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Abstract
Introduction: In Thailand, where the HIV epidemic is concentrated among key populations (KPs), particularly men who have
sex with men (MSM) and transgender women (TGW), an HIV service delivery model tailored to KPs was piloted. This study
evaluated the acceptability and retention of clients who accepted and declined the KP-led HIV treatment service.
Methods: A retrospective cohort study was conducted using secondary data from three community-based organizations
(CBOs) and three hospitals in Thailand. KP lay providers were trained to lead HIV treatment service in which MSM and TGW
living with HIV received counselling and a 3-month antiretroviral therapy (ART) supply at CBOs. Thai MSM and TGW who
were at least 18 years, on ART for at least 6–12 months, without co-morbidities/co-infections, and virally suppressed were eli-
gible and offered the service. Those who declined received ART via other service models offered by the hospitals and served
as a comparison group.
Results: Of 220 clients screened between February 2019 and February 2020, 72% (159/220) were eligible of which 146
were MSM and 13 were TGW. Overall, 45% (72/159) accepted the KP-led service. Of those who declined, 98% (85/87)
preferred to see the physician at the hospital. After 12 months of follow-up, among those accepted, 57% were in care at
the CBO, 32% were referred back to and in care in other service models offered by the hospital, 10% were successfully
transferred out to other hospital and 1% were lost to follow-up (LTFU); among those declined, 92% were in care in any ser-
vice models offered by the hospital, 5% were successfully transferred out to other hospital, 2% were LTFU and 1% died (p-
value<0.001).
Conclusions: Despite moderate acceptability and retention in care at the CBO among the clients accepting the KP-led service,
almost all clients were engaged in care overall. Multiple service models that meet the preferences and needs of KPs living with
HIV should be available to optimize engagement in care.
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land
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1 INTRODUCT ION

Globally, men who have sex with men (MSM) and transgender
women (TGW) have a 28- and 14-times greater risk of acquir-
ing HIV, respectively, when compared to the general popula-
tion [1]. In Thailand, the overall number of new HIV infec-
tions has been on the decline with an estimated number of
new infections of 5585 in 2022 [2]. However, key populations

(KPs), specifically MSM and TGW, were accounted for approx-
imately 50% of new infections [2]. While antiretroviral ther-
apy (ART) is free of charge through the national health insur-
ance in Thailand, only 31.8% of MSM with HIV and 6.0% of
TGW with HIV were estimated to be on ART; only 66.7% and
44.3% of those on ART were virally suppressed, respectively
[3]. The suboptimal service uptake might be due to stigma and
discrimination in the healthcare setting, which caused many
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MSM and TGW to delay or avoid seeking care [2, 4]. Despite
the national HIV guidelines having recommended task shift-
ing, where certain health tasks are being redistributed among
workforces and communities, since 2017 [5], Thailand’s HIV
care system remains largely centralized at secondary and ter-
tiary care facilities [6]. Consequently, ART clients may expe-
rience long visits, inflexible schedules and clinic overcrowding
[6].

The benefits of community-based ART delivery on retention
and viral suppression have been demonstrated through pro-
gramme implementation and research in sub-Saharan Africa;
however, most studies were conducted on the general popu-
lation [7–10]. In the HIV epidemic concentrated on KPs, dif-
ferentiated service delivery through decentralization and task
shifting are needed to improve service uptake and health out-
comes [11]. In Thailand, the Key Population-Led Health Ser-
vice (KPLHS) model has allowed the trained KP lay providers
at community-based organizations (CBOs) to lead the pro-
vision of health services that are needed in their communi-
ties [12–14]. This model has been replicated and described in
other countries in Southeast Asia [15–18]. While the model
initially focused on HIV testing [19], linkage to care [20] and
prevention [21, 22], here, we piloted a KP-led HIV treatment
service for people established on ART.

This manuscript evaluates the acceptability and retention of
the KP-led HIV treatment service for MSM and TGW living
with HIV in Thailand.

