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ABSTRACT
This article uses feminist perspectives to analyse Thailand’s
response to the HIV epidemic from its inception in 1984 until
today. In particular, it applies the WHO Gender Responsiveness
Assessment Scale to explain how and to what degree gender
considerations have been integrated into successive HIV policies
and programmes. Findings show that, from 1984 to 1996, HIV
prevention policies were generally insensitive to gender and only
started to pay limited attention to women’s needs between 1997
and 2011. Gender sensitivity increased in the 2012–2019 period,
but the focus then was more on ‘men who have sex with men’
and the transgender communities than on women. In general,
Thailand’s HIV responses has overlooked gender power relations
and the adverse effects of the intersection between women’s
gender and their other disadvantaged social statuses.
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Introduction

Women and girls account for more than half of the 37.9 million people living with
HIV. Younger women are particularly vulnerable, with those aged 10–24 years-old
being twice as likely to acquire HIV compared to their male peers (UNAIDS. 2019).
Thailand, shows a similar pattern, with women over 15 years old making up almost
a half of the people living with HIV and girls most vulnerable to HIV, sexually
transmitted diseases and unwanted pregnancy (Division of AIDS and STIs 2020; School
of Global Studies 2014).

At the beginning of the HIV epidemic in Thailand in the mid-1980s, the first cases
of women contracting HIV were identified among sex workers, while the first case
of HIV among women in the population more generally was a pregnant woman
in 1988. HIV prevalence among pregnant women reached its apex of 2.3% in 1994
and declined rapidly after that. By the end of 2018, it was about 0.62-0.65% with that
among pregnant women aged 15-24 years being slightly higher than among older
pregnant women (Reproductive Health Office 2018). Among sex workers, HIV preva-
lence in 2017 was 1.0% for those based in brothels and 2.3% for non venue-based
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female sex workers (Bureau of AIDS, TB and STIs 2017). Non venue-based sex workers
tended to experience condomless sex more often than did venue-based sex workers,
holding less negotiating power and access to HIV knowledge. The highest HIV preva-
lence was observed among sex workers over 30 years old and non-Thai sex workers
(Division of AIDS and STIs 2020), again because of their limited negotiated power due
to their compounded marginalisation.

The proportion of HIV positive sex workers has declined over time accounting for
less than 15% of new HIV infections among adult women in 2014, with the remaining
number occurring among women who are often in longstanding or married relation-
ships (Siraprapasiri et al. 2016). Interestingly, a nationwide opinion poll on HIV and
AIDS, conducted by the United Nations Development Programme (UNDP) and
Bangkok University, found that married respondents felt more at risk than single
respondents, with surveyed women explaining that they worry about their husband’s
unsafe sexual behaviour (Research Institute of Bangkok University and UNDP 2004).
Given that imbalanced power relations in sexual encounters are well entrenched in
Thailand, women are unlikely to successfully negotiate condom use with their partners
(Klunklin and Greenwood 2005).

The epidemic has deeply affected young people, with half of the new reported HIV
cases in 2017 being in the 15-25 year age group (Bureau of AIDS, TB and STIs 2017).
Yet, less than half of young women that age had acquired comprehensive knowledge
of HIV prevention and its modes of transmission (National Statistical Office 2016), and
only 67% of girls in vocational schools reported using a condom at last intercourse
(Reproductive Health Office 2018) - an indication of their high vulnerability to HIV.

This situation requires a gendered HIV response which was advised by the United
Nations to all member states in 1992 and reiterated in the Beijing Declaration and Platform
for Action in 1995 (United Nations 1996). However, to date no analysis has been conducted
of the gender aspects of Thailand’s HIV policies and programmes to assess how far they
have addressed the specific needs of women and girls in all their diversity, and the mul-
tiple factors that place them in a disadvantaged position. This article is a first and tentative
effort to review how the national response has evolved from the late 1980s until today
through a feminist lens.1 To build the argument, the key concepts and the methodology
employed are briefly discussed, before distinguishing three periods in Thailand’s HIV
response to changing epidemiological conditions and the gender responsiveness of policy
and programmes during each period. In order to formulate a policy framework that does
not shy away from issues of gender, sexuality and intersectionality and therefore more
effectively addresses women experiences by maximising their strengths and reducing their
vulnerabilities, we can learn from past efforts. As Thailand has been heralded for success-
fully addressing the epidemic and is now leading the way in trying to ‘end’ HIV before
2030, lessons for curtailing HIV among women and girls and in providing better treatment
to them can be valuable both locally and in other countries.

