FREQUENCY

Annually

DISAGGREGATION

Indicator will be disaggregated by population group, age and other
important characteristics
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Output 1.4: Number of STl and/or HCT private or NGO clinics

WHAT IT MEASURES

Expansion of essential HIV services beyond the government sector

RATIONALE

NGOs and the private sector may be better able to tailor services to meet
the needs of KAPs, youth, migrants, and also the general public. The
expansion of services improves access for all populations

METHOD OF MEASUREMENT

Routine integrated HIS (RHIS)

MEASUREMENT FREQUENCY

Annually

DISAGGREGATION

Provincial

STRENGTHS AND WEAKNESSES

The number of services in itself does not increase the number of clients, as
clients may move from the government sector to NGO or private sector
services.

Output 1.6: Number of syringes and needles distributed

WHAT IT MEASURES

Progress of the IDU HIV prevention program in providing NSP services

RATIONALE

Sharing needles is a leading cause of HIV transmission. Harm reduction
programs assume that some people will continue to use injecting drugs
despite the fact that it is unhealthy behavior, and therefore they should be
given the possibility to do so in an in a way that reduces the risk of HIV for
themselves and others.

METHOD OF MEASUREMENT

Program monitoring

MEASUREMENT FREQUENCY

Annually

MEASUREMENT TOOL

Routine integrated HIS (RHIS)

DISAGGREGATION

Provincial

STRENGTHS AND WEAKNESSES

Distribution does not guarantee safe use and comprehensive harm reduction
programs include substitution therapy, medical services, counseling, and
behavior change communications.
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Output 2.1 Number of case reports on human rights, gender, gender-based violence and discrimination

WHAT IT MEASURES

Whether cases pertaining to human rights, stigma and discrimination are being
brought before the judicial system

RATIONALE Raising awareness of stigma, discrimination human rights and gender-based
issues including gender violence should result in formal cases being brought
before the judicial system. In order to monitor whether the efforts to address
human rights violations are being translated into judicial cases the indicator will
monitor the number of cases annually

MEASUREMENT FREQUENCY Annually

MEASUREMENT TOOL Program monitoring

DISAGGREGATION Number of cases by topic area: discrimination, human rights, gender issues,

gender based violence

STRENGTHS AND WEAKNESSES

Raising awareness will likely lead to a large number of cases; a drop in the
number of cases does not necessarily mean that there are fewer incidents of
human rights violations, etc. The indicator should be used in combination with
other strategic information on S&D and human rights.

Output 3.1: Number of local authorities in priority provinces that contributed financial resources to HIV/AIDS

responses for KAPs and MWs

WHAT IT MEASURES

Expansion in the number of local authorities in priority provinces allocating
resources to HIV prevention for KAPs and MWs

RATIONALE

New budgetary authority at the provincial level has created increased
responsibility for HIV programs and planning in local areas. A major effort of
the HIV strategy is to increase awareness of HIV issues for KAPs and MWs
among provincial officials and to increase their capacity to use strategic
information for planning. This indicator measures the effectiveness of those
efforts in increasing the number of provincial budgets that include funding
for HIV prevention programs for KAPs and MWs.

METHOD OF MEASUREMENT

Program report
Expenditures across NASA categories that are allocated to KAPs and MWs

MEASUREMENT FREQUENCY

Annually
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Output 3.2: AIDS spending at the provincial and national level by categories and financing sources (GARP

6.1)

WHAT IT MEASURES

Spending at the provincial and national level by category, and where
those funds are sourced in an accurate and consistent manner

RATIONALE

As the national and local response to AIDS continues to scale up, it is
increasingly important to accurately track in detail: i) how funds are
spent at the national level and ii) where the funds originate. The data are
used to measure annual global HIV expenditures, which is an important
component of Monitoring the 2011 Political Declaration on HIV/AIDS. In
addition, the data help national-level decision- makers monitor the scope
and effectiveness of their programs. At the provincial level the indicator
shows trends in commitment to AIDS programming by category. This
piece of strategic information supports the coordination role of NAMc
and provides the basis for resource allocation and improved strategic
planning processes

METHOD OF MEASUREMENT

Actual expenditures classified by eight AIDS Spending Categories and by
financing source, including public expenditure from its own sources (i.e.
government revenues such as taxes) and from international sources:

Prevention

Care and treatment

Orphans and vulnerable children

Program management and administration strengthening
Incentives for human resources

Social protection and social services (excluding orphans and
vulnerable children)

Enabling environment and community development

Research (excluding operations research included under
program management).

IS

®© N

MEASUREMENT FREQUENCY Every 2 years
MEASUREMENT TOOL NASA
DISAGGREGATION Provincial

STRENGTHS AND WEAKNESSES

Information is provided in broad categories only.
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Output 4.1: Number of priority provinces that have key strategic information and use it for developing the

provincial operation plan

WHAT IT MEASURES

Number of priority provinces using strategic information for planning

RATIONALE

New budgetary authority at the provincial level has created increased
responsibility for HIV programs and planning in local areas. A major effort of
the HIV strategy is to increase awareness of HIV issues for KAPs and MWs
among provincial officials and to increase their capacity to use strategic
information for planning. This indicator measures the effectiveness of those
efforts in increasing the number of provincial operating plans that use data
on the HIV epidemic among KAPs and MWs for HIV prevention planning.

METHOD OF MEASUREMENT

Program report

MEASUREMENT FREQUENCY

Annually

DISAGGREGATION

Provinces report on two questions:

1) How often do provincial health office use epidemiological data for
developing the current work plan or/and provincial operational/strategic
plan?

0=0-5%
1=6-20%
2=21-50%
3=51-70%
4=76-100%

2) How often do provincial health office use program monitoring and
evaluation data for developing the current work plan or/and provincial
operational/strategic plan?

0=0-5%
1=6-20%
2=21-50%
3=51-70%
4=76-100%

The indicator will be constructed as a composite index of these two
questions.
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Output 5.1.1: Number of HIV+ pregnant women attending ante-natal care clinics with their partner

WHAT IT MEASURES

The number of HIV+ pregnant women who attend ANC with a male partner

RATIONALE

During 2008-2009 the DOH initiated a new program consistent with a more
pro-active prevention strategy by emphasizing the prevention of HIV among
negative married couples, and preventing unwanted pregnancy among HIV+
women. The DOH collaborated with UNFPA in a project to increase
participation of the husband in reproductive health (RH), care of his
pregnant wife, and actions to keep both husband and wife free of HIV. The
DOH also collaborated with the TUC to develop a model of couples
counseling for pregnant women and their partners, and projects to increase
knowledge among service providers who work with the PLHIV in areas of RH,
family planning, appropriate contraceptive choices for the couple. This
indicator measures the progress of the PMTCT program in including men in
HIV prevention and RH decision making.

METHOD OF MEASUREMENT

PHIMS monitoring of HIV+ pregnant women

MEASUREMENT FREQUENCY

Annually

DISAGGREGATION

By age (<15, 15-24, 25-49)

Output 5.2.1 Number of service outlets for youth reproductive health, sexual health and AIDS which provide
quality, youth-friendly services, in the public and private sectors

WHAT IT MEASURES

Progress on scaling up youth-friendly service outlets

RATIONALE

Thai youth are increasingly diverse in terms of attitudes, beliefs, and
lifestyles. It is still an important challenge for the program to tailor strategies
for youth that serve the needs of this diverse group. It is recognized that RH
services for adults are not friendly for youth's special needs. The MOPH has
set the target for 2014 that 80% of its hospitals will have Youth Friendly
Health Services (YFHS) based on YFHS standards. At the end of 2009, about
10% of MOPH hospitals at all levels were participating. MOPH is also
collaborating with partners to support YFHS in a variety of service sites in 43
provinces using the GFATM budget.

METHOD OF MEASUREMENT

Standard operating procedures for youth friendly services should be
developed within the first year of the NAS. Continued expansion of YHFS will
be monitored through GFATM and MOPH reports.

MEASUREMENT FREQUENCY

Annually

page A-60




Output 5.2.2: Number of schools that provided comprehensive sexuality and life skills-based HIV education

in the last academic year

WHAT IT MEASURES

The expansion of the sexuality and life skills curriculum for young people

RATIONALE

The comprehensive sexuality and life-skills-based curriculum for HIV
education is a step forward for Thailand’s efforts to educate youth. While
comprehensive sexuality education alone probably is insufficient to
change attitudes and behaviors over the long-term, the expansion of the
program represents the provision of accurate and timely information for
youth on HIV prevention.

METHOD OF MEASUREMENT

Program reports

MEASUREMENT FREQUENCY

Annually

DISAGGREGATION

By province, type of school

STRENGTHS AND WEAKNESSES

Only reaches youth in schools.

Output 5.2.3 Number of young people aged 15-24 reached by prevention programs

WHAT IT MEASURES

Number of youth reached by HIV prevention programs

RATIONALE

This indicator measures the success of the HIV prevention program in
reaching youth with prevention programs. Youth may be reached with sex
education and HIV prevention communication in the community, at the
workplace or in school.

METHOD OF MEASUREMENT

Routine integrated HIS (RIHIS)

MEASUREMENT FREQUENCY

Annually

DISAGGREGATION

Data for this indicator will be disaggregated by sex
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Output 5.2.4: Number of young people receiving STl screening and/or treatment

WHAT IT MEASURES

Number of youth reached by STI programs

RATIONALE

Screening and treatment for STIs is particularly important to prevent the
spread of STIs and as an indicator of irregular condom use. This indicator
measures the effectiveness of the STl program in motivating young people to
be screened for STls and if an STl is diagnosed, to be treated.

METHOD OF MEASUREMENT

Routine integrated HIS (RIHIS)

MEASUREMENT FREQUENCY

Annually

DISAGGREGATION

Indicator will be disaggregated by sex and age (15-19, 20-24)

Output 5.2.5: Number of youth receiving an HIV test and receiving test results

WHAT IT MEASURES

Number of youth reached by HCT programs

RATIONALE

HIV testing and counseling serves two roles: as an entry point to additional
HIV services, and, through the knowledge of one’s serostatus and the
counseling provided, as a motivator and facilitator of behavior change
among KAPs. This indicator measures the success the HIV prevention
program at motivating youth to receive testing and counseling services.

METHOD OF MEASUREMENT

Routine integrated HIS (RIHIS)

MEASUREMENT FREQUENCY

Annually

DISAGGREGATION

Indicator will be disaggregated by sex and age (15-19, 20-24)

page A-62




05.3.1 Total number of condoms distributed to FSWs, MSM, IDUs, MWs, closed setting populations and

youth

WHAT IT MEASURES

Number of condoms distributed to target populations

RATIONALE

Effective HIV prevention requires an uninterrupted supply of affordable
prevention commodities. This indicator measures the number of free and
subsidized condoms distributed by the HIV prevention program.

METHOD OF MEASUREMENT

Routine Integrated HIS (RIHIS)

MEASUREMENT FREQUENCY

Annually

DISAGGREGATION

By population

05.3.2 Number of workplaces implementing HIV prevention programs according to national standard

WHAT IT MEASURES

Expansion of the workplace HIV prevention program

RATIONALE

Workplaces are a particularly effective place to reach a large segment of
the general population who are at risk of HIV infection. This indicator
measures the success of the program at advocating for workplaces to join
the program and at monitoring the quality of the program.

METHOD OF MEASUREMENT

Program monitoring

MEASUREMENT FREQUENCY

Annually

DISAGGREGATION

Provincial

STRENGTHS AND WEAKNESSES

The indicator does not specify the number of workers who are reached by
the program.
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Output 5.4.1: Number of blood screening facilities with the capacity to do nucleic acid testing (NAT)

WHAT IT MEASURES

Expansion in the national blood screening system with the capacity for NAT

RATIONALE

Strategic Objective 5.4 calls for donated blood to be 100% guaranteed to be
safe. The percentage of blood units screened using NAT will increase
significantly during this period. This indicator monitors increases in the
capacity of facilities to do NAT testing

METHOD OF MEASUREMENT

Annual program reporting

MEASUREMENT FREQUENCY

Annually

DISAGGREGATION

By province and type of health facilities

Output 5.5.1: Number of PLHIV having a CD4 check-up

WHAT IT MEASURES

The number of PLHIV reached with a higher quality of care through checking
the CD4 count

RATIONALE

One of the objectives of the care and treatment program is for PLHIV to
have easier access to the health care system across insurance schemes. If
barriers to accessing the health care system are reduced, PLHIV will seek
care before their immune system is compromised and while they can still
take a proactive role in maintaining their health. When PLHIV check their
CD4 count they are able to see if they are eligible for ARV treatment before
their count is very low.

METHOD OF MEASUREMENT ~ NAP
MEASUREMENT FREQUENCY Annually
DISAGGREGATION Sex; age (<15, 15-24, 25+)

STRENGTHS AND WEAKNESSES

It is not possible to estimate who is not getting a CD4 check by insurance
scheme.
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WHAT IT MEASURES

The number of PLHIV screened for TB and the number of TB patients
screened for HIV

RATIONALE

Tuberculosis is a major cause of mortality among PLHIV. At the same time,
TB is closely associated with HIV infection. This indicator tracks the
number of people who are screened for both diseases

METHOD OF MEASUREMENT NAP
MEASUREMENT FREQUENCY Annually
DISAGGREGATION Sex, age (<15, 15+)

STRENGTHS AND WEAKNESSES

The indicator tracks screening only, not treatment or results

WHAT IT MEASURES

The number of PLHIV receiving treatment

RATIONALE

Thailand’s strategy of expanding access to treatment for all will be tracked
with this indicator.