2 METHODS

2.1 Study design and participants

This is a retrospective cohort study using existing medical
records from CBOs and hospitals. The KP-led HIV treatment
service was implemented at three CBOs: Mplus Chiang Mai
and Caremat in Chiang Mai, and RSAT Hatyai in Songkhla,
in collaboration with three hospitals: Nakornping Hospital
(since February 2019) and Hangdong Hospital (since Decem-
ber 2019) in Chiang Mai, and Hatyai Hospital (May 2019)
in Songkhla. The CBOs provided HIV/sexually transmitted
infection (STI) testing and counselling, and pre-exposure pro-
phylaxis and post-exposure prophylaxis distribution to their
clients who were mainly MSM and TGW. Nakornping Hospi-
tal and Hatyai Hospital were public tertiary hospitals; Hang-
dong Hospital was a medium-sized public community hospital.
Throughout the implementation of the KP-led service, techni-
cal support was provided by the Institute of HIV Research and
Innovation (IHRI).

The eligibility criteria for the KP-led service included being
MSM and TGW living with HIV who were at least 18 years,
Thai citizens, on ART for at least 6–12 months, having no co-
morbidities and co-infections, and having achieved viral sup-
pression at least once. This analysis included people who
were offered the KP-led service between February 2019 and
February 2020. Those who were offered but declined the KP-
led service and continued to receive ART via other service
models offered by the hospitals served as a comparison group.

Table 1. Routine ART refill service models provided by the

partnered hospitals

Service

models Description

Hospitals

provided

Conventional

service

ART refill at the hospital after

receiving clinical consultation

from a physician.

All hospitals

After-hours

clinic service

ART refill at the hospital after

receiving clinical consultation

from a physician during evening

or weekend hours with a fee.

Nakornping

Hospital,

Hatyai

Hospital

Fast-track refill

service

ART refill at the hospital’s

pharmacy without seeing a

clinical provider.

Nakornping

Hospital

Nurse-led

clinical

consultation

service

ART refill at the hospital after

receiving clinical consultation

from a nurse.

Hatyai

Hospital,

Hangdong

Hospital

Mailing service ART delivery to home via postal

service with a fee.

All hospitals

Abbreviation: ART, antiretroviral therapy.

2.2 Intervention design and preparation

The KP-led HIV treatment service was supported by an ongo-
ing and long-term, multi-stakeholder strategy bundle to inte-
grate KPLHS into the national health system [14]. The stan-
dard operating procedure (SOP) was designed by CBO, part-
nered hospital and IHRI through a series of feedback meet-
ings and SOP document revisions. This resulted in a slightly
different service flow for each of the CBO–hospital partner-
ship. Before the service initiation, the KP lay providers were
trained by the partnered hospitals and IHRI, including didac-
tic and practical training on counselling, HIV/STI testing and
prevention, and ART distribution. The lay providers had to
pass the test to be certified by IHRI in order to provide any
services at the CBOs [12, 14]. SOP training and service dry
run led by the partnered hospitals and IHRI were conducted
before the service initiation.

2.3 KP-led HIV treatment service procedures

The service is summarized in Figure 1. The service was led
by the trained KP lay providers with the support of the HIV
clinic team from the partnered hospitals. MSM and TGW liv-
ing with HIV who were receiving ART at the hospitals accord-
ing to their national health insurance coverage were screened
according to the eligibility criteria by the HIV clinic staff. Eli-
gible clients were informed and offered the KP-led service by
the HIV clinic or CBO staff. Upon accepting the service, the
clients were scheduled to refill ART at the CBO in the fol-
lowing visit. Those who declined continue to refill ART via
other service models offered by the hospitals as shown in
Table 1.

Before the visit, a physician and/or a nurse at the hospital
reviewed the medical records of the clients who were due for
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Figure 1. Differentiated service delivery building blocks of the key population-led community-based HIV treatment service.
Abbreviations: ART, antiretroviral therapy; CBO, community-based organization; KP, key population; VL, viral load.

ART refill at the CBO, prescribed the ART if clinically eligible
and schedule a phlebotomy if due. The pharmacist prepared
the ART package, including the 3-month ART supply and an
appointment card for the next visit, and the CBO staff trans-
ported the ART package to the CBO.

