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Thailand has been successful in preventing and controlling the HIV/AIDS
the previous 3 decades. Its HIV/AIDS success stories are acknowledg
instance, 100 percent condom use promotion, prevention of mother to cf
of HIV, expansion of anti-retroviral treatment coverage, HIV vaccine re
partnerships with civil society organizations and PLHIV networks for img
AIDS care and treatment services.

At present, new HIV infections and AIDS deaths have greatly decreas
the situation earlier. However, HIV/AIDS is still a challenge for public i
security, in Thailand and in the whole world. In 2014, the estimated F

ODBTFT 00VUOPGOAUIJaduRsTadd NRYdases ard
children aged less than 15 years. The estimated new adult HIV infectiol
cases and 104 cases of the new children HIV infections annually or in tota
infection cases per day. These infections are entirely preventable and we h
knowledge to reduce these to negligible levels. It is our duty to ensure the
provide a focused, effective and equitable response, not only to control
epidemics.

During the UN assembly in 2011, world leaders made a promise to the
control of HIV and were committed in getting to 3 zeroes: 1) Zero new F
Zero deaths from AIDS; and 3) Zero stigma and discrimination. The cheé
set to cut by half new HIV infections by 2015 which would lead to the su
AIDS epidemic by 2030. Abiding by this promise, Thailand was committ:
the AIDS epidemic by 2030. Our goal is that vertical transmission shoulc
the number of new HIV infections among adults should be fewer than 1,0t
all people living with HIV have access to ART services; and there is no stigr
against people living with HIV and key populations.

At the National AIDS Committee meeting conducted on November 28, 2
was set as a national target and all organizations at the central, regiona
share responsibility for meeting this goal. In order to support the implen
Ending AIDS Policy, the health and community service system will be :
integration of treatment and prevention services using the approach of Re
Treat, and Retain (RRTTR) among key populations.

With joint hands among all concerned parties and multi-sectors, Thailand
UIFOSSTUODPVOUSJFTOJOAOUIFOXPSMEAOUPOT)
policy under the administration of the Prime Minister General Prayuth CF
support the improvement of the quality public health care services, reducin
and increasipgal access to the government supported services for healt
and people’s quality of life improvement which leading to the national sustain
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In order to translate our goals to action, the Department of Disease Contt
of the National AIDS Committee in collaboration with stakeholders fron
civil society organizations as well as academic and development partn
an Operational Plan for Accelerating Ending AIDS. This plan clearly lays c
packadasigets and geographical priorities to guide the activities of national
organisations. It is based on the National AIDS Strategy (2014-2016) at
JOUFSOBUJPOBMOHPPEOQSBDUJDFAJOOUIFOsS
in strong consultation with affected communities, PLHIV, service provider
agencies. | strongly urge all government agencies, community organizatic
partners to throw their full weight behind thefithpePhami@tidomake Thailanc
UIFOsSTUODPVOUSZOUPO&OEDd"*%40CZ0d 0

e Wb

(Dr Sophon Mekthon)
Director General, Department of Disease Control, Ministry o
and Secretary of the National AIDS Com
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This document was made possible by the valuable contributions of nun
and technical experts representing key stakeholders from both gover
society organizations in the national response. Efforts were coordinate
AIDS Management Center (NAMc) and the Bureau of AIDS, Tuberc
Transmitted Infection (BATS) which brought together experts and s
government, UN, and non-governmental agencies to review and reack
activities required for implementing Thailand’s “Getting to Zero” stratec
HPOUPOUIFA6/"*%40DPVOUSZOPGsSDFAGPSAQ S
support for national consultation and getting the Plan documented.

The core team involved in the development of this Operational Plan with
from UNAIDS, WHO, Thai MOPH-US CDC Collaboration (TUC) togethe
came together to participate in working groups charged with identifyi
required to achieve the goals of the National AIDS Strategy. The list of
Working Group is available in Annex 6.



AEM
ART
BATS
BCC
CBO
DDC
DiC
FSW
GF
HCT
HIV
HMIS
IPSR
KPIs
KPs
MMT
MSM
MSW
NAMc
NGO
NHSO
PEP
PLHIV
PreP
PWID
RIHIS
RRTTR
RTMMIS
S&D

AIDS Epidemic Model

Antiretroviral therapy

Bureau of AIDS, Tuberculosis and Sexually Transmi
Behavioral change communication
Community-based organization

Department of Disease Control (of Thailand)
drop-in-center

Female sex worker

Global Fund to Fight AIDS, TB and Malaria

HIV counseling and testing
JVNBOO*NNVOPEFsDJFODZo7JSV
Health management information system

Institute for Population and Social Research

Key performance indicators

Key populations

methadone maintenance therapy

men who have sex with men

male sex worker

National AIDS Management Center
non-governmental organization

/I BUJPOBMOA)FBMUIdAFDVSJUZAO0C
Post exposure prophylaxis

people living with HIV

Pre exposure prophylaxis

people who inject drugs

Routine Integrated HIV Information System

Reach recruit test treat retain

Real Time Monitoring and Management Information
stigma and discrimination



The HIV epidemic in Thailand is mature, declining, concentrated primaril
(KPs) of men who have sex with men (MSM), male and female sex worke
and transgender people (TG), people who inject drugs (PWID) as well
populations including spouses of KP and PLHIV, migrant workers (M
The prevailing mode of transmission is through unprotected sex (90%), \
drug use as a second most important transmission route. Mother to chil
been effectively controlled, and the country plans to achieve eliminatio
transmission by 2020 and ending AIDS by 2030.

This document represents Thailand’s comprehensive Operational Plan to Ac
203@nd is focused on the period 2015 to 2019.The actions and intervent
translate the key concepts presented in the current National AIDS Strate
an actionable Plan for Ending AIDS in Thailand. This Operational Pla
UIFO4USBUFHZOEPDVNFOU 0CVUOSBUIFSOBI
became available in 2012-2013 into programmatic action. With the aim ¢
new evidence, the Operational Plan consolidates and refocuses key inter
QPQVMBUJPOTGS ,1T 0JOOIJHIOQSIPSJUZAHEF
gaps between the current response and a targeted, optimized response
Thailand’s goal of ending AIDS by 2030.

This Operational Plan sets out a clear framework for service delivery
the traditional barriers between prevention, treatment and care. It addre:
MJOLBHFTOJOOUIFOTZTUFNOCZODPOOFDUJO
and treatment continuum. These are ‘reach’, ‘recruit’, ‘test’, ‘treat’ and °
*UOIBMTPOEFSOFTOBOUBJMPSFEOTFSWJIDFAQI
with which services should be delivered at the provincial level. Service packz
JOUPOGPVSOUZQFT ONPTUSJOUFOTIWFGSd QE
packages (package 3), and basic (package 4).

Based on this prioritization, 11 provinces in Thailand, will receive the mo
QBDLBHFT O05IFTFOQSPWIJODFTOXIMMABMTPA S
These provinces include: 1) Bangkok, 2) those where HIV prevalence is h
average, 3) those with a large number of target population members (inc
and/or those with universities); and,4) where populations tend to be mo
of 25 provinces will receive the intensive package for at least one KP

OQSPWJIODFT O0XIFSFOTQFDJsDOJTTVFTOSFM
that is comprehensive and tailored. Border provinces and those province
and emerging risk networks (but low disease burden) will be included. /
(27) in the country will receive basic service package providing informati
aimed at the prevention of risk behaviours, and normalization of HIV, al

11
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Thailand’s Operationa¢datefainging AIDS has been costed in collaboration \
community and health service providers. The costs have been set out in
key action areas: (i) providing services; (ii) strengthening the system; (iii) ena
and (iv) programme management. A total programme cost of THB 5,845,
calculated, of which 77% is allocated to service delivery; 5% to system s
to enabling environment activities and 13% to program memanagement inc
and evaluation. In terms of service delivery costs, 26% of the entire servic
is provided for MSM.

Key actions have been outlined at the national, regional, provincial and ser
to ensure consensus generation, two-way communication, coordination, s
appropriate division of responsibilities. A management plan for monitorin
the implementation of the National Operational plan is laid out in Section @
overall accountability and management mechanisms for oversight of the ¢
The crucial role of the National AIDS Committee as the apex body for ove
decisions is maintained, while overall implementation responsibility Sits \
and other agencies.

'JOBMMZ dUIJTO0QFSBUJPOBMO1MBOOGEFSOF
results of each key operational approach based on the RRTTR framew
The proposed operational indicators are aligned with those articulated in th
M&E Plan, but some adjustments have been made. Detailed costing and
presented in the Annex 5.



Purpose of the National Operational Plan

This document represents Thailand’s comprehensive operational plan to a
by 2030, and is focused on the period 2015 to 2019. This Plan is meant to gu
of the Ministry of Public Health (MoPH), but also all decision-makers «
within the Government, and in the non-governmental sector, both nationa
whose duties or mandates are related to AIDS control. It should also
guide for funding agencies considering investment for HIV/AIDS contrc
the same period.

The actions and interventions outlined here translate the key concepts pre:
National AIDS Strategy: NAS (2014-2016) into an actionable Plan for Er
This Operational Plan does not replace the Strategy documents in any
BEETOWBMVF 6CZoUSBOTMBUJOHOOFXOATD.
into programmatic action. With the aim of fully utilizing this new evidence
Plan consolidates and refocuses key interventions among key popula
QSJPSJUZOHFPHSBQIJDBMOTIJUFT 6XJUIAUI
response and a targeted, optimized response needed to achieve Thaila
AIDS by 2030.

Focused on enabling systems and addressing current gaps, this docur
introducing innovation for high coverage service delivery - one which t;
the populations at highest risk, but also those geographical areas wit
burden across the entire continuum of prevention, care and treatment.