METHOD OF MEASUREMENT

Program data

MEASUREMENT FREQUENCY Annually
MEASUREMENT TOOL NAP
DISAGGREGATION By sex, age (<15, 15+) and subpopulation

STRENGTHS AND WEAKNESSES

Larger numbers of PLHIV in treatment may be due to larger numbers of
PLHIV as well as a larger proportion in treatment. Therefore an increase in
numbers is not necessarily a positive sign unless triangulated with other
information.

page A-65




Output 5.5.4: Number of PLHIV having an opportunistic infection (Ol) (disaggregated by type of Ol)

WHAT IT MEASURES

The number of PLHIV who seek medical care for an opportunistic infection

RATIONALE

PLHIV may suffer an opportunistic infection when they are not receiving
ARV treatment or their immune system is compromised for another
reason. The indicator tracks both the number of Ols but also whether
PLHIV seek medical care

METHOD OF MEASUREMENT

Program data

MEASUREMENT FREQUENCY Annually
MEASUREMENT TOOL NAP
DISAGGREGATION By sex, age (<15, 15+) and subpopulation, as well as by type of Ol

STRENGTHS AND WEAKNESSES

It is important to track infections related to HIV/AIDS as a way to see
weaknesses in the care, support and treatment system. Outcomes for
these patients should be tracked through the system as well.

Output 5.5.5 Number of PLHIV lost to follow up and deaths (disaggregated by non ART and ART and cause of

death)

WHAT IT MEASURES

The effectiveness of the care, support and treatment system in effectively
treating PLHIV and in keeping track of PLHIV who have been tested and
received other services

RATIONALE

Enhanced efforts for care and treatment of PLHIV should result in fewer
deaths. At the same time, greater attention to monitoring and evaluation
and to data quality should result in fewer patients lost to follow-up.

METHOD OF MEASUREMENT

Program data

MEASUREMENT FREQUENCY Annually
MEASUREMENT TOOL NAP
DISAGGREGATION By sex, age (<15, 15+) and cause of death (if applicable)

STRENGTHS AND WEAKNESSES

Patients may be lost to follow-up for several reasons: errors in clinic
records, incomplete records, and double counting, in addition to patients
who fail to return for medical treatment. Tracking this number should lead
to improvements in data quality.
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Output 5.6.1: Number of children affected by HIV & AIDS and other vulnerable children receiving care and

support

WHAT IT MEASURES

The number of children receiving care and support

RATIONALE

A key objective of Thailand's program for CABA and other vulnerable
children is to promote equal and universal access to high quality, gender-
responsive essential health and social services for CABA as well as for other
vulnerable and marginalized children in 29 target provinces. This program
output indicator monitors the total number of children receiving support
from Child Action Groups (CAGs) through peer group support and children's
camps.

METHOD OF MEASUREMENT

This core output indicator combines information from two Global Fund
output indicators measuring the number of children receiving peer group
support and receiving psychosocial support. The monitoring system
maintained by ACCESS will use unique identifiers for children so they are not
double counted. Type of care and support will be determined.

MEASUREMENT FREQUENCY

Annually

DISAGGREGATION

Type of services, sex and age

Output 5.7.1: Number of KAPs, PLHIV, CABA, other VC and stakeholders provided with sensitization training
on stigma & discrimination, human rights, and gender issues including gender violence

WHAT IT MEASURES

Progress in raising awareness among PLHIV, those at higher risk of HIV
transmission, and other stakeholders on stigma & discrimination, human
rights, and gender issues including gender violence, including responses to
these situations.

RATIONALE

Thailand's NAS emphasizes the goal of eliminating discrimination, both for
those living with HIV and key affected populations. Under Strategic Objective
5.7.1 the program will work towards increased awareness of adverse effects
of stigma, discrimination and human rights violations on HIV prevention and
care among communities and service providers. This indicator measures
progress on training stakeholders on these issues.

Sensitization workshops can include:

=  Sensitization on reducing stigmatization discrimination and insult

=  Human rights violation and segregation

= Understanding HIV prevention for key affected populations, Children
affected by HIV and AIDS and vulnerable children such including harm
reduction, reproductive health, HIV and STI, sex worker’s health issues
and knowledge on HIV

METHOD OF MEASUREMENT

Regular program monitoring tracking the number of stakeholders trained.

MEASUREMENT FREQUENCY

Annually

DISAGGREGATION

By type of population/group
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Output 5.8.1: Establish a long-term public communication plan in support of Thailand getting to Zero

WHAT IT MEASURES

The development and implementation of a long-term public communication
plan in support of Thailand getting to Zero

RATIONALE

The objective of the public communications strategy is to create social
norms and understanding in support of critical services needed for Thailand
to reach the Three Zeros. In the first year of the NAS, a long-term public
communications plan will be developed for effectively reaching the Thai
public on social norms about PLHIV and KAPs and the need to support
programs working towards the Three Zeros. Norms about stigma,
discrimination and human rights are key to attitude change on these issues.

Once the public communication plan is in place, output indicators will be
developed to measure progress on the plan to the end of the NAS period.

METHOD OF MEASUREMENT

Regular program monitoring

MEASUREMENT FREQUENCY

End of 2012
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SUPPLEMENTAL INDICATORS

SO1 _S1 Percentage of sex workers (male and female) and multi-partner MSM who received STI screening in

the past 12 months

WHAT IT MEASURES

Progress in promoting STl screening to sex workers and MSM

RATIONALE Frequent screening for STls is particularly important to prevent the spread of
STIs and as an indicator of irregular condom use. This indicator measures the
effectiveness of the STI program in motivating sex workers and multi-partner
MSM to receive regular screenings.

NUMERATOR Number of FSWs, MSWs, and MSM who say they have had more than one

partner in the past 12 months who say they received STI screening in the past
12 months

DENOMINATOR

Number of FSWs, MSWs, and MSM who say they have had more than one
partner in the past 12 months

METHOD OF Integrated Biological and Behavioral Surveillance (IBBS)

MEASUREMENT

MEASUREMENT 2012, 2014, 2016

FREQUENCY

DISAGGREGATION a. FSWs: Data for this indicator will be disaggregated by age (<25; 25+) and
calculated separately by type of sex work (venue-based, non-venue-based)
b. MSW & c. MSM: Data for this indicator will be disaggregated by age (<25;
25+)

STRENGTHS AND Self-reported STl screening data should be triangulated with program

WEAKNESSES monitoring data. Sample size for multi-partner MSM may be small.

Accessing and/or surveying key affected populations can be challenging.
Consequently, data obtained may not be based on a representative sample of
the national population being surveyed. If there are concerns that the data are
not based on a representative sample, these concerns should be reflected in
the interpretation of the survey data. Information on the sample size, the
quality and reliability of the data, and any related issues should be included in
the report submitted with this indicator.
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SO1_S2 STl prevalence among sex workers (male and female), MSM and injecting drug users

a. FSWs b. MSWs c. MSM d. IDU

WHAT IT MEASURES

Progress in promoting condom use among sex workers, MSM and IDUs

RATIONALE

HIV prevention programs

NUMERATOR

Number of FSWs, MSWs, MSM and IDUs surveyed who test positive for STls
including Syphilis, chlamydia, gonorrhea, non-specific urethritis

DENOMINATOR

Number of FSWs, MSWs, MSM and IDUs surveyed

METHOD OF IBBS
MEASUREMENT
MEASUREMENT 2012, 2014, 2016
FREQUENCY
DISAGGREGATION a. FSWs: Age (<25; 25+), type of sex work (venue-based, non-venue-based)
b. MSWs: Age (<25; 25+)
c. MSM: Age (<25; 25+), group (MSM-VDT, TG)
d. IDUs: Age (<25; 25+), sex, and employment status.
STRENGTHS AND STI prevalence results for the IBBS will be reported at the national level and
WEAKNESSES variation by local area cannot be assessed.

Accessing and/or surveying key affected populations can be challenging.
Consequently, data obtained may not be based on a representative sample of
the national population being surveyed. If there are concerns that the data are
not based on a representative sample, these concerns should be reflected in
the interpretation of the survey data. Information on the sample size, the
quality and reliability of the data, and any related issues should be included in
the report submitted with this indicator.
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S02.2_S1 Percentage of health facility staff who report that their facility has written guidelines to protect
PLHIV and KAPs from discrimination

WHAT IT MEASURES

It measures whether health facility staff know of written guidelines to protect
patients living with HIV in their healthcare setting.

RATIONALE This indicator addresses institutional barriers that help to reduce HIV stigma
and discrimination in a healthcare setting. The existence of written (formalized)
guidelines that protect patients living with HIV from stigma and discrimination
provides information about whether healthcare settings are nurturing a safe
environment for its patients.

NUMERATOR Number of health facility staff who reported yes

DENOMINATOR Number of all health facility staff interviewed

METHOD OF S/D survey among heath facility staff

MEASUREMENT

MEASUREMENT 2013-2014, 2016

FREQUENCY

DISAGGREGATION Type of service

STRENGTHS AND Measuring the existence of institutional-level facilitators and barriers for

WEAKNESSES providing non-stigmatizing and non-discriminatory care in healthcare settings is

critical because it captures whether health facilities offer an environment in
which stigma and discrimination are not tolerated and whether policies and
practices within the healthcare setting support high-quality care.

While this question captures the existence of a policy to protect patients living
with HIV from stigma and discrimination, it does not provide any information
about whether or how well the policy is being implemented. If you are
interested in collecting such information, a recommended indicator is: | will get
in trouble at work if | discriminate against patients living with HIV. Ask this
indicator before asking about written guidelines to reduce social desirability
bias in the response to the question about existence of written guidelines.
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S05.2.1 _S1 Percentage of schools that provided sexual and reproductive health education to an agreed
standard in the last academic year

WHAT IT MEASURES

Acceptance and dissemination of the standard sexual and reproductive health
curriculum for youth in the schools

RATIONALE The standard curriculum for sexual and reproductive health is now developed
but has not been fully disseminated throughout the country. National
monitoring of the percentage of schools that provide the curriculum is a step
toward institutionalizing sex education nationally.

NUMERATOR Number of schools that provided sexual and reproductive health education to

an agreed standard in the last academic year

DENOMINATOR

Total number of schools

METHOD OF Program monitoring by the Ministry of Education

MEASUREMENT

MEASUREMENT Annual

FREQUENCY

DISAGGREGATION Regional by type of school

STRENGTHS AND Comprehensive sexuality education alone probably is insufficient to change
WEAKNESSES attitudes and behaviors over the long-term since youth have different ways of

learning as they mature into adolescence and adulthood. Increased ease of
access to sexual material, less supervision by parents and peer pressure play a
role. Moreover, promotion of comprehensive sexuality education has been a
weak point of the national program, as institutionalizing comprehensive
sexuality education in the school system has required policy improvements at
the national and ministerial level. Some MoE administrators and teachers still
do not accept the need for comprehensive sexuality education. In any case, the
national effort to monitor whether schools are using the standard curriculum is
a step forward.

page A-72




S05.2.2 _S1 Percentage of young people seeking essential HIV prevention services (condoms; HIV testing
and counseling; contraceptive services)™

WHAT IT MEASURES

Progress at promoting HIV and RH services for sexually active youth

RATIONALE Evidence shows that young people are increasingly at risk of HIV and STls
through becoming sexually active before marriage. Youth-friendly services have
been implemented to fill this need and to overcome barriers to youth seeking
sexual and reproductive health services.

NUMERATOR Number of young people who report purchasing/receiving condoms, seeking

HIV testing and counseling, and or seeking contraceptive services

DENOMINATOR

Number of youth surveyed

METHOD OF BSS (New question)

MEASUREMENT

MEASUREMENT Annual

FREQUENCY

DISAGGREGATION Sex, age (15-19, 20-24)

STRENGTHS AND BSS questions should be carefully formulated to include a realistic time
WEAKNESSES dimension because, in most settings, adolescents seldom seek these services.

An increase in the reported need for services does not necessarily mean an
increase in health problems, but may be attributable to IEC programs or other
factors that increase awareness of health issues and can prompt preventive or
curative behavior. Moreover, the measurement of service utilization provides
no information about the quality of services. In order to obtain a better
understanding of the trends observed in utilization, these data should be
complemented by measuring the quality and effectiveness of health services.
Because the indicator is measured through survey data, it is difficult to
triangulate with service statistics at youth-friendly services

> PEPFAR indicator
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S05.2.3 _S1 Percentage of young women and men who have had sexual intercourse before the age of 15

WHAT IT MEASURES

Progress of the program on effectively communicating the benefits of delayed
sexual initiation, as well as the extent of risk of HIV transmission through sexual
activity among young people.

RATIONALE

A goal of the HIV program for youth is to delay the age at which young people
first have sex and discourage premarital sexual activity because it reduces their
potential exposure to HIV. There is also evidence to suggest that first having sex
at a later age reduces susceptibility to infection per act of sex, at least for
women.

NUMERATOR

Number of males and females surveyed who report that their first sexual
experience took place before the age of 15

DENOMINATOR

Number of males and females (age 15-24) surveyed

METHOD OF BSS among male and female factory workers, male conscripts, students in
MEASUREMENT secondary school grade 11, and students in vocational school, all aged 15-24
MEASUREMENT 2012, 2014, 2016

FREQUENCY

DISAGGREGATION Sex, current age (15-19, 20-24), type of survey

STRENGTHS AND It is difficult to monitor change in this indicator over a short period because
WEAKNESSES only individuals entering the group, i.e. those aged under 15 at the beginning of

the period for which the trends are to be assessed, can influence the
numerator. If the indicator is assessed every two to three years, it may be
better to focus on changes in the levels for the 15-17 age group. Young
people’s responses to survey questions on this issue may be biased, including a
deliberate misreporting of age at which they first had sex.
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S05.2.3 _S2 STl prevalence among youth aged 15-24

WHAT IT MEASURES

Effectiveness of the program in reaching youth about the risks of STIs and
condom use

RATIONALE There is increasing evidence that youth are having sex at younger ages and that
condom use is low among this group. Recent data shows increasing rates of STls
among 15-19 and 20-24 year-olds (NAC, 2010).

