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STUDY REPORT 

“Assessment of effectiveness of treatment for drug addiction and preventive measures, care and treatment for HIV/AIDS at Centers for Treatment – Education – Social labor in Vietnam”

                                                   ____________

I. Introduction

1. Study “Assessment of effectiveness of treatment for drug addiction and preventive measures, care and treatment for HIV/AIDS at Centers for Treatment – Education – Social labor”.

2. Implementing bodies: 

2.1. Department for Social Evil Prevention – Ministry of Labor, Invalids and Social Affairs 

2.2. Standing office for drug abuse prevention – Ministry of Police 

2.3. Centre for Counseling on Policies and Laws in Health Care, HIV/AIDS – Vietnam Lawyers’ Association.  

3. Time: December 2008 – January 2009

4. Locations: 10 Centers for Treatment – Education – Social Labor in 10 selected provinces: Hanoi, Hai Phong, Hai Duong, Ba Ria – Vung Tau,  Kien Giang, Dong Nai, Da Nang, Nghe An, Thai Binh and Hoa Binh.

5. Donor: Denmark Embassy

II. Goal and objectives of the study 

1. Goal: To assess effectiveness of treatment for drug addiction and preventive measures, care and treatment for HIV/AIDS in Centers for Treatment – Education – Social Labor.

2. Objectives: 

2.1. To assess effectiveness of treatment for drug addiction.

2.2. To assess effectiveness of HIV/AIDS prevention.

2.3. To propose solutions for improving the effectiveness of treatment for drug addiction and preventive measures, care and treatment for HIV/AIDS in Centers for Treatment – Education – Social Labor.

III. Overview on drug addiction, HIV/AIDS in the world and in Vietnam 

1. Real situation of drug addiction and drug treatment in the world and in Vietnam 

1.1. In the world

Due to different causes, the real situation of drug addiction in the international context and in the region has been increased and become more and more complicated. According to the report of United Nation Drug Control Program (UNDCP), drug addiction has been spread to all continents. In the world, there are 200 cases of drug abusers. 4% of the whole world population is abusing marijuana, 30 million people are using ecstasy and other comprehensive drugs, 15 million are drug addicted and heroin abusers and 14 million are abusing cocaine, etc. In many countries, there is a trend changing from abusing drug orally to heroin injection, comprehensive drug abuse become more and more popular from country to country. The average age of drug abusers is younger and younger. Types of drug are diversified, use of comprehensive drug is increasing and number of drug abusers is also increasing
. As the super profits of drug trading, the international drug related crime will be increased over years. Annually, drug trading is up to 500 billion USD, higher than incomes from petroleum business. Drug smuggling and drug related crimes have become inter-country danger
. Moreover, the globalization of the world economy and opening policies to attract investment in developing countries have been used as a chance for drug dealers to manufacture, smuggle and cash cleans. In this context, all countries in the world apply rigid measures to fight against this social phenomenon.

 Addict the opium- related substances is one of a complicate pathological state with a lot of reasons combination so it’s very difficult for drug treatment successfully and makes fail a lot of detoxification strategies and methods. In 1936, American turned to set up the compulsory drug treatment establishments which collected the compulsory and voluntary patients for drug treatment according to laws. The average time of treatment is 6 months and can last depend on cases. However, through the researches, this treatment method has no results. Another research on 1922 compulsory treatment objects from 1 to 4.5 years, the rate of re- addict is 93%. Another research on 453 compulsory treatment objects from 6 months to 5 years, the rate of re- addict is higher with 97%. In many years of experiment and assessment, till 1985, methadone therapy was accepted by Government of American and it is considered as a national policy and being implemented throughout the country.
   
European countries were unsuccessful as American in the way to find out a method to prevent heroin re-addicts. Thus methadone therapy was fast appreciated and applied in almost of European countries… According to statistics in 1994, methadone therapy was taken advantage possession in Holland. In Swiss, there were 3,000 establishments for methadone treatment. Spain had 5,000 and Germane had 4,000 establishments. Hong Kong applied soonest methadone therapy (in 1972) so gained the results earlier than other countries in the region and sustained the lowest rate of people living with HIV in group of opium- related addicts… In China, methadone therapy has been apply in 6 provinces since the years end of 90 decade (of the 20th century) and being assessed rely on results and experiences of Hong Kong in order to expand to other locals. The general direction in recent time is not apply the substitution or solo antagonistic therapies but combine labor function rehabilitation and social psychology function rehabilitation therapies with psychology therapy (family therapy, awareness- habits therapy and group therapy…)

1.2. In Vietnam 

Up to 30th June 2008, there have been 169,000 drug abusers documented, decreased to 8,975 abusers compared with the year 2007. The drug related crimes are very complicated. Although many efforts in fighting against drug dealing of the authorized forces, drug dealing and drug conveying along main routes and locations are still challenges. Especially, the locations in the West-Northern route, East-Northern route, north of the Central area, West of the South area and in the sea. Modes and ways of the drug related crimes are more and more sophisticated and difficult to define. The offenders use weapons to fight against more drastically when they are detected. Nowadays, 35 out of 36 provinces/cities grow and re-grow opium trees and marijuana trees. Some main areas which have been discovered and razed like Lang Son with 35,000m2 and Lai Chau with the area of 19,300 m2
.

Our country is located in the area called “Golden triangle” so it becomes an urgent point concentrated the drug addiction. In the region, there is large area for growing of opium trees and marijuana trees and illegal site for manufacturing, different type of drug, addictive medicines, ATS. This is the route for heroin, opium, cannabis and synthetic narcotics transportation between countries and to other continents. Meanwhile, the road and sea border of the country is nearly 8,000 kilometers long. The airports, ports and border gates are the places where the offenders will make advantage of to transport drug. This creates a pressure for the country. Recently, discovery of drug trafficking from the region of East Asia to other continents reflects that the smuggling drug is prevented. Therefore, drug smuggling through borders of countries is a major task as well as tense and fierce battle.

Ages of drug addicts were very young, from 18 to 30, accounting for 65.9% in 2007. Drug addicts are younger and younger, compared with the average age in 1995 (30 years old, accounting for 57.6%). Moreover, male drug addicts account for 95.5%, compared with 4.5% of female drug addicts. These numbers do not change compared to those in 1995. The education levels of the drug addicts are very low: 17% of them are at primary school; 40.5% are at secondary school; 34.9% are at high school, 2.8% are at university and 4.8% are illiterate in 2007. Drug addicts are mainly unemployed, accounting for 54.1%, the rest have different jobs such as drivers, traders, farmers, etc. The rate of drug addicts with previous conviction, accounting for 47.7% in 2007.

As predicted in the coming time, due to the lack of positive measures, the number of drug addicts has been increased, especially among young people, workers and civil officers and laborers. The number of people addicting narcotics and drug infected HIV/AIDS, number of offenders violating illegal trafficking drug in large amount and scale is higher and higher and more complicated. The drug evils have become a big social evil which has negative impacts on the social order as well as the national security.

The real situation of drug addiction in Vietnam is indicated in the following figures:
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-   Number of drug addicted in Vietnam was increasing, especially in two big cities of Hanoi and Ho Chi Minh City with 200% increase in 2007 compared to 1995.

-   Age of drug addicted was younger and younger, from 18 to 30 years old, and of labor age accounting for 70%.

-  Males account for 95.5% of drug addicted. However, number of drug addicted females was increased in 2007 - 2008.

-   The rate of drug addicted among people living with HIV was high, nearly 70%, rate of HIV infection among those who were drug addicted receiving treatment in Centers was high of 35.4%. The longer they abused drug, the higher rate of HIV infection was.

-   Mode of drug abuse: Rate of drug injection was higher from year to year. In 2007, the rate was 83.1%; especially in some Centers the rate was over 90%. This was the main cause of high HIV infection.

-  Education levels: Before 2000, major of drug addicted were illiterate and at primary; however, in recent years, the highest rate was at secondary schools. The rate of high schools was low because, those students who were drug addicted usually drop schools or being expelled from school.

2. Overview on HIV infection in the world and in Vietnam 

2.1. In the world

Up to end of 2007, there were about 33 million survived people living with HIV in the world. Of which, there are about 45% people living with HIV in ages from 13 to 24. In this year, it is estimated 370,000 (from 330,000 to 410,000) new children under 15 year- old infected with HIV in the world. Accounting in the global level, the rate of male and female of people living with HIV is 50 :50 in nearly 10 years but the concerned problem that the rate of female in new cases increasing in many countries 
 
Otherwise, almost areas in the world (except the near Sahara of Africa), the HIV transmission mostly through injecting drug, mono sexuality and prostitution
  
2.2. In Vietnam

Up to 31st August 2008, the total number of people living with HIV was 132,048. The number of survived patients of AIDS was 25,579 and 40,717 HIV infected were dead. People living with HIV in Vietnam were of ages 20-39 (accounting for 82.28%) and they became younger and younger. Of which, drug addicted became HIV infected accounting for 44%. Through the monitoring, the highest rate of HIV infection among the drug addicted was in 2201 and 2002 with the rate of 29.4% and the rate maintained at 25.5% in 2005 and 23.2% in 2006. However, in some certain cities and provinces, the high rate was in 2006. For example, it was 54.5% in Quang Ninh, 47.61% in Ho Chi Minh City, 46.25% in Hai Phong, 45% in Can Tho, 40.75% in Thai Nguyen and 36.83% in Dien Bien
. In Vietnam, HIV/AIDS was mainly discovered in the groups of drug injected people and sex workers. Most cases of HIV infected people are drug infected or those who have close contact with drug activities. Sharing the same injection needles was the main reason leading to HIV infection among the group of drug injection. There was an overlap of high risk of HIV infection behaviors such as sharing the same injection needles and having unsafe sexuality.
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(Data source: Department for HIV/AIDS Prevention)
As reported from the Department for HIV /AIDS, there were ten provinces with highest numbers of HIV infected people in Vietnam, as follows:
	
[image: image5]

	1. TP. HCM:
520,81
2. Son La:
453,01
3. Dien Bien:
350,03
4. Hai Phong:
348,28
5. Hanoi:
319,98
6. Baria-VT:
318,57
7. Quang Ninh:
296,61
8. Yen Bai:
293,64
9. Cao Bang:
280,97
10. Bac Can:

273,63
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IV. Methodology

1. Desk review

-   Gathering and studying the policy and legislative systems on treatment for drug addiction, HIV/AIDS prevention applied in Centers for Treatment – Education – Social Labor in Vietnam.

-    Reviewing several reports on HIV/AIDS Prevention.

2. Field study on treatment for drug addiction and HIV/AIDS prevention in ten Centers for Treatment – Education – Social Labor in ten studied provinces.

2.1. Survey sampling 
a) Questionnaires for the Centers’ staff:

The questionnaires included 84 questions and divided into even parts. Part 1: Information of population; Part 2: Assessment on staff’s satisfaction level for their tasks in the studied Centers; Part 3: Assessment on knowledge of preventive measures and treatment for drug addiction as well as recovering for drug addict; Part 4 and 5: Activities in prevention and treatment for HIV/AIDS; Part 6: Evaluation on service quality; and Part 7: Evaluation on provision of recovering treatment services in the Centers.

In order to ensure objectiveness and confidentiality, all questionnaires were not identified by names of informants.

Information collection was carried out as follows: After selecting appropriate staff, the study team members introduced the objectives and requirements of the survey. Then they distributed by questionnaires to these staff and explained the questions. After that the staff was asked to complete the questionnaires themselves and hand in to the study team members.

 b) Questionnaires for the Centers’ trainees:

The questionnaires consisted of two parts: Part 1: personal information; incomes and jobs before entering the Centers; living conditions; support from their families and community; health status; trainees’ views on quality of treatment, recovering and HIV prevention services provided by the Centers as well as steps of the treatment and recovering procedures; expenses for drug and treatment. Part 2: included seven questions to assess trainee’s satisfaction level for the treatment provided in the Centers. In order to ensure objectiveness and confidentiality, all questionnaires were not identified by names of informants.

Time for the questionnaire completion was between 30 to 40 minutes.

c) Questionnaires for the members of Clubs for post treatment: 

The questionnaires consisted of two main parts, including: Part 1: 27 questions to assess their feelings of the treatment for drug addiction in the Centers and their expectation for their reintegration in community. Part 2: questions to assess their satisfaction for the time staying in the Centers.

The questionnaires were filled by the study team members while interviewing the members of the Clubs for post treatment. Time for completion of the questionnaires was between 20–25 minutes.

d) In-depth interview with Centers’ Directors:

There were 23 questions to assess the Centers’ leaders’ knowledge of guidelines for treatment for drug addiction, recovering and HIV/AIDS prevention; difficulties in implementing treatment and recovering for drug addiction as well as recommendations for improved quality of treatment, recovering and HIV/AIDS prevention.

e) Focused group discussion:

Topics of the group discussion focused on four groups of issues in order to evaluate the effects of the treatment, recovering and HIV/AIDS prevention on the trainees’ awareness as well as their relationships with family members and community.

The discussion also aimed to assess the relevance of the treatment program and to gather trainees’ recommendations for improved quality of treatment and recovering services. Time for group discussion was between 45-60 minutes.

2.2. The target groups of the study

-   In each Centre for Treatment – Education – Social Labor, 100 trainees were selected randomly from the list of trainees who had been treated in the Centers for at least six months. These selected trainees were introduced the objectives and requirements of the survey. They must voluntarily provide personal information and be eligible to involve in the survey without mental problems or disordered behaviors, etc. 

-   Given the list of Centre staff, there were five staffs selected to take part in the survey. These staff had been worked in the Centers for at least one year and voluntarily involve in the survey. Most of these staff had direct and frequent interaction with trainees (i.e. trainee management office, counseling – educating, health station, security unit, employment – vocational training, etc.)

-   The key leaders of the Centers (Directors and Vice-directors) were invited to the in-depth interviews on effects of policies related to treatment for drug addiction, HIV/AIDS prevention; conditions ensuring implementation of the mentioned policies and completion of assigned tasks; assessment on support from authorities at levels and sectors as well as the relationship with the local authorities.

-    Among the trainees who involved in interviews, 20 from each Centre were invited to group discussion focusing on four open contents in order to create opportunities for them to express their opinion, feelings, expectation for the treatment program, relationship among trainees and Centre staff.

-   For further information on allowances and policies for trainees after completing the treatment in the Centers and their integration in community as well as their opinions on the treatment services provided by the Centers, the study team conducted 30 interviews with trainees who were members of clubs in Hanoi and Nghe An.

The study team conducted interviews with some experts in treatment for drug addiction and HIV prevention to collect further information on effects of policies on activities of treatment for drug addiction and recovering as well as HIV/AIDS prevention.

2.3. Locations

Ten provinces and cities were selected as the studied fields, including: Hanoi, Hai Phong, Da Nang, Ba Ria – Vung Tau, Dong Nai, Kien Giang, Thai Binh, Hoa Binh, Hai Duong and Nghe An. Location selection was mentioned in the project documents and carried out basing on data of drug addict, the local situation of drug abuse, HIV/AIDS infection and typical regions of Vietnam.

- Centre for Treatment – Education – Social Labor in Da Nang City (Code no. 01)

- Centre for Treatment – Education – Social Labor in Ba Ria – Vung Tau (Code no. 02)

-  Centre for Treatment – Education – Social Labor in Dong Nai (Code no. 03)

-  Centre for Treatment – Education – Social Labor in Kien Giang (Code no. 04)

-  Centre for Treatment – Education – Social Labor in Hai Duong (Code no. 05)

- Centre for Treatment – Education – Social Labor in Gia Minh, Hai Phong (Code no. 06)

-  Centre for Treatment – Education – Social Labor No. 2 (Code no. 07)

-  Centre for Treatment – Education – Social Labor in Hoa Binh (Code no. 08)

-  Centre for Treatment – Education – Social Labor in Thai Binh (Code no. 09)

-  Centre for Treatment – Education – Social Labor in Nghe An (Code no. 10)

V. STUDY RESULTS

A. Policy and legislative systems on treatment for drug addiction and HIV/AIDS prevention

A.I.  Policy and legislative systems on treatment for drug addiction 

1. Policy and legislative systems on recovering treatment for drug addiction 

The treatment for drug addiction was carried out through a system of policy and legislative documents as follows:

	No.
	Modes of Documents
	Total

	1. 
	Government Resolution 
	02

	2. 
	Directions of the Central Secretariat
	03

	3. 
	Constitution
	01

	4. 
	Laws
	02

	5. 
	Ordinance
	03

	6. 
	Government Decree
	10

	7. 
	Resolution of the Prime Minister
	08

	8. 
	Decisions of ministries/sectors
	06

	9. 
	Circulars of ministries/sectors
	04

	10. 
	Joint circulars
	16

	
	Total
	55


Given the official documents mentioned in the above table, our Party and Government always pay special attention to the drug prevention and treatment for drug addiction. It was the system of policies and legislative documents that guided the drug prevention and treatment for drug addiction during the last decade.

The above mentioned policy and  law systems were the legislative basis which taken part in increasing the effectiveness of the drug prevention and treatment, especially conditions for drug addict to benefit from the concentrated treatment for drug addiction and after treatment reintegration.

The views for the development of policy and laws in covering treatment for drug addict were concretely indicated in Article 61 of 1992 Constitution issued by the National Assembly of Socialist Republic of Vietnam, which stipulated that “...The Government regulates that treatment for drug addiction and serious social diseases are compulsory....” This regulation was the basic guideline for the development of policies and laws in treatment for drug addiction in Vietnam in the last years.

Basing on the regulation in the 1992 Constitution, the system of official legislative documents, policies and allowances on drug prevention in general and recovering treatment for drug addict in particular have been step by step completed. They were considered as guidelines for ministries and sectors at provincial, city, district, commune/ward levels implementation, including:

· Law on drug prevention was issued by the National Assembly of Socialist Republic of Vietnam dated December 19th 2001 and entered in effect on June 1st 2001. The law regulates issues related to drug prevention with the focus on deduction of need and demand. Chapter IV of the Law on Drug Prevention indicates separate regulations on recovering treatment for drug addiction (deduction of need) and includes 11 articles. The chapter regulates the modes of treatment for drug addiction and encourages appropriate modes for each groups in the Article 25 of this chapter:

“The Government encourages voluntary treatment; applies treatment for drug addict; sets up establishments for compulsory treatment as well as encourages individuals, families, agencies and communities to apply treatment modes for drug addiction at home and in community; encourages domestic and international organizations and individuals to support activities of treatment for drug addiction”.

· Supplements and amendments of the Laws on Drug Prevention were adopted by the National Assembly of Socialist Republic of Vietnam on June 3rd 2008 and entered in effect on January 1st 2009. The Article 26a regulates:

* Treatment methods:

+ Compulsory treatment.

+ Voluntary treatment.

* Modes of treatment:

+ At home treatment

+ Treatment in community

+ Treatment in establishments

* Time for at home treatment and in community was between 6 and 12 months. 

The Article 33 regulates: For drug addict, after completing the compulsory treatment in treatment establishments, it is mandate to implement post treatment management from 1 to 2 years applying one of two following modes: 

+ Management in the residential area and implemented by the People’s Committee at commune level.

+ Management in establishments for post treatment management for cases at high risk of drug re- abuse.

· Ordinance tackling with the administration violation was issued by the Standing Committee of the National Assembly in 1995 and supplemented and amended on 2nd July 2002. This ordinance regulates judicial measures, including education at commune, ward and town levels for drug addict who are eighteen years old or older in period of three to six months (Article 23); sending drug addict to the institution for compulsory treatment for a period of one to two years (Article 26). Compulsory treatment is considered as a form of administrative punishment for those who are eighteen years old or older and re-abuse drug after treatment in community.

· Basing on Laws and Ordinance, many guidelines were issued by the Government to direct treatment and solutions for social issues in the post treatment stage from the central level to grass root level mainly in three following fields: 

+ Regulation on modes of treatment for drug addict includes at home treatment, in community and in private establishments. Organizing activities in the establishments, procedures and power of those who are able to send drug addict for treatment as well as allowances for drug addicted people during the treatment, etc.  

+ Regulations on allowances, policies for staff of the health establishments, at home and in community who are involve in the treatment for drug addict, i.e. title, grade, allowances, etc.

+ Guidelines on specialist skills and knowledge related to treatment, care and education for behavior change for drug addict during treatment period: counseling, educating, vocational training; preparation for reintegration in community, etc.

* Three fields indicated in the Government Ordinance: 

a) Government Decree No. 135/2004/NĐ - CP focuses on regulations on application of measures in health establishments and organizing activities in those establishments in accordance with the administrative punishment ordinance.

+ Article 2: Item 1 – Cases are compulsorily sent to health establishments.

Drug addicts aged full 18 or older who were administratively punished for illegal use of drug are still addict drug; or those who were placed under family-based or community-based detoxification; or those who were educated in commune/ward/town are still addict drug again or those who do not have fixed residence places.

Time for application of this measure for sex workers is from three months to 18 months.

+ Article 3: Item 1 – Cases are not compulsorily sent to the treatment establishments.

Drug addict who are not enough 18 years old; or enough 18 years old or older re-abuse drug in a period of two years after completion of treatment in establishments.

+ Article 6: Principles for sending drug addicts to the health establishments

It is necessary to follow the procedures stipulated in the Ordinance on Administrative punishment and this Decree when sending drug addict to the treatment establishments.

It is a strict forbiddance to violate body, health, dignity and honor of the drug addict when they are sent to the treatment establishments.

+ Article 7: Investment in Centers for Treatment – Education – Social Labor is encouraged

1. The Government encourages investment in the vocational training and job creating for trainees of the Centers.

The organizations and individuals who invest in Centers for Treatment – Education – Social Labor will benefit from the policy of low interest loans and other encouraging policies as stipulated in the laws. Additionally, People’s Committee at levels is responsible for creating the market for the products made by trainees of the Centers.

2. The Centers for Treatment – Education – Social Labor were given priority to get low interest loans and implement projects related to employment, poverty elimination and other socio- economic programs to create jobs for the trainees.

b) GOV Decree No. 56/2002/NĐ - CP dt. May 15th 2002 defines of treatment for drug addiction at home and in community.

This Decree regulates the issues related to treatment for drug addiction at home and in community; the mode of treatment is not considered as administrative punishment; the Government encourages drug addict to take treatment at home and in community. The time for such mode of treatment lasts for at least six months.

Expenses for this treatment are paid by the drug users, wives/husbands of the drug users, or parents or guardians of child drug users, or their families as stipulated by the Ministry of Labor – Invalids and Social Affairs as well as Ministry of Finance.

For those who are under disadvantage circumstances, child without support, subjects of special priority stipulated in the laws will be supported during their treatment.

2. Some policies on recovering treatment for drug addiction

2.1. Investment in facilities for recovering treatment

* In Item 1, Article 35 of 2000 Laws on Drug Prevention and amended and supplemented Laws on Drug Prevention in 2008, the following points are clearly defined:

Budget for facilities and compulsory treatment include: 

-  National budget;

-  Contribution from the drug addict and their families;

-  Funds from domestic individuals and organizations.

Decision for establishment or dissolving of the Centres for Treatment – Education – Social Labor was made based on the Article 50, GOV Decree No. 135/2004/NĐ-CP dt. June 10th 2004 which refers the regulations for sending drug addict to the treatment centers, organization of the treatment establishments in accordance with the Ordinance on tackling with administrative violation as well as regulations for adolescents and those who voluntarily receive treatment.

* In order to support the disadvantaged provinces, especially economically disadvantaged, the Government Office issued Official document No. 88/2003/TB–VPCP dt. June 26th 2003 to announce the conclusions made by Prime Minister Phan Van Khai on investment and improvement of the network of treatment establishments.

* In additional, investment in facilities and organization of treatment for drug addiction were implemented according to the GOV Decree No. 147/2003/NĐ-CP dt. December 12th 2003 which regulates conditions, procedure for permission issuing and management of activities in the voluntary treatment establishments.

Implementation of investment in the facilities of the Centers for treatment for drug addiction was given priority in renting land, location for establishment by the Government. These treatment Centers are considered to be reduced tax and benefit from low interest loans (point b and c, Item 1, Article 16 of the GOV Decree No. 147).

* Investment in material facilities and equipment for the health establishments is concretized in the Joint Circular No. 30/1999/TTLT-BLĐTBXH-BYT dt. December 20th 1999 which focuses on the guidelines for management of the activities if these establishments under the sector of Labor, Invalids and Social Affairs.

Part II, section 1 – Material facilities: Regulation “The health station must be located in the separate area to ensure the hygiene and clear environment. In the wards, there must be medicine boxes, equipment for emergency cases. The domicile for patients must be hygienic. For patients suffering from tuberculosis, viral hepatitis, etc. must be sent to separate wards to avoid crossing infection.”

Part II, section 3 – Medicine equipment: Given the demand of health care and recovering treatment, the treatment establishments have been equipped and supply with medicine equipment conformable to the regulations of each specially to ensure the health services provided for patients.

* Investment in literacy class and education for behavior restoration for drug addicted as stipulated in Part III: Material facilities, equipment and regulations and policies – Joint circular No. 01/2006/TTLT-BLĐTBXH- BGD&ĐT-BYT focusing on guidelines for implementation of the literacy class and education for behavior restoration for drug addicted, sex workers and subjects of the post treatment stage.

Part 1: “The Centers have to preserve space for the literacy class, thematic education as designed by the education sector and arrange literacy class and thematic education sessions, etc.”

Part 2: “Teaching aids: ensuring the teaching aids suitable for each grade; sound and light equipment, etc. for the literacy class and education for behavior restoration; notebooks and pens, etc.”