The Plan also links closely with the National Tuberculosis Strategic Pla
highlights areas where these two national programmes can collaborate
FGsDJFODZOJOOUFSNTOPGOTFSWIDFOEFMJ\

Key principles and foundations on which the Plan is built

The Operational Plan for Accelerating Ending AIDS uses the NAS (2014-201¢
The Thai NAS takes two over-arching strategic directions; (i) innovation
optimization and consolidation. The NAS (2014-2016) is based on the pri
equality; implementation of people-centered approaches; clear target setti
ownership and leadership; empowerment and increasing self-esteem; and
with government, private and non-governmental sectors. The focus rem
populations of MSM, TG, MSW, PWID, FSW and their clients in this sti

The NAS (2014-2016) sets ambitious targets: (i) new HIV infections re
(ii) vertical transmission of HIV less than 2%; (iii) universal access to s
quality care and treatment for PLHIV; (iv) AIDS related deaths reduced b

13
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among PLHIV reduced by 50%; (vi) laws and policies which impede acc
treatment and care and other government health services revised; (vii) I
HFOEFSOTQFDJSDOOFFETOBSFOBEESFTTFEQJC
and /or human rights violation cases occurring to PLHIV and KPs reduce

Additional main inputs for this Operational Plan are drawn from the Natic
on Strategic Use of ARVs (August 2012), Evaluation of the National HIV P
for Key Affected Populations and Prisoners in Thailand by Institute for Poy
Research (IPSR) in 2013; and the National Consultation on Ending AIDS
&WIEFODF CBTFEO3FTQPOTFTO .BSDId 0'J
which indicated that Ending AIDS using a combination prevention apprc
Thailand, were also used to develop this Operational Plan.

Based on a review of the evaluations supported by the National AIDS Comm
recommendations to address current gaps in the Thai national response c
across three areas:

1) Targeting of higher risk populations and higher risk geographical ar
FGsDJFODZOBOEOMILFMIIPPEOPGOTVDDFTT 0o
have demonstrated that a lack of targeting at both the population and g
dilute the national effort to control HIV. As Thailand moves from an appr
HIV to one of ending AIDS, targeting interventions at those who have the
the geographical areas in which they are found, will have the desired im|

2) Innovative and effective interventions are needed. Coverage among K
a result of low HCT uptake and late ARV initiation. New approaches to ol
interventions aimed at reaching, recruiting, and retaining, KPs into the pr
treatment continuum are needed.

3) More effective, innovative monitoring approaches are needed, and syst
need to be addressed. While Thailand has a solid foundation of evidence to
the introduction of innovation in service delivery will require strengthening of
ability to track individuals and engage other sectors effectively who work
The country’s health management information system (HMIS) needs to gatf
disaggregated by KPs, in order to track individuals as they move through t
and treatment cascade.

In addition, policies and guidelines need to be reviewed and updated to ad
delivery models (i.e., rapid, same day result testing, decentralization and
shifting for this to occur). Laws related to the age of consent for testing and
behaviours (such as substance use and selling of sex), need to be review
JOOXBZTOUIBUATVQQPSUAOQVCMIDOAIFBMUIOHF
more is needed to assure providers are aware of current good practice a
that they deliver KP-friendly services.



Key components of the National Operational Plan

This Operational Plan has four key components. Section 1 is the Core |
the background and rationale to Thailand’s efforts to End AIDS and outli
objectives and strategic interventions. It sets out key targets and approa
JOOPWBUJPOOBOEOFGsDIJFODZ6XIJMMACFOBD
sensitive and human rights based framework. Section 2 lays out the a|
Ending AIDS in Thailand. It lays out how costs were calculated not ju
but by actual costs of service delivery on the ground. It also sets out bt
of services for each key affected population. Section 3 outlines key a
activities and timelines which form the backbone of the Action Plan fc
Thailand. Critical activities for enabling systems and developing capaci
the period 2015-2017 by quarter. These will be reviewed annually and a
This section also provides information on the management and oversigh
Plan. Section 4 outlines how the Operational Plan will be monitored, «
tracking and monitoring indicators, as well as how the M&E systems wi

The process of assembling the Operational Plan

As the secretariat of the National AIDS Committee, the Department of |
the NAMc and BATS coordinated the development of the Operational Pla
of working group meetings around key strategic areas (prevention, ce
strategic information, stigma and discrimination) and broader stakeh
Working groups were tasked with reviewing the current plan, reviewing prc
and evaluations, and identifying partner comparative advantages in or
actionable list of interventions that would overcome the gap between v
being implemented, and what needs to be implemented in order to ac
of the three zeroes.

Working groups reached consensus and their inputs were integrated in
hosting a larger national stakeholder workshop to review the propost
The Plan has been proposed to the National AIDS Committee for ap
consideration on moving the Plan to the implementation.

15
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1. Core Plan

Background
Current HIV Epidemiology

The HIV epidemic is neéitung,, dencentrated primarily in key populations (k
men who have sex with men (MSM), male and female sex workers (MSW a
people (TG), people who inject drugs (PWID) as well as other vulnerable pc
spouses of KP and PLHIV, migrant workers (MW) and prisoners. The g
transmission is through unprotected sex (90%), with unsafe injecting dru
most important transmission route. Mother to child transmission has been ef
Most of the new infections occur in one-thirds of provinces, including Bal

The HIV epidemic is mature and rapidly declining since 1992. There wi
459,688 people living with HIV in Thailand in 2013, including 193,965 v
children (AIDS Epidemic Model, 2013 estimation). The estimated adult HIV

Figure 1. Transmission modes for new HIV infections in Thailand (20

Blew HIV Infections by Mode of Transmission
Thailand: 2015-2019

o m Casual and extramarital
sex
N Spousaltransmission
Feamale sex work and

clients

m Malesax with make

u Injecting drug user

2015-2019

Source: Thai working group on estimation and projection, 2013

There were an estimated 8,135 adult new infections in 2013, of which 3,
MSM; 2,572 were through spousal transmission; 799 were among PWID
occurred among FSWSs and their clients. Casual and extra-marital sex
infections.

5/IF65IBJO8B8PSLJOHO(SPVQOPOO)*70BOEOJ&TUJ
HIV in Thailand will remain concentrated among key populations (KPs)
Nearly three-quarters of the new infections will be among MSM and sero-c
(see Figure 1). PWID and FSWs and their clients make up the vast major
new infections.



The transmission of HIV from parents to children has been successfully
to child transmission (MTCT) rate was at below 2.3% in 2013. AIDS-relat
steadily decreasing since 2001, with a sharp decline from 2006, following

Table 1: Estimated number of new infections (adults), by mode of transmissior

Casual and
extramarital Total
sex

FSW and Spousal
clients transmission

2013-2019 4,103

% 12%

Source: Thai working group on estimation and projection, 2013.
1SPKFDUJPOTOPGAOOFX8JOGFDUJPOTO BEVMU
of any interventions, nearly 34,000 new infections will occur of which half
and a quarter among sero-discordant partners.

Apart from the KPs mentioned above, sex related HIV risk behaviors a
QPQVMBUJPOTOTVDIOBTOsSTIFSNFOOBOEOGOUIF
MWs, the IBBS in 2012 showed low HIV prevalence but high levels of risk
reported having sex with more than one partner in the last year). In a |
conducted in 24 provinces among MWSs aged 15-49 years, 21.6% of male
more than one partner in the previous year compared with 4.6% female
and those working in the sea-food processing industry often pay for sex.
TUVEZ6JOO3BOPOHOQSPWJODFOAJOOG OKVT
a sex worker, and among them 72% reported consistent condom use
encounters (Htoo, 2009).

Antiretroviral Therapy

Thailand has made outstanding gains in making HIV treatment accessil
need it. Coverage with anti-retroviral treatment (ART) is high an&0% (CL
below). However, entry into treatment is late; people living with HIV (PL
have low CD4 counts (median of 111 in 2013), and 67% of newly initiate
counts under 200 éellimsrhas implications not just for individual health
but for ongoing transmission. Retention rates for PLHIV in the treatmen
24 months were 83% and 79% respectively, while the mortality rates w
respectively (Thailand GARP Report, 2014).

Uptake of HCT among KPs is limited. For example, only 25.6% MSM ant
being tested and knowing their results in the preceding 12 months (IE
estimated 459,688 people living with HIV (AEM, 2013), 388,833 are regis

OQFPQMFOBSFO0ZFUOUPOCFOEJBHOPTFEGB
settings is essential to meeting this objective. Despite considerable pro

17
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reaching and delivering HIV prevention and treatment services to these indi\
continue to struggle with access to some of these populations (e.g. PWID
behaviors continue. An important tool in reducing transmission will be to ens
and high quality ART. As most new infections continue to be among KPs,
needs to remain on this population and their sex partners.

Analysis of the treatment cascade shows inadequate linkage between diagt
BOEODBSF 0BOEOJOTVGsDIJFOUOSFUFOUJPOOB
to the passive nature of health care delivery for HIV patients, and service
provincial and tertiary health care settings, where staff have limited time :
follow-up and support adherence among patients. At the same time, inac
between health care and community settings, and inadequate patient trac
between community based organizations (CSOs) and traditional public sec
contributes to reduced retention across the prevention and care continuut

For example, of the 331,357 individuals who met ART criteria (among th
registered for HIV care), 286,214 commenced ART (86.4%) in 2012. Due t
and mortality among these, 227,451 continued treatment in 2013 (79.5%
804 who had a viral load test done in the last year, 155,221 had a suppr
In other words, there was 32% attrition between those who should have b
those who are actually on ART. A comparison of those who are registered
UIPTFOXIPOBSFODVSSFOUMZOSFDFIWJIOHG"35
(42%). Therefore, it is an urgent priority in Thailand to ensure early treatm
adherence to control transmission at a population level, as well as improve
outcomes.