METHOD OF Program monitoring

MEASUREMENT

MEASUREMENT Annual

FREQUENCY

DISAGGREGATION Age (15-19, 20-24)

STRENGTHS AND BATS program monitoring must disaggregate and report on STl cases among

WEAKNESSES youth.
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S05.2.3 _S3 Percentage of adults aged 15-49 who have sexual intercourse with more than one partner in

last 12 months (GARP 1.3)

m. Thai e. Migrant workers

WHAT IT MEASURES

Effectiveness of HIV prevention communication efforts for the general
population and migrant workers

RATIONALE

A substantial proportion of new HIV cases come from spousal transmission and
casual/extramarital sex. Effective HIV prevention campaigns must reach the
general population who may be engaging in casual sex with multiple partners
about HIV risk. Migrant worker programs for HIV prevention focus on risk
reduction

NUMERATOR

Number of adults aged 15-49 surveyed who report having more than one sexual
partner in the past 12 months

DENOMINATOR

Number of adults age 15-49 surveyed

METHOD OF m. Thailand does not have a national household survey planned in the next five
MEASUREMENT years; therefore the indicator value will be used from four BSS.
e. MW Integrated Biological and Behavioral Survey
MEASUREMENT 2012, 2014, 2016
FREQUENCY
DISAGGREGATION m. By age (15-24, 25-49), sex
e. Data for this indicator will be disaggregated by sex, age (<25; 25+), type of
job (fisheries and seafood processing, factories, agricultural industry and
construction) and country of origin
STRENGTHS AND This indicator gives a picture of levels of higher-risk sex. If people have only one
WEAKNESSES sexual partner, the change will be captured by changes in this indicator.

However, if people simply decrease the number of sexual partners they have,
the indicator will not reflect a change, even though potentially this may have a
significant impact on the epidemic spread of HIV and may be counted a
program success. Additional indicators may need to be selected to capture the
reduction in multiple sexual partners in general.
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S05.5.1_S1 Percentage of adults with CD4 < 100 cells/mm? at initiation of antiretroviral therapy

WHAT IT MEASURES

Progress at promoting treatment for PLHIV so that they are tested and seek
treatment early.

RATIONALE PLHIV with CD4<100 cells/mm’ already have compromised immune systems.
Early detection of HIV and monitoring of the CD4 count allows treatment to
begin before the immune system is compromised.

NUMERATOR Number of adults with CD4 < 100 ceIIs/mm3 at initiation of antiretroviral

therapy

DENOMINATOR

Number of adults initiating antiretroviral therapy

METHOD OF NAP

MEASUREMENT

MEASUREMENT Annual

FREQUENCY

DISAGGREGATION Sex, age (<25, 25+), Thai/non-Thai

STRENGTHS AND The indicator provides a good measure of the effectiveness of the program in
WEAKNESSES reaching PLHIV early. If promotion of AIDS treatment results in reaching

underserved groups such as non-Thai citizens, the indicator may increase rather
than decrease at first.
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S05.5.1 _S2 Percentage of Pre-ART patients received CD4 check up at least once in last 12 months

WHAT IT MEASURES

Progress in increasing access for regular monitoring of PLHIV who still have a
high CD4 count and thus are not yet eligible for ART.

RATIONALE An effective ART treatment program should initiate treatment when the CD4
count drops below the eligibility threshold. PLHIV who have not yet begun ARV
treatment should regularly monitor their CD4 count. The indicator measures the
effectiveness of communication programs for PLHIV and of removing barriers to
access to treatment.

NUMERATOR Number of pre-ART patients receiving CD4 check-up in the past 12 months

DENOMINATOR Number of PLHIV not receiving ARV treatment

METHOD OF NAP

MEASUREMENT

MEASUREMENT Annual

FREQUENCY

DISAGGREGATION Sex, age (<25, 25+), Thai/non-Thai

STRENGTHS AND The indicator provides a good measure of whether registered PLHIV are

WEAKNESSES receiving regular health check-ups. The denominator may be undercounted if

PLHIV are not identified in the NAP database.
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S05.5.1_S3 Percentage of PLHIV with at least 12 months of ART who were indicated as having treatment

failure

WHAT IT MEASURES

Percentage of PLHIV on ART who are genotypic resistant

RATIONALE

Regular monitoring of PLHIV on treatment is needed to assure that they are
following the treatment regimen and that they are not resistant to the
treatment. A significant proportion of new HIV infections result from the
transmission of strains that are already resistant to one or more antiretroviral
drugs.

NUMERATOR

Number of PLHIV on ARV who undergo viral load testing and:

e Have viral load > 2000 copies and through genotypic assay testing are
found to be genotypic resistant; or

e Have viral load > 2000 copies and through genotypic assay testing are
found not to be genotypic resistant, but the resistant type of virus is found
to be more than 20% of all viruses present.

Special consideration cases such as clinically suspected treatment failure may
be sent for genotypic assay testing in case of viral load >1000 copies.

DENOMINATOR

Number of PLHIV who have been on ART for at least 12 months who undergo
viral load testing

METHOD OF NAP
MEASUREMENT

MEASUREMENT Annual
FREQUENCY

DISAGGREGATION TBD
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S05.5.2 _S1 Percentage of PLHIV report using a condom the last time they had sex

WHAT IT MEASURES Effectiveness of the program in promoting condom use among PLHIV

RATIONALE Programs designed for PLHIV must include HIV prevention efforts along with
treatment, support and care.

NUMERATOR Number of PLHIV who report using a condom the last time they had sex

DENOMINATOR Number of PLHIV surveyed

METHOD OF PLHIV survey

MEASUREMENT

MEASUREMENT 2012, 2014, 2016

FREQUENCY

DISAGGREGATION Sex; age (<25, 25+)

STRENGTHS AND Survey should also take note of the percentage of PLHIV who are not sexually

WEAKNESSES active
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S05.7.1 _S1 Number of communities in the priority provinces who accept harm reduction programs

WHAT IT MEASURES

Increase in the number of communities willing to accept harm reduction
programs

RATIONALE Stigma and discrimination towards IDUs means that many communities are
unwilling to allow harm reduction programs to be based there. In the 31 priority
provinces, an increased number of such programs will be implemented to scale
up the HIV prevention program for IDUs.

METHOD OF Special survey, program monitoring

MEASUREMENT

MEASUREMENT 2012, 2016

FREQUENCY

DISAGGREGATION Provincial

STRENGTHS AND Program monitoring should also take note of communities who refuse harm

WEAKNESSES reduction programs.
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S05.7.2 _S1 Percentage of health facility staff who worry about HIV when providing care or services to

PLHIV

WHAT IT MEASURES

It measures HIV infection worry among health facility staff when performing
certain work-related activities — both non-invasive procedures (with no risk of
infection) and invasive procedures (with some risk of infection).

RATIONALE

Fear of HIV infection in work-related activities is an individual-level driver of HIV
stigma and discrimination in healthcare settings. Fear of HIV infection in the
work setting continues to be prevalent among health facility staff so deepening
knowledge of HIV transmission and prevention is necessary to offer high quality
services in a non-stigmatizing environment.

NUMERATOR

Number of health facility staff who reported worry to any of the three
statements

DENOMINATOR

Number of all health facility staff interviewed. If a respondent responds non-
applicable to all three statements, they should be excluded from the
denominator.

METHOD OF S/D survey among health facility staff
MEASUREMENT
MEASUREMENT 2012-2014, 2016
FREQUENCY
MEASUREMENT TOOL This indicator is constructed from the responses to the following set of
prompted questions:
How worried would you be of getting HIV if you did the following? Would
you be very worried, worried, a little worried, not worried? If any of the
following is not one of your job responsibilities or you are living with HIV,
please select “Not applicable”.
1. Touched the clothing or bedding of a patient living with HIV
2. Dressed the wounds of a patient living with HIV
3. Drew blood from a patient living with HIV
Respondents who report worry on any of the three statements.
DISAGGREGATION Sex and type of staff
STRENGTHS AND Measuring the fear of HIV transmission among health facility staff in work-
WEAKNESSES related activities with patients living with HIV is an important driver of HIV

stigma and discrimination. It can lead to discriminatory behaviors like physical
isolation of PLHIV, refusal to care for PLHIV, visible marking of HIV status, and
unnecessary use of precautions. Understanding the specific fears that health
facility staff have around HIV transmission allows for a more effective response
to address those fears facility-wide and can include trainings in universal
precautions and increasing depth of understanding of how HIV is transmitted
and not transmitted.

Because these three items are presented in increasing levels of procedure
invasiveness where touching the clothing or bedding of a patient living with HIV
is the least invasive procedure while drew blood from a patient living with HIV is
the most invasive procedure and include at least one situation that most
respondents will relate to, this indicator will capture fear of HIV transmission
among the majority of respondents.
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S05.8 _S1 National unified plan exists for communicating to the public (yes/no)

WHAT IT MEASURES

Whether the first stage of planning is conducted to achieve Strategic Objective
8

RATIONALE As part of Optimization and Consolidation, Strategic Objective 8 will harmonize
and optimize interventions and programs in public communication. The first
measure under this objective is to establish a long-term public communication
plan in support of Thailand Getting to Zero.

METHOD OF Monitoring system

MEASUREMENT

MEASUREMENT Annual

FREQUENCY

DISAGGREGATION NA

STRENGTHS AND Accomplishment of this measure is only a first step towards achieving the

WEAKNESSES strategic objective.
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Annex 3: Program frameworks

Note: Program frameworks are nested within the overall National AIDS Strategy. Goal, outcome and core output indicators from the NAS that are relevant to the program
are displayed to show how the program fits in the overall strategy. Program-level outputs are shown in green, with links to other programs in gray.
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Figure A3.1: THAILAND NATIONAL AIDS STRATEGY 2012-2016: PREVENTION FOR FEMALE SEX WORKERS

FSW PROGRAM OUTPUTS

OD X ATIO

G1 New HIV infections reduced by two-
thirds

G1.1 Estimated number of infections
averted

G6 All laws and policies obstructing
equal access to services are revised

G6 National Commitments and Policy
Instruments (specific to human rights)

G7 Human Rights and gender-specifi

addressed in all HIV responses
G7 Percentage of PLHIV & KAPs reporting no experience of

G1.2 Percentage of people living with HIV

rights violations during their service visit

c needs are

stigma, discrimination, gender-related issues or human

G8 Stigma and discrimination towards PLHIV and key affected

populations reduced by half

G8.1 Percentage of health facility staff who have observed unjust treatment

of PLHIV and KAPs in their facility in past 12 months

G8.2 Percentage of respondents who report discriminatory attitudes

1. INNOVATION AND CHANGE

2. OPTIMIZATION AND CONSOLIDATION

Strategy 1: Expand rights-based and gender-sensitive comprehensive prevention
services for populations with the highest numbers of HIV transmission

SO1: Reach at least 80% of SW, MSM and IDUs (Thai and non-Thai) in priority
provinces with comprehensive and integrated prevention services
S$01.1a Percentage of FSWs who know where to get an HIV test and have been given
condoms through an HIV prevention program
S$01.2a Percentage of FSWs reporting the use of a condom with their most recent
client
S01.3a Percentage of FSWs who received an HIV test in the last 12 months and who
know the results
SO1.6a Percentage of FSWs who both correctly identify ways of preventing the
sexual transmission of HIV and who reject major misconceptions about HIV
transmission

SO1_S1a Percentage of female sex workers who received STl screening in the past 12

Strategy 2: Expand the protective

social, legal and gender—sensitive

environment essential for HIV
prevention and care

$02.1 All legal and policy barriers as

regards comprehensive prevention and

care are identified and revisions
proposed
S02.1 Number of Barriers and
revisions proposed
$02.2 Laws and policies in support of
essential HIV prevention and care

services are effectively implemented

S02.2 Revised legal and Policy are

Strategy 3: Localize
ownership and
response

SO3. In priority
provinces, local areas
develop and implement
HIV responses with
substantial contribution
of their resources
SO3 Number of provinces
with at least a 10%
increase in percentage of
resources allocated for
HIV prevention

Strategy 4: Implement a new
generation of strategic
information to inform and guide
the national response at all levels

SO04. Strategic information used
at national and local level to
develop, guide and monitor
evidence-based responses to

HIV/AIDS
S04.1 Number of provinces that
develop operational plans based
on locally available strategic
information in the past year
S04.2 Proportion of HIV prevention
budget allocated for innovation

5.3 Condom
programming
$05.3.1 Thailand
has functioning
systems to ensure
universal access
to condoms
505.3.1.1 Number
of condoms
available for
distribution
nationwide per
person 15-49
during the last 12

5.7 Stigma and discrimination

$05.7.1 Increased awareness of adverse
effects of stigma, discrimination and human
rights violations on HIV prevention and care
among communities and service providers
SO 5.7.1 Percentage health facility staff
that hold stigmatizing views about PLHIV
S05.7.2 Rights protection mechanisms
for key affected populations are functional
in priority provinces
S$05.7.21 Number of provinces with rights
protection mechanisms established;
S05.7.2.2 Percentage of cases resolved for
those who seek assistance on human rights,

months

implemented (yes/no)

months stigma and discrimination

and change

Increased informed demand, availability and accessibility
to integrated package of services