Part 3: “Library: there are reading rooms and books for literacy class and education for behavior restoration and other reference books and materials”.

2.2. Policies for staff working in the treatment establishments

2.2.1. Regulation on managing personnel in the treatment establishments
* The Circular No. 21/2008/TTLT-BLĐTBXH-BNV dt. October 8th 2008 (replacing for the Joint Circular No. 05/2002/TTLT-BLĐTBXH-BTCCBCP dt. February 6th 2002) focuses on guidelines for functions, tasks, power and institutional mechanism and personnel of Centers for Treatment – Education – Social Labor.

Part 3 (Personnel norm) - Section IV – Institutional mechanism and personnel norm emphasize the following points: 

a) For Centre with under 100 trainees, one personnel takes over 4 - 5 trainees;  

b) For Centre with number of trainees from 100 to 500, one personnel is responsible for 6 - 7 trainees;  

c) For Centre with 500 trainees or more, one personnel is responsible for management of 8 - 9 trainees;

d) For newly established Centers or those with less than 40 trainees, personnel norm is defined of ten.

2.2.2. Regulation on subsidies for the Centre staff
The joint Circular No. 13/2007/TTLT-BLĐTBXH-BNV-BTC dt. August 20th 2007 (replacing for the Joint Circular No. 12/2002/TTLT/BLĐTBXH-BTC dt. July 12th 2002 by the Ministry of Labor – Invalids - Social Affairs and Ministry of Finance) on guidelines for implementation of subsidies delivery to the staff working in the drug addicted, sex workers and post treatment managing establishments. In this circular, concrete regulations on different cases provided with subsidies are indicated as below:

· Specific drawing subsidy

Point a, b - Part 1 - Section III indicates the following regulations:

a) Staff, officers defined in point a Item 1 Part I of this circular are provided with this subsidy, with the lowest rate of 500,000 VND per person per month.

b) For each Centre, the rate of this subsidy is applied differently (i.e. one rate for all personnel or difference priority to some positions or some groups of position with relevant specialist) and decided by the Chairman of the People’s Committee at province or city directly under the Central level, basing on the below aspects:

- The local budget;

- The arduous working conditions, complicated and dangerous tasks, high risk of infection;

- Locations of working place in the Centers (plain, mountainous, remote areas or socio-economically difficult and specially difficult areas); 

- Tasks assigned specialist and professional competence which should be encouraged as well as pleasure for staff so that they are willing to work hard.

· Health care subsidy:

Points a, b, c - Part 2 - Section III indicate the following regulations:
The advatange health care subsidy includes six levels: 70%, 60%, 50%, 40%, 35%, 30% and is implemented as follows:

a) Staff and officers with health speciality are responsible for health checking, treatment and providing care (service, food and medicine), testing for drug addict, sex workers with AIDS in separate areas of the Centres.

- By clinical classification stage IV, entitlement to level 70%; 

- By clinical classification stage III, entitlement to level 60%.

The clinical classification for AIDS at stage IV and III is regulalted in the Decision No.06/2005/QĐ-BYT March 7th 2005 by the Minister of the Ministry of Health on guidelines for diagnosis and treatment for HIV.

For Centres which do not have separate areas for clinical stage, the subsidies will be implemented according to regulations in Point b of the Item 2.

b) Staff and officers who are directly responsible for health care (health checking, treatment, diagnosis, care, counseling in psychological recovering and behavior change for drug addicted, sex workers infected HIV/AIDS) and others who are directly responsible for security, transportation and services for drug addict and sex workers infected HIV/AIDS (including management, treatment in hospital, interference in fighting, application of principles for rule violation cases, cleaning wards and sanitation) in Centres:

- Centres in mountainous and remote areas, entitlement to level 50%; 

- Centres in delta areas, cities, towns, entitlement to level 40%.

c) Staff and officers who are directly responsible for health checking and diagnosis, paraclinical testing in treatment for stopping spasms of drug addiction and detoxification for drug addicted (including physical health, psychological and behavior restoration; injection and medicine distribution and others who are directly responsible for services (including security, transportation, care, feeding and medicine giving, washing and cleaning wards and sanitation as well as other related tasks) in Centres:

- Centres in mountainous and remote areas, entitlement to level 35%; 

- Centres in delta areas, cities, towns, entitlement to level 30%.

· Education subsidy:

Points a, b - Part 3 - Section III indicate the following regulations:

a) The education subsidy includes 02 levels of 50% and 40%, are applied for those who are working in Centers and eligible to the following conditions:

- For the literacy education and education for appropriate behavior restoration, it is necessary to organize classes with equipment, curriculum and materials; staff and officers capacity needs to be improved as stipulated in the relevant regulations; 

- For vocational training, it is essential to organize trainings with materials and equipment for practice, ensuring the environmental conditions, sanitation and labor safety as well as registration for vocational training activities; staff must be trained and their specialist knowledge and skills must be improved as stipulated in the relevant regulations for recruiting and improving vocational trainers.

b) Given the conditions mentioned in Point a, item 3, staff and officers are entitled to the education subsidy as follows:

Staff and officers (including informal ones) are assigned to take over literacy classes and education for behavior restoration for drug addicted and HIV/AIDS infected people (including maintenance of internal meetings, following changes in thoughts, arresting and interfering in fights, applying principles and preventing behaviors violating the laws) in managing team and areas or in Centers and staff who are assigned to provide vocational training for drug addicts, sex workers and HIV/AIDS infected people in training and manufacturing activities in the Centers:

- Centres in mountainous and remote areas, entitlement to level 50%;

- Centres in delta areas, cities, towns, entitlement to level 40%.

· Subsidy for the management:

Part 4 - Section III indicate the following regulations:

Management staffs, which are not directly responsible for health specialist, education and vocational training in the Centers, are entitled to the following subsidy:

- Centres in mountainous and remote areas, entitlement to level 25%; 

- Centres in delta areas, cities, towns, entitlement to level 15%.

2.3. Policies on contribution and allowance for trainees

The joint circular No. 117/2007/TTLT/BTC-BLĐTBXH dt. October 1st 2007 (replacing for the joint circular No. 13/2004/TTLT/BLĐTBXH-BTC dt. November 2nd 2004 issued by the Ministry of Labor, Invalids and Social Affairs and Ministry of Finance) regulates the responsibility of making contribution and allowance for drug addicted, sex workers as well as policies on allowances for those who take the drug detoxification a health establishments or family-based/community-based detoxification. The detailed regulations are indicated as follows:
2.3.1. Responsibility for contribution

· Drug addicts and sex workers who are compulsorily sent to the Centers have to pay for the food as stipulated by the People’s Committee at province/city levels under the central (hereinafter called provincial People’s Committee) during the time they neither are nor entitled to allowance for food.

·  Drug addict who take the treatment voluntarily at the Centers have to pay for the following expenses:

a) Food;

 
b) Supportive medicine for stopping the spasm of drug addiction and others for common diseases;

 
c) Testing for defining type of drug and other testing;

 
d) Expenses for entertaining activities in the Centers;

 
đ) Fees for literacy education and vocational training (up to the requirement)

 
e) Expenses for electricity, running water and sanitation;

 
g) Contribution for material facility improvement;

 
h) Expenses for services and management; 

The Labor and Social Welfare Service in cooperation with the Finance Service report to the provincial People’s Committee. It is then submitted to the People’s Council at the same level for consideration and decision on the rate of payment for the essential expenses.

· For those who take family-based/community-based detoxification, the drug addicts, wife/husband of the drug addicts, parents or guardian of the child drug addict and his/her family have responsibility to pay for the following expenses of the treatment:

- Supportive medicine for stopping the spasm of drug;

 - Expenses for treatment:

+ Treatment for stopping spasm of drug addiction, detoxification (case/time);

+ Following up, management and support after treatment (case/month);

+ Testing for defining type of drug (before and after treatment);

+ Education for behavior restoration, vocational training and job creating for drug addict after treatment (case/treatment);
The detailed payment is stipulated by the provincial People’s Committee basing on the reasonableness and real situation of the location.

2.3.2. Allowances and remission on expenses of treatment

· Allowances 

Drug addicts, sex workers (including child drug addicted and sex workers) compulsorily sent to the Centers and those who do not have fixed residence places can enter into the Centers for temporary accommodation and are entitled to the below mentioned allowances:

a) For food: the lowest rate is 240,000 VND per person per month, to be detailed as follows:

- The drug addicts are entitled to this allowance for 12 months and sex workers are entitled to it in nine months. During the rest period of time (if necessary), they have to pay for their food as stipulated;

- The drug addict and HIV/AIDS infected sex workers without labor capacity and those who are child and adolescents are entitled to the allowance during the duration of decision implementation.

For those drug addicts and sex workers who do not have fixed residency places can enter into the Centers for temporary accommodation and are entitled to at least 8,000 VND of food per day, with the maximum duration of 15 days. 

b) For medicine of treatment

- For the treatment, the drug addict are provided with supportive medicine for stopping spasm of drug addiction, emergency, expenses for testing and medicine for other diseases, the maximum support of 400,000 VND per person each time of decision implementation.
- Sex workers are provided with medicine and treatment for sexually transmitted diseases and for other common diseases, testing and other health care expenses, the maximum support of 200,000 VND per person each time of decision implementation.
- Drug addicted sex workers are provided with medicine for treatment and for stopping spasm of drug addiction, the maximum support of 550,000 VND per person each time of decision implementation.
- During the time of decision implementation or temporary stay in the Centers, if the drug addicts, sex workers are injured in accident at work, they will be cured until the health is restored and stabilized. If their sickness too serious and can not be cured in the Centers, they will be transferred to State hospitals. The expenses for their treatment will be paid by themselves or their families. For those who are defined to be in disadvantage circumstances or entitled to priority policies, they will be considered for 50% of the expenses or total expenses but not more than 1,000,000 VND per person for each treatment. The child drug addict and sex workers are provided with 100% of expenses of treatment.

c) For essential daily life stuff: minimum of 100,000 VND per person per year the period of decision implementation within one year.

During the time of temporary stay, they can use the clothes, blanket and mosquito net of the Centers. If they are sent to the Centers and do not have their own personal utensils, the Centers can lend them these things up to their availability.

For child drug addicts and sex workers, they are provided these personal utensils as stipulated: they are provided with separate bed with sleeping mat and mosquito net. In the South, they are provided with a slight blanket and in the North they are provided with a thick blanket and a warm coat. Annually, each of them is provided with two sleeping mats, two lounge suits and uniforms, underwear, face cloth, two pairs of slippers, two toothbrushes, a raincoat and a cap. Quarterly, each of them is provided with toothpaste of 90 gram and a kilo of detergent.

d) For entertaining activities: minimum of 30,000 VND per person per year of the period of decision implementation within one year.

e) For vocational training: Drug addict and sex workers who are not provided with vocational training and wish to attend this type of training will be considered by the Directors of the Centers to support the fees for short term training, at least 500,000 VND per person. This expense is only provided for the first time they are sent to the Centers. Given their education level, needs and expense and the real situation, the Directors decide the suitable mode of training.

g) For female hygiene: 10,000 VND per person per month.

h) For traveling meals and tickets: drug addicts and sex workers after completing the decision implementation or the temporary stay in the Centers, they will be sent back the community. If they are in disadvantage circumstances or without incomes from the work in the Centers and their addresses are defined clearly, they will be provided with allowances for meals and train or coach tickets to go back their homes, allowance of 20,000 VND per person per day, not more than five days; the allowance for the tickets is based on the current ticket fare. If the Centers can buy them the tickets, they will provide them with tickets.

i) For reintegration in community: drug addicts and sex workers after completing the decision implementation or the temporary stay in the Centers and come back their homes. After a while, if they gain progress and commit not to re-addict drug or continue their work before, without job and in disadvantage circumstances, the People’s Committee at district, town or city under province levels will consider for allowance for reintegration in community. The minimum of 750,000 VND per person is to start job and stabilize their lives. This type of allowance is only provided for the first time of their decision implementation.

For drug addicts and sex workers who are children or adolescents in the time of decision implementation will not be entitled to this allowance.

k) For burial service: drug addict and sex workers die during the time they are in the Centers, they do not have relatives or family or their relatives do not come timely when they die due to accident at work, the Centers are responsible for burial service. The minimum allowance is 2,000,000 VND per person. In case, it is necessary to consult the forensic test for the cause of death, the Centers will be responsible for the expense of the test as stipulated by the Government.

l) For the HIV/AIDS infected drug addict and sex workers who take the detoxification in Centers voluntarily or compulsorily, they are entitled to allowance for medicine and expense for stuff, HIV prevention and other expenses (except for meals and expenses for treatment for drug addiction) as stipulated in the Decision No.96/2007/QĐ-TTg dt. June 28th 2007 by the Prime Minister on management, care, counseling for detoxification of people living with HIV and HIV infection prevention in education establishments, health establishments, social welfare establishments, jails and guiding documents of the Decision.

· Exemption and reduction for meal and treatment for drug addiction:  

a) Those who are exempted and reduced: drug addicts and sex workers treated compulsorily in the Centers are considered for the allowance for meals in the period of decision implementation; those who take detoxification at Centers, at home and in community are considered for exemption and reduction for total expense of treatment in the following cases:

- Those that are entitled to the social welfare policies regulated in the GOV Decree No.67/2007/NĐ-CP dt. April 13th 2007 on issues related to social welfare policies.

- Those who do not have permanent registered home and are not able to pay for expenses or do not have relatives or guardian (for children and adolescents).

- Those who are members of families entitled to social policies.

b) Rate of exemption, reduction and procedures for assessment for exemption and reduction stipulated by the provincial People’s Committee.

Allowances for food, personal utensils, entertaining activities, vocational training, reintegration regulated in point a, c, d, e, i in Item 1, Part III of this Circular are the minimum; up to the local conditions, Labor and Social Welfare Service in cooperation with the Finance Service to report to the provincial People’s Committee for consideration and decision on the proper rates.

2.3.3. Literacy education and education for behavior and dignity restoration

Contents and fees for literacy education and education for behavior and dignity restoration are regulated in the Joint Circular No. 01/2006/TTLT-BLĐTBXH - BGD&ĐT - BYT dt. January 18th 2006 by the Ministry of Labor – Invalids – Social Affairs, Ministry of Education and Training, Ministry of Health on guidelines for literacy education and education for behavior and dignity restoration for drug addicts, sex workers and post detoxification. To be detailed as the following:

· Contents

a) Literacy education with the regular curriculum includes: curricula for illiteracy elimination and further education for literacy; complimentary and supplementary.

b) Education for behavior restoration for drug addict, sex workers and post detoxification (hereinafter referred to as Education for behavior restoration) includes: thematic education, group education, and separate education and team activities.

Depending on the material facilities, teaching equipment, teachers and managing staff, it is possible to mix drug addict, sex workers and post treatment in a class. Maximum number is 50 in a class (except for separate education and team activities).

· Curriculum 

a) Literacy education: as stipulated by the Ministry of Education and Training.

b) Education for behavior restoration: as stipulated by the Ministry of Labor, Invalids and Social Affairs with the consultation of the Ministry of Education and Training and Ministry of Health and other relevant agencies.

· Time: literacy education and education for behavior restoration can be arranged in good harmony with the recovering treatment for the drug addict, sex workers and post treatment as follows:

a) For drug addict and sex workers regulated in the Paragraph 1 and 3 of Item 1 Part 1 Section 1 of this circular, time for literacy education and education for behavior restoration can not exceed 70% of the total duration of their treatment in the Centers.

b) For the post treatment regulated in the paragraph 2 point b item 1 part I of this circular, the time for literacy education and education for behavior restoration can not exceed 35% of the total duration of their stay for manufacturing activities and other activities in the Centers.

· Budget: As stipulated in this circular, the budget is estimated in the annual national budget; from the service provision, manufacture, and payment of trainees and support from domestic and international organizations and individuals according to the government regulations. Budget development, allocation, implementation and balance sheet drawing are completed as guided in the Laws on National Budget and other under law documents guiding the implementation of this law.

3. Implementation of the policy system for drug addiction treatment  

Activities related to recovering treatment for drug addiction have been implemented since 1994 in Vietnam. During ten years of implementation of drug addiction detoxification, the policy system has been improved by socio-economic development stages.

3.1. Stage 1994 – 2000

The system of point of view and directing solutions for the drug prevention in general and treatment for drug addiction in particular were concretized in the Decision No. 139/1998/QĐ-TTg dt. July 31st 1998 on the action plan of drug prevention stage 1998-2000, including:

- Raising awareness of people in drug prevention through education and information by mass media, direct communication and focusing on the roles of families in drug prevention.

- Providing affective treatment for drug addiction, controlling the number of new drug addict, especially in students, pupils, children and adolescents.

- Fighting and preventing drug smuggling and illegal trafficking, promoting management on pre-materials; investigating, discovering and suing and strict judging drug related crimes. Eliminating the gathering points where drug is illegally used.

In this stage, two modes of treatment for drug addiction are defined as treatment in Centers and family-based/community-based detoxification. Accordingly, the compulsory mode of detoxification at Centers is applied to those who addict drug for three months to one year; for the community-based detoxification, the time has not determined. In this stage, the network of Centers for detoxification for drug addiction has been established with 59 health establishments in 52 out of 61 cities/provinces with 13,800 drug addicts(
). 

3.2. Stage 2001 – 2005

In this stage, the treatment for drug addiction was based on the Law on Drug Prevention and Fight and other guiding documents for implementation.

On December 28th 2000, the prime Minister issued the Decision No. 150/2000/QĐ-TTg approving the action plan for drug prevention in the stage 2001-2005 with the main objectives for recovering treatment as follows:

-  Drug abuse prevention, firstly among students and children and among civil officers, dealing the situation of drug abuse in schools; drug addiction leading to HIV/AIDS infection.

-   Organizing family-based and community-based detoxification and post detoxification for annual reduction of 10-20% of drug addict.

-   Organizing annual treatment for drug addiction for more than 100,000 drug addicts with monitoring profiles; minimum number of new drug addicts; no arising number among students and pupils and state officers; reducing the rate of re-abuse down to 60% in 2005.

-    Completing the law system on drug prevention.

-    Promoting international cooperation in drug prevention.

-  Drug abuse prevention stage 2001-2005 was implemented closely to HIV infection prevention and the first achievements were gained in this field. According to the assessment of the Ministry of Health, the rate of HIV among the drug addicts was 9.4%
 in 1996 up to 29.24% in 2005
.

-   Increasing the resources and expanding programs for drug addicts with two basic modes of treatment: in community and Centers. For treatment in Centers, the time was increased from one year to two years. For the treatment in community, the time was from four months to one year. It is because the number of drug addicts applied these two modes were lower in stage 2001-2005 than in stage 1994-2000.

-   The strategy for recovering treatment in stage 2001-2005 defined two objectives for the treatment program: 

+ Set up the indicators for the treatment by reducing the number of drug addicts through treatment program implementation in Centers and community: “Organizing family-based and community-based treatment and management to reduce from 10% - 20% annually”.

+ Establish the rate of re-abuse drug as one of the objectives of the treatment program “to reduce the rate of drug addict down to 60% in 2005”.

Completing the law system in drug prevention according to the regulations in the Drug Prevention law in 2000. In which, the law documents specified the approaching method in term of policy on recovering treatment for drug addiction. However, the field of intervention for reducing the impacts – one of the contents of policy on reducing need for drug in order to restrict HIV infection among those who do not abuse drug. This content was not mentioned in the strategy stage 2001-2005. 

Law on Drug Prevention and Fight was issued on December 9th 2000 and acted as the legal basic for treatment for drug addiction. 

As indicated in this law, the Government encourages the voluntary family-based and community-based detoxification. These modes are applied to all drug addicts (Article 25). The mode of compulsory detoxification is applied only for:

· Drug addicts aged full 18 years or older, who have been placed under the family- or community- based detoxification or educated time and again in communes, wards, district towns, but kept on addicting or had no fixed residence places, must be put into compulsory detoxification establishments from one to two years and decided by the People’s Committee at district, town and city levels. Those who are applied this compulsory detoxification is considered having been handled for administrative violations. 

· Drug addicts aged between full 12 and under 18 years, who have been detoxificated in families or communities or educated time and again in communes, wards or district towns but kept addicting or had no fixed residence places, shall be sent to compulsory detoxification establishments reserved for them.

· Drug addicts aged between full 12 and under 18 years, who apply either voluntarily on their own or under their families’ applications for detoxification shall be admitted into compulsory detoxification establishments reserved for them.

In this stage, according to the regulations of the Law on Drug Prevention and Fight, there are two forms of detoxification: Community-based and Centre-based detoxification. Time for detoxification in the Centers increase from one to two years, the community-based detoxification is applied from four months to one year. Organizing annual family-based/community-based detoxification and management for post detoxification for reduction of 10 - 20% drug addicts.

In this stage, drug prevention and fight activities were integrated into HIV infection prevention and control through: health care and treatment for drug addicted HIV-infected people. As assessed by the Ministry of Health, the rate of HIV infection among drug addicts was 9.4% in 1996 and up to 29.24% in 2001 and 2002 and the rate seemed to stop short at 28.6% in 2004 and 25.5% in 2005
.

3.3. Stage 2005 – 2010

Drug detoxification in this stage is implemented based on the Law on Drug Prevention and Fight and amended Law on Drug Prevention and Fight issued in 2008 and put into effect on January 1st 2009.

Given the results of drug recovering detoxification in stage 2001-2005 dt. March 10th 2005, the Prime Minister approved the Decision no. 49/2005/QĐ-TTg on the master plan for drug prevention and combat to 2010, with the following contents:

-  Raising awareness of people on the negative effects of drug, mobilizing pro-activeness of each person, voluntaries to fight against drug.

-    Controlling the increase of new drug addicts, reducing the re-addicted people, strive for 2010: 70% communes, wards, towns do not have drug addicts and drug related crimes; 90% agencies, factories, administrative units, schools and army forces do not have drug addicts.

-     Diversifying the forms of drug detoxification. By 2010, more than 80% of drug addicts will be placed in the detoxification establishments. In Article 26a of amended Law on Drug Prevention and Fight in 2008, suitable forms and measures of drug detoxification are set up to fix the real situation and to diversify the forms for more choice.

4. Results of drug detoxification 

According to the report of the Administration of Social Evil Prevention and Fight – Ministry of Labor – War Invalids – Social Affairs, in the stage 2001-2006, there were 89,890 drug addicts were applied with the family-based and community-base detoxification. The numbers of them who were provided with vocational training, job creating and loan support in both Centers and community are: Vocational training for 48,188; job creating and loan provision for 25,101
. Meanwhile, only 4,305 cases were placed in community-based detoxification in 2008.
4.1. Drug addicts placed in family-based and community-based detoxification 

4.1.1. Defining drug addicts

According to Item 11 Article 2 of the Law on Drug Prevention and Fight in 2000, “Drug addicts are persons who use narcotic substances, addictive medicines, centripetalneurotropic medicines and depend on such substances”. When addicting drug, one will depend on it. It has effects on the central nervous system and creates conditional reflex which can not omitted in one or two days but the drug addicts have to fight against for a long time and practice themselves for stronger will to stop addicting drug.

It is important to define a case of drug addiction because it can lead to the intervention which is suitable for the drug addict. The authorized agencies will take action to define this, especially the level of depending on the drug. This task relates to factors related to detoxification syndrome and level of dependence on drug.  It is so important because the Official document no. 4358 dt. June 23rd 1995 of the Ministry of Health guiding the treatment for drug addicts and narcotic substances, addictive medicines, centripetalneurotropic medicines, accordingly one will be placed for drug detoxification if there are enough criteria for diagnosis of addiction status and detoxification syndrome.

Addicting status, according to the International Classification of Diseases, at least three among the six phenomena appear: 

· Ficeircely covet after drug 

· After abusing drug 6 -18 hours, detoxification syndrome will appear and the drug addict re-abuse drug

· Difficult in controlling behavior of addicting drug

· Drug acception (increasing dose)

· Neglecting other hobbies

· Fully aware of negative impacts of drug but still addicting

· The detoxifications syndromes, according to the Vietnam Mental Health Institute and DSM3-R has at least four of 12 following symptoms: fiercely coveting after drug, feel nauseous or vomiting, pain in muscles, tearing out, getting the creeps, sweating, having loose bowels, mydriasis, yawning, light fever, loosing sleep, feeling of maggot crawling in bones
. 

Defining the drug addicts is carried out by using testing stick for urine. This activity is conducted in the process of profiling of drug addicts at commune/ward levels and other necessary procedures so that the commune/ward People’s Committees decide the form of drug detoxification. For those who are received in the Centers, this activity is conducted by the Department of Health of the Centers.

4.1.2. Drug addicts who are placed with family-based and community-based detoxification 
Family-based and community-based detoxification refers to health, psychological and social care to assist the drug addicts to restore their health and dignity, as well as stop depending on drug. These activities are conducted in family and commune/ward/town (hereinafter called commune level) where the drug addicts register residence
. Family-based and community-based detoxifications are applied to those who voluntarily take it, except for those who voluntarily take detoxification in Centers. If the drug addicts are not voluntary to take the detoxification, then the compulsory community-based detoxification will be applied according to the decision of the Chairman of People’s Committee at commune level.
According to the GOV Decree no. 56/2002/NĐ-CP dt. May 15th 2002 on family-based and community-based detoxification and the Joint Circular no. 01/2003/TTLT/BLĐTBXH-BYT-BCA dt. January 24th 2003 guides implementation of the GOV Decree no. 56/2002/NĐ-CP dt. May 15th 2002 on family-based and community-based detoxification. Accordingly, the forms of family-based and community-based detoxification are applied to those who are living in community, except for the following cases:
1. Those that are sent to the centers for compulsory detoxification;

2. Those who are subjects of education measures at commune, ward and town levels;

3. Those that are sent to the personality restoration centers;

4. Those that are sent to the education establishments;

5. Those that are investigated for the illegal drug abuse;

6. Those who take detoxification for drug addiction at home and in community but still abuse drug.

According the above mentioned regulations, home and community detoxification is applied to those who are discovered in community and do not commit the laws. 