The 2015-2019 Operational Plan for Accelerating Ending AIDS

As an upper middle income country, with universal health coverage and &
number of new infections each year, Thailand is uniquely positioned tc
epidemic. Epidemiological modeling in Thailand indicates that saturating
coverage of HCT and initiating treatment irrespective of CD4 count is an
for minimizing new infections (see Figure 2). By focusing offering HCT in K
PGOUIFN 65I1BJMBOEOJDBOOBDUIJWFMZOsSOEQ)*
DBSF 051 JTOXJMMOCFOCFOFsDJBMAOOPUSPOMZc
in the ‘community viral load’. Cost effectiveness analysis has shown tha
scale-up this approach for a relatively small additional cost (UNAIDS, Inv
Thailand, 2013). This Operatlonal Plan outlines the activities that Thailan
P W F S d U | F ¥ddadétesesiie Bapdbidéen the currentrespanse and the
f@ﬁ@%ﬁ@@@@dﬁ&ﬁ@@ﬁ@%%%&ﬁ@@dﬁb@mﬂa (selamdgure 2).




Figure 2: Projection of new HIV infections for Scenarios of (1) Previous Nationa
Current National AIDS Strategy 2012-2016; and (3) Current National AIDS St
AIDS Strategy

Projection of new HIV infections
For Scenarios of (1) Previous National AIDS Strategy; (2) Current National AIDS Strategy 2012-
2016; and (3) Current National AIDS Strategy with Ending AIDS Strategy

Thailand can end AIDS

Thailand can achieve HLM targets and move towards being the first country to end AIDS

Ll S " (1) Previous National AIDS Strategy |

| (2) Current National AIDS

s N e strategy 2012-2016

z
3
g
3
2
:
@

" (3) With Ending AIDS
Strategy: Promote HCT,
Reach at scale and Prompt

(R pemarins Conaccnter sammonint sstinges oo )
a0 20, Ireatment

Vision of Operational Plan
Zero new HIV infections, zero AIDS-related deaths, and zero stigma ar

Goals

To end the AIDS epidemic in Thailand by reducing annual new HIV infe
1,000 by 2030; and to virtually eliminate the transmission of parent to ¢
of HIV by 2020; and ensure that all diagnosed PLHIV receive ART upon
the quality of their lives and prevent transmission to others

Targets for Ending AIDS

The key operational targets in order to achieve these goals for the perioc
out in Table 2 below. Ending AIDS targets have been articulated for tf
of new HIV infections averted (2,602 new infections as opposed to 6,3
which would occur if current approaches and interventions were follow:
deaths averted (13,682 new AIDS related deaths in 2019 as opposed to
occur if early treatment /irrespective of CD4 count is not provided), roll-
framework at high coverage for KPs, effective viral load suppression (
transmission within networks and communities), and reduction in stigm
staff (with 10% or less stigma documented in health care facilities).
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Table 2: Targets for Ending AIDS 2015-2019

Targets: Thailand's Ending AIDS 2015-1019

Baseline 2014 2015 2016 2017 2018 2019

2012-13

Estimated new HIV infections (adults)

Current effart (Baseling) 8,134 7,695 7,324 7,012 6,752 6,537 6,347
Ending AIDS 6,290 4,646 3,813 3,139 2,602
Cumulative HIV infections averted - - 1,034 3,400 6,339 9,737 | 13,482

Estimated percentage of child infections from HIY- infected women delivering in the past 12 months

Thai and Non Thais pregnant women 2.3% 2.2% 2.0% <2.0 =2.0 «2.0 2.0
Estimated AlDS-related deaths

Current effort {Baseline) 20,962 20,325 | 19,246 18,182 17,258 16,472 | 15,794

Ending AIDS 17,761 16,321 15,502 14,639 | 13,682

Cumulative AlDS-related deaths averted 1,485 3,346 5,102 5,935 9,047

Stigma and Discrimination

Obzserved stigma among heath facility staff MA 23% 13% 10%

Key new directions for the Operational Plan 2015-2019

The National Operational Plan (2015-2019) focuses on 30 priority provin
intense focus on the Greater Bangkok Area (where modeling and epide!
suggest that nearly a quarter of new infections are occurring. The Plan foc
the preventive effects of ART that will further contribute to a decline in
The Framework for this Operational Plan is based on the Reach-Recruit
which closes the gaps in the prevention and treatment cascade, and helj
the dichotomy between prevention and treatment (that has been noted
evaluations as an issue in the Thai national HIV response).

Reach-Recruit-Test-Treat-Retain

Given very high reported rates of ‘last time’ condom use and sterile injecti
SWFOZFBST 0UIFSFOBSFODPODFSOTOUIBUGBOT
JOUFSWFOUJPOTAJOO5IBIJMBOE 04QFDJsDBI
behaviors are high, the rates of HIV counseling and testing (HCT) are ty,
HCT being provided as part of universal health coverage to all Thai nation

In addition to saturation levels being achieved in behavioral change, a
Thailand needs to address transmission among sero-discordant couples (
infections are estimated in this population). Targeted provision of HCT to
and out of PMTCT settings, and the provision of early ART to the infecte
fundamental to controlling transmission in this group.



In order to action this, there is a realization that one needs to move beyol
health ‘hard-ware’ and information, to actual service provision by taking
SDBTF sOEJOH46BQQSPBDI 0XJUIOGBEFRVBUF«
now needs to introduce a new form of ‘combination prevention’, with a strong
led approaches to identify the most at risk KPs (such as younger MSM). |
service delivery models and demand creation for HCT, with tight linkages |
ART and adherence support are also vital.

Figure 3: Framework of the Thai National Operational Plan

National operational framework

Goals:
HIV: Zero new HIV infections, Zero AlDS-related deaths,
and Zero stigma and discrimination

TB: Zero deaths, disease, suffering dueto TB
I

REACH-RECRUIT —TEST — TREAT — RETAIN

Service continuum organized across four service domains

Cross cutting domains: system strengthening, enabling
environment and sustainability

Acknowledging the need for targeting at both the population and geograp
VTFTOoBOsWF QSP O H F eachidgaiskidplRieoBs @rsaRiiD |
at highest risk into prevention, care, and treatmtriseaticek:;temitigg

those found positive regardless of Ci4ile\sth; meghtataiamdpositive KPs
the prevention, care, and treatment continuum. The Reach-Recruit-Test-
approach to HIV diagnosis and treatment is in line with the WHO endors
diagnosis and treatment using a cascade approach. The RRTTR approach
to the control of TB in Thailand, as early detection and universal quality tree
patients will contribute to decreased incidence of TB. On the basis of this :
revised its current ART guidelines to ensure ART for all HIV patients irrespe

Reaching

key:-gapsdnireaChaiand has had a large outreach programme which ha:
reached out to KPs in community settings to provide information and h
Condoms and IEC materials have been successfully provided at a large :
outreach efforts. However, the focus on promotion of HIV testing was
activities also focused on face to face communication only, and were nc
the many opportunities offered by social media and mobile phone techn
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Cergiprineipfespart of Thailand’s Ending AIDS response, a new strategit
‘reaching’ KPs will be adopted with the dual objective of demand creatio
continue to provide health hardware such as condoms, and access to nee
essential prevention education.

nferming ounappEfettive reaching v Reaching at a 9|anf?e_
informed by community mapping whit Quicemencreased risk perception;
understand population segments and thi consistently use of condoms; safe

for adopting desired health care seeking iniection; increased knowledge about
their fears related to seeking preventic UIF6JNQPSUBODFOPGAOU

. : o of ART and STI screening and case
gr%gr;gglgga;nﬁiﬂpdgge\ﬁlg tlgrfé)ertrg dcr?lr; management; increases in intention to
appropriate and relevant to populatiol HCTI; 'bn.lc?[ease"d knowledge about servi

,1 TQFDJsD&PVUSFBD| 2vaabiily %JIS$T
HFPHSBQIJDBMMZAJB O E ¢ GergipsincipResaching KP at figheF D .

Demand creation will be the foundatior "SK In Priority sites to create demand fc
behavior change communication (BC¢ HCET and STl services
Activities to support demand generation fo keyinamsatiSealing up reaching KPs
prevention and care services include : through their social networks and use
social networks via peer led outreach social media including websites, group
(traditional and network based using inc as well as individual electronic
as revitalized Drop in centers) providin communication. Create pharmacy netwo
and referrals_ to both HIV and 1B diagno s the outlet for HIV information and whe
targeted social and public media, (c) phe :

. : ) : : get the HCT services.
creation to provide clients with a wider ccoccc v
information, including locations where HIV testing is done ; (d) using ga
entertainment venue managers to disseminate messaging, and (e) dev
health care facilities at the sub-district level to promote HIV awareness at
as well as TB testing services.

A motatgeiechappradiche used to reach KPs through the intensive and com
packages which will be guided by the use of social marketing approaches
FWIJEFODFOSFMBUFEOUPOUIFOTQFDJsDODPOI
messages to be disseminated. Websites where MSM and sex workers ch
partners, social media such as Facebook, to saturate KPs with strategic me
KPs are aware of their risk levels, (2) generate demand for routine HCT
where to access services (including MMT and needle exchange services
,1TOVOEFSTUBOEOGOGUIFOCFOFsSsUTOPGd45*0TD ¢

Underommoedity-distripiooms, will be on assuring availability and accessit
condoms, water based lubricants, and needles and syringes (for PWIDs
condoms and water-based lubricants will be distributed during outreach tc
have these commodities on-hand when needed. There will be an expan
targeted outlets to assure saturation of condoms in targeted geographic
vending machines in entertainment venues and pharmacy network mem



Recruiting

keyagapsinitecruitirentthough all Thai citizens are eligible for free HT
OST services, the inconvenience and KPs-unfriendly services are main
recruited for services. Fear of positive results also brings about the reluc
for the services.