Enabling environment for
prevention activities

Strategy 1 Outputs: Prevention Services 5.3 Condom Programming

Outputs

01.1 # FSWs reached with HIV prevention
program in last 12 months 05.3.1 # of condoms

distributed to FSWs
01.2 # FSWs screened and treated for STls in last

12 months

Easily accessible outlets for
prevention supplies
(condomes, lubricant, female
condoms) through free and
affordable distribution to
FSWs (e.g. vending
machines) increased
Options for FSW to use
condoms, lubricant, female
condoms increased
Community-based
strategies for managing
condoms, lubricant, and
female condoms (all levels,
agencies)

Increased efficiency of
logistics management of
prevention supplies through
participation of all sectors

01.3 # FSWs tested for HIV and received results
in last 12 months

01.4 # STl and/or HCT private or NGO clinics

e Standard operations handbook produced for
comprehensive FSW services including STl & HIV
screening and peer educator training

e FSW-friendly STl and HIV screening outlets (both
public and private) are increased

e Health service providers trained to improve
knowledge and skills in testing for and treatment
of STIs and HIV for FSW and improve quality
standards

e Drop-in center services expanded in local areas
with high numbers of FSW

e Targeted media produced that is audience-
specific for clients and FSW

e Improved content, channels and methods of
communicating behavior change messages

Strategy 2 Outputs: Protective Environment

02.1: Number of case reports on human rights, gender, gender-
based violence and discrimination

e Model of collaboration in prevention created among policy
makers, law makers, government staff, and key individuals in
the community to reduce abuse and allow FSW to be treated
as ordinary citizens

5.7 Stigma and Discrimination Outputs

05.7.1: Number of FSWs provided with sensitization
training on stigma & discrimination, human rights, and
gender issues including gender violence

e #of local, provincial and national stakeholders attending
sensitization workshops

e Service providers trained on stigma and discrimination
against FSW

e FSW are informed of their rights as part of HIV screening

e Standards for entertainment/service establishments
developed so that there is shared responsibility among
owners, FSWs and related agencies

e Crisis response team established through peer leaders
and linked with network for prevention and protection
from rights violations for all FSW

Effective management and sustainable financing of national and sub-

national responses

03.1: Number of local authorities in

03.2

Strategy 3 Outputs: Localize Strategy 4 Outputs: Strategic Information

Ownership
04.1: Number of priority provinces that have key

strategic information and use it for developing the
priority  provinces allocating provincial operation plan
resources and coordinating for

HIV prevention and care

Population size estimates for venue/ non-venue-
based FSW produced and disseminated
Gathering places of FSWs mapped to clarify
problems and needs and guide interventions
Information developed to establish ESO standards
and system established to monitor progress
Links established for hospitals to HIV/AIDS
database including prevention and treatment
Provincial data centers established to assemble,
analyze and disseminate data to all sectors

Best practices in prevention for venue and non-
venue-based FSW compiled and disseminated

AIDS spending at the
provincial and national level by
categories and financing sources

National and local strategies for
advocacy are developed for FSW
programs to be part of AIDS
action plans of all provinces and
localities

Methods developed for improved
linkages of government and NGO

services

PCM is part of the
implementation structure in
every province or alternative
strategies advocated

FSW representatives are included
in provincial coordination

Referral

Care and treatment referral for all FSWs
who test positive for HIV




Figure A3.2: THAILAND NATIONAL AIDS STRATEGY 2012-2016: PREVENTION AMONG MEN WHO HAVE SEX WITH MEN

ZERO NEW HIV INFECTIONS

ZERO DISCRIMINATION

G1 New HIV infections reduced by two-thirds G6 All laws and policies obstructing equal

access to services are revised

G7 Human Rights and gender-specific needs are addressed
in all HIV responses

G8 Stigma and discrimination towards PLHIV and key

. . . affected populations reduced by half
G1.1 Estimated number of infections averted

G7 Percentage of PLHIV & KAPs reporting no experience of stigma,
discrimination, gender-related issues or human rights violations
during their service visit

G8.1 Percentage of health facility staff who have observed unjust
treatment of PLHIV and KAPs in their facility in past 12 months

G6 National Composite Policy Index

G1.2 Percentage of people HIV infected (specific to access)

G8.2 Percentage of respondents who report discriminatory attitudes

1. INNOVATION AND CHANGE 2. OPTIMIZATION AND CONSOLIDATION

Strategy 1: Expand rights-based and gender-sensitive comprehensive prevention services for
populations with the highest numbers of HIV transmission

5.3 Condom
programming

Strategy 4: Implement a new
generation of strategic

Strategy 2: Expand the
protective social, legal and

Strategy 3: Localize
ownership and

5.7 Stigma and discrimination

$05.7.1 Increased awareness of

SO1: Reach at least 80% of SW, MSM and IDUs (Thai and non-Thai) in priority provinces
with comprehensive and integrated prevention services
S01.1b, SO1.1c Percentage of MSWs, MSM who know where to get an HIV test and have
been given condoms through an HIV prevention program
S01.2b Percentage of MSWs reporting the use of a condom the last time they had anal sex

with a client

with a male partner

OUTCOMES

who know the results

S01.6b,c Percentage of MSW, MSM who both correctly identify ways of preventing the
sexual transmission of HIV and who reject major misconceptions about HIV transmission

S01.2c Percentage of MSM reporting the use of a condom the last time they had anal sex

S01.3b, c Percentage of MSW, MSM who received an HIV test in the last 12 months and

gender-sensitive environment
essential for HIV prevention and
care

S02.1 All legal and policy barriers
as regards comprehensive
prevention and care are identified
and revisions proposed
S02.1 Number of barriers identified,
revisions proposed

$02.2 Laws and policies in support
of essential HIV prevention and care
services are effectively implemented

response

SO3. In priority
provinces, local areas
develop and implement
HIV responses with
substantial contribution
of their resources
SO3 Number of
provinces with at least a
10% increase in
percentage of resources
allocated for HIV
prevention

information to inform and guide
the national response at all levels
SO04. Strategic information
used at national and local level
to develop, guide and monitor
evidence-based responses to
HIV/AIDS
S504.1 Number of provinces that
develop operational plans based
on locally available strategic
information in the past year
S04.2 Proportion of HIV
prevention budget allocated for

$05.3.1 Thailand
has functioning
systems to ensure
universal access
to condoms
505.3.1.1 Number
of condoms
available for
distribution
nationwide per
person 15-49
during the last 12
months

adverse effects of stigma, discrimination
and human rights violations on HIV
prevention and care among communities
and service providers
S0 5.7.1 Percentage health facility staff
that hold stigmatizing views about PLHIV
S05.7.2 Rights protection mechanisms
for key affected populations are
functional in priority provinces
S$05.7.21 Number of provinces with rights
protection mechanisms established;
S05.7.2.2 Percentage of cases resolved for
those who seek assistance on human

S02.2 Revised legal and Policy are
implemented (yes/no)

SO1_S1b,c Percentage of male sex workers and multi-partner MSM who received STI
screening in the past 12 months

innovation and change rights, stigma and discrimination

Increased informed demand, availability and accessibility
to integrated package of services

Enabling environment for
prevention activities

Effective management and sustainable financing of national and sub-national
responses

Strategy 1 Outputs: Prevention Services 5.3 Condom Strategy 2 Outputs: Protective Environment Strategy 3 Outputs: Localize Ownership Strategy 4 Outputs: Strategic Information
Programming
01.1 # MSM reached with HIV prevention program in last 12 months Outputs 02.1: Number of case reports on human rights, 03.1: Number of local authorities in priority 04.1: Number of priority provinces that have key

gender, gender-based violence and

discrimination

provinces allocating resources and
coordinating for HIV prevention and care

strategic information and use it for developing the

01.2 # MSM screened and treated for STls in last 12 months provincial operation plan

05.3.1 Total number
01.3 # MSM tested for HIV and received results in last 12 months of condoms

N e Central database system for specific populations with
distributed to MSM

links to data on services in the public and private
sectors
e Population size estimates of MSM, TG and MSW

e Campaigns to build cooperation on prevention with
policy makers, clinicians, legal staff, government
staff and key individuals in the community

03.2 AIDS spending at the provincial and
national level by categories and financing
sources

01.4 # STl and/or HCT private or NGO clinics
e Increased channels

improved with clear guidelines developed

e Outreach services, ST screening/treatment, and HIV screening services for

MSM expanded

e Alternative services for MSM developed (e.g. mobile clinics, one-stop
services, special clinic days, same-day results)

e Targeted media produced that is audience-specific for MSM and accessible

for them

MSM PROGRAM OUTPUTS

* Improved content, channels and methods of communicating behavior change

developed for
providing adequate
and continuous
supplies of condoms
and lubricant
through a revolving

strengthened

05.7.1: Number of KAPs, PLHIV and CABA and

5.7 Stigma and Discrimination Outputs

have roles in implementation according to the
provincial coordination strategy

e Representatives of the populations of MSM, TG
and MSW supported to play an intensive role in
provincial strategic coordination with joint
ownership

e Community advisory board built and
strengthened

o Improved knowledge of HIV prevention services among MSM including and models of e Channels, strategies and processes created that conducted and results disseminated
condoms, Iubrlc:?mt, STl screening and treatment‘ a.nd HIV sc.reenlng distributing support MSM, TG and MSW to participate in policy e Provincial and local S_trateglc and action plan on « Program monitoring data is analyzed and results
Standard operations handbook produced and minimum national standards condoms and formulation and guidelines for AIDS services at all AIDS that addresses issues for MSM, TG and ) . e L.
met for comprehensive MSM services including STI & HIV screening and drop- - . MSW applied to planning and modification of
in centers lubricant for easier fevels. e Balanced proportion of civil society and implementation
e Health service providers trained to improve knowledge and skills in testing access by MSM, TG e Capacity built for MSW, TG and MSW to implement government including committees to cover e Skills and ability built in community organizations,
for and treatment of STIs and HIV for MSM and improve quality standards and MSW prevention in their own communities ; . ) NGOs, and international organizations in monitoring
. " . X . implementation for all population groups and . L X
e Referral services to diagnosis and treatment of STls and HIV screening are o Guidelines e Network of MSM, TG and MSW built and and evaluation, and in utilization of results to improve

implementation and planning

e |mplementation and dissemination of related action
and policy research

e Best practices on prevention for MSM, TG, and MSW
compiled and presented

supply system for
condoms and
lubricant

messages developed that are appropriate for all MSM

Referral

stakeholders provided with sensitization training
on stigma & discrimination, human rights, and e Strategic linkages between the government and
civil society sectors developed and strengthened

gender issues including gender violence e Care and treatment referral for all MSM who test positive for HIV.

- — /|




Figure A3.3: THAILAND NATIONAL AIDS STRATEGY 2012-2016: PREVENTION AMONG INJECTING DRUG USERS

ZERO NEW HIV INFECTIONS ZERO DISCRIMINATION

G1 New HIV infections reduced by two-thirds G6 All laws and policies obstructing G7 Human Rights and gender-specific needs are G8 Stigma and discrimination towards PLHIV and key affected
. . . equal access to services are revised addressed in all HIV responses populations reduced by half
G1.1 Estimated number of infections averted
G6 National Composite Policy Index G7 Percentage of PLHIV & KAPs reporting no experience of G8.1 Percentage of health facility staff who have observed unjust treatment of
G1.2 Percentage of people HIV infected (specific to access) stigma, discrimination, gender-related issues or human PLHIV and KAPs in their facility in past 12 months

rights violations during their service visit
G8.2 Percentage of respondents who report discriminatory attitudes

