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1. Introduction and Context 

The Lao People’s Democratic Republic (Lao PDR) has been engaged in organized efforts to 

respond to HIV/AIDS since 1988, when it established the National Committee for the Control of 

AIDS (NCCA). Over the subsequent three decades, the country has worked in close partnership 

with the international community to mobilize the technical and financial resources needed for 

those efforts. The 2017 Sustainability Index Dashboard (SID) report concluded that the “Lao 

People’s Democratic Republic (Lao PDR) has successfully managed to maintain its low HIV 

prevalence country status with an estimated 0.29 percent HIV prevalence in 2016 among adults 

aged 15-49 years. In fact, HIV incidence has declined over the last decade. During this period the 

country has experienced significant economic growth and is now identified as a low-middle 

income country.  The Lao PDR government has demonstrated strong leadership in crafting a 

national HIV/AIDS strategy and coordinating the response with further improved national 

strategic information systems” (PEPFAR, 2017).  

Discussions on transition to self-reliance for the national HIV/AIDS response have been 

grounded in this context of Lao PDR having graduated to a lower-middle-income country status 

with low HIV prevalence. According to national program leaders, these discussions picked up in 

earnest in mid-2018. This report examines the state of readiness of the national response to 

engage in that transition process.  

1.1. Sustainability and Transition Definitions  

This report uses Global Fund to Fight AIDS, Tuberculosis and Malaria definitions for the terms 

“sustainability” and “transition” in the context of the three main diseases that the Global Fund 

focuses on. Sustainability is defined as the “ability of a health program or country to both 

maintain and scale up services coverage to a level, in line with epidemiological context, that will 

support efforts for elimination of the three diseases, even after the removal of funding by the 

Global Fund and other donors” (Amaya et al., 2016, p.3). Amaya and colleagues also cite a useful 

definition of sustainability used by the U.S. Agency for International Development (USAID) and 

the U.S. President’s Emergency Plan for AIDS Relief (PEPFAR). That definition emphasizes 

quality and country ownership: “the capacity of a host country entity to achieve long-term 

success and stability and to serve its clients and consumers without interruption and without 

reducing the quality of services after assistance ends.” Country ownership is defined broadly to 

include “government, communities, civil society and [the] private sector.” Key capacities 

required among country stakeholders include the ability to “lead, prioritize, implement and be 

accountable for the country’s health response” (Amaya et al., 2016, p.3). 

In this context of striving for sustainability, the term “transition” denotes that achieving it is a 

journey; the Global Fund defines this journey as “the mechanism by which a country, or a 

country-component, moves towards fully funding and implementing its health programs 

independent of Global Fund support while continuing to sustain the gains and scaling up as 

appropriate” (Amaya et al., 2016, p.4). The Center for Policy Impact in Global Health modifies 

the transition definition by referencing independence from support of all donors (Flanagan et 

al., 2018). Amaya (p.16) also refers to transition as a process for moving away from direct donor 

support and suggests that the process should consider “interaction of enabling 
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internal and external [outside of the health sector] factors.” 

This transition readiness assessment for the Lao PDR national HIV response is rooted in these 

definitions, keeping in mind the goals of sustainability, self-reliance, and readiness of the 

country to engage in and lead the journey.  

1.2. Overview of the National HIV Response and Institutional 

Environment in Lao PDR  

The national HIV/AIDS response began in 1988 with the establishment of the NCCA. Prevention 

and testing activities were initiated soon thereafter. The first HIV-positive case was recorded in 

Lao PDR in 1990 (Khamsibounheuang, 2006). By the mid-1990s, Provincial Committees for the 

Control of AIDS (PCCAs) began to be established and a policy framework to support a national 

HIV response was being put in place. In 1998, the Lao HIV/AIDS Trust was established to 

mobilize resources and coordinate the national HIV response; it was disbanded in 2005 after 

years of attempts to establish a sustainable resource base proved unsuccessful.  

In the early 2000s, the country’s first national HIV/AIDS/STI policy—the National Strategic 

and Action Plan for HIV/AIDS/STI—was formulated. The NCCA was restructured in recognition 

of the need for a more multisectoral response and with the vision of integrating the HIV/AIDS 

response into national development planning and implementation. At present, PCCAs exist in 

all 18 provinces and 142 District Committees for the Control of AIDS (DCCAs) have been 

formed. Other main institutional actors in the national HIV/AIDS response are summarized 

below.  

1.2.1. Government 

The Ministry of Health (MOH) Center for HIV/AIDS and STI (CHAS) is responsible for 

stewardship of the national HIV/AIDS response. “The NCCA leads the HIV programme while 

the CHAS in the Department of Communicable Disease Control, MOH is responsible to manage 

and coordinate the national response. At the provincial and district level, the multisectoral 

PCCAs and DCCAs are responsible for the implementation and coordination of activities at the 

local level” (Global Fund, 2019).  

According to Article 53 of the 2010 Law on HIV/AIDS Control and Prevention, HIV/AIDS 

control and prevention management entities consist of the MOH, Provincial and Vientiane 

Capital Departments of Health, and District and Municipal Health Offices. Supervision of 

control and prevention measures happens from within its management bodies and through 

external supervision bodies such as the National Assembly, the State Inspection Organization, 

State Audit Organization, and the public and people’s voices in society (Article 58).    

The law stipulates establishment of the NCCA, PCCAs, DCCAs, and municipal committees 

(including in Vientiane, the capital). At national, provincial, district, and municipal 

administrative levels, each committee’s role is to guide the response and reporting to the 

government (i.e., CHAS) at its respective administrative level; define resources needed; mobilize 

resources from national and international sources; engender social support; and coordinate, 

sensitize, and encourage sectors other than that of health to contribute to an enabling 

environment for people living with HIV (Articles 26 and 27). (CHAS is the secretariat for NCCA; 



Transition Readiness Assessment for the Lao PDR National HIV Response 

3 

PCCAs and DCCAs have served as peripheral arms for CHAS.) All committees include 

representatives from sectors relevant to HIV/AIDS prevention and care, with health as the focal 

sector. In 2017, provincial- and district-level institutional arrangements were restructured. 

PCCAs and DCCAs were integrated into Provincial and District Departments of Communicable 

Disease Control. No longer independent of local government health authorities, realignment of 

the relationship between CHAS and the PCCAs and DCCAs is ongoing. 

1.2.2. Country Coordinating Mechanism  

Lao PDR’s Country Coordination Mechanism (CCM) “has the status of a national advisory body 

and represents a multisectoral partnership of legal and natural entities, created on a voluntary 

basis” (Global Fund, 2016). The CCM consists of two standing committees and four technical 

task forces see Figure 1 (Transition Readiness Assessment Report Validation Meeting, 2019; 

Global Fund, 2019). According to the CCM’s website, its role is to bring together a diverse set of 

stakeholders to collectively identify country needs, engage in strategic planning, design 

programs, submit Global Fund funding requests, oversee and support Global Fund project 

implementation, and support alignment among grants. There are 24 seats on the CCM’s 

combined component committees, representing six ministries, two mass organizations (quasi-

governmental organizations), five multi- and bilateral organizations, one civil society 

organization (CSO), one faith-based organization, five representatives of organizations working 

with people living with the three diseases covered by the Global Fund, two international 

nongovernmental organizations (NGOs), one academic institution, and one private sector 

organization. The NGO sector holds at least 40 percent of the CCM representative seats at all 

times, rural and urban areas are equally represented, and gender balance is maintained. Ad hoc 

committees are established on an as-needed basis. A more detailed summary of the structural 

components of the CCM, and their composition and purpose, are provided in Annex 1. 

Figure 1. The Lao PDR CCM Structure 

 

* The Resource Mobilization Committee was recently repositioned as a  

subcommittee of the Oversight Committee. 
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1.2.3. Civil Society Organizations 

Numerous CSOs operate in Lao PDR. Four of them—the Lao Positive Health Association 

(LaoPHA), the Association for People Living with AIDS (APL+), the Population Education and 

Development Association (PEDA), and the Lao Red Cross—have been involved in supporting the 

national HIV/AIDS response. Over the course of more than a decade, CSOs and CHAS have built 

mutually supportive working relationships. CSOs play vital roles in helping the national 

program reach key populations with outreach and prevention services and encouraging HIV 

testing and treatment adherence. Their role in treatment for people living with HIV is limited 

but they contribute to the enabling environment through representation on the CCM and 

participation in national policy dialogue forums. At present, funding for CSOs as national 

response partners is almost entirely external. The legal foundation for CSOs does not currently 

make them eligible to receive government funding for their activities.  

1.2.4. Private Sector 

Indicators for private sector engagement in the Lao PDR national HIV response measured 

lowest among all elements of the PEPFAR Sustainability Index on the first round of the tool’s 

application in 2015. The SID score for the private sector element did not improve appreciably in 

the 2017 application; stakeholders in Lao PDR consistently acknowledge it as the element in the 

national response most needing strengthening (PEPFAR, 2015, 2017). This is true despite the 

fact that other measures of economic development in Lao PDR show steadily increasing 

economic growth, both in aggregate and per capita terms; since 2011, the country has been 

categorized as a low-middle-income country. However, growth has been dependent on a 

relatively narrow base, increasing public debt, and decreasing capture of the gross domestic 

product as government revenue (Australian Aid et al., 2017). Key informants for this assessment 

cite a weak enabling environment for private sector business investment; thus, private sector 

growth has been slow. In other countries, the private sector contributes to the sustainability of 

the national HIV response through resource mobilization to finance the response (e.g., services 

and commodities, training, and other resources from both public and private efforts) and by 

expanding service delivery capacity and consumer choices. Growth in and engagement with the 

non-health private sector is important for resource mobilization, whereas growth of the private 

health sector serves the objective of expanding services and consumer choices. The context of 

the macroeconomic, fiscal, and policy enabling environments described above continues to 

constrain a stronger emergence of a private commercial sector.  

1.3. Epidemiological Context and HIV Treatment Cascade 

Lao PDR is categorized as a country with low prevalence of HIV—national prevalence is 

estimated at 0.3 percent of the adult population (ages 15 to 49). Prevalence is higher among key 

populations; 2.5 percent among men who have sex with men and 1 percent among female sex 

workers (UNAIDS, 2019). Information about two key populations—people who inject drugs and 

prisoners and other incarcerated people—is sparse, as is information about mobile populations 

(i.e., people migrating into Lao PDR, those returning home from external migration, internal 

migrants to large-scale infrastructure projects and urban areas for employment, and truck 

drivers), which are another population of increasing concern. In addition:  

• There is concern about the emergence of new areas of vulnerability and risk, such as 

along transportation corridors and at locations with large-scale infrastructure 
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development projects, but little mapping or surveillance of these areas has been 

conducted. 

• There is little formal evidence about changes in the prevalence of behaviors that put 

people at higher risk of HIV infection, though information shows an increasing HIV 

prevalence among men who have sex with men and people who inject drugs (UNAIDS, 

2019). 

The national program’s achievement on HIV treatment cascade goals has improved 

progressively. The most recent information provided by CHAS shows the following performance 

levels (see Figure 2):  

• Cascade element 1: 85 percent of the total estimated number of people living with HIV in 

the country know their status.  

• Cascade element 2: 64 percent of diagnosed people living with HIV who are alive and 

have been linked to care are currently on antiretroviral therapy (ART). 

• Cascade element 3: 96 percent of people living with HIV currently on ART and who have 

been tested for viral load are virally suppressed.  

Figure 2. HIV Treatment Cascade of Lao PDR as of June 30, 2018 

Recreated from CHAS  

Measured against the international target of 90 percent for each of these HIV treatment cascade 

elements, element 2 is furthest from its target; for element 3, however, when considering that 15 

percent of people living with HIV currently on ART were not viral load tested, performance on 

this element drops from 96 percent (of those tested) to 81 percent (of those on ART). It should 

be noted that the national program has set an ambitious goal of reaching 95 percent 

performance on all three of these cascade elements by 2025. 
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1.4. Overview of 2015 and 2017 SID Assessment Results 

Scores from two applications of the PEPFAR Sustainability Index tool done two years apart 

(2015 and 2017, see Table 1) indicate some transition progress for the Lao PDR national HIV 

response. Among the 15 sustainability elements included in the index, two (public access to 

information and financial/expenditure data) were fully sustainable and no longer in need of 

external investment in 2017, an increase from one in 2015 (see dark green shading in Table 1). 

Three additional elements (planning and coordination, commodity security and supply chain, 

and domestic resource allocation) were approaching sustainability in 2017 and in need of no 

external investment or a limited amount—an increase from one element in 2015 (shaded light 

green in Table 1). In 2017, nine elements were categorized as emerging sustainability (shaded 

yellow) and showed an average improvement of 12.5 percent since 2015. Only one element, 

private sector engagement, continues to be rated as unsustainable and requiring significant 

investment (shaded red) (PEPFAR, 2015, 2017).  

The remainder of this document is devoted to further elaboration of transition readiness for 

each of the four sustainability domains and 15 elements. Section 2 assesses the readiness of the 

component parts of Lao PDR’s health system and health services delivery system to transition 

away from external support toward self-reliance. Section 3 examines broader health systems 

context issues, including the health sector’s priority within government and fiscal space 

prospects as they pertain to transition from external support for the national HIV response.  

Table 1. Sustainability Analysis for the Lao PDR National HIV Response  

Sustainability Domain  Sustainability Element 2015 2017 
% change 

2015−17 

Governance, Leadership, 

and Accountability 

1 Planning and Coordination 7.73 8.12 5.0% 

2 Policies and Governance 6.97 6.66 -4.4% 

3 Civil Society Engagement 5.83 4.67 -19.9% 

4 Private Sector Engagement 2.43 2.67 9.9% 

5 Public Access to Information 10 10 0.0% 

National Health System 

and Service Delivery 

6 Service Delivery 5.93 6.67 12.5% 

7 Human Resources for Health 4.75 6.2 30.5% 

8 Commodity Security and Supply Chain 5.76 7.08 22.9% 

9 Quality Management 4.86 6.81 40.1% 

10 Laboratory 4.4 5.58 26.8% 

Strategic Investments, 

Efficiency, and 

Sustainable Financing 

11 Domestic Resource Allocation 5 7.91 58.2% 

12 Technical and Allocative Efficiency 5.08 5.71 12.4% 

Strategic Information 

13 Epidemiological and Health Data 5.71 6.25 9.5% 

14 Financial/Expenditure Data 5.83 10 71.5% 

15 Performance Data  5.41 5.67 4.8% 
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2. Readiness of Health Systems and Service Delivery 

As measured by a comparison of the more than 90 items across 15 elements and 4 domains that 

comprise the SID, considerable progress had been made between 2015 and 2017 toward 

transition readiness. Key informant interviews and stakeholder consultations conducted for this 

assessment indicate that additional progress has been made since 2017. A SID 2019 survey is 

expected to be administered in Lao PDR, but results were not yet available at the time of this 

report’s production. Nonetheless, the conclusion drawn by the authors of the 2017 SID report are 

still valid: “The country remains highly dependent on external resources to fund its HIV 

response with limited engagement of the private sector” (PEPFAR, 2017, p. 1). This report 

elaborates on the important focus areas necessary for continued progress in the transition 

toward sustainability. 

