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< Overview

Sustaining the gains of the HIV response in

low- and middle-income countries (LMICs) is
becoming increasingly challenging due to the
chronic nature of HIV and a noticeable decline in
international donor support, as well as domestic
macro-fiscal constraints (7). In the aftermath of
the Covid pandemic, uneven economic recovery
in LMICs, worsening inequity across and within
countries and significant declines in development
assistance for health have affected most of the
population, risking a resurgence of HIV/AIDS,
particularly among vulnerable people (2). While
donor funding has historically been crucial in
scaling up HIV services, its recent decrease
highlights the urgent need for countries to
transition toward more sustainable, domestically
driven models of financing HIV programmes (3).
This shift is particularly critical now to ensure that
HIV responses remain effective and resilient in the
long term. As countries pursue progress towards
universal health coverage (UHC), mixed method

approaches are needed. One effective strategy
for achieving this is through the integration of HIV
services into national health insurance (NHI) (4).
Here, integration broadly means incorporating

a range of HIV prevention, treatment and care
services within existing health and social systems
(5). Specifically relating to NHI integration, it
means that HIV-related services, such as testing,
antiretroviral therapy (ART) and prevention
(including pre-exposure prophylaxis (PrEP)), are
delivered stigma-free to all populations in need
and are included in the essential health benefits
packages covered by a country’s NHI scheme or
other social protection mechanisms.

At the 78th World Health Assembly (WHA), held
from 19 to 27 May 2025 in Geneva, Member
States reiterated the need for increased
domestic financing towards UHC. Global health
institutions, such as the Global Fund to Fight
AIDS, Tuberculosis and Malaria (Global Fund),



the U.S. President’s Emergency Plan for AIDS
Relief (PEPFAR), the Joint United Nations
Programme on HIV/AIDS (UNAIDS), World
Health Organization (WHO) and the World
Bank, recommended integrating HIV services
into broader health systems as a key strategy
for achieving UHC and sustaining HIV responses.
The Global AIDS Strategy 2021-2025 (GAS)
identified UHC as a key component for ending
AIDS as a public health threat by 2030. This
includes supporting NHI schemes that have
defined essential health service packages,
including a comprehensive package of HIV
services which are sensitive to the needs of
diverse communities and provide financial risk
protection and equitable access to health care.
WHO's proposals regarding public compulsory
health financing and health insurance plans are
important for breaking down social inequalities
and ensuring that vulnerable and poor
populations are covered (7). The Global Fund, in
its guidance note on sustainability, co-financing
and transitions, proposes diversifying sources of
funding as a key to long-term sustainability. It
proposes the integration of HIV services into NHI
programmes to ensure efficiency, programmatic
and financial sustainability ().

Together with partners, UNAIDS developed

a new HIV response sustainability approach
with the primary aim of securing the future
of the HIV response. For this to be realized,
the existing HIV response also must be
transformed. These transformations require
clear, well-crafted steps towards stronger
health systems, better integration of services,
stronger country ownership and more
streamlined external support. At the same
time, transformations must contribute towards
universal health coverage, gender equality,
human rights and better financing. The

comprehensive

documentation.

UNAIDS HIV response sustainability primer and
related guidance, outlines a transformation

of the HIV response as intentional, structural
shifts across policy, programmes, financing,
systems and services so that the gains of the
HIV response can be sustained beyond 2030.
This goes beyond incremental changes to re-
imagining how services, systems and financing
operate for long-term sustainability. An important
aspect of transforming the HIV response is
moving from siloed and parallel structures to

a full integration of HIV services, policies and
supply chains with national health and social
systems. This includes shifting from external,
donor-centred, short-term models towards
country-led and owned models, with sustainable
local capacity, and domestic financing, with
emphasis on rights-based, people-centred
approaches while ensuring equity of access (8,
9,10).

A one size fits all approach cannot be used

for reforming and transforming national

HIV responses, particularly in the context of
diverse health systems. Strategies for achieving
UHC must be tailored to local contexts and
national dialogues. There are many examples
of transformations in countries as it relates

to integrating HIV services into NHI schemes.
Cases have been selected from Kenya, Rwanda,
Thailand and Viet Nam to provide examples

of lessons learned across various epidemic,
income, health system and insurance contexts.
Promising transformations have been introduced
in these countries, which include integration of
some components of their HIV responses into
NHI schemes. Highlights in these case studies
are in no way representative of the totality

of reforms needed, but provide illustrative
examples and lessons learned as countries work
on transforming their HIV responses. To ensure
relevance, diversity and analytical depth, the
following criteria were used to select these cases:

These countries have documented evidence of significant efforts to integrate

HIV services into major NHI or social health insurance (SHI) schemes.

They have a supportive national policy environment for such transformations, as well
as alignment with global guidance, frameworks and recommendations.

Data are available publicly and the national stakeholders are willing to provide


https://www.unaids.org/en/resources/documents/2024/20240117_HIV_response_sustainability

H There was an attempt to provide geographical diversity, particularly the inclusion of
countries outside the African context.

Analysis of these diverse experiences allowed for the identification of common challenges,
successful strategies and context-specific factors influencing the integration process,
offering valuable comparative insights. As countries pursue transformations in their

HIV response, this series of case studies looks at some key factors, considerations and
opportunities for transformational change in the HIV response. They are taken from scientific
publications, reports and websites of governments and think-tanks as examples of the kinds
of transformations envisaged for the HIV response sustainability approach. The five core
components of the HIV response sustainability framework guided the synthesis of data from
these different sources into this report, using the assessment framework outlined below
(Figure 1).

@ Figure 1. Five elements used to assess efforts for integrating HIV
services into NHI schemes
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These cases serve as examples of what can be considered in planning for HIV integration
into NHls. It is recognized that transformations require combinations of changes to the
HIV programme elements that are required to achieve the country’s goals and shared
vision. In some cases, specific components already exist and the strategies may just need
to evolve or become more fit for purpose for the HIV response. In other cases, where

parallel systems have existed—and components of the HIV response are outside of country
systems—strategies may be aimed at integrating into national systems and streamlining
processes to eliminate duplication of effort. There may also be instances where components
are missing altogether in the country or in certain regions or service delivery scenarios. This
would require strategies to build, expand and efficiently manage those needed elements to
achieve the desired future state.



Summary of Findings

Integrating HIV services into NHI schemes

is a dynamic process that requires vision,
commitment and collaboration. The collective
experiences documented here offer valuable
insights and inspiration for countries seeking

to build resilient, equitable and sustainable HIV
responses in an era of evolving health challenges
and constrained resources. Not all countries

are at the same stage and conditions for this
transformation and therefore the summary
findings are intended to help countries map

out context specific pathways for change in
sustaining impact beyond 2030. In addition to
these summary findings countries should consider
macro fiscal issues, systems for health and
health-care worker capacities and other nuanced
factors in determining next steps and considering
risks that will affect achievement of their high-
level outcomes. In a nutshell, the experience of
these countries demonstrates that integrating
HIV services into NHI schemes can successfully
transition HIV responses from donor dependence

to sustainable domestic financing when certain
conditions are met (Figure 2) (4). Four critical
lessons emerge from this analysis.