CereriprimeipRRaecruitment of Thai and non-Thai KPs into the preventic
treatment continuum will focus on recruitment into the system at scal
of branding, STI management, and referrals. For PWID this will inclu
comprehensive harm reduction including mass distribution of needles
well as the scale up of opioid substitution therapy (OST).

publie.awaten@issng across the countr ﬁ?ﬁ@‘t at a glance
approaches such as public service annd UHERRRRag recruitment of

TV and radio, posters, and pamphlets. target populatlons to needed services
including pre-HIV test counselling, or

To increase recruitment for HTC, a peeg1§d¥Rianing, diagnosis and treatme
JOUFSWFOUJPOBNPEJSFEQPESPNOSFTQPOEFOL
methodology will be used in high priority sites includi
Bangkok, with more traditional peer ou
lower priority provinces. pre

ﬁTgk@@r@mmgaaég@n@maeagmnan entrybgo
into HIV services, will be decentralized in fieydaRgnaiipr@aging of services;

where the intensive and comprehensive’grRickEyRIsiipsvention using incenti
implemented. Provided through mobilé®%emesenRDS to target those at
the community level- and strengtheneitioftegiréskiantegration of the private
brandagerifriendly, high, quality,and FEg@atolne appointment services,
appropriatieiselvicader to develop a s@Rskasle based membership cards.
network for KPs.

Senvieerbramdihipclude government and private providers and will increase
of KP-friendly services under a mechanism that assures quality and apprc
and messages. Staff will be sensitized in these sites in order to assure ap
XJUId,1ONFNCFST UISPVHIOBOMPHPOAUIBUDG®
the services available these sites will increase the availability of service
the country.

Arenhanced-referral ®ybtamded sites with online appointment making, ir
of QR-based referral, and integration of pharmacy networks by using sr
such as Line. Subsidies will be made available to facilitate accessing s
transportation, and accompanying people to sites (testing buddies). Thi
include referral to HCT as well as TB sputum testing to branded sites.

Branded BCC messaging will be:-iwo-fo}s

itment at scale into
-test counseling, STI, OST at ¢

(hc[usmg in priority preWiRses and
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Testing

key.gapsimieSargices are available only at the facility level; perceptior
and discrimination; lack of widespread availability of same-day result testi
numbers of KP friendly service sites.

Ceoreiprinciplésder the testing approach effortsewillsfeeus, enuearly diagnc
testingcand decentralized -samesday result testing.

HCT services will be expanded to include strengthened hotline-based pr
mobilestestinpOUFOTJsFEJdJOd!''Re It 3AncniM]ODF]
periodically in other provinces in an effo Testing at a glancl,e_
testing among the population at large); Quiceméscreased HIV (re-) testing
access through making testing available v coverage, knowledge of sero-status amc
through private and CB@rsites{eommui KPs, and early diagnosis, and also refer
and home testing (operational researct for treatment
TeSting sites that meet established ste Cergiprineipheseased availability at
br_anded and provider !ni'_[iated counseli the community level, scale up of same
will be strengthened within TB and STI gay testing results, and KP friendly
enclosed settings, pre- and post-test ¢ services.
with self-administered (but supervised) o ey
introduced (pilot in selected prisons).Cot "~ . ;
: rapid testing at the community level
to reach partners of KPs will be strengt L :
L ) ; =" through CBOs and mobile sites and witf
training of counselors on discussing dist e
health care facilities; hotline pre-test

of encouraging clients to bring in their pai e )
: counselling; operational research on
efforts will be made to assure pre-test

BOQSPQSJBUFAGPSS,1Ta "ome-based testing; brandingofhigh
UIF8sSTUBUJNFB83UIFz g dualty, KP-mendly services., ;5
component of the testing process for those who are re-testing in order tai
DPOUFOUONPSFOFGsDJFOUMZ 05P6BDIJFWEFOU
that counseling is appropriate and that new service sites- private clinics
sites- are able to meet the established standards.

The Bureau of AIDS TB and STIs will work with hospitals to promote ‘sar
testing. This is to reduce attrition and improve patient convenience. As par
AIDS Strategy, it is planned that HTC with same day results will be furthe
ensure that diagnosis can be achieved at the sub-district level. The recent ¢
HCT in drop in centers (DiC) run by peers has been successful in increas
needs to be done. Traditionally provided by CBOs, these groups have tf
relationship with KPs to reach them with prevention messages and infor
delivery; they are trusted and the provision of HCT services by these gr:
barriers often faced within government sector facilities where concerns
EJTDSIJNJOBUJPOOBOEOQFSDFQUJPOTOBSPV!
reported by KPs.



Communication services will focus on thesislypimséandeiofone month of

a likely exposuneramabting:retemitbim the system regardless of test results
messages and incentive programs will be put into place to encourage rete
test, treat and retain continuum. This will involve encouraging KPs to rete:
and refer them to CBO supported recruitment services, and referring pos
services and support services provided at the community level.

Within government faeolisies care-contkise strengthened and consideratsi
XIMMOCFOHIJIWFOOUPAOQBUJFOUOtPXTOTPOUIB
primary health care services are not lost when moving to different depa
areas to receive an HIV antibody test.

Across the government and NGQ/CBOrsegtor wibine ddeaiaipgciantiuding

guidelines, tools, and training in order to assure that the system is able t
are tested at the community level through peer-led interventions and mobi
health care services and for HIV counselors within health care facilities ce
positive to support services, and those who do not test positive to sites
access additional information and receive peer-led support in order to S
This joint referral system will incorporate TB services in order to assure al
are tested for TB. Through the process decentralizing testing, quality
functional referral system servicelstanddtiemtriitment efforts can promote
service efforts by assuring that HCT services are user friendly, of high qualit

Treating

key:gaps-t-ireakacknaf knowledge about the effectiveness of ART and fe
associated with the treatment of opportunistic infections and laboratory
facility based treatment which may be inconvenient for clients; late uptake \
USFBUNFOUOFGsDBDZ

CergipfincipJaster the treating approach effortsawillfoeusionzeardy ART in

totreatmentdorKiRs; anddask shifting. ¢ i |
I
85 é’é;é‘ OB 0,
WEHECAHY at entry into care
N0 e .. %
‘ cor
wuples, early treatment initiation for the pgsl entralized treatment

&BSMZJ3JEFOUJsDBUJPOAQl| {
CD4 Ie_vels, IS a critical component of Thglls MSitiation among KPs
to eliminate HIV as a public health issue. tor di ANty o1 initiati

pa) ﬁr\uf)jﬂblb&:l ﬁ ART initiation, task

: S . . |

will reduce the likelihood of infecting partngss;id8OfStekiOriendly services
achieve this delivery systems and case m menieetder treatment:
to be strengthened through assuring pro HAFh Y BN centralize ART to
effective regimens and have the capacity teiigtier masdgsion of CD4 at point
treatment regimes. Integration of ART inserfi@aintgkédiGn of HIV into TB/HIV
services and incorporating Hepatitis C-rel&teRl Segridessirftellaboration across
HIV programming are core activities undzzéoﬁstit!gﬁ§°§r§?i!emes LOICOVER treatimen

25



26

"DDFTTJCIMJUZAOGPSO,1TOPGOUSFBUNFOUOGTFSW.J
of treatment services to sub district health promotion hospitals. Communi
PLHIV holistic centers within hospitals will provide KP-friendly services and
address mental health issues through counseling, and promoting positive liv
and for co-infected (HIV/TB) persons. Laleveltookethatiealdr care system will
provide point of care ervices, assuring that PLHIV can access CD4 count, vir
diagnostic services closer to their communities. Expansion of laboratc
communicate points of care will support increased access for KPs.

Riletingtodniermsfuiurenprotaakshiftgig and decentralization of services will b
to assure treatment services can meet the demand generated under the new
to achieve this, hospitals at the provincial and district levels with large ce
selected to decentralize HIV care and treatment to the sub-district level. New
XIMMOCFOQSPWIJEFEOXJUIOTFSWIDFTOBUAQUIF
treatment, after this they will be linked through the service provider network
hospital closer to their community which will then take over future care and
Pilot hospitals will be selected within the priority provinces to assess this a

Integration of post-exposure prophylaxis (PEP) and pre-exposure proph
the national response will be tested in Bangkok. These approaches will ain
these new approaches can be utilized among those at highest risk of co
The project will aim to identify those at highest risk and understand the fa
this higher level of risk, and then apply this to the piloting of PEP and PrEF
response. For those who become positive, a test-and-treat approach will
assure early initiation of treatment, regardless of CD4 levels.

Retaining

key:gaps:intreténaed use of new technologies and approaches to encourag
adherence; weak linkages at the community level for follow up; reliance c
services which may be inconvenient for clients; lack of follow up for HI

Cergiprincilesaining people within the prevention, care and treatment cor
need to focus on keeping those found negative engaged in order to not k
and in assuring that those who are found to the HIV positive adhere to t
For negative individuals the strategic approach will aim to maintain high |
use with different partner types and to assure individuals are periodically re-
KPs, retention will fassiong a 95% treatment adherence rate and follov
those individuals whoddphiviating e¢eggtment.