2.1. Governance 

2.1.1. Policies and Regulations 

2.1.1.1. National Strategy 

The Government of Lao PDR continues to be politically committed to supporting targets for 

Millennium Development Goal 6—“to halt and reverse the spread of HIV in the country”—and 

the Sustainable Development Goal successor target 3.3, which aims to end HIV, tuberculosis, 

malaria, and neglected tropical disease epidemics by 2030, and to combat hepatitis, waterborne 

diseases, and other communicable diseases. This commitment includes the Three Zero Strategy 

(zero new HIV infections, zero discrimination, and zero AIDS-related deaths), which is reflected 

in the 2010 Law on HIV and AIDS Control and Prevention and the 2011 Political Declaration on 

HIV and AIDS. Two national strategies and action plans for HIV/AIDS (NSAP 2011−2015 and 

2016−2020) produced to date have been geared toward a focused and results-driven response. 

Both are aligned with the National Socioeconomic Development Plan 2016−2020 and the 7th 

Health Sector Plan.  

The country supports the global movement to embark on a fast-track strategy to end AIDS by 

2030, as outlined in the Sustainable Development Goals. It plans to outpace the epidemic by 

2030 through rapid scale-up of HIV programs and services, and achieve 95-95-95 HIV 

treatment cascade targets (95 percent of people living with HIV know their status, 95 percent 

who know their status are receiving treatment, and 95 percent of those on treatment have a 

suppressed viral load) by 2025. The country has thus set targets for itself that are even more 

ambitious than the international fast-track targets.  

The NSAP is comprehensive with respect to components for prevention and treatment, and its 

strategies to address the needs of key populations are explicit. Strategies to address the needs of 

vulnerable children, however, are limited to prevention of mother-to-child transmission and 

mitigating the impact on children of people living with HIV. Interventions focused on preventing 

mother-to-child transmission are implemented by the MOH’s Maternal, Neonatal and Child 

Health Program, and there is limited communication and coordination between CHAS and this 

program regarding those services (Lao PDR, CHAS, 2019). In the NSAP, plans to address the 

needs of vulnerable children are limited to provision of “support services” to children with HIV 

and children of adults living with HIV; the plan does not elaborate on strategies to deliver those 
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services to children, nor does it mention other classes of vulnerable children, such as orphans of 

people living with HIV or exploited children (Lao PDR, 2016; Transition Readiness Assessment 

Report Validation Meeting, 2019).1 The broader national legal framework offers greater 

protections for vulnerable children, though not specifically for children vulnerable with respect 

to HIV/AIDS. The national Family Law, Children’s Protection Law, and the Law for Protection of 

Women and Children Against Violence were all cited by CHAS informants as part of a 

comprehensive framework providing legal protection to children in Lao PDR. 

Even where the plan includes strategies to address the needs of specific key populations, the 

legal environment does not always facilitate implementation of those strategies. For instance, 

sex work and injecting drug use are criminal offences (Law on Drugs No. 10/NA and Penal code 

Articles 55 and 146), with penalties including imprisonment. There has been dialogue to 

recommend legislatively reducing penalties on sex work and drug use; those recommendations 

have been turned down. Policy and legal reform for such issues must be approached with 

considerable sensitivity in Lao PDR; key informants for this assessment recommend that harm 

reduction for key populations should be approached from the perspective of changing 

perceptions about risk behaviors and focusing on the enforcement environment.  

In part as a consequence of the constraints the legal environment imposes on Provincial Health 

Office efforts to reach these populations, the National Needles and Syringe Program is 

challenged in its ability to reach and service people who inject drugs; furthermore, there are 

limited linkages with HIV testing and counseling services for this group (Lao PDR, 2016). Lao 

PDR is a landlocked country bordered by Cambodia, China, Myanmar, Thailand, and Vietnam. 

It experiences high migration of both nationals and foreign people into and out of the country, 

further challenging efforts to reach high-risk groups and likely contributing to continued 

transmission of HIV. The new NSAP, to be produced in 2020 and covering the period from 2021 

to 2025, will need to consider these unique aspects of Lao PDR’s HIV challenge.  

The NSAP also highlights the collection of strategic information, giving special attention to 

setting up computer-based systems, such as the HIV/AIDS services delivery information system 

and PEPFAR’s monitoring, evaluation, and reporting guidance, which has been done. However, 

the reliability and validity of information fed into these systems need to be improved to better 

inform policy, planning, and budgeting processes and decisions (Boccuzzi, 2012).  

2.1.2. Service Delivery Guidelines  

A three-rapid-HIV-test algorithm was approved in 2017 and included in the national testing 

guidelines as part of quality assurance to improve testing services. Also in 2017, changes to HIV 

treatment guidelines expanded eligibility for ART to all people living with HIV regardless of CD4 

count. The National Guideline for the Use of Antiretroviral Therapy in Adults and Children is in 

its fifth edition and follows World Health Organization (WHO) recommendations. It states that 

                                                        

1 During the Transition Readiness Assessment Report Validation Meeting (Vientiane, August 13, 2019), 

there was some discussion about other classes of vulnerable children, including orphans of people living 

with HIV, unaccompanied child migrants, and exploited children. In general, participants at that meeting 

expressed the opinion that there are few of these classes of children in Lao PDR and thus inclusion in the 

NSAP of strategies to address such needs was not necessary. It should be noted that not all participants 

agreed with this perspective. 
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all people living with HIV in Lao PDR have a right to be treated, and that testing and 

antiretroviral (ARV) medications are to be provided free of charge. The goals of HIV testing 

services are to identify people with HIV through the provision of quality testing services for 

individuals, couples, and families; effectively link individuals and their families to HIV 

treatment, care, and support, and HIV prevention services, based on their status; and support 

scale-up of high-impact interventions to reduce HIV transmission and HIV-related morbidity 

and mortality (Lao PDR, 2017).  

Implementation guidelines for quality management and quality improvement of HIV/AIDS and 

STI services to men who have sex with men were issued in 2013. The guidelines are in the form 

of a step-by-step manual for PCCA technical staff, field staff, and peer educators providing direct 

services to this population. The manual includes instructions on how to assess, interpret, and 

report outcomes of their work.  

The Guideline on Mobile Service for Voluntary Counseling and Testing for Men Who Have Sex 

with Men was issued in 2015 to provide standard operating procedures for mobile HIV testing 

and same-day provision of results at the district level. The guideline grants mobile service teams 

permission to provide STI symptomatic treatment and provides guidelines for those services. In 

addition, standard operating procedures cover guidance for each member of HIV testing teams 

(including medical doctors, nurses, counselors, lab technicians, field coordinators, and 

community educators) to work with men who have sex with men, as well as procedures to be 

followed for briefing and preparing people who test positive for HIV and referring them to an 

ART site to initiate treatment.  

2.1.3. Legal Protection 

The 2005 Law on Health Care provides the foundation for citizens’ and patients’ rights with 

respect to access to healthcare, information about the care they receive, referrals from one level 

of care to another, and confidentiality. It defines citizen complaints and redress procedures, 

though much work remains to provide citizens with operational access to redress (WHO, 2014). 

The 2010 Law on HIV and AIDS Control and Prevention focuses on general education and 

advocacy as well as prevention of transmission by sexual intercourse, through blood exchange, 

and through childbirth. Some revisions to the original 2010 version of the law were intended to 

address the needs of specific, previously underserved groups, such as people who use drugs, 

people who inject drugs, and transgender people. Other recent and planned changes to the law 

are intended to increase access to healthcare services at all levels (national, provincial, and 

district) to provide relevant services to those in need (Lao PDR, CHAS et al., 2016).  

Article 69 of the 2010 Law on HIV and AIDS Control and Prevention criminalizes deliberately 

infecting others with HIV, which is punishable by fines and 5 to 15 years in prison. The 

discrimination or stigmatization of people living with HIV and failure to comply with HIV 

control and prevention measures should be addressed through education and warnings (Article 

65) and, in cases of repeated neglect, by fines (Article 67). The law has been widely disseminated 

at the provincial and district levels, reaching most officials at Province Health Departments 

(PHDs), District Health Offices (DHOs), PCCAs, and DCCAs; mass organization leaders; 

ministries; and community leaders. Awareness of the law is low among the general public, 

however. With respect to stigma and discrimination, Article 34 of the law codifies 

nondiscrimination and mandates its inclusion in the country’s HIV response, particularly with 

respect to health workers treating people living with HIV.  
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Additional protections from stigma and discrimination are provided in the Lao Trade Union 

Law (2017), which includes an anti-discrimination clause with respect to employment, though 

the language does not explicitly reference HIV/AIDS. The Human Rights Law also addresses 

stigma and discrimination, again without specific mention of people living with HIV as a 

protected class. Much effort has been devoted to inform and educate health workers and the 

public about the law on HIV/AIDS, though the national response would benefit from a clearer, 

more detailed set of guidelines to operationalize the stigma and discrimination aspect of that law 

and more explicit inclusion of people living with HIV in other anti-discrimination laws. 

Guidelines to operationalize articles within the law on HIV/AIDS as well as other laws that 

address stigma and discrimination more generally are weak. Redress mechanisms for victims of 

stigma and discrimination need to be developed and put in place, including providing people 

living with HIV who experience discrimination with access to legal services. Coupled with weak 

enforcement, legal protection for key populations is problematic (United Nations in Lao PDR, 

2019). According to results from the 2017 Lao Social Indicator Survey II, there is a high 

prevalence of discriminatory attitudes toward people living with HIV, particularly among men 

(Lao Statistics Bureau, 2018). The study also found that more than 75 percent of the population 

ages 15–49 is hesitant to be tested for HIV because they are afraid of discrimination if they test 

positive. This finding of high levels of discriminatory attitudes toward people living with HIV is 

even more apparent among young people ages 15–24, who are more prone to have sex with 

multiple partners.   

2.1.4. Planning and Coordination 

2.1.4.1. National Level 

The NCCA is mandated to lead and coordinate the government’s multisectoral response to HIV, 

whereas CHAS, under the MOH Department of Communicable Disease Control, is responsible 

for stewardship of the national program. The multisectoral PCCAs and DCCAs are responsible 

for the implementation and coordination of activities at the local provincial and district levels, 

respectively. Stakeholder consultations indicate that the NCCA is not highly active, and efforts 

might be made to reinvigorate that body.  

These efforts could be especially important in the context of transition. When transition is 

complete and the major donors, including the Global Fund, have exited, continuance of the CCM 

will be at risk. A widely expressed opinion is that the CCM structure will no longer be necessary 

after the end of Global Fund support to the country, and that the NCCA will assume the 

coordination and planning functions currently performed by the CCM. The NCCA was 

constituted as a multisectoral forum for government deliberation, planning, and coordination, 

but there is no mechanism for nongovernmental representation on the committee. It is clear 

that, given its structure, membership, and human and financial support base, the NCCA is not 

positioned to fully assume the role of the CCM in national planning and coordination of the HIV 

response. It remains an open question in Lao PDR how the CCM functions will be replaced after 

the eventual departure of the Global Fund; some even question the need to replace it at all.  

CHAS is mandated to lead integration of externally funded activities into national HIV program 

operations, including data management. HIV and syphilis testing for all pregnant women has 

been integrated into an essential service package. A collaboration is ongoing with the MOH’s 
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Maternal, Neonatal and Child Health Program to address prevention of mother-to-child 

transmission of HIV (WHO, 2018).  

The national HIV prevention program seeks to include the extensive network of governmental 

mass organizations (i.e., Lao Youth Union, Lao Women’s Union, and Lao Trade Union) in 

planning and implementing HIV activities, including national and community-level structures. 

However, a recent structural change at the provincial level (merging HIV, tuberculosis, malaria, 

and other communicable diseases into one management unit) without equivalent reform at the 

central level has created a degree of confusion, at least in coordination and planning between 

the provincial and central levels. Overall, however, planning and coordination at the national 

level is still regarded as comprehensive, with the exception of private sector engagement.  

2.4.1.2. Among and with External Partners 

External partner agencies, including bilateral and multilateral organizations, international 

NGOs, and local CSOs supporting HIV services all participated in development of the national 

strategy and are partners in efforts to control the HIV disease burden and in capacity building. 

Global Fund and PEPFAR are key partners giving technical and funding support (66 percent in 

2016) through international NGOs and CSOs to provide HIV/AIDS services to key populations. 

With the CCM as the main national coordinating mechanism, the perception is that 

coordination and planning among partner agencies is well orchestrated. Such coordination and 

planning could be improved by addressing some reporting and information flow inefficiencies. 

Following funding flows from external partners to CSOs, the latter report directly to the CCM 

principal recipient and their other funders; CHAS does not receive direct reports from CSOs on 

their activities. Similarly, CSOs’ program and workplan development is undertaken directly with 

their funding agencies. CHAS faces similar constraints with respect to information and 

reporting relationships from PCCA. One constraint on efforts to better align information 

linkages and flows is the generally low familiarity among CSOs with MOH and CHAS 

information systems (e.g., DHIS2 and the HIV/AIDS services delivery information system). 

DHIS2 only recently became fully operational; increased familiarity among stakeholders 

managing HIV data and information can be expected to increase over time. Low levels of 

funding to support training and capacity building among CSOs has slowed the pace of efforts to 

address this planning gap.  

Feedback from key informants indicates some incongruity between the goals and approaches of 

external funding agencies and the MOH. Whereas donor budgetary support focuses on high-

burden provinces and key populations, government resources have been labeled as investments 

for strengthening system capacity in donor-focus provinces and other provinces, advocacy, and 

HIV awareness campaigns, especially with respect to the general population. The planning 

challenge for budgetary release relates to the slow bureaucratic process and financial 

management of the Government of Lao PDR, rather than its unwillingness to coordinate. This 

challenge is predicted to be in play for the foreseeable future. Additionally, the effectiveness of 

communication between the government and external partners is not well documented. For 

example, at the latest CCM quarterly meeting (March 2019) the need for improved reporting 

and information sharing was noted but with few specifics on the nature of the shortcomings and 

how improvements can be accomplished.  
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2.1.5. Participation in Policy Dialogue and Planning 

2.1.5.1. National and Subnational Levels 

Policy development has been an inclusive and participatory process, with all relevant sectors 

and agencies involved when appropriate, such as during consultation meetings, policy drafting, 

and all the way to policy dissemination. The exception is private commercial sector 

participation. Apart from one seat set aside for private commercial sector representation on the 

CCM committees and participation of a National Chamber of Commerce representative during 

development of the NSAP, there is little evidence of this sector’s participation in policy dialogue 

and planning for HIV. There is better private sector participation in policy dialogue and 

planning in other development sectors, possibly providing models and lessons on how to 

increase private sector engagement in the HIV domain.  