B political leadership and financial
commitment are essential for transformation.
In response to declining external funding, some
LMICs prioritized UHC by integrating HIV
servicesinto insurance schemes or government
funded UHC systems. The aim was to ensure
financial sustainability, improve access to HIV
services and reduce out of pocket expenditure.
Governments played a central role in initiating,
driving and sustaining these reforms. They
seized political momentum and policy windows
to decentralize health systems, improve
responsiveness and advance domestic resource
mobilization. Community-led organizations and
key population networks play a central role

in mobilizing, advocating and monitoring the
integration of HIV services into NHI and other
social protection mechanisms.



B Successful integration into insurance schemes requires careful sequencing. Several
countries have adopted a phased approach to integrating HIV services into NHI schemes—
starting with inclusion within existing formal insurance systems and then advancing
sustained advocacy to extend coverage to those not yet enrolled, particularly poorer, more
vulnerable groups and key populations. Full integration of HIV services has generally been
phased, with most countries initially excluding antiretrovirals (ARVs) from benefit packages,
starting instead with prophylaxis and other non-ARV HIV products and gradually adding
ARVs over time. This allowed the insurance systems and the government supporting UHC
funding to gradually scale up while managing resource demands. Government funding
architecture has evolved from grant financing by the Ministry of Health/Ministry of Finance
(MoH/MoF) to align with NHI frameworks, which require separation of payer and provider
duties, establishment of new public—private partnership (PPP)/contracts and service delivery
and payments structures.

B Sustainable financing of the integration of HIV services into NHI requires
deliberate shifts in responsibility and strategy. Governments, Ministries of Health and
donors such as PEPFAR and the Global Fund were central actors in reshaping funding from
a heavy reliance on external donor funding toward greater domestic financial responsibility.
These steps enabled countries to build more self-reliant, resilient health delivery system, as
well as sustainable health financing systems.

B Building local capacity is fundamental for sustainable transformation. Civil society
organizations (CSOs), international partners such as UNAIDS, PEPFAR and the Global Fund,
along with governments and local research institutions, played critical roles in strengthening
system capacity. They provided technical assistance, implemented performance-based
financing models, drove advocacy for inclusion of the poor, vulnerable and key populations
in NHls using public finances, and developed community-based health insurance (CBHI)
mechanisms that emphasized local ownership.

@ Figure 2. Key facilitators and barriers for integrating HIV services
into NHI schemes
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Thailand

Background

Thailand experienced one of Asia’s earliest and
most severe HIV epidemics, with an estimated
one million people living with HIV by the mid-
1990s out of a population of 60 million. The
National AIDS Programme was established in
1987, followed in 1991 by the ‘100% condom’
campaign. By the late 1990s, the government
initiated free ART programmes with the support
of international donors such as the Global

Fund, though with limited population coverage
as medicines were expensive (11). Thailand
launched a free national programme in 2000 for
the prevention of the vertical transmission of
HIV, allowing all HIV-positive pregnant women to
access ART. By 2007, new cases were decreasing,
although prevalence remained high with 610 000
people living with HIV and approximately 30 000
annual deaths. The epidemic disproportionately
affected key populations, including gay men

and other men who have sex with men, people
who inject drugs and sex workers. By the end

of 2024, an estimated 565 600 people were
living with HIV in Thailand, with an adult (15-49
years) prevalence of around 1.1%. New HIV
infections have declined substantially, reflecting
approximately a 50% reduction since 2010 (12,
13).

Thailand’s HIV response has always relied
heavily on domestic health financing. Prior to
the achievement of UHC in 2001, the overall
domestic health financing was a mix of general
taxation, payroll contributions and significant
out of pocket payments (14). While there were
several insurance and social protection schemes
already in place, they did not cover HIV services.
To address the issue of multiple contributory
schemes that were fragmented and inequitable,
the Government of Thailand successfully rolled
out the Universal Coverage Scheme (UCS)
nationwide in 2002 (15). The aim was to cover
the 75% of the population not already enrolled
in existing schemes through a ‘30 Baht Scheme’.
This scheme covered beneficiaries from the
previous Medical Welfare Scheme (MWS) and
Voluntary Health Card Scheme (VHCS), the two




public health insurance programmes in Thailand prior to the 2001 health-care reform as
well as the 30% uninsured (16). The scheme was managed by the National Health Security
Office (NHSO) and funded through general taxation. This was built on a historically
integrated model, with all services part of the mainstream health delivery systems, such
as: reproductive, maternal, newborn and child health (RMNCH) services; the expanded
programme on immunization (EPI); prevention of vertical transmission; family planning; TB;
disease control; and health promotion. These were fully integrated into the UCS benefit
package and fully funded by general tax and managed by the NHSO (26).

Systems innovation and structural design

Thailand sequenced integration steps deliberately,
with a phased and adaptive integration roadmap.
This avoided shocks to the system and ensured
readiness of providers and budgets.

Integration of ART and core HIV care services.
In the beginning, the UCS excluded ART due

to high costs and logistical concerns, though
universal ART for UCS members was launched

in 2003. This was after Thailand’s Government
Pharmaceutical Organization (GPO) first
produced the low-cost generic triple antiretroviral
fixed-dose combination known as GPO-Vir in
2002 at US$ 25 per person per month and a
study by the World Bank showed it to be cost-
effective (17). The NHSO, a newly established
agency by the National Health Security Act 2002,
took over HIV treatment financing from the
Department of Disease Control (DDC) in 2006,
becoming the main fund manager under the UCS
(18). In 2006, Thailand integrated its HIV services,
including ART, into its UCS following price
reductions and strong advocacy. The criteria for
ART initiation were expanded in 2014 to include
all people living with HIV regardless of CD4
count. In addition, PrEP was formally included

in 2021 following successful pilot programmes
and a determination through health technology
assessment (HTA) that it was cost-effective (19).
Other services integrated into UCS include:

HIV testing (since 2022); viral load and CD4
monitoring; HepB, HepC and STl screening and
treatment; prevention of vertical transmission;
and treatment for opportunistic infections (20).

Integration of prevention and key population
services. By 2014-2015, the NHSO under UCS
explicitly allocated national budgets for HIV
prevention among key populations (e.g. gay
men and other men who have sex with men, and
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sex workers). For instance, approximately THB
25 million was earmarked in 2014 and THB 12
million in 2015 for these efforts. In 2016, the
first regulatory step allowed 'key population-led
health services’ to conduct HIV testing under the
supervision of health facilities—marking the start
of structured support for community and key
population-led services within UCS. Integration
did not automatically guarantee strong
prevention outcomes. While treatment outcomes
were strong, prevention among key populations
lagged in earlier years. Global HIV prevention
guidelines recommend sustained community-
led outreach and differentiated prevention as
important to closing gaps (21).

Expanding social contracting to
community-based organizations (CBOs). Full
institutionalization—enabling community-

led organizations (CLOs) to receive direct
reimbursement for HIV prevention, treatment
and care under UCS— was only achieved in 2022.
Integrating community services into UCS required
defining community-led services to be included
in benefit packages, establishing accreditation
and payment mechanisms, as well as capacity-
building for reporting and data systems. Policy
development was spearheaded by technical
panels comprising the Ministry of Public Health,
NHSO, HIV experts, and CSOs. The reach-recruit-
test—treat—retain (RRTTR) model allowed NHSO
to contract with CSOs and key population-led
health services for preventive services. This
strategic contracting with CSOs enabled
grassroots innovations in service delivery—such
as peer-led HIV testing, mobile clinics and
culturally sensitive counselling—often better
tailored to key populations than conventional
services. By integrating such innovations into the



national framework, Thailand bridged policy and practice, making the health system more

inclusive and responsive to vulnerable groups.