On the day of the ART refill visit at the CBO, the KP lay
provider provided adherence and psychosocial support coun-
selling, and dispensed the ART supply to the clients. The
clients had to return to the hospital for phlebotomy on a sep-
arate visit for the annual viral load (VL) testing and routine lab
work (i.e. complete blood count, fasting blood sugar, creati-
nine, total cholesterol, triglyceride, alanine transaminase, hep-
atitis B surface antigen, hepatitis C antibody, syphilis [Vene-
real Disease Research Laboratory] and CD4 cell count accord-
ing to the national guidelines), except for the clients at RSAT
Hatyai where phlebotomy could be conducted at the CBO
and the samples were processed at Hatyai Hospital. Phle-
botomy and ART refill visits were combined at Hangdong
Hospital. VL and other lab results would be informed in
the following visit. Clients with clinical concerns would be
referred to see a physician and/or nurse at the hospital for
further investigation. Clients could switch to maintain their
ART via other service models offered by the hospitals at any
time they wished. This service had no fee, and the cost of ART
and routine lab tests was covered by national health insur-
ance.

The CBOs, hospitals and IHRI conducted quality assur-
ance/quality improvement every quarter or as necessary by
reviewing the medical record forms, holding feedback meet-
ings and presenting service performance data.

2.4 Outcome measures

The primary outcomes were acceptability and retention.
Acceptability was defined as agreeing to receive the KP-led
service among the clients who were screened and offered the
service. Retention was defined as being in care and receiving
ART at the CBO and/or the hospital at months 3, 6, 9 and
12, and categorized as in care, referred back to the hospi-
tal (defined as clients who received the KP-led service in the
previous visit and were in care at the hospital in the follow-
ing visit), transferred out to other hospital, loss to follow-up
(LTFU, defined as clients who were unable to be contacted by
the HIV clinic or CBO staff and had no medical records of
receiving ART for more than 45 days) and death. Follow-up
data collection stopped upon the transfer for clients who suc-
cessfully transferred out to receive care at other hospital. Sec-
ondary outcomes were VL testing and viral suppression, which
was defined as HIV-1 RNA <50 copies/ml. Age and duration
on ART variables were also included in the analysis.

2.5 Statistical analysis

Descriptive statistics were used to summarize the outcomes
and presented as percentages for categorical variables and
as median and interquartile range (IQR) for continuous vari-
ables. The proportions of clients accepted and retained at
each follow-up time point were assessed. Two analyses were
conducted for retention. The primary analysis described the
retention status of all clients at each time point. The sec-
ondary analysis excluded the clients who transferred out to
other hospital from the denominator as they were deemed

3

 17582652, 2023, 2, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/jia2.26062, W

iley O
nline L

ibrary on [09/05/2023]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

http://onlinelibrary.wiley.com/doi/10.1002/jia2.26062/full
https://doi.org/10.1002/jia2.26062


Lujintanon S et al. Journal of the International AIDS Society 2023, 26:e26062
http://onlinelibrary.wiley.com/doi/10.1002/jia2.26062/full | https://doi.org/10.1002/jia2.26062

Figure 2. Overall screening cascade for the key population-led community-based HIV treatment service.
Abbreviations: ART, antiretroviral therapy; KP, key population; ml, millilitre; MSM, men who have sex with men; TGW, transgender
women; VL, viral load.

to be in care but we were unable to collect their data. Since
our study combined the data from three different sites and
the follow-up time overlapped with the COVID-19 pandemic,
which might cause a change in clients’ model preference
and/or circumstance, descriptive analyses stratified by hospi-
tals and time of the first ART refill visit after screening were
conducted to explore any heterogeneity in client characteris-
tics and outcomes.

Statistical analysis was conducted with R version 4.1.2 (R
Foundation for Statistical Computing, Vienna, Austria)/RStudio
version 1.3.1093 (RStudio PBC, Boston, MA, United States).

2.6 Ethical consideration

HIV treatment was provided according to national standards.
The informed consent process was waived as the secondary
data from the CBO and hospital databases were collected
without personal identifiers. The study was approved by the
Central Research Ethics Committee (IRB: 009/62SCm; NCT:
04383769).