Gender, sexuality and intersectionality

The analysis of Thailand’s HIV related policy documents presented below is informed
by concepts of gender, sexuality and intersectionality and their relation to HIV
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prevention, management and control. The view taken is that women and men’s HIV
vulnerabilities stem from gender and sexuality socialisation that accepts men’s sexual
freedom while restricting women’s sexual power and choices (Dworkin 2005). It is
widely documented that gender and sexual inequalities place adult and young women
at greater risk of contracting HIV (Higgins, Susie and Shari 2010). Domestic violence,
marital rape, sexual violence, women’s financial dependence on men and men’s
reluctance to use condoms and to disclose their HIV-positive status to their sexual
partners have all contributed to women’s HIV vulnerabilities (Higgins, Susie and
Shari 2010).

Gender is culturally and socially constituted being constructed through disciplinary
gendered discourses (Butler 1990). It is one of various social categories (e.g. sex, age,
race and class) that denote social status. Feminist scholars use gender concepts to
show unequal power relations between men and women. Gender stereotyping often
gives rise to gender inequalities (Liguori and Lamas 2003). Human sexuality is both
biologically and culturally constituted as it is associated with gender identities, erotic
feelings, romantic love, bodily expressions and sexual power relations (Parker 2009).
Different sexual practices are often assessed using a hierarchical and binary oppos-
itional logic, demarcating between good and bad sexualities (Rubin 2007). In a male
dominated society, women and men are required to comply with a heteronormative
culture in which girls are taught to be sexually passive, and boys are encouraged to
be sexually assertive (Klunklin and Greenwood 2005; Thaweesit 2000).

Although dominant Thai discourses about sexuality acknowledge that sexual desires
are inherently natural, gender and sexuality scripts drive women and girls to accept
an inferior place in sexual relations. In contrast to men, women are expected to adopt
sexual restraint as a virtue, before and after marriage. Women who display sexual
desire, unless they are sex workers, are viewed as deviant and a threat to the social
order, and thus to men’s power. Nevertheless, in everyday life, gender and sexual
practices are fluid, situational and influenced by context. Hence, Thai women’s sexual-
ity changes over time as women age and according to socioeconomic conditions
(Muecke 2004; Thaweesit 2004; Van 2000).

Such changes over time relate to the concept of intersectionality, which posits that
women’s subordination is not solely attributable to gender because women occupy
multiple social positions in society. Their gender identity intersects with other axes of
social status (including age, sexuality, class, migrant status, ethnicity, religion, disability,
education, marriage and health status) to produce different combinations of power
and vulnerability. This theory helps understand how multiple and interlocking disad-
vantaged social positions and identities (Collins 2000) enhance women’s exposure to
HIV and hamper their access to HIV services (Sutherland 2016; Smye et al. 2011).

In applying these concepts there are limitations that need to be acknowledged,
which have emerged from the gender insensitivities of the policies reviewed. The ter-
minology used in the policies, and reported for consistency purposes here, derives
from public health discourse and does not reflect feminist and sexuality theories.
Critiques are that terms like ‘men who have sex with men’ obscure the social dimen-
sions of sexuality, neglect self-labelling and reduce non-binary diversity (Young and
Meyer 2005). The national statistics’ categorisation of ‘female sex workers’ and ‘women
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in the general population’ can also be faulted for the judgemental values implied,
which are maintained in the language of policy documents. Furthermore, it needs to
be stressed that the gender analysis that follows mostly refers to heterosexual women
and their relation to men also because of the methodological tool that has been
applied. Building on this, an eventual follow up could expand to better take sexual
and gender diversity into account.

Measuring gender responsiveness

The main analytical tool used in this policy review was the Gender Responsiveness
Assessment Scale (GRAS). The GRAS was developed by WHO to help governments to
assess their HIV responses and ensure that they are attentive to gender and women’s
circumstances. The scale consists of five levels. Level 1 is gender unequal, which refers
to perpetuating or sustaining gender inequalities by reinforcing gender imbalanced
norms and roles, or sexual double standards. Level 2 is gender blind, which means
ignoring gender norms, roles, gender relations and differences in opportunities and
resource allocation for women and men. Level 3 is gender sensitive, which may be
interpreted as having awareness of the impact of gender norms, roles and relations
but no clear actions to redress them. Level 4 is gender specific, which is referred to
having gender awareness and applying remedial measures and efforts to change the
situation. Level 5 is gender transformative, which provides programmes to foster
change in gender norms, roles and relations (World Health Organization 2011).