Political leadership and commitment

Thailand’s UCS reform agenda was a political
commitment at the Prime Minister level, which
enabled full domestic financing for HIV within

a broader UHC agenda. The 2001 election in
Thailand ushered in a government committed

to UHC and the HIV response as a national
priority, linking it to economic development and
social protection. This was motivated by high

out of pocket health expenditures and the high
proportion of uninsured people (30% of the total
population). High mortality rates, challenges with
early access to ART, and later to PrEP among

key populations, and an equity issue boosted
further political commitment. Similarly, inadequate
funding to community-led services highlighted the
need for increased domestic funding support and
capacity-building.

HIV high on the 2001 UHC agenda. This
required sustained advocacy from key actors

and advocates including the Ministry of Public
Health, NHSO, Department of Disease Control,
civil society and people living with HIV networks
such as the Thai Network for People Living with
HIV, and others (22). Policy entrepreneurs, such as

Ministry of Public Health officials, NHSO leaders,
researchers and civil society advocates capitalized
on opportunities to push for ART and PrEP
integration (19). Later, a policy window facilitated
by HTA evidence, that demonstrated the cost-
effectiveness, and sustained advocacy enabled
the inclusion of PrEP and community-led health
services (CLHS), where local actors and CSOs
played a crucial role in service delivery, particularly
for marginalized groups. The National Health
Security Act (2002) guaranteed HIV treatment and
prevention as part of citizens' rights under UCS.

Protecting the HIV agenda. A strong governance
and multisectoral approach was essential to
ensure that integration did not undermine HIV-
specific accountability. While HIV financing was
incorporated into the UCS, Thailand retained
dedicated HIV governance structures—such as the
National AIDS Committee—and ensured cross-
sector engagement (health, education, labour and
social protection). This approach preserved focus
on human rights, prevention and key population
programming—areas often overlooked during
integration into broader UHC systems.




Transformation in action

The integration of UHC reforms and HIV services during the past two decades demonstrate
the long-term commitment of Thai health systems to ending AIDS by 2030. Integration

made HIV services free at the point of care under UCS. This improved equity, dramatically
expanded ART coverage and testing rates, and out of pocket costs fell sharply, especially

for poorer households and migrant workers. In addition, evidence-based policy formulation
was also guided through multistakeholder consultations and the development of a national
strategy, driven by evidence from HTAs and high-level political commitment to equity.
Extensive geographical coverage of health delivery systems, together with a committed health
workforce, are the foundation for implementing UHC with an equity outcome. UHC has been
a powerful equalizer, as it nullified infant mortality gaps between rich and poor provinces (23).

Thailand phased in ART in 2006 and PrEP services in 2021 by leveraging domestic financing

and contracting with CSOs (19, 24, 26).

Data systems and monitoring were crucial for accountability. Thailand used national

digital systems to monitor ART retention, viral load (VL) suppression, coverage among key
populations and facility performance and payments (26). These real-time monitoring systems
and performance reviews, which were led by the NHSO and supported by CSOs, allowed
stakeholders to evaluate ART outcomes, viral suppression and service reach among key
populations. Subsequently, Thailand expanded service eligibility and access by increasing
investments in key population-led health services, introducing HIV self-testing approaches
and scaling peer-led and community-based models that improve outreach, testing uptake
and service retention among key populations (27, 28). The key population-led health services
now identify one in five people living with HIV and serve four out of five PrEP users. By 2023,
more than 26,000 individuals were receiving PrEP—Ilargely through key population-led health
services—while ART coverage reached approximately 82%, with viral suppression among

those on treatment at 96% (30).
Financing

Thailand leveraged domestic financing, mainly
from general taxation, to ensure the integration
of HIV services into UCS for the Thai population,
while funding for HIV services for non-Thai people
was mostly from external resources. International
donors such as PEPFAR and the Global Fund
supported the early integration process by:
helping community-led and key population-led
organizations demonstrate feasibility; establish
certification and quality systems; conduct costing
exercises; and later extend services to non-Thai
populations (31, 32). Integration of HIV services
into the UCS provides a stable domestic financing
mechanism that insulates HIV services against
fluctuations in external donor aid, especially if
external funding declines or donors withdraw.

Achieving financial sustainability required
explicit, ring-fenced budgeting. As Thailand
shifted from vertical donor-funded HIV

12

programming to routine government financing
through the NHSO, the following steps were
crucial: Firstly, making ART a standard ‘benefit
package item’ with a clear costed tariff, ensuring
predictable funding; and secondly, intentionally
absorbing and gradually establishing clear budget
lines for HIV testing, VL monitoring, prevention

of vertical transmission and PrEP. The anticipated
impact of expanded ART and PrEP services was
substantial, improving health outcomes across the
country while reducing long-term health-care costs
(34).

Standardized clinical pathways and
reimbursement mechanisms helped improved
efficiency. To ensure consistent service quality
and cost control, the NHSO introduced Diagnosis-
Related Group-based reimbursement and
capitation models for HIV services. This required
national treatment guidelines to be standardized,



enabling price negotiations and procurement efficiencies for ARVs and diagnostics. Providers
received predictable payments, which incentivized scale-up and reduced fragmentation.

Local production and pooled procurement drove down ARV costs. The integration of ART
into the UCS led to significant improvements in cost-effectiveness, with the bulk purchasing

of generic drugs reducing costs while ensuring quality medicines (17). Thailand’s Government
Pharmaceutical Organization (GPO) produced generic ARVs, which dramatically reduced ART
cost and enabled rapid ART scale-up (34). Thailand demonstrated that comprehensive reforms
across multiple programme elements can drive financial sustainability. Integration into UCS,
coupled with procurement reforms—such as centralized purchasing, long-term forecasting
and investment in domestic manufacturing capacity—significantly reduced costs (35).

Community and key population groups needed dedicated contracting models.
Community-led health services, especially for key population-led health services, are funded
through contracting models like RRTTR, which is a people-centred HIV service delivery

model that ensures individuals—especially key populations—are identified, engaged, tested,
treated and supported to remain in care for optimal health outcomes (36). Formal funding for
CLHS under UCS began in 2022 and further increases in the NHSO reimbursement rates are
planned for 2025.

Integration improved equity and reduced out of pocket costs. Financial protection has
improved through UCS, which offers services with minimal or no co-payment; For example,
ART, PrEP and HIV self-testing are free or subsidized, reducing out of pocket expenses. UCS
has significantly decreased catastrophic health expenditures, especially for inpatient and
catastrophic health events (35).

Capacity building

Thailand’s integration success was underpinned
by a coordinated, system-level strategy focused
on contextualizing global best practices through

from PEPFAR, local systems were equipped
to manage public financing for private service

delivery, strengthening long-term sustainability
sustained local capacity-building. The NHSO, in (33).

collaboration with CSOs, ministries and academic
institutions, facilitated intersectoral workforce
planning to ensure the right skill mix at all levels
of care (29).