,FZOJOUFSWFOUJPOTOGPSO6,1 TOGPVOEOJOUP
networkdjtization-obmohile technologyd®M8)people of the importance
to be tested andenhanecedjost-testitboangetad messaging which encoura
preventive behaviors (operational research will inform this). Innovative &



CZAUIFAQSJIWBUF BGPS(’S ﬁéﬁ%rgt%%%ﬁch

strengthen retention activities. Membership cat suppression, higher
to incentives to promote re-testing will b ' Wwithin freatment service

in order to make health care seeking fory tﬁeﬁgfy&qg testing for negative |

more attractive to clients. T A
Positive individuals will be retained throughtaheornimmatidn level; innovations tc
of adherence support services at the coﬁ’fﬁﬁfaﬁﬁﬁ idbgience, retention of negati
and within health care facilities:-Ereatiie¥tdiROse KPs in the HIV cascade
focus on large scale treatment literacy and<@mpaovétipesmtader: retention:

for self-care. Holistic care centers within F& é%% PBlée technologies to rem

re-tested, and for tho:
strengthened. Adherence will use mob|I “to adhere to their

likesiBNISremind clients to take their drugs.a atment literacy at scale
will be created to provide support and eRggLyR d61@@3tk of trained providers
to PLHIV. A@umtﬁam@@@wm@maﬂmwemmm health care facilities and within
support tools such as pill doeistsemidjtheribelcommunity; case management at t
and expandetkrA+steangthened rederosieyareymity level.

levels and sectors will assure PLHIV receive the variousdypesiotsupport ne
managenienPLHIV who are KPs including reproductive health, TB, sensitizat
toKP needs and case management though home and community based su

Priority Populations

Key populations (KPs) and their partners targeted in this Operational Pl

non-Thais:
MSM and transgender people (including <18 years of age, who are in and
;0.BMF 0GFNBMFOBOEOS(OTFYOXPSLFSTO V
and non-explicit sex workers);
' 01lFPQMFAOXIPOJOKFDUOGESVHTO 18*% 60JOI
,01SJTPOFSTOBOEOZPVUIGIJOOEFUFOUJPOC
;0lBSUOFSTOPGO01-)*70BOEGS,1T 0BOESOD
High risk migrants, particularly those in professions that make thelr
00QSBDUJDFOASJTLZOCFIBWJPVSTO TVDIOB

Interventions will be tailored for these populations, and different appro:
service delivery packages for each KP will be delivered at the required int
These interventions, by population and package are detailed in Annex 1.
action plan can be found in Annex 5.

Geographic Prioritization

An epidemiological analysis based on disease burden and new infectic
provinces in Thailand account for 75% of total burden of HIV and 76% c

including MSM, TG, MSW, FSW and PWID. The highest burden is in tf
Bangkok Provinces area. This information allows Thailand the opportunit
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FGSsDIJFOUOBOEOHSBEFEOSFTQPOTF 0XIFSFal
aimed at provinces not only where the need is the highest, but where imp:
the highest. Focussing efforts on these provinces gives Thailand the best cf

Figure 4: High HIV burden priority provinces in Thailand

Top 30 Provinces with HIV Burden
MAKHOMN PATHOM

SAMUT PRAKAN RAYONG
NONTHABUR| BURI RaMm
PATHLIM THANI CHIANG RAI
CHIANG MAI ROIET
MAKHON RATCHASMA PATTANI
CHON BUR| SAMUT SAKHON
KHON KAEN MAKHOMN SAVWAN
MAKHON &I THAMMARAT SUPHAN BURI
UBOMN RATCHATHANI S| SAKET
PHUKET LOP BURI
SONGEHLA KALASIN
SURAT THAMI SURIN
UDSH THANI BEARAT HIAT

Table 3 shows the coverage that can be achieved (cross tabulated by the
package and key populations) by taking this approach. For example, for
the most intensive service package in 4 provinces, 49% coverage can be
69% of all FSWs can be covered by providing the most intensive servi
provinces alone.

Table 3: Coverage by KPs which can be achieved by focusing on high burden
(broken down by intensity of service package).

Target populations

Packages Targets Youth in
RS TG MSW FSW PWID Prisoner | detention
centers
Package 1: I provinces 4 4 4 8 5
Mostinlensive | 4 o0uiatians 37,819 | 13,898 | 15,672 | 91,676 | 14,734
% coverage
Package 2: # provinces 10 g 16 8 32 26

Intensive # populations 34,117 4,513 20,131 | 2,679 | 210,343 22,421

% coverage

Package 3: # provinces 17 18 14 6
Specific ¥ populations 26,464 3,696 9,246 | 2,910
context 25 ;
% coverage
Package 4: # provinces 46 46 39 Sl 5
Basic # populations 47,418 6,425 1,298 11,844 i 19,978 83,1458 3,991

% coverage

National pop 145,819 16,970 | 132,886
size estimation

Based on this prioritization, different intensities of service packages will be d
provinces. Clear criteria for establishing the intensity and the service packa
have been developed in consultation with the community. These are outlinec

293,492
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Table 4: Criteria for grouping

of provinces for tailoring service delivery pac

Target Package 1: Package 2: Package 3:
populations Most intensive Intensive Specific context
MSM and TG | Number of MSM and TG at | Number of MSM and TG at | Number of MSM and TG at

higher risk > 6,000, higher risk: 3,000 - 5,000; | higher risk: 2,000 - 3,000;
economic areas, tourist economic areas, high no NGOs/CSOs in place
areas and high number of | number of colleges and
colleges and universities, | universities, high number
high number of of entertainment venues
entertainment venues
MSW and Location has many
TGSW tourists, seasonal high
number of MSWs and
TGSWs
Fsw Different types of FSWs High number of FSW High number of non-Thai
(non-explicit venue {(1,000-3,000), centers or | FSW, and border
based, explicit- non new centers of provinces
venue based, non-explicit | development in the
non venue based) , many | regions or peri-urban
tourists, particularly provinces
foreigner tourists,
seasonal high number of
FSWs
PWID Provinces with 1000 and In provinces with 300-999 | Evidence of transition to
above PWID PWID injecting; new evidence
Prisoner High number of prisoners
{more than 7000) who are
not located in high
burden provinces
{Phitsanulok and
Ratchaburi);
Disease burden provinces
ranking 1-30
Youth in High number of youth
detention {more than 1000) in
centers detention centres; and in
the provinces ranked 1-30
in terms of disease
burden
Migrants at High number of migrants
high risk at high risk, i.e. working
on fisheries, seafood
processing, factory and
construction workers

*OOPSEFSOUPOBDIJFWFOFGsDJFODZAHBJOTO
packages. A most intensive package (11 provinces), an intensive pacl
BOTFSWIDFOQBDLBHFOGPSOTQFDJsDAODPOUF
QSPWJODFT 0IBWFOCFFOOEFSOFE 0"OOFYO

and service packages planned.
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Eleven provinces will receive the ‘most intensive’ or ‘intensive’ package
From a management perspective, these provinces will require top priority.
include those where: 1) Bangkok, 2) HIV prevalence is higher than the n:
there is a large number of target population members (including tourist cit
with universities); and 4) where populations tend to be more mobile. A tota
will receive the intensive package for at least one KP or more. Further, 14
TQFDJsDOJTTVFTOSFMFWBOUOUPO)*70DPOUSPI
and tailored. Border provinces and those provinces with documented ar
networks (but low disease burden) will be included. All other provinces (2
will receive basic service package providing information and commoditi
prevention of risk behaviours, and normalization of HIV, and HCT. (See ¢

Operational objectives by RRTTR components and strategic int

*OOPSEFSOUPOSFBDIOUIFOHPBMOPGA&OEJOHOG
proposed in this Plan. Each of these objectives has related strategic interv
OFFEOUPOCFOIJNQMFNFOUFEOBUOGBEFRVBUFOJ

Operationatl-ObjectBg 2017, reach 90% of all KPs with evidence based p
services

Keystrategicinterventsdinsry of high coverage prevention services to KPs
information provision including using social media, BCC, condom provisio
needle syringe programmes, and methadone maintenance.

Qperational-ObjectBg 2019, recruit 90% of all reached KPs into HIV testing

key:strategicntenveemsind creation for HIV testing, branding of service
JODSFBTFOVTFSOSFDPHOJUJPOOBOEODPOSEF
HIV testiaggd community awareness generation.

QperationalObjectBe 319, achieve a coverage of 90% for testing among all

key:strategicntenventmmaementation of decentralized same day testing; P
of mobile and community-based testing; HCT integration into primary car

Operationatl-ObjectBg 2019, provide treatment for all HIV infected KPs

key:strategicintenveti®nhsreatment initiation at any CD4 level; decentralizati
and follow-up services; effective of linkages to anti-natal care to eliminate ve

Qperational-ObectByg 3019, retain 90% of infected KAPs in treatment s
kKey:strategicintervetinsrence support and delivery of electronic and n
based adherence support over life of treatment; case management at the

The Operational Plan (2015-2019) sets targets for a high proportion of KF
sex partners individually for each component of the RRTTR framewaork, sk



Table 5: Key Coverage Targets for Ending AIDS by each component of RR’

Targets: Thailand’s Ending AIDS by 2019

Baseline 2014 2015 2016 2017 2018 2019

2012-13

HIV prevention coverage (REACH}

Key populations (KP)
{Higher risk M5M and TG, 5W, PWID) 53% 61% 72% 79% 87% 90% 90%

HIV prevention coverage (RECRUIT)

Key populations (KP)
{Higher risk MSM and TG, SW, PWID) A 52% 60% 70% 78% B5% 87%

HIV testing Coverage (TEST)

Key populations {KP)
{Higher risk M5M and TG, SW, PWID) 41% 47% S54% 64% 72% B0% 84%

ART Coverage (TREAT)

Care and ART Retention (RETAIN)

Viral load suppression at undetectable level
{<50 cell/ml) at 12 months after ART initiation

PLHIV who an ART 77.5% 78% B0% 82% B5% B7% 90%

Enabling Health and community systems

Community:system:sirengienagivities proposed are:(i) empower KPs
networks to have a greater ownership and meaningful involvement in
activities by building their capacity;(ii) build capacity of community he
outreach workers and peer volunteers in service delivery in cooperation
rvices which helps to breakdown the dichotomy between prevention
TQFDJsDBMMZ UPOTVQQPSUOG)$5 OUSFEBL
community settings); (iii) develop effective referral linkages across comi
funded health facilities and; (iv) develop capacity for oversight, monitorir
including training in the use of strategic information generated by M&E s
based planning, advocacy and policy formulation at the local level;

Senvicessystem:strengthdmeagyith the concept of decentralization of hee
services for increased health care coverage of the KPs at the commu
systems at the sub-district and community levels will be strengthened.
this will be task shifting and sharing. Thailand has a very strong primary
and this system (and infrastructure) can be further utilized to bring high
DMPTFSOUPOQFPQMF 65BTLOTIJGUJOHOXIM|
sub-district hospitals, with the objective of increasing accessibility, avail
and satisfaction of the KPs.