4.2. Procedures for family-based and community-based detoxification

Family-based and community-based detoxification is followed a consistent process. According to the GOV Decree No. 56/2002/NĐ-CP dt. May 15th 2002 on organizing family-based and community-based detoxification regulates the concrete procedure as follows:

· Profile consists of
· Form for self declaration of the health status of the drug addicts or minutes of declaration of the families or guardians to the commune People’s Committees on their family situation and status of the drug addicts.

· Letter of commitment for detoxification at home and in community.

· Based on documents, family situation and actual situation in the area, president of People’s Committee at precinct level will consider granting detoxification at home and in community to drug-addicts. Team of activists  will then be assigned with a task to work in tandem with head of community or head of village (to be herein called “community group”) to help drug addict on their detoxification at home and in community.

- Drug addicts will have to make report on their addiction status and register the form of detoxification.  If drug addicts do not make report themselves, their relatives or guardians are responsible for report to Local people’s committee at precinct level on their addiction status. In the case when drug addict themselves register to their company or organization, these company and organization will enlist them and inform to People’s committee at precinct level of drug addicts’ residential area 
.

- Based on documents, family situation and actual situation in the area, president of People’s Committee at precinct level will consider granting detoxification at home and in community to drug-addicts. Team of activists  will then be assigned with a task to work in tandem with head of community or head of village (to be herein called “community group”) to help drug addict on their detoxification at home and in community.

- Medical staff at local level will work in tandem with family or guardian of drug addicts to establish medical record, make treatment plan for craving bouts, detoxification for drug addict under instruction by the Ministry of Health. Treatment for craving bouts and detoxification are combined with consultancy and other treatment methods to help drug addict recover physically and psychologically.

- In the case of drug addicts who can not receive treatment on craving bouts and detoxification at home, People’s committee at precinct level will organize these works at one location of the precinct. Teams of activists are responsible for treatment on craving bouts and detoxification for drug addict. Other activities of detoxification process are conducted at home of drug addicts 

4.2.1. Duration of detoxification at home and in community
Duration for detoxification at home and in community under former regulation is six months by the minimum, and under amended and supplemented Law on drug prevention and fight is from six to twelve months... (Article 27). Drug addicts voluntarily participating detoxification at home and in community are not under measures of handling administrative violation. 

By the end of detoxification period, team of activists will work in tandem with head of local people group and family or guardians of drug addict to assess detoxification result of drug addict, president of People’s Committee at precinct level will then issue certification of detoxification in the case of successful detoxification and enlist him for control, care and rehabilitation in community. 

President of People’s Committee at precinct level will issue certification of detoxification at home and in community (Form 6) for those meeting conditions as follows:

- No drug substance in the body;

- Complete detoxification commitment;

- Clear change in awareness, behaviors, lead a healthy life and agreed for certification by at least 2/3 of residents group attending the meeting.

- In the case of drug addict disqualified to get certification of detoxification at home and in community, team of activists will send report and proposal to president of People’s Committee at precinct level to allow detoxification at home and in community for a further 3 month period. The decision to allow extended time for detoxification at home and in community can not be applied more than 2 times. After extended period, if the addict is still disqualified to get the certification, president or People’s Committee at precinct level will consider application of education measure in the precinct or town, or else send the addict to compulsory detoxification center.

After one year from the issue date of certification of detoxification at home and in community, if the recipient is not re-addict, they are considered as not ever having to follow this detoxification treatment.

4.2.2. Expenses of detoxification at home and in community

In the case of drug addicts receiving detoxification at home and in community, the drug addicts themselves or their spouse, parents or guardians and their family are responsible to contribute for expenses during detoxification period including:

- Medicine for reducing craving bouts.

- Expenses for organization of detoxification:

+ Treatment on craving bouts, detoxification for addict (individual/time);

+ Follow up, control and support post-detoxification people (individual/time);

+ Drug test (before and after detoxification);

+ Activities of education, behavior rehabilitation, vocation training, job for post-detoxification people (individual/ detoxification)

The detail level of contribution is stipulated by People’s Committee at Provincial level, so as to meet expenses based on actual situation of each province
. 

Circular No 117/2007/TTLT/BTC-BLĐTBXH dated 01/10/2007 giving instruction on contribution responsibility and beneficiary regime for drug addicts and sex workers defines on policy on exemption and reduction of dining and treatment fees, drug addicts voluntarily participate in detoxification at home and in communities are put into consideration for partial or total exemption of treatment fees in cases as follows:

- Those from social protect beneficiaries as stipulated in Decree No 67/2007/NĐ-CP dated 13/4/2007 by the Government on support policy for social protect beneficiaries.

- Those without permanent residential place and can not afford the contribution, or minors whose relatives or guardians can not be identified.

- Those from policy families according to Ordinance on priorities for Revolution contribution people.

The levels of exemption and reduction and their application procedures are stipulated by People’s Committee at provincial level.

4.3. Detoxification in Centers 

According to report from provinces and cities, as of the end of 10/2007 in the whole country 137,586 are reported to have their profile under management, with 53,487 cases have since received access to treatments; of which the number from 2006 is 26,691, the number of new residents in 2007 is 16,796; 3,781 are equipped with vocation training; 216 are given jobs and supplied with loan; 278 are given education. Details as follows: 

- In Centers: 12.397 new cases are received (accounting for 74% compared with the number of detoxification resident in centers 12,397 against 16,796), of which: compulsory detoxification: 9,941 cases; voluntary detoxification 2,456 cases. Remaining 4,399 cases are detoxification at home and in community.

- It is estimated that in the whole year of 2007 63,000 cases were successful detoxification, an equivalent to 97% compared with target number set by MOLISA. Of which, training vacation and job were given to 22,000 cases, reaching 88% of target number.

- Detoxification centers have been trying to improve quality of: drug treatment and recovering work and ensure detoxification process according to Joint Circular No.31/1999/TTLB-BLĐTHXH-BYT, in the mean time accelerate education, vocation training. Drug addicts are given a daily improving environment in which they work and train themselves so as to help adjust their behaviors, improve their determination for good detoxification, have comfortable psychology. On the other hand, security in detoxification centers has recently been improved. Thus, the defection cases are of small number in 2007. 

According to incomplete reports by provinces and cities, as of 11/2008 28,821 cases of drug addicts are currently under detoxification and control; of which the number from 2007 is 11,148 cases, the number of new residents in 2008 is 16,673 cases. 

- In the Centers: new detoxification for 16,673 cases (accounting for 79, 4%), of which:

 + Compulsory detoxification:     12,573 cases

 + Voluntary detoxification:    4,100 cases

-  6,321 cases are provided with vocation training in Centers
-  222 cases are given jobs and loan

-  2,684 cases given literacy education

-  Quality of recovery treatment at Centers for Treatment, Education and Social labor has been improved. Centers for Treatment, Education and Social labor have been trying to improve quality of: drug treatment and recovering work and ensure detoxification process according to Joint Circular No.31/1999/TTLB-BLĐTHXH-BYT, in the mean time accelerate education, vocation training. Drug addicts are given a daily improving environment in which they work and train themselves. On the other hand, in Centers for Education, Treatment and Social labor, the number of residents infected with HIV and the number of residents infected with tuberculosis is increasing. Though poorly equipped with medical facilities, centers always take initiatives in prevention of diseases and timely send emergency case to higher levels. So far, coordination program between MOLISA and National Tuberculosis Prevention Program have been implemented in Centers for Education, Treatment and Social labor, with almost all of the centers having tuberculosis prevention teams.

- Recent situation of residents control: security in centers have been improved, cultural and sporting activities have been more frequently organized with high education value, specially for ethics and lifestyle of residents (on the occasions of festivities, international drug prevention day of 26/6 and Peak month for drug prevention, launched on the day of people participate in Drug prevention) which in turn help adjust their behaviors, improve their determination for good detoxification, have comfortable psychology. As the results, defection from center in 2008 is of small number.

Centers for compulsory detoxification under the Law on Drug prevention and treatment centers according to Ordinance of Handling administrative violation are called “Centers”. Centers are establishment for treatment, education, recovering labor for drug users; sex workers forced to treatment establishment; minor drug users, minor sex workers and drug users, sex workers voluntarily attend the establishment for detoxification and treatment
. Centers are under management of organization and human resource by Department of Labor- war Invalids and Social Affairs and under instruction, supervision of specialists by MOLISA. President of People’s Committee at provincial level makes the decision to set up or dissolve a center.

- Detoxification center’s functions and tasks are as follows
: 

· To receive, classify, organize treatment and recovery for residents entering centers for Treatment, Education and Social Labor; organize physical labor, production labor for residents entering centers for Treatment, Education and Social Labor; organize education and training, vocation training; guarantee them of their physical and psychological condition.

· To conduct researches and  experiments of models and processes for treatment,  detoxification, rehabilitation; organize training as to help improve specialist and expertise of officials, servants and staffs of Center for Treatment, Education and Social labor.

· To manage and use financial resources according to regulation; maintain security and social order in the area of Center for Treatment, Education and Social labor.

· To coordinate with other relevant bodies so as to organize the management, treatment, education, labor and vocation training for residents entering the centers.

Regarding to the institution mechanism, Centers are established in the system of professional departments as follows: 


[image: image6]
4.3.1. Drug addicts of detoxification in the Centres

Following the Law on Drug Prevention and Fight in 2000, the Ordinance on handling of administrative violations in 2002 and the GOV Decree no. 135/2004/NĐ-CP regulates the allowance applied in the health establishments, activities in the health establishments, compulsory detoxification in the detoxification establishment applied for:

· The form of compulsory detoxification in the Centres (a measure for handling of administrative violations) applied for drug addicts of full aged 18 or older and for the below cases:

Those who are subjects of the administrative violations due to the illegal use of drug; are placed in the family-based and community-based detoxification; are educated at the commune/ward/town levels but still addict drug or drug addicts with no fixed residence places.

· Drug addict of full aged 12 and up to 18 who are sent to the detoxification establishments for compulsory detoxification, including:

+ Those who are placed in the family-base and community-based detoxification and still addict; 

+ Those are educated in the communes, wards and towns for twice or more but still addict drug.

+ Those have no fixed residence places.

Drug addicts who are not forced to compulsory detoxification treat in the Centres. For those who take the voluntary detoxification children must have parents or guardians.

4.3.2. Procedures and documents for detoxification in the Centres

· Making decision authority 

- For compulsory detoxification: The Chairman of the People’s Committee at district, commune, town, city level has the authority to make decision applied for the health establishment.

- For the voluntary detoxification in the Centre: the Directors of the Centres decide to receive.

· Time for detoxification in the Centres:
Time applied for the detoxification in the Centres for the compulsory detoxification from one to two years. The application of this duration depends on many factors regarding to their violations, family circumstances, history of the offenders, etc changing from one trainee to another. Basing on these factors, the Chairman of the People’s Committee at district level will consider and decide the time of their staying in the health establishments.

Time for voluntary detoxification in the Centres is at least 6 months.

· Procedures for detoxification in Centres which must be completed 
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a)  For the compulsory detoxification

According to the Decree no. 135/2004/NĐ-CP dt. June 10th 2004 focusing on handling of administrative violations in the health establishments according to the Ordinance on the administrative fine and regulations for the children and adolescents and voluntary drug addicts and procedures in 30 days from the time when the local authorities developing the profiles to the time when the district People’s Committee makes decisions to send the drug addicts to the compulsory drug detoxification in the Centre according to the procedures as follows:

- Police at the commune, ward and town levels are responsible for the consulting for the opinions of the Vietnam Father’s Front at the same level, help the commune People’s Committee at commune level in collecting materials and profile of drug addicts and submit to the district People’s Committee.

- The Chairman of the People’s Committee at the district level assigns the Head of the Labour and Social Welfare Service at the same level.

- The Head of the Labour and Social Welfare Service cooperate with the Director of the police station at the same level or investigating the profile and collecting materials, completing the profile and submit to the Counselling Council. The Council consists of: Head of the Labour and Social Welfare Service is the Executive Council; Heads of the Justice, Police and President of the Women’s Union at the district level are members of the Council. For the child drug addicts who are sent to the Centres, the President of the Population, Family and Children Committee at the district level will take part in the Counselling Council. The Executive Counselling Council is responsible for preparation, organization and facilitating meetings and preparing the documents to submit to the Chairman of the People’s Committee at the district level.

b) For the voluntary drug addicts for detoxification

The detoxifications that are not compulsory can be considered as voluntary detoxification in the Centres. For adolescents from full age of 12 to fewer than 18, they must be accompanied by their parents or guardians. The profiles of the voluntary detoxificators include:

+ Application of the voluntary detoxifications for treatment and restoration in the Centres. For children and adolescents, they must be permitted by their parents or guardians.

+ The content of the application must mention the status of drug addiction, form of detoxification, education and cure have been implemented (if yes); commitment of the voluntary drug addicts or their parents, wives or husbands, children (mature), older brothers and sisters and younger brothers and sisters or guardians (for children or adolescents).

+ Copy of the identification card or family record book or long term temporary residence certificate (notarized or enclosed with the origin document for comparison).

The profiles of the voluntary detoxifications are submitted to the Directors of the Centres for Treatment – Education – Social labour.

The Centre directors approve the profiles and consider the capacity of the Centres for approval of the profiles. The decision of receiving will be sent to the voluntary detoxifications, their parents, wives or husbands, older brothers and sisters and younger brothers and sisters or guardians ( for children or adolescents) and the commune People’s Committee where the detoxifications live.

For those whose profiles are discovered to be put in the profiles of police to send to re-education schools, education establishments or wanted offenders while being approved for the voluntary detoxification in the Centres, the directors of the Centres will refuse the application and inform the police in the near location. If the application has been approved before the discovery, the decision will be omitted.

The expense for voluntary detoxification is paid by the detoxifications or their families according to the stipulated rates of each Centre.

At the end of detoxification time, the Centre directors will issue the certificate confirming the completion of decision and send the copy of the certificate to the Director of the Labour-War Invalids – Social Welfare Service, Chairman of the People’s Committee at the district level who made the decision, and the People’s Committee at the commune level and their families for further management.

· Expenses for compulsory detoxifications in the Centres 

From the respective of principle, drug addicts who enter the Centres for detoxification (compulsory or voluntary detoxification) are responsible for expenses for the period of detoxification: for food, medicine for detoxification and other diseases; fee of testing for defining the type of drug and other tests; expense for entertaining activities; fee for literacy education, vocational training (if the trainees require); expenses for electricity, running water and sanitation; contribution for the material facilities; expenses for service and management. The Labour – War Invalids – Social Welfare Service in cooperation with the Finance Service report to the People’s Committee at the same level for consideration, decision of the appropriate rate of contribution.

However, the drug addicts who are placed in the Centres for compulsory detoxification are reduced a part or total expense for treatment and detoxification in the following cases:

 - Those who are entitled to the social welfare policies according to the regulations in the GOV Decree No. 67/2007/NĐ-CP dt. April 13th 2007 this focused on the welfare policies. 

- Those who have no fixed residence places and can not contribute or can not be defined the relatives or guardians (for children and adolescents).

- Those that belong to the policy families according to the Ordinance for heroes in the wars to protect the country. 

The rate of exemption and reduction and procedures of considering for exemption and reduction stipulated by the People’s Committee at the provincial level.

· The method of recovering detoxification in the Centres

According to the circular no. 31/1999/TTLT-LĐTBXH-BYT dt. December 20th 1999 focusing on guidelines on the process of the detoxification, health and dignity restoration for drug addicts regulating the organization of activities in a program of five stages for all subjects received in the Centres for the time from one to two years. The five stages are as follows:


· Receiving and classifying:

When the drug addicts are sent to the Centres for detoxification, a part from the administrative procedures such as handling profiles, primary information collection on name, age, occupation, place of birth, marriage status, fee collection; other information related to drug addiction, including type of drug, form of addiction, time, etc. Then the in charge officer will take the following actions:

-  Counselling for drug addicts and their families in the methods of detoxification; the family’s roles and responsibilities for encouraging the drug addicts to be willing for the detoxification;

-  Developing the medical record: Primary health check and completing procedures for check-in the hospital (form of medical record);

-  Examining the personal belongings to see if there are any addictive drugs;

-  Conducting testing for types of drugs and other testing as instructed by the doctor;

-  Guiding the implementation of the rules and regulations of the health establishments and requiring the patients and their families to follow.

Basing on the information in the medical record, and the testing results, the receiving officers will classify the patients by levels of drug addiction, types of drug, health status, etc. and arrange them in the treatment area as well as develop the plan of treatment suitable for each patient.

· Detoxification

Detoxification is implemented by the Ministry of Health according to the Decision no. 5467/2003/QĐ-BYT dt. October 21st 2003 focuses on the guidelines of application of acupuncture using the electric current as a supportive method for detoxification, implementing the plan of treatment by using tranquilizers, etc. Health workers must be trained when using these types of medicine and fully aware of how to deal with side–effects in the detoxification. The implementation of the psychological therapy and physical therapy to relief the drug addicts worries and reduce the detoxification syndrome. The time for this implementation is 10-20 days, after that testing will be conducted. If the results are negative, the patients will be moved to the next stage. If the results are positive, the patients will be continued their treatment.

· Education for behavior and dignity restoration

-  Organizing group psychological therapy for comprehensive restoration of dignity, health and psychology for the drug addicts through activities such as: morning handing over to the next shift, workshop on mortality related issues, responsibilities towards families and society. The activities must be diversified which can show the emotion between persons and the persons with the community as a whole. These activities will help the drug addicts are aware of their wrong behaviours and have will to change them for the better in the future. The drug addicts are also introduced about the laws, mortality, healthy life style, responsibilities and self-confidence. Additionally, the other psychological therapy such as team meditation therapy, yoga, exercises, etc.

-  Group psychological therapy: The drug addicts are put in groups of the same situations, and conditions for progress, etc. In groups, the drug addicts can express their feelings, emotions and difficulties, worries so that they can share with each other and become stronger to overcome their situations and get rid of their loneliness and in-confidence. The group activities promote the respect between the drug addicts; they are happy and open to others. These activities are conducted regularly (daily, weekly and monthly).

-  Individual psychological therapy: counselling services are provided for every drug addict, their feelings, worries about disease, families are listened. Through the counselling activity, the drug adducts are advised to think of their wrong behaviours and have plan for change in the future.

- Labour therapy: organizing the drug addicts in daily manufacturing activities such as cleaning, cooking, growing trees, etc. in order to help them recognize the life values.

 -  Organizing sport and entertaining activities: football, baseball, music, TV watching, etc.

The above mentioned activities are repeated daily, integrated into therapy labour and last for 6 hours to 22 hours per day.

· Therapy labor, preparation for reintegration in community and preventing re-addiction
In this stage, the drug addicts are organized into manufacturing activities for restoration of their behaviours and labour skills. Through labour, their behaviour and dignity will be restored. Before working, they are introduced about the rules and labour safety.

Work allocation must be suitable for their ages, health, gender, education levels, and occupations and according to the GOV Decree No. 20/CP dt. April 13th 1996. Organizing, managing and allocating work must be sensible, from light to hard work, from simple to complicated ensuring labour safety.

 Up the material facilities, budget, needs of the drug addicts, the health establishment will conduct the vocational training courses for them and seek jobs or send them to job centres for it. The traditional occupations will be paid special attention to as the simple work can be easily practiced in the health establishment.

Preparation for reintegration in community: Re-checking health, summarizing the medical records, developing the monitoring note for post detoxification. The minutes of handling over the drug addicts to the community consist of the following contents: health status, dignity and psychology.

Education for behaviour restoration and therapy labour stages must be integrated into each other. During the 8-hour working day, 30% of time must be spent for education and 70% must be spent for therapy labour. It is strict forbiddance to use the drug addicts in therapy labour but no education activities conducted for them. Time for the implementation of two stages is from 12 months to 18 months.

· Long term community-based management:

In this stage, the drug addicts come out of the health establishments to return home. Their families and the local authorities should be provided with counselling service by the health establishments (direct or indirect writing form) so that they welcome them for reintegration. Activities should be conducted in the community are as follows:

- Family: Commit to fulfil their al responsibilities toward the drug addicts: having no discrimination towards their past, showing their love for them and keeping an eye on their activities and friendship so that the families can have timely action to prevent them from risky behaviours or re-addicting. Their families are also responsible for creating material facilities and conditions for the drug addicts to take part in labour activities, vocational training, and other outdoor activities.

- Authorities: Administrative management: temporary residence/absence. The commune/ward People’s Committee establishes a monitoring note to record the changes of the drug addicts. Monthly, the authorities will make remarks on their progress in behaviour restoration and they will have timely actions to prevent them from re-addicting drug. In cooperation with families, the local authorities provide loans and poverty elimination for the drug addicts and their families. The outdoor activities/events will be organized to attract their participation in the localities.

5. Relevance of the detoxification policies

5.1. Policies and allowances for the Centre staff

The Centres are considered as profitable units under the Ministry of Labour – War Invalids – Social Affairs. The Centres have legal status and official stamps, accounts and offices. The operation mechanism of the Centres is self-control and responsibilities
. The national budget (including ODA and programs for drug prevention and fight and prostitution), funds of basic investment and budget for maintenance, salaries for staff and officers are as stipulated and a part of operation expense, including daily life expenses, expense for health care, or vocational training for drug addicts. The rest of the expense for the Centre operation left for the income of the manufacture in the Centres and other resources from the voluntary contribution of the drug addicts and their families support from individuals and organizations, etc. Therefore, the financial resources of the Centres are different depending on the capacity of the provincial budget as well as the capacity of the Management Board in implementing activities to create incomes.

The Government encourages the Centres to create incomes by their own resources and issue policies for them to earn these incomes. These Centres are entitled to agricultural land for production, forestry land and workshop for manufacture and equipment and materials for vocational training and creating incomes. As profitable administrative units, the Centres do not have to pay taxes for their incomes. They are given priority to get low interest loans using for creating jobs and implementing poverty elimination projects and other socio-economic development programs. The local authorities are responsible for promoting the market for the products of the Centres
.

5.1.1. Specific drawing subsidy

Staff and officers of the Centres are entitled to the specific drawing subsidy with the lowest rate of 500,000 VND per person each month. The People’s Committee at the provincial/city levels regulates the concrete rates which are in accordance with the local budget, characteristics, content and working conditions of the officers and locations of the Centres (in the plain, mountainous and remote areas), but not lower than 500,000 VND per person per month
.

- The rate of specific drawing subsidy for Centres are different and stipulated by the People’s Committee at provincial and city levels under the central level and stipulated basing on the following criteria:

- The local budget;

- Adverse working conditions, complicated and dangerous work, with the high risk of infection; 

- The working locations of the staff in the Centres (in the plain, mountainous and remote areas or in disadvantage or specially disadvantage areas);
- Work load, professional and specialist knowledge of staff should be encouraged by subsidies to work in the Centres
.

5.1.2. Advantage subsidy by occupation

a) Advantage health care subisidy

- Rate of 70% applied for the staff and officers who are directly responsible for health checking, treatment, care and testing for drug addicts, sex workers infected AIDS in stage IV ;

- Rate of 60% applied for the staff and officers who are directly responsible for health checking, treatment, care and testing for drug addicts, sex workers infected AIDS in stage III; 

The clinical classification for AIDS in stage IV, stage III regulated in point a, b, Item 1 of the law implemented according to the Decision No.06/2005/QĐ-BYT dt. March 7th 2005 of the Ministry of Health guiding for diagnosis and treatment for HIV.

- Rate of 50% applied for the staff and officers who are directly responsible for health care professional and others who are responsible for security, safety protection, transportation and services for drug addicts and sex workers infected HIV/AIDS in the Centres in the mountainous and remote areas ;

  - Rate of 40% applied for the staff and officers who are directly responsible for health care professional and others who are responsible for security, safety protection, transportation and services for drug addicts and sex workers infected HIV/AIDS in the Centres in the plain areas and cities and towns ;

- Rate of 35% applied for the staff and officers who are directly responsible for health care professional and others who are responsible for providing services for drug addicts during the detoxification in the Centres in the remote and mountainous areas ;

- Rate of 30% applied for the staff and officers who are directly responsible for health care professional and others who are responsible for providing services for drug addicts during the detoxification in the Centres in the plain areas and cities and towns. 

b) Advantage education subsidy

- Rate of 50% applied for the staff and officers who are directly responsible for educating for behaviour and dignity restoration for drug addicts and sex workers and HIV /AIDS infected people in the Centres in the mountainous and remote areas.

- Rate of 40% applied for the staff and officers who are directly responsible for educating for behaviour and dignity restoration and vocational training for drug addicts and sex workers and HIV /AIDS infected people in the Centres in the plain areas and cities and towns.

- Rate of 25% applied for the staff and officers who are not directly responsible for educating for behaviour and dignity restoration and vocational training for drug addicts and sex workers and HIV /AIDS infected people in the Centres in the mountainous and remote areas and rate of 15% for the staff and officers in the Centres in the plain areas and cities and towns. 