Thailand must overcome a critical barrier—the
longstanding lack of genuine recognition of the
role of civil society by professional councils and
the Ministry of Public Health—to achieve the
goal of an intersectoral workforce. Investments
in health information systems, including
real-time HIV monitoring platforms, national
ART registry with full confidentiality protection,
data-driven planning and adaptive responses.
Supportive leadership and continuous skill
development reinforced a culture of innovation
and accountability, ensuring progress and good
practices were consistently shared and locally
grounded. Through further technical assistance



Viet Nam

® Background

Viet Nam'’s population living with HIV increased
by almost 150 times, from 1700 in 1990 to 250
000 in 2023. New infections more than tripled,
from 0.13 per 1000 in 1992 to 0.43 per 1000

in 1998 before declining to 0.11 by 2023. The
number of people living with HIV was 250 000,
while the prevalence rate stood at 0.3 by 2023
(37). The HIV epidemic has been concentrated
among key populations, particularly people who
inject drugs, transgender, gay men and other
men who have sex men, and female sex workers.
Although prevalence and incidence rates among
people who inject drugs and female sex workers
have declined slightly, gay men and other men
who have sex with men have experienced rising
infection rates between 2012 and 2020 (38).
Viet Nam attained lower-middle-income status
in 2009, and by 2013 donor support started to
decline, prompting the shift toward increased
domestic funding. By 2020, domestic sources
contributed 53% of total HIV expenditure, up
from approximately 20% in 2013 (39).

In 1992, the national SHI scheme was introduced,
initially covering formal sector workers but
gradually expanding to include the poor,
children and near-poor populations under

the 2008 Health Insurance Law. The scheme
covers 100% of costs for the poor and 80-95%
for others, with subsidies available to mitigate
remaining co-pays. However, in 2010, out of
pocket expenses constituted nearly 60% of
health expenditure despite expanding insurance
coverage (40). Therefore, the Health Insurance
Law was amended in 2014 to mandate broad SHI
expansion (41). Managed by Viet Nam'’s Social
Security (VSS), SHI provided coverage for over
94% of the population as of 2024 (42).



@ Systems innovation and structural design

Viet Nam'’s integration of HIV into SHI improved
financial protection, stabilized domestic
financing, expanded access, strengthened data
and planning, and provided a pathway toward
sustainable, domestically funded HIV services—
while highlighting the need to address equity and
administrative challenges. Some of the significant
strategies for systems transformations, along with
lessons learnt, include the following:

Policy alignment provided the legal, financial,
operational and equity foundations. While HIV
treatment had been traditionally funded through
donor support in Viet Nam, donor transition
plans motivated a new policy revising SHI law
and packages to allow for the procurement

of ARVs, creating procedures for HIV services
reimbursement by SHI, and initiating government
support for the enrolment of people living with
HIV (43, 44). The policy led to centrally procured
ART drugs being distributed through SHI-covered
facilities, embedding HIV care within the national
health system and ensuring continuity (41). The
2021 revision of Viet Nam’s Law on Prevention
and Control of HIV/AIDS (Law No. 71/2020/QH14,
effective 1 July 2021) further reinforced the

role of SHI in financing HIV services by explicitly
linking HIV care to SHI coverage. It clarified that
people living with HIV who are participants in
health insurance have their medical examination
and treatment costs covered by the SHI fund

and tasked the Minister of Health with issuing
the list of ARV drugs and related HIV services to
be covered by the SHI (45). Prior to this revision,
financing for HIV services was largely guided by
separate decrees and policies, with SHI gradually
integrating treatment services, but without an
explicit legal definition by law.

Core HIV services were considered in the
design of the SHI. Viet Nam'’s SHI package
included comprehensive HIV coverage since its
inception. Circular 15/2015/TT-BYT, issued in
June 2015, explicitly mandated SHI coverage for
ARV and other chemotherapies, medical supplies
and technical services related to HIV/AIDS, HIV
testing and diagnostic services, treatment of
opportunistic infections, in-patient HIV care and
prevention of vertical transmission services (46).
This reinforced SHI’s role in Viet Nam'’s broader

UHC agenda. Despite major progress, Viet Nam's
HIV response remains vulnerable in four main
areas. The largest vulnerability is HIV prevention
interventions, especially those tailored to key
populations. Second, several essential prevention
commodities are not covered. Financing for
CLOs and system strengthening remain highly
dependent on donors.

Viet Nam expanded HIV
access by integrating
services into social health
insurance, increasing
coverage, improving
continuity, and addressing

equity and administrative

challenges ”

Explicitly linking HIV care to SHI coverage
expanded service coverage. The integration

of HIV services to SHI removed financial barriers,
expanded provider networks and integrated HIV
care into routine health services. A key strategy
was pairing service integration with aggressive
enrollment policies, including provincial subsidies
for insurance premiums for people living with HIV.
By 2020, over 90% of people living with HIV were
covered by SHI—up from 50% in 2016 (47, 48,
49, 50,51). By 2023, coverage had surpassed 95%
(49, 51). However, PrEP is still not covered under
SHI and remains dependent on external financing,
such as PEPFAR, that finances 71% of the

cost (38). Linking HIV care to SHI also enabled
almost all out-patient HIV treatment facilities

to be integrated into the public health system

15



and became eligible to receive SHI reimbursements (52). Additionally, HIV services became
available in all primary health-care facilities and provincial hospitals, improving accessibility
outside major urban centres. This expanded service delivery beyond a few specialized centres
reduced travel time and other indirect costs, making it easier for patients—especially in rural
areas—to stay in care. Service integration also improved continuity of care, making it easier
for people living with HIV to access multiple services in one system, increasing engagement,
improving co-management of comorbidities and reducing fragmentation and loss to follow

up (43).

Prioritizing digital information systems. Viet Nam recognized early that robust digital
infrastructure was critical for reimbursing HIV services through SHI. To achieve this, the
government invested in a coordinated suite of digital reforms. Enhancing interoperability,
introducing e-claims systems, deploying digital enrolment tools and expanding electronic
medical records created a seamless environment for continuous reimbursement, efficient
financial management and real-time patient monitoring—while minimizing service disruptions.
These digital investments were pivotal in enabling Viet Nam'’s rapid scale-up of SHI coverage
for HIV and a smooth transition from donor support to domestic financing (53).

@ Political leadership and commitment

The looming financial shortfall due to declining
donor support posed a major risk to sustaining
the HIV response, especially life-saving ART, thus
emphasizing the urgency of domestic financing.
The national target to end AIDS by 2030 added
further pressure for sustainable solutions. While
donor withdrawal significantly influenced the
political prioritization of integration, legislative
reforms established the legal foundation for
SHI-based HIV financing (43). Leveraging SHI to
finance the provision of HIV services provided
an opportunity to capitalize on Viet Nam's
expanding insurance system (48).

The strong government commitment to UHC

and the HIV response provided a supportive
environment and the impetus for the successful
integration of HIV into SHI. In 2015, the Prime
Minister mandated the SHI to include HIV
services in the SHI package and increase the
enrollment of people living with HIV to 80%, from
the 30% recorded in 2013, and to 100% by 2020

@ Transformation in action

(44). All provinces were mandated to allocate

funds to buy health insurance for people on ART,
which increased the enrolment from 90% in 2019
to more than 95% coverage by 2023 (48, 49, 50).