As noted earlier, the commercial sector for health services is not well organized and, in general, 

the broader commercial sector is limited in the country, providing only limited options for 

inviting commercial sector participation. As of 2017, the private sector, including private health 

providers, facilities, and training institutions, as well as businesses and the corporate sector, had 

not actively engaged in HIV program planning and review processes and had not included HIV 

in their corporate social responsibility activities. Key informants reported that two years later, 

private, commercial sector engagement is still limited, though CHAS has expressed a 

commitment to address this gap when developing the next NSAP for 2021−2025 (PEPFAR, 

2017). During development of the current NSAP, private sector leaders (e.g., from the 

pharmaceutical importing and garment manufacturing sectors) were invited to participate in 

development of the private sector component of the strategic plan. 

The voices of key populations and people living with HIV are brought into the policy dialogue 

and planning space largely via CSOs that are active in the national HIV response. Stakeholders, 

including CSO leaders, have expressed the need for further capacity development to raise the 

quality of their participation. Suggested interventions for doing so include better advance notice 

of policy dialogue forums and meetings to allow nongovernment participants more time to 

prepare. Another suggestion includes continued investments in CSOs’ capacity building to 

improve their knowledge and skills in policy formation and advocacy and to increase their sense 

of agency during participation. Of high concern is the sustainability of even the current level of 

inclusion by nongovernmental groups because CSOs are particularly vulnerable, given their 

dependence on external funding to support this function.  

2.2. Service Delivery and Health Systems 

2.2.1. Overview of the HIV Services Landscape in Lao PDR 

There are currently 192 HIV counseling and testing sites in 17 provinces of Lao PDR; ART 

services are available at 11 sites in eight provinces. CHAS envisions expansion of ART points of 

care (i.e., official service delivery sites for ART) to all provincial hospitals and some additional 

district hospitals. CHAS and other stakeholders consider this expansion vitally important to 

address gaps between current program performance and reaching the second and third 95-95-

95 HIV treatment cascade targets; planning has not been initiated, however. Table 2 shows the 

public sector service delivery network into which HIV services are embedded.  
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Table 2. Healthcare Service Delivery in Lao PDR, Roles and Functions 

Services  

(Number of 

Facilities)* 

Role in Healthcare 

Delivery** 
Current Role in HIV Services 

Oversight, 

Accountability 

Level 

Village health 

volunteers 

Basic curative care None Health center 

Peer educators Health and nutrition 

education 

None (HIV peer educators are 

organized by CSOs and not part 

of the public healthcare system) 

Health center 

Health centers 

(1,026) 

 

Prevention; health 

promotion; primary 

healthcare-level 

diagnosis and treatment 

of diseases; supervision 

of village health 

volunteers 

Counseling and testing, 

especially for pregnant women 

 

Village health 

committee  

DHO  

District hospitals 

(137) 

Type A: More 

advanced surgery 

Type B: Basic surgery 

Basic and emergency 

treatment; outreach 

Counseling and testing; ART at 

selected hospitals 

 

DHO 

Provincial hospitals 

(17) 

Secondary-level hospital 

care 

Counseling and testing; ART at 

selected hospitals 

Provincial Health 

Office 

Central hospital (5) Tertiary care  Counseling and testing; ART at 

selected hospitals in Vientiane 

MOH 

Private providers   None known MOH 

* Data source: Australian Aid et al., 2017. Note: Data does not include an additional 38 hospitals that 

exclusively serve army and police personnel.  

** Source: WHO, 2014 

HIV services in Lao PDR are targeted to geographic locations where, based on existing evidence, 

HIV infections are concentrated. HIV counseling and testing services are formally organized at 

192 sites and available in other locations as well, particularly in maternal and child health 

clinics, where testing is done to support prevention of mother-to-child transmission objectives. 

ART services, including drug resupply, are available at 11 hospitals in targeted provinces; all 

HIV-positive persons seeking to initiate or continue therapy must travel to one of these locations 

to initiate treatment, obtain medicine resupplies, and have their treatment efficacy monitored. 

Travel costs incurred by patients were a reimbursable expense until 2018. People living with 

HIV are now responsible for paying their own travel expenses to reach ART sites; this 

requirement is an important barrier to treatment adherence, given the limited geographic 

distribution of ART sites. This issue needs to be addressed to improve treatment adherence 

performance (and achieve and maintain viral suppression) in the HIV treatment cascade, as well 

as to improve detection of infected persons.  



Transition Readiness Assessment for the Lao PDR National HIV Response 

14 

Quality of care and consumer preferences still drive a high proportion of people seeking care to 

bypass the primary care level and go directly to hospitals. This healthcare-seeking pattern may 

limit the prospects for extending services, such as drug resupply to stable people living with 

HIV, to health centers (WHO, 2014).  

2.2.2. Facility- and Community-Based HIV Services  

Analysis of the SID 2015 and 2017 surveys shows that the responsiveness of facility-based 

services to demand for HIV services has improved in Lao PDR in high-burden areas. Public 

facilities in these areas have improved their ability to tailor services to accommodate demand, 

and there is evidence that public facilities in high-burden areas and/or serving high-burden 

populations can generate demand for HIV services. Services in these high-burden areas may be 

considered as progressing satisfactorily toward transition readiness. However, this success is 

attributed in part to vertical support from CHAS in delivering clinical, stigma and 

discrimination, and key population sensitivity training, though funding for these CHAS-led 

training and support activities is still totally externally driven at present.  

The readiness challenge is the country’s ability to extend this capacity to new regions and make 

HIV services more geographically accessible to people living with HIV not living close to one of 

these high-burden area clinics. In the long term, HIV program leadership sees better integration 

at the service delivery level with mainstream primary healthcare services as key to successful 

facility services transition (Transition Readiness Assessment Report Validation Meeting, 2019). 

Also key to successful transition in HIV service delivery will be the country’s ability to respond 

to other populations of concern as they emerge (e.g., people who inject drugs and mobile 

populations). SID 2017 found that the capacity exists to accomplish these objectives with 

minimal need for external technical assistance (SID items 6.1 and 6.4).  

The supply chain system functions adequately; stock-outs of key commodities, such as ARVs, 

are minimal, ensuring uninterrupted treatment for those people living with HIV connected to 

the service delivery system. Treatment adherence is an issue, however. Of the 8,638 people 

living with HIV who began ART, only 6,484 (75 percent) were still on treatment as of June 2018 

(see Figure 2 previously). CHAS estimated that 13 percent of those who initiated ART were 

categorized as lost-to-follow-up (Transition Readiness Assessment Report Validation Meeting, 

2019). Also, there is evidence of bottlenecks and inefficiencies in the distribution of HIV test kits 

that need to be addressed (UNAIDS, 2019). A key gap in the facility-based service component of 

the national response is that, without technical assistance, the ability to deliver these services to 

key populations lags behind the ability to serve the general population (PEPFAR, 2017, SID item 

6.6). CHAS assesses that the DHOs need technical support if they are to have the capacity to 

lead these development processes (Transition Readiness Assessment Report Validation Meeting, 

2019). 

Community-based outreach and support services comprise a vital component of the national 

HIV response, especially for key populations. These services include provision of information on 

HIV to communities that include key population groups, outreach for prevention and testing, 

referral for treatment, and adherence support. CSOs play a major role in getting these services to 

key population groups and, at present, external support for them is vital to their ability to 

function. Support for these CSO service delivery functions includes program financing, 

connectivity to the supply chain for commodities they use in their outreach and prevention 
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activities, and bidirectional referral of clients. Areas that need closer attention during the 

country’s transition to self-reliance are as follows (PEPFAR, 2017, SID items 5.5 and 6.2): 

• CSO peer educators operate outside of the mainstream health system, mostly in urban 

areas. They are better linked to the local public health system in some places than others. 

Additional effort would help create a broader understanding among health workers and 

public health officials about their work, the needs of key populations, and how to better 

serve them via mainstream health services.  

• CHAS developed and disseminated national guidelines for community involvement in 

the HIV response in 2011. Some limited initiatives are underway to implement those 

guidelines. Additional attention is warranted to review these efforts and strengthen the 

guidelines. Supported by their funding partners, CSOs have developed a set of 

community-involvement guidelines, which could be better aligned with the CHAS 

guidelines. As CSO-produced community guidelines continue to evolve, it would be 

useful to include CHAS in the design process (Lao PDR, CHAS, 2019).  

• There are only 11 ART sites (points of care) in the entire country; for some people living 

with HIV, reaching the nearest site can take more than a day’s travel each way. It is 

widely acknowledged that this need for extensive travel is a barrier to treatment 

adherence for some people living with HIV; there is a need to bring such services closer 

to them. Dialogue has been ongoing for some time about the best approach to 

accomplish this goal. CHAS is working with national and international partners to define 

additional sites to be added as points of care, including sites that would be established 

based on existing ART centers. Other models under consideration would allow stable 

ART patients to obtain ARV medicine resupplies and some care and treatment services 

at alternative community platforms. Some limited trials are underway to explore the 

viability of alternative models for serving people living with HIV who are stable. These 

trials need to be formally assessed to inform decision making and planning for expansion 

of access to ART.  

• Although CHAS is responsible nationally for providing accurate information on HIV, 

linkages with PHDs, DHOs, and health facilities should be reexamined to identify 

opportunities for strengthening mechanisms to educate key and general population 

communities. Evidence suggests that knowledge in both groups is low; in some 

subgroups, knowledge has actually declined recently (UNAIDS, 2019). A large cadre of 

village health volunteers serve in rural communities across the country providing basic 

curative care services and health and nutrition education (WHO, 2014). HIV is not 

covered as part of their three-month training program, and stakeholders generally 

believe that the investment required to tap this cadre for HIV education would not 

provide a sufficient return, given the low prevalence of HIV in the general population, 

especially in rural communities. However, country stakeholders expressed the need for a 

strategy to educate economic migrants to urban areas, infrastructure construction sites, 

and neighboring countries about HIV; many of these migrants come from rural 

communities. Serving this population remains a program gap. An Asian Development 

Bank-supported initiative to train peer educators in rural communities is underway but 

to date has found recruitment, training, and support difficult (Transition Readiness 

Assessment Report Validation Meeting, 2019). 
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• Some deterioration was noted in the comparison of the 2015 and 2017 SIDs for some 

service delivery items. They include the following (SID item 6.8): 

o The ability to assess current and future staffing needs based on HIV program 

goals and budget realities for high-burden locations  

o The development of subnational-level budgets that allocate resources to high-

burden service delivery locations  

o Effective engagement with civil society for program planning and evaluation of 

services 

Service delivery items noted as gaps in both the 2015 and 2017 SIDs and other gaps reported to 

persist in 2019 are as follows: 

• There is a lack of a staff performance management plan to ensure that staff working at 

high-burden sites maintain good clinical and technical skills through training and/or 

mentorship. 

• Linkages between testing and treatment, particularly for key populations, need to be 

strengthened. Currently, those who test HIV positive are referred to an ART center, but 

follow-up to ensure referred patients are actually seen at the treatment center is poor 

and there is no refer-back system to locate the referral source.  

• Linkages need to be strengthened between CHAS and maternal, neonatal, and child 

health systems on HIV testing and treatment for prevention of mother-to-child 

transmission at both strategy and service implementation levels.  

• The need for technical assistance in service delivery is greatest to update guidelines and 

assess and develop strategies to address the needs of people who inject drugs and 

incarcerated populations (Lao PDR, CHAS, 2019). 

2.2.3. Commodities and Supply Chain 

The public sector’s medical products supply chain system is overseen by the Medical Products 

Supply Center; its staffing and management practice are generally considered sound. The Law 

on Drugs and Medical Products (2000; amended 2012) guides which products enter the supply 

chain and sets out rules on their quality, distribution, and use. The Food and Drug Department 

of the MOH is the regulatory authority that administers the law. Its Quality Control Division is 

responsible for maintaining quality of the commodities in the system, including inspection of 

pharmaceutical storage conditions (WHO, 2014). The MOH updates its Essential Medicines List 

every two to three years; the last update (Issue 9) was issued in 2018.  

Most products on the MOH’s List of Essential Medicines are procured from domestic suppliers. 

As part of these suppliers’ contracts, they are responsible for distributing the commodities to 

individual service delivery sites (e.g., hospitals and health centers). Some products are delivered 

to province or district health office warehouses, which then arrange for onward delivery to 

health facilities. HIV commodities, including ARVs, which until now have been donated entirely 

by external partners, are distributed through a parallel system established specifically for these 

donated products. As the country increasingly purchases these commodities using domestic 

resources, mechanisms will need to be put in place to ensure rational and timely distribution of 

HIV-related commodities, essentially by mainstreaming them into the MOH’s general approach 



Transition Readiness Assessment for the Lao PDR National HIV Response 

17 

to product distribution via its service delivery network. The transition readiness strengths of the 

Lao PDR supply chain system with respect to HIV-related commodities are as follows (PEPFAR, 

2017, SID items 5.4, 8.4, 8.5, 8.6, and 8.7): 

• The country’s national supply chain plan for medical products includes all 11 elements 

that define a comprehensive strategy for guiding supply chain strengthening. 

• The transparency of HIV commodity procurement is good, and information about 

procurement tenders and awards is made public in a timely way.  

• Facilities are stocked with ARVs according to plan (above the minimum and below the 

maximum stock level) 90 percent of the time. Those responsible for ARV resupply 

decisions have timely access to information on ARV stock levels at facilities; resupply 

decisions are made with minimal external assistance. 

• For the first time, the Government of Lao PDR has allocated domestic resources to the 

MOH’s 2019 annual budget for procurement of ARVs. Although the amount mobilized 

represents only a small proportion of the total requirement (approximately USD 90,000, 

or about 7 percent of total estimated ARV costs for that year), it represents an important 

milestone and allows the government to begin setting up systems and processes to 

manage procurement and distribution of these commodities, either in the current 

parallel system or mainstreamed with systems for other healthcare commodities (Lao 

PDR, 2019; Transition Readiness Assessment Workshop, 2019).2  

• The country’s score from a comprehensive assessment of the national supply chain 

system has improved; it is now in the top quartile of assessment scores. Moreover, costs 

for human resources, warehousing facilities, and other administrative costs associated 

with the supply chain system are met through the mainstream MOH budget and thus do 

not require mobilizing additional domestic HIV-specific resources during the transition 

to self-reliance. 

Aspects of the supply chain for HIV commodities that need strengthening are summarized 

below (PEPFAR, 2017, SID items 8.1, 8.2, and 8.3): 

• Although the Government of Lao PDR has allocated domestic resources for ARV 

procurement in 2019, the country is still heavily dependent on donated ARV supplies 

from external partners, and the distribution system for those commodities also relies on 

their technical and financial support. 

• Up to 2017, the country’s needs for HIV test kits were met entirely by external partners; 

no domestic resources were allocated for their procurement. Beginning in 2018, test kits 

required for HIV testing among pregnant women (approximately half of all HIV testing 

done in the country) were no longer procured by the Global Fund; financing for these 

commodities was integrated into the maternal and child health program budget with 

procurement conducted by the MOH’s Procurement Committee. Test kits required for all 

other HIV uses are still donated (Transition Readiness Assessment Validation Meeting, 

2019).  

