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BASELINE ASSESSMENT OF THE CURRENT STATUS OF RESOURCES, POLICIES AND 
SERVICES FOR INJECTING DRUG USE AND HIV/AIDS IN SOUTH AND SOUTH EAST ASIA. 
 
INTRODUCTION 
The United Nations Regional Task Force on Injecting Drug Use and HIV/AIDS in Asia and the 
Pacific (UNRTF) commissioned the Centre for Harm Reduction (CHR), Macfarlane Burnet Institute 
for Medical Research and Public Health, Australia to undertake a baseline assessment of current 
programs and services for drug users in South and South East Asia. The assessment would serve 
to identify major barriers for the implementation of harm reduction programs and to measure 
progress in the scaling up of programs and services for drug users in Asia. This would inform 
priority areas for the UNRTF’s work-plan. 

Goal: Development of an analytical framework and a baseline assessment of current programs 
and services for drug users in South and South East Asia. 
Output 1: An analytic framework/matrix to monitor and evaluate scale up activity in selected South 
and South East Asian countries. 

The analytical framework would contain the essential data necessary for the development of 
country-by-country support plans in the following areas: 

• advocacy for political commitment, conducive policies and allocation of adequate 
resources for scaling up harm reduction services; 

• technical assistance and capacity building in all areas of comprehensive services and 
continuum of care for drug dependent users; 

• management and operational planning of scale-up efforts; 

• monitoring and evaluation. 

The information collected for the baseline addresses three main areas: 

• National Program Support; 

• Barriers to scaling-up; and 

• Service coverage and program implementation. 

Output 2: A desk based baseline assessment of selected South and South East Asian countries 
on key scale-up criteria, identifying gaps for further data collection and research activity.  

The baseline assessment would identify the main elements of country support programs, including 
the following: 

• legal environment (drug control laws, legal status and availability of substitution drugs, needle 
and syringe, legal/judicial practices and punishment of illicit drug use, access to health 
services); 

• policy environment for comprehensive services to drug dependent users; 

• existence of national scaling-up plans/programs; 
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• surveillance systems in place;  

• current status of resources allocated to drug dependence related HIV/AIDS prevention, 
treatment, care and support (national budgets and external funding); 

• current coverage of services, including interventions in prison settings; 

• existing human resources in the harm reduction sector; 

• monitoring and evaluation systems; 

• key barriers to scaling-up; 

• existence of collaborative mechanisms between drug control and HIV/AIDS agencies of 
Government and civil society; 

• existence of collaborative mechanisms between public health and law enforcement agencies of 
Government and civil society; and 

• other gaps in country responses. 

 
PROCESS 
The baseline assessment was a two step process with two major outputs. 

 1. An instrument to monitor and evaluate scale up activity in selected South and South East Asian 
countries was developed by CHR. The instrument was presented to the Task Force at the UN 
Regional Task Force Meeting in Kuala Lumpur in July 2006. Feedback and suggestions from the 
Task Force members were noted and later incorporated into the final instrument. The final 
instrument was validated by the Task Force. 

2. A desk based review of relevant documents was conducted. Countries in the purview of this 
assessment were Bangladesh, India, Nepal and Pakistan in South Asia and China, Indonesia, 
Malaysia, Myanmar, Thailand and Vietnam in South East Asia. 

To avoid duplication of effort and in consideration of a potential SIDA funded initiative among drug 
users in the SE Asian Region, WHO Cambodia requested CHR to include Laos and Cambodia in 
the exercise. As a result, the baseline assessment covered 4 South Asian and 8 South East Asian 
countries. 

 
METHODOLOGY 
Step 1: A desk based review of documents pertaining to the subject area was conducted from early 
November until mid December 2006. One full time staff member, Burnet Institute country program 
managers and country teams began gathering and collating information for the countries of interest.  

Step 2: A matrix was developed to facilitate data collection according to the objectives. 

Step 3: Data was sourced from UN documents, a recent assessment of Drug Issues and 
Responses in the Asia Pacific Region undertaken by Centre for Harm Reduction (CHR) and 
Turning Point Alcohol and Drug Centre for the Australian National Council on Drugs (ANCD), NGO 
and government reports, the Hidden Epidemic reports, country profiles, project proposals including 
the UNDOC ROSA Project TD/RAS/03/H13, project reports and evaluations, personal 
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communications with key informants, websites of international organizations and multilateral and 
bilateral development agencies, the USAID CORE initiative (Mapping HIV/AIDS Service Provision), 
the Asian Harm Reduction Network Bulletins, newspaper and magazine articles and conference 
presentations. 

A full list of references is included at the end of this document.  

Step 4: After the country matrices were completed, country assessments were sent to various key 
informants for validation of the information gathered and to source additional information and.  

Feedback and comment was received from UNODC Regional Office for South Asia (ROSA), 
UNODC Pakistan, UNAIDS Nepal, FHI and ICDRR-B in Bangladesh, WHO Cambodia, the AusAID 
funded IHPCP and Burnet Offices Vietnam, Lao and Indonesia, NGOs, program implementers and 
researchers in South and South East Asia.  

Data analysis: all the data gathered were included in the matrices and where gaps were identified 
these were recorded.  

 
GAPS IDENTIFIED 
(1) Legal and policy environment  

One of the main impediments to the implementation and scaling-up of harm reduction 
programs is the confusion surrounding the implications of legislation and policies on NSP and 
substitution therapy in many South East Asian countries. Often, the HIV laws or policies clash 
with those of the bodies responsible for all drug-related issues. For example, in Vietnam, NPS 
are endorsed in the Law on HIV/AIDS Prevention and Control, whereas possession of needles 
and syringes is still unlawful for those recorded as suspicious or IDU. Similarly, in India, it is not 
actually clear whether NSP are legal or not. Sometimes, the interpretation of legislation and 
policies varies between different districts and provinces, and between law enforcement 
agencies and harm reduction service providers. Even where conducive laws and policies are in 
place, their implementation may be delayed or simply not happen at all. 