Policy entrepreneurs, including leaders in

the Ministry of Health and Viet Nam Social
Security, as well as PEPFAR-supported experts,
catalysed reforms, with the 2015 government
decision to mandate HIV integration into SHI
serving as a pivotal move coupling the streams.
Policy-makers and technical experts, including
from the organizations mentioned above, as

well as international partners such as PEPFAR
and the Global Fund then collaborated to

define SHI-covered HIV services, streamline ARV
procurement and build reimbursement systems.
In 2021, a revised HIV law further mandated
testing for pregnant women and reduced the
age of consent for testing to 15, representing an
expansion of HIV services into SHI that promotes
earlier detection and improves access among key
populations.

A clear vision for the integration of HIV services into SHI was articulated by the Ministry

of Health and a system performance assessment, in collaboration with the Viet Nam

Social Security and the Viet Nam Administration of HIV/AIDS Control, was conducted to
identify gaps and areas for improvement. The strategy for change involved: setting clear
transformation targets, including achieving 100% SHI enrolment for people living with HIV;,
contracting all HIV outpatient clinics with SHI; and expanding the SHI-covered HIV service
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packages. Pilot programmes and assessments conducted jointly by the Ministry of Health,
Viet Nam Social Security and Viet Nam Administration of HIV/AIDS Control gathered data
to evaluate the success of integration and inform necessary adjustments. Delays in ARV
procurement prompted streamlining of reimbursement and stock management systems.
Low rural uptake led to decentralized service delivery and provider feedback on billing gaps

resulted in targeted training (57).

The impact of the transformation on the quality, efficiency, and sustainability of HIV services
was tracked by performance assessments carried out by the Ministry of Health, Viet Nam
Social Security and Viet Nam Administration of HIV/AIDS Control, ensuring that the shift

to SHI financing did not compromise access to care and the quality of care for people

living with HIV. As a result, only 13.4% of clients incurred out of pocket costs for ART post-
transition, averaging $8/year (44). By late 2021, more than 85 000 people living with HIV out
of 250 000 had transitioned to SHI-funded ART. As of 2023, ART coverage stood at 78%,
and viral suppression reached an impressive 98% among treated patients. PrEP scale-up was
also notable, with over 44 000 users at 210 sites by early 2025 (38).

® Financing

Following the 2015 mandate requiring full
enrollment of people living with HIV, and its rise
as an LMIC, Viet Nam began steps to transition
from international to domestic funding, as
described below.

Making SHI the core funding mechanism to
protect HIV services from fluctuations in
external aid. To encourage predictable, long-
term financing, Viet Nam gradually transitioned
toward domestic financial sustainability. To do so,
both the central and local government mobilized
domestic resources to support the scheme.
Provinces developed sustainable financing plans
and increased their budget contributions to HIV
services. This contributed to broadening the
domestic funding base as domestic resources
increased from 36% (2016) to 53% (2020) of total
HIV expenditure (56).

Centralizing procurement for cost
management. Viet Nam’s integration of ARV
drug financing into SHI strengthened domestic
procurement mechanisms and reimbursement
pathways, contributing to improved supply
stability and locally managed drug financing

® Capacity building

(56). Between 2018 and 2020, Viet Nam
embarked on a sequenced, multiyear policy

and operational transformation, to shift ARV
drug procurement from donor mechanisms
(PEPFAR/Global Fund) to the SHI system. In
2018, the Ministry of Health designated Vietnam
Social Security as the national agency for
centralized ARV procurement using SHI funds;
this establishes the legal basis for shifting from
fragmented provincial or donor purchasing. To
prepare, these two bodies developed multiyear
national quantification for SHI covered clients,
provinces created transition roadmaps and an
integrated plan aligned PEPFAR and Global
Fund transitions. Before national tenders could
proceed, robust back-end infrastructure was
required. SHI developed the reimbursement
framework for HIV services. In 2019, Viet Nam
Social Security conducted the first national ARV
tender using SHI funds, replacing fragmented
provincial purchasing. By the end of 2020,
virtually all ARV procurement for people enrolled
in SHI was funded and managed through Viet
Nam'’s centralized mechanism. This shift reduced
procurement costs compared to previous donor
driven or decentralized approaches.

Capacity-building was one of the most decisive factors in Viet Nam's successful transition
of HIV services to SHI. It helped ensure that facilities could meet administrative, financial,
regulatory and clinical requirements—reducing risks of service disruption and improving
sustainability. Some key strategies and lessons learned included, as described below
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Developing local leadership and advocacy skills. All provinces received technical assistance
on advocacy for their provincial people’s committee to allocate provincial funds for health
insurance cards, support for ARV co-payment and to conduct an information, education and
communication (IEC) campaign to encourage voluntary ART enrollment. Development of
local leadership and support for technical infrastructure were also essential to enable the
system-wide shift to an integrated, nationally funded, HIV service delivery (44, 47).

Critical technical assistance and knowledge transfer. To prepare for SHI reimbursement

for ART, international partners, including PEPFAR, the Global Fund and UNAIDS, provided
technical assistance to more than 400 health facilities to provide SHI medications. In addition,
PEPFAR provided targeted technical assistance to Viet Nam Social Security and the Viet Nam
Administration of HIV/AIDS Control to strengthen their capacity in managing and financing
integrated HIV services, as well as in enhancing health information systems. This included
actuarial training for Viet Nam Social Security staff to accurately project the cost of including
HIV treatment services in the SHI benefits package, and support in developing SHI related
regulatory policies.

Equipping health workers to deliver under the new model was essential. As Viet Nam
integrated HIV services into SHI, facilities needed substantial capacity building—including
training in health insurance reporting, claims documentation and financial procedures—to
meet the administrative requirements of SHI reimbursement. Training programmes were also
conducted for health workers to ensure they had the skills for service delivery under the new
domestic financing model. Additional efforts involved designing non-stigmatizing enrollment
processes for people living with HIV and key populations and advocating government
leadership to ensure the financial protection of those most affected.

Viet Nam advanced HIV
financing through social
health insurance, driven by
donor transition pressures,
strong policy leadership,
centralized procurement,

expanded coverage, and
sustained capacity-building for
system resilience and equity
challenges, improving access
continuity and long-term
efficiency




Rwanda

Background

Rwanda'’s HIV incidence was 8.3 per 1000
uninfected population in 1990 and declined
significantly to 0.24 per 1000 by 2024 (57). The
country made notable progress in the HIV
response with its ‘Treat-All Policy’ established in
2016; HIV prevalence fell to 2.7% by 2024, with
an estimated 230 000 people were living with
HIV as of that year. While the country has made
significant strides toward achieving the UNAIDS
95-95-95 targets, challenges persist—particularly
among adolescent girls and young women and
key populations (59).