                                                        

2 Note that domestic resources will increasingly finance procurement of ARVs. The current plan calls for 

the proportion of ARVs to be procured with domestic funds to increase by 5 percentage points per year. 
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• The NSAP calls for introduction of HIV self-test kits, which at present are used on a pilot 

basis among key populations in a CSO program setting. Decisions must be made about 

the appropriate use of self-test kits to quantify needs and add the kits to the supply chain 

system (Transition Readiness Assessment Validation Meeting, 2019).3 Moreover, 

domestic bottlenecks are said to result in periodic test kit supply interruptions at some 

testing sites throughout the country (UNAIDS, 2019). 

• Within the MOH, forecasting commodity requirements is the responsibility of each 

program unit. Program forecasts are delivered to the MOH Medical Product Supply 

Center. This center aggregates needs across programs and provides them to the MOH 

Procurement Committee, which is responsible for managing procurement (Lao PDR, 

MOH, 2019). For ARV forecasting, CHAS is supported by the Clinton Health Access 

Initiative; the process of transferring forecasting skills and tools is ongoing.  

• Since 2009, the Global Fund’s Program Management Unit has engaged in a process to 

transfer procurement skills, tools, information, and capacity to the MOH Procurement 

Committee. The transfer process has been characterized as challenging. With the recent 

reorganization of the MOH Procurement Committee, some of this ground will need to be 

covered again; stakeholders estimate that the complete transition to the Procurement 

Committee will require another three to five years to complete.  

• Procurement of ARVs is a new function for the MOH Procurement Committee, which is 

working with MOH budget funds for the first time. Although the Global Fund supports 

the Procurement Committee, assessment of the procurement experience will yield 

important lessons. The proportion of total national ARV requirements to be procured 

directly by MOH is expected to rise each year by at least 5 percentage points. The pros 

and cons of regional procurement and procurement agent mechanisms need to be 

assessed to identify price, product, and delivery timeliness trade-offs.  

• Apart from the transfer of technical skills and tools, other potential challenges need to be 

tracked closely.  

o Although some HIV commodities donated by international partners and 

consumed in Lao PDR for HIV services are included on the MOH List of Essential 

Medicines, new products will need to be added as drug discovery continues to 

evolve in the international scientific community. A process needs to be developed 

to add such products in a timely manner. 

o Most HIV commodities will need to be procured from international sources; 

there are no import agents in Lao PDR for these products. Many international 

suppliers require advance payment before delivery and the process for arranging 

such payments from government budgets may be cumbersome, with potential 

implications for timely delivery of shipments.  

o New regulations have been put in place requiring pre-registration for importers. 

It is estimated that pre-registration may take six to nine months, again risking 

delayed delivery of products compared to program needs.  

                                                        

3 CHAS and the MOH are considering an offer from a supplier in China to sell self-test kits to Lao PDR as 

an alternative to OraQuick. Little information was available at the time of this report’s production. 
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• The MOH has established a Logistic and Supply Chain Technical Working Group, which 

meets regularly to review supply chain system needs. Although this mechanism creates 

the basis for continued improvement of the supply chain system and ensures the smooth 

transfer of skills and tools from external partners to their Lao PDR counterparts, the 

working group’s functioning relies on substantial Global Fund technical support, 

particularly from the Global Fund Program Management Unit, as well as financial 

support. 

2.2.4. Quality Management 

At the national level, the MOH’s “Five Good, One Satisfaction” policy guides healthcare quality 

management and quality improvement (QM/QI). The policy covers all health facility levels (see 

Table 2, previously); the Department of Health Care is responsible for its implementation. An 

HIV/AIDS QM/QI plan has been produced, though it is not yet comprehensive or fully used. A 

key challenge to integrating the HIV/AIDS QM/QI plan into the broader national QM/QI plan 

and knowledge management platform is that the MOH has not allocated funds for the plan’s 

implementation (PEPFAR, 2017, SID items 9.1 and 9.2). An ART technical working group 

supported by CHAS oversees QM/QI specifically for ART services; plans are in place to extend 

this focus to include HIV counseling and testing services. Structures have been established and 

dedicated QM/QI focal points are now supporting continuous quality improvement at the 

national and provincial levels, and at most ART centers. The recent reorganization and 

realignment of the MOH’s human resources is said to have eliminated dedicated HIV focal 

positions at PHDs and DHOs. Responsibility for HIV is now subsumed within PHD and DHO 

communicable disease units and is no longer assigned to a specific person. These recent changes 

warrant evaluation to determine their impact on QM/QI for HIV services. On the constructive 

side, new mechanisms are being put in place to promote cross-site learning in quality 

improvement.   

Rational drug use and clinical practice guidelines are a necessary component for ensuring the 

effectiveness of QM/QI mechanisms. In general, guidelines are in place and well circulated 

among health workers in the public sector healthcare system (WHO, 2014). For supporting 

workforce competency in implementing QI actions, a national in-service training curriculum 

incorporates elements on QM/QI methods. For HIV, CHAS has developed QM/QI training 

materials, though they are used only among health workers at the 11 dedicated ART sites in the 

country. At the pre-service level, curricula on QM/QI need updating in general. QM/QI is 

incorporated into postgraduate education programs, but there is no specific clinical or HIV-

related QM/QI content (PEPFAR, 2017, SID item 9.4). 

In addition to supporting in-service training for health workers providing HIV services, CHAS 

also provides QM/QI implementation oversight at HIV service delivery sites. According to the 

SID, this area is one in which large improvements have been observed from 2015 to 2017. 

Oversight has improved, the voices of clients are sought and captured for national-level 

monitoring and planning, and CHAS routinely reviews clinical data to identify opportunities for 

continuous improvement.  

QM/QI areas in need of strengthening during transition of the national HIV response to 

national self-reliance include the following (PEPFAR, 2017, SID items 4.3, 9.1, 9.2, 9.4, and 9.5): 
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• Although the MOH has made important strides in putting in place QM/QI mechanisms 

and procedures, there is no line item for QM/QI in the MOH budget. Support for 

programmatic QM/QI activities is therefore dependent on program-specific budgets; in 

the case of HIV, CHAS benefits from external partner technical and financial inputs for 

support.  

• Although the MOH’s QM/QI strategy includes HIV-specific elements, the SID 

application found that content being used only partially. Furthermore, the HIV elements 

included in the strategy are limited to ART. 

• Because HIV services at the 11 ART sites in the country are provided by specifically 

trained health workers, in-service training is only provided to those specific healthcare 

providers; HIV is not incorporated into in-service training for other providers at those 

healthcare facilities. 

• QM/QI content in both pre-service and postgraduate curricula need updating in general, 

and HIV-specific content is entirely lacking. Administratively, leadership for 

incorporating integration of HIV content into curricula must be assumed at the MOH 

department level. Because CHAS is not a department-level unit, it cannot lead such 

efforts. The appropriate organizations are the MOH Department of Communicable 

Disease Control as the focal point, working with the Department of Training and 

Research. CHAS has not designated a focal person to promote such efforts with these two 

departments. 

• Coordination and support structures to ensure continuous quality improvement in HIV 

care and services need further strengthening.  

• Client input on HIV services is sought and captured for national-level monitoring and 

planning, but efforts to capture clients’ voices at the service delivery site level needs 

strengthening.  

• Strengthening is needed at the health facility level on how to use clinical outcome data in 

planning for continuous quality improvement. Extensive technical assistance is still 

required and increased budgetary support is needed.  

• Mechanisms to reach private providers with rational drug use and clinical practice 

guidelines are not as strong as those for public sector providers. Mechanisms to monitor 

the compliance of private providers are also weak. 

2.2.5. Laboratories  

The National Center of Laboratory and Epidemiology oversees all laboratory services in Lao 

PDR. A national laboratory strategic plan was developed and approved recently, though it has 

yet to be costed or implemented. Laboratory services for HIV include HIV confirmatory testing, 

CD4 count and viral load testing, and molecular assaying. Because of the low prevalence of HIV 

in Lao PDR, in 2017 the country adopted a three-test algorithm and the Global Fund provided 

technical assistance to build lab technicians’ capacity. Efforts to strengthen the laboratory 

component of the national HIV program have also been supported by PEPFAR (Lao PDR, et al., 

2016). The country’s infrastructure for viral load testing contains enough HIV viral load 

instruments for the one laboratory that conducts such testing, which has an instrument 

maintenance program. A sufficiently operating supply chain system is in place to minimize 
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stock-outs of lab supplies; the laboratory is serviced by an adequate specimen transport system 

(PEPFAR, 2017, SID item 10.4). Viral load testing is currently available only at the Center 

Infectiology Lao-Christophe Merieux, the MOH central laboratory in Vientiane. CD4 testing is 

available at five laboratories around the country (although CD4 testing is no longer required for 

ART as frequently as it was previously). Issues around laboratory services for HIV in need of 

attention during the transition period to national self-reliance include the following (PEPFAR, 

2017, SID items 10.1, 10.2, 10.3, and 10.4): 

• The national laboratory strategic plan has not been costed and an operational plan has 

not been produced to guide its implementation.  

• The capacity of the central laboratory is considered sufficient to serve national viral load 

testing requirements and is expected to be able to do so even as the number of people 

living with HIV on ART increases to reach the 95-95-95 targets. There is disagreement 

on the wisdom of relying on this one laboratory compared to establishing capacity at 

additional laboratories in other regions. Justifications for incurring additional cost to 

expand the number of sites with HIV laboratory capacity include the following: (a) 

investment costs would be low and limited mostly to lab technician skills building, given 

that physical facilities and equipment are already in place in appropriate expansion 

locations; (b) additional facilities would serve as a backup should the central laboratory 

experience temporary interruption of its ability to meet national needs; and (c) expanded 

capacity would provide closer geographic access for specimen transport and faster 

turnaround time for reporting results to clinicians and patients. Efficiency 

considerations and the ability to manage quality at more than one laboratory facility 

would factor into the decision. 

• A regulatory framework was recently put in place to monitor the quality of laboratory 

services. However, in 2017 only 73 out of 192 HIV testing and counseling facilities were 

participating in HIV external quality assurance. 

• The National Center of Laboratory and Epidemiology conducts laboratory quality 

management activities for general laboratory services, but not for HIV in 7 out of 18 

provinces. 

• Support to operate and maintain the laboratory network for HIV services is highly 

dependent on external resources; less than 10 percent of the cost of these functions are 

currently derived from domestic sources. Among domestic resources allocated to the 

MOH for the National Center of Laboratory and Epidemiology, there is no specific 

reference to use for supporting the national HIV program. 

2.2.6. Human Resources 

HIV service delivery needs are largely met in Lao PDR through the country’s mainstream public 

sector health workforce. Early in this decade, growth in the number of public sector health 

workers was not keeping up with increasing demand for health services, driven by population 

growth and economic development. WHO cited Lao PDR’s main health systems challenges as 

being slow growth in creating new health worker posts to staff the MOH’s healthcare facilities, 

difficulty replacing workers retiring or otherwise leaving public service, and burgeoning growth 

in the market for private health services (WHO, 2014). In 2013, the Government of Lao PDR 

increased the number of health workforce posts significantly to address the first two of these 

challenges. A National Health Personnel Development Strategy (2009–2020) is now in place for 
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the MOH and PHDs are being encouraged to produce Provincial Health Workforce Plans. These 

broader mainstream human resources for health initiatives provide an opportunity, and possibly 

a platform, for addressing HIV human resource needs. 

In 2015, the first SID applied in Lao PDR found that the number of clinical health workers was 

not sufficient to meet the needs of health facilities and communities with high HIV burden. The 

2017 SID application found that progress had been made in addressing this shortcoming; it 

noted that an adequate workforce was in place to meet these high-burden area needs. 

Remaining human resources for health gaps and challenges include the following (PEPFAR, 

2017, SID items 7.1 and 7.5)4: 

• The country’s pre-service education institutions are not producing an adequate supply of 

clinical healthcare providers for HIV with the right skills mix nor an adequate supply of 

social service workers for delivering social services to vulnerable children. Curricula for 

pre-service education are outdated in general, needing updating, and are largely devoid 

of HIV content. Curricula also lack content on stigma and discrimination.  

• Between 2015 and 2017, the proportion of HIV in-service training implemented directly 

by national actors (CHAS) increased. However, the following gaps remain (PEPFAR, 

2017, SID item 7.6):  

o No national plan exists for institutionalizing capacity within local institutions to 

deliver in-service trainings on HIV, which currently are donor supported. 

o Key HIV clinicians in the country require continuing professional development—

a form of in-service training—for re-licensure. 

o No database exists to track health workers who have been trained in HIV. 

• Despite improvements in the current supply of health workers in high-HIV burden 

communities, the country has not yet developed adequate retention schemes that 

address clinical health worker vacancies or attrition in these areas.  

• Community-based health workers in Lao PDR are mostly peer educators managed by 

CSOs through external partner support and largely confined to urban communities with 

higher concentrations of key populations. Although the Government of Lao PDR 

acknowledges the role of community-based health workers in the delivery of some HIV 

services, the role remains largely undefined in national health strategy documents and 

task-sharing frameworks and guidelines do not yet exist for mainstream counterparts 

(such as village health volunteers, a cadre mostly serving rural communities where HIV 

is presumed to be low). Data are not readily available on the staffing and deployment of 

peer educators for HIV (PEPFAR, 2017, SID item 7.2, added in 2017). 

2.2.7. Strategic Information 

The Lao PDR national statistical system was established in accordance with the National 

Statistics Law (revised in 2017). The law sets out the institutional structure, which is overseen by 

the Lao Statistics Bureau within the Ministry of Planning and Investment. The law also sets out 

                                                        

4 Key informant interviews in April and August 2019 confirmed that these challenges still exist. 
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guidance for routine data collection, reporting, and dissemination as well as for national 

surveys, such as the Population and Housing Census (latest in 2015) and the Lao Social 

Indicator Survey (latest in 2017). A national surveys and surveillance strategy outlines 

standards, policies, and procedures for data quality assurance; it also sets out standard national 

procedures and protocols for reviewing surveys and surveillance data. Although a national 

surveillance unit is responsible for ensuring the quality of surveys and surveillance data, and an 

in-country internal review board exists that reviews all protocols, no information is available on 

actual data quality (e.g., through independent external audits) (PEPFAR, 2017, SID item 15.6). 

Within CHAS, the HIV Monitoring and Evaluation and Surveillance Unit is responsible for 

overseeing all routine data collection and reporting on HIV services and program activities and 

periodic HIV surveillance and surveys. Regulations to monitor the quality of laboratories and 

testing sites exist but are implemented in less than 50 percent of the sites. The MOH has 

allocated an annual fund to the National Center of Laboratory and Epidemiology to improve 

laboratory quality, though this allocation is not specific to HIV laboratories. At subnational 

levels, the PCCA and DCCA, have performance targets that must be reported to CHAS on a 

periodic basis for compilation into an aggregate national achievement. Routine reporting is 

usually completed on time. However, the quality of data in routine reports from subnational 

agencies remains an important area in need of improvement.  