1. INNOVATION AND CHANGE 2. OPTIMIZATION AND CONSOLIDATION
Strategy 1: Expand rights-based and gender-sensitive comprehensive prevention Strategy 2: Expand the Strategy 3: Localize Strategy 4: Implement a new 5.3 Condom 5.7 Stigma and discrimination
services for populations with the highest numbers of HIV transmission protective social, legal and ownership and generation of strategic programming $05.7.1 Increased awareness of
nder—sensitive environmen response information to inform and g iscriminati
SO1: Reach at least 80% of SW, MSM and IDUs (Thai and non-Thai) in priority gender-sensitive environment a2 B S ———— $05.3.1 Thailand has adverse effects of stigma, discrimination
e — essential for HIV prevention and S03. In priority 8 vt P functioning systems to and human rights violations on HIV
. all levels i iti
‘.ﬂ $01.1d Percentage of IDUs who know where to get an HIV test and have been given care provinces, local areas 504. Strategic information ensure universal access Rreventonlond care among communities
E condoms through an HIV prevention program $02.1 All legal and policy barriers develop and d ional and local level tolcondoms and service providers
) ; : impl t HIV used at national and local leve SO 5.7.1 Percentage health facility staff
$01.2d Percentage of IDUs reporting use of a condom the last time they had sex as regards comprehensive implemen to devel ideland it 505.3.1.1 Number of R O
(@] ; . ¥ R - ith ®EETEE D, HHEE EHEl ey ) that hold stigmatizing views about PLHIV
o S01.3d Percentage of IDUs who received an HIV test in the last 12 months and who prevention and care are identified responses wi evidence-based responses to condoms available for SO 7 52 Rl it oo e
- know the results and revisions proposed s_ubsfantlal i HIV/AIDS distribution nationwide fo;' I;e agffect';d T Ay
= $01.4 Percentage of people who inject drugs reporting the use of sterile injecting $02.1 Number of barriers identified, contribution of their S04.1 Number of provinces per person 15-49 during JENEAELI ) N
o) . he last time they injected ey resources . 2 he last 12 h functional in priority provinces
equipment the ast time they injecte S02.2L. dp I{)' . : 503 Number of that develop operational plans thelosiiolmonts $05.7.21 Number of provinces with rights
.2 Laws and policies in supporf i es i N
S01.5 Number of syringes distributed per person who injects drugs per year by needle of essential HIV prevention and care provinces with at strabtzsigi:;o,:n:gg; :‘;Z'It‘;be le - protection mechanisms established;
and syringe programs services are effectively implemented least a 10% increase g - P $05.7.2.2 Percentage of cases resolved for
S01.6d Percentage of IDUs who both correctly identify ways of preventing the sexual 502.2 Revised legal and Policy are in percentage of vear. those who seek assistance on human
ieei . 0 i i ieei . S504.2 Proportion of HIV rights, stigma and discrimination
transmission of HIV and who reject major misconceptions about HIV transmission implemented (yes/no) resources allocated 3 ”
- . prevention budget allocated for
SO1_S2d STi (syphilis) prevalence among IDU for HIV prevention ; i
innovation and chanae
Increased informed demand, availability and Enabling environment for prevention Effective management and sustainable financing of national and sub-
accessibility to integrated package of services activities national responses
Strategy 1 Outputs: Prevention Services Strategy 2 Outputs: Protective Environment Strategy 3 Outputs: Localize Ownership Strategy 4 Outputs: Strategic Information
(7, 01.1 # IDUs reached with HIV prevention program in last 12 months 02.1: Number of case reports on human rights, gender, 03.1: Number of local authorities in 04.1: Number of priority provinces that have key
= . gender-based violence and discrimination priority provinces allocating resources strategic information and use it for developing the
2 01.2#1DUs screened and treated for STls in last 12 months o cof X I and coordinating for HIV prevention provincial operation plan
. . e Sustainable network of IDUs is strengthened and develops clear and care
|5 01.3 # IDUs tested for HIV and received results in last 12 months guidelines to work with external agencies to address AIDS and o Size estimates of the IDU population are conducted in
IDU issues efficientl i inci i i
(@) 01.4 # STl and/or HCT private or NGO clinics v 03.2 A_IDS spending at the provmual and areas of epidemic druAgAuse .
e Government, NGOs and IDU network advocates for laws and national level by categories and e Maps of IDU communities, service outlets, etc. are
= 01.5: Number of IDUs receiving OST (opioid substitution therapy) modifications to laws and policies to support harm reduction, financing sources developed
< reduce criminality of drug use and inconsistency of legal action, e System of HIV and behavioral surveillance among IDU is
o 01.6 Number of syringes and needles distributed and support voluntary, standard and efficient treatment o Implementation for IDU are built into improved and appropriate for the AIDS and IDU context
O national and local strategies and e Empirical data from M&E system is used by all relevant
O e HIV prevention services for IDUs meet national standards and are acceptable integrated into action plans sectors to modify HIV prevention strategy and improve
E to the medical establishment and clients 5.7 Stigma and Discrimination Outputs o Efficient local coordination strategies are services
e Curriculum developed to meet national standards and essential training linked with services e Research is conducted to generate empirical data to
2 conducted for staff and volunteers accessing and providing services to IDUs 05.7.1: Number of KAPs, PLHIV and CABA and  stakeholders o Sense of ownership is built among local support advocacy for improvements to laws and policies,
e o Multiple channels utilized for efficient communication with IDUs provided with sensitization training on stigma & discrimination, organizations for genuine implementation for public relations and for communication with the
o IDUs participate in planning their own health care through continuous human rights, and gender issues including gender violence of HIV prevention programs among IDU community and society
outreach
———————————————————————————————— | * Communication/public relations for acceptance, attitude change
i among health staff, prison staff, police and community leaders oA
5.3 Condom Programming Outputs such as community development workers and model Srenra
05.3.1 Total number of condoms distributed to IDUs communities e Care and treatment referral for all IDUs who test positive
for HIV




Figure A3.4: THAILAND NATIONAL AIDS STRATEGY 2012-2016: PREVENTION FOR MIGRANT WORKERS

ZERO NEW HIV INFECTIONS ZERO DISCRIMINATION

G1 New HIV infections reduced by two-thirds G6 All laws and policies obstructing equal access to services G7 Human Rights and gender-specific needs are addressed in all HIV responses

G1.1 Estimated number of infections averted are revised G7 Percentage of PLHIV & KAPs reporting no experience of stigma, discrimination, gender-related

G6 National Commitments and Policy Instruments (specific to issues or human rights violations during their service visit

G1.2e Percentage of migrant workers living with HIV human rights)

1. INNOVATION AND CHANGE 2. OPTIMIZATION AND CONSOLIDATION
Strategy 1: Expand rights- Strategy 2: Expand the protective social, Strategy 3: Localize Strategy 4: Implement a new 5.2 Young people 5.3 Cond?m programm-lng. 5.7 Stigma and discrimination
based and gender-sensitive legal and gender-sensitive environment ownership and generation of strategic $05.2.3 Safe $05.3.1 Thailand has functioning S05.7.1 Increased awareness of adverse
comprehensive prevention essential for HIV prevention and care response information to inform and guide sexua.l l;ehavior systems to ensure universal access to effects of stigma, discrimination and human
services for populations with . . L the national response at all levels condoms rights violations on HIV prevention and care
(7, $02.1 All legal and policy barriers as S03. In priority . L N .
w the highest numbers of HIV regards comprehensive prevention and care rovinces, local areas S04. Strategic information 505.2.3¢ S$05.3.1.1 Number of condoms available among communities and service providers
E transmission € ” '; o p. - ‘ dp i Id - used at national and local level to Rz af for distribution nationwide per person S0 5.7.1 Percentage health facility staff
areSCIDZe.rl‘tl:I 13 ban r(zwspns %ropgsed e::vo" ELEI Ty er.n:nt develop, guide and monitor I WS 15-49 during the last 12 months that hold stigmatizing views about PLHIV
o SO1: Reach at least 80% of -1 Number of barriers identified, (CEEIERS Ui evidence-based responses to 505.3.2_S1e Percentage of migrant S05.7.2 Rights protection mechanisms
() : revisions proposed substantial contribution who report the use q q
SW, MSM and IDUs (Thai oPOSE . HIV/AIDS workers who had more than one sexual for key affected populations are functional
|y P SRR $02.2 Laws and policies in support of of their resources of a condom at last : P :
o} and non-Thai) in priority A . . N 504.1 Number of provinces that e — partner in the past 12 months who in priority provinces
provinces with essential HIV prevention and care services are SO3 Number of provinces 5 tth f i i i 505.7.21 Number of . ith right
o ! effectively implemented el e T develop operational plans based report the use of a condom during their -7.21 Number of provinces with rights
) comprehensive arjd e T e e increase in percentage of on locally available strategic last intercourse protection mechanisms established;
integrated prevention il g y 2 g information in the past year $05.7.2.2 Percentage of cases resolved for
services implemented (yes/no) zescuices allocafedfor those who seek assistance on human rights,
HIV prevention stigma and discrimination
Increased informed demand, availability and accessibility Enabling environment for prevention Effective management and sustainable financing of national and
to integrated package of services activities sub-national responses
Strategy 1 Outputs: Prevention Services Strategy 2 Outputs: Protective Environment Strategy 3 Outputs: Localize Strategy 4 Outputs: Strategic Information
Ownership
02.1: Number of case reports on human rights, gender, 04.1: Number of priority provinces that have key
. . . gender-based violence and discrimination 03.1: Number of local authorities in strategic information and use it for developing
01.1 # MWs reached with HIV prevention program in last 12 months priority  provinces  allocating the provincial operation plan

e Number of government health service providers trained
for providing MW-friendly health services

resources and coordinating for
HIV prevention and care

01.2 # MWs screened and treated for STls in last 12 months

01.3 # MWs tested for HIV and received results in last 12 months

03.2 AIDS spending at the

01.4 # STl and/or HCT private or NGO clinics 5.7 Stigma and Discrimination Outputs provincial and national level by

categories and financing sources

e # of migrant workers reporting experience of stigma and

discrimination by service providers

e Number of peer educators and outreach workers trained to implement
HIV prevention activities for MWs

e Number of cases of sexually transmitted infections among MW diagnosed
and treated

Referral

MIGRANT WORKER PROGRAM OUTPUTS

e Care and treatment referral for all MWs

5.3 Condom Programming Outputs who test positive for HIV

05.3.1 # of condoms distributed to MWs




Figure A3.5: THAILAND NATIONAL AIDS STRATEGY 2012-2016: PREVENTION, CARE AND TREATMENT AMONG CLOSED SETTING POPULATIONS

OUTCOMES

CLOSED POPULATION PROGRAM OUTPUTS

ZERO NEW HIV INFECTIONS

G1 New HIV infections reduced by two-thirds

G1.1 Estimated number of infections averted
G1.2 Percentage of people living with HIV

G3 Equal access to quality treatment, care and support for all PLHIV

ZERO AIDS-RELATED DEATHS

G3.1 Percentage of people with advanced HIV receiving ART
G3.2 Quality of life for PLHIV

G4. Mortality among PLHIV reduced by half
G4.1 Number of AIDS related deaths
G4.2 Death rate 1 year after beginning ART

G5 TB deaths among PLHIV reduced by half

G5 Death rate of PLHIV who have TB infection
at 1 year after registration

1. INNOVATION AND CHANGE

Strategy 1: Expand rights-based and gender-sensitive comprehensive prevention
services for populations with the highest numbers of HIV transmission

SO1: Reach at least 80% of SW, MSM and IDUs (Thai and non-Thai) in priority provinces
with comprehensive and integrated prevention services
SO1.1h Percentage of people in closed settings reached with prevention programs in the last
12 months
S01.3h Percentage of people in closed settings who received an HIV test in the last 12 months
and who know the results
S01.6h Percentage of people in closed settings who both correctly identify ways of preventing
the sexual transmission of HIV and who reject major misconceptions about HIV transmission

STRATEGIC DIRECTION

Strategy 3: Localize
ownership and response

S03. In priority provinces,
local areas develop and
implement HIV responses
with substantial
contribution of their
resources
SO3 Number of provinces
with at least a 10% increase
in percentage of resources
allocated for HIV prevention

5.3 Condom
programming
$05.3.1 Thailand has
functioning systems to
ensure universal access to
condoms
$05.3.1.1 Number of
condoms available for
distribution nationwide
per person 15-49 during
the last 12 months

2. OPTIMIZATION AND CONSOLIDATION

$05.5.1 All people eligible for treatment and care receive the same standard of services across health
S05.5.1.1 Percentage of adults and children with HIV known to be on treatment 12 months after initiation
S05.5.1.2 Percentage of ART patients having viral load suppression 12, 24 months after initiation of

S05.5.1.3 Percentage of PLHIV with at least 12 months of ART who were indicated as having treatment

S05.5.1.4 Percentage of estimated HIV-positive incident TB cases that received treatment for both TB and

5.5 Care, treatment and support

insurance schemes
of antiretroviral therapy
antiretroviral therapy
failure

HIV

Increased informed demand, availability and accessibility to
integrated package of services

Increased accessibility to and quality of care
& treatment services

Effective management and sustainable financing of
national and sub-national responses

Strategy 1 Outputs: Prevention Services

01.1 # closed setting populations reached with HIV prevention program in last 12 months
01.2 # closed setting populations screened and treated for STls in last 12 months

01.3 # closed setting populations tested for HIV and received results in last 12 months

e #of individuals trained to implement HIV prevention activities in closed settings

e # of trained health service providers on VCT services for KAPs in closed settings

e #trained health service providers on STl services for KAPs in closed settings

e # of referrals for closed setting populations to VCT and STI

HIV test

by type of Ol)

5.5 Care, Treatment and Support Outputs

05.5.1 Number of PLHIV having a CD4 check-up
05.5.2 Number of PLHIV having a TB examination/ TB patients having an

05.5.3 Number of PLHIV receiving ART
05.5.4 Number of PLHIV having an opportunistic infection (disaggregated

05.5.5 Number of PLHIV lost to follow up and deaths (disaggregated by
non ART and ART and cause of death)

03.1: Number of local authorities in priority provinces allocating resources and coordinating

03.2 AIDS spending at the provincial and national level by categories and financing sources

Strategy 3 Outputs: Localize Ownership

for HIV prevention and care

# of people from local organizations and authorities trained in HIV-related policy
development and resource mobilization

# of local provincial and national stakeholders attending sensitization workshop
# of local authorities contributing financial resources to HIV/AIDS response in closed
settings

Representatives of closed setting populations on PCM and PAC

# of local authorities trained on developing operational plan

# number of organizations implementing HIV prevention activities in closed settings

5.3 Condom Programming Outputs
05.3.1 Total number of condoms distributed to closed setting populations

e # of lubricants distributed to closed setting populations
e % of prisoners reporting that condoms & lubricants are accessible when needed




Figure A3.6: THAILAND NATIONAL AIDS STRATEGY 2012-2016: PREVENTION FOR GENERAL POPULATION

ZERO NEW HIV INFECTIONS ZERO DISCRIMINATION

G1 New HIV infections reduced by two-thirds

G6 All laws and policies obstructing equal access to services are
revised

G7 Human rights and gender-specific needs are addressed in all HIV
responses

G1.1 Estimated number of infections averted

G7 Percentage of PLHIV & KAPs reporting no experience of stigma,
discrimination, gender-related issues or human rights violations during their
service visit