Although this tool is beneficial to improving governments’ level of gender respon-
siveness in addressing HIV, it has weaknesses in that it does not pay sufficient atten-
tion to non-binary sexual and gender constructs and it overlooks the intersection
between gender, sexuality and other aspects of identity and social status. Here the
concept of intersectionality is useful to improve the framework and ensure that in the
discussion women are not treated as a homogenous group and issues of age, class
and citizenship status among other factors are also taken into account.

The GRAS has never been applied in Thailand perhaps because the policy drafting
committees comprised predominantly medical and public health experts, who paid lit-
tle attention to the social aspects of HIV. In this first attempt to apply the GRAS,
national HIV and AIDS policies and programmes formulated between 1984 to 2019
were collected from Google, Google Scholar, and the Ministry of Public Health’s library
and subsequently reviewed. The author’s personal notes, taken from meetings
attended while serving on the National AIDS Subcommittee related to the rights of
people living with HIV from 2015 to present, were also used. The Subcommittee com-
prised representatives from government and non-governmental agencies, including
the National Network for People Living with HIV and the Women Living with HIV
Network. These documents were carefully read and words, sentences and sections
mentioning gender, women, men, LGBT and other gender-related issues were
extracted, coded and readied for analysis.

In assessing the gender responsiveness of HIV policy and programmes, the review
aims to take into account the substantial epidemiological changes that have occurred
over time in Thailand and related policy changes. In the mid-1980s, Thailand struggled
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with minimising the magnitude of a booming epidemic at a time when no treatment
was available, while today it aims to end a contained lingering epidemic by ensuring
full adherence to treatment protocols and zero transmission by 2030. Within the con-
text of these changing dynamics, policy attention to gender will be discussed in three
successive periods.

Gender-unequal and gender-blind responses (1984–1996)

Analysis of the first decade of the epidemic was based largely on three policy docu-
ments, namely: 1) the 1988 Short-Term Project Action Plan, 2) the Mid-Term Action
Plan (1989-1991), and 3) the National AIDS Prevention and Control Plan (1992–1996).
Literature was also reviewed relating to the 1992 National Programme to Promote
Condom Use, popularly known as the ‘100% Condom Programme’ (UNAIDS and
Ministry of Public Health 2000).

The Thai government moved to recognise the HIV epidemic slowly due to concerns
about the negative impacts this acknowledgment might have on the country’s econ-
omy. Eventually, the National AIDS Committee was established in 1985, and HIV and
AIDS policy responses were placed under the supervision of the Prime Minister in
1991. Initial policies outlined ways to prevent HIV by focusing on educational cam-
paigns, surveillance, blood testing, condom supply and controlling blood safety sys-
tems. All measures narrowly targeted ‘high risk’ populations. In 1994, prevalence
among tested injecting drug users, female sex workers, pregnant women and military
conscripts was respectively 30%, 32%, 2.3% and 3.5% (Siraprapasiri et al. 2016).
Related campaigns suggested to the public that the first two groups particularly were
the ones to blame for the spread of HIV. It also did not recognise that some sex work-
ers were also male and/or kathoey. Moreover, the country’s initial campaigns stigma-
tised and discriminated against Westerners since Thailand’s first HIV-positive case was
detected in a Thai gay man who had returned from the USA (Van 2000).

Policy documents reveal that the authorities associated HIV risk with sexual miscon-
duct but were unaware how gender inequalities intersected with HIV and sexuality to
produce particular HIV risks for women. Similar to mainstream programmes in other
countries, the initial focus was mainly on commercial sex and almost entirely ignored
casual sex and sex in longer-term relationships. Nothing in the documents challenged
Thai men’s sexual privilege directly, viz., having multiple sexual partners and frequent-
ing brothels without using condoms. Such unprotected practices triggered infection
among female sex workers as well as wives and partners, yet heterosexual men were
not seen as a “risk group” themselves.