3 RESULTS

A total of 220 MSM and TGW with HIV were screened.
Of those, 72% (159/220) were eligible for the KP-led HIV
treatment service (Figure 2). Some reasons for being inel-
igible were being on ART less than 1 year (53%, 32/61)
and had co-morbidities/co-infections (16%, 10/61). The over-
all acceptability was 45% (72/159). The reasons for accept-
ing included convenient transportation (92%, 66/72), time-
saving (69%, 50/72), location near home (50%, 36/72) and
friendly staff (44%, 32/72). The reasons for declining the ser-
vice among eligible clients were preference to see the physi-
cian at the hospital (98%, 85/87) and preference to have
ART delivered to their home via mail (2%, 2/87). Instead of

receiving the KP-led service, these clients received the con-
ventional (85%, 74/87), after-hours clinic (10%, 9/87), mailing
(3%, 3/87) and nurse-led services (1%, 1/87).

Of all eligible clients, 92% (146/159) were MSM; only 13
clients were TGW (Table 2). The overall median age (IQR)
among accepted and declined clients was 29.0 (25.0–35.0)
and 30.0 (26.0–34.0) (p-value = 0.460), respectively. The
overall median (IQR) duration on ART of those accepted and
declined was 3.75 years (2.20–4.33) and 3.64 years (2.41–
5.08) (p-value = 0.387), respectively.

Among those who accepted the KP-led service, 57%
(41/72) were in care at the CBO, 32% (23/72) were referred
back to and in care in other service models offered by
the hospital, 10% (7/72) were successfully transferred out
to other hospital and 1% (1/72) were LTFU by month 12
(Table 3 and Figure 3a). Those who were referred back to the
hospital at month 12 received conventional (39%, 9/23), mail-
ing (30%, 7/23), nurse-led clinical consultation (26%, 6/23)
and fast-track refill services (4%, 1/23). Among those who
declined the KP-led service, 92% (80/87) were in care in
any models, 5% (4/87) were successfully transferred out to
other hospital, 2% (2/87) were LTFU and 1% (1/87) died by
month 12 (Table 3 and Figure 3a). When excluding those
who transferred out, 63% and 35% of the accepted clients
were in care at the CBO and in other service models offered
by the hospital, respectively; 96% of the declined clients
were in care in any service models at month 12 (Figure 3b).
The overall retention patterns of clients who accepted
and declined the KP-led service were statistically different
(p-value<0.001).

Of all accepted and declined clients, 65% (47/72) and 46%
(40/87) received VL testing through the partnered hospitals
(p-value = 0.023). Furthermore, 65% (47/72) of the accepted
clients were virally suppressed in the past 12 months ver-
sus 45% (39/87) of the declined clients (p-value = 0.016).
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Figure 3. Retention at months 3, 6, 9 and 12: (a) including those who transferred out in the denominator and (b) excluding those who
transferred out from the denominator.
Abbreviations: CBO, community-based organization; LTFU, loss to follow-up; M, month.
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Table 2. Characteristics of men who have sex with men and transgender women who were offered the key population-led

community-based HIV treatment service

MSM TGW Overall

Accepted Declined Accepted Declined Accepted Declined

(N = 64) (N = 82) p-value (N = 8) (N = 5) p-value (N = 72) (N = 87) p-value

Age (years)

Median (IQR) 29.0 (25.8–

34.3)

29.5 (26.3–

34.0)

0.568a 28.5 (24.5–

35.0)

34.0 (26.0–

38.0)

0.509a 29.0 (25.0–

35.0)

30.0 (26.0–

34.0)

0.460a

Age (years) 0.268b 1.000c 0.240b

<25 13 (20%) 10 (12%) 2 (25%) 1 (20%) 15 (21%) 11 (13%)

> = 25 51 (80%) 72 (88%) 6 (75%) 4 (80%) 57 (79%) 76 (87%)

Duration on ART

(years)

0.387a

Median (IQR) 3.78 (2.61–

4.34)

3.49 (2.48–

4.96)

0.718a 2.21 (1.74–

3.95)

3.98 (2.21–

5.68)