2.2.7.1. Epidemiological and Health Data 

The NSAP includes a surveillance and survey strategy and a timeline for data collection 

(PEPFAR, 2017, SID items 13.8 and 13.9). SID element 5 pertains to public access to 

information from those activities. In both the 2015 and 2017 SID applications, Lao PDR received 

the highest possible score for making HIV surveillance and surveys information available to 

stakeholders and the general public in a timely and useful way (PEPFAR, 2017, SID item 5.1). 

Results from the 2017 Integrated Biological and Behavioral Survey were made available to key 

stakeholders and the general public within six months of completing data collection. The next of 

these surveys is planned for 2020 (Lao PDR, 2016). 

Areas in epidemiological and health data collection that require strengthening during the 

transition to national self-reliance include the following: 

• Although epidemiological surveys and/or behavioral surveillance activities for key 

populations are now largely planned and implemented with minimal external technical 

assistance, substantial technical assistance is still required from external agencies for 

surveys and surveillance activities conducted for the general population (PEPFAR, 2017, 

SID items 13.1–13.7).  

• Progress is being made on mobilizing resources to finance HIV surveys and surveillance 

activities. However, the country still relies on external sources for more than half of the 

resources required for general population surveys. For key population activities, external 

sources still finance more than 90 percent of surveys and surveillance cost. 

• Some gaps exist in the comprehensiveness of HIV prevalence and incidence data, as well 

as viral load data collected, as shown in Table 3. 

• Some gaps exist in the comprehensiveness of behavioral surveillance data collected, as 

shown in Table 4. 
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Table 3. Disaggregation of HIV Prevalence, Incidence, and Viral Load Data Collected in Lao 

PDR 

Disaggregation 

Data Collected 

National 

Prevalence and 

Incidence 

Subnational 

Prevalence and 

Incidence 

Viral Load 

By age group Yes No Yes 

By sex Yes No Yes 

By key population group (female sex workers, 

men who have sex with men/transgender 

people, people who inject drugs) 

Yes No Yes 

By other populations of concern (mobile 

populations, prisoners, etc.) 
No No No 

 

Table 4. HIV Behavioral Surveillance Data Collected in Lao PDR, by Population Group 

Population Group 

Data Collected 

Integrated Biological 

and Behavioral Survey 
Population Size Estimates 

Female sex workers Yes Yes 

Men who have sex with men Yes Yes 

Transgender persons Yes Yes 

People who inject drugs No No 

Other populations of concern (mobile 

populations, prisoners, etc.) 
No No 

 

2.2.7.2. Human Resources for Health and Health Facility Information 

A human resources information system was recently established for the public sector health 

workforce. The database is currently being populated and CHAS is providing the MOH 

Department of Health Personnel with data on its program staff. CHAS also participates in 

training on use of the system. Financing and management of this system is not yet self-reliant; it 

receives substantial support from external partners (PEPFAR, 2017, SID item 7.7). Each record 

from the system includes only the staff person’s pre-service educational graduation institution, 

degree, and current MOH post, thus limiting its usefulness for HIV planning purposes. As no 

pre-service education program for health workers includes a module on HIV, the HIV program 

relies entirely on in-service training programs to prepare selected health workers to staff sites 

for HIV counseling and testing and ART service delivery. The human resources information 

system does not currently include fields on in-service training for health workers; thus, CHAS, 

PHDs, and DHOs cannot use the system to identify and tap existing HIV capacities among 

health workers. This limitation is important, given that health workers frequently transfer from 
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one health facility to another and CHAS must identify replacements. Also, as CHAS undertakes 

expansion of the service delivery network from the current 11 ART sites, it will need to have 

better access to information on the current location of health workers who have already received 

HIV training.  

2.2.7.3. Program Financing and Spending  

This section examines the degree to which data on program financing and spending are 

produced and transparently available, and the quality and comprehensiveness of those data. 

CHAS produces annual HIV expenditure reports; in 2017, that information was made available 

to stakeholders and the general public within six months of the end of the previous program 

year. According to the 2017 SID report, CHAS has standardized expenditure data collection and 

strengthened its ability to plan and conduct data collection and analysis to the point where it is 

virtually technically self-reliant, although financing for this activity is still dependent on external 

partner support. According to the 2017 SID report, financing data are comprehensive and 

include sources of financing (public and private domestic sources, external sources, and out-of-

pocket), expenditure by program area and function, and spending at national and subnational 

levels (PEPFAR, 2015, 2017, SID items 5.2 and 14.2 [14.3 in SID 2015]). Based on the SID 

findings, from a technical perspective, the country would appear nearly self-reliant in its ability 

to generate HIV program funding and expenditure data. However, achieving data quality and 

completeness have proven challenging. For example, there have been difficulties in accessing 

HIV expenditure information for the costing component of this transition readiness assessment. 

Based on this experience, more in-depth investigation of the appropriate SID items is 

warranted.  

Areas for strengthening include the quality of data on private sector and subnational spending 

on nongovernment-funded activities. The 2015 SID noted that economic studies of HIV have not 

been conducted (SID items 5.2 and 14.1–14.5). Although they do not directly impinge on self-

reliance, such studies and analyses are useful as a means of justifying and promoting increased 

investment in HIV, and thus would contribute to national self-reliance.  

2.2.7.4. Program Performance, Evaluation, and Information Use 

The transition readiness of Lao PDR’s quality management and quality improvement systems 

and processes for HIV were discussed in Section 2.2.4. In this section, we discuss information 

collection, including for program outputs and outcomes, used to drive that system. The main 

source of information for monitoring and measuring program performance is the National 

Health Information System, which all health facilities, PCCAs, and DCCAs (supported and 

overseen by PHD and DHO monitoring and evaluation staff) contribute to on a regular basis.5 

DCCAs aggregate information on HIV counseling and testing, STIs, and prevention of mother-

to-child transmission activities from district hospitals and health centers, as well as from NGOs 

operating in the district. Information is also collected on prevention (e.g., condom distribution) 

and outreach activities conducted by NGOs. PCCAs in turn aggregate information from DCCAs 

and provide the information to CHAS’s Monitoring and Evaluation and Surveillance Unit. The 

                                                        

5 A principal function of DCCAs and PCCAs is to monitor HIV program implementation within their 

respective jurisdictions; see page 56 of the NSAP for a detailed description of these responsibilities.  
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current NSAP calls for incentives to drive improved performance in HIV reporting into the 

national health information system (Lao PDR, 2016). 

Annual program targets are set and program performance assessments are designed accordingly 

in line with existing national standards, policies, and procedures for HIV data quality assurance. 

However, data quality assurance activities are ad hoc and conducted only at some sites. The 

2017 SID assessment team was unable to identify a national protocol, structures, procedures, or 

policies for data quality assessment or audits of HIV program data. This gap in the strategic 

information domain of self-reliance remains to be filled. The 2017 SID report noted that 

although program data are collected, analyzed, and disseminated transparently on a regular 

basis, data quality can be improved further. The exception is for HIV counseling and testing and 

STI data captured by the national DHIS2 system, for which there is a standard operating 

procedure for data checking, verification, and approval to ensure accuracy and completeness. 

SID evaluations have found that goals and targets are measurable, budget items and programs 

are linked to these goals and targets, and performance is assessed in the context of both budget 

execution and prospective budget development. In 2017, about half of program targets were 

found to have been met (PEPFAR, 2017, SID items 11.3 and 15.6). CHAS conducts regular 

program audits and responds to audit findings, though monitoring the implementation of 

recommended changes could be strengthened. Information from these program audits is made 

available to key stakeholders and the general public; in 2017, it was published within six months 

of the end of the program year. Limited opportunities exist for capturing private sector input 

into program performance monitoring and assessment because, with the exception of some 

outreach and prevention activities implemented by CSOs, nearly all HIV services and program 

activities are delivered through the Lao PDR public sector. Little private sector involvement 

exists, and thus little experience and feedback can be provided (see Section 2.3) (PEPFAR, 2017, 

SID items 2.8, 2.9, 4.1, and 5.3). Performance assessment capacity for specific program 

components is discussed next. 

Patient care services: The Monitoring and Evaluation and Surveillance Unit within CHAS 

maintains the HIV service delivery information system and receives some external technical 

assistance. To be fully self-reliant, the country will need to further strengthen its capacities in 

areas currently supported by external assistance, with specific focus on epidemiology, data 

analysis (and other analytical skills), and information technology. Furthermore, the 2017 SID 

report noted that HIV performance information exists in multiple reporting systems and 

recommended that these multiple data streams be integrated into the national DHIS2 

framework for health sector monitoring and evaluation. It should be noted that the national 

program still relies on external partners for more than half of the resources needed to operate 

service delivery data collection processes and systems. The following HIV program performance 

information is collected and used in policy-making and priority-setting to improve services 

(PEPFAR, 2017, SID items 7.7, 9.3, 15.1–15.5):  

• Clinical data are collected at the local level and aggregated nationally by the Monitoring 

and Evaluation and Surveillance Unit on a quarterly basis (an increase as of 2017; 

previously these data were collected annually). They are used locally and nationally to 

drive decisions about improvement in service delivery.  

• Service delivery information collection gaps have gradually been filled; as of 2017, data 

were routinely collected and reported for HIV testing, prevention of mother-to-child 
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transmission, adult and pediatric care and support, orphans and vulnerable children 

(recently added), HIV prevention, and AIDS-related mortality. Moreover, this 

information is collected and reported for key population groups by age and sex from 

public sector, CSO, and community-based service delivery sites. However, 

comprehensive information on other priority populations (e.g., mobile populations and 

prisoners) is not collected routinely.  

• The national program routinely collects and uses service delivery data on: the HIV 

treatment cascade (including HIV testing, linkage to care, treatment, adherence, and 

retention) for defined key populations; coverage of key treatment and prevention 

services (i.e., ART and prevention of mother-to-child transmission); site-specific yields 

for HIV testing (at sites for HIV testing and counseling and prevention of mother-to-

child transmission); and performance variation at the subnational level. HIV treatment 

cascade data are not routinely collected for other identified populations of concern (e.g., 

mobile populations and prisoners). Also, maps are not prepared and thus are not 

available to assist in geographic analysis of program needs and gaps. 

• CHAS maintains a system for sharing data and evidence at national, subnational, and 

local levels for use in identifying quality gaps and defining quality improvement needs. 

• Quality improvement activities and their results are documented, with successes shared 

for national HIV program improvement.  

Human resources: As noted in Section 2.2.7.2, the MOH now maintains a human resources 

information system capturing deployed health workers and produces an annual update for 

management and planning. However, in its present form, it is of limited value for national HIV 

program planning, given its lack of information on HIV training provided to health workers.  

Supply chain: The Logistic and Supply Chain Technical Working Group meets regularly to 

review performance of the supply chain system. It is informed by a comprehensive assessment 

conducted regularly (see Section 2.2.3). Installation of a new M-Supply software-driven system 

provides regular information on medical supplies managed by the MOH. The system captures 

information about ARV drugs and HIV test kits, and is said to be functioning well (PEPFAR, 

2017, SID item 8.7). 

Budget execution: CHAS tracks and analyzes HIV program expenditure with minimal 

external technical assistance. The main areas of need are for standardized tools and more timely 

reporting of spending, particularly from subnational program implementers. This need is of 

increasing importance as new HIV funding channels are emerging. For instance, some PHDs 

now obtain HIV program funds directly from the MOH (as compared to the past, when PHD 

funding for HIV was channeled exclusively through CHAS). Execution of government-allocated 

program funds has risen markedly, from less than 10 percent in 2015 to more than 90 percent in 

2017, according to SID evaluations. It should be noted that this higher execution rate occurs in 

the context of modest government funding for the program and is mostly related to more easily 

executed budget items, such as commodities (PEPFAR, 2017, SID items 11.4 and 14.1). It 

remains to be seen whether this high execution rate will be maintained as Lao PDR assumes 

greater and broader responsibility for funding HIV programs.  

Budget and cost data use: The MOH’s Department of Finance and Department for Planning 

and International Cooperation are jointly responsible for budget planning and expenditure 
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tracking. There is some evidence on use of budget and cost information for planning. In 2015, 

there was no mechanism for data-driven reprogramming but by 2017, the country had put in 

place a policy and mechanisms to allow for reprogramming funds based on data derived from 

expenditure tracking (PEPFAR, 2015, 2017, SID item 11.8 [12.4 in 2015]). CHAS also uses recent 

expenditure data for budgeting and planning for HIV testing, care, and support; ART; 

prevention of mother-to-child transmission; and key population services (PEPFAR, 2015, 2017, 

SID item 12.3 [12.5 in 2015]). 

2.3. Private Sector 

The private sector element of Lao PDR’s national HIV response measured lowest among all 

elements of the PEPFAR Sustainability Index. Stakeholders in Lao PDR consistently 

acknowledge it as the weakest element in the national response. The NSAP acknowledges the 

potential value of improving the national program’s ability to engage the private sector in its 

transition to self-reliance, both with respect to mobilizing domestic resources to finance the 

national program (that is, to finance services, commodities, training, etc., of public and private 

efforts) and provide consumers with expanded HIV service options—particularly among those 

able to pay. Initiatives that the NSAP calls for include the following: 

• Strengthening partnerships between the public, private, and civil society sectors in HIV 

and condom programming and cross-border collaboration, the latter largely to better 

serve mobile populations  

• Creation of an infrastructure through which the private sector can contribute financial 

resources to the national response to HIV6  

• Expanding the responsibility of the private sector to meet the needs of its own workers at 

large infrastructure development sites 

• Completion of a feasibility study for private clinics and hospitals to provide HIV testing 

and counseling services and expanding access to ARV services through private hospitals 

and clinics 

• Giving private sector health workers expanded access to in-service training programs for 

provision of quality HIV services 

The success of private sector engagement initiatives could significantly boost the country’s 

readiness to transition to self-reliance. Capacity for contracting with private entities exists within 

government agencies, although the frameworks for such contracts are not well developed 

(PEPFAR, 2017, SID items 4.1 and 4.2). Engagement with the non-health private sector is 

important for resource mobilization; engagement with the private sector in the health domain 

serves the objective of expanding consumer choice for services. In the health sector in general, a 

private health provider market is emerging, driven in part by rising incomes among Laotians and 

increasing demand for more and higher-quality services and options (WHO, 2014). Although 

official engagement with the private health sector (i.e., through public-private partnerships) has 

been limited to date, some examples of private sector collaboration in the national HIV response 

provide encouragement (see Box 1). Broader efforts to engage the private sector would benefit 

                                                        

6 As mentioned earlier, the Lao HIV/AIDS Trust, established in 1998, was disbanded in 2005 after 

attempts to secure sustainable financing for the fund proved unsuccessful.  
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from better information about private health providers’ HIV knowledge and competence and 

consumer demand for private HIV services, such as testing. New initiatives to engage the private 

sector include recent efforts to invite private pharmaceutical firms to HIV workshops, 

cooperation in condom social marketing, and private sector engagement in tuberculosis-HIV 

case finding.  

 

The following is a summary of areas in which strengthened efforts, not currently in place, to 

engage and work with the private sector would contribute to progress in the transition toward 

self-reliance (PEPFAR, 2015, 2017, SID items 4.1 to 4.6)7: 

• With the disbanding of the Lao HIV/AIDS Trust, there are no formal channels through 

which corporations and philanthropic organizations can give financial contributions to 

the national HIV response and tax policies do not encourage such contributions.  