The National AIDS Prevention and Control Plan for 1992–1996 promoted a number
of ideal forms of sexual conduct, in the form of monogamy and abstinence. However,
the importance of tackling male sexual privilege was not written into the policies. HIV
education simply warned against risky behaviour and unprotected intercourse. The
much hailed 100% Condom Use Programme to enforce condom-use-only with every
customer in sex establishments nationwide failed to recognise imbalanced power rela-
tionships between female sex workers and their clients. Even if venue managers and
owners were expected to execute the 100% condom campaign, de facto it was was
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female sex workers who were required to ‘persuade’ customers to use a condom,
while customers could use their gender and financial power to refuse to do so (Van
2000). One study observed that female sex workers who were exposed to violence at
the hands of customers faced a greater risk of experiencing condomless sex (Decker
et al. 2010). The programme also stimulated negative attitudes against condoms by
linking their use to promiscuity and sex workers. Not only did early programme flag
female sex workers as a major ‘risk’ group who spread the disease to their customers,
but also other women with HIV were stigmatised by association, with it being sug-
gested that some had been infected while previously working as sex workers, even if
that was not the case. It did not help that the local police in some tourist cities where
the sex trade flourishes, stopped, searched and detained women, using the possession
of condoms as evidence to charge them for selling sex (Thaweesit and
Pattharavanit 2011).

Except for female sex workers, women were ignored in early policy and pro-
grammes. While pregnant women had started to test positive, their numbers were still
relatively low and they received scant government attention. Moreover, when the gov-
ernment did occasionally focus on pregnant women it did so through a preoccupation
with mother-to-child transmission. Overall, this phase of the response could thus be
characterised as conforming to GRAS levels 1 and 2, being ‘gender unequal’ and
‘gender blind’.

Gender sensitive: women-focused programmes (1997–2011)

Towards the end of the 1990s, illness, death and social impact due to HIV had become
widespread and required a more comprehensive response to deal with an increasingly
generalised epidemic and the growing number of infected and affected people. By
2000, the general population accounted for almost 60% of new HIV-positive cases
(Thailand Working Group on HIV/AIDS Projection 2010). In this most critical phase of
the HIV epidemic, sweeping measures were taken in line with three major policy docu-
ments: 1) the National Plan for the Prevention and Alleviation of HIV/AIDS, 1997–2001,
2) the National Plan for the Prevention and Alleviation of HIV/AIDS, 2002–2006, 3) The
National Plan for Strategic and Integrated HIV and AIDS Prevention and Alleviation,
2007–2011, and the launch of the Prevention of Mother-to-Child Transmission
(PMTCT) programme.

Gradually the response was mainstreamed through all governmental sectors in
order to mitigate the epidemic’s impacts and to promote more effective prevention,
care and treatment. This was in order to decrease HIV prevalence among the general
population, including pregnant women, young men and children. The ‘risk group’
approach persisted, however, but more groups were simply added such as youth in
schools and marginalised and ‘hard to reach’ people, which included homeless youth,
prisoners, youth in juvenile detention centres and migrants, especially fishermen and
factory workers.

HIV prevention measures at this time began to stress men’s risky sexual behaviour
and their responsibility to prevent HIV. The target audience included both men and
women and focused on promoting safer sexual behaviour, comprising sexual
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abstinence, being mutually faithful and using condoms when engaging in risky sexual
activities. Again, no programmes were proposed to change enduring gender norms,
roles and relationships. Instead, patriarchal statements can be found in documents
proposing that wives should try to satisfy their husbands’ sexual demands in order to
prevent their husbands from frequenting brothels (Thaweesit 2000; Van 2000).

By 1997, a continuum of care programme for people living with HIV had been
developed to improve their quality of life, which included treatment, psychosocial sup-
port and home and community care. In the face of entrenched discrimination there
was recognition of the need to protect the human rights of people living with HIV.
The Thai government launched the National Access to Antiretroviral Therapy for
People Living with HIV initiative in 1992 (Chasombat et al. 2006). The programme pro-
vided antiretroviral drugs to a small number of, mainly male, poor people living with
HIV whose CD4 level met the restricted medical criteria. During this phase, HIV-positive
people who became sick and died were predominantly men of productive age leaving
their partner, children and ageing parents to struggle in hardship alone. A social wel-
fare scheme was devised for people living with HIV and their affected families, which
pledged to provide a welfare stipend to HIV-positive people who became ill and to
ageing parents affected by the loss of adult children due to HIV. The government also
provided funds to HIV-positive wives whose infected husbands had died early in order
to alleviate the social and economic impact on the family. The policy left out the
unmarried partners of HIV positive men and foreign migrant couples. It also did not
mention HIV-positive women and their husbands and partners (who were
HIV negative).