Rwanda’s HIV response has used a financing
model that combines government funding, donor
aid, insurance premiums and out of pocket
payments. In 2023, PEPFAR and the Global

Fund together financed 84% of HIV-related
expenditures (58, 59). One of Rwanda’s most
transformative health system reforms has been
the development of Community-Based Health
Insurance (CBHI), or Mutuelles de Santé, which
has improved both service access and financial
protection. Piloted in 1999, scaled nationally

by 2004 and made mandatory in 2007, CBHI
achieved coverage of 83.5% of the population,
representing 92% of insured population. While
this national insurance is not an ‘NHI’ in the strict
single payer sense, it covers HIV care as part of
overall health services (60).

Systems innovation and
structural design

Integrating HIV services into CBHI required
comprehensive health system reforms rather
than a single policy adjustment. This approach
aligned with the country’s broader UHC reforms
and HIV sustainability priorities. Key system
transformations that enabled HIV integration are
described below.

Formal policy integration of HIV into an
essential health service package. Initially
supported by donor programmes and local
initiatives, CBHI was placed under the
management of the Rwanda Social Security

TR
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Board (RSSB) in 2015. While CBHI does not
directly finance ART, which remains donor funded
and free to all patients regardless of insurance
status, it plays a crucial complementary role in
Rwanda'’s HIV response. Alongside these reforms,
Rwanda is planning a phased ART scale-up
strategy, integrating HIV services into the broader
primary health-care system to ensure equitable
and sustainable access. Initially, CBHI focused on
providing general health services. Over time, as
the HIV epidemic became a national priority, the
CBHI benefit package was expanded to include
treatment of opportunistic infections, helping

to reduce out of pocket expenses and financial
barriers for people living with HIV. This provided
the legal basis for CBHI reimbursement of HIV
care and removed ambiguity over whether HIV
services could be financed through insurance
rather than donor funds.

Designing and costing benefits package to
ensure predictability for CBHI financing. HIV
services were previously delivered through
vertical, donor-financed systems with different
costing structures. Integrating into CBHI
facilitated access to integrated health service
delivery platforms, offering financial risk
protection that ensures vulnerable populations,

Political leadership and commitment

Politically, the government strongly prioritized
health and development (63). The collapse

of Rwanda’s health system in the 1990s was a
major challenge that spurred efforts toward
integration and reform. Infrastructure destruction,
health worker shortages and widespread
disease, including HIV, were viewed as barriers
to national recovery and economic development.
Financial barriers also restricted access to

care, focusing attention on the need to reduce
inequities related to user fees (61). To enhance
quality and accountability, the Ministry of Health
introduced Performance-Based Financing (PBF)
in 2001-2002, linking funding to measurable
outcomes and incentivizing health workers and
facilities to improve service delivery, including
for HIV care (64). HIV integration required

20

including the poor, are not excluded from general
health services, noncommunicable disease

care and mental health support. HIV services—
including clinical consultations, laboratory tests,
and treatment monitoring—were explicitly costed
and incorporated into CBHI benefit packages.
Service tariffs were aligned with CBHI payment
rules (60). Financing for HIV prevention services

is mixed: some are covered through CBHI; while
population-level and key population interventions
are funded by public health budgets and
development partners delivered within the

same health system. Voluntary medical male
circumcision (VMMC) is also supported under
CBHI (61). Integration also extended to TB/HIV
services and increasingly includes screening/
management for noncommunicable diseases and
mental health within HIV care platforms.

Health information systems and digital
integration. Implementation of CBHI required
standardized documentation and digital
reporting. To reduce parallel reporting and
administrative bottlenecks, HIV patient records
were integrated into the national health
management information system, which enabled
eligibility verification, service coding and
streamlined claims submission.

coordinated reforms across financing, service
delivery and insurance administration. Donor
transition plans were deliberately aligned with
national health insurance reforms—particularly
the CBHI scheme—under strong government
leadership. This process was supported by

close collaboration between the Ministry of
Health, the Rwanda Biomedical Centre and CBHI
administrators, ensuring continuity of HIV services
as external financing declined and responsibilities
shifted to domestic systems (66, 67, 68, 69).



Transformation in action

Rwanda'’s Vision 2020 set a strong foundation for health system reform, emphasizing
integration, UHC and reduced donor dependency. In 2002, Rwanda outlined a clear vision
for health system reform focused on integration, UHC and reduced donor dependency (63).
Planning involved assessments and stakeholder consultations, leading to a strategy that
prioritized ART scale-up, HIV service integration into CBHI, and expanding CBHI coverage.
Robust monitoring systems and health information tools tracked progress through regular
reporting and workshops led by the Ministry of Health and the Rwanda Biomedical Centre
that informed adjustments (65). Expansion of CBHI and UHC reforms were designed to
improve access to and utilization of HIV services within the broader health system, with
evidence showing that higher CBHI use was associated with increased uptake of key HIV
services such as prevention of vertical transmission and voluntary counselling/testing. These
reforms strengthened national health infrastructure, improved outcomes and built a resilient,
adaptive system when accompanied by strong data systems and responsive governance. As
a result of the reforms, Rwanda achieved the 95-95-95 targets in 2022 (58). PrEP uptake is
increasing among key populations, and over 4.2 million people were screened for STls in
2022-2023 (62). The poorest pay no premiums, with support from government and donors.

Financing

Transitioning to domestic financing through CBHI was the key to affordable HIV care.
Rwanda'’s HIV programme has been primarily financed through international donors, with the
Global Fund and PEPFAR financing 88.5% of the national HIV response by 2025 (70). While
these funding streams have supported major progress in care and prevention, they raise
concerns about long-term sustainability. Nationally, the Rwandan Government subsidizes
the CBHI scheme and has implemented PBF systems which are also donor supported. Under
CBHI, outpatient co-payments are capped at Rwandan franc (RWF) 200 (approximately

US$ 0.15) to ensure affordability, while the poorest citizens are fully covered through
additional subsidies provided by the Global Fund (63). Research and policy analyses show
that the implementation and expansion of CBHI in Rwanda have substantially reduced out
of pocket health-care payments for insured enrollees, with reports that the out-of-pocket
health expenditures as a share of total health spending fell from about 26.6% in 2000 to
approximately 10.4% by 2020. (61, 64, 67).

Capacity building

Task-shifting, standardized protocols and differentiated service delivery supported
the transformation. The Ministry of Health and Rwanda Biomedical Centre, supported by
PEPFAR, the Global Fund and the World Bank, introduced: task-shifting by: training nurses
to manage ART; PBF to incentivize quality care and community health workers (CHWs); and
peer educator programmes for outreach and adherence (60). Standardized HIV protocols
(2002) and regular updates (e.g. Treat-All in 2015) ensured uniform service delivery, while
differentiated service delivery (DSD) models like training on multimonth ART dispensing
reduced clinic burdens (61). Training in integrated services (TB/HIV, prevention of vertical
transmission) further streamlined care. These efforts, supported by nongovernmental
organizations (NGOs) and WHO, continue to drive Rwanda to sustain its achievement of the
95-95-95 targets, though challenges like donor dependency and workforce gaps remain.
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Kenya

Background

Kenya has a generalized HIV epidemic, with an
adult prevalence of 3.0% and an estimated 1.3
million people living with HIV as of 20224. While
the country has reduced new infections and
AIDS-related deaths, key populations—such as
female sex workers (27.5%), gay men and other
men who have sex with men (19.1%) and people
who inject drugs (18.3%)—continue to face a
disproportionate burden (71, 72, 73). Females
account for approximately 65% of the people
living with HIV, adolescents and young people
aged 10-24 years accounted for 38% of all

new HIV infections, with adolescent girls and
young women comprising eight out of every
ten new cases in this age group. However, there
are significant geographical disparities, with
seven counties, including Nairobi and Kisumu,
accounting for 50% of all people living with HIV
(73).