• There are no private training institutions for health workers in Lao PDR.  

• There is anecdotal information but no formal data on the degree to which Laotians seek 

and receive HIV-related and other health services from private sources inside or outside 

of Lao PDR. The private sector’s contributions to health service delivery are generally not 

captured in the national health management information system. The SID 2017 report 

noted that “a recent (within past 4 years) market analysis informs the private sector 

strategy that is included in the HIV/AIDS strategic plan” (PEPFAR, 2017, SID item 4.1, 

p. 14). That analysis (not available at the time of this report’s production) pertained to 

                                                        

7 Items and order for SID element 4 changed from the 2015 to the 2017 application. 

Box 1. Examples of Private Sector Engagement for the HIV Response in Lao PDR 

• The Lao Federation of Trade Unions collaborated in a peer education training program on HIV 

at garment factories, borrowing from a similar initiative supported by the Thai Red Cross and 

Thai Business Coalition on AIDS.   

• Donor-financed initiatives have targeted pharmacies and private clinics to encourage 

involvement in providing quality HIV and STI services.   

• Outreach is underway with the Lao Chamber of Commerce and Industry to collaborate on 

efforts to generate interest and promote involvement among its corporate members.   

• CHAS is engaging with AIDS Care China on multiple fronts, including for provision of self-

testing kits and ARVs.* 

• CHAS is engaging with contractors who are building a major railway line through the country 

for the regional One Belt One Road Initiative. Currently, HIV services for the project workforce 

are provided only to non-Lao workers; CHAS is attempting to identify linkage points around 

which to build a public-private partnership. 

* AIDS Care China is included in this section of the report even though it appears to be a China-based 

nonprofit NGO and not a commercial sector or civil society entity. CHAS also expects to embark on a 

technical assistance relationship with ACC in Setthathirath Hospital, a new endeavor. A memorandum of 

understanding reportedly has been signed.  
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the private pharmaceutical sector in Lao PDR. It was conducted to inform a condom 

social marketing strategy and is not germane to HIV services beyond condoms for HIV 

prevention.  

• No private sector representatives participate in forums for defining best practices in or 

clinical guidelines for HIV service delivery.  

• With the exception of the private sector representative on the CCM Executive 

Committee, no formal channels exist for contributions from representatives of corporate, 

employer, or private service delivery training institutions or for their input on national 

and subnational processes for HIV policy and strategy development, program planning, 

or budget development. 

• Although the NSAP includes ample references to the need and potential for substantially 

improved private sector engagement, the plan does not include a consolidated section 

with specific strategies and actions to achieve such increased engagement. 

• Linkages between workplace HIV programs and public sector services are weak.  

• The legal and regulatory framework for private health services is weak, including with 

respect to adherence to national treatment standards and guidelines and reporting. The 

service delivery space for HIV is not clearly defined.  

• The Ministry of Planning and Investment has produced national guidelines for public-

private partnerships and MOH regulations allow for program units to engage in such 

partnerships; however, standardized processes for developing them and memoranda of 

understanding between public and private providers have not yet been developed. 

2.4. Civil Society 

Until 1986, only a few international NGOs operated in Lao PDR. After adoption of the New 

Economic Mechanism, more international NGOs obtained permission to engage in community 

development and service delivery activities. Several local, nonprofit CSOs are now involved in 

the national HIV response. CSOs complement the government’s HIV programs and services by 

providing outreach and HIV counseling and testing services to key populations. Through CHAS 

and the CCM, they also are very much engaged in policy dialogue and planning forums, although 

some key informants noted that CSO representatives at times self-censor themselves during 

these forums (APL+ interview, 2019). Through the NSAP’s design, CSOs have also become more 

involved in program reviews, management, planning, field implementation, and research 

activities in support of the national HIV response. For example, CSOs were involved in revising 

the National Policy on HIV and supported the dissemination of the new law to key populations. 

Although CSOs have a seat at the policy dialogue and planning table, there is deep concern on 

the part of both government and CSOs about the sustainability of this engagement once external 

financial support, on which CSOs rely almost entirely, begins to phase down. 

By definition, CSO service delivery roles are limited within the national program and by funding 

that derives almost entirely from external partners with mandates to serve defined key 

populations only. After identifying people living with HIV and referring them to government 

ART clinics to initiate treatment, there is little linkage back to CSOs for treatment support.  
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Annex 2 summarizes the CSOs currently engaged in the national HIV response, their niche 

roles, and their funding sources. LaoPHA mainly provides services to men who have sex with 

men, PEDA serves female sex workers, and APL+ provides cross-key population support to 

people living with HIV. PSI Laos (an international NGO and Global Fund sub-awardee) also 

focuses on female sex workers and transgender people and oversees condom social marketing 

initiatives. Mass organizations, which are largely community-level extensions of the 

government, have been engaged with mixed success in HIV education.  

In key informant interviews with CSO stakeholders, there was consensus on the need for clear 

government guidance on the role national and local CSOs should play, although government 

stakeholders tended to express the opinion that the CSO role definition is sufficiently clear. 

Historically, much of the external funding for CSO-supported activities among key populations 

and people living with HIV has been aimed at increasing access to HIV services, promoting 

nondiscriminatory behavior toward people living with HIV, encouraging evidence-based HIV 

programs, and advocating for an increased and sustainable HIV response. There is a sense that 

CSOs may be able to expand the scope of the services they provide. For instance, with support 

from USAID’s LINKAGES project, some CSOs are being capacitated to do HIV testing (as 

opposed to referring clients to fixed testing facilities). Results from this new CSO function need 

to be assessed and national guidelines developed if this function is to be expanded.  

Both government program and CSO leaders agree that CSOs play an important and mutually 

supportive role in the national response. The basis of CHAS and CSOs as partners in the 

national HIV response is strong, having developed for close to two decades. As the national 

program continues to improve its reach and effectiveness to achieve the 95-95-95 national HIV 

treatment cascade targets, CSOs are a necessary partner in reaching key populations with 

prevention education, identifying people living with HIV within key population groups, and 

supporting treatment adherence among them. The need to find solutions to the challenge of 

funding partnerships with CSOs after external partner support ceases has become of increased 

concern because recent evidence indicates that HIV prevalence rates are increasing among key 

populations while and HIV knowledge is low (UNAIDS, 2019). Key informants cite the need for 

capacity building on resource mobilization (e.g., funding market scanning and tracking and 

proposal writing) as key to overcoming this CSO sustainability challenge. Other assessments of 

CSOs have noted the importance of strengthening financial management skills and tools to 

effectively manage a more diverse funding source base (Lao PDR, 2018). The current NSAP 

acknowledges the need for the national HIV program to support efforts to capacitate and secure 

a sustainable role for CSOs. 

The following are recent capacity-building initiatives that target local CSOs on which such 

efforts could be built: 

• USAID’s three-year Local Capacity Project (2015–2018) linked Thailand’s Raks Thai 

CSO with LaoPHA and APL+ to build organizational and staff capacity. Activities 

included planning and conducting advocacy campaigns, small grants management, and 

workshops on topics such as business plan development and grant writing (USAID, n.d.).  

• Care International built project management skills among APL+ staff by training them 

on Group Model Building (System Thinking) and justice-based approaches to service 

delivery.  
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• Through its information, education, and communication unit and planning management 

unit, CHAS supported mass organizations (the Lao Women’s Union and the Lao Front 

Union) with developing HIV workplans.  

The guiding documents providing the legal basis for CSOs in Lao PDR are the 2009 Prime 

Minister’s Decree on Associations (Decree 115) and principles and guidelines issued by the 

Ministry of Foreign Affairs that define operational boundaries for CSOs. The decree allowed for 

central registration of local associations for the first time. According to a 2009 study, there were 

only about 20 CSOs (all sectors) that met registration requirements. By the end of 2010, the 

number of organizations applying for registration under the new decree had reached 80—an 

indication of civil society’s broad interest in supporting social and economic development. Each 

registered CSO is assigned to work under the authority of a specific Lao PDR government 

ministry. This decree paved the way for the CSOs now engaged with CHAS to support the 

national HIV response; these CSOs work under the authority of the MOH. Although these 

arrangements allow CSOs to seek and accept funding from nongovernmental domestic and 

foreign sources, they do not provide them with the legal standing required to qualify as 

contractors. Social contracting as a means to sustain CSOs in their partnerships for HIV thus is 

not permitted. Dialogue is ongoing, although at a nascent level, on possible modifications to the 

policy environment that would strengthen CSOs’ ability to engage sustainably and support 

government development initiatives.  

This dialogue is well timed. According to the two most recent SIDs in 2015 and 2017, the 

enabling environment for CSOs has actually weakened in recent years. In the 2017 SID, item 3.5 

(civil society enabling environment) scored 0.00, down from 1.17 in 2015. Although the 2015 

SID noted that the “legislative and regulatory framework was conducive for engagement in HIV 

service delivery and health advocacy, including freedom for them to advocate for policy, legal 

and programmatic change,” the 2017 SID noted that “there is no law, policy, or regulation which 

permits CSOs to be funded from a government budget for HIV services through open 

competition” (PEPFAR, 2015; PEPFAR, 2017, p. 12). 

The 2017 SID notes that CSOs have been supported in playing a larger oversight role in HIV 

programs, and that no laws or policies currently exist that prevent civil society from providing 

oversight. However, the reality is that CSOs face limitations in their ability to expand their roles 

to support more effective service delivery to key populations, such as providing community-

based ART to stable people living with HIV and community-led HIV testing and self-testing. 

Again, strengthening the legal and regulatory basis for CSO activities could pave the way for 

CSOs to more effectively support the government’s program reach to these populations.  

In the present CSO funding context, the Global Fund is the country’s largest donor partner to 

the national HIV response and provides the largest portion of funding to support CSO activities 

(Global Fund, 2017). Other CSO funding and technical assistance derives from USAID/PEPFAR, 

the U.S. Centers for Disease Control and Prevention, Australia’s Department for Foreign 

Assistance and Trade, the United Nations Economic and Social Commission for Asia and the 

Pacific, the Joint United Nations Programme on HIV/AIDS (UNAIDS), the Asian Development 

Bank, and the World Bank. Some of those funds and technical assistance are channeled through 

international organizations, such as the AIDS Healthcare Foundation, the Clinton HIV/AIDS 

Initiative, FHI 360 (through USAID’s LINKAGES project), PSI, and the Red Cross. Funds from 

the Global Fund, for example, comprise 80 percent of APL+’s funding base.  
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The current three-year Global Fund grant to Lao PDR (totaling USD 6.9 million) carries through 

to 2020. The main CSOs providing HIV programming in Lao PDR—LaoPHA, APL+, and 

PEDA—received about 15 percent of this total (see Table 5). Of the funding provided to CHAS, it 

is unclear how much was used to support CSO activities.  

Table 5. Global Fund Laos Funding (Jan 1, 2018–Dec 31, 2020) 

By Recipient 2018 2019 2020 Total 
Total as % of Global 

Fund Budget 

CHAS 1,609,238 1,697,464 1,650,971 4,957,673 72% 

LaoPHA and APL+ 219,129 219,129 219,129 657,388 9% 

PEDA 114,054 115,271 115,271 344,597 5% 

PSI 121,801 118,350 117,932 358,082 5% 

MOH, Lao PDR 220,792 210,884 182,235 613,911 9% 

Total  2,285,014 2,361,098 2,285,538 6,931,650 100% 

Source: Global Fund, 2017 

Global Fund consultations with CSOs for the 2018 budget preparation revealed that prevention 

should not be ignored, particularly among female sex workers and men who have sex with 

men/transgender people, and Lao PDR should intensify efforts to find efficiency gains to set 

aside allocations for prevention actions (Global Fund, 2017). In the opinion of a key informant, 

CSOs currently are limited to two to three interventions based on funding availability, but to 

more effectively support their key population target communities, their role should encompass 

additional interventions, including education and community-based ARV distribution to stable 

people living with HIV (PEDA interview, 2019). In 2019, the Government of Lao PDR began 

providing counterpart funding for the Global Fund grant as a sustainability promoting step; the 

amount to be mobilized is expected to increase annually. However, because of the current 

statutory limitations discussed earlier, CSOs will be unable to access these domestically 

mobilized resources.   

A new funding source includes a PEPFAR regional grant, which allocated USD 932,546 to Lao 

PDR over a three-year period. The grant focuses on seven priorities, some of which are 

consistent with current CSO roles. This funding thus is expected to provide a new source of 

funding to sustain CSOs, at least in the short to medium term. The following are the regional 

grant priorities: 

• Develop the key population-led HIV services model for prevention services: reach, 

recruit, test, treat, and retain 

• Address stigma and discrimination and self-stigma in healthcare settings and in the 

community to facilitate access to services for key populations 

• Develop a communication strategy to reach men who have sex with men, transgender 

women, and female sex workers using social media (including mapping of men who have 

sex with men and transgender people with HIV) 
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• Increase the capacity of peers and self-help group leaders on opportunistic infections, 

side effects of ARV medications, referrals, and psychosocial support, including public 

speaking and advocacy   

• Implement the Integrated Biological and Behavioral Survey for people who inject drugs; 

provide capacity building for key partners and community groups for implementation of 

the survey 

• Include ART in universal health coverage 

• Conduct a project orientation workshop with stakeholders and country partners 

In summary, the need for CSOs supporting the national HIV response in Lao PDR to develop 

financial transition strategies is already upon them; likewise, government funding through 

social contracting will not be an option in the foreseeable future. CSOs are not yet equipped to 

mobilize funding from alternative sources, yet senior government leaders, CCM members, and 

CSO leaders are all in agreement that CSOs are critically important in sustaining efforts to reach 

national program goals and end HIV as a public health threat in Lao PDR. Sustaining CSOs as 

an integral part of the national response is one of the most important transition and 

sustainability program challenges.  

2.5. Finance and Efficiency 

External funding for the national HIV response in Lao PDR has been declining over the past 

several years, both in the number of contributing donors and the magnitude of their support. In 

2015, Lao PDR produced a National AIDS Spending Assessment report that indicates total 

external program funding of approximately USD 5 million, of which 60 percent came from 

Global Fund support (UNAIDS, 2016, Annex 2). PEPFAR contributions comprise the second 

largest proportion of external funds. Other donors have included the Asian Development Bank, 

Australia’s Department for Foreign Assistance and Trade, the European Union, UNAIDS, the 

U.S. Government, the World Bank, and WHO. A summary of this funding is shown in Table 6.  