A key aspect of service strengthening is improving coordination and re
heath care services providers from government, non-government, and
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organizations at local level will be coordinated to discuss and implem
for the community services improvement. A community health network
and will meet regularly for planning, implementing and monitoring of tl
health service delivery system. It will include district hospitals, sub-
QSPNPUJPOOJIPTQJUBMT ODPNNVOJUZODMJIC
EJTUSJDUTOXIJDIOIBWFOJEFOUJSsFEOBOMBSH
health promotion hospitals be developed as ART dispensing sites for
who are stable and have good adherence. This will reduce reliance on pr
and reduce travel time for patients. Over a 5 year period, 373 district he
hospitals will be developed to provide this function. Services of the heal
will be promoted in the same quality standards and branding across the
of Ending AIDS. Hospitals operating under the umbrella of BMA, MoPH
pharmacies and community based HCT service sites will all be brandec

Capacity development for service quality improvement on counseling, |
screening, and sensitivity to sexual diversity will be conducted at the sub-di:
hospitals, community health clinics, comprehensive care centers and DiC:
with local pharmacies will be conducted for service referral and healt
distribution to KPs. Capacity building for 344 PLHIV groups for case man
services delivery, HCT, and adherence support will also be organized ov
An online learning course will be set up and provided to support the wa
health service network. Moreover, a technical assistance team will be s
and provincial levels to provide technical support for the provision of que
health services and capacity building to the health staff at the sub-district |
hospitals. These technical teams will also do the regular supervision vis
assessments on assurance of quality of the HIV related services delivery
among the health service networks or the Ending AIDS branding servic

Enabling Environment
This Operational Plan was developed with the recognition for the RRT"
function; four key enablers need to be in place. These are:

1) Normalisation of HIV, and HIV testing

2) Reduction of stigma and discrimination

3) Rights protection and promotion of KPs

4) Revision of outdated and stigmatizing legislation.

Key activities proposed are:(i) develop a rights protection mechanism for K
level; (ii) review legal barriers related to the roll out of comprehensive I
policies and sensitize law enforcement agencies; (iii) promote migrant he
increasing awareness and demand creation, while identifying systemic
barriers and advocating for their removal.

In terms of normalisation of HIV and HCT, key activities are: (i) effective a



communication and demand generation activities that improve knowle
chronic disease which can be well managed and allow a good quality Iif
regular HIV testing (including as part of annual health check-ups); (ii) pron
towards PLHIV and KPs via audio-visual messaging, by removing fear |
promoting HIV as a chronic health condition (similar to diabetes and hyp
BMMPXd81-)*7UPOMIWFOGVMsSsMMJIJOHOBOEG®)
system such as MCH, TB, haemodialysis, dental care, harm reduction
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2. Costing and Budget Plan

Introduction
5IFSCVEHFUSQSFTFOUFES8JOBUIJTSTFDUJPOS

Thailand for the period 2015-2019. This budget plan is derived from the
spreadsheet which lay out the costs of each activity over time by KPs, ant
assumptions — notably the unit costs — and the quantity of each activity. Tt
be read in conjunction with spreadsheets (see Annex 4).

Costing Process and methods
The costs described in this section are based on the experience of the

Implementing partners who have strong experience of delivering preventic
care services in Thailand for over two decades. Standard unit costs wel
intervention and used across KPs. However, detailed costing of activities an
population were also calculated in consultation with service providers. P
creating an enabling environment, adequate management and strategic inft
and demand generation were also calculated in consultation with KPs and
service delivery organizations.

A key consideration while costing was to ensure adequate outreach and «
service delivery, as part of ongoing efforts to decentralize services and ma
GSJFOEMZ 6"EEJUJPOBMMZ OUIFOTQFDJsDODP
visual media to support demand generation and their recruitment into HIV
calculated in consultation with the community.

Detailed cost assumptions for commodities, capacity building and project n
SFMEOTVQFSWJTIJPO 6JOGSB TUSVDUVSFAJIJNQ:
micro and local level planning are included in the Annex 4.

All costs were calculated in Thai Baht in acknowledgement of the fact that t
largely domestically funded.

The budget needs for 2015-2019

The total estimated cost of the National Operational Plan from 2015-2019 is
This excludes the cost of anti-retroviral drugs that are currently already func
JFBMUIO4FDVSJIUZO0GsDFOBOEOPUIFSOIFBMU
costs and human resource costs for routine service delivery within the pi
system. Thailand’s Operational Plan for Accelerating Ending AIDS has been
witlthe community and health service providers. The costs have been set ou
areas: (i) providing services; (ii) strengthening the service system; (iii) enak
and (iv) programme management. A total programme cost of THB 5,845
calculated, of which 77% is allocated to service delivery; 5% to system s
to enabling environment activities, and 13% to programme management |
information and M&E (Fig 5).



Figure 5: Distribution of costs by component

S

B Deliver services
O Strengthen semvice system

O Create enabling

environment

B Program management

Costs by Priority Populations and Service Package
5lFO0QFSBUJPOBMA1IMBOOIJTOSSNMZOGPDVT
the entire planned cost is allocated to service delivery in KPs. Within tr
category which includes commaodities, apart from FSWs accounting fol
allocation in recognition of the large population size, MSM-TG are allocat
of the resources as 28% of the total cost in recognition of the burden of |
in this population. PWID groups receive 10% of the entire allocation; pri
in detention centers (1%); and high risk migrants (4%). See Table 6. Tab
costs by package type and by year. For Package 1 (provinces that will deli
services), a total cost of THB 1,964,180,699 is planned over the 5 perit

Table 6. Cost for services provided to key populations, with and without commo

Cost with commodities Cost without commodities
Key populations
THB % THB %

MEM-TG 1,249, 781,387 7.8 425,555,080 30.0
MEW-TGEW 277,241,970 6.2 118,330,030 8.4
FSW 1,750,623,056 39.0 419,142,826 29.6
PWID 446,715,009 9.9 269,986,197 19.1
Prisener 486,060,693 10.8 48,747,094 3.4
Youth in detention centers 33,284,394 0.7 13,597,000 1.0
Migrants at high risk 178,266,492 4.0 120,900,000 8.5
Partners of PLHIY 68,830,369 1.5

Total 4,490,803,370 100.0 1,416,239,227 100.0
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Table 7: Costs for implementing the Operational Plan by population, per year and by package type including

MEH-TG MSW-TGSW FEW PWID Prisoner Youth Migrants Couple of PLHIV Total
Ff 2015 212,526,634 47 BOT 433 297 967,304 75,574,864 71,814,144 5753138 33,365 455 8,275,992 752,926,934
Package 1 76,304 368 45451 588 188,505,998 40,388 737 3,610,203 334,352 294
Package 2 52317 428 35,222,084 16,243,473 52425195 4074 893 20,169,467 4 665608 224,818,247
Package 3 52317 428 42,706,872 10,541,285 105,665,563
Package 4 37127 538 2,155 505 21,442 350 7.700,399 19,388,940 1,718,245 4,195 988 83,728 063

FY 016

214277

54 866,714

330,560 533

86,046 028

86424116

6,084 803

34,036 368

10,873,584

841,203 863

FY 2ma

28001375

60,103,839

380,572,178

88.136.026

118.047.173

37,514,418

Packaga 1 84,871,704 52472 559 188 452 367 43,751 403 2,083,947 3T1.812,070
Packaga 2 56,703,272 71,440,171 21,904 333 82,587 857 5127054 31,618,253 8,809,837 258,181 137
Package 3 45412 435 633170 11,308 818 107.031,623
Packsge 4 40425217 2.404 158 24,363,825 6083814 23.836,269 §97.750 3318115 104.450,135
FY 017 266,728,221 56,501 504 363,104,061 80,615,537 88,733,087 8736773 45,785 318 13,812,632 820,720,125
Parkage 1 B4.471 475 53,880,344 207 22T 47,269 899 2,208,570 405,523 508
Package 2 62,463,608 76,588 167 22,000 605 71,400 518 5,733,366 d2.212.280 11,403,062 283,810,605
Package 3 53816,038 44 606 88T 11,437 506 114,750, 428
Package 4 45,178,100 2,641,250 27,107,700 9,807,527 27,323,570 1,003,408 3,583.030 116,644,583
F 2018 270,087,007 478,400,081 66,436 554 111042173 7,008,618 36,654,931 16.510,874 074,224 BET
Packapa 1 098,123,725 55 273 429 218 880,607 50,222 053 2,354,954 425 663 168
Pakage 2 65,543,004 &0,081,727 22,674,517 80,231,293 5,938,617 32,806,625 14,165,920 301,442,703
Package 3 58.526.308 81841127 11,862,732 118.760,185
Package 4 46,504,552 2,786,100 27,786 820 11,550 282 30,810,880 1,089,601 3,848 506 127,358,781

1,001 628,587

Teotal THB

1,249,781,386

277,241,969

1,750,623,056

446,715,009

486,060,693

33,284,394

178,266,492

Package 1 101 353,387 56,401.314 213,839,302 52,834 024 2,500,638 427,020,656
Package 2 67.032.470 81,518,442 21873817 84,741,703 6,546,167 33,400,898 17,056,738 312268025
Package 3 57,000,500 52,508,522 17,460.632 120,960 654
Package 4 54,627,357 3,702,325 32,807,820 11,848,952 33,305,380 1,134,895 4,113,521 141,341,250

8,830,369

4,490,803,368



Costs for enabling Health and Community Systems

A shift to community based services will respond to capacity constrai
system Crowded publicly funded health facilities and overstretched hum
necessitated a task sharing and shifting approach. Clearly, alternative
community level strengths and ability to access risk groups will help to &
However, investment for building this capacity needs to make intensively.
are to be maintained. With this perspective, this Operational Plan has all
decentralization of services to sub-district level, capacity building of comn
providers, and in branding of services (so that they are recognizable to
and high quality service points). A total of THB 290,046,820 has been alloc
health and community systems and promoting their usage (Table 8).