In 2008, budget for the subsidies mentioned above is ensured by the local budget; incomes from services and products of the Centres’ manufacture; contribution of the drug addicts and sex workers and post detoxification and other legal incomes. For the expenses paid by the local budget and transferred to the Centres
. 

The Government issued the official documents regulating the allowances and policies for staff and officers of the Centres for detoxification of the drug addicts. Given these policies, the staffs are encouraged to complete their tasks in the Centres because of the characteristics of their works in close and frequent contact with drug addicts and sex workers with high risk of infection.

5.2. Policies for trainees

5.2.1. Allowance for food

People forced to detoxify in the centre get allowance for medical care, vocation training, and studying, personal subsistence as prescribed.

People forced to detoxify have to pay for dining as prescribed. Those who are poor, in difficult situation, member of families enjoying special policies, unstable habitants will be considered supporting meal fee. Those who are affected HIV/AIDS, unable to work will be provided allowance when implementing rule
. 

However, most of people forced detoxify in the centre are poor or let down by their family, therefore, the regulations that trainees have to pay fee is not feasible to most centres. Thus, in Joint Circular No. 117/2007/TTLT-BTC-BLDDTBXH dated Oct. 01, 2007 about guiding for contribution and allowance for drug addicts and prostitutes, it is regulated that they will be supported with minimum cost for meal at 240,000 VND per person per month in 12 months. Trainees will have to pay for other months. According to the rule, trainees have to self-support by taking part in the centre’s profitable activities. They will be paid in accordance with their working norm and result. Their working income will be partly used to improve their living standard; the rest will be saved in bank and give to them after finishing the regulations
. 

5.2.2. Treatment allowance

Drug addicts are supported medicines reducing addiction, medicines in emergency cases, testing cost and medicines use in treating other diseases at maximum 400,000 VND per person in one time implementing the rule.

Addicted prostitutes are supported treatment medicines and medicines reducing addiction at maximum 550,000 VND per person in one time implementing the rule.  

While implementing the rule or temporally stay at the centre, if the addict and prostitutes are injured by working accidents, they will be first aided and cared until overcoming. If they are critically or affected from fatal diseases, the centre will take them to state own hospital and they or their families have to pay all cost. Those whose families are enjoying special policies or have serious financial problem acknowledged by commune people’s committee will be support 50% or all cost up to 1,000,000 VND per person per treatment. Under age addict and prostitutes will be supported 100% treatment cost
.

5.2.3. Allowance for daily life 

Minimum level is 100,000 VND per person per year or per one time implementing the rule (for those who stay in the centre shorter than one year). Temporal residents use their own clothes, blankets, and nets; if they do not have, according to the number of temporal residents, the centre will consider buying clothes, blankets, nets and lend them.

Under age addict and prostitutes will be provide personal belongings in kind. They will have private beds or wooden sleeping places on the floor, mats and nets. Centres in the South provide each trainee a light blanket, Centres in the North provide each trainee a 2-kilo quilted blanket and a warm coat. Every year, each trainee is provided with two mats, two lounge suits, two uniforms, two underclothes, two face flannels, two pairs of slippers, two tooth brushes, a nylon rain coat, a hard cap. Every quarter, each trainee is provided with a 90-gram tube of tooth paste and a kilo of soap.

5.2.4. Vocational training

Studying is done according to Joint Circular No. 01/2006/TTLT-BLĐTBXH-BGD&ĐT-BYT dated January 18, 2006 of MOLISA, MOET and MOMC guiding for the task of educating, re-educating behaviour and personality for addicts, prostitutes and post detoxification people. After addiction reducing treatment, detoxification, and recovering health, trainees are educated and re-educated behaviour and personality according to the following criterion:

a) Age, studying level and awareness ability; 

b) Diseases such as HIV related disease or serious transmitting diseases that make them unable to study; 

c) People having detoxification many times or having disturbing behaviours or having previous conviction, previous offence;

d) Treatment results for addicts. 

According to the above criterion, Director of the centre will send them to class with appropriate programs to ensure best result of study and education and re-education for the behaviour and dignity restoration. Given the material facilities, teaching aids, teachers and class management, there are 50 people in each class (not including particular education and team activities). The literacy class is applied the curriculum of the Ministry of Education and Training; the contents and curriculum for education for behaviour and dignity restoration is developed by the Ministry of Labour – War Invalids – Social Affairs after discussion with the Ministry of Education and Training, Ministry of Health and other relevant agencies.

Drug addicts, sex workers who do not deliver vocational training and have demand of short term training will be considered by the Director of the Centres with at least 500,000 VND per person. This budget is only provided for the trainees for the first time they are sent to the Centres. Basing on the education level, demands and real situation, the Directors of the Centres will decide the form of vocational training
.

Given the material facilities, staff and teacher of the Centres and applications of the trainees, the vocational training will be organized. The minimum duration of a vocational training is one month. The short term training if in form of learning while doing and integrated in therapy labour and manufacture for function restoration or to explore the available capacities of the Centres to produce things for the daily lives in the Centres. Once the trainees finish the vocational training, they are eligible to the examination and evaluation and they will gain the certificates when they pass the examinations
.  

Pre-reintegration in community: Drug addicts, sex workers after completing the detoxification in the Centres and returning the community with progress, they commit not re-violate and are unemployed and their families are in disadvantage circumstances. Then they are approved by the People’s Committee at the district, town and city under the central level for the reintegration allowance of at least 750,000 VND per person. They will start their life and seek for jobs to stable their lives. This allowance is only provided for them for one time
.

The Government issued adequate regulations on the allowance for drug addicts who have finished their time in the Centres: allowance for food, for detoxification, fee for literacy education, vocational training and reintegration allowance. From the respective of principles, according to the regulations, the trainees have to pay for food and treatment, etc. For the voluntary detoxification, they have to pay for: food, medicines for detoxification and treatment for other common diseases; tests for defining types of drug and other tests; entertainment activities, fee of literacy education, vocational training (if the trainees require for vocational training); expenses of electricity, running water, sanitation; contribution for material facilities; expenses of services and management. The rate of contribution is stipulated by the Labour- War Invalids – Social Welfare Service and the Finance Service and reported to the People’s Committee and submitted to the People’s Council for approval and decision for the appropriate rate f contribution. However, the Government also has the policy on exemption and reduction for those who are entitled to the priority policies, have no relatives or can not afford the expenses.

A.II. System of laws and policies in HIV/AIDS prevention and fight 

1. Before the Law on HIV/AIDS Prevention and Fight comes into life 

HIV/AIDS Prevention and Fight in the treatment establishments were conducted as regulated in the Ordinance on HIV/AIDS Prevention and Fight issued in 1995 and followed the below documents:

- Circular no. 14/2000/TTLT–BLĐTBXH–BYT dt. June 16th 2000 on guidelines for management, care and counselling for HIV/AIDS infected people in treatment establishments under the Labour – Invalids – Social Welfare Service.

- Circular no. 32/2005/TTLT–BLĐTBXH–BYT dt. November 9th 2005 on guidelines for tuberculosis of lungs, HIV infection and sexually transmitted diseases prevention and fight in Centres for Labour – Education – Social Labour (replacing for the circular no. 14/2000/TTLT–BLĐTBXH– BYT).

In the circular no. 32/2005/TTLT–BLĐTBXH–BYT regulates the following issues: 

1.1. Preventive measures for tuberculosis of lungs, HIV infection and sexually transmitted diseases

1.1.1. Responsibilities of the Centres

a) Organizing communication activities in tuberculosis of lungs, HIV infection and sexually transmitted diseases prevention and fight through banners, posters, leaflets, pamphlets, thematic sessions, contests, music performance;

b) Educating about civilized and healthy life with high awareness of disease prevention in daily life and hygiene in the Centres;

c) Providing knowledge of tuberculosis of lungs, HIV infection and sexually transmitted diseases, including disease groups, transmission, clinical symptoms, side-effects, prevention measures;

d) Educating the skills in implementing safe behaviours in tuberculosis of lungs, HIV infection and sexually transmitted diseases prevention and fight;

đ) Educating laws on in tuberculosis of lungs, HIV infection and sexually transmitted diseases prevention and fight;

e) Developing and organizing mechanism in tuberculosis of lungs, HIV infection and sexually transmitted diseases prevention and fight;

g) Processing utensils and waste which have blood and fluid in (including blankets, sleeping mat, pillows, etc.) before providing for the trainees as stipulated by the Ministry of Health.

1.1.2.   Responsibility of the Centre staff

a) No discrimination toward patients suffer from tuberculosis of the lungs, HIV and sexually transmitted diseases; be close to them to encourage and support them during the time of detoxification in the Centres;

b) Respect the laws and regulations as well as keep secrete all information related to tuberculosis of lungs, HIV/AIDS and sexually transmitted diseases prevention;

c) Follow the preventive measures related to tuberculosis of lungs, HIV/AIDS and sexually transmitted diseases prevention as guided by the Ministry of Health;

d) Guide the trainees to implement rules of ward hygiene in the Centres.

1.1.3. Responsibility of the trainees who are taking detoxification Centers.

During the detoxification time in the Centres, trainees have to implement tuberculosis of lungs, HIV/AIDS and sexually transmitted diseases preventive measures for themselves, their family members, to be concrete:

a) To be proactive in improving their health to fight against diseases;

b) Follow strictly regulations and rules in the wards in the Centres: 

- Keep clean, not to spit and litter; 

- Things (i.e. clothes, blanket, sleeping mat, etc.) with blood and fluid on must be soaked in water with detergent or javen in 30 minutes before washing;

- Waste matter (i.e. cotton, bandage and women hygiene bandage, etc.) must be collected and put in a particular place; 

- Do not share personal things such as clothes, blanket, sleeping mat, pillow, toothbrushes, razor, etc;
c) Take part in activities in tuberculosis of lungs, HIV/AIDS and sexually transmitted diseases conducted in the Centres.

1.2. Diagnosis and treatment for tuberculosis of lungs, HIV/AIDS and sexually transmitted diseases 

1.2.1. Diagnosis for tuberculosis of lungs, HIV/AIDS and sexually transmitted diseases 
During the health checking to receive new trainees into the Centres for treatment and cure or regular or irregular health checking, the Centres conduct or cooperate with health establishments to carry out testing for tuberculosis of lungs, HIV/AIDS and sexually transmitted diseases for trainees who have symptoms of these diseases.

a) Diagnosis for tuberculosis of lungs

Diagnosis for tuberculosis of lungs is implemented as stipulated in the National tuberculosis of lungs prevention program.

b) Diagnosis for HIV

-  Cooperate with the local health establishments which implement testing for HIV; 

-  Before and after testing for HIV for trainees, the Centre counsellors are responsible for providing counselling in HIV testing according the content and guidelines stipulated in the Part IV of this circular.

c) Diagnosis for sexually transmitted diseases

-  Diagnosis for sexually transmitted diseases among the trainees for treatment and cure in the Centres basing on the clinical symptoms;

-  Given the clinical symptoms and the material facilities of the Centres, they will conduct or cooperate with the local health care units to carry out necessary testing according the regulations of the health sector for each disease to define the disease and treatment plan.

1.2.2. Treatment for tuberculosis of lungs, HIV and sexually transmitted diseases

The Centres are responsible for cooperation with the State health establishments for the treatment of the trainees. For serious cases which can not be cure in the Centres must be transferred to the State health institution. These establishments are responsible for receiving and curing trainees referred from the Centres.

a) Treatment for trainees suffering from tuberculosis of lungs

The trainees suffering from tuberculosis of lungs are treated in the separate areas and implement the plan of treatment for tuberculosis of lungs of the Ministry of Health;

b) Treatment for trainees suffering from HIV

-  The Centres provide treatment for the common HIV related infectious diseases for the trainees;

-  HIV infected trainees who can not be cured in the Centres will be referred to the State health establishments for cure and treatment according to the instructions of doctors.

c) Treatment for trainees suffering from sexually transmitted diseases

The Centres are responsible for cooperation with the State health establishments 

The trainees suffering from sexually transmitted diseases must be treated according to the treatment plan.

1.3. Management for trainees suffering from tuberculosis of lungs, HIV and sexually transmitted diseases

1.3.1 During the time of detoxification for drug addiction and cure in the Centres, the Health department develop the Health Management system (the sample is enclosed with the report) for monitoring the change of the trainees’ health and regular health checking every six month to discover the trainees who may suffer from tuberculosis of lungs, HIV and sexually transmitted diseases.

1.3.2 If any trainees catch these diseases, the health staff will be responsible for:

a) Guiding the trainees the infection preventive measures to avoid transferring to others;

b) For those who catch tuberculosis of lungs, it is essential to develop profile and take action to put them in the separate area right after the AFB testing for tuberculosis of lungs and other testing are completed (if needed). The profile includes:

- Medical record; 

- Result of AFB testing and other testing (X-ray, puncturing and absorbing Bubo etc.); 

-  Form for transferring the patient to the separate area signed by the Centre’s Director.

The trainees suffering from tuberculosis of lungs are treated according to treatment plan and the result of  three negative (-) sputum checking, the doctor will summarize the medical record, define the health status and submitted to the Centre Director and propose to transfer trainees from the separate area to the area for their cure, study and other activities in teams.

c) Developing the cure, study and working schedules which are appropriate to the material facilities and health status of the trainees suffering from tuberculosis of lungs, HIV and sexually transmitted diseases.

1.4. Organizing the separate treatment area

Basing on the material facilities, scale and number of trainees are suffering from tuberculosis of lung; the Centres establish the separate treatment area for receiving the trainees with this disease during their treatment for drug addiction in the Centres.

Staffs are working in the separate area and directly responsible for treatment of the trainees with the disease have to follow the professional principles in contacting with the infectious diseases.

Trainees treated in the separate area have to follow the rules of the area.

1.5. Counseling in HIV/AIDS 

Health worker in the Centres are responsible for providing counselling for the trainees for their voluntary testing for HIV and after the testing result issued.

1.5.1. Providing  for trainees before testing

a) Risk of HIV infection, transmission through injection or unsafe sexuality;

b) Aims and meanings of HIV testing;

Effects of the HIV testing results;

c) Life style and HIV infection preventive measures;

d) Solutions to the testing results;

e) Social welfare for the HIV infected people.
1.5.2. Counselling after testing

a. The results must be informed to the trainees by the counselors or the responsible persons. This information must be kept confidentially, not be informed on phone or post or other ways.
b. The one who informs must provide psychological and social counseling for the trainees if the results are positive to HIV and keep this secrete to every one (except for wife or husband and responsible person (s)) according to the regulations in HIV prevention.

1.5.3. Counseling for trainees who have negative result

a. To persuade them change the risky behaviors, and practice behaviors that are good to health and avoiding the HIV infection risk ;

b. The negative result may be not yet HIV infected but there is still possibility of HIV at the « window period », it is necessary to advice the trainees to change their behaviors and take the again test after three months.

1.5.4. Counseling for trainees whose result if positive to HIV 

a)   Difficulties and solutions in the up coming time;

b) Benefit of following up, discovering and treatment for HIV related diseases ;

c) Healthy life style, practice safe sexuality.

d) Currently, due to lack of guiding document for implementation of the Law on HIV/AIDS prevention, HIV/AIDS prevention in the Centers still applies this circular.

2. From January 1st 2007 to present, HIV/AIDS prevention in Centers has been implemented according the Law on HIV/AIDS prevention and other guiding documents 

2.1. Communication:

-  Item 5 Article 12 Responsibility of information, education and communication in HIV/AIDS prevention – Law on HIV/AIDS Prevention specifies: « Ministry of Labor – invalids – Social Affairs, with its power and mission, is responsible for taking action on cooperating with the relevant ministries and sectors in directing information and communication in HIV/AIDS prevention in health establishments ».

-    Item 1 Article 3 Decision No. 96/2007/QĐ-TTg dt. June 28th 2007 by the Prime Minister on management, care, counseling and treatment for HIV infected people in education establishments, health establishments, social welfare establishments, jails, temporary jail defines that: « These establishments are responsible for conducting information, education and communication activities for behavior change, integrating HIV/AIDS into the regular curriculum applied in the establishments. »

2.2. Management:
Article 2 – Decision No. 96/2007/QĐ-TTg specifies:
“The Centers are responsible for: 

1. Developing the profile of HIV infected people for health monitoring, counseling, HIV infection preventive measures, care, treatment and burial for death.

2. Organizing daily life activities, studying and manufacturing for others in the Centers; assigning suitable work for the HIV infected people up to their health status. 

3. Handing over the profile and medical record and other related documents to the receiving agencies for follow-up and management.

4. Inform to the focal point in HIV/AIDS prevention in the local area where the HIV infected people return to reintegrate in community for follow-up.

5. Implementing post-mortem examination, processing specimen and burial as stipulated by the current regulations of the laws. If the HIV infected people die of AIDS with the evident proved by clinical results and test, it is not necessary to consult with the forensic test.

2.3. Counseling and testing for HIV 
Article 3, Decision No. 96/2007/QĐ-TTg regulates: 
1. HIV/AIDS infected people are provided with information and counseling service in HIV/AIDS, HIV infection preventive measures and other related issues.

2. HIV testing is conducted according to the principles of confidentiality and voluntary, except for the case stipulated in the Article 25 and 28 of the Law on HIV/AIDS prevention.

3. HIV testing cases must be provided with counseling service before and after the test as stipulated in the Article 26 of the Law on HIV/AIDS prevention.

4. The health stations of the locations where the Centers are located are responsible for cooperating with the Centers in conducting HIV testing for the HIV infected people. These HIV testing agencies recognized by the Ministry of Health to be eligible to issuing the testing results of positive to HIV can define the positive HIV cases.

2.4. Care and treatment for HIV/AIDS infected people

Article 4 – Decision No. 96/2007/QĐ-TTg regulates:

1. HIV infected people who suffer from the HIV/AIDS related diseases are treated at the health establishments or health department in the Centers. For cases of infectious diseases, it is compulsory to treat in the separate area or ward. For cases of serious diseases which are not treated in the Centers must be transferred to the State health establishments or military hospitals (for offenders, temporary in-jail prisoners, jail of the Ministry of Defense) for further treatment. The State health establishments and military hospitals are responsible for receiving and providing treatment for those who are sent from the Centers.

2. HIV infected people are provided opportunities to use anti HIV medicine at home, at health establishments and programs or projects approved by the authorized levels and according to professional instructions of doctors.

3. Given the real conditions and situations of the HIV infected people managed in the Centers, they are responsible for arranging wards and health staff taking care of these patients as stipulated in the regulations on provision of care and treatment for the HIV infected people by the Ministry of Health.

4. The Centers where the HIV infected people are managed are responsible for the payment for health checking, cure to the State health establishments or military hospitals when the patients are transferred to these health establishments for treatment and cure. The budget for health checking and cure for HIV infected people is regulated in the Article 6 of the Decision. If the HIV infected people have health insurance, their treatment and cure will be paid by the Health Insurance Fund according to the current regulations. 

5. HIV infected people who suffer from HIV related diseases are treated in the treatment areas of the Centers and provided with allowance of at least 150,000 VND per person per year; if they die, the allowance for burial is 2,000,000 VND per person.

2.5. Plan for HIV infection prevention

Article 5 – Decision No. 96/2007/QĐ-TTg regulates:

1. Plan for HIV infection prevention in the health establishments includes: information, education and communication for behavior change, guidelines for injection and safe sexuality, communication in treatment for drug addiction by using alternative medicine, implementation of professional principles in dealing with HIV infection in health establishments.

2. Directors of the health establishments are responsible for implementation of plan for HIV infection prevention as stipulated in the Item 1 of this Article, according to guidelines of the authorized agencies; in cooperation with the local health establishments for assistance in implementing these activities.

3. Budget for implementation of HIV/IADS prevention activities in health establishments

In order to implement the Decision No. 96/2007/QĐ-TTg dt. October 9th 2007 by the Ministry of Finance, the Circular No. 125/2007/TT–BTC was signed focusing on guidelines on managing and using the budget for management, care, counseling, treatment for HIV infected people and HIV infection prevention in education establishments, health establishments, social welfare establishments, jails and temporary jails, the following regulations are indicated:

3.1. Budget for information, education and communication for behavior change; HIV/AIDS prevention; HIV infection preventive measures and other issues related to HIV/AIDS prevention activities conducted by the Centers.

At the points a, b, c, d Item 1 Part II – Content and rate of expenses of the Circular No. 125/2007/TT–BTC regulates:
a) Expenses for organizing social activities, learning, information exchanging, counseling room, HIV/AIDS prevention: 20,000 VND per person per year.

b) Expense for broadcasting in the Centers (edition, broadcasting): Edition: 50,000 VND per page with 350 words; broadcasting: 10,000 VND each time.

c) Renewal prices and repairing banners, slogans: at the local market prices.

d) Allowances for facilitators:

- For staff and officers at Administration, Department levels, director of institute, provincial department, committee and sector or equivalent: 150,000 VND each session.

- For the provincial, ministry and central body experts; vive director of Department, committee and sector at provincial levels: 100,000 VND each session.

- For district, town officers: 70,000 VND each session.

- For the Centre staff: 30,000 VND each session.

3.2. Payment for monitoring testing on HIV/AIDS in the Centers
Item 2 Part II – Content and rate of expense of the Circular No. 125/2007/TT–BTC regulates: “Number of samples in monitoring and discovering HIV/AIDS are decided by the authorized agencies with the estimated budget: expense rate stipulated as the current hospital costs”.

3.3. Allowance for counselors in HIV/AIDS, HIV preventive measures and other issues related to HIV/AIDS for HIV infected people in the Centers
Item 3 Part II – Content and rate of expense of the Circular No. 125/2007/TT–BTC regulates: “Expense of 20,000 VND per person per counseling session, maximum does not exceed 300,000 VND per person per month”

3.4. Allowance for medicine for the treatment of HIV related infections for patients in the Centers
Item 4 Part II – Content and rate of expense of the Circular No. 125/2007/TT–BTC regulates: “Beside the allowance for the current treatment allowance: minimum rate is 150,000 VND per person per year”.

3.5. Allowance for food for HIV infected people who are defined as poor households 

Item 5 Part II – Content and rate of expense of the Circular No. 125/2007/TT–BTC regulates: “During the HIV treatment by using anti-bios tics in the Centers: allowance is 150,000 VND per person per month”.

3.6. Payment for transporting HIV patients whose sickness can not be cured in the Centers to the State health establishments.

Item a, b - Item 6 Part II – Content and rate of expense of the Circular no. 125/2007/TT–BTC regulates: 

a) For the case of transporting the patients by the vehicle of the health institution, the payment is not excess 0.2 little of petrol (for both outward and backward) by the current price at the moment of using the transport vehicle, no matter how many patients transported by the vehicle.

b) For the case the transporting vehicles are not available and they must be hired, the payment is calculated by the transport cost or the factual transport contract.

3.7. Payment for health checking, treatment for trainees referred to the State health establishments 

Item 7 Part II – Content and rate of expense in the Circular No. 125/2007/TT–BTC regulates: “payment is determined in accordance with the prices for hospital treatment and decided by the authorized agencies. If the HIV patients have health insurance, they will be paid by the Fund of Health for health checking, treatment as the current regulations”

3.8. Expense for burial of HIV infected people
Item 8 Part II - Content and rate of expense of the Circular No. 125/2007/TT-BTC regulates: “minimum of 2,000,000 VND per death of HIV infected person”.

3.9. Expense for epidemic prevention due to death of HIV infected people
Item 9 Part II – Content and rate of expense of the Circular No. 125/2007/TT-BTC regulates: “250,000 VND per death of HIV infected person”.

4. Effectiveness of HIV/AIDS Prevention

4.1. Results of implementation of HIV/AIDS prevention in Centers
4.1.1. Identifying HIV infected people

From the appearance, they can not be identified to be infected with HIV or not, only by taking blood for testing at the health establishments regulated by the Ministry of Health, it is possible for affirm some one is positive to HIV in the Decision No. 3052/2000/QĐ-BYT dt. August 29th 2000 by the Minister of Ministry of Health, which regulate the health establishments authorize to identify those who are positive to HIV. Accordingly: “The testing department is only eligible to conclude positive case to HIV if it meets the standards related to staff, equipments, and testing room, testing results mentioned above and approved by the Ministry of Health”. The Centers, therefore, have to cooperate with testing departments which are eligible to testing for HIV.
4.1.2. Information, Education and Communication for behavior change 

As stipulated, “Those who are responsible for organizing activities of information dissemination, education for behavior change have to integrate HIV/AIDS into education curriculum conducted by the establishments. HIV/AIDS infected people treated in these establishments are provided with information and counseling service in HIV/AIDS, preventive measures and other issues related to HIV/AIDS”
.

From the survey results, 99% trainees were aware of HIV transmission ways through information and knowledge disseminated in the Centers. Knowledge of intervention in order to reduce the impacts of HIV infection was reported rather impressive. 99.5% of interviewed trainees heard of the clean injection needles program. 97.8% of them said about the condom program and 29.4% were aware of the alternative treatment program using Methadone.

Regarding to this issue, an interviewed trainee reported that:

“Communication activities in HIV/AIDS prevention are diversified and attractive; for example, newsletter, loudspeaker and other activities such as music contest, etc. I have attended several communication campaigns on HIV/AIDS prevention. Through these events, my knowledge was improved. I hope that HIV infected people will be paid more attention by community.”

Information, Communication and Education in drug prevention and HIV/AIDS infection prevention, HIV related diseases prevention have been well conducted in the Centers for Treatment for Drug addiction. Staff and trainees have quite knowledge in the field. Among different modes of communication, the integrating mode into contests was assessed to be effective and highly appreciated by many people.