G1.2 Percentage of people living with HIV G6 National Commitments and Policy Instruments (specific to human

rights)

STRATEGIC DIRECTION

1. INNOVATION AND CHANGE 2. INNOVATION AND CHANGE
» Strategy 3: Localize ownership and Strategy 4: Implement a new generation of 5.3 Condom programming 5.4 Blood safety 5.7 Stigma and discrimination 5.8 Public
L response etiateeicinformationitolinforniand etideithe $05.3.1 Thailand has functioning systems to ensure $05.4 Donated blood $05.7.1 Increased awareness of adverse effects of communication
E S03. In priority provinces, local areas nationa:ﬂ response_at all levels . universal access to condoms is guaranteed 100% stigma, discrimination and human rights violations on $05.8 Changed
(o) develop and implement HIV responses with (O, G e e U T eyt VAT $05.3.1.1 Number of condoms available for safe HIV prevention and care among communities and attitudes and
(] substantial contribution of their resources andlliocallievelioldenelopiRy delandinoniion distribution nationwide per person 15-49 during the S05.4 Percentage of service providers increased
= SO3 Number of provinces with at least a evidence-based responses to HIV/AIDS last 12 months donated blood units SO 5.7.1 Percentage health facility staff that hold understanding in
2 10% increase in the percentage of resources $O4j1 Number of provinces that dev'elop $05.3.2 Safe sexual behavior among migrant screened for HIV stigmatizing views about PLHIV support of reaching
(@) allocated for HIV prevention and care operational plans based on locally available workers and the general population using nucleic acid S05.7.2 Rights protection mechanisms for key the three zeros
strategic information in the past year 505.3.2_51 Percentage of Thai and non-Thai adults testing (NAT) affected populations are functional in priority provinces S05.8_51 National
aged 15-49 who have sexual intercourse with more according to national S05.7.21 Number of provinces with rights protection unified plan exists for
than one partner in last 12 months standard mechanisms established; communicating to the
505.3.2 Percentage of Thai and non-Thai adults aged public (yes/no)
15-49 who had more than one sexual partners who S05.7.2.2 Pe'rcentage of cases re?solved)“or those who
use a condom during their last intercourse seek assistance on human rights, stigma and
discrimination

Increased informed demand, availability and accessibility of ~  Enabling environment for service provision ~ Effective management and sustainable financing of national
HIV prevention services among the general population B ilization and sub-national responses

Strategy 1 Outputs: Prevention Services 5.3 Condom Programming

Outputs

5.7 Stigma and Discrimination Outputs

Strategy 3 Outputs: Localize Ownership

03.1: Number of local authorities in priority provinces allocating resources and coordinating for
HIV prevention and care
03.2 AIDS spending at the provincial and national level by categories and financing sources

01.3: Number of people from the general
population receiving an HIV test and
receiving test results

01.4 Number of STl and/or HCT private or NGO
clinics

e Strategies are developed to ensure human rights
protection, gender sensitivity and reduced stigma
and discrimination in HIV prevention services for
the general public

05.3.2 Number of workplaces
implementing HIV prevention

programs according to national
standard

Strategy 4: Strategic Information

Increased number of condom
distribution outlets through
peers, informational campaigns,
and social marketing to provide
affordable condoms for the
general public

o Number of community-based peer leaders
to promote knowledge and understanding
on HIV prevention to the general population

e Standard operating practice handbook is
produced for counseling discordant couples
for use for those who do or do not wish to
disclose their serostatus to their partner

e Staying-negative counseling for discordant
couples

e National hotline  with  phone-based
counseling is established to inform the
public about HIV prevention services and
promote knowledge and understanding

04.1: Number of priority provinces that have key strategic information and use it for developing
the provincial operation plan

e Strategic information is developed on comprehensive HIV/AIDS knowledge to promote
understanding

e Changes in attitudes among the general public are monitored

e HIV surveillance is developed for discordant couples

Referral

e Care and treatment referral for all adults who
test positive for HIV

5.4 Blood Safety Outputs 5.8 Public Communication Outputs

05.8.1: Establish a long-term public communication plan in support of Thailand getting to Zero
e Task force on public media to promote positive attitudes )]
e Campaign to promote positive attitudes on condoms

e Increased number of innovative channels to communicate on HIV prevention

05.4.1: Number of blood screening
facilities with the capacity to do
nucleic acid testing (NAT)

GENERAL POPULATION PROGRAM OUTPUTS




Figure A3.7: THAILAND NATIONAL AIDS STRATEGY 2012-2016: PREVENTION FOR YOUTH

ZERO NEW HIV INFECTIONS

G1 New HIV infections reduced by two-thirds

G1.1 Estimated number of infections averted

G1.2 Percentage of people living with HIV

G6 All laws and policies obstructing equal access to services are revised

G6 National Composite Policy Index (specific to access)

1. INNOVATION AND CHANGE

Strategy 2: Expand the protective
social, legal and gender—sensitive
environment essential for HIV
prevention and care

$02.1 All legal and policy barriers as
regards comprehensive prevention and
care are identified and revisions
proposed
$02.1 Number of barriers identified,
revisions proposed
$02.2 Laws and policies in support of
essential HIV prevention and care
services are effectively implemented
S02.2 Revised legal and Policy are
implemented (yes/no)

OUTCOMES

Strategy 3: Localize
ownership and
response

SO3. In priority
provinces, local areas
develop and implement
HIV responses with
substantial contribution
of their resources
SO3 Number of provinces
with at least a 10%
increase in percentage of
resources allocated for
HIV prevention

STRATEGIC DIRECTION

5.2 Young people

S05.2.1 Education on sexual and reproductive health in schools is fully implemented and monitored
S05.2.1 Percentage of young women and men aged 15-24 who both correctly identify ways of preventing
the sexual transmission of HIV and who reject major misconceptions about HIV transmission
S$05.2.1 _S1 Percentage of schools that provided sexual and reproductive health education to an agreed
standard in the last academic year
$05.2.2 Essential HIV prevention and care services are responsive to the specific needs of young
people
S05.2.2 Percentage of youth aged 15-24 who received an HIV test in the last 12 months and who know
the results
S05.2.2 _S1 Percentage of young people seeking essential HIV prevention services (condoms; HIV testing
and counseling; contraceptive services)
$05.2.3 Safe sexual behavior among young people
S05.2.3 Percentage of young aged 15-24 who report the use of a condom at last sexual intercourse
S$05.2.3 _S1 Percentage of young women and men who have had sexual intercourse before the age of 15
S$05.2.3 _S2 STl prevalence among youth aged 15-24

G7 Human rights and gender-specific needs are addressed in all HIV

2. OPTIMIZATION AND CONSOLIDATION

ZERO DISCRIMINATION

responses

G7 Percentage of PLHIV & KAPs reporting no experience of stigma,
discrimination, gender-related issues or human rights violations during

their service visit

5.3 Condom programming

$05.3.1 Thailand has functioning systems to ensure universal access to condoms
S05.3.1.1 Number of condoms available for distribution nationwide per person 15-49
during the last 12 months
S05.3.1.2 Percentage of youth who know a place where to get condoms and who
report they could get condoms on their own if they wanted
$05.3.2 Safe sexual behavior among migrant workers and the general population
S05.3.2 Percentage of Thai and non-Thai adults aged 15-49 who had more than one sexual
partner in the past 12 months who report the use of a condom during their last intercourse

5.8 Public communication
S05.8 Changed attitudes and increased understanding in support of reaching the
three zeros
S05.8_S1 National unified plan exists for communicating to the public (yes/no)

Increased informed demand, availability and accessibility of reproductive
health, HIV prevention and sexual health services among youth

provision and utilization

Enabling environment for service

Effective management and sustainable financing
of national and sub-national responses

5.2 Young People Outputs

05.2.1 Number of service outlets for youth reproductive health, sexual
health and AIDS which provide quality, youth-friendly services, in

5.3 Condom Programming
Outputs

Strategy 2 Outputs: Protective Environment

e Number of service providers trained to reduce

05.3.1 Total number of condoms barriers to service access for youth

YOUTH PROGRAM OUTPUTS

the public and private sectors

05.2.2 Number of schools that provided comprehensive sexuality and

life skills-based HIV education in the last academic year
05.2.3 Number of young people reached by prevention programs
05.2.4: Number of young people receiving STI screening and/or
treatment

05.2.5: Number of young people receiving an HIV test and receiving

test results

e Number of communities providing HIV prevention, life skills,
sexuality and reproductive health training for youth in the past
year

e Number of youth peer leaders given strengthened capacity
building in the past year

e Access to IT-based learning and self-assessment increased

distributed to youth

05.3.2 Number of workplaces
implementing HIV prevention
programs according to
national standard

e Commodities for youth
reproductive health, sexual
health and HIV prevention are
in adequate supply and good
quality

Guidelines for joint action by the government and
public sector to reduce obstacles to service access
Number of communities with programs to promote
positive attitudes on HIV prevention and life skills
education as well as sexuality and reproductive
health services for youth

Strategy 3 Outputs: Localize Ownership

e Number of community-level youth peer leader HIV prevention
programs operating and funded

e Number of PCMs/provincial AIDS subcommittees with youth
representation

e Number of PCMs/provincial AIDS subcommittees with youth task
force

e Youth AIDS Network is strengthened and expanded through
structure, system and strategy for management and sustainable
action plan

Referral

Links with reproductive health and family
planning services (if not integrated)

Care and treatment referral for all youth
who test positive for HIV

5.8 Public Communication Outputs

05.8.1: Establish a long-term public communication plan in support of
Thailand getting to Zero




Figure A3.8: THAILAND NATIONAL AIDS STRATEGY 2012-2016: CHILDREN AFFECTED BY AIDS (CABA) AND CHILDREN MADE VULNERABLE BY OTHER CAUSES (VC)

ZERO AIDS-RELATED DEATHS ZERO DISCRIMINATION

VISION

G3 Equal access to quality treatment, care and support for all G6 All laws and policies G7 Human Rights and gender-specific needs are G8 Stigma and discrimination towards PLHIV and key
PLHIV in Thailand obstructing equal access to addressed in all HIV responses affected populations reduced by half

G3.1 Percentage of children with advanced HIV receiving ART services are revised G7 Percentage of PLHIV & KAPs reporting no experience of G8.1 Percentage of health facility staff who have observed unjust

G3.2 Percentage of PLHIV, CABA and vulnerable children G6 National Composite Policy stigma, discrimination, gender-related issues or human treatment of PLHIV and KAPs in their facility in past 12 months

having improved well-being Index (specific to access) rights violations during their service visit G8.2 Percentage of respondents who report discriminatory attitudes

towards PLHIV

STRATEGIC DIRECTION

1. INNOVATION AND CHANGE

2. OPTIMIZATION AND CONSOLIDATION

Strategy 2: Expand the protective social, legal and Strategy 3: Localize 5.5 Care, treatment and support 5.6 Children affected by HIV/AIDS
gender-sensitive environment essential for HIV ownership and response S05.5.1 All people eligible for treatment and care receive the same standard of services across health insurance schemes and other vulnerable children
(7,) prevention and care S03. In priority provinces, local S05.5.1.1 Percentage of children with HIV known to be on treatment 12 months after initiation of antiretroviral therapy S05.6HIV sensitive health and social
— $02.1 All legal and policy barriers as regards areas develop and implement S05.5.1.2 Percentage of ART patients having viral load suppression 12,24 months after initiation of antiretroviral therapy protection packages reach vulnerable
E comprehensive prevention and care are identified and HIV responses with substantial S05.5.1.3 Percentage of PLHIV with at least 12 months of ART who were indicated as having treatment failure children
O revisions proposed contribution of their resources S05.5.1.4 Percentage of estimated HIV-positive incident TB cases that received treatment for both TB and HIV S05.6 Proportion of eligible households
g 502.1 Number of barriers identified, revisions proposed SO3 Number of provinces with S05.5.2 People living with HIV and households affected by HIV receive holistic care and support who received any external including
=) $02.2 Laws and policies in support of essential HIV at least a 10% increase in S05.5.2 Percentage of PLHIV w/quality of life above standard economic support in the last 3 months
O prevention and care services are effectively implemented percentage of resources
502.2 Revised legal and Policy are implemented (yes/no) allocated for HIV prevention
5.7 Stigma and discrimination
Strategy 4: Implement a new generation of strategic information to inform and guide the $05.7.1 Increased awareness of adverse effects of stigma, discrimination and human rights violations on HIV 5.8 Public communication
national response at all levels prevention and care among communities and service providers $05.8 Changed attitudes and
SO4. Strategic information is used at the national and local level to develop, guide and . S5 ocetdos he.a/th Sty S s el stigmatizing views abo_u Bl X increased understanding in support of
monitor evidence-based responses to HIV and AIDS $05.7.2 Rights protection mechanisms for key affected populations are functional in priority provinces reaching the three zeros

S05.7.2.1 Number of provinces with rights protection mechanisms established; S0O5.7.2.2 Percentage of cases resolved for those

504.1 Number of provinces that develop operational plans based on locally available strategic
Y e VEoploReraty 2 P et el who seek assistance on human rights, stigma and discrimination

information in the past year

1. Strengthened and coordinated policies and 2. Equal and universal access to high quality, gender-responsive 3. Increased social acceptance and inclusion for
systems integrating child-sensitive, HIV- essential health and social services for CABA as well as for other children infected and affected by HIV, as well as
related health care, community involvement, vulnerable and marginalized children for those marginalized due to other causes
and social protection for quality service
i Strat 2 Outputs: Protective Envi t
dellvery 5.5 Care, Treatment and Support Outputs rategy utputs: Frotective Environmen