In several countries, harm reduction interventions such as substitution therapy and NSP are 
still operating illegally (e.g. Vietnam, Bangladesh). Harsh penalties may apply to possession of 
small quantities of drugs. Strong advocacy will be required to address the laws that prevent 
their operation. Where possible, IDU should be involved in policy formulation. This has so far 
been a major gap. 

(2) Surveillance and M&E 

Some countries have made notable progress regarding their surveillance and M&E systems 
and are developing a standardized, country-wide system, e.g. Myanmar (see below). In other 
countries, surveillance is irregular and only covers selected areas (e.g. Malaysia). In several 
cases (e.g. PDR Lao), the main mechanism of surveillance is through seizure and arrest data. 
Often, screening and treatment data do not disaggregate for IDU. 

(3) Coverage 

In most countries, service coverage is highly uneven (e.g. India, China, Bangladesh).  
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In addition, there are often imbalances between the different types of services provided. For 
example, in China the emphasis has largely been on methadone maintenance, at the expense 
of needle and syringe programs. In some countries, there is basically no service provision for 
IDU (e.g. PDR Lao). However, it must be taken into account that countries are at different 
stages of responding to the HIV/AIDS epidemic among IDU. 

Within existing services, referral mechanisms are frequently weak, and integration of 
prevention, care and support programs is lacking. Services in prisons are non-existent in most 
countries surveyed. Sometimes even condoms are not available (e.g. India). 

Discrimination and stigma continues to be a major barrier to accessing services for IDU in all 
countries. This also occurs within health services. For example, there is widespread 
discrimination against IDU with regard to the provision of ARV. Consequently, the delivery of 
ARV for IDU is very weak throughout. Alternatively, IDU receiving ARV may be denied oral 
substitution therapy (e.g. India). 

Insufficient attention is paid to female IDU, who constitute only a small fraction of service users 
in many countries. Their special needs ought to be taken into account, especially seeing that 
there is significant overlap between the female IDU and sex worker populations. 

Where possible, IDU should be involved in the design and delivery of harm reduction programs. 
This has so far only happened in a minority of cases. 

(4) Resources 

Most harm reduction programs remain donor funded. Where money has been made available 
by governments, disbursement is often slow. 

Technical expertise in harm reduction remains low in many cases, and capacity building is 
urgently required. Human resources constitute a bottleneck in many countries – this ranges 
from insufficient staff numbers, to high staff turnover and underpaying.   

(5) Collaborative mechanisms 

The different government ministries and international agencies active in countries often 
operate vertically. Sometimes, it is not clear who is responsible for the coordination of harm 
reduction policies and programs. There may also be tensions between different government 
ministries (e.g. Cambodia), or competition between service providers. 

 
RECOMMENDATIONS 
(1) Strengthening Data Collection 

For several countries, data on service provision is still incomplete, despite persistent efforts to 
obtain this information. These gaps should be filled as soon as possible. Ultimately, data 
should be collected at regular intervals to inform countries’ progress in providing services for 
injecting drug users so that the spread of HIV amongst this group can be contained. During 
data collection, it emerged that frequently different agencies operating within the same country 
were not well informed of each other’s activities. Better collaboration and coordination between 
different agencies is required, especially between governmental and non-governmental 
organizations. 
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It might be useful to set up a central database that service providers as well as government 
and international organizations can access. This has recently been accomplished in Myanmar, 
where a national monitoring and evaluation system was designed with the help from CHR. This 
system monitors coverage of service delivery and impact.  

(2) Clarifying Laws and Policies 

The legal and policy situation, especially with regard to needle and syringe programs and 
substitution therapy, for most countries should be reviewed in depth (except Bangladesh, India, 
Nepal, Pakistan, which are covered in a draft UNODC ROSA document “Legal and Policy 
concerns related to IDU Harm Reduction in SAARC Countries”). This is warranted since in 
many cases, the implications of existing laws and policies are not clear, leading to different 
interpretations by law enforcement agencies and harm reduction organizations. Sometimes, 
existing laws are in conflict with more recent policies that embrace harm reduction. Continued 
advocacy is required in cases where the operation of harm reduction programs is jeopardized 
by existing legislation (e.g. Bangladesh). Harm reduction education to police should be scaled 
up. 

  

(3) Comprehensive Service Delivery 

Countries should make every effort to strengthen the areas of service delivery identified as 
particularly weak above. This may involve advocacy at different levels, and coordination and 
collaboration between different agencies. Thus, there is an urgent need to provide anti-
retrovirals to those IDU who require them. The number of female IDU covered by services 
should be increased. Referral mechanisms need strengthening, and greater integration of 
prevention, care and support programs is required. Services in prisons should be introduced 
where they are non-existent. Attention should also be paid to drug users other than IDU, such 
as amphetamine-type substance users. Finally, there is often significant overlap between IDU 
and other high-risk and bridging populations. These groups must also be targeted if 
interventions are to be successful. 

(4) Dissemination of Information 

The data collected for this Task Force could benefit a wide range of agencies and should be 
made available to them to inform their future activities. This sharing of information could also 
take the form of publication in a peer-reviewed journal, possibly as a review article. 

Recommendations for individual countries are included in each of the country matrices (see 
Appendix). 
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