By the mid 1990s, the number of women living with HIV had escalated and so had
the number of HIV-positive pregnant women and infants (Lolekha et al. 2017). Slowly,
the authorities came to realise that transmission occurred not only through unsafe
commercial sex but HIV could also infect women who were not in the sex industry.
They started to direct gender-neutral educational messages to the entire population,
but nowhere did these emphasise unequal gender power relations as a primary cause
of women’s vulnerabilities and, as in previous years, policies continued to focus on
female sex workers. When they did address women more generally it was in relation
to their role as mothers and as the transmitters of the infection during pregnancy.

By 2000, the Ministry of Public Health had introduced the PMTCT programme to
prevent HIV transmission to infants. The programme offered HIV testing and counsel-
ling to pregnant women at antenatal clinics. Pregnant women who had been diag-
nosed HIV positive were treated with azidothymidine (AZT) prior to and during birth.
Free formula milk for Thai national infants born to infected mothers was also inte-
grated into the PMTCT programme to prevent HIV transmission to infants via breast-
feeding. PMTCT was delivered to Thai pregnant women regardless of age, religion,
ethnicity and economic status, while non-Thai pregnant women were excluded from
the programme. At the onset of this programme, AZT was provided only to pregnant
women who were HIV positive, though after giving birth, HIV-positive mothers could
be enrolled in the AZT programme if their CD4 level met eligible criteria (Lolekha
et al. 2017). PMTCT thus reinforced women’s role as caregivers while disregarding the
importance of women’s own health. Pregnant women generally willingly participated
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in the PMTCT upon learning about their HIV status because they wanted to mitigate
the risk of transmitting HIV to their infants, but also because it was their only way to
access AZT. Some of them, however, especially those who lived in rural areas,
remained reluctant to be enrolled in the programme due to the fear of disclosure
bringing about stigma and discrimination (Liamputtong and Niphattra 2016).

The rights of women living with HIV were often violated under the PMTCT pro-
gramme. Fully one third of women living with HIV reported that healthcare staff dis-
closed their HIV-positive status to others without their consent (UNAIDS 2015).
According to personal notes taken in workshops with women living with HIV from dif-
ferent regions, HIV testing at prenatal clinics often failed to seek women’s consent.
Existing data indicate that four out of five healthcare providers in Thailand held at
least one negative attitude towards people living with HIV (UNAIDS 2015). The pro-
gramme also led to misconceptions among the public and would perhaps have been
better entitled the programme as Prevention of Parent to Child Transmission or the
Prevention of Vertical Transmission, to avoid further stigmatising HIV-positive women.

Nowadays, the PMTCT programme is integrated into family planning and reproduct-
ive health services to better meet women’s needs. However, it still has a bias towards
preventing pregnancy among HIV-positive women, and some healthcare providers per-
suade HIV-positive pregnant women to undergo sterilisation surgery upon delivery
(Mehta et al. 2018). Women living with HIV in rural provinces also indicate that public
healthcare providers still object to HIV-positive women’s desire to have children.
Medical abortion was sometimes made available to HIV-positive women even though
it was unlawful. However, this policy did not change the law criminalising abortions
nor promote women’s choices and, in practice, HIV-positive women who experienced
unwanted pregnancy were often denied care by healthcare providers. This compelled
them to seek abortion from clandestine private clinics, where service fees were usually
high, and poor HIV-positive women could not afford the procedure.2

In rural areas, HIV-positive widows also had to confront the opposition of family
and community members to their remarrying. The reason given for this objection was
the fear that the women’s health would be harmed if they got pregnant or remarried,
which reflected internalised stigma centring on HIV-positive women’s lived experi-
ence.3 However, HIV-positive women living in Bangkok did not always face such
stigma and some gained support from healthcare providers regarding their fertility
and life choices (Mehta et al. 2018).