4.1.3. Care and treatment for HIV infected people 

As stipulated, HIV infected people who suffer from HIV related diseases will be provided with care and treatment. It is strictly forbidden refusal toward them due to their HIV infection
. In the Centers, HIV infected people who suffer from HIV related diseases or others are treated in the health stations. For cases who suffer from infected diseases, they are treated in the separate areas or wards. For those who suffer from serious diseases which can not be cured in the Centers will be transferred to other state health centers or hospitals for care and treatment. Those who suffer from HIV related diseases and are treated in the health stations of the Centers are provided with allowances of no less than 150,000 VND per person per year
.

Download the original attachment
B. Results of surveillances in 10 Centers for Rehabilitation, Education, Labor and Social Services of 10 provinces

      B.I. Characteristics of the Residents 


1. Information about Residents in Centers


Of the 992 residents of the 10 Centers for Rehabilitation, Education, Labor and Social Services of 10 provinces/cities that were selected to participate in this study. 92% were male and 8% were female. 


Forty percents (39.8%) completed high school, 39.5% completed secondary school, 11.2% completed primary education, and 7.7% completed college/university. Only 1.8% of the respondents were illiterate. 
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Chart of education level of residents in Centers

More than half (53.5%) were single, 30.8% were married and 13.7% were separated or divorced.
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Table of marriage status of residents in Centers

With regard to job before coming into the center, the majority of the residents did simple labor work such as work on a daily wage (40.9%) or provide help to family business without official salary. The proportion of drug users who did not have any job, but wish to work were 14.3% and 11% did not have any job but did not wish to work were 11.0%.  

Nearly 70% (693/992) of the residents reported that they did not have any income before they came into the center. One in every five (19%) of them had income range from one million dongs and above. Nearly thirty nine (38.6%) of the residents with a job and income reported that their level of income was not sufficient for their minimum life necessities. 

      
When asked about life before they came into the centers, 64% said they were living with their parents; 7.1% living alone and 27.2% living with spouses or partners. 
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Table of living of residents before living at Centers

Sixty six percent of the residents reported that their life before they came into the center was relatively stable, 28% reported that their life was fair. Only 5.2% reported that it was not stable.  
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Table of living conditions of residents before living at Centers

With regard to personal history of drug use and drug use among family members, as many as 96.3% of the residents reported that their drug of choice before they came into the center was heroin. Only 9.1% of them had family members also using drugs and 90.8% reported that they were the only one who used drug in the family. 

Table of history of drug use and the relatives in family related to drug
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 Table of history of drug use and the relatives in family related to drug

With regard to psychological and financial support from spouses, family members or friends, 18.5% of the residents reported that they received motivational statements and psychological support from family members on a regular basis, while 58.8 % received very little or no support. The participants were asked about their satisfaction with the social supports that they received, more than half (50.9%) of them reported that they were very satisfied; 23.3% were quite satisfied and 17.9% were completely unsatisfied. 

      With regard to sharing of needles and syringes before coming into the centers, 19.6% reported sharing while 80.3% did not. 

    2. Information about drug users completed the addict treatment period in detoxification Centers and recently, are participating in post- addict Centers in the community:  

    Twenty four clients were interviewed, 91.7% were male and 8.3% were female. 
About education level: 4.2% graduated primary school, 58.3% completed secondary school, high school (25%), and college/university (12.5%). 
With regard to job skills, 66.7% said they had never been trained and 16.7% had ever learned vocational skills of any kind. 

    With regard to history of drug use and drug treatment, the majority of the clients had many years of heroin use with a number of relapse episodes. Their previous drug treatment was compulsory and two-years long. The duration of time they had been back to the community ranged from one month to 68 months.  

3. Characteristics of the sample of center staff  

      
Among staff interviewed, 75% were male and 25% were female. 


The majority (81.3%) completed 12/12 years at school and 10/10 years (18.8%). 


Half of the staff had college/university education, 39.6% finished high schools and secondary school (8.3%). Only 2.1% have graduate degrees. 
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Chart of professional level of staffs of Centers 
Eighty-five percents (85.4%) had direct contact with the residents in the centers; 14.6% had indirect contact with the residents. Among those who made direct contact, 87.5% made direct contacts on the regular basis. 

                B.II. Assessment of the Infrastructure  

    1. General Assessment on the Center 
    1. Location of the Center
    The majority of the Centers are located in remote areas, far away from the main road. In particular, the Center for Rehabilitation, Education, Labor and Social Services of Kien Giang Province can be accessed to only by the river way and it takes one hour to travel from the local community area to the center by engine boat. 

    There were many conflicting opinions about where a center should be located. A number of center staff said that the construction of the centers in remote areas would be appropriate since it prevents any possible interruptions and negative influences on the life of the local people. At the same time, being located far away from the local community and from the main road will make it easier for the security workforce and minimize possibilities of group escape.  

    However, another group of opinions suggested that centers located in remote area would make it difficult to attract staff to come and work in the centers. Since the centers are built on areas of unfertile land, there is limited opportunity for development of agricultural production that helps improve the quality of daily living for the residents in some centers. 

    2. Infrastructures
    Generally, the Centers were big and built with strong framing structure. Depending on available financial resources of each province, a center can be as big as from several hectares to several hundred hectares. A standardized center requires that it has to look like a dormitory, a school, a working place and a place for therapeutic treatment. Most of the centers did not meet these requirements. In all centers, the working areas for staff are separated from the areas where the residents live and work. 

      The majority of the center staff and residents provided positive comments on the appropriateness of the areas of the center. The center is large enough to accommodate the number of residents who stay in the center for drug treatment and rehabilitation services at a given time. Specifically, 78.3% of the center staff said that the areas of the centers are completely appropriate with the number of residents in their centers. Four centers reported that the number of admissions into their centers during the last 2 years was decreasing. Therefore, the situation of being over-loaded and residents having to share beds discontinues. 

    On assessing the appropriateness of each building in the center against its function of utilization, many staff and residents commented on mismatch and inappropriateness. Specifically, 47.9% of the staff reported that the buildings were not appropriate for the functions of utilization. The reasons of inappropriateness that the staff provided include lack of security functioning (centers in Da Nang, Dong Nai, Ba Ria – Vung Tau). While the number of staff in the center is limited, the fact that the buildings were too far away from each other makes security tasks very challenging, especially in cases of escape (opinion of Director of Da Nang Center). The detoxification area was separated from the staff working area, making it difficult for the residents who are in the detoxification phase to meet with the medical staff when needed. Another instance was that the residents’ building was too hot because the roof was made of metal and the door was made of iron and always locked. In addition, the workshop was too small. 

    Explaining about the reasons behind those inconveniences, the directors of different centers said that it the material infrastructure of using Centers were not built not for purpose of addict treatment and transferred from others establishments such as: State- run farms, prison or detention centers.  

    On assessment of the facilities of the centers, 46.9% of the residents said that they felt satisfied with the physical facilities of the centers, 52.9% said they were very limited. The residents most frequently mentioned lacks of clean water and insufficient ventilation system in summer time. Among the staff interviewed, 4.2% said that they facilities were good; 75% said that the conditions of the physical facilities were fair and 20.8% said the conditions were poor.  
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Chart of the convenience of infrastructures of Centers 

    B.III. Assessment of the Quality of Services 

1. Assessment of the Administrative Structure 

 Most (95.8%) of the staff interviewed said that the centers have already provided technical guidelines on drug treatment services; 83.3% of staff said that the centers have already listed out the contents of priorities among series of tasks set for drug treatment and rehabilitation program. 

1.1 When asked whether the centers had documents that provided guidelines on the functions, tasks, and working condition for each staff, 93.5% reported that the functions and tasks assigned to each staff has been clearly documented in writing. 

1.2 With regards to whether the staff are updated regularly with information on the trends of drug use, HIV situation and updated information on knowledge on drug treatment and rehabilitation, 67.2% of the staff interviewed said that the organization for dissemination of information related to the trends of drug use and HIV was rarely done, therefore they had few opportunities to keep themselves updated  

1.3 With regard to establishment of profile for staff and residents, 97.9% of the staff interviewed reported that all residents in the centers had a personal profile for follow-up throughout their stay in the center. The profile includes information on health status at entry, history of drug use and results of drug treatment and rehabilitation and achievements during their stay in the center. 

1.4 With regard to the regulations on recognition, awards and punishments on violations for the residents, the center staff interviewed reported that all the centers have regulations on awards and disciplines for the residents. The five formalities of recognition award included: 

      - “have name mentioned in honor under the flag” 

      - receive “in kind” award 

      - get discharged from the center sooner

      - granted “certificate of merit” 

      - can meet family more often and for longer time

    Of all the formalities of award mentioned above, the one of “get discharged sooner„ was highly spoken of by the directors of the centers since this approach is effective in motivating the residents due to the fact that the decision making is within the capability of the directors.

    With regard to ruling violations made by the residents, the management in all centers had regulations in writing and the formalities for disciplines are as below:

· “Public benefit labor”. 

· “withdrawal of permission to meet family members”;

· “Getting criticized in public in front of all other residents and staff”.

· “sending to an isolated room” 

1.5 The center management set up regulations that the staff had to participate in training to improve their technical expertise and the staff were always encouraged to study and do research to improve their technical skills. 

Every year, participation of training courses for improving technical expertise is also one of the criteria for selection of role models for the center. However, only 20.8% of the staff interviewed said that they had been trained on knowledge and skills in doing CPR to overdose; 66% of the staff interviewed said that they had received training on basic skills in counseling; 77.1% of the staff reported that at least 10% of the total working time was spent on training and research activities for improvement of technical expertise; 91.7% of the staff reported that they had already been encouraged to make proposals to higher levels. Only 2.1% reported that they did not have this opportunity.

1.6 With regard to confidentiality of the profile of the residents and staff: 86.3% of the center staff confirmed that there were regulations on confidentiality of personal information of the staff and residents. Special attention is given to information on the blood test results to prevent stigmatization. 

1.8  On examination of capability to meet requirements of standards for protecting residents and staff’s health and safety: Forty-eight percents (47.9%) of the staff interviewed said that their centers had already implemented the examination; 27.1% reported that the examination had just started and 25% reported that this had not been done in their centers. The staff who confirmed that the leaders of their centers regularly organized examination of the standards (may be inspection of precaution?) for protecting the residents and the staff health were able to give detailed information on the last time such an examination was done and a report was yielded. 
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Chart of medical examination for residents in Centers 

1.9 Possibility to meet the needs of basic medicines: Seventy-nine percents (79.2%) of the staff reported that their centers were able to meet the demands for basic medicines for the residents and staff, 83.3% of the staff reported that sufficient tools and facilities for emergencies were always available in the centers. However, meeting the demands of basic medicines for residents with mental health illnesses are not listed as mandatory requirements of the centers. The centers often made linkages with the provincial general hospitals for assistance when needed. 

2. Relationships between the residents and the centers  

2.1 The residents provided positive comments about the relationships with staffs in the centers: 

      + Nearly sixty four percent (63.5%) of the residents reported that it was easy for them to meet the staff whenever they need. Only about 30% of the residents said that this was not easy. Two thirds (66.8%) of the residents reported that they could shared with the staff their personal concerns if they wanted to. 
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Chart of relation between residents and staffs in Centers
+ Also on the subject of relationship between the staff and the residents of the centers, the majority of the opinions leaned on a positive side. As many as 93.8% of the staffs were interviewed reported that they had friendly and respectful attitude toward the residents. Seventy-three percents (72.9%) reported that they set up meeting and started a conversation with new residents in order to establish a close relationship with them before they explored their emotions, feelings, wishes and desires. 

      + Evaluating the roles of the center staff in giving statements to make the residents feel relaxed and motivated during their stay for drug treatment and rehabilitation, nearly 70% of the residents asked reported that the center staff made them stable their psychological status and feel relaxed and accepted. Twenty-eight percent (28.4%) did not provide a clear view point in this regard and around 2.4% reported that the center staff did not help them with anything with regard to psychological stabilization. 
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      + Evaluating whether the center staff followed the roles and responsibilities, 54.7% of the residents asked confirmed that the center staff fulfilled their roles and responsibilities successfully; 40.1% commented that the center staff only did relatively well; 5.1% reported that the staff did not accomplish their roles and responsibilities. 
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 Chart of evaluation of residents on implementing functions and tasks of staffs in Centers 

2.2. Relationship between residents in the centers: 

      + The relationships between residents in the centers are regarded by the center leaders as important precursor to get the residents psychologically and mentally stabilized. According to the center leaders, if an equal relationship could not be created among the residents in the centers, and if there was still gang groups in the center, the efforts of educating and changing behaviors would fail. The majority of the aftercare clients who participated in individual interviews and focus group discussions confirmed that all residents were treated equally in the center. 72.5% of residents reported that there was no gang or mafia group among residents in the centers. In contrast, participants in the focus group discussions in Da Nang and Ba Ria-Vung Tau, firmly said gangs and mafia groups was existing in the centers and 87.5% of the number of aftercare clients reported gangs and mafia groups was existing in the centers. 

      + In order to assist the staff to maintain disciplines among the residents, self-managed groups with different names had been established in the majority of the centers. Examples included “Group of Responsibility, group of Self- conscious etc. According to the management of some centers, members of the self-managed groups were residents with good qualities and the group establishment was done through open voting. The incentive for members of these groups is to allow earlier discharge from the centers. In order to prevent unexpected consequences such as abusing the level of authority by among group leaders to bring troubles to other residents, the members of the self-managed groups were always closely supervised by the center staff. They would be dismissed from the group if they showed any negative indications of violation. In many centers, members of the groups had helped the center staff do their discipline work better. After every three months, the membership entitlement of the “Group of Responsibility„“Group of Self- conscious will be re-discussed by the center leaders.  

   Sixty percents (60.3%) of the residents interviewed reported that these groups worked very well. The selection of the group members was in line with the wishes of the residents. Since these members were residents who were influent, they could educate other residents. However, about 25.2% of the residents interviewed did not completely agree with the way the groups were organized. 

3. Care and Treatment Activities for the Residents  

      3.1 Regulations on assessment of residents’ mental and social status: 

      + The center leaders and staff participating in the study were fully aware of the importance of the assessment of mental and social status of the residents throughout their stay in the centers, especially the admission and classification phase. However, due to lack of technical staff working in this area, the assessment was still limited and has not been implemented comprehensively.

      3.2 The collaboration between the staff and residents in the development of the treatment plan before entering drug treatment and rehabilitation phase:

      + Information collected from both center staff and residents were consistent that the collaboration between the staff and residents in the development of the treatment plan was then not possible. Although the staff in the center understood the importance of the collaboration, they faced a reality that the treatment services are being provided in a “one-size-fits-all„ approach. The ideas of making adjustments to some contents of the treatment plan were mentioned. However, these centers only came up with ideas for adjustments to some groups of residents, not for individuals. Recently Ministry of Health has no rules guiding to implement this issue. 
      + On assessment of whether or not there was an individualized treatment regimen, the residents reported that they did not have an individualized treatment regimen and the treatment adherence that followed the drug treatment protocol had been standardized for every resident. However, in some specific cases, some refinements were made to a number of activities in some phases. The centers in Hai Duong Province and Da Nang City classified groups of residents different groups- group of first time in the centers, and group of residents who came in and out the center many times, residents entered the program on voluntary or compulsory basis so that different groups received different treatment approaches. 

      + On assessing whether the residents were regularly informed of the assessment by the center staff on the residents’ accomplishment. The residents reported that they were informed of the progress during their stay in the center. The information was delivered verbally or the announcement was made during the flag-saluting ceremony. 

      + The staffs were always willing to help and measures to respond to violent acts and other emergencies had already been established. On the level of readiness to respond to disturbances and violence, the center staff reported that their centers were always prepared for these circumstances. 

      + With regards to the living conditions in the center, 62.5% of the residents who had completed and were participating in the recovering social support clubs (aftercare clients) reported that the living conditions in the centers were acceptable; 33.3% stated that the living conditions were good; 4.2% stated that the living conditions were not good. Residents in Centers reported that there were actually gangs and mafia groups in a few of the centers;
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Chart of assessment the living conditions of residents after detoxification in community
      + Also on assessing the quality of the drug treatment and rehabilitation services in the centers, 54.2% of the aftercare clients stated that the quality of drug treatment and rehabilitation services in the centers was fair; 29.2% gave a ranking of good and very good while 16.7% stated that the quality was not good. 
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Chart of Assessment of the quality of addict services in Centers

      + As many as 45.8% of the aftercare clients interviewed reported that the drug treatment and rehabilitation services that they received did not meet their expectations whereas 20.8% stated that the services met their expectations. As many 54% of the aftercare clients stated that the program had met some of their requirements only whereas 29.2% stated that all the requirements were met. 

4. Collaboration with Family 

      + Information from in depth interviews with the leaders of the centers and data from the questionnaires showed that both the staff and the leaders of the centers were well aware of the importance of family in ensuring the effectiveness of the drug treatment and rehabilitation activities. Policies had been established to encourage the involvement and collaboration from the family of the residents. The two-way collaboration- between the staff and the family was considered important factor and the bridge to help the residents to reintegrate into the community more easily when they completed the program. As many as 87.5% of the staff interviewed reported that the families were supported by the center staff so that they could discuss with the center leaders or make direct contact with staff who work directly with their children to discuss his or her treatment plan and the progress they made. 

          + On assessing the collaboration with the families to discuss plan for the residents to return home, findings showed that it happened only for voluntary residents. There was meetings and discussions between the center staff and the families. For residents who entered the program on compulsory basis, the decision on discharge was subject to the administrative authorities. For these cases, the center only provided technical assistance if possible. 

  + With regard to the collaboration between the family and the center staff in assisting the residents during the drug treatment and rehabilitation time, 87.5% of the staff interviewed reported that the families had opportunity to contact and discuss the treatment plan with the center leaders and the staff who worked directly with their children, get updates from the center staff about the progress their children were making. The leaders of the centers encouraged and created opportunities for the families to meet their children for materialistic and psychological support. 

  + With regard to the attention and care of the families during the residents’ stay in the centers, 93.3% of people asked reported that their family members came to visit, encouraged and helped them during the treatment period; only 5.9% responded they received no visit by family members. As many as 46.2% of the residents reported having their family visit them 3 times during the previous 3 months. With regard to the belief of the families on the progress made by their children during their stay in the center, 68.9% said the family believed that their children would make progress and 31% did not.
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Chart of assessment the trust of residents’ families on the drug treatment in Centers 
 + Support from the families was mainly expressed in the form of spiritual and materialistic support. As many as 95.4% of the residents interviewed reported that they received spiritual support from the families during the latest family visit; 90.9% received cash. 

  + The residents were informed and counseled on drug situation and medical services that are available in the community. Two thirds (66.7%) of the staff interviewed reported that the residents were provided counseling on medical and social services so that they would be able to access to these services when they were back to the community. 

     5. The Network of Collaboration and Referrals  

    + With regard to the collaboration between the centers and the health care services agencies, and with political and social organizations, 83% of the staff interviewed confirmed that the collaboration with the health care service agencies was very positive. The centers maintained a close and effective relationship with the provincial HIV/AIDS Prevention and Control Centers, the Provincial Preventive Health Centers, the Provincial General Hospitals etc... Technical and financial assistance for HIV/AIDS communication and education activities, TB prevention activities was provided by the Department of Health, through the HIV/AIDS Prevention and Control Center, the Preventive Health Center of the provinces and the cities; Support for care and treatment activities for AIDS patients was given by the provincial general hospitals. However, the management of the center in Hai Duong Province stated that the Department of Health of Hai Duong Province had not supported the center in the recruitment of medical doctors, making it very difficult to provide medical care for the residents in their center. 

    + When the residents were transferred to other center or returned home, they were provided with all their patient personal profile. 

    + There had been instances that, prior to the official discharge, the center management informed and worked closely with the local authorities for organizing reception ceremony in the community on the discharge date. On the other hand, prior to returning to the community, the residents were reinforced with relapse prevention skills such as they should not continue or be alert with previous relationships, staying away from complicated locations to avoid possible peer pressure and seduction. 

      + In general, the relationship between the center management and the local authorities were good. Regular meetings were organized between the center management and the local authorities to report on situation (number of new residents, number of releases so that both sides were aware of the situation). Support was often given by the local authorities when the residents escaped from the center. 

    B.IV. Assessment of professional activities 

      In evaluation of the 5-stage drug treatment protocol as promulgated in the Circular 31, the majority of the respondents said the protocol had been still appropriate for Vietnamese drug abusers since heroin was still the most commonly used drug in Vietnam. The protocol combines multiple therapies, including detoxification, behavioral change education and functional recovery for the drug addicts. However, in order to meet the changeable and varied needs of drug addicts, some centers have modified certain activities to make them suitable for their center situation, not applied exactly the entire protocol. For example, some centers have set specific regulations for longer-term drug addicts or those repeatedly relapsed to drug use, or adjusted the detoxification time period for ATS users or users of other kinds of drugs such as pharmaceutical medicine and cannabis, etc. 

1. Stage 1: Resident Admission and Classification 
      This is the initial stage where a center obtains basic information about the drug addicts. At this stage, the residents received medical check-ups and their history of drug use, mental and physical conditions were assessed. They were also educated about the center regulations. Most (93.3%) of the residents participated in the study said when entering the center, they were informed about the center regulations; 65.3% said their drug use history were assessed; 86.7% said they had medical records established while 13.2% said they did not have medical records. Ninety one percent (91.2%) of them said they received center resident uniforms and 90.2% said they received medical check-ups during this time. Only 9.7% of residents said they had not been initially examined.
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 Chart of medical examination for residents in receipt and clarifying stage 
About one thirds (31%) of the residents participated in the study said they were not quite satisfied with the procedures and services during this stage while the remaining (68.9%) said these procedures and services were acceptable. 
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 Chart of satisfaction level of residents about Centers in receipt and clarifying stage

      2. Stage 2: Drug Detoxification   

      Among detoxification approaches, use of anti-anxiety medicine was most commonly used. Most (90.1%) of the residents said they were given anti-anxiety drugs during detoxification. Only 7.2% of them said they were detoxified by acupuncture. Besides, some centers used combined physical and medical therapies. 23.2% of the residents said they were given physical therapies for detoxification. Only 4.6% of the residents said none of the therapies was used during their detoxification time period. 
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Chart of therapies methods for detoxification

      Commenting on drug detoxification stage, 60.8% of the residents said the approaches being applied were acceptable while the rest (39.1%) said they needed to be changed. Among the later group, they recommended that what approach or therapy is applied should be based on the residents’ history of drug use and the level of their drug dependence and that current one-size-fit-all approach for detoxification of all kinds of drug (for cannabis, ATS as well as for heroin) should be avoided.   
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   Chart of satisfaction level of residents in detoxification stage 
  3. Stage 3: Counseling and Education 

      Although the center staff and leaders recognized the important role of counseling in drug abuse treatment and recovery, many of them said this component was a big unaddressed gap in their centers. Due to shortage of staff, some of the centers could not set up a counseling and education unit and had to joint this function in operation of other departments such as An Giang Center.  Many other centers had this function unit but the unit was not operated frequently.  
      Communication and education for raising awareness was usually done in stead of counseling. In terms of comments by the residents about the impacts of counseling, 45.1% of the residents said counseling was limited and needed improvement while 54.6% said the existing counseling services was acceptable; 77.9% of the residents said counselors made them feel more confident; 21.9% said their participation in counseling sessions did not make any difference for them. 
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Chart of assessment of residents about the stage of detoxification 
      Evaluating the communication and education in the center, 75.0% of the center staff participated in this study said these activities were conducted often and were effective. The most common approach was to integrate communication and education in the center cultural and sport activities; counseling activities were paid more attention and strengthened. 74.9% of the participants agreed with the existing activities while 24.9% said changes and improvement were needed.  

      Sport games, entertainment and recreational activities in the centers:  

      When asked about appropriate entertainment and recreational activities in the center, 88.6% of the residents said they were involved in sport games and recreational activities while 11.2% said they did not participate in any activities. Football, volleyball and badminton were most popular and favored by the residents. About two thirds (77.4%) of the respondents said they often participated in these games. Chess was less popular which was reported by only 15.8% of the residents. The most common entertainment activities were watching TV and other cultural performances: 70.4% said they had these activities while 29.6% said they were not allowed to watch TV. 


[image: image27.emf]70%

29.60%

0%

20%

40%

60%

80%

100%

Can watch TV, cultural and

art programs 

Can not watch TV

 Chart of opinions of residents about sport and entertainment activities 


      Commenting on the entertainment activities in the center, 78.1% said they were appropriate while 11.8% said they were not and 5.3% said they were completely inappropriate.  
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Chart of satisfaction level of residents about sports and entertainment activities 
      In terms of time allocated for entertainment activities, 54.6% said they were just enough while 30.6% said they were insufficient and 12.7% said they were too little. 
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Chart of residents’ opinion on activities durations
      4. Stage 4: Labor Work and Physical Therapies  

      Therapeutic working approach was used in the Centers. The approach aimed at recovering residents’ working skills and capabilities which they had given little concern before entering the program. The center staff said the therapy, on the one hand, helped recover the working functions for the residents and on the other hand helped them understand the values of working while preventing problems related to laziness or idleness. Taking that opinion, therapeutic working had been applied to the majority of the residents disregard whether the resident came to the program on voluntary or mandatory basis; the volume and intensity of work was decided by specific center. Most (91.2%) of the residents interviewed said they participated in working treatment therapy and 8.8% said they did not. More than half (58.3%) of the residents said working was necessary and helped improve their health and that the work was appropriate for their physical conditions; 82.9% agreed with the contents of the working treatment therapy; 33.0% agreed that existing working program was acceptable while 7.8% said it was too hard and needed to be mitigated. 
Among aftercare clients, 33.3% said the work in the center was too hard while 29.2% said the working conditions in the center were good; 82.5% said the products that they made were used or consumed to improve their living conditions in the center while 17.4% were not sure if this was the case. 