02.1: Number of case reports on human rights, gender, gender-based

05.5.1 Number of PLHIV having a CD4 check-up violence and discrimination

Strategy 3 Outputs: Localize Ownership
05.5.2 Number of PLHIV having a TB examination/ TB patients having an HIV test

03.1: Number of local authorities in priority provinces allocating

resources and coordinating for HIV prevention and care 05.5.3 Number of PLHIV receiving ART CHILDLIFE_3.1 Number of PLHIV network members trained on stigma
03.2 AIDS spending at the provincial and national level by categories 05.5.4 Number of PLHIV having an opportunistic infection (disaggregated by type of Ol) reduction and communication material develooment
and financing sources 05.5.5 Number of PLHIV lost to follow up and deaths (disaggregated by non-ART and ART and cause of death) - —/—/—/—
CHILDLIFE_1.2 Number of Child Action Groups (CAGs) functioning in 05.5.6 Number of Thai citizens, migrants and ethnic minorities infected with and affected by HIV/AIDS receiving
target 29 provinces prevention, care and support services 5.7 Stigma and Discrimination Outputs

05.7.1: Number of KAPs, PLHIV and CABA and stakeholders provided with
5.6 CABA/VC Outputs sensitization training on stigma & discrimination, human rights, and
gender issues including gender violence

Strategy 4 Outputs: Strategic Information

CABA/VC PROGRAM OUTPUTS

CHILDLIFE_2.1 Number of caretakers and/or family members of CABA & VC receiving skill-building training or
04.1: Number of priority provinces that have key strategic information — / 4 8 g g

) . o A technical assistance in taking care of the children in target 29 provinces CHILDLIFE_3.2 Number of films about HIV & AIDS and stigma reduction
and use it for developing the provincial operation plan — .
CHILDLIFE_2.2 Number of CABA & VC receiving psychosocial support from yearly children's camps run by CAGs broadcast on local cable and/or public TV
CHILDLIFE_1.1 Number of Child Action Group (CAG) members trained in target 29 provinces CHILDLIFE_3.3 Number of media and mass communication professionals at
on mapping and needs assessment of CABA & VC in target 29 CHILDLIFE_2.3 Number of CABA & VC receiving support from quarterly peer-group support activities run by local and national levels participating in workshop on child rights and

provinces A< e et 20 mrraiinene HIV & AIDS




Figure A3.9: THAILAND NATIONAL AIDS STRATEGY 2012-2016: PREVENTION OF MOTHER-TO-CHILD TRANSMISSION

G2 Vertical transmission of HIV less than 2%

G2 Percentage of infants born to HIV-infected mothers
who are infected

1. INNOVATION AND CHANGE

ZERO NEW HIV INFECTIONS

G7 Human rights and gender-specific needs are addressed in all HIV responses

G7 Percentage of PLHIV & KAPs reporting no experience of stigma, discrimination,
gender-related issues or human rights violations during their service visit

G8 Stigma and discrimination towards PLHIV and key affected populations reduced by half

G8.1 Percentage of health facility staff who have observed unjust treatment of PLHIV and KAPs in their
facility in past 12 months

STRATEGIC DIRECTION

2. OPTIMIZATION AND CONSOLIDATION

Strategy 2: Expand the protective
social, legal and gender—sensitive
environment essential for HIV
prevention and care
$02.1 All legal and policy barriers
as regards comprehensive
prevention and care are identified
and revisions proposed

S02.1 Number of barriers
identified, revisions proposed
$02.2 Laws and policies in
support of essential HIV prevention
and care services are effectively
implemented
$02.2 Revised legal and Policy are
implemented (yes/no)

OUTCOMES

Strategy 3: Localize
ownership and response

SO3. In priority provinces,
local areas develop and
implement HIV responses
with substantial
contribution of their
resources
SO3 Number of provinces
with at least a 10%
increase in percentage of
resources allocated for HIV
prevention

Strategy 4: Implement a
new generation of strategic
information to inform and
guide the national response
at all levels

S04. Strategic information
is used at the national and
local level to develop, guide
and monitor evidence-based
responses to HIV and AIDS

S04.1 Number of provinces
that develop operational plans
based on locally available
strategic information in the
past year

Increased informeo
demand for PMTCT

Increased accessibility to and quality of services for
prevention of mother to child transmission

5.1 PMTCT 5.5 Care, treatment and support 5.7 Stigma and discrimination
S05.1.1 Increased access to PMTCT services for Thai - $05.7.1 Increased awareness of adverse effects of
and non-Thai $05.5.1 All people eligible for stigma, discrimination and human rights violations on

treatment and care receive the
same standard of services across
health insurance schemes

HIV prevention and care among communities and service
providers
SO 5.7.1 Percentage health facility staff that hold
stigmatizing views about PLHIV
S05.7.2 Rights protection mechanisms for key affected

505.1.1.1 Percentage of Thai and non-Thai HIV—
positive pregnant women who receive antiretroviral
drugs to reduce the risk of mother-to-child transmission
S05.1.1.2 Percentage of infants born to HIV-infected

S$05.5.1.1 Percentage of adults and
women receiving a virological test for HIV within 2

children with HIV known to be on

months of birth populations are functional in priority provinces
S05.1.1_S1 Percentage of pregnant women who are L t rgatment 1,2 mont'hs o S$05.7.21 Number of provinces with rights protection
- g€ of preg initiation of antiretroviral therapy p ished:
screened for HIV mechanisms established; SO5.7.2.2 Percentage of cases

resolved for those who seek assistance on human rights,
stiama and discrimination

$05.1.2 PMTCT includes strengthened reproductive
health services
S05.1.2 Percentage of Percentage of pregnant
women attending ANC whose male partner was tested
for HIV in last 12 months

S05.5.2 People living with HIV and
households affected by HIV

receive holistic care and support 5.8 Public communication

S05.8 Changed attitudes and increased understanding in

SE S A RAEIHTR G ALY support of reaching the three zeros

w/quality of life above standard

Enabling environment for service
provision and utilization

Effective management and sustainable financing of
national and sub-national responses

Strategy 1 Outputs:
Prevention Services
013 # general population,
youth, key affected
populations, migrant
workers and closed
populations tested for HIV
and received results in last
12 months

01.4 # HCT private or NGO
clinics

# of couples receiving HCT

e Standard operating
practice handbook is
produced for counseling
discordant couples
Staying-negative
counseling for discordant
couples
Support of Positive
Women’s  Network and
NGO network to
participate in service and
referral system

PMTCT PROGRAM OUTPUTS

their partner

e #of infants born to HIV+ women who receive breast milk substitutes
e Percent of KAPs and general population who know that HIV can be transmitted

from mother to child

e Percent of KAPs and general population who know that mother to child
transmission can be prevented

5.1 PMTCT Outputs
05.1.1: Number of HIV+ pregnant women attending ante-natal care clinics with

e Increase in knowledge of availability of PMTCT services

e Increased number of Tambon Health Promotion Hospitals (THPH) who have the

capacity to conduct PMTCT

e Increased number of private health service outlets providing PMTCT
e Increased number of public health service outlets providing couple counseling

within reproductive health for decision making on PMTCT

5.7 Stigma and Discrimination Outputs Strategy 3 Outputs: Localize Ownership

05.7.1: Number of KAPs, PLHIV and CABA and
stakeholders provided with sensitization training
on stigma & discrimination, human rights, and
gender issues including gender violence

e Number of service providers trained on stigma &
discrimination, human rights, and gender issues
including gender violence

03.1: Number of local authorities in priority provinces allocating resources and
coordinating for HIV prevention and care

03.2 AIDS spending at the provincial and national level by categories and financing
sources

e Increased number of communities with networks participating in PMTCT
implementation

e Improved community-level coordination between disease prevention,
reproductive health, maternal and child health and care and treatment

Strategy 4 Outputs: Strategic Information
Improved capacity to collect analyze and utilize qualitative and quantitative data
for planning and improving PMTCT
Number of THPH with strategic data system on PMTCT

Data links among service outlets at all levels to increase coverage of continuous

5.5 Care, Treatment and Support Outputs

e Number of government health service outlets with improved ante-natal care for

infected newborns

e Number of private sector health service outlets participating in universal health

insurance with improved ante-natal care for infected newborns

care while protecting confidentiality

5.8 Public Communication Outputs

05.8.1: Establish a long-term public communication

plan in support of Thailand getting to Zero Referral

Referral for all infants who test positive for HIV to continuous integrated care
and treatment




Figure A3.10:THAILAND NATIONAL AIDS STRATEGY 2012-2016: CARE, TREATMENT AND SUPPORT

ZERO AIDS-RELATED DEATHS ZERO DISCRIMINATION

G3 Equal access to quality treatment, G4. Mortality among G5 TB deaths G6 All laws and G7 Human Rights and gender- G8 Stigma and discrimination towards PLHIV and key
care and support for all PLHIV in PLHIV reduced by half among PLHIV policies obstructing specific needs are addressed in all affected populations reduced by half
Thailand reduced by half equal access to HIV responses
G.4.1 Number of AIDS Y q ised P G8.1 Percentage of health facility staff who have observed unjust
G3.1 Percentage of people with advanced HIV related deaths G5 Death rate of services are revise G7 Percentage of PLHIV & KAPs reporting treatment of PLHIV and KAPs in their facility in past 12 months
receiving ART PLHIV who have TB . i no experience of stigma, discrimination,
G6 National Composite . . B ioey]
G3.2 Percentage of PLHIV, CABA and vulnerable G4'f Dzarﬁ ra‘te IA},; e;_” infection at 1 year Policy Index (specific to gen'der—'related fssues or human ”,g,h ts G8.2 percentage of rAeszondenrs gh:[:,ﬁf rt discriminatory
children having improved well-being after beginning after registration ——— violations during their service visit attitudes towards

STRATEGIC DIRECTION

1. INNOVATION AND CHANGE 2. OPTIMIZATION AND CONSOLIDATION
Strategy 2: Expand the Strategy 3: Localize Strategy 4: Implement a 5.5 Care, treatment and support 5.7 Stigma and discrimination
protective social, legal and ownership and new generation of $05.5.1 All people eligible for treatment and care receive the same standard of services across health insurance S05.7.1 Increased awareness of adverse effects
wn gender—sensitive response strategic information to schemes of stigma, discrimination and human rights
w environment essential for HIV S03. In priority inform and guide the S05.5.1.1 Percentage of adults and children with HIV known to be on treatment 12 months after initiation of violations on HIV prevention and care among
E prevention and care provinces, local areas national response at all antiretroviral therapy communities and service providers
(o) $02.1 All legal and policy develop and levels S05.5.1.2 Percentage of ART patients having viral load suppression 12, 24 months after initiation of SO 5.7.1 Percentage health facility staff that hold
(@] barriers as regards implement HIV 504, Strategic antiretroviral therapy stigmatizing views about PLHIV
- comprehensive prevention and responses with information is used at the 505.5.1.3 Percentage of PLHIV with at least 12 months of ART who were indicated as having treatment failure $05.7.2 Rights protection mechanisms for key
2 care are identified and revisions substantial national and local level to S05.5.1.4 Percentage of estimated HIV-positive incident TB cases that received treatment for both TB and HIV affected populations are functional in priority
(@] proposed contribution of their develop, guide and S05.5.2 People living with HIV and households affected by HIV receive holistic care and support provinces
$02.1 Number of barriers resources e e e $05.5.2 Percentage of PLHIV w/quality of /UZE above standard $05.7.21 Number of provinces with rights
identified, revisions proposed 503 Number of responses to HIV and AIDS S05.5.1_11 Percentage of adults with f.'D4 < 100, cells/mm? at initiation ofantire‘trovira/ therapy protection mechanisms established; SO5.7.2.2
$02.2 Laws and policies in provinces with at least 504.1 Number of S0O5.5.1 _S2 Percentage of Pre-ART patients r'ecew‘ec‘l CD4 check-up at least once in last 12 months Percentage of cases resolved for those who seek
support of essential HIV a 10% increase in provinces that develop S0O5.5.1_S3 Percentage of PLHIV who receive mlr‘umum standard afcart.f and treatment assistance on human rights, stigma and.
prevention and care services are percentage of operational plans based on S05.5.2 _S1 Percentage of PLHIV report using a condom the last time they had sex discrimination
effectively implemented resources allocated locally available strategic
502.2 Revised legal and Policy for HIV prevention information in the past 5.8 Public communication
are implemented (yes/no) year S05.8 Changed attitudes and increased understanding in sunport of reaching the three zeros
e ————————————————————————————————
v Increased informed Increased accessibility to and quality of care & Enabling environment for service provision and E_ffectl\_/e management and sustamable
5 demand for care & treatment services utilization financing of national and sub-national
& treatment responses
8 5.5 Care, Treatment and Support Outputs Strategy 2 Outputs: Protective Environment 5.8 Public
s Stratng 1 OUtPf‘“: 05.5.1 Number of PLHIV having a CD4 check-up 02.1: Number of case reports on human rights, Communication Strategy 3 Outputs: Localize Ownership
Prevention Services 05.5.2 Number of PLHIV having a TB examination/ TB patients having an HIV test gender, gender-based violence and Outputs
§ 01.3 # general 05.5.3 Number of PLHIV receiving ART discrimination 03.1: Number of local authorities in priority provinces
(G} population, VOUth,' key 05.5.4 Number of PLHIV having an opportunistic infection (disaggregated by type of o Number of PLHIV referred to social services for 05.8.1: Establish a allocating resources and coordinating for HIV
8 affected populations, on A education, legal aid and rights protection long-term public prevention and care
o migrant workers and 05.5.5 Number of PLHIV lost to follow up and deaths (disaggregated by non ART and communication
- closed populations ART and cause of death)  —_— | plan in support 03.2 AIDS spending at the provincial and national level
2 tested for HIV and 05.5.6 Number of Thai citizens, migrants and ethnic minorities infected with and 5.7 Stigma and Discrimination Outputs of Thailand by categories and financing sources
w received results in last affected by HIV/AIDS receiving prevention, care and support services getting to Zero
E 12 months A e Number of PLHIV with knowledge/understanding of HIV treatment 05.7.1: Number of KAPs, PLHIV and CABA and
< O1.4 # HCT private or e Number of PLHIV referred to social services for social, psychological or physical stakeholders provided with sensitization training Strategy 4 Outputs: Strategic Information
g NGO clinics support according to holistic standards on stigma & discrimination, human rights, and
- e Number of service providers trained in quality care and treatment gender issues including gender violence 04.1: Number of priority provinces that have key
[~ e Number of service outlets with appropriate client-provider ratios strategic information and use it for developing the
w e Number of service outlets with holistic centers/PLHIV support groups/covering all * Number of service providers trained on stigma & provincial operation plan
(-4 issues/dimensions discrimination, human rights, and gender issues
s including gender violence