From 2010, efforts to promote Couples HIV Counselling and Testing (CHCT) were
integrated into PMTCT to encourage husbands to get tested. This measure once again
failed to recognise women’s concern about the impacts of HIV disclosure. Many preg-
nant women whose blood test results were positive did not want to tell their hus-
bands for fear of violence. Hence, participation in CHCT remained low (Boonmongkon,
Sulaiporn, and Ronnaphoom 2011) and some pregnant women avoided showing up
at the antenatal clinics for follow-up care after they had learned that they were HIV-
positive.4 These significant human rights flaws were slowly addressed and together
with the improvement of outreach policies and medical protocols brought down the
HIV infection rate in infants to meet the WHO target of less than 2% in 2017 (Lolekha
et al. 2017). Due to a greater policy emphasis on women and the inclusion of women-
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focused prevention and treatment programmes, responses during this period moved
towards GRAS level 3 by becoming more gender sensitive.

Gender sensitive programming: transgender persons and men who have
sex with men (2012–2019)

Looking at the most recent period of Thailand’s response to the HIV epidemic, four
policies are of special relevance: 1) the National Strategy on HIV/AIDS for 2012-2016,
2) the National Operational Plan Accelerating Ending AIDS for 2015-2019, 3) the
National Strategy on Condom Promotion for 2015–2019 and 4) the National AIDS
Strategy for 2017-2030. Articles and reports that reviewed the progress of HIV
responses during this period were also examined (see, for example, Bureau of AIDS, TB
and STIs [2017]; Ministry of Public Health [2014]; United Nations General
Assembly [2013]).

All of these policy documents align with the ten targets put forth in the 2011
United Nations Political Declaration on HIV stressing the importance of ‘getting to
zero’. The documents address HIV prevention, treatment, care and support, and stress
the importance of services moving from controlling to ending the HIV epidemic.
Within this larger context, sociopolitical, legal and environmental factors are seen as
important elements to address, especially among key populations such as people who
inject drugs, men who have sex with men, male and female sex workers, transgender
persons, HIV-positive people, prisoners, and young people in detention as well as in
the general population. The sexual partners/spouses of key populations are also men-
tioned as part of prevention policy as is enhancing the quality of treatment and care
for undocumented migrants.

Policy documents from this period stress equal access to antiretroviral therapy for
all Thai nationals living with HIV irrespective of gender and sexual identity. In 2014,
free-of-charge universal access to antiretroviral medicines regardless of CD4 level was
offered to all Thai citizens. Registered foreign migrants could also gain access anti-
retroviral medicines through social security or by purchasing a healthcare insurance
package. However, with few exceptions, undocumented migrants remain ineligible for
the programme, and this affects irregular female migrant workers and migrants’ wives
and other dependants who generally remain undocumented (Bureau of AIDS, TB and
STIs 2017).

Policies also emphasise transforming social environments in terms of societal atti-
tudes, gender relations, laws and regulations hindering access to HIV services for key
populations. Importantly, the term ‘gender’ (เพศภาวะ), was for the first time written
into the aforesaid national HIV policy documents, and ‘gender sensitivity’ is emphas-
ised as a crosscutting component in all HIV programmes. Policies also seek to address
gender as it intersects with stigma, discrimination and reproductive and sexual rights.

However, for the most part the reviewed policies do not identify possible concrete
actions and guidelines to challenge gender stereotyping and sexual double standards,
nor do they tackle gender-based stigma and discrimination against women living with
HIV, LGBT persons, sex workers and women who inject drugs. No concrete measures
were identified to deal with the Thai Prostitution Bill and the Illicit Drugs Act, which
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have driven both sex workers and people who use drugs underground, making it
even more difficult to reach them. In these documents, ‘gender’ tends to be equated
with alternative genders and sexualities, especially men who have sex with men and
transgender persons, and the term is not used with reference to heterosexual couples
or gender power dynamics. It does not also include lesbians. Comprehensive preven-
tion programmes are prioritised mostly for men who have sex with men and trans-
gender persons in big cities. Although young people are seen as one among many
key populations, the documents do not outline concrete programmes to address
young women’s vulnerability nor do they take into account sexual and gender diver-
sity among youth.

These evolving ideas in Thailand’s policy response to end a contained epidemic are
reflected in four major programmes covering HIV prevention and treatment. Like the
policies, these programmes give more attention to gender and to women and girls
compared to previous periods. But they still fail to address underlying gender power
structures with clear action plans, thus remaining gender sensitive at Level 3, and
insufficient to achieve gender transformation.

The reach, recruit, test, treat and retain programme

The Reach, Recruit, Test, Treat and Retain (RRTTR) programme consists of three major
services, HIV testing, counselling and treatment. Nowadays, all Thai nationals have
equal access to free HIV testing services twice a year, and people living with HIV have
equal access to antiretroviral medicines under the universal healthcare coverage
scheme. Young people aged under eighteen can access the RRTTR programme with-
out parental consent.