      In terms of the limitations or constraints of the working treatment therapy, 36.4% of the residents said modifications or improvements were needed. Some proposed that the working volume/quota should be reduced (residents of Gia Minh center in Hai Phong and of Center Number 2 in Hanoi). This is because the current quota was not based on the fact that drug addicts were not used to working for a very long time thus productivity was low. In addition, a considerable number of residents were living with HIV and their health was not good enough to work to meet such quota. In order to meet the current working quota, many residents had to work so many extra hours that they would not have time for sport games or participate in cultural and entertainment activities. 

      In regards to vocational training in the center, 77.8% of the residents said they received some training while 22.1% said they were not trained but given some instructions or hand on training in a very short, limited time. Only 23.2% of the residents interviewed said the vocational training in the center was appropriate and helped them when they returned to the community. Seventy four percents (73.9%) said it was not suitable and did not meet the actual job requirements or help them earn their living. Vocational training were made available for simple, manual and non-professional jobs such as knitting, tailoring, making fake money or toys, rock grinding, coal work, hair dressing or some gardening, etc. Very few residents received training in technical area such as motorbike repairs, computers, or electrics.  
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Chart of residents’ opinions on vocational training in centers


[image: image31.emf]74%

23.20%

0%

20%

40%

60%

80%

100%

Unsuitable to demands

in community

Suitable for demands of

community


Chart of assessment the effectiveness of addict treatment in Center

      When asked about the usefulness of the vocational training that they had received when they were in the center for the job they were doing, 66.7% aftercare clients said it was not useful at all; somewhat useful (20.8%) and very useful (12.5%). These comments were consistent with the comments made by the social workers. The social workers said in-center vocational training should be given more attention and investments to make it more useful and help the residents seek jobs when they return to the community, and at the same time, reflected the concerns of the local authorities to them during the process of re-building their life. 
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 5. Stage 5: Community Reintegration and Relapse Prevention 

      + According to the center staff, among the five stages of the drug treatment protocol, Stage 5 for community reintegration and relapse prevention was most important that required special attention and stronger collaboration among local authorities and agencies for continuum care and follow-up.   

      + The residents received counseling and information about existing services in the community. More than two thirds (66.7%) of the center staff interviewed said the residents were provided with information and counseling about social and medical services that were available in the community and how to get access to these services. 

      + In the center, during this stage the residents were prepared for community integration. They were provided with knowledge and skills on relapse prevention, the situation of drug use in the community so that they got prepared before returning to their home or community. Some centers also allowed them to participate in local sport or cultural events or even have home visits during this time period.  

B.V. IMPACTS OF CURRENT POLICIES AND REINFORCEMENT CONDITIONS FOR POLICY IMPLEMENTATION 

      Results from interviews with center leaders found that: 

      - The center leaders have very good knowledge of the documents relating to drug treatment and recovery as well as local and national HIV prevention and control. All center directors and vice directors could cite the major contents in the Decree 135/2004/NĐ-CP by the Government on the application of measures for sending drug addicts to the Centers and the establishment and operation the centers in accordance with the Ordinance on Handling Administrative punishments; the inter-ministerial Circular 19/2006 between MOLISA and MPS that guides on the collaboration to ensure the securities and safety in the Centers, including the management of the equipment and other properties in the Centers; inter-ministerial Circular 32/2005 on TB, HIV/AIDS and STD prevention and control in the Centers for Education, Rehabilitation, labor and social services; Decree 108/2007 by the Government on Law on HIV/AIDS prevention and Control launched in 2006; Decision 96/2007 on management, care, counseling, prevention and treatment for persons living with HIV/AIDS in the Centers, centers for social supports, and detention camps; Decree 76/3003 NĐ-CP on application of sending drug addicts to the Centers; inter-ministerial Circular 01/2006 between MOLISA, MOET and MOH on basic education, education on humanity for drug addicts before and after treatment in the Centers; inter-ministerial Circular 31/1999 by MOLISA and MOH on drug treatment and recovery protocol to be applied in the Centers. 

      According to the center leaders, the above-mentioned documents created favorable conditions for provincial and local agencies, especially the Centers, in carrying out more effectively the political tasks of providing drug treatment and recovery as well as prevention of HIV and other STD transmission in the Centers. However, they also said that the implementation of these policies required safeguard conditions. They mentioned shortage of trained staff, especially healthcare staff, counselors and educators faced by the centers. To address this challenge, the Centers staff had to do the job without sufficient training. 

      In realizing these policies, they found a number of difficulties such as lack of budget and funding and lack of benefit policy for the staff and residents who exposed to the risks of HIV infection. Besides, policies for supporting aftercare clients in their community integration process was not yet appropriate, which explained why relapse rate was high. Some recommendations they made were: (1) a good policy to provide essential needs and supports for center staff and residents, (2) once such policy be implemented it would attract capable people to work for the centers because without such policy it was very difficult to find capable, well-trained people to work in the field of drug treatment and work directly and provide care for residents, and (3) a policy to provide support for center staff working directly with center residents who live with HIV/AIDS. 

      + While the Decree 135 states that the duration for drug treatment program was 1-2 years, the Circular 13 that guides on the implementation of the decree stated that budget allocation for center residents’ food is for 9-12 months only and that the residents themselves or their family are responsible to pay for their food in the remaining time. However, none of the family of the residents who enter the center for mandatory drug treatment has ever paid for any. This gap in funding is filled (if any) by local budget recourse. This makes it difficult for the centers, especially for centers that are not able to work with other local agencies in establishing income generation plan for center residents, or for centers where the number of residents living with AIDS is higher. 

      + The gap between the minimum and maximum rate is too big thus the minimum rate is usually applied.  

      + There is usually delay in the issuance of policies, which make the policies soon outdated and inappropriate by the time they become effective; some policies lack flexibility while the price situation is changeable and fluctuated. 

       + Regarding the inter-ministerial Circular 01/2006 between MOLISA, MOET and MOH on basic education, education on humanity for drug addicts before and after treatment in the Centers, it was commented that the circular had specific requirements but there was absence of safeguard conditions that enabled the centers to carry out the tasks. The lack of educators (teachers) was an example. Educators were selected among center staff that completed junior college and were not sufficiently trained. Besides, there was lack of teaching aids as well as materials. There was no curriculum but most of the materials were developed or found by the center or borrowed from other centers. Teachers’ knowledge has not been updated. Some additional difficulties in implementing the Circular 01 on discrepancies between the education information in the residents’ profile (established by his or her local authorities) and their actual status. In some cases it was stated in the residents’ record that the residents had already completed grade 5 or 7 but when assessed by the center staff they were actually illiterate. The duration for education program as stated in the Circular was not appropriate and did not take into account the fact that they had not exposed to education for a long time thus such education program made them frustrated while the expected outcomes met. 

      + Circular 05 posed some concern about personnel issues as mentioned by the Center in Nghe An. The management of a high number of residents was challenged by limited number of center staff.  

      + Difficulties in relating to personnel: Influenced by the old perception that management of drug addicts was similar to management of prisoners, the leaders (policy makers) were not aware that the work actually requires lots of expertise. People who work in the field of drug treatment were seen as “last choice” thus little interest was paid in improving or updating their knowledge and skills; The fact that old staff were not well trained and lack of skills while new staff were difficult to hire make it one of the biggest challenges to which no adequate solution was found.  

      B.VI. ATTITUDE OF RESIDENTS AND STAFFS IN CENTER ON THE DRUG TREATMENT PROGRAM 
      1. Attitude of residents in the center on the drug treatment program 
      + Satisfaction level of the center residents about services in the centers and recommendations for improving these services.  

      When asked whether the drug treatment and recovery program helped address their problems, 54.2% of the residents said it helped “very little” to address the challenges in the future and 16.7% said it helped them “a lot”. 

      In regards to the center regulations, 43.5% of the residents interviewed said they supported the regulations of the center; 40.7% had unclear comments while 15.6% did not at all support the center regulations. 

      + With regards to information about treatment program, 63.4% said they were provided with sufficient information about their treatment program; 26.1% said they received some information but not enough; and 10.5% said they did not receive any information about treatment. 
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Chart of receipt the information on treatment process in centers  

      + With regards to healthcare services in the center. 45.8% rated healthcare services in the center as reasonable, good (29.2%) and not good (25%). 
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Chart of health care conditions in Centers
      + Thirty nine percent (39.3%) said they were satisfied with the drug treatment services they received, 52.3% said they were somehow satisfied and 8.4% said they were not satisfied. 
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Chart of Assessment the quality of services in Centers
      + With regards to Center residents’ rights, the residents said they could have contacts with the center management staff or the heads of the function sections as well as the Directorate Board to raise their ideas and concerns. The personal information was kept confidential. They were also allowed to meet their family members or relatives during their stay. They did not have to work or participate into any activities when they were sick, etc... 

      + With regards to assessment of the Center staff capabilities, 54.2% said the staff were not qualified enough 45.6% said with the skills and qualifications the staff were having, the staff could fulfill the tasks they were given.  
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Chart of assessment of residents on capacity of staffs in Centers

      + Among 969 respondents, 837 (84.4%) said they had not injected drugs in the past 6 months and 13.6% said they had. 
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Chart of information on drug using within 6 months

      + With regards to HIV testing, only 3.7% said they were tested for HIV; 25% said they were tested for HIV and knew their test result was negative; Seventy one percent said they were tested for HIV but were not informed the test result. 
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Chart of HIV test in Centers
      + In terms of the quality of the treatment program, 40.8% said the treatment program was good; acceptable (38.7%) and 8.0% said the quality was not good.  
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Chart of quality of drug treatment

      Forty percent (40.4%) of the residents said the treatment program was as good as they had expected before entering the center; 52.9% said it was not like what they had expected and 6.7% the program was quite different from what they had expected. 
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Chart of quality of detoxification treatment 

      + The residents were asked if the treatment program had met their need for stopping drug use, 18.5% said it met all their need; 36.8% said it met most of their need; 42.9% said it met some of their needs and 1.7% said it did not meet any of their needs. 

      + One of the question the residents were asked was in case they had a friend or a family member that was a drug dependent how likely they would advise or recommend he or she go to the center for treatment. More than one third (38.2%) said it was very likely they did, 31% said they it was unlikely that they would and 30.7% said it was very unlikely that they would.  

     + When the respondents were asked if they themselves would be back to the center for treatment, 33.9% said they would and 13.1% said they were not sure. Meanwhile, nearly 30% said they would never come back to the center if they could make their own decision.  
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Chart of opinion of residents about advising their friends and relatives who addict participating drug treatment in Centers

      + Respondents’ satisfaction level about the duration of their stay and services in the center:

      More than half (55.5%) were satisfied with what they received and 25.8% said they were dissatisfied. Only 18.6% said they were very satisfied.
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Chart of Assessment the satisfaction of residents about time and services in Centers 
      2. Opinions of residents about the center who completed the after-detoxification treatment then participated in self-help clubs in the community:
      + With regards to living conditions and quality of drug treatment services, 62.5% said the living conditions were acceptable; good (33.3%), not good (4,2%). Many (87.5%) of them said there were still gang leader in the center and 75% said illicit drug were still brought into the center; 

      + Commenting on working condition, 33.3% said it was too hard, good (29.2%) and acceptable (37.5 %). 

      + And about healthcare services in the center, 45.8% said it was acceptable, good (29.2%) and not good (25%). 

      + Relating to their comments on the quality of drug treatment services, 54.2% said the quality was acceptable, good (29.2%) and 16.7% said it was not good. 
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Chart of assessments of post- treatment residents on quality of detoxification treatment
      + Forty six percent (45.8%) of the residents said the treatment program was not as good as they had expected before entering the center; 20.8% said it was as good as they had expected; 54% said the program somewhat met their satisfaction and 29.2 said the program met all their needs. 

      + They were also asked if they had a friend who was a drug dependent how likely they would advise or recommend him or her going to the center for treatment. 25% said it was very likely they did, 50% said they it was unlikely that they would and 25% said it was very unlikely that they would.  

      When the respondents were asked if they themselves would be back to the center in case they need treatment, 33.3% said they would and 16.7% said they would never come back to the center if they could make their own decision.  
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Chart of opinions of post-treatment residents on advising their friends to access drug treatment centers
      3.  Satisfaction of center staff  

      + With regards to knowledge on drug treatment, 70.8% said they had sufficient knowledge about drug treatment and 29.2% said they knew very little about the area. 
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Chart of specialist knowledge of staffs in Centers
+ With regards to sources for updates and skill improvements, 60.4% said they developed their knowledge and skills from their actual experience working in the center; 31.3% rated training courses as an important source that helped them improve their knowledge and skills while 18.8% said reference materials was most important source for them.  
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Chart of information resources of staffs in Centers to improve their specialist capacity 

      + With regards to salary and income, 68.8% said their salary and income was at average level; 27.1% were not satisfied with their salary and income while 4.2% said it was good enough.  
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Chart of assessment on salary and income of staffs in Centers 
  + With regards to support from immediate supervisors, 64.6% said they received positive support; 75% rated support from the center directorate was good; 25% were not satisfied with the center leaders or from the center directorate. 

      + With regards to coordination and collaboration between medical and counseling sections, 41.7% said the coordination and collaboration between the two sections was good; 43.8% said it was not good while 14.6% said it was bad. 

      + With regards to the outcomes of the drug treatment program, 45.8% said the outcomes were good versa 54.2% said the outcomes were at average level. 

      + With regards to support among center staff, 52.1% said the support among center staff was good; 

      + With regards to cooperation from residents, 50% said the cooperation from the residents was good; 41.7% said it was at average level and 8.3% said it was bad. 

      + With regards to satisfaction with the job they were doing, 31.3% said they were very satisfied while 66.7% they were quite satisfied. 
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Chart of assessment the satisfaction of staffs about their work
+ With regards to service quality, 54.2% said the residents’ mental, physical

And social status was assessed and the results served as basis for follow-up, support and counseling during their stay in the center. However, 33.3% said the opposite. 

      + With regards to Centers’ readiness in response to possible rebellion and crime, 97.9% said the center always had plans to respond in case of these incidences.

   
      4. Opinions of after-care residents who are participating recovering self-help clubs in the community about: 

      Challenges during community reintegration, more than half (58.3%) of the after-care clients said their top challenge was stigma from people surround them. In addition, job and job seeking to stabilize their life was their big concern and one of the biggest challenges (41.2%). Relationship with other family members was not mentioned as challenge for them.  
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Chart of opinions of post- drug treatment residents assessing on difficulties in rehabilitation stage 
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 Chart of residents in Centers reporting on times of drug treatment in Centers.
Relapse risks. Half of them said they had risks for relapse to drug use; 29.2% said their risk was high and 20.8% said their risk was low. Peer pressure was the main reason for relapse as mentioned by 75% of the participants, followed by unemployment. They were less concerned about the influence of the environment where they live in as factor for relapse to drug use. 
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Chart of assessment of post- treatment residents on the risks of re- addict 

      Care and support from local authorities, political and social agencies. They all appreciated supports given by local authorities, political and social agencies. Care and support was mainly in the form of home visits and verbal encouragement. Only 29.2% of them said they were helped by local mass organizations to find job. Few (8.3%) said they received loans to start their business. 

      Significant others during their community integration process, they said family members, women union, veteran association and community police were most active. 

      Factors that influence their giving up drug use, the respondents said personal good will and determination was most frequently mentioned followed by awareness of personal responsibility to family (parents and children) and to themselves. 

      They were also asked if they had a friend who was a drug dependent how likely they would advise or recommend him or her going to the center for treatment. 25% said it was very likely they did, 50% said they it was unlikely that they would and 25% said it was very unlikely that they would.  

      When the respondents were asked if they themselves would be back to the center in case they need treatment, 33.3% said they would and 16.7% said they would never come back to the center.  

5.  Opinions of experts about residential drug treatment model 

      The experts who participated in this study expressed their appreciation of the residential drug treatment model because this model allowed isolation of drug addicts from their drug use environment, reduced the community’s stress and reduce social crimes related to drug use. With more than 100 centers throughout the country (including 19 centers at district level) that could accommodate 55,000- 58,000 residents (or one third of the number of registered drug users), the residential drug treatment model in Vietnam had addressed issues caused by drug addicts to the community and the society. The centers had applied the model guided in Circular 31. However, not every center could adequately implement all the steps as stated in this circular. 

      With regards to treatment duration, the experts said 24 months was enough for accomplishments of all stages of the model but the question was the quality was the key. Only a healthy environment in the centers could convince to drug addicts.  

      The experts also commented that procedures for sending a drug addict to a center was too complicated and usually took 1-3 months to complete before a drug addict was sent to a center. In some cases, the drug addict was already able to give up drug during this time but still had to go to the center. This caused reaction from such drug addicts. It was recommended by the experts that these procedures be made simple which could be completed within a week. By doing that, drug addicts and the community’s reaction would be avoided when such cases occurred (it was unreasonable to send a drug addict when he or she already experienced education in the community, withdrawal and stopped using by the time all the procedures were completed but they still had to follow the rule).  

      The experts observed that aftercare residents who returned to the community had positive changes. They no longer felt lack of self-confidence, became more responsible for their life, and had better understanding about drug related harms and about the risk for HIV transmission and infection.  

      Among mass organizations, Veteran Association had the most active role followed by Women Union and Youth Union. Management of after-care clients was very important but was not paid enough attention. To improve this situation, more training for the social workers and members of the association and unions was needed. Without sufficient training, their role was just limited in paying home visits because they did not have knowledge and skills to provide counseling for the drug addicts and helped them solve their problems. Benefits was too low (social workers got paid only 240000 VND per month; volunteers got 50000) and unacceptable. Such amount of money could not help them even get filled for their motorbike). 

      Loan policies were being implemented but not many aftercare clients could get access to these resources. 

      The common expectation shared by the aftercare clients was having a stable job and income and a place where they can go and meet other people like themselves.  

      B.VII. HIV/AIDS Prevention Interventions Programs
      1. Opinions of the residents and staff about HIV/AIDS prevention activities in the center.
      Consistent finding from interviews with residents and staff in all 10 centers showed that HIV/AIDS prevention activities in the center were good and useful in raising the residents’ awareness of high risk behaviors. The interventions were well-received by both residents and staff. Most (95.8%) of the center staff said HIV/AIDS prevention and treatment in the center was very important.

      With regards to risks for HIV transmission in the center, 89.6% of the residents said there the risk for HIV transmission among the residents in the center was very low. When asked about possible HIV transmission through homosexual intercourse among the residents, 87.5% of the staff ensured that there was no risk while 10.4% said the risk was low and only 2.1% said the risk was high. 
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Chart of opinions of staff’s assessment the risk of HIV transmission in Centers

      About risks for HIV infections due to poor adherence to hygiene regulations, 77.1% of the residents there was no risk for contracting HIV due to failure to follow hygiene regulation or from sport games or entertainment activities while the remaining residents (22.9%) said the risk was low. 

      Most (97%) of the respondents said the center had specific tasks for HIV prevention and budget for HIV and STD treatment. There were also staffs who were assigned to take charge of the work. 

      In terms of HIV testing, over 81% of the staff said HIV testing was mandatory for the residents when first entering the center. Only 18.8% said it was not mandatory. Nearly ninety percent (89.6%) of the staff said only key staff (directors, vice-directors and healthcare workers) could notify the test results. Ninety-two percent (91.7%) of the staff said the residents were not directly informed the test results. 

      Nevertheless, there were issues and constraints relating to policies for HIV prevention activities in the center. There was not enough supports for HIV infected residents (for food, medicine including OI treatment, etc). The centers did not have capabilities for monitoring CD4. That was why residents’ application for sick leave mainly depended on their body temperature.  

      Residents’ knowledge and perception about risk behaviors and HIV transmission: Over 99% of the residents had correct knowledge about HIV transmission routes (needle sharing, unsafe sex and mother to child transmission). 

      Residents’ knowledge about harm reduction was good. Nearly all (99.5%) of the residents had ever heard about needle distribution program, about condom program (97.8%) and about methadone substitution treatment program (29.4%). 

 

       2. Management of HIV transmission prevention
      According to MOH’s statistics, the majority (nearly 60%) of reported HIV infections were through drug injection. While most of the residents were drug injectors, preventing HIV transmission among and from in the centers was very important.

      Comments on HIV/AIDS activities in the centers: Eighty three percent (83.3%) of the staff said HIV/AIDS activities had become routine. Integrating HIV communication and education into sport and cultural activities in the centers was most favored by the residents followed by counseling and group meetings. HIV/AIDS education and communication by print brochures and leaflets as well as HIV knowledge contests were less interested in.

  

      Forty eight percent (47.9%) said HIV/AIDS prevention and care activities were well implemented in the centers. Four percent (4.2%) said they were not good because of there were not enough experienced staff and necessary equipment and supplies.  

      HIV/AIDS counseling and testing,  When asked if counseling was done before the test was taken, 41.7% of the staff said it was while more than half (58.3%) said it was not; and if counseling was done when returning the test result, only 4.2% said it was while most (95.8%) said it was not.  Contents and purpose of counseling (if any) was aimed at improving the residents’ emotion, helping them solve their problems and future challenges as well as focusing on healthy life and job opportunities when they returned to the community. 
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Chapter of assessment of counseling before HIV testing
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Chart of assessment of staffs on counseling for residents in the time of announcing HIV test results
      Relationship with residents living with HIV. Ninety percent (89.6%) of the staff said there was no discrimination toward HIV infected residents. Eighty one percent (81.3%) said HIV infected residents could stay, eat and share room with other residents. Eighty three percent (83.3%) said they received treatment when needed and could rest when they were sick.  
C. Discussion

C.I. Advantages, constraints and challenges during the implementation of drug detoxification process

1. Advantages

1.1. More elaborated legal documents and drug detoxification policy – including Law on drug prevention and control and documents guiding the implementation of the Law issued by the Government and relevant ministries, sectors.

 Coping with the complex developments of drug situation in Vietnam as well as in the region, direction was made by the Government for Ministries, sectors to gradually complete and elaborate legal documents on drug prevention and detoxification, promulgate/issue documents to provide specific guidance, program development, action plan, and build the mechanism for activity collaboration among sectors, organizations, unions appropriate to the local circumstances. In addition, localities have proactively promulgate documents guiding the implementation, direction in order to improve the effectiveness the drug treatment/rehabilitation, strengthening the interagency collaboration among provincial departments, sectors, organization in drug treatment/rehabilitation and to develop the healthy wards/communes free from social evils. 
1.2.  The consensus reached by both the Government and the people in the determination to fight against drugs

The propaganda and advocacy to mobilize people participating in prevention and control of drug use have been strengthened in many areas, and this has raised awareness of the community on the harm of drugs as well as drug addiction. Thanks to that, many organizations and individuals have been involved in activities for drug prevention and drug treatment and rehabilitation.

 The movement of building healthy commune/ward/township free from prostitution and drug use has been undertaken synchronously. Activities have been conducted to detect drug users, review the list of drug users available in the locality so as to make plan for drug detoxification appropriate to the conditions, circumstances of the sites and localities. Attention has been made by drug focus communes/wards on handling of violation, keeping record of drug users for supervision and sending those to detoxification centers. 

Understanding fully the importance of monitoring, supervision and supporting the post-detoxified drug users to reintegrate into the community, efforts have been made by the local authorities on directing and enhancing such activities as provision of loan and job creation for the ex-drug users to settle down, reintegrate into the community and preventing relapse. 

1.3. Drug detoxification/treatment system has been strengthened and consolidated

Being aware of the harmfulness caused by drug abuse for the society and the necessity of setting up a system of agencies running drug prevention and control activities, on June 05, 2000, the Prime Minister issued Decision No. 61/2000/QĐ-TTg on the establishment of National Committee on AIDS, drug and prostitution prevention. 

This Committee is an inter-sector organization consisting of representatives of 14 Ministries and sectors, functioning its advisory role to the Prime Minister in directing, coordinating HIV/AIDS, drug and prostitution prevention and control activities. The National Committee on AIDS, drug and prostitution prevention is chaired by one Deputy Prime Minister. Within the organizational structure of the Committee, the Ministry of Public Security (MPS) is the standing agency on drug prevention and control. Regarding the drug treatment and rehabilitation, Ministry of Labor-Invalids-Social Affairs (MOLISA) is responsible for organization and management of drug treatment, detoxification, education and vocational training, community reintegration for drug users, and sex workers at the treatment facilities as well as in the community.

To date, the organizational and operational system on drug detoxification has been maintained with a 4 –level model as in the below map:










The organizational structure for drug prevention and control has been set up from the central level to local level. The Steering Committee on AIDS, drugs and prostitution prevention has been set up from provincial level to commune/ward level in almost all mountainous provinces. Personnel on drug prevention work have been recruited and their capacity have been improved and strengthened. 

1.4. The investment for drug treatment/detoxification is always a priority of the annual state budget allocation realized through Projects approved annually by the Prime Minister. This funding source is utilized for drug treatment and detoxification in 06 centers (drug detoxification/treatment/rehabilitation center), and at the same time for vocational training and job creation for the post-release drug users so that they can re-integrate into the society and the community.