Table 6. Summary of 2014-15 Funding to the Lao PDR HIV Response  

Program Area 

Asian 

Development 

Bank 

Global Fund UNAIDS WHO PEPFAR Total 

1. Prevention 416,351  781,842  14,700  81,383  187,000  1,481,276  

2. Treatment and care 420,524  667,667  – 90,286  – 1,178,477  

3. Orphans and 

vulnerable children 
– – – – – – 

4. Program 

management  
226,701  747,228  – 50,261  – 1,024,190  

5. Human resources – 1,071,644  – – – 1,071,644  

6. Social services – – – – – – 

7. Enabling 

environment 
211,713  – 33,426  – – 245,139  
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Program Area 

Asian 

Development 

Bank 

Global Fund UNAIDS WHO PEPFAR Total 

8. Research  – – – – – – 

Total 1,275,289  3,268,381  48,126  221,930  187,000 5,000,726  

Source: UNAIDS, 2016 

Figure 3 shows how funding sources have changed since 2015. Domestic financing covers USD 

2–2.5 million per year, including some salaries, training, strategic information, and operating 

expenses.8 In 2018, the Government of Lao PDR committed to financing 10 percent of ARV 

commodities (as co-financing required by the Global Fund) and succeeded in mobilizing about 7 

percent of the cost to be spent in 2019. The major external financial contributors reported in the 

most recent Global Fund grant application are the Global Fund itself and PEPFAR. As the Global 

Fund contribution has decreased, PEPFAR has raised its contribution; however, PEPFAR 

contributions are also expected to decline in the years ahead. As the number of donors has 

decreased, so has the total funding. Interviews revealed concerns that activities implemented by 

CSOs, especially outreach and education to key populations (see Section 2.4), have been 

curtailed as a result of decreased funding. Stakeholders perceive these types of activities as being 

at risk of further funding cuts.  

Figure 3. HIV Funding Sources 2015–2018 (in USD)  

 

                                                        

8 Much of this domestic spending is for mainstream health system costs, as compared with direct HIV 

program budget spending. For instance, the salary component includes estimated remunerations for the 

time health workers spend providing HIV services to people living with HIV. Those remunerations are 

paid from mainstream MOH personnel budget allocations, not through HIV program budgets. The 

national HIV program notwithstanding, these costs would still be incurred in the mainstream MOH 

budget. Estimated domestic budget allocations for the HIV program budget amount to, at most, several 

hundred thousand dollars (USD); the actual number is difficult to ascertain.  
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2.5.1. Donor/Partner Commitments 

Currently, the Global Fund grant supports prevention activities through four CSOs: LaoPHA, 

APL+, PEDA, and PSI. The grant covers staff salaries, office costs, and activities for these 

organizations. CSOs provide outreach activities, condom distribution, and limited support and 

follow-up for those in care and treatment. The grant also finances some staff and office costs for 

CHAS and additional program management expenses. The Global Fund supports 11 ART centers 

in eight provinces and provides funds for ARV and STI drugs, lab testing, HIV test kits, and 

other commodities. Global Fund support is expected to continue for another three-year cycle 

after the current cycle ends in 2020.  

PEPFAR also supports prevention activities through the USAID LINKAGES Project 

implemented by FHI 360, which funds its local partner, LaoPHA. Through this project, PEPFAR 

conducted a pilot application of oral testing for men who have sex with men, which is now 

approved for use in Lao PDR. PEPFAR supports three of the ART centers, including one center 

in Vientiane. PEPFAR’s current focus in Lao PDR is to maintain treatment for individuals on 

ART; funding for outreach and testing activities is limited.  

2.5.2. Health Insurance  

In 2016, the Government of Lao PDR formally initiated the National Health Insurance scheme 

as its primary mechanism for achieving universal health coverage and set a goal of achieving 80 

percent coverage by 2020. In one integrated scheme, different financing mechanisms are to be 

put in place for different population groups, in part reflecting the beneficiary bases of the 

fragmented protection schemes predating the National Health Insurance. Schemes being 

integrated into the National Health Insurance include the Health Equity Fund for the poor, 

community-based health insurance for informal sector workers, and the National Social Security 

Fund for civil servants and formal sector employees. Considerable effort is being expended to 

reduce the fragmentation that still exists across these National Health Insurance source schemes 

and integrate and streamline their administrative structures (Australian Aid et al., 2017).  

Led by the National Health Insurance Bureau, a benefits package is being defined and costed; it 

is clear that HIV prevention and treatment services will not be included in the package at this 

time. In part, this absence is a consequence of a national decree that vertical program services, 

many of which are heavily supported by external partners, are not included in the National 

Health Insurance. The exception for HIV is that the benefits package may cover testing and 

treatment for certain opportunistic infections experienced by people living with HIV. Moreover, 

at present there are no plans to empanel private healthcare providers and facilities for 

reimbursement by the National Health Insurance for providing services to its beneficiaries. 

Advocating for inclusion of HIV services in the National Health Insurance benefits package will 

be constrained by the lack of an evidence base on the economic case for doing so. Thus, short- 

and medium-term prospects for inclusion of HIV services are low. 

2.5.3. Efficiency 

Major areas for improved efficiency in Lao PDR’s mainstream public sector health services 

center on the poor distribution of health workers and underutilization of services that reduce the 

productivity of health workers. The 2015 SID notes that Lao PDR was working to improve 

efficiency in the HIV domain by streamlining management and integrating HIV services with 
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those for tuberculosis and maternal and child health. However, the SID 2017 found that 

efficiency gains in the Lao PDR program had not improved from the 2015 level. It noted that 

cost-effectiveness studies, an important tool for driving efficiency gains, had not been 

conducted, nor were HIV services being considered for integration into the National Health 

Insurance benefits package or even the defined package of essential primary care services. 

Additional efforts to streamline the costs of program management and surveillance could allow 

the current level of domestic funding to cover additional commodities and activities.   

The national HIV program is still maintained as vertically managed and implemented. Service 

delivery sites target geographic areas and key populations with a higher risk of contracting and 

spreading HIV infection. Outreach activities are focused on key populations—men who have sex 

with men, transgender people, and female sex workers in these higher-prevalence areas. 

Patients are seen for testing and treatment in ART centers in priority urban and border 

provinces. Those people living with HIV outside of these areas must travel to receive treatment. 

Most testing and treatment commodities are purchased through the Global Fund, which also 

provides funding for procurement and distribution.  

2.5.4. Cost Projections 

The cost projections presented in this section build on the goals and activities defined in the 

NSAP and projections from the AIDS Epidemiological Model 2017 baseline and March 2018 

Spectrum projections (UNAIDS, 2019). This analysis covers the cost of Lao PDR’s vertical HIV 

program, including prevention, testing, treatment and care activities, commodities used for 

those activities, and program management. Costs that are integrated into the mainstream health 

system, such as health worker salaries in MOH fixed health facilities and at PHDs and DHOs, 

are excluded. These estimates are intended to inform stakeholders of the resources that must be 

mobilized—whether from domestic or international sources—to finance direct program services, 

management, oversight, and commodities not borne by the mainstream health system and 

needed to maintain the national HIV response through a transition period from 2019 to 2030. 

HP+ estimated program costs for three scenarios of program performance and achievement: 

• Scenario 1: Fast-Track Achieved by 2025—This scenario projects annual costs necessary 

to gradually ramp up program performance from its 2018 level to achieve national 

objectives of meeting all three 95-95-95 HIV treatment cascade objectives by 2025 and 

maintain that level of program performance from 2026 to 2030. 

• Scenario 2: Fast-Track Achieved by 2030—This scenario projects annual costs necessary 

to gradually ramp up program performance from its 2018 level to achieve national 

objectives of meeting all three 95-95-95 HIV treatment cascade objectives by 2030. 

• Scenario 3: Program Maintenance at 2018 Performance Level (Business-as-Usual)—This 

scenario projects annual costs needed to maintain program performance at its 2018 level 

every year through 2030—that is, no improvement in program performance above 

current levels.   

For all three scenarios, commodities are a key concern regarding transition funding. They 

currently comprise 45 percent of the total cost of the HIV program—51 percent when 

procurement and distribution costs are included. Financing for prevention, testing, and 

treatment commodities will need to be mobilized when donor funding begins to be phased out. 

For ARVs and HIV test kits, that transition to domestic funding has already begun. In 2019, the 
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government mobilized the funds needed to procure 7 percent of the total volume of ARV drugs 

needed for program year 2019 (against a target of 10 percent contribution, with the objective of 

increasing this amount by 5 percentage points per year).9 Beginning in 2018, HIV test kits 

required for testing among pregnant women (approximately half of all HIV testing done in the 

country) were no longer procured by the Global Fund; financing for these commodities was 

integrated into the maternal and child health program budget. Next, each of these scenarios is 

considered in greater detail. 

Scenario 1 

Lao PDR has set achieving the three 95-95-95 percent HIV treatment cascade targets by 2025 as 

its official national HIV program objective. Scenario 1 projections therefore assume that 

outreach and prevention activities will cover an increasing proportion (and number) of 

individuals within key populations and targeted communities adjacent to key populations (e.g., 

mobile populations); testing among those groups is assumed to increase commensurately. 

Assumed annual increases are set so the country will achieve the first 95 target—95 percent of 

people living with HIV will know their status—by 2025, and thereafter, the country will maintain 

outreach, prevention, and testing at levels required to maintain this performance level on the 

first HIV treatment cascade element.  

Scenario 1 further assumes the following: (a) program organization will continue as it is today, 

with multiple CSOs performing outreach activities to key populations; (b) testing will be 

performed at a combination of HIV counseling and testing sites and through self-testing; and (c) 

referrals of HIV-positive people will be made to fixed ART centers for ART initiation and 

treatment continuation. The scenario also assumes that two new prevention strategies will 

gradually scale up over the transition period: pre-exposure prophylaxis will be introduced at a 

steady pace for high-risk men who have sex with men and needle and syringe programs will be 

introduced for people who inject drugs. 

Treatment for HIV infection is lifelong, so as additional people living with HIV are identified 

and started on ART, the total national treatment caseload is expected to increase.10 For scenario 

1, total treatment costs will increase between 2019 and 2025 as more people are on treatment, 

and then decrease as fewer new patients are added and the number of people living with HIV 

slowly declines as a consequence of the preventive impact of an increasing proportion of the 

population being on ART and adherent. Total HIV program costs will increase as prevention 

efforts, such as pre-exposure prophylaxis and needle exchange programs, are expanded to 

prevent transmission among key populations (and between key populations and their adjacent 

networks). 

Program management operations and salary costs are also assumed to increase each year 

through 2030 to manage scaled-up program reach and effectiveness. Program and activity costs 

include expenses for providing services such as peer counseling, community outreach, and 

                                                        

9 Average ARV drug costs per patient are projected to decline from USD 90 currently to USD 83 by 2030 

based on a projected transition to more cost-efficient regimens. 
10 It is additionally assumed for scenarios 1 and 2 that treatment adherence will increase over time and 

patient drop-outs and the proportion of cases lost to follow-up will decrease.  
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testing events conducted by CSOs, as well as program management expenses, office costs, and 

vehicle costs for CSOs and CHAS. Figure 4 shows costs for scenario 1 by these major categories. 

Figure 4. Projected Costs for Scenario 1 of the National HIV Response,  

by Category, for 2019–2030 

 

Source: HP+, 2019 

Scenario 2 

The “Fast-Track Achieved by 2030” scenario uses the same assumptions as scenario 1, with the 

modification that scale-up to the three 95-95-95 HIV treatment cascade objectives occurs 

gradually over a longer period. Instead of being achieved by 2025 (as for scenario 1), they are 

achieved by 2030. Targeted testing for key populations and groups adjacent to key populations 

is scaled up, but more slowly than for scenario 1. Pre-exposure prophylaxis is introduced for 

high-risk men who have sex with men and needle and syringe programs are also introduced for 

people who inject drugs at lower coverage rates than for scenario 1. Program structure 

assumptions are maintained as in Scenario 1. 

Scenario 3 

The “Business-as-Usual” scenario assumes program performance for each of the three HIV 

treatment cascade elements remains as it was in 2018 and program structure remains as 

currently exists. It is assumed that outreach activities reach the same proportion of key 

populations as they do now and testing and treatment reach also remains unchanged. It is 

assumed that neither pre-exposure prophylaxis nor needle and syringe programs will be 

initiated.  
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Scenario Discussion 

Figure 5 summarizes annual cost projects for each of the three scenarios for the transition 

period from 2019 to 2030. In scenario 1 (Fast-Track Achieved by 2025), costs increase more 

rapidly than in other scenarios because program and activity costs increase to finance more 

rapidly scaled-up outreach activities, pre-exposure prophylaxis, and needle and syringe 

programs. Both Fast-Track scenarios (scenarios 1 and 2, achieving HIV treatment cascade 

objectives by 2025 and 2030, respectively) include pre-exposure prophylaxis and needle and 

syringe programs; however, they scale up faster in the Fast-Track 2025 scenario. Testing is 

scaled up in both Fast-Track scenarios, but for these scenarios it is assumed that testing will be 

more targeted to key populations and adjacent populations than is the case now. Thus, testing 

costs will not rise significantly in the Fast-Track scenarios. To reach 95 percent ART coverage by 

2025, new cases will need to be identified at an increased pace and added to treatment rolls each 

year compared to the other two scenarios. Treatment costs will increase until 2025 and then 

level off in scenario 1 because new patients are more costly to treat than maintaining patients on 

treatment, due in part to the costs of additional laboratory testing required for patients newly 

initiating ART. A benefit of investing in reaching the targets laid out in scenario 1 will be 

reduced treatment costs in the latter half of the transition period and beyond compared to what 

they would be if case finding and treatment were to increase at a slower pace, as in scenarios 2 

and 3. As more people living with HIV are identified and started on ART earlier, new future 

infections will be prevented. 

Figure 5. Annual National HIV Program Cost Projections, by Scenario, for 2019 to 2030  
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The Fast-Track Achieved by 2030 scenario (scenario 2) will reach the same number of patients 

by 2030, though the increase will occur at a slower pace compared to scenario 1. Costs of the 

program’s treatment component will increase commensurately each year. By 2030, treatment 

costs will be highest in the Fast-Track 2030 scenario, at USD 1.8 million annually, compared to 

USD 1.6 million annually in the Business-as-Usual scenario (scenario 3). The number of people 

treated in scenario 3 will be lower than the other two scenarios, with the assumption that, as a 
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consequence, there will be more new infections during the transition period than would have 

been the case if program performance were at the levels assumed in scenarios 1 and 2. Thus, 

treatment costs for scenario 3 will rise steadily and by 2030 be close to those estimated for the 

Fast-Track by 2030 scenario. Total commodity costs will rise to USD 3 million per year in the 

Fast-Track by 2025 scenario, compared to USD 2.1 million in the Fast-Track by 2030 and 

Business-as-Usual scenarios. For detailed scenario costs, see the “Cost of Transition to Self-

Reliance in Lao PDR’s National HIV Response: Results from an Analysis” (HP+, 2019). 

Cumulative costs from 2019 to 2030 are shown in Table 7. In all three scenarios, it will be 

necessary to mobilize significant funding through the transition period and beyond to provide 

an effective HIV response and meet national program goals. Nearly half of these costs will be 

needed to procure commodities, including ARV drugs, condoms, and HIV test kits. Lao PDR 

already provides some funding for these items, but this funding will need to increase faster than 

the projected 5 percent per year if the country is to meet the goals of the Fast-Track Achieved by 

2025 scenario, whether donor support remains at current levels or continues to decline. 