Over the past decade, participation in HIV voluntary counselling and testing by
men who have sex with men, female sex workers and people who inject drugs was
reported to be 29%, 58% and 61%, respectively (Muccini et al. 2019). Active recruit-
ment of members of these groups and their spouses to expand coverage is, however,
not mentioned. Also, measures and protocols to implement RRTTR among various
types of female sex workers (i.e. venue-based, non venue-based, direct, indirect)
is missing.

The RRTTR programme has also supported the Undetectable means Unremittable
(U¼U) prevention campaign based on new scientific findings that people with HIV
who follow antiretroviral therapy and achieve and maintain an undetectable viral load
cannot transmit the virus to their HIV-negative sexual partners. The campaign has
been promoted by the United Nations and member states in order to decelerate new
cases of HIV to zero by 2030.

The provision of free Pre-exposure Prophylaxis (PrEP) and Post-exposure Prophylaxis
(PEP) for the purpose of HIV prevention is being integrated in RRTTR services through
the universal healthcare scheme. This aims to increase access to PrEP among the key
populations as well as more widely (Muccini et al. 2019). So far, work has been mostly
funded by external donors, especially the Global Fund to Fight AIDS, Tuberculosis and
Malaria, and implemented among men who have sex with men and transgender per-
sons. This specific focus has failed to serve female populations including those, whom
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these policies consider to be living in high-risk circumstances, such as female sex
workers, sexually active female adolescents, women who inject drugs and women who
are the sexual partners of key populations. Attention is also not given to women who
are in regular relationships even if it is well known that they are also at risk.

The national strategy for condom promotion

The latest National Strategy for Condom Promotion was launched as part of the 2015-
2019 National Operational Plan for Accelerating Ending AIDS. It focused on increasing
condom use rates among young people. Male and female condoms, as well as lubri-
cants, are mentioned in the plan. It emphasises that because rates of condom use
among young people remain low, it is necessary for adults to change their attitudes
towards sexually active youth and their use of condoms. The plan also stresses that
promoting consistent condom use among adolescents is critical to lowering rates of
teenage pregnancy, HIV and STIs, which had recently increased (Ministry of Public
Health 2015; UNICEF 2015). However, the policy details no actions to transform sex-
negative views among adults and their negative impact on young people, particularly
girls, and it takes young women’s inability to negotiate safer sex with their sexual
partners for granted.

Formally, Thai society tends to regard the open expression of sexuality as taboo.
The explicit expression of sexuality is frowned upon. This cultural disposition is more
likely to affect women and young people than adult men. Condom campaigns target-
ing adolescents have been censored in the past. Adult and young women feel uncom-
fortable discussing sex and condom use. For HIV-positive women and women who
use drugs, asking a husband or boyfriend to use condoms may trigger abuse and vio-
lence (Closson et al. 2015; Haritavorn 2014). Members of the Service Workers in Group
Foundation (SWING), a nongovernmental organisation working with male and female
sex workers, have noted that the fear of being arrested and identified as a sex worker
if carrying a condom, also drives sex workers to engage in unsafe sex services possibly
compromising their sexual health.5

To date, little concrete work has been undertaken to help young women negotiate
condom use with boyfriends or to change negative attitudes towards women and
girls’ sexuality and the use of condoms. HIV activists complain that mention of female
condoms was a tagged-on afterthought in the National Strategy for Condom
Promotion since there were no subsidies for female condoms. Government support for
the supply of male condoms and lubricants has also been insufficient with the result
that neither reach sufficient numbers of heterosexual boys and men in the gen-
eral population.

A comprehensive sexuality education (CSE) strategy

The most recent HIV policy response, with forms part of the National AIDS Strategy for
2017-2030, advocates that school-age youth regardless of gender, age, religion or eth-
nicity should receive age appropriate comprehensive HIV and sexuality education to
prevent early pregnancy and HIV infection. This is consistent with Thailand’s 2016
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Adolescent Pregnancy Bill, which is intended to decrease the high prevalence of teen-
age pregnancies. However, no comprehensive sexuality education curriculum or sup-
port for teachers has been provided. Moreover, comprehensive sexuality education
has not yet been made into a compulsory subject for adolescents and teenagers.
Present day sex education focuses more on biological facts than on gender and rela-
tionships, and teachers who are responsible for teaching CSE often lack gender and
sexuality training. School textbooks on health and physical education often contain
incorrect and biased information about non-binary sexualities. In addition to boys and
girls receiving scant information about birth control and HIV prevention, they may
lack safer sex negotiating skills and feel self-conscious when discussing sexual content
with adults who are themselves lacking in the confidence and skills to teach about
sex and relationships.