2. Difficulties and challenges

2.1. The most challenging issue is that the drug addicts can buy narcotics for using in community and they can practice injecting drug openly alongside the road, in street alleys. Therefore, non-addicted drug users can easily become addicted to drugs and the post-released drug users – once coming back to the community – find it easy to get access to drugs and practice using it as before. 
 2.2. Determination for drug detoxification of many drug users has not been made at a high level leading to the high relapse rate. The relapse rate is as high as 70 – 80%, and in some areas the rate is 90%
. In particular, a study conducted in Thai Nguyen province with 1,506 samples randomly selected from 11 different sites for 4 consecutive years (2001 – 2004) yield the findings that the relapse rate is 94.4% over total number of samples
. One of the reasons for high relapse rate is that determination for drug detoxification has not been made by drug addicts. Upon being released from the detoxification Center, the supply of drug is still available in the locality while those drug users who have not been sent to 06 center invite other people to join their drug use practice. Therefore, drug users who are unable to make up their mind in quitting drugs are vulnerable to relapse. There are even cases where ex-drug users can get relapse in 1 week to 1 month after detoxification period. More specially, there are cases have been free from drug use for 7 years, but ultimately they become relapsed. This shows that, the determination of detoxification of each person is very important – a decisive factor to the failure and success of drug detoxification. Practically, even though they are aware of the drug harm to their health, and the illegality of using drugs, etc. but the translation of the awareness into behaviors seems very difficult. Commenting on this issue, we have recorded the following ideas during an interview of the 06 center staff: 

“Drug detoxification is a difficult task, because the drug users are aware of the drug harms, and illegality and wrong-doing of drug use… but after being detoxified from the Center and getting back to the community, they relapse”

“It is difficult when they get integration into the community. In this setting, they implement well their detoxification process, following the procedures and they get lots of progress but when they get back to the community, their relapse rate is high. They are aware of their behaviors but still they get relapse. They understand that such actions and behaviors are wrong. When they are sent to the center for the second time, they have the awareness of not getting relapse, but it is difficult for them to avoid relapse in the community …”
2.3. The support from family and loved people towards the drug users is still low. Family plays a very important role and the family members always provide support, concerns and assistance based on the love. The drug users are emotional vulnerable objects who are required both psychosocial and material support. 

Through survey conducted in the Centers, assessment of financial and psychological support from husband/wife/family members/friends shows that only 18.5% of residents reported that they often received encouragement, psychological support from the family members; whereas 58.8% of residents reported that they rarely or never received support from the family members.   

Also through direct interviews with residents, it is found that the family’s trust on drug users phased out with the increasing times of their relapse and admission to the detoxification center, that is to say the higher the number of times for detoxification episodes in the center, the less trust of the family to be given to them. This shows one of the reasons leading to relapse among ex-drug users, i.e. lack of family members’ concerns towards them. In reality, the little cause leading to relapse among drug users could be the stigma, discrimination of the family members: 

“For some relapse cases, through our counseling sessions, it is understood that relapse is very simple. There is an example – a resident has been in the detoxification process for 2 years. His parents know clearly about his character, but there are other people in the family – brothers and sisters – in- law. When something is lost within the family due to someone’s carelessness and suspicion is given to him even though he is actually not involved. He gets relapse due to this incidence” (Comment from a staff).

The drug users themselves are very vulnerable/susceptible people; a small impact could make them have wrongdoings due to their loss of self control. Therefore, the family should always be their back-up spiritually and materially, encouraging them to overcome difficulties in life, avoiding to hurt them so that they could have confidence and determination to make progress in life and thus negative consequences could be avoided.
2.4. The management of the post-detoxification drug users by the family and local authorities has not properly done. Outcomes from interviews show that the cause for many cases of relapse is the lack of concerns and management by the family. The management by the local authorities is just superficial and it fails to promote their self-consciousness and self-confidence which can help them overcome their own complex or create a stable job for them. Concerns given by the local authorities or social organizations are mainly in the forms of courtesy/encouraging visits. Only 29.2% of the respondents reported that they got the jobs through assistance of local organizations while only 8.3% of them received support in terms of capital loans for production from the local authorities.  

2.5. Personnel involved in conducting drug detoxification/treatment are either in short number or lack of on-going training. Currently, detoxification Centers are facing with the shortage of qualified staff.  The number of doctors for treatment of drug withdrawal symptoms is insufficient in many centers to meet the need required by the 5-stage detoxification protocol according to Circular No. 31. The survey findings show that, the professional qualifications of staff working in various centers are as follows: those who have University/College education level account for 50%, secondary level – 39.6%, elementary level – 8.3%, and university post-graduate level - only 2.1%. The majority of health workers at the centers are in possession of the assistant doctor certification given by specialized training courses, and therefore they do not meet the requirements of work. Head-hunting and recruitment of qualified people to work in detoxification centers become a difficult exercise in drug treatment and care for the inmates. Upon interviewing some staff working in the center, we recorded some comments regarding this issue as follows:  

“This is a problem which needs the support from functional sectors to provide solutions. In this Center 02, doctors are not available. There are 2 general assistant doctors and 2 assistant doctors specialized in nursing, and 1 secondary pharmacist (7 persons in total). Previously, we had one doctor, but he worked with us for 2 years and then he quit the. ” 

“One of the big difficulties or challenges is the qualification of staff working at centers and the community, which is not as high as stipulated by law. More specifically, an old perception is still stuck to the reality that the management of the residents in the centers is like that in the prison, and therefore qualified staffs are not needed. Moreover, most of the detoxification centers are in the remote areas, so the staff considers working in such setting is the final choice for them”. 

“…There are 4 people in this Education Section specialized in counseling, but our qualification is still very limited and it cannot meet the requirements from the reality. We are based mainly on our experience, additional training. We follow the protocol, but training is not sufficient to fulfill our role properly. Basically, we provide educational counseling with our practical experience from working in the Center”
.

Thus, as expressed by the above comments of staff working in the centers, there is a big shortage of qualified staff in those centers, especially the health staff. One of the reasons leading to this situation is the current Government policy which does not attract high qualified people to work in the centers. Staffs working in the center are mainly based on their own experience without fundamental training, and as a result, their ability in convincing and advocating inmates is not high. Survey findings from asking 60.4% of respondents also show that professional knowledge on drug detoxification comes from working experience in the centers, while only 31.3% of respondents reported that information from specialized training workshop is very important for their knowledge enrichment.     

2.6. Investment on infrastructure for detoxification centers is still at a low level, which fails to meet the needs of drug treatment/detoxification. Even though, the overcrowding due to shortage of accommodation for the residents in the centers no longer takes place, and staff offices and daily activities areas for residents have been improved, but generally, requirement of making centers to function as place for dwelling, treatment, education, convalescent, labor production. Except the center in Kien Giang province without the high fence separating the center and the outside environment, other centers look similar to a place for detention. Moreover, in those centers the staff office area is separated from the areas for residents’ daily activities and production.  
Assessing the appropriateness of individual work for its infrastructure function and use, many comments have been raised by both staff and residents regarding the inappropriateness of those works. 47.9% of staffs who have been asked reported that the construction works are not suit to the technical activities. The area for withdrawal symptom treatment is isolated from the staff office area, resulting in the poor access to health staff in case of emergency. The accommodation for the residents with corrugated iron roof, and closed door makes the inside atmosphere hot and stuffy. The labor production area in most centers is very narrow, etc. Survey results show that 46.9% of residents reported that they feel comfortable with the Center’s, while 52.6% said infrastructure limitations are inevitable. Infrastructure insufficiencies are reflected in clean water supply, scarcity of ventilation system during summer time; even there is a situation of non availability of fans in the centers.    

Investment on infrastructure given to detoxification centers is at a low level, which fails to meet the demand for detoxification activities.  Currently, over 60% of centers are not eligible to implement the Law on drugs prevention and control and other legal documents. Admission capacity for drugs users to the centers can only cover 20 – 40% of the registered drug users. Approximately 30 – 40% of centers are not eligible in terms of infrastructure to ensure the detoxification process and organizing such activities as literacy teaching, vocational training and production for the residents during treatment period and detoxification at the center. 
Funding allocation for investment in expanding and upgrading the center still encounters many difficulties, especially for those areas being unable to balance the budget. Regarding detoxification duration as stipulated in the Drug Law, 40-50% of centers could run the detoxification course for 1 year, and this violates the required procedures for detoxification. Home-based and community-based detoxification in pursuant to Decree 56/NĐ-CP has not been implemented in various localities due to the lack of infrastructure, funding, and human resource, etc.  

2.7. Stigma and discrimination in the community towards the drug users and post-detoxification drug users still exist. Those people are facing with the stigma and discrimination from the community. This is one of difficulties encountered during the process of community reintegration for the post-detoxification drug users. As much as 58.3% of residents reported that the biggest challenge for them is the stigma given by the people around them. On the other hand, sustaining a relationship with the family members is not a constraint for them. However, the trust from the family to them will phase out according to their increasing number of relapse episodes.  
Stigma is reflected in the attitude and behaviors towards drug users. They have to cope with the fact that they are isolated by the community while the trust for them is lost because of the perception that drug addicts could not be successful in detoxification and the assumption that a drug users could become relapse once he/she gets back to the community … or that drug users should not be given loan (applied for those who are eligible for pro-poor support policy) to develop their business and production, job creation and increase income. Survey conducted with local staff responsible for detoxification work provide some findings that drug users find it very difficult to register for loan in favor of government preferential policy for the poor unless being guaranteed by the family members. In another instance of creating services provided by the post-detoxification drug users (motorbike/car wash, for example), they do not gain enough trust from the local authorities to own the business and local officials (such as representatives of the Youth Union) also get involved in co-managing the service because of the worry that drug users are not reliable enough to fulfill this task.  

Stigma and discrimination of the community make current drug users as well as post-detoxification drug users lose their confidence and courage to gain progress in life. Management by the family, local authorities and organizations for post-release drug users to reintegrate into the community has not been paid adequate concerns, thus resulting in a high rate of relapse of post- drug treatment residents.  

It is often said that one of the reasons for the insufficient number of qualified technical staff in various centers in fulfilling the tasks is the unfavorable treatment regime for the staff. Many staffs working in the centers consider their current job a temporary step while waiting for a better job. The paradox is that those staff working in centers where they get paid higher than the paid level stipulated by the state with the purpose of attracting qualified and competent staff still want to move to other places due to the serious stigma and discrimination toward the residents in the center. Those staffs are afraid of negative impacts from it and from their own family members’ stigma and discrimination because of the fact that their work relate to drugs and prostitution. This fact can be seen clearly through a comment from a center staff: 

“It is difficult, very difficult to have staff with good technical qualification. For example, recently we signed a contract with a retired doctor with the salary of 4 million (VND) per month, but he has worked for 3 months and then he quit the job. Secondly, there are aquaculture engineers who came here for a certain time and they were afraid of the residents because they heard about drugs and prostitution and they do not want to be related to those people. Their family members and friends advised them of not working here so it is very difficult to find the source for technical training.”  

2.8. Some regulations and regimes, policies for staff working in detoxification field and residents in the detoxification centers have not been revised or amended timely to fit with the situation. Regulations on regime, policies on drug detoxification for residents and staff in the center have neither been promptly promulgated nor being practically appropriate to life. Specifically, Circular No.13/2004/TTLT-BLĐTBXH-BTC dated 02/11/2004 guiding the regime for contribution and allowance for sex workers, drug users – it is stipulated that food support for detoxification resident is 140,000 VND/person/month during a period of 12 months. This allowance level is low and until 2007 – MOF, MOLISA have issued circular No. 117/2007/TTLT/BTC-BLĐTBXH dated 01/10/2007 guiding the contributing responsibility and the allowance regime for drug users, sex workers which replaces Circular 13 mentioned above – it stipulates that the food allowance for drug users is 240,000 VND/person/month. However, despite that revision has been made by the State to make the policy more appropriate, this subsidy level is still low – being unable to respond to the increasing prices in the market.
2.9. Communication on disseminating regime and policies on detoxification is still limited. Some staff in the centers provided frank answers upon being asked, that only 3 stages have been fulfilled in pursuant to Circular 31/1999/TTLT/BLĐTBXH-BYT dated 20/12/1999 guiding the protocol on detoxification, recovery of health and personality for drug users and it is estimated that by the end of 2009, the fulfillment of 5 stages could be made. The reason for not achieving such fulfillment is that the space in the center is narrow which could not allow the expansion of production line. The State has paid attention to direction on giving loan for production. However, the sum of 200 million VND for helping the residents to expand production size is still very small, which is insufficient to buy machines, and invest it production expansion.  

2.10. A rare big proportion of residents in the centers have criminal history/record (accounting for 47.7%), therefore the management, education and sustaining security order encounter many difficulties.   

2.11. Socialization and diversification of detoxification formats, drug treatment and rehabilitation model in order to encourage and promote drug users’ involvement in drug detoxification as well as to mobilize the whole society to participate in detoxification activities have not been wholeheartedly done.  

2.12. Integration among drug detoxification programs and other socio-economic development programs is still limited. Inter- sectors collaboration in drug detoxification has not been made closely and synchronously, especially the coordination in post- treatment management.  

3. Problems identified during the study and practical survey 

3.1. Complicated drug detoxification procedures

As stipulated in Decree No. 135/2004/NĐ-CP dated 10/6/2004 on applying regimes to use measures for reception of residents, organization of center’s operation in line with the Ordinance on handling administrative violations and regimes applied to adolescents, people voluntarily enter the drug treatment centers, in which regulations on procedures applied to those people who are forced to enter drug treatment facilities are as follows: The Chairperson of the Commune People’s Committee where the drug user resides makes a record to be sent to the Chair person of the District People’s Committee to issue a decision for sending drug users for detoxification with the duration of 30 days. (Commune/ward police needs to get comments from the Fatherland’s Front and members of the Fatherland’s Front at similar level). From the day of receiving record/paperwork sent by Chairperson of the Commune People’s Committee, the Chairperson of the District People’s Committee hands over such record to the Head of the LISA agency at similar level, and then the Head of LISA agency in collaboration with the police unit at the same level to verify the record, seek more inputs and complete the record and send it to members of the Advisory Council. This Council is responsible for approving the records and then sending it to the Chairperson of the District People’s Committee to consider and issue decision on sending that person to the drug detoxification/treatment center.            

As such, within 30 days the competent authorities can conduct needed procedures to issue decision to send the drug users for detoxification. In order to send drug users for detoxification, it is necessary to go through many intermediate phases of appraisal, verification, and record reviewing. Delay and intermediate phases have led to the fact that somebody has to wait as long as 3 months to get the decision of sending them for establishment-based compulsory detoxification. Therefore, there have been cases where drug users are detected during their first time experiencing drug use, then they get home-based and community-based education, and as a result they voluntarily get involved in home-based detoxification and no longer get withdrawal symptoms. However, in implementing the decision, they have to be sent to establishment –based detoxification in the center and still has to follow the withdrawal procedures as applied to other people. This will lead to the negative attitude reaction of the residents during the detoxification period within the center. Therefore, time should be shortened in issuing decision in sending drug users for detoxification. We have recorded some comments from an interview with staff conducting community-based detoxification on the issue as follows:  

“Bringing drug users into the detoxification center encounters lots of difficulties: it is a bulky process for a drug user to get detoxification in the center: the local police have to make the record and get it through the Chairperson of the Front, or Women’s Union… at least 5-6 stamps should be required for moving up to district level for approval. Normally, in a fast manner it takes 1 month to bring the drug user to the detoxification center. That is why many people during the waiting period for detoxification they have conduct withdrawal at home. There are cases where drug users get community-based education and quit drug use, but by the end of the year, they have to go for establishment-based detoxification because of the decision issued in the past
”. 

“The delay of decision issuance (if positive results from drug testing are found, decision for immediate detoxification is made, even within 1 week – it is effective). Reduction of administrative procedures for drug users to get detoxification: police makes the record, 05/06 center staff sign in it and stamp got from the People’s Committee – then it is OK. Just police official is OK with procedures. If reduction of procedures is made for within 1 week – that is the most effective. Delay in decision issuance for drug users’ detoxification has caused people’s reaction: drug users receive education locally until they have withdrawal at home, and then they are forced to have detoxification in the center – that is not reasonable
”.

3.2. Regulation on no admission of drug users at the age of 18 and over to the detoxification center for 2 years because of relapse from the day of completing implementation of decision for establishment-based detoxification
As stated in Article 3 Decree 135: “No application of measures to bring into the detoxification centers the following groups members: … drug users who are at the age of 18 years and over within two years of relapse from the day of completing implementation of decision for establishment-based detoxification”. According to this regulation, if the post-release drug users return to the community and get relapse, they have to wait for further two years in order to be brought back for mandatory detoxification at the center. This is a non-reasonable   regulation, inappropriate to the reality because the drug users who get relapse are given compulsory detoxification just due to their experience in detoxification in the center previously, and this is not sensible. The duration is too long; the post-release drug users who get relapse have to wait for further 2 years in order to meet the criteria for returning to detoxification center”. 

In reality, due to the above regulation, while spaces are still available in the center for more residents, but it is impossible to bring drug users back. Specifically, as many as 1,500 ex-drug users have been released by Hai Phong detoxification center. Now, approximately 3,000 drug users are not eligible (compare with criteria stated in Decree 135) to return to the center
. A staff expressed as follows:

“Accommodation and the treatment area are convenient and spacious with the capacity of accommodating more than 1,000 residents, but currently there are only over 400 residents”.

Thus, it is necessary to change this regulation in the direction that “…Those who have been detoxified at the center and then got relapse will be eligible for mandatory establishment-based detoxification”. 

3.3. Vocational training for the residents is still superficial while most of their trained occupations are not useful upon returning to the community

As stipulated, the center is responsible to run vocational training for drug users who are being given treatment and rehabilitative detoxification in order to help them with the competence of practice for being employed or self-employed, thus having a stable life and community reintegration. Those residents who have desire to learn a trade, they can register to learn that trade. The director of the center will consider and make decision of whether to run a training course for that. Taking into consideration of the center’s physical conditions, resources, personnel, trainer and registration made by residents, the center will organize such courses.   

Short-term vocational training courses at the center ranging from 1 month to less than 1 year: Taking into consideration of the center’s physical conditions, resources, personnel, trainer and registration made by residents, the center will organize vocational training courses. The minimum duration for a course is 1 month. Upon completion of the course, trainees who meet all needed criteria are eligible for a test. If they pass the test, certificate will be granted to them in accordance to the regulation on vocational training. 

Short-term vocational training courses at the center with the duration of less than 1 month: The short vocational training courses are run in the form of learning by doing – a combination with therapeutic labor, production labor for rehabilitation purpose, or taking advantages of production potential in the center to make products for residents’ consumption
. Therefore, according to the above-mentioned regulation, the minimum and maximum duration for vocational training is 1 month and 1 year respectively depending on the registration/enrolment of the residents as well as the capacity of individual center.  

Through the survey, it is shown that 77.8% of residents report of their vocational training during their time residing in the center while 22.1% of residents report of not having genuine vocational training, rather they got instruction in doing some hands-on manual work in a limited time. Only 23.2% report that their job learned in the center is appropriate to their need upon returning to the community while 73.9% assume that the job learned from the center is not appropriate to the real-life conditions and thus it does not help to get a stable job for their own earning when returning to the community. 

 Most centers provide one-month vocational training courses to the residents with non-specialized handicraft laboring in order to exploit the available potentials of the center in order to make products which are helpful for daily life of the residents – cashew nut peeling, production of votive objects, art objects, children’s toy painting, rock cutting, coal mining, farming, etc. Motorbike repair is taught in some centers, but it is reported that the duration of training is only for a few weeks. This is a very short duration which is insufficiently providing knowledge to the residents so that they can look for job and earn their own living.     

Regarding this issue, a resident expressed “with such a short time, what could we learn ….?
Findings from survey with residents giving feedbacks on the outcomes of vocational training show that: “The rock fine art job is not socially appropriate. Upon returning to the society, this job cannot ensure the economy. This job is not widely available in the society; neither input nor out-put are associated with this job, and it is not suitable”.  
More specially, some training courses such as English, office computing, etc. are also run in some centers. These are job suitable to the current market and supported by international organizations. However, attention is paid by the center to only provision of training to the residents, not on their knowledge level or their own interest in learning that job or not. A resident stated on this issue as:

“I have been taught in a course organized by the center about office computing and English, but my level of education at primary level so how could I be able to learn such a hard job …”

Being asked about the benefit of the job they learn from the center: 66.7% of post-detoxification residents said that such job is totally invalid for their current job while 20.8% think the trained job is partially useful, and 12.5% of residents think that job is much helpful for them. This perspective is also supported by some social workers in the community. That is to say the center has provided training of some jobs that are not utilized by the residents.  

Thus, it is possible to see that, vocational training has been conducted in some center in line with the law provisions, but training in few centers is just superficial, without any focus on the education level as well as the needs of the residents. 

3.4. Low financial support for residents’ food in the center 

As stipulated in Inter-ministerial Circular No. 117/2007/TTLT/BTC-BLĐTBXH dated 01/10/2007 guiding the contribution and allowance level for drug users, sex workers, the food support for drug users is 240,000 VND/person/month (higher than the previous level - 140,000 VND/person/month). However, this allowance is still lower than the currently unexpected increasing prices.  

The duration of compulsory detoxification as stipulated in Decree 135 ranges from 1-2 years, but according to Circular 13 on guiding implementation of this decree and recently Circular 117 promulgated in replacement of Circular 13, support for residents’ food covers only 9-12 months, the rest of the time will be covered by individual resident and the residents’ family. The fact shows that most of the families have not paid food costs for their drug users on compulsory detoxification. The support (if any) of residents pursuant to this regulation come from the local resources and center has to make request to the People’s Committee to support. Sustaining the resident’s living without support from the family causes a lot of difficulties for center, especially those centers having no joint venture or collaboration with the local authorities to create income for residents. Besides, also according to guidance from Circular 117, for HIV/AIDS infected drug users, unable to work; or adolescent drug users are eligible for food support during the implementation process of the decision so that they can have income to keep their living – this is a difficult issue. A staff said about this matter as follows:

“…Contribution from the family is requested for the remaining time. Actually, it is impossible to get the contribution and so we have to request support from provincial authorities. Now that we have Circular 117 giving adjustment, but the duration remains the same, and contribution from the family is still requested. If contribution is not obtained currently, then it is necessary to make that duration open so as it makes easier for management”.  ;

“Policy applied for residents encounter difficulties. First, regarding the food, we provide support but not enough, 240.000 VND/month is not sufficient – rice is expensive – a few thousand (VND) per day for rice is not enough. It is clear that we have difficulties, we have the support from the State, but more support is appreciated. We work here mainly for the wholehearted emotion“.

Residents in the center also made their voice heard about the low food support regime and expected that their daily meals could be improved. Regarding this issue, we have recorded some reflections from the residents as follows:  

“Support from the State is not enough. The standard set for food support for people in 06 centers is not appropriate to the reality… Even now, a table with 10 persons, there are only 3 fishes - so such diet is not suitable”; 
 “Food is little while rice is abundant, no clean water for bathing. There is on pond for hundred of people bathing, thus lice transmit from one to another; wishing to have a clean water source for consumption; “ electricity and water are scarce, not enough for bathing/showering. Electric fan operate by hour, water is not sufficiently supplied during hot summer time”. 

3.5. Recreational types and time have not met the residents’ needs

As stipulated, residents are allowed to get involved in cultural, sporting, recreational and other collective activities organized by the Center’s director
.

The survey findings show that, 88.6% of residents participated in recreational and sporting activities while 11.2% did not involve in any activities. About 70.4% of residents involved in such activities as watching YTV, music show and 29.6% said they did not watch TV. As many as 30.6% of residents said that the time for recreation is little while 12.7% said it is too little. Residents also said that the time for recreational activities is not enough. TV is made available for the residents to watch after working hours till 9 PM. Residents wants to have more time for recreational activities. They said:  

“5h00 PM coming back from work, and 5h30 have dinner. No sporting activities, wishing of stopping work prior to 5h00 so that sport could be played;

“Sporting for recreation is not comfortable. It is available just for political nature. Film/movies are shown several times per month by the center.”

3.6. The nationwide unified materials, textbooks has not been made available for teaching, education of drug users in the centers 

As stipulated in Circular No. 01/2006/TTLT/BLĐTBXH-BGD&ĐT-BYT dated 18/01/2006 guiding teaching literacy, education for recovery of behavior and personality for drug users, sex workers, post-detoxification drug users, drug users and sex workers after the period of time for treatment of withdrawal, detoxification and health recovery involved in learning literacy, education for recovery of behavior and personality. The classification is made based on the following criteria: by age, level of education and perceptive competence; by pathology such as opportunistic infections or infectious diseases affecting the course of learning, education; people who have been treated/detoxified  many times or people who have dangerous violence behaviors or criminal records; by the results of detoxification, health recovery during the process of treatment, establishment-based detoxification for the post-detoxification drug users.   

According to the above regulation, many close conditions have been mentioned but the condition to help center to fulfill their tasks has not been mentioned, especially the shortage of trainers/teachers. Teachers who have been mobilized from center staff are at the secondary level of technical education, without being given regular training. Teaching aids are in short, especially the teaching materials. The competent authorities have not issued a unified set of materials on guiding teaching literacy, education for recovery of personality so the lectures are mainly delivered based on materials made by the center or borrowed from other agencies. Because of no standardized textbook and not update information so advantage and effectiveness of those activities have not been made.    