Table 8: Costs for enabling health and community system strengthening

Strengthening health and community service systems

1. Branding services

6,458,400

15,351,400

24,980,400

20,079,940

24,355,400

2. Decentralize services to sub-
district promotion hospitals

2,263,500

9,897,700

16,624,680

15,320,280

16,655,360

3. Community system strengthening

Total THB

32,418,600

41,140,500

19,391,100

44,840,200

32,290,600

73,895,680

19,736,100

55,136,320

34,023,360

75,034,120

Costs for enabling the environment

Programme experience and international evidence has demonstratec
occasions that investment in ‘enabling environment’ activities is fundarr
demand generation, uptake of services and retention in care. In acknov
UIJTOOQFSBUJPOBMA1IMBOOGIBTODPTUFEOSTQ
DPTUOPGA5)#0 OPWFSOBOSWFOZFBS
funds will be directed at effective public communication (72%), which wil
positive attitudes towards PLHIV and KPs, particularly among health
MBXOFOGPSDFNFOUOPGsSsDIJBMTOBOEOUIPTEF
enabling environment activities by year.
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Table 9: Costs for implementing the enabling environment component

freafs ensbiing FY 2015 FY2016 FY2017 FY 2018 FY2019
environment

1. Public communication

960,000

50,600,000

51,517,000

56,421,000

51,717,000

2. Create positive attitudes
towards PLHIV and KPs among
health service providers,
education providers and law
enforcement people

5,928,700

6,565,300

5,554,700

5,211,800

6,128,600

3. Promote the use of
national code of conduct for
HIV management in
workplaces

3,311,600

4,571,000

1,897,600

5,757,000

5,583,600

4. Empower PLHIV and KPs on
AIDS rights protection

1,113,800

2,304,400

2,708,100

3,287,400

3,691,100

5. Develop AIDS Rights
protection mechanism at
national &provincial levels

2,211,150

2,499,050

2,989,050

4,009,450

4,499,450

6. Revise laws and policies
hampering access to services
{only for harm reduction
programme}

963,200

94,500

7. Surveillance on laws and
policies which might have
negative impact to HIY
program implementation and
promote the media who
promote AIDS rights

Total THE

226,000

14,714,450

226,000

66,860,250

226,000

64,892,450

226,000

74,912,650

226,000

71,845,750

Costs for programme management, strategic informatic

A total budget allocation of THB 786,924,604 between 2015-2019 for thr
as part of a well- managed and evidence based response is planned. The:
programme management, (ii) strategic information, and (iii) monitoring and
of this, additional investment in data collection, analysis and improved d
programme planning and evaluation is foreseen.



Table 10: Budget allocation for Programme Management, S| and M&E by

Key Programme cumpunent

Programme management, Strategic Information and M&E
Planning and programme
1 management (5% of cost for 37,646,347 42,064,693 46,036,456 48,711,243 50,081,429
services delivery)
2 i‘fg&teg‘c it gl 122,154,640 | 119,322,097 | 102,558,445 | 99,329,275 | 101,009,190
Sy | EEopisy paraeshipeEnd 14,668,980 | 13,578,189 | 13,333,089 | 13,333,089 | 13,333,089
planning
9. | Collecting, verifying, and 78,409,280 | 73,790,848 | 65,831,958 | 64,255,788 | 65,282,703
analyzing data
Programme evaluation and -
23 | ather strateate fnfermation 16,510,000 | 18,179,680 7,100,000 4,050,000 6,100,000
Data use for planning and
it Laul iy 12,566,380 | 13,773,380 | 16,293,399 | 17,690,399 | 16,293,399

. Total THB 15%,800,987 | 161,386,750 | 148,594,502 | 148,040,518 | 151,090,620

Summary Budget

Table 11 sets out a summary budget by implementation component b
the investment required will total THB 968,582,871 and increase gradua
The proportion of service delivery costs remains stable over time, whil
management costs as a proportion of the total costs decline slightly.

Table 11: Summary budget (THB)

Key Components ‘ Yr 2015 ‘ Yr 2016 ‘ Yr 2017 ‘ Yr 2018 ‘ Yr 2019
A. Deliver services 752,926,935 | 841,293,864 | 920,729,126 | 974,224,859 | 1,001,628,587
B. Strengthen
et 41,140,500 44,840,200 73,895,680 55,136,320 75,034,120
C. Create enabling
e 14,714,450 66,860,250 64,892,450 74,912,650 71,845,750
D Programme 159,800,987 | 161,386,790 | 148,594,902 | 148,040,518 | 151,090,620

management

968,582,871

1,114,381,104

1,208,112,157

1,252,314,347

1,299,599,077
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3. Action Plan for Ending AIDS in Thailand
Key Actions

In order to roll-out the Operational Plan for Ending AIDS, a wide range o
advocacy, budgeting, coordination and monitoring activities need to be
the national and provincial levels. Given the decentralized nature of Th
TFSWJIJDFTO BOEOUIFJS6sOBODJOH OCSPBEG
activities are planned for 2015-2016 by quarter. At the third quarter of 2
activities will be reviewed, and new activities will be proposed as needec
AIDS Committee to provide oversight monitor the progress of this Operat
set up nationally and at the sub-national level.

Activities Plan at National and Sub-national Levels (201
Planned activities have been organised along four key areas: (i) manac
strengthened strategic information and M&E; (ii) enabled health and con
(iii) quality service delivery along the RRTTR continuum; and (iv) enabl
Detailed activities under each category are listed below in Table 12.



1A%

Table 12: List of key actions, by quarter| 15-2016 Implemented at national level

FY 2015 FY 2016

. - ]
5 - e af ey e S
I 7 o

I Management

Establish working system among stakeholders for targets, coordinating planned activities, technical support, monitoring and
financial management in 2015 and revisit annually

1.2 | Implementation level (Bangkok and other provinces) / /

2 Strengthen the strategic information and M&E system

Enhance RIHIS, NAP, NAP+ NAP-DAR, and its function including ability to disaggregate by key populations for HCT, ART, retention, Viral
load, and inter-operability with other systems (TB and RTMIS)

2.2

/|1
P
|
AN I A A A A A A
A A
2.3 | Strengthen surveillance and surveys
A A A B B
P

____________________________________________________________________________________________________

- Roll out stigma and discrimination surveys among health facility staff, and PLHIV in health care 1
2.3.3 . o P A
setting at provincial level
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Programme Management

At the national level stewardship of the overall Operational Plan falls ul
of the National AIDS Committee (NAC), this is currently chaired by f
Minister of Thailand. This Committee is advised on policy issues by ¢
including prevention, treatment, AIDS Rights, bio-medical prevention, p
and local stakeholder ownership, and Strategic Information. Howevel
Strategy needs linkage of prevention and treatment as well as enabl
and strategic information, the NAC will mandate a new ‘Ending AlD:?
in Thailand which will be responsible for monitoring the progress of the
in Thailand. This will be a multi-stakeholder committee which will mee
basis and will consist of BATS, NAMc, NHSO, PLHIV representatives,
and other relevant stakeholders. Figure 6 sets out the planned manage
for oversight of the Operational Plan

The BATS will serve as overall manager for implementation and coc
UIF0335530DBTDBEF OUPHFUIFSAXJUIS/".
available at the national and provincial levels to operationalize the ple
technical quality is maintained. The NAMc will be responsible for Stra
and coordination across the Bureau of Epidemiology and BATSs to tracl
implementation response.

Figure 6: Management Structure, National Operational Plan

QQ@]

In recognition of the importance of technical support as the crucial i
the successful implementation, in close collaboration with other stakeha
responsible for establishing the technical committee, including experts
civil society, academia and development partners. This committee will
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the implementation guidelines/tools but also building capacity of sub-nat
TVQQPSUOHSPVQ ODPPSEJOBUFEOCZAOUIFO3F
closely provide technical support to each priority province.

"UJUIFOIJNQMFNFOUBUJPOOJMFWFM QUIFO1SPW
for operationalizing the provincial Ending AIDS Plan, through the Provin
Committees on the policy issues and through the Provincial Coordinating
for implementation. The PCMs will be staffed by dedicated personnel repr
TFDUPST O05IFTFOQFSTPOOFMAOXIMMODPPSE.
well as the technical support to service providers and the assurance of @
provision. Moreover, they will compile data from all partners and will assu
the AIDS Zero Portal. PCMs will link to the BATS at the national level thi
SFQPSUOPOOPQFSBUJPOBMOBOEOGUFDIOJDBN
NAMc will provide assistance to PCMs in order to build their capacity t
sOBODJBMAOBOEOGUFDIOJDBMOAOFFET 0



4. Monitoring of the Operational Plan

The Cabinet and National AIDS Committee (NAC) approved the Nationa
for 2014-2016 including National M&E Framework. In addition, the NAC &€
Strategic Information and M&E System Strengthening Plan: 2012-201
EFWFMPQJOHOBAOVOJIJSFEODPNQSFIFOTIJWFOBO
Thailand’s ending AIDS M&E framework and core indicators and (2) Priori
and M&E (SIM&E) system strengthening activities that aims to reinforc
plans, while updating and incorporating additional M&E framework and p
strengthening activities that is essential to monitor progress of Thaila
implementation in 2015-2019.