0.306a 3.75 (2.20–

4.33)

3.64 (2.41–

5.08)

Duration on ART

(years)

0.059b 0.524c 0.034b

1 10 (16%) 12 (15%) 3 (38%) 1 (20%) 13 (18%) 13 (15%)

2 11 (17%) 25 (30%) 2 (25%) 1 (20%) 13 (18%) 26 (30%)

3 15 (23%) 11 (13%) 1 (12%) 1 (20%) 16 (22%) 12 (14%)

4 19 (30%) 14 (17%) 2 (25%) 0 (0%) 21 (29%) 14 (16%)

5 and above 9 (14%) 20 (24%) 0 (0%) 2 (40%) 9 (12%) 22 (25%)

Partner hospital <0.001c 0.767c <0.001c

Nakornping Hospital 18 (28%) 3 (4%) 3 (38%) 2 (40%) 21 (29%) 5 (6%)

Hangdong Hospital 11 (17%) 2 (2%) 2 (25%) 0 (0%) 13 (18%) 2 (2%)

Hatyai Hospital 35 (55%) 77 (94%) 3 (38%) 3 (60%) 38 (53%) 80 (92%)

Abbreviations: ART, antiretroviral therapy; IQR, interquartile range; MSM, men who have sex with men; TGW, transgender women.
aKruskal–Wallis test.
bChi-squared test.
cFisher’s exact test.

All tested clients maintained viral suppression, except for one
declined client who had a detectable VL.

The analyses stratified by hospitals and time of the first
ART refill visit after screening are presented in the Supple-
mentary Material (Tables S1 and S2). Heterogeneity by hos-
pitals existed, including Chiang Mai sites had more younger
people and Hangdong Hospital had more people recently
been on ART (< 3 years). The acceptability among Hatyai
Hospital clients was 32% (38/118), while the acceptability
among Nakornping Hospital and Hangdong Hospital clients
was 81% (21/26) and 87% (13/15), respectively. More clients
from Nakornping Hospital (71%) were in care at the CBO by
month 12; however, none of the accepted clients from Hang-
dong Hospital were in care at the CBO at month 12. VL test-
ing coverage was high among accepted clients from Hatyai
Hospital (92%) and Hangdong Hospital (77%); only 10% of
clients from Nakorngping Hospital received VL testing. The
acceptability increased from 22% before to 43% after 22
October 2019. At month 12, more clients who started refill-
ing ART before this median date were retained in care at the
CBO (68%) when compared to clients who started refilling
ART at the CBO after (46%). Eight in the before and 15 in the
after periods were referred back to the hospital (conventional:

4 vs. 5; fast-track refill: 1 vs. 0; nurse-led clinical consultation:
0 vs. 6; mailing: 3 vs. 4).

4 D ISCUSS ION

Our study demonstrated that the KP-led service served as
another HIV treatment option for MSM and TGW with HIV
in addition to the services offered by the partnered hospi-
tals. The acceptability (45%) was moderate and overall the
accepted clients remained engaged in care either at the CBO
(63%) or the hospital (35%) with only one LTFU and no
death within a 12-month follow-up period. In addition, there
was better VL testing coverage among clients who accepted
the KP-led service with all tested clients maintaining viral
suppression. This service leveraged the ongoing efforts to
integrate KPLHS into the national health system through
long-term multi-stakeholder partnership, sustainable financ-
ing, capacity building and community leadership [14]. This
study added to the growing body of evidence that the KPLHS
approach can be effective for HIV treatment.