Health financing is supported by government
funds, donors, private insurance and high out of
pocket spending, which accounted for 24-26%
of total health expenditure in recent years (74).
Historically, the National Hospital Insurance Fund
(NHIF), established in 1966, was the main public
insurance scheme. It served primarily formal
sector employees and was expanded later to
include informal workers. Kenya's health system
was significantly restructured in 2013 through
devolution, i.e. transferring most service delivery
functions to 47 county governments, while the
Ministry of Health retained policy and regulatory
roles (75). This caused local governments to
take charge of most health service delivery,
improving local responsiveness and management,
while policy-making and regulation remained
centralized. Yet, by 2022, only 24% of the
population was covered (76). To address this,
Kenya launched a major reform under the

Social Health Insurance Act (SHIA) of 2023,
replacing NHIF with the Social Health Authority
(SHA), which manages three funds: the Primary
Healthcare Fund; the Social Health Insurance
Fund (SHIF); and the Emergency, Chronic and
Critical lliness Fund (77).



Systems innovation and structural design

The new mandatory contribution model under
the Social Health Insurance Act was introduced
to transform health financing for UHC, ensuring
universal, affordable and high-quality health
insurance for all citizens. This reform explicitly
sought to expand access to HIV services without
imposing financial hardship. However, the rollout
faced early legal and administrative challenges,
including a High Court suspension that delayed
implementation until early 2024. The scheme
was ultimately launched in late 2024, at which
point all Kenyans were required to register under
the new Social Health Authority. This transition
coincided with significant budget reductions

and health-sector financing gaps—most notably
the 2025 cuts in funding from the United

States Government that directly affected HIV
programmes (78, 79, 80).

Stacked health service coverage approach.
Kenya’s health financing reforms adopt a stacked
(layered) service coverage model, in which
different health needs are covered by distinct
but complementary financing layers, rather

than a single flat benefits package. Each layer
addresses a specific level of care intensity, cost
and population need. Under the Social Health
Authority, health benefits are financed through
three distinct funds, each addressing different
levels of care, including HIV services. Layer 1 is
the Primary Healthcare Fund providing universal
access to preventive, promotive and basic
services at the community and primary care levels.
Layer 2 is the Social Health Insurance Fund—
contribution-based with government subsidies
for the poor—covering the majority of outpatient
and inpatient services across accredited
facilities. This is the core insurance layer of the
system. Layer 3 is the Emergency, Chronic and
Critical lllness Fund, a publicly financed risk

pool that provides financial protection against
high-cost, severe and long-term conditions for
the most catastrophic illnesses (81). There are
structural limitations to a stacked approach,
where coverage is primarily facility-based and
community-based programmes are generally
covered only when linked to service channels
recognized by the Social Health Authority. As a
result, most community-based HIV programmes

are only covered when they are delivered
through service channels formally linked to the
SHA system. Ongoing advocacy efforts aim

to secure continued support for the inclusion
of the full range of HIV services within the
Social Health Authority—including prevention
services outlined as priority interventions in
Kenya'’s HIV Prevention Operational Plan. This
includes ensuring that PrEP and other essential
prevention services are fully covered. This
requires shifts towards integrating community
interventions into primary care networks to
maintain continuity of prevention and treatment
services.

HIV within the Social Health Authority. The
benefits package incorporates comprehensive
HIV services, including ART, advanced HIV care
and treatment of related conditions throughout
the layers of the system. Importantly, the Social
Health Authority model embeds HIV care within
the general health system rather than maintaining
stand-alone, vertical HIV clinics. By anchoring
UHC at the primary care level, the system

is designed to ensure that HIV services are
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accessible through primary health facilities. This integrated approach aims to reduce stigma
and discrimination, improve continuity of care and strengthen long-term management of
co-morbid and chronic conditions. This includes provision of TB and HIV services, including
ART, STI management and associated testing, especially in private facilities. The approved
primary health-care and Social Health Insurance Fund benefits include ARVs and HIV testing
and follow-up tests, TB, management of HIV, STls, noncommunicable diseases, mental
health screening, management, referral and rehabilitation (82, 83).

Digital backbone in the Integrated Healthcare Information Technology System (IHTS).
An investment into IHTS dating back ten years was the foundation for integrating and
transitioning preexisting health information management systems, in partnership with

the private sector, to ensure seamless service delivery and financial tracking (84, 85). It is
designed to operate with the Kenya Health Information System (KHIS/DHIS2), the Facility
Electronic Medical Records (EMRs) and laboratory information systems. This facilitates the
integration of previously vertical programmes, such as HIV, into the unified purchaser system
and improves visibility of the full HIV service cascade (86, 87). However, as the Social Health
Insurance Fund is still in its early stages, comprehensive information systems and monitoring
and evaluation systems are still encountering their own challenges (88). Interoperability
remains uneven, especially in lower-level facilities and community settings (89). Early
monitoring has already highlighted challenges, such as service disruptions linked to PEPFAR
funding cuts and persistently high out of pocket spending, currently at 24%, risking setbacks
if the Social Health Insurance Fund rollout slows.

Political leadership and commitment

Kenya's transition to the Social Health Insurance A critical policy window opened with the SHA

Fund was shaped by multiple policy factors. Act of 2023, aligning with Kenya’s UHC agenda

Key issues in.cluded: unsustainable donor and the need for sustainable domestic financing.
reliance; limited coverage from the National Multiple actors are involved, including the:

Hospital Insurance Eund (especially among Ministry of Health; National AIDs and STI Control
informal workers); high out of pocket costs; Programme; Social Health Authority; county

and inefficiencies in vertlFaI HIV programmes governments; CSOs (e.g. HENNET, Y+ Kenya);
(90)-.-”"9 urgency was heightened Py PEPFAR and international donors. Policy entrepreneurs—
funding cuts, which disrupted services and Ministry of Health leaders, National Syndemic

exposed fragilities in the system (91). Political
support for UHC is strong, but implementation is
challenged by devolution-related capacity gaps
and coordination needs (75).

Diseases Control Council, National AIDs and
STI Control Programme, CSOs, communities
of people living with HIV and development
partners—have seized this window to push for
HIV integration into the Social Health Insurance
Fund (92).

Transformation in action

Kenya's vision for UHC by 2030 is aligned with the 95-95-95 HIV targets despite cuts in
PEPFAR funding. Stakeholder consultations involving the Ministry of Health, CSOs, counties
and donors informed the design of the Social Health Insurance Fund, with ambitious
targets set, including 100% enrollment in the Fund by 2027 and reduction of out of pocket
spending to under 15%.
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Despite these challenges, Kenya has made significant gains: the 95-95-95 targets had
been attained by 2023, prevention of vertical transmission stood at 89% and multimonth
dispensing (MMD) has been scaled up to 72% of eligible clients, reducing the burden on
facilities and patients (93). While the National Hospital Insurance Fund provided limited
financial relief, its coverage and benefits were insufficient. The Social Health Insurance Fund
aims to address these gaps by improving equity through income-based contributions and
expanding benefits to include chronic and critical illnesses.