Thailand’s Ending AIDS M&E Framework

The M&E framework for Ending AIDS is designed at two levels; at the gt
at an operational level. At the goal level, the focus is on results of ‘prev
early ART complemented by the effect of sustained behavioral change c
other prevention efforts. While the operational level aims at monitoring
results of each key operational approach based on the Reach-Recruit-
DPOUJOVVNONBOOFSOUIBUBMMPXTAJEFOU
and treatment cascade. Annex 2 presents the M&E framework that cont:
UBSHFUTOBOEOJOKVTUJsDBUJPO EBUBOTPYV
collection for each core indicator.

Goal level indicators measure the impact of the National Ending AIDS S
in the number of new HIV infections, AIDS related deaths and vertical tra
Epidemic Model (AEM) is key data source to provide national estimates ¢
and AIDS related deaths (in recognition of the fact that HIV prevalence an
(KPs) is a less sensitive measure for the impact of prevention in the cont
provision). Moreover, Thailand will conduct a special study to measure H
of routine surveillance systems in selected sites with a high HIV burden,
and the willingness to sustain system the incidence measurement syste
Thailand has a well-developed monitoring system for PMTCT; to advanc
the cohort monitoring system among Thais and non-Thais pregnant wom
with HIV will be introduced (as a part of the Global Validation an Eliminatio
Operational level indicators measure desired outcomes and key outputs
operational objectives in the RRTTR cascade. The proposed operational
with those articulated in the current National M&E Plan, but some adjus
made. Notable adjustments for the National Ending AIDS Operational P

5lF60OBUJPOBMMZOBHSFFEAJOEJDBUPSGAEFsSO
XJUIOUIFOEFSOFEOG6TFSWIDFOQBDLBHF70PC
EFMIWFSZO6CZOTPDJBMAONFEJBOBOEOUSBEJL
has been delineated clearly from ‘reached’ to indicate actual registratio
or MMT services (HCT services will be initiated by providers at STl anc
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clinics). This ‘recruitment’ indicator serves as a key operational indicat:
the critical input for the transition of KPs from access to information and c
to actual uptake of HCT services.

Introduction of a real time monitoring and management information syst
new data source to track the RRTTR will support continuity between comi
health sector led services and will allow local level analysis of the casca
existing national reporting system aggregates information at provincial
in a cross-sectional manner (from community based service delivery ar
based on HCT, ART and retention). Starting from 2015, Thailand will deve
35.*46VTJOHOBOVOJRVFOJEFOUJSFSOTZTUFNOU
treatment and care components. This system will focus not just on impre
CVUOTFSWFOBTOBOQFSGPSNBODFO&JNySt&E® WFN
to support health care workers, and allow cohort monitoring and tracking
the RRTTR approach for all key populations. Please refer Annex 2 for the

Strengt_henin%the strategic information and M&E syste
for Ending AIDS

Thailand adopt the twelve components as basic to develop the operat
the SIM&E system strengthening (see details in the national SIM&E plan
by the MESS assessment conducted in 2011. This section aims to upd
activities to better monitor to match with new service delivery systems tt
as part of the ending AIDS strategy.

To advance goals of the existing national SIM&E plan, the objectives of
SIM&E activities are to (1) develop innovative measurement methods t
impact and outcome and track performance of the RRTTR and commun
delivery; (2) strengthen an integration with national HMIS system and
undertake national evaluation agenda to guide ending AIDS operatio
strengthen data availability, sharing and use and analysis at sub-natiol

(2)rBevelop-innevative-measurement-methods-to-hetiernamonitor impact ar
andstrackrperformance rofthe RRIdRnchiding-commeunity dbased serv

Key innovative tools will be developed and scaled up to support ending A

) Thhesealdimemonitoring.and managementinformation system (
It serves as tool to monitor and manage performance of community ba
reach, recruit and retain for all key populations. With implementation of a
VOJRVFOIJEFOUJSFSODPEFOTZTUFNO BoOBU
system with National AIDS Database (NAP) and complement with Rout
information system (RIHIS). The RTMMIS will enable Thailand to track
well as cohort monitoring of the RRTTR cascade. In addition, it will s
empower community organizations to use information timely for correction
their performance over the course of operation.




2y Enhanced-inte grated Biolegicalrand-Behavioral Surveys (IBBS

*##40QMBZFEOINQPSUBOUOSPMFOBOEOXIMMOAI
and monitoring the situation and access to services for key population:
non-venue based FSW and MSW will be scaled up in sentinel sites a
system. HIV incidence measurement among KPs will be examined ar
selected sites or selected key affected populations as appropriate. While :
questions will be integrated in the IBBS starting from 2015.

:3ihe-cohortrmonitering systemiforPMTLCT: programusing new IT
system will be developed and rolled out to improve performance of F
including enhanced monitoring system for early infant diagnosis.

(2)rAmintegratedmationalsHM Esdsystem and with the TB

In the context of the Health Reform Agenda in Thailand, local level info
and decision making and reduction of fragmentation in the system are ir
UIBUIBMMOEJTFBTFATQFDJsDo. &6BDUJIJWJU
M&E system which helps to better align across different programme are:
and TB programmes is described below in Figure 7. The framework emg
on reports which will promote better ownership, use and quality of data c
this framework also supports the alignment of HIV-TB, as well as com
TZTUFNOCBTFEOQSPHSBNNBUJDAONPOJUPSJOI
SPMFOPGOUIFO1ISPWJIJODJBMOA)FBMUIBOGsDF
levels) and the central level coordinating body for the Global Fund.

Figure 7: Data Flow fw Ending AIDS monitoring
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(8)nMNationat ievaluation agendata-guideiepdingAlIDS implementation

Thailand foresees a great opportunity of transforming academic and embrac
science for developing country own evidence based decision making. Effc
into developing implementation researches that will be conducted as an
the ending AIDS implementation in selected sites. Design will be taken int
existing program monitoring, IBBS, BSS, registration records, size estime
complement with new data collection that may requires. Implementation re
provided periodically feedbacks on progress of implementation and provided
for improvement immediately. Overall program implementation will be we
In addition, there are a number of high-priority topics resulted from country
effectiveness of RRTTR approach, community based HCT services, test
prisons and integrated treat and treat strategies with PEP and PrEP ser

(4)sSirengthemaitunctionat strategic ntormatioaanduM&iksystem at st
lexetderEndAIDS

Provincial AIDS Committees and Provincial Coordinating Mechanisms (I
bodies to translate the National Ending AIDS Operational Plan into action
To ensure policy makers and program managers at provincial level use |
guide decision on planning and implementation, “a minimum set of area
information” will be introduced, made available, shared and used, in partict
priority provinces with highest HIV burden. This set of strategic informati

' 8)*73FQJEFNJDABOESLFZSCFIBWJIPVSTS
'8, FZOBQPQVMBUJPOBTI[FAFTUIJNBUJPOT
" 3$PNNVOJUZSCBTFESTFSWJIDFANPOJUPS
" 84UJHNBOBOESEJTDSIJNJOBUJPOBNPOJU
81SPWJODJBM&"*%43TQFOEJOHSBTTFTT

The AIDS Zero Portal (AZP) will be a platform to consolidate all informatic
AIDS Committee and provincial coordinating mechanism can use to mo
provincial response towards the ending AIDS from provincial response.
to sub-national program managers will be provided to ensure a full use c
change and programme improvement.



Oversight of the Operational Plan and accountability
The NAC will serve as oversight body to monitor the progress of the Endi
Plan, and ensure accountability of investment. The national subcommit
provincial and local stakeholder ownership will oversee the implementati
level. The national subcommittee for strategic information will work closely
subcommittees to ensure evidence existing and use to monitor the prog
AIDS. Meetings will be convened regularly. Site visits will be made at leas
subcommittees, in particular, the early phase of operational plan. To pu
of the oversight process of the plan, key performance indicators for End
introduced as a part of joint key performance indicators (KPI) used by th
are a good tool for facilitating synergistic effort, and accountability amo
agencies and organizations across the various relevant ministries who ar
response.
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5. Annexes

Annex 1 : Service Packages by Key Populations

Annex 2 : National Operational Indicators and Targets for Thailand's
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Annex 3 : Indicator® D¥fQ \ Q W V
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Annex Details of Costing for Operation of National Ending AIDS P
the Year 2015-2019

Annex A:Name List of Working Groups on National Operational Plan
Accelerate Ending AIDS in Thailand for the Year 2015-201¢



Annex 1: Service Packages by Key Populations
Table 1.1: Service packages for men who have sex with men and transgender persons













Table 1.2: Service packages for male sex workers and transgender sex workers







Table 1.3: Service packages for female sex workers













Table 1.4: Service packages for people who inject drugs










Table 1.5: Service packages for prisoners




Table 1.6: Services packages for youth in detention centers




Table 1.7: Services packages for migrants at higher risk







Annex 2: National Operational Indicators and Targets for Thailand's Ending AIDS: 2015-201




























Annex 3: Indicato®@ defQ\Q WV











































Annex 4. Prioritized provinces for each key populations and migrants at high risk
Table 4.1: First 11 priority provinces with target populations of each service package
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Annex 5: Details of costing for operation of National Accelerating Ending AIDS Plan for 2015-201
Table 5.1: Cost of service delivery for RRTTR by service packages, 2015 and 2016, not including commodities (in I



Table 5.2: Cost of service delivery for RRTTR by service packages, 2017 and 2018, not including com




Table 5.3: Cost of service delivery for RRTTR by service packages, 2019 not including commodities (in m




Table 5.4: Cost of commodities for service delivery, 2015-2019 (THB)




Table 5.5: Cost of service system strengthening, 2015-2019 (THB)




Table 5.6: Cost of creating enable environment, 2015-2019 (THB)







Table 5.7: Estimated resource needs for strategic information and monitoring and evaluation, 2015-2019




Annex 6: A name list of working groups on National Operational Plan to End AIDS in Thaila