Stigma and anti-discrimination initiatives

Thailand implemented a programme to provide stigma-free healthcare in four pilot
provinces in 2015, which has now expanded to other provinces. The programme pro-
vided training to staff in public hospitals in order for them to provide discrimination-
free services to key populations and people living with HIV. Policy documents between
2012 and 2019 address the need for a monitoring system to evaluate changes in gen-
der-based stigma and discrimination among healthcare providers towards their female
patients. But the focus to date has largely on men who have sex with men and trans-
gender people.

Laws, institutional regulations and the National Code of Conduct on HIV Prevention
and Management in the Workplace have been identified as important tools to end
stigma and discrimination. But no specific programmes or campaigns addressing gen-
dered forms of stigma and discrimination can be identified and women are still
blamed for transmitting HIV to their partners and their infants (Srithanaviboonchai
et al. 2017). Due to fear of stigmatisation, HIV-positive women are often unwilling to
come forward to seek antiretroviral therapy.

Discussion

This article has used GRAS to examine how and to what extent Thailand has incorpo-
rated a concern for gender in its HIV policies and programmes. It found a major gap
in the Thai government’s response which has largely glossed over women’s HIV vul-
nerabilities. The word ‘gender’ remains invisible in most policy documents or appears
as an add-on in response to United Nations’ recommendations for gender responsive-
ness in national HIV policies and programmes. Understanding of issues of gender and
sexuality by the authorities remains weak as it is among the public. Consequently,
gender transformation has not yet become an integral part of the HIV response.

Between 1984 and 1996, national HIV responses displayed gender inequality (GRAS
level 1) and gender blindness (GRAS level 2). Available documents presented gay men
and female sex workers as malevolent entities, representing routes for the HIV out-
break within the country. The 100% Condom Use Programme in particular adopted an
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unequal gender approach, making sex workers responsible for negotiating condom
use with their clients and exposing them to emotional, physical and economic vio-
lence. The campaign also failed to question damaging norms of masculinity, increasing
female sex workers’ chance of being accused of transmitting infection to others, espe-
cially to men and women in the general population.

HIV policies between 1997-2011 and between 2012-2019 more closely align with
GRAS level 3 showing that gender sensitivity increasing somewhat over time.
However, the PMTCT programme described earlier focused largely on transmission to
infants and did not engage fully with women and their diversity. When the term
‘gender’ came finally to be used in the National AIDS Strategy for 2017-2030, policies
and programmes showed only very limited understanding of the concept, and the
term was primarily linked to transgender persons and their needs. Virtually no actions
were directed towards transforming gender and sexual norms and the power dispar-
ities in heterosexual relationships. The RRTTR programme for examples recruited more
men who have sex with men than heterosexual persons for HIV testing, ignoring the
needs of women’s heterosexual partners and their (respective) gender strengths and
vulnerabilities

Ensuring that gender responsiveness is a key part of HIV policies and programmes
is a necessary step if Thailand is to reach its goal of ending the HIV epidemic in 2030.
Adult and younger women as well as men should be empowered through pro-
grammes that discuss gender inequalities, sexual norms and gender power dynamics
in order to identify the root causes of women’s sexual vulnerabilities. Sex education
needs to be comprehensive, aiming to break through a predominant sex-negative atti-
tude and promote a sex-positive and gender-equitable culture. Gender transformative
interventions are needed to address the structural factors creating gender inequities
and the ‘interconnecting systems of inequalities’ or ‘matrix of domination’ that entraps
so many women in Thailand (Collins 2000, 18). Findings from this study can help pol-
icy makers to consider investing in gender responsiveness to achieve a healthier and
more just society.

Notes

1. This study received a certificate of exemption from ethics review (CEO. No. 2019/11-455)
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3. Meeting notes, March 20, 2017.
4. Notes from a meeting of working group members to review the success of PMTCT in 2017.
5. Meeting notes, May 15, 2019.
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