Targeted testing strategies can be used to identify more people living with HIV while minimizing 

the need for growth in testing expenditure. Lao PDR’s emerging plans for commodities funding 

is a positive sign for this programmatic aspect of transition. However, investments in treatment 

and testing commodities must be accompanied by investments in prevention and outreach to 

identify people living with HIV and link them to treatment and to create new mechanisms that 

make it easier for people living with HIV to access and successfully adhere to ART. 

Table 7. Cumulative Transition Period Cost for the  

National HIV Program, by Scenario 

Scenario Cost 

Fast-Track 2025 USD 68 million  

Fast-Track 2030 USD 62 million 

Business-as-Usual USD 55 million  
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3. Health as a Strategic National Priority and Fiscal 

Space Prospects 

For almost the last 15 years, Lao PDR’s gross domestic product has grown rapidly, averaging 

between 7 and 8 percent per year. In 2011, the country was officially categorized as lower-

middle-income. During this period, health indicators improved markedly as well. Life 

expectancy at birth for females is approaching age 70; for males, it has surpassed age 65. Infant, 

child, and maternal mortality rates have all declined appreciably as well, and service delivery 

indicators, such as contraceptive prevalence, skilled birth attendance, vaccine coverage, and 

access to safe water and sanitation services have also improved considerably. In addition, the 

country is in the midst of an epidemiological transition. Deaths attributed to communicable 

diseases have declined from more than 50 percent in 2000 to just over 30 percent currently, 

whereas deaths due to noncommunicable diseases have risen over the same period, from under 

40 percent to almost 60 percent (World Bank, 2019).  

Looking at these trends, health appears to have been a high national development priority in 

Lao PDR. However, government expenditure trends leave room for concern about future 

prospects for the health financing landscape. Although gross domestic product has been strong, 

tax revenue as a percentage of gross domestic product has declined from almost 14 percent in 

2014 to just over 12 percent in 2017. Current health expenditure as a percentage of gross 

domestic product has declined from almost 5 percent in 2005 to under 3 percent more recently. 

General government health expenditure as a percentage of total general government 

expenditure has remained relatively flat, at between 5 and 6 percent since the early 2000s. 

According to the country’s current national development plan, the Government of Lao PDR’s 

goal is to raise spending on health to 9 percent of total government spending by 2020 (Lao PDR, 

Ministry of Planning and Investment, 2016), a goal unlikely to be met based on current 

performance. Over the same period, household out-of-pocket spending on health has declined 

from over 60 percent to about 45 percent, where it has held steady for close to a decade.  

External resources spent on health in Lao PDR indicate that a transition away from donor 

support is well underway. In 2000, 30 percent of total health expenditure was derived from 

donor support, declining to 18 percent by 2016. Overall, however, total spending on health has 

increased as the national gross domestic product has increased. It stood at approximately USD 

60 in 2016—a sixfold increase from 2000 (Australian Aid et al., 2017) but still below the WHO-

recommended USD 112 for low-middle-income countries (Stenberg et al., 2017). Within this 

broad health financing context, it is expected that mobilizing domestic resources for HIV will be 

challenging as donors gradually phase down their support.   
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4. Summary and Conclusions 

In a broad sense, trends in donor resource contributions to the Lao PDR’s health sector clearly 

show that the transition to national self-reliance is already well underway. In 2000, donor 

contributions comprised 30 percent of all health spending in the country; in 2016, this figure 

had declined to just 18 percent. Transition for the national HIV response lags behind; donors 

still heavily support the HIV domain, both technically and financially. By defining Lao PDR as a 

low-prevalence, lower-middle-income country, the Global Fund has signaled that it is time for 

the national HIV program to advance transition planning and performance. This assessment of 

the Lao PDR transition readiness in the HIV domain drew on several sources, including the 

following: 

• Secondary literature on Lao PDR’s health sector and the HIV policy, program, and 

services environment  

• The Curatio and PEPFAR frameworks for transition readiness assessment, including 

findings reported in the 2015 and 2017 PEPFAR SIDs 

• Key informant interviews with 15 national stakeholder HIV experts, including 

government, CSO, and external partner agencies 

• An extensive review with national HIV program experts and leaders regarding gaps 

identified in the 2017 SID report to obtain updates to those 2017 findings 

• A national stakeholders’ validation meeting to review a draft version of this report  

It is clear that HIV programs and services have made substantial and important progress toward 

national self-reliance, although more so technically than financially. It is equally clear that much 

remains to be done. The strongest, most transition-ready program elements are public access to 

information, production and dissemination of program financial data, and planning and 

coordination. Weaker, less transition-ready elements are technical and allocative efficiency, 

laboratory services, and private (commercial) sector and civil society engagement. Although the 

national program leadership recognizes the potential contributions the private commercial 

sector can make to transition, its options for engagement are limited by the nascent nature of 

private sector presence and growth in Lao PDR, in part due to the macro-fiscal and legal 

environment. Although efforts to engage this sector do not yet add up to a coherent strategy, the 

number and range of those efforts are laudable and hold promise for the country’s prospects 

going forward.  

With respect to civil society, the national program has benefited tremendously from close to two 

decades of active partnership between CSOs and the government. Both CSO and government 

program leaders openly acknowledge the urgent need to sustain this partnership through the 

transition period to self-reliance. This transition challenge is perhaps the one of highest concern, 

given policy environment constraints on a funding relationships between the government and 

CSOs, the general lack of alternative domestic financing options for CSOs, and the unique ability 

of CSOs to reach and serve key population groups that find it difficult to access mainstream 

health communication and services.  

Sections 4.1–4.4 summarize priority challenges identified during the course of this assessment. 

These challenges are elaborated in the companion Roadmap for Transition to Self-Reliance of 
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Lao PDR’s National HIV Response (HP+ and CHAS, 2019), along with a set of mitigating 

actions for each challenge and suggested implementation steps for each action. The 

recommended actions and the more detailed gaps and challenges noted throughout this 

transition readiness assessment provide rich input to guide development of a new five-year 

NSAP to follow the current NSAP, which is set to expire in 2020. The development process for 

the next NSAP is expected to begin by mid-2020. Several other opportunities exist to integrate 

these transition readiness findings and roadmap components into national policy development 

processes. Doing so will be important in securing the political and financial support necessary 

for successful transition of the HIV response and continue the country’s progress toward 

elimination of HIV as a public health threat. Some of those opportunities include the following:  

• Planning for Global Fund’s 2021–23 funding round for the Lao PDR HIV program 

• Replacing the National Health Sector Development Plan, due to expire in 2020, with one 

covering 2021 to 2025  

• Development of the Phase III National Health Sector Reform Strategy, which will also 

cover the period from 2021 to 2025 

The following sections outline the priority challenges for Lao PDR’s transition to self-reliance in 

its national HIV response, as described in the companion roadmap.  

4.1. Governance and Leadership 

Challenge 1: The national AIDS response in Lao PDR must continue benefiting from new 

global clinical guidance, policies, technology, and protocols that can improve routine care and 

service targets to support continued improvement in quality of and access to HIV/AIDS services 

to help meet 95-95-95 clinical cascade targets. More regular monitoring and enforcement are 

also needed. 

Challenge 2: The country lacks an evidence base developed from economic analyses to 

leverage financing for HIV/AIDS programs and services from donors, government budgets, 

universal health coverage strategies (including national health insurance), and other domestic 

resource mobilization efforts. 

Challenge 3: High dependency on external donors to fund CSO-led HIV services, programs, 

policy dialogue, and advocacy leaves the critical role of civil society in Lao PDR’s national HIV 

response at risk. 

4.2. Strategic Information 

Challenge 4: Limited national capacity to produce timely and quality epidemiological, clinical 

cascade, and other HIV/AIDS program monitoring and evaluation data limits CHAS’s ability to 

monitor progress toward the 95-95-95 clinical cascade goals and serve planning needs. 

Challenge 5: Strengthened analytic capacity is needed to translate routine and periodic 

program data into evidence to drive the program improvement, planning, and expansion that is 

necessary to achieve the country’s 95-95-95 cascade targets. 
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4.3. Health Services and Systems 

Challenge 6: HIV education, prevention, and testing programs will need to be targeted to 

networks and population groups associated with key populations to more efficiently and 

effectively reach those most at risk and bring new people living with HIV into the clinical 

cascade. 

Challenge 7: The current centralized configuration of treatment services (including laboratory) 

is not sufficient to meet expected geographic expansion of and volume increases in patient 

demand as the national program moves toward achieving the second and third 95 clinical 

cascade targets. 

Challenge 8: Human resources are insufficient to meet clinical, managerial, and 

administrative needs as the program expands to reach the 95-95-95 clinical cascade goals. 

Challenge 9: CHAS and the MOH do not yet completely own key supply chain management 

functions (i.e., forecasting, procurement, distribution, and commodity management information 

systems) for meeting HIV/AIDS program targets. Processes currently underway to transfer 

capacity and ownership of these functions to appropriate CHAS and MOH units need to be 

maintained and sped up. 

4.4. Financing 

Challenge 10: The financing environment for the Lao PDR HIV/AIDS program needs to be 

integrated and harmonized to reach 95-95-95 clinical cascade targets. 
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Annex 1. Lao PDR’s Country Coordinating Mechanism 

(CCM)—Structure and Purpose 

Executive Committee: Consists of a CCM chair and two vice chairs, including chairs of the 

Oversight Committee and Resource Mobilization Committee. Its purpose is to coordinate and 

direct activities of the CCM Secretariat and support and coordinate other CCM committees and 

task forces. The CCM Secretariat has administration and documentation responsibilities; it is 

staffed on approval by the CCM. 

Oversight Committee: Consists of 10 members elected or selected by the CCM; six are 

standing CCM representatives, four are non-CCM members. Its purpose is to oversee activity 

implementation and resource use of approved Global Fund grants, provide strategic direction to 

principal recipients, ensure compliance with Global Fund policies and procedures, carry out 

financial controls, and follow up on key recommendations. 

Resource Mobilization Committee: Consists of 10 members elected or selected by the 

CCM; six are standing CCM representatives and four are non-CCM members. Members include 

people living with or at risk of Global Fund target diseases and representatives from bilateral 

and multilateral partner organizations, the public sector, NGOs, or the private sector. Its 

purpose is to coordinate, harmonize, and align funding requests to different funders and oversee 

the selection process of principal recipients on behalf of the CCM; ensure funding requests 

reflect the needs of target groups; and ensure that selected primary recipients have the capacity 

to implement future grants. 

Technical Task Forces:  

• HIV/AIDS Task Force : Assists the MOH in achieving goals outlined in the National 

Strategic and Action Plan on HIV/AIDS and ensures systematic, effective 

implementation of the national HIV/AIDS and STI program. Promotes multisectoral 

integration/collaboration; strengthens national and international partnerships and 

alliances; and fosters policy dialogue. 

• Tuberculosis Task Force: Promotes multisectoral integration and collaboration in the 

national response to tuberculosis, tuberculosis-HIV co-infection, and drug resistant 

tuberculosis in the general population and among risk groups; contributes to 

tuberculosis strategy design, implementation, and monitoring; strengthens national and 

international partnerships and alliances; and fosters policy dialogue. 

• Malaria Task Force: Coordinates to ensure a coherent system of planning and 

implementation of malaria control and elimination efforts in line with existing 

government plans. Strengthens malaria control program management to enhance 

integration, partner coordination, and decentralization. Promotes multisectoral 

integration/collaboration in the national response to malaria control and elimination; 

strengthens national and international partnerships and alliances; and fosters policy 

dialogue. 

• Health Systems Strengthening Task Force: Collaboratively develops a concept note on 

Global Fund support needed for health systems strengthening aligned with the national 
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health sector reform framework, linked to strategies for control of the three diseases, the 

maternal, neonatal, and child health strategy, and targeting of underserved groups. 

Promotes sector and MOH cross-department collaboration, participation, and shared 

vision for strengthening the health system; deepens development partnerships; and 

facilitates inclusive discussion and dialogue on health system strategies and feasible 

interventions (Global Fund, 2019).   
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Annex 2. Local CSOs in Lao PDR and their Roles and 

Capacities for the HIV Response 

CSO Presence 
Focus Areas/ 

Competencies 
Services Provided 

External Funding 

Sources/Year 

Ending 

Lao Positive 

Health 

Association 

(LaoPHA) 

Vientiane 

Capital, 

Vientiane, 

Bokeo, Luang 

Prabang, 

Bolikhamxay, 

Khammouane, 

Savannakhet, 

Saravan, and 

Champasack 

Men who have sex with 

men, orphans and 

vulnerable children, 

female sex workers, 

transgender persons, 

people living with HIV, 

people using drugs, and 

migrants 

Five priority areas: 

community advocacy; 

community mobilization 

and network 

strengthening; human 

rights; public health; and 

holistic activities 

National network of 

support for population 

groups infected with and 

affected by HIV  

Coordination with key 

provincial and national-

level networks 

Access to education, 

healthcare, and social 

well-being services 

Global Fund, 2020 

Association 

for People 

Living with 

AIDS (APL+) 

Attapeu, 

Bokeo, 

Bolikhamxay, 

Champsak, 

Houaphan, 

Khammouane, 

Luang 

Namtha, 

Luang 

Prabang, 

Oudomxay, 

Phongsaly, 

Saravan, 

Savanakhet, 

Sekong, 

Vientiane, 

Xayaboury, 

and 

Xiengkhouang  

Men who have sex with 

men, transgender 

persons, and people living 

with HIV  

Three priority areas: 

promote existing network 

and build new networks; 

promote equality of rights 

and equality in accessing 

services without 

discrimination and 

stigmatization; promote 

participation in building 

ease of access to benefits 

and social protections 

Capacity building and 

network building for 

people living with HIV 

Advocacy for stakeholders 

regarding the right of 

people living with HIV to 

enjoy basic human rights 

Monitoring and follow-up 

with people living with HIV 

Global Fund, 2020 

Oxfam 

Netherlands, 2020  

CARE International  

UNAIDS  
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CSO Presence 
Focus Areas/ 

Competencies 
Services Provided 

External Funding 

Sources/Year 

Ending 

Population 

Education 

and 

Development 

Association 

(PEDA) 

Vientiane, 

Khammouan, 

Xieng 

Khouang, 

Savannakhet, 

and 

Bolikhamxay  

Female sex workers and 

out-of-work youth  

Regular collaboration with 

organizations and 

individuals, including the 

following: MOH; CHAS; 

National Center for 

Malaria, Parasitology and 

Entomology; National 

Center for Tuberculosis; 

Provincial and District 

Committees for the 

Control of AIDS; PHD; 

Provincial Malaria 

Station/District Malaria 

Station; Provincial 

Tuberculosis 

Office/District 

Tuberculosis Office; DHO; 

village leaders; village 

healthcare facilities; 

entertainment 

establishment owners; 

and commercial/female 

sex workers 

Behavior change 

communication, condom 

promotion, peer 

education, referral for STI 

diagnosis and treatment, 

referral for HIV testing and 

ARV treatment 

   

Lao Red 

Cross 

    Outreach and supporting 

adherence to treatment 
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