Financing

Kenya's HIV response has relied heavily on donor funding, with PEPFAR and the Global
Fund financing close to 80% (94). In 2022, domestic public resources accounted for nearly
half of Kenya’s current health expenditure (about 47%), while domestic private sources
contributed a substantial additional share (around 35-36%) of total health spending,
underscoring the significant role of domestic financing in Kenya'’s health sector (95, 96). The
introduction of the Social Health Insurance Fund adds a new domestic funding pool which
reduces out of pocket expenditures, while working with international support, to improve
both funding effectiveness and service delivery. The Social Health Insurance Act establishes
a comprehensive, mandatory insurance framework, with contributions set at 2.75% of
gross income and government subsidies for households in need of financial assistance

(96, 97). The Social Health Insurance Fund benefit package has been defined as HIV,
noncommunicable diseases, mental health and other chronic conditions.

Kenya’s health financing strategy (2020-2030) expanded revenue sources beyond traditional
government budget allocations to include sin taxes and levies, leveraging public—private
partnerships, grants, donations and other non-tax revenue streams (82, 100). However,
enrollment from the informal sector remains untested. The shift from the National health
Insurance Fund's fee-for-service model to the Social Health Insurance Fund's capitation
system for outpatient care is streamlining the provision of services. However, up to 2024,
ARV financing relied on a hybrid of donor and other domestic sources. In early 2026, the
Government allocated Kenyan shilling (KES) 6.1 billion to the Social Health Authority—well
below the estimated KES 168 billion required for full implementation. Early implementation
data indicate that the Social Health Authority collected substantial contributions and
disbursed significant payments to facilities, but budget allocations remain far below
estimated financing needs and active contributor participation remains limited, raising
sustainability concerns (101, 102). Overall, these reforms are advancing sustainable HIV
financing and strengthening care delivery, despite ongoing disparities in local resource
distribution. The latest Kenyan HIV response data show the country funding 63% of the
response using domestic resources (94). However, the 2025 funding crisis prompted calls for
supplementary domestic financing and rapid finalization of benefit packages (91).

Capacity building

To ensure effective capacity-building for integrating HIV services into the Social Health
Insurance Fund, the Ministry of Health and development partners implemented targeted
training programmes for health-care workers on Social Health Insurance Fund enrollment
processes and insurance management (88). County teams were trained in claims processing
to ensure efficient reimbursement for HIV services. Multiprofessional workforce planning was
employed to address human resource gaps, while leadership support was provided at the
county level to guide implementation.



Lessons and Recommendations
.

Achieving the high-level outcome of integrating HIV services into broader health systems is

a key strategy for achieving UHC and sustaining HIV responses. In the context of declining
external funding, increasing domestic resources for the HIV responses is an imperative for low-
and middle-income countries. The integration of HIV services into national health insurance
schemes represents an opportunity for sustainable and equitable financing. The four case

studies highlight the following.
Priority Recommendations

1 Prioritize high-level advocacy to secure

Strong political will was critical in ensuring political commitment and leadership for HIV
the credibility of national health insurance, integration into national health insurance,
enabling needed legislation and aligning HIV including: engaging policy-makers and
service delivery with UHC goals in the countries. | influencers to champion the legislative and
Thailand'’s early adoption of UHC and Viet regulatory reforms required; aligning HIV
Nam'’s legislative reforms to include HIV in SHI | sustainability goals with national health and
show the importance of leveraging political development agendas; and building political
momentum to drive systemic change. In Kenya, | momentum to ensure country ownership and
recent reforms reflect a growing government accountability.

commitment to equity and sustainability, albeit | 2 National health insurance schemes should

resistance from part of the private sector or adopt inclusive governance and promote

citizens. stakeholder engagement, particularly CSOs,
key populations, and people living with HIV, to
ensure that integration efforts are rights-based,
stigma-free and responsive to community
needs.
3 Countries should strengthen the
The diversity in the pathways and scope of institutionalization of multisectoral collaboration
HIV integration depended on the country and linkage to ensure that non-biomedical
context. However, the underlying principles HIV interventions, such as economic support,
of sustainability, equity and resilience remain mental health services and social protection, are
consistent across the countries. adequately financed through complementary

mechanisms.

4 Strengthening of monitoring and evaluation
systems to track integration outcomes, identify
service gaps, and inform adaptive policy
responses are needed.

5 Real-time data platforms and community-led
feedback mechanisms are needed to enhance
accountability and responsiveness.
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Priority Recommendations

Countries adopted
a phased approach, beginning with select
services or populations and gradually expanding
coverage. This enabled the countries to manage
resource constraints while building institutional
capacity. Thailand's stepwise inclusion of ART
and Viet Nam'’s gradual transition from donor-
funded ART to SHI reimbursement demonstrated
the value of sequencing reforms to minimize
disruption and optimize learning. Rwanda’s
use of CBHI to complement donor-funded HIV
services highlights the importance of tailoring
integration strategies to local realities.

6 Countries that do not have the luxury of a
stepwise approach need to develop alternative
innovative financing models in the short term while
working on integrating HIV into available or new
forms of national health insurance.

7 : In the medium term, countries at stages 1-3
need to launch or strengthen their national health
insurance systems, supported by innovative
financing models and multisectoral support.

8 In the long term, all countries need to work on
economic growth to expand their public revenue
base in which population contributions and

the innovative public financing models provide
adequate revenues for national health insurance.

Transitioning from donor dependency to
domestic financing requires deliberate policy
shifts, innovative funding mechanisms and
strategic partnerships. Countries leveraged
general taxation, social health contributions
and targeted subsidies to finance HIV services.
Thailand’s use of domestic manufacturing to
reduce ART costs, Viet Nam'’s provincial budget
allocations for SHI enrollment and Kenya's
introduction of sin taxes and public—private
partnerships under the Social Health Insurance
Fund illustrate diverse approaches to expanding
fiscal space. However, challenges remain,
particularly in ensuring equitable access for key
populations and informal sector workers.

9 The safeguarding of HIV-specific funding within
the national health insurance schemes is key to
providing reassurance that resources will not be
diluted and there is continued prioritization of HIV
prevention, care and treatment services.

Capacity Building was key to HIV supply

chain integration. Brazil advanced workforce
development through integrated approaches.
Ethiopia institutionalized training with
standardized curricula and a domestic facility.
Nigeria stressed investment in training and
standardized CBD templates for sustainability.
Zambia combined integration with supplier
development, training on procurement, and
promoting transparency to build trust and local
participation.

10 Integrate task-shifting into national human
resources and financing systems and use data to
monitor quality and address gaps in recognition,
pay and career progression for community health
workers.

11 Embed task-shifting in the health system with
clear role definitions, strong training and supportive
supervision, and align it with human resources for
health planning and career structures to ensure
sustainability and patient safety.

12 Regional and global knowledge exchange to
share lessons learned, best practices and technical
innovations to ensure they accelerate progress
toward ending AIDS as a public health threat by
2030.
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