Almost half of our clients found the KP-led service accept-
able. This real-world acceptability proportion was lower than
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Table 3. Retention, viral load testing and viral suppression outcomes stratified by populations

MSM TGW Overall

Accepted Declined Accepted Declined Accepted Declined

(N = 64) (N = 82) p-value (N = 8) (N = 5) p-value (N = 72) (N = 87) p-value

Retention at month 3 <0.001a 1.000a <0.001a

In care 51 (80%) 82 (100%) 7 (88%) 5 (100%) 58 (81%) 87 (100%)

Referred back to

hospital (CBO arm

only)

10 (16%) NA 1 (12%) NA 11 (15%) NA

Transferred out to

other hospital

3 (5%) 0 (0%) 0 (0%) 0 (0%) 3 (4%) 0 (0%)

LTFU 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)

Death 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)

Retention at month 6 <0.001a 0.487a <0.001a

In care 46 (72%) 77 (94%) 6 (75%) 5 (100%) 52 (72%) 82 (94%)

Referred back to

hospital (CBO arm

only)

13 (20%) NA 2 (25%) NA 15 (21%) NA

Transferred out to

other hospital

4 (6%) 3 (4%) 0 (0%) 0 (0%) 4 (6%) 3 (3%)

LTFU 1 (2%) 1 (1%) 0 (0%) 0 (0%) 1 (1%) 1 (1%)

Death 0 (0%) 1 (1%) 0 (0%) 0 (0%) 0 (0%) 1 (1%)

Retention at month 9 <0.001a 0.075a <0.001a

In care 40 (62%) 77 (94%) 3 (38%) 5 (100%) 43 (60%) 82 (94%)

Referred back to

hospital (CBO arm

only)

18 (28%) NA 5 (62%) NA 23 (32%) NA

Transferred out to

other hospital

5 (8%) 3 (4%) 0 (0%) 0 (0%) 5 (7%) 3 (3%)

LTFU 1 (2%) 1 (1%) 0 (0%) 0 (0%) 1 (1%) 1 (1%)

Death 0 (0%) 1 (1%) 0 (0%) 0 (0%) 0 (0%) 1 (1%)

Retention at month 12 <0.001a 0.231a <0.001a

In care 36 (56%) 75 (91%) 5 (62%) 5 (100%) 41 (57%) 80 (92%)

Referred back to

hospital (CBO arm

only)

20 (31%) NA 3 (38%) NA 23 (32%) NA

Transferred out to

other hospital

7 (11%) 4 (5%) 0 (0%) 0 (0%) 7 (10%) 4 (5%)

LTFU 1 (2%) 2 (2%) 0 (0%) 0 (0%) 1 (1%) 2 (2%)

Death 0 (0%) 1 (1%) 0 (0%) 0 (0%) 0 (0%) 1 (1%)

Viral load testing in the

past 12 months

0.049b 0.293a 0.023b

Tested 41 (64%) 38 (46%) 6 (75%) 2 (40%) 47 (65%) 40 (46%)

Not tested 23 (36%) 44 (54%) 2 (25%) 3 (60%) 25 (35%) 47 (54%)

Viral load results in the

past 12 months

0.030a 0.293a 0.016a

<50 copies/ml 41 (64%) 37 (45%) 6 (75%) 2 (40%) 47 (65%) 39 (45%)

≥50 copies/ml 0 (0%) 1 (1%) 0 (0%) 0 (0%) 0 (0%) 1 (1%)

Not tested 23 (35.9%) 44 (53.7%) 2 (25.0%) 3 (60.0%) 25 (34.7%) 47 (54.0%)

Abbreviations: CBO, community-based organization; LTFU, loss to follow-up; ml, millilitre; MSM, men who have sex with men; NA, not applica-
ble; TGW, transgender women; VL, viral load.
aFisher’s exact test.
bChi-squared test.
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our previous finding, whereby 62% of MSM and TGW who
had been on ART for at least 1 year responded in a ques-
tionnaire that they preferred ART maintenance service to take
place at the CBO [23]. Most of our clients accepted the
KP-led service because it eliminated the logistical barriers to
ART that many people living with HIV broadly experienced
[24–26]: convenient transportation (92%), time-saving (69%)
and location near home (50%). Having friendly staff (44%)
might overcome the gender-based stigma that some MSM and
TGW experience in the conventional healthcare setting [2, 4,
27–30]; however, reasons related to overcoming HIV-based
stigma were not mentioned. Unintended disclosure of HIV
status is a common fear in other community-based settings
[24, 31], and some of our clients might decline the KP-led ser-
vice because they might not feel comfortable refilling ART at
the CBO where their peers come for HIV testing and pre-
vention services. Nonetheless, our KP-led service was offered
alongside with other HIV treatment service options provided
by the partnered hospitals, which provided alternative and
suitable choices for the declined clients. This demonstrated
that one size does not fit all, even among the KPs, and vari-
ous service options should be available for KP clients. Other
service delivery modalities tailored to KPs, such as through
telemedicine/ART mailing in which many of our clients pre-
ferred, should be explored [16].