Figure A3.11: THAILAND NATIONAL AIDS STRATEGY 2012-2016: STIGMA, DISCRIMINATION, HUMAN RIGHTS AND GENDER ISSUES

ZERO DISCRIMINATION

G6 All laws and policies obstructing equal G8 Stigma and discrimination towards PLHIV and key affected populations reduced by half

access to services are revised

G7 Human Rights and gender-specific needs are addressed in all HIV
responses

G8.1 Percentage of health facility staff who have observed unjust treatment of PLHIV and KAPs in their facility in
past 12 months

G7 Percentage of PLHIV & KAPs reporting no experience of stigma, discrimination,

G6 National Composite Policy Index (specific to
? 4 (specif gender-related issues or human rights violations during their service visit

access)

G8.2 Percentaae of respondents who report discriminatorv attitudes towards PLHIV

STRATEGIC DIRECTION

2. OPTIMIZATION AND CONSOLIDATION

1. INNOVATION AND CHANGE

(%)
i
S Strategy 2: Expand the protective social, Iegal.and gt;nder—sensitive environment essential for HIV 5.7 Stigma and discrimination 5.8 Public
revention an r P
(] preventoniancicare $05.7.1 Increased awareness of adverse effects of stigma, discrimination and human rights violations on HIV communication
E S02.1 All legal and policy barriers as regards comprehensive prevention and care are identified and revisions prevention and care among communities and service providers S05.8 Changed attitudes
D proposed SO 5.7.1 Percentage health facility staff that hold stigmatizing views about PLHIV and increased
o S02.1 Number of barriers identified, revisions proposed understanding in support
$02.2 Laws and policies in support gf essential HIV p‘reventi_on and care services are effectively implemented 505.7.2 Rights protection mechanisms for key affected populations are functional in priority provinces of reaching the three zeros
$02.2 Revised legal and Policy are implemented (yes/no) 505.7.2.1 Number of provinces with rights protection mechanisms established;
S05.7.2.2 Percentage of cases resolved for those who seek assistance on human rights, stigma and discrimination

Preventive services sensitive to stigma, Care and treatment services sensitive to Enabling environment for service Effective management and sustainable
4 discrimination, human rights and gender stigma, discrimination, human rights and provision and utilization financing of national and sub-national
E gender responses
=
=] . .

rategy 1 Outputs: Prevention Services 5.5 Care, Treatment and Support Outputs Strategy 2 Outputs: Protective Environment Strategy 3 Outputs: Localize Ownership
S - )
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= who are covered by the national health insurance
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E gender issues including gender violence * Regulations and procedures of the Thai Medical - -
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Annex 4: Data flow

Figure A4.1: Data flow for Sexually Transmitted Infections (STls)
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Figure A4.2: Data flow for HIV counseling and testing program
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Figure A4.3: RIHIS data flow for closed setting population program
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Figure A4.4: RIHIS data flow for HIV prevention in IDU
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Figure A4.5 RIHIS data flow for HIV prevention in MSM and FSW
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Figure A4.6 Data flow for crisis response
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Figure A4.7: The RIHIS data flow for HIV prevention for youths
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Figure A4.8: RIHIS data flow of HIV prevention for uniform workers
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Figure A4.9 RIHIS data flow for HIV program at workplace for Thais and non-Thais
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Figure A4.10: RIHIS Data flow for PMTCT program
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Figure A4.11: RIHIS data flow for treatment and care
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Figure A4.12: RIHIS data flow social protection for children affected by HIV
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Annex 5: Detailed costing of the National SI and M&E plan

Table A5.1 Costing of Thailand’s comprehensive Sl and M&E plan 2012-2016 by organization

NATIONAL AGGREGATED COSTED M&E WORK PLAN BY KEY IMPLEMENTING AGENCY

Implementing agency

Estimated Resource Needs

(X1 million THB)

Estimated Resource Available*
(X1 million THB)

Estimated Resource Gaps

(X1 million THB)

2013 2014 2015 2016 2012 2013 2014 2012 2013 2014

1 National AIDS Management Center 86.0 514 59.0 55.2 59.0 60.0 28.5 26.3 26.0 22.8 32.7
2 Bureau of AIDS and STI 48.6 47.1 47.8 56.2 53.2 38.4 36.8 36.6 10.2 10.2 11.2
3 Bureau of Epidemiology 44.6 25.8 42.8 25.8 42.8 27.6 20.3 20.5 17.0 5.6 22.2
4 Ministry of Defense-Surveillance 14.0 14.0 14.0 14.0 14.0 9.4 9.4 9.4 4.6 4.6 4.6
5 Department of Health- Youth 4.0 7.8 9.0 5.1 5.4 2.4 5.9 6.0 1.6 1.9 3.0
6 Department of Health- PMTCT 3.6 8.2 7.4 7.4 7.4 0.9 0.8 04 2.7 7.4 7.0

Department of Medical Services and/or

Thanyarak institute and Drug treatment
7 | centers 4.6 4.5 4.5 4.5 4.5 0.7 0.7 0.7 3.9 3.8 3.8
8 Department of Correction 3.2 7.2 4.5 11.0 10.3 1.3 1.3 1.2 1.9 5.9 3.3

Ministry of Human Development and Social
9 Security 8.1 10.8 10.5 10.1 9.6 53 5.3 5.3 2.8 5.5 5.2
10 | Ministry of Education 4.9 3.8 4.4 4.4 4.4 0.4 0.4 0.4 4.5 3.4 3.9
11 | Ministry of Defense 10.5 8.8 8.8 8.8 8.8 6.2 6.2 6.2 4.3 2.6 2.6
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Estimated Resource Needs Estimated Resource Available* Estimated Resource Gaps

(X1 million THB) (X1 million THB) (X1 million THB)
Implementing agency
2012 2013 2014 2015 2016 2012 2013 2014 2012 2013 2014
12 | Raks Thai - Treatment for Migrants 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 - - -
13 | NGOs (PDF,DPF,YMAT, NCA, TNAF) 5.1 5.4 4.8 4.8 4.8 5.1 5.4 4.8 = = =
14 | Raks Thai Prevention Migrants and others 233 19.7 17.3 17.3 17.3 18.0 145 11.3 5.3 5.2 6.0
15 | Population Services International 7.2 7.3 5.4 5.4 5.4 6.5 6.9 5.0 0.7 0.4 0.4
16 | ACCESS -Children Care and social protection 20.9 253 323 27.0 27.0 16.2 24.0 31.0 4.7 1.3 1.4
17 | PR-DDC 14.7 17.5 14.2 - - 14.7 17.5 14.2 - - -
18 | PPAT (Youth, FSW and MSM) 15.4 19.2 15.3 15.3 15.3 11.8 12.9 11.1 3.6 6.4 4.2
19 | Pact 13.8 19.9 20.7 14.7 16.4 13.8 16.4 18.5 - 3.5 2.2
20 | FAR 1.0 3.5 3.9 3.1 3.2 - - - 1.0 3.5 3.9
21 | TNP+ and Access ( Treatment for Migrants) 8.8 10.9 10.5 8.8 8.7 5.0 5.0 6.9 3.8 5.9 3.6
22 | PATH 7.7 10.6 10.6 10.6 10.6 7.1 7.6 7.6 0.6 3.0 3.0
23 | TBCA 6.3 5.7 5.5 5.5 5.5 4.1 3.5 33 2.2 2.2 2.2
24 | PHPT 3.0 3.0 34 - - 3.0 3.0 3.4 - - -
25 | NHSO (excluding sub-contracted costs) 11.6 10.8 10.8 10.8 10.8 11.6 10.8 10.8 - - -
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Estimated Resource Needs Estimated Resource Available* Estimated Resource Gaps

(X1 million THB) (X1 million THB) (X1 million THB)
Implementing agency
2013 2014 2015 2016 2012 2013 2014 2013 2014
27 | TB Bureau 7.5 9.0 9.6 9.6 9.6 7.5 7.5 7.3 - 1.5 2.3
26 | Bangkok Metropolitan Administration (BMA) 14.7 11.5 14.1 11.5 14.1 7.9 5.3 5.9 6.8 6.2 8.2
27 Provincial AIDS committee 38.7 68.6 107.1 149.6 227.5 8.1 14.0 19.3 30.5 54.6 87.8
Grand Total 432.4 4378 | 4988| 4970| 15962| 2936| 2704 | 2740| 1388 167.3 224.8

* Resource available as of December 2011
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Table A5.2 Costing of Thailand’s comprehensive Sl and M&E plan 2012-2016 by detailed activities
NATIONAL AGGREGATED COSTED M&E WORK PLAN BY COMPONENT

Estimated Resource Needs Estimated Resource Available*
Key activity - -
Component (1 million THB) (1 million THB)
2012 2013 2014 2015 2016 2012 2013 2014
People, partnerships and planning
1 Organizational structures with HIV M&E
functions
HIV M&E human resources 11.1 118.7 120.5 129.4 | 1416 93.8 96.3 97.2
2 Human capacity for basic HIV M&E
In-service trainings 11.9 15.9 12.9 9.0 8.7 7.8 9.2 7.0
3 Partnerships to plan, coordinate, and manage
the HIV M&E system
Coordination meetings 14.2 23.2 32.5 31.0 36.9 8.4 16.1 23.0
National multi-sectoral HIV SI and M&E plan
4 and 5
and costed work plan
Multi-sectoral S| and M&E plan and costed
work plan 0.5 2.1 2.4 3.0 3.8 - - -
Sl and M&E plan and costed work plan 1.7 1.7 1.7 1.7 1.7 06 0.6 0.6
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Advocacy, communications, and culture for HIV
M&E

Advocacy process & workshop & meetings

0.7 1.2 1.7 2.8 4.0 0.2 0.1 0.1
Collecting, verifying, and analyzing data
Routine HIV program monitoring
Routine data -health facility based 19.7 26.1 29.2 36.3 34.1 11.6 12.8 10.7
Routine data- non-health based 13.6 13.0 14.8 16.4 19.7 >3 5.5 35
Routine data - community based 65.6 74.9 83.0 100.4 105.0 39.7 36.4 355
8 Surveys and surveillance
AIDS case report (HIV, T8 and ST and 3.0 2.7 2.7 3.0 3.1 3.0 2.7 1.8
children)
HSS and BED and HIV drug resistance 11.2 134 11.6 14.0 12.5 10.6 12.9 11.1
BSS 4.6 3.7 7.9 4.3 12.5 3.6 3.7 4.9
IBBS 42.6 23.7 45.2 23.7 50.7 18.6 11.7 15.9
Child survey and Child well-being study 2.3 - 2.3 - 2.3 2.3 - 2.3
Stigma and Discrimination Survey 8.0 0.4 7.3 04 7.3 - - -
NASA 0.3 - 0.3 - 0.3 - - -
NCPI 0.2 - 0.2 - 0.2 - - -
Local response and management indicator 0.9 - 0.2 - 0.2 - - -
9 National and sub-national HIV databases
Database development and maintenance 13.4 9.4 10.0 13.1 16.3 9.0 4.1 4.1
10 Supportive supervision and data auditing
Routine Data Quality Assurance 5.0 6.9 8.3 9.4 10.7 4.9 5.8 6.2
External Data Quality Assessment 3.4 3.8 3.2 1.4 1.4 3.1 35 2.5
11 HIV evaluation and research
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Program process assessment and ongoing

. 32.2 22.8 20.0 9.1 25.2 29.9 13.2 11.0
program evaluation
New generation strategic information 6.2 14.6 15.0 18.1 6.1
package
Spet:{a/ studies, situation analysis and 10.7 74 3.8 14 36 a1 20 0.8
formative research
HIV estimation and projection 5.0 0.8 - 0.9 5.4 1.9 0.8 -
Size estimation including mapping of 5.8 9.7 12.5 16.3 20.6 0.2 ; 1.4
population and services at provincial level
Data use and dissemination
12 Data dissemination and use
Annual review/dissemination meetings 2.4 4.1 8.5 9.8 115 1.1 0.9 1.1
Data use tool: HIVQUAL, STIQUAL, HIVQUAL 20.0 20.0 20.0 20.0 20.0 20.0 20.0 20.0
Localize ownership and response 16.0 17.6 16.3 22.2 30.6 13.5 12.3 11.4
TOTAL 432.4 | 437.8 498.8 497.0 596.2 293.6 270.4 274.0

* Resources available as of December 2011
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