Although some accepted clients switched to receive HIV
treatment via other service models provided by the hospitals,
almost all clients remained engaged in care. While 63% reten-
tion at the CBO was moderate, a similar retention proportion
(60%) was reported among MSM after 6 months of receiv-
ing the community health worker-led ART service in Nigeria
[32]. Due to the limited number of studies on the KP-led ART
maintenance service, we compared our results to retention
outcomes of other community-based ART initiation services
for MSM newly started on ART: our retention results were
similar to a community-based but physician-led ART service
in Nigeria (66% at month 6) [33] but lower than the results
from a KP-led test-and-treat service in the Philippines (76% at
month 12) [17]. Moreover, 35% of the accepted clients were
referred back to the hospital and were still engaged in care.
This service utilization pattern in which the clients engaged in
care by switching between available service models suggested
that one KP-led service model is not the solution. We need
an HIV care system that has multiple service models avail-
able that are acceptable to KP clients in order to allow the
provision of uninterrupted, people-centred care as the clients
transition between various stages of life, clinical stability and
preferences or model availability [34]. This HIV care system
could benefit from having an established referral system and
clear communication between clients and providers as well as
between providers and providers to ensure a smooth transi-
tion between service models.

Outcome heterogeneity between implementing sites
existed. The lower acceptability at the Songkhla site might
be explained by the older age and longer duration on ART
of clients who might prefer to see physicians at the hospital.
In addition, RSAT Hatyai was located <1 km from Hatyai
Hospital and might not eliminate the logistical barriers related
to location that some clients faced. Moreover, the out-
comes stratified by the time of the first ART refill visit after

screening were likely attributed by the later service initiation
at Hangdong Hospital rather than the emergence of the
COVID-19 pandemic. The majority of the clients who were
referred back were for combined phlebotomy and ART refill
visits at Hangdong Hospital rather than for the ART mailing
service, which could indicate a change in preference due to
the COVID-19 preventive measures. This suggested that the
KP-led service remained a viable ART refill option during
the COVID-19 pandemic. Nonetheless, the implementation
context was critical to the outcomes and their interpretation.
Further study should incorporate qualitative research to
understand the service operation and the decision to accept
and switch ART service models among the clients in the
context of each site.

There are several limitations to this study. Firstly, the sam-
ple size was small and statistical significance must be inter-
preted with caution. The current service had rigid eligibility
criteria, which might restrict the number of clients enrolled
in this study. Future service should explore expanding the eli-
gibility criteria, such as allowing people with co-morbidities
under control and/or detectable VL, to make the KP-led ser-
vice accessible to more clients. Secondly, our study population
consisted mostly of MSM. More efforts are needed to reach
and screen TGW with HIV, such as by integrating gender-
affirming service with HIV service, which has been done suc-
cessfully for HIV testing and prevention [35, 36]. Additionally,
the KP-led model could potentially be applied to other KPs
with their leadership and further service differentiation to
meet the needs of specific KPs. Thirdly, the comparison group
was composed of ART clients from various models offered
by the hospital. However, the restriction of eligibility crite-
ria made those who accepted and declined the KP-led ser-
vice somewhat comparable, which made outcome comparison
appropriate. Lastly, this analysis extracted existing data from
the CBO and hospital databases, and many important demo-
graphic, behavioural and psychosocial variables were missing
or not collected, which might limit our understanding of the
client characteristics for further service differentiation and
should be captured in future studies.

5 CONCLUS IONS

Our finding reported moderate acceptability and retention
in care among MSM and TGW who accepted the KP-led
HIV treatment service. Nonetheless, multiple service models
should be available to provide choices and cater to the chang-
ing preferences, health needs and life situations of the diverse
KPs with HIV in order to provide truly people-centred care.
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