Regarding this issue, one staff discussed as follows:

“In implementation of teaching literacy, we do not have enough teachers, mainly by mobilizing staffs that are at the secondary level of technical education, without being given regular training and teaching aids, especially teaching materials. We mainly collect materials while no update of information is made. We often borrow material from our neighbors and reproduce them to be our lectures. We do not have standardized textbooks. We mainly collaborate with the continuing education center, but now that centers no longer to deal with this type of teaching (the rumor is that they will permanently cut this issue). 
One more difficulty raised in implementation of Circular 01 is that, when the resident profile was set up, his/her education level was noted as grade 5 or 7, but then they were checked in the center and it is found out that they are illiterate. The duration for education stipulated in Circular 01 is not sensible and based on the psychology of the resident, that is they have not been given education for years, and by so doing, tension is put upon the resident and no effectiveness will be gained.  

3.7. Center staffs are in short of number and limited in quality, but continuing training for capacity improvement, especially for those staff specialized in detoxification work has not been made available  

3.7.1 Regarding the number of staff

According to Inter- ministerial Circular No. 05/2002/TTLT-BLĐTBXH-BTCCBCP dated 06/02/2002 guiding the function, tasks, organizational structure and personnel of the center as well as stipulation on the number of staff in the center (including management staff), the number of staff in the center is specifically described as follows: 05-06 center with fewer than 100 people - 1 staff/5-6 residents; 05-06 center with 100 to fewer than 200 people - 1 staff/7-8 residents; 05-06 center with 200 to fewer than 500 people - 1 staff/9-10 residents; 05-06 center with more than 500 people - 1 staff/11-15 residents. 

          The above-mentioned norm is used as a basis to calculate the funding for regular activities in the center. According to that regulation, the number of residents in the center progressively increases will lead to the increase in the number of residents under the management of one staff (minimum 1 staff/5-6 residents, and maximum 1 staff/11-15 residents depending on the high progressive number in the center). However, this regulation is not appropriate because staffs are in short number to satisfy the requirement stated in the above circular. During the study, a staff said:  

“Circular 05 should be revised as soon as possible, because in reality there is a high number of residents, but the staff number – according to Circular 05 is limited causing many difficulties in management, giving treatment and vocational training to the residents”. 

In giving solution to the problem of staff shortage as mentioned above, on 08/10/2008 MOLISA, MoH promulgated Inter- ministerial Circular No. 21/2008/TTLT-BLĐTBXH-BNV guiding the function, tasks, power, and organizational structure and staffing norm of 05-06 centers replacing Circular 05. Regulation of staffing norm based on the number of staff and residents under management is as follows: 

a) Center with fewer than 100 residents, 1 staff / 4 – 5 residents;

b) Center with 100 – fewer than 500 residents, 1 staff / 6 – 7 residents;  

c) Center with more than 500 residents, 1 staff / 8 - 9 residents;

d) For those newly-established centers or center with fewer than 4 residents, there are 10 staffs in the center.

Based on the regulation on the number of residents under management of 1 staff, calculation of the total number of center staff will be made in accordance with the actual number of residents in each type of center. 

Thus, despite the new Circular show the decrease in number of residents under management of on staff, but this decrease is not significant (a decrease of 1 – 2 residents. This regulation is not appropriate to the real situation because of the fact that according to the previous Circular 05, 1 staff has to manage a bigger number of residents than the number stipulated in Circular 21, but the centers have not enough staffs to implement the Circular. Therefore, unless encouraging regime and policy are made for staff in the center, recruitment of enough staff as mentioned in Circular 21 could not been made. 

3.7.2 Regarding staff’s qualifications

Through the survey, interviews conducted with the center staff; we notice that center lacks qualified technical staff. Furthermore, those technical staffs working in the center have not been given training to improve their qualification. They want to have training for improving their skill in treatment of withdrawal, detoxification for drug users, knowledge on care and treatment for HIV patients. The study findings show that 2.8% of interviewed staff reported that they have been given knowledge and skill in giving emergency care to overdose shock cases.  

Circular No. 01/2006/TTLT-BLĐTBXH-BYT promulgated on 18/01/2006 guiding teaching literacy, education for recovery of behavior and personality for drug users, sex workers, post-detoxification drug users… but to date some centers are still in short of staff to conduct this activity, and if the staff are available, nationwide unified textbooks have not been made available for implementation of this task. To solve this problem, some centers have proactively made their own materials, and some centers have collaborated with the provincial continuing education center to run literacy courses for the residents. Regarding this issue, we have recorded some staff comments as follows: 

“Improving the staff capacity such as skills for counseling, educating residents”

“The staffs are incapable to convince residents; staff could not understand the resident’s thinking, which affect the quality of detoxification. They have poor capacity in convincing the residents and instead they use violence”.

It is also known through the survey that: “technically, many staffs are not able to convince the residents, they could not answer some questions. Thus training should be given to improve their capacity on, for example, HIV…”
Being asked about the capacity of center staff, 54.2% of residents reported that staffs working in the center have poor qualification and 45.6% think that with the current qualification, the center staff could fulfill their entrusted tasks. 

3.8. No attraction and incentive in the Regime and policy towards center staff 

The Government promulgated Decree No. 114/2007/NĐ-CP dated 03/7/2007 stipulating the allowance for staff working in 05-6 centers and Circular No. 13/2007/TTLT-BLĐTBXH-BNV-BTC dated 20/8/2007 guiding implementation of the allowance for staff working in 05-6 centers as well as other legal documents relevant to the regulation on allowance for the center staff. However, this allowance regime has not respond to the needs of center staff, because the centers are often located in the remote areas. Furthermore the working environment is hard and risky because most drug users have criminal records, and HIV infected resulting in a high risk of getting HIV and opportunistic infections. Thus, through the survey, we have obtained the comments that the State regime and policy should be more favorable to them to encourage them working. We have noted comments from some staff as follows:   

“We have the needs for human resources, but recruitment was limited because the working environment and conditions here are hard to attract them. Qualified people are not interested and very few people are whole-hearted. Low income, poor salary prevents us from attracting people to work”.

“There are currently 60 staffs, but about 30 of them are qualified and skillful to conduct counseling and education for the residents”. 
Results from survey of center staff regarding salary, income show that 68.8% of interviewed staffs think that they have moderate salary and income while 27.1% do not satisfy with the current salary and income, and 4.2% think the current salary is good. This shows that most staffs in the center are not the current salary and income so the government should pay more concerns to the regime and policy for the center staff, ensuring a satisfied level of income so as the staffs have more confidence to work and improve the effectiveness of work. 

Also from the survey results, apart from problems in infrastructure, hazardous working environment, high risk of HIV transmission, etc, salary-related difficulties become one problems of staff involved in detoxification work, especially for staff working for community-based detoxification, they do not have salary but a support of 240,000 VND or  50,000 VND/month/person. Some people said that the sum of money is not enough to by petrol for motorbike which affects the staff to effectively work for the detoxification  

The fore, the government should have policies, regimes to financially encourage and attract staff working in the center in the direction that the basic salary should be in line with the salary level stipulated by the government with additional occupational allowance at special level so that they have confidence to work and avoid negative matter taking place between staff and resident and their family. For those staff involve in community-based detoxification, travel support to help them should be given so that they can fulfill the tasks in the most effective manner.  

3.9. Insufficient investment in infrastructure for centers, separate areas for treatment of HIV positive people have not been arranged. 

Priority in the annual state budget allocation has been given, but it has not yet respond to the needs of drug detoxification. 
As stipulated, centres are the entities having its legal status, seal and operating with the self-autonomy and self-accountable mechanism stated in Decree No. 43/2006/NĐ-CP dated 25/4/2006 of the government on stipulating the self-autonomy and self-accountability on implementing tasks, organisational structure, staffing and finance for public non-productive units.  
Currently, centers are facing with difficulties in terms of infrastructure in conducting activities. The infrastructure does not meet the demand of work. The surrounding fence has not been constructed; basic construction work is not appropriate to the subjects under management leading to the poor security assurance, etc. In order to overcome this situation, centers have to be self-managed. The survey results show that: 

“Medical equipment, medicines and other aids to serve the withdrawal treatment are insufficient causing difficulties”;

”In general, difficulties are found with the infrastructure, teaching facilities. The centers have to be self-managed in this case”;

-“….in management of detoxification, if the dormitory is not properly built, it is a problem. You can see, when the resident gets excited, he/she may bang at the door (basic construction work is not suitable with the residents”. 

Residents are patients, but they are not prisoners, however they can cause danger to the society. Thus, the center should be a place combining functions of a treatment facility, a school for literacy training, vocational training, education for recovery of behaviors and personality, and also a place of labor production. However, most centers could not meet the above criteria.  

3.10. Regarding finance of the center 

In principle, the detoxification center is a non-productive with income, and therefore centers are given partial operating funding from the provincial budget. The remaining costs will be covered by the centers with revenues gained from production activities. Mostly, allowance regime for residents is calculated for one admission to the center regardless the length of stay in the center. However, it is stipulated that, the centers are responsible for creating/seeking jobs and income for residents – not an easy task in the current market economy. Qualified and trained people still find it difficult to get employment while residents in the centers are mostly non-skillful people (the statistics of people with graduation levels is as follows:  Elementary - 4.2%, secondary - 58.3%, secondary - 25.0%, university/college - 12.5%); while non-train occupation accounts for 66.7%; and 16.7% have experienced with a certain occupation). Moreover, centers are unable to find a collective job appropriate to the residents’ previous job. 

Thus, income generating job created by the centers mainly the simple labor work, easy to learn for all residents and their products are hard to be sold or brought substantial income from this economic activity. Reports from the center also confirm this position. The income level per head from labor production by resident in 2005 are in ranges from 0 - 200.000 VND/person/month. Thus, financial deficit is commonly found in the centers. They are facing with the serious and prolonged financial deficit which is a pressure for those centers and affects the detoxification quality as well as living conditions of the residents.  

The allowance regime for staff working in 05-06 centers is 500,000 VND/person/month. Besides, the have preferential allowance applied for health workers responsible for care and treatment of HIV positive people, for educational staff ….. This regulation reflects the concerns of the government towards 05-06 center staff so that they will remain working for the center. However, this Circular also provides guidance that the expenditure is the responsibility of the People’s Committee of provinces/centrally-run cities to cover from the local resources including the centers’ revenue gained from production activities. Thus, budget balance should be made by the local authorities to provide allowance to staff. This will lead to the options (to implement or not to implement) in the reality based on the balancing of local budget.  

C.II. Advantages, difficulties and challenges during the process of implementing HIV/AIDS prevention activities in the Centers

1. Advantages

1.1. Sufficient legal documents and policies on HIV/AIDS control, prevention, care and treatment for HIV positive drug users in the centers were promulgated by the Government

Through direct interviews with staff working in the centers, it is found that 100% of centers’ directors, vice directors are aware of the main contents of legal documents stipulating regulations for drug detoxification in general and the policy for prevention, care and treatment for HIV infected people in particular. According to assessment of the centers’ leaders, the above mentioned legal documents and polices issued by the Government and ministries have created favorable conditions for the local authorities, especially  the 05-06 centers in implementing drug detoxification/rehabilitation for drug users and prevention of HIV infection as well as other infectious disease within the centers. However, implementation of document, guidelines issued by the higher level depends largely on factors.  
1.2. The centers often collaborate with local health facilities to provide HIV detection testing to residents and care & treatment for HIV positive people in the centers

Findings from the survey show that 83% of respondents confirmed good relationship with health facilities. The centers have maintained close and effective relationships with the provincial AIDS center (PAC), Preventive medicine center, provincial general hospital, etc., provided HIV testing to residents, IEC activities on prevention of HIV/AIDS, TB, disease treatment for AIDS patients (provincial general hospital).  

It is also shown by the survey that 94.3% of residents were given HIV testing and only 3.7% of residents were not given HIV testing. Of those residents, 20% said that they received test results which were negative results and 71% said that they attended the test but no notification of the test results was given to them.  

The above findings show that the centers often provide HIV detection testing to residents in the centers. Regarding this issue, the centers’ staff in the direct interviews expressed as follows:   

“Conduct 100% HIV testing for newly admitted residents. HIV prevention activities are conducted by the center’s health office”; 

“When the drug users are admitted to the center, testing will be given to 100% of residents to find out the HIV prevalence status, prevention of cross- transmission and deploying the workforce appropriately”;

“Our health offices have a biannual cooperative program to visit and conduct testing, counseling and providing support. Our Provincial party committee secretary is very concerned about treatment work in the centers. He himself convened a meeting at the health office on treatment work at the center”.  

“Biannually we conduct testing and ….” 

Based on the HIV detection testing for residents, centers will promptly provide health care service, arranging jobs suitable to residents’ health. Especially prevention of cross – HIV infection among HIV infected residents and with the persons not infected with HIV.  
1.3. HIV positive people are being given favorable conditions to access ARV in the centers  

According to stipulations in the HIV/AIDS prevention and control Law, at Item 1, Article 39 on access to ARV drugs ”HIV infected people  are created favorable conditions by the State to get access to ARV drugs through programs, projects appropriate to the socio-economic conditions”. This is an important legal framework for the competent authorities to issue document to specify this regulation in creating HIV people to have direct access to ARV, in which there is a regulation on ARV treatment for HIV infected drug users in the centers. To implement this regulation, the Prime Minister has promulgated Decision No. 96/2007/QĐ-TTg dated 28/6/2007 on management, care, counseling, treatment for HIV infected and prevention of HIV infection in closed settings:  

“HIV infected people are created favorable conditions to access ARV drugs by the family, organizations, individuals or program/projects approved by the competent authorities with indication from the doctors.”  (Item 2, Article 4)

This is an important legal basis for HIV infected people in the centers to get access to ARV in accordance to the doctor’s indication. In the current situation where implementation of ARV in the centers has not been conducted yet, but in the case where residents are being given ARV at the community and during their time in the center, ARV could be continued as long as the health authorities allow access to drugs through the family.    

1.4. IEC activities for HIV/AIDS prevention have been conducted regularly in the centers

Findings from the survey show that 83.3% of staff said that IEC activities have been conducted regularly with programs such as: integrating propaganda into cultural programs, picture painting for understanding of HIV/AIDS and propaganda for HIV/AIDS prevention through material distribution. As shown by the survey results, 99% of resident have proper knowledge on the risk of HIV infection among residents, from practicing needle sharing, unsafe sex, mother to child transmission, etc. 


Knowledge on harm reduction measures was shown relatively sufficient among interviewed residents: 99.5% of interviewed residents have ever heard about the clean needle & syringe program; 97.8% said they have ever heard about condom program and 29.4 know about the methadone substitution treatment (MMT).  

2. Difficulties and challenges

2.1. Insufficient infrastructure, equipment to conduct measures for HIV/AIDS prevention, care and treatment in the centers 

The regulation, “HIV positive people contract opportunistic infections or other HIV/AIDS related diseases are eligible for treatment at the health care facilities or at the treatment section of the respective institution. In case of contracting infectious diseases, treatment should be given in a separate area or room …”
 However, findings from the direct survey show that, insufficient infrastructure, equipment for conducting HIV prevention, care and treatment are still found in the centers. The reason for not conducting this activity in the centers is the lack of experienced staff, knowledge on care and treatment for HIV infected people and partially the lack of medical equipment. Shortage of staff, especially qualified medical staff to undertake this activity poses a difficult task for the current centers.  

The fact also shows that, the minimum equipment for prevention of HIV infection for staff being on duty is inadequate (no availability of hand gloves, even in some places, health staffs have to use rubber gloves during the examination of the residents).  

2.2. Health staffs are in short and given neither improvement on HIV/AIDS knowledge nor training on treatment and care for HIV infected people

Study findings show that 67.2% of interviewed staff said that dissemination of HIV/AIDS and drug related information was rarely conducted. Therefore, little opportunity for updating information on HIV/AIDS and drug prevention was created. Many health staffs in the centers have not been given training on HIV/AIDS, counseling, care and treatment and that is why they could not meet the needs of ARV treatment of the HIV infected people who are under the detoxification process at the centers. 

3. Problems  found in implementing HIV/AIDS prevention activities in the centers

3.1. HIV Counseling and testing has not been conducted for residents in the centers 

As stipulated in Article 26 of the law on HIV/AIDS prevention and control:
“1. Those cases eligible for HIV testing should be given pre- and post-test counseling; 
2. HIV testing facility should be responsible for conducting pre- and post-test counseling…”

According to the above stipulation, all HIV testing cases should be given pre- and post-test counseling. However, study findings on this issue show that only 4.2% of respondents reported that counseling was given during the test result notification process while 95.8% reported no counseling with the test result notification process, 41.7% of staff think that the centers provided pre-test counseling to the residents. As much as 58.3% of residents reported that no counseling was given in this process. The counseling contents and purpose (if any) is to provide psychological improvement to the residents, counseling on the measures to overcome difficulties, benefit of healthy life style, possible job for their life when reintegrating into the community. 

 This result shows that, the centers have not strictly implemented the stipulations on pre- and post-test counseling for the residents. One of the reasons that centers have not strictly implement the stipulations is partially due to the insufficient number of qualified staff who has expertise on counseling HIV/AIDS to conduct this task. 

3.2. Residents were not given notification on HIV test positive result leading to the risk of transmitting HIV in the centers

As stipulated, HIV detection testing conducted in the local facilities should be in line with the principles of confidentiality and  voluntarily, except those testing as defined in Articles 25, 26 of the Law on HIV/AIDS 
. 

Regarding this issue, findings from the survey shows that all centers did not notify HIV test results to the testees. They were afraid that, the notification can make residents have negative feelings. That is why, the centers just notified HIV positive test results to those residents who were about to come back to the community upon completion of their detoxification period. This could be considered as verbal regulation of the centers upon informing the positive HIV test results to the residents. Actually, it is possible that they are not HIV positive, but with HIV positive test result, they can have risk behavior to easy transmit infection to other people during the course of living together with other people in the same center.  

Residents may have such risk behaviors as sharing needle & syringe, practice unsafe sex, etc. Particularly, those residents who have signs of opportunistic infections of the HIV infected people (lyphodenopathy, wasting…) and they suspect that they might have been infected with HIV, so they are I badly need to see the test results but fail to do so.  

3.3. Currently, no separate areas made available in the centers and used for care and treatment of HIV infected people with signs of opportunistic infections but still can not move to specialist medical establishments.

3.4. Health staffs in the centers have not received training on specialized knowledge of HIV/AIDS, counseling, treatment for HIV infected people in the centers. The survey results also show that: “regarding the technical aspect, many people are not qualified to convince the clients, many questions without answers. Therefore, training is needed to improve their knowledge, for example on HIV ....”
3.5. No documents issued by the competent authorities to guide the HIV infected people under ARV in the community to continue their ARV treatment in the centers.

3.6. Pursuant to Prime Minister’s Decision No. 96/2007/QĐ-TTg dated 28/6/2007 on “management, care, counseling, treatment of HIV infected people and HIV prevention in closed settings”, HIV infected people are created with opportunities to access ARV from the family, organizations, individuals and programs/projects approved by the competent authorities in line with the doctor’s indication.  

But, in the actual survey, interviewing residents in the centers shows that residents could not get access to ARV drugs. The reasons for not implementing this regulation can be cited as follows: 

c) Center’s regulation to ban residents to bring any types of drugs into the center (including the case where doctor’s prescription is shown).

d) Qualified doctors to provide care, treatment to HIV infected people inside the center are not available. 

e) No documents have been issued by the competent authorities to guide the HIV infected people who are under ARV in the community to continue with ARV treatment in the center – thus, the center may have the option of using ARV or not using ARV.
3.7. No document has been made available to guide the implementation of Item 4 Article 42 of the Law on HIV/AIDS prevention and control regarding AIDS patients in the final stage, so it is very difficult to implement Item 3 Article 42 in the AIDS Law: “ Those who are eligible for admission to 06 center and suffering for final stage of AIDS are allowed to postpone  or get exemption of implementing decision to be sent to the 06 center; postpone or being exempted to carry out the remaining time of implementation as stipulated by law on handling the administrative violation”. 
VI. Proposal of solutions to improve the efficiency and effectiveness of detoxification activity and measures for HIV/AIDS prevention, care and treatment in Center for treatment – Education – Social labor (06) centers

1. Proposals on solutions to improve efficiency and effectiveness of detoxification activity

1.1. About Policy

1.1.1  Enhancing the fight against drug trafficking, to create a clean environment without drug. This is the most important measure to help the drug use initiators and drug relapse users get no access to drugs. 
1.1.2  Strengthening the social prevention, propagandize the harmful effects of drug from primary schools in order to limit the new cases because of short of prevention knowledge. It’s necessary to have regulations prohibit vendors inside and nearby the school so as to create a healthy, clean and drug-free environment at schools.  

1.1.3  Parallel measures of strengthening drug treatment in Centers with improving Dug prevention and control in community and the participation of all levels, sectors, social organizations to create a convenient conditions and trust for the post- drug treatment residents to reintegrate in community. 
1.1.4  Procedures should be shorten and simplified to save time in issuing decision for sending drug users to have establishment-based detoxification, encouraging drug users to approach detoxification services available in the centers.  

1.1.5 . It is necessary to revise regulation stated in Article 3, Decree 135/2004/NĐ-CP dated/10/6/2004 stipulating application of measures for admission to the centers, organization, operation of the center in accordance with the ordinance of handling administrative violations and regime applied for adolescents, people who voluntarily enter the centers.  
Article 3 Decree 135 stipulates: no application of measures to bring people to the center if “…. Drug users are at the age of 18 years or over within the period of 2 years of relapse from the date of completion of implementing decision for establishment-based detoxification”. Study is needed to revise this regulation in the direction that upon completion of establishment-based detoxification and community reintegration, and then relapse takes place, it is not necessary to wait for 2 years in order to complete paperwork for further establishment-based detoxification.    

1.1.6 When residents came to Centers, Centers have to examine and clarify in order to apply a suitable detoxification treatment to each resident. It’s necessary to improve the quality of receipt and clarifying residents according to addict level, the kind of using narcotics, ages and number of re- addiction for applying a suitable and effective measure for each resident.

1.1.7 Ministry of Health needs to quick issue documents guiding about clarifying the drug addict level: heavy or light. Base on the clarifying, Centers will apply the clarifying the drug addict level to each resident.
1.1.8 MoH and MOLISA have to issues documents guiding on drug treatment process for addicts of synthetic narcotics and cannabis. 
1.1.9 As stipulated, resident should pay for their food. Currently, a policy has been made to support food for residents - 240,000 VND/month during the period of 9-12 months. However, currently the centers are unable to collect food cost from resident so the centers have to collaborate to expand their production to improve living condition for resident or request support from the provincial People’s Committee. But the manufacturing to increase income is very difficulty. Besides, prices are increasing. By the recent support price with amount of 80,000 dong per day (for two meals) is too low. 
Thus, level of food support for residents should be increased. Apart from state increase of support, regulation should be issued to assign contribution from the family and expansion of production so as to make the meal for resident better.   

1.1.10  The State needs to have policy for mobilization the contribution of families and community to increase budget for operations of Centers.

1.1.11 The State needs to issue policy to attract and encourage officers working in Centers through regimes: salary, specialist allowances, priority in training, appoint officers who have long working period and excellent achievements in providing services in Centers. 

1.1.12  It’s necessary to change the methods of resident management with the orientation as the residents are both the patients and learners. The Centers’ staffs are both medical doctors and administrators of residents.

1.2. About education, vocation training, labor therapeutic 
1.2.1. Increasing education and training courses for staffs working in the field of drug and rehabilitation treatment, counseling and educating and health care.  To encourage staffs participating in long period course, Centers need to have extra allowances for staffs and support their families in the training period.
1.2.2 Improving quality in vocational training to meet the social requirement and can applying in post-detoxification period at the community. The vocational training for residents in the centers should also be attended on the purpose of practicing the job when they return to the community, thus the occupations for residents to learn should be diversified, specialized and being able to meet the social needs. Practical experience shows that, if occupations learned during the detoxification period in the centers do not meet the need of employers, it will be a wastes of costs paid for training and a lost of the effectiveness. Employment for residents after detoxification can help to decrease of relapse. 
Currently, organization of labor production for residents in the centers is encountering many difficulties due to the narrow space of the production area in the centers. The State should issue policy for giving more loans so that centers can expand their joint venture and collaborate with businesses to create job to improve the material life for the residents. Promotion program should be launched with participation of businesses to invest in making the end-products with new and nice color, design to be circulated in the market. By so doing it can create attraction for the customers and also the admiration of residents when they get involved in vocational training and they can produce quality products, and thus after detoxification, they could be accepted to work in various businesses.
1.2.3 The centers should define clearly the therapeutic labor period and production labor period for each resident. The norm for laboring should not be generalized; rather it should be based on the health status, labor skills so as to avoid the over-exhausted laboring which badly affect the spiritual and physical life of residents.  

1.2.4 The relevant authority agencies should issues programs and documents about education and recover personify, which will be used in Centers in throughout the country.

1.2.5 In the detoxification/rehabilitation centers, it is necessary to implement a model for psychosocial counseling, but this unit should be staffed with qualified personnel in psychosocial counseling to help residents encountering problems have the chance to express themselves and the supporter to help them stabilize psychologically in pursuing the process of detoxification. Simultaneously, we should attend to foster, train to improve residents’ skills of re-integrate in community after completion the drug treatment program in center and will be back to community.
1.3. About infrastructures
 1.3.1 The State need to invest for building and improve Centers follow up one united model in the whole country, which combines functions of treatment and education, vocational training, recover dignity establishments as well as manufacture places to make suitable conditions and encourage residents in drug treatment, actively work and learn for early return to community. 

1.3.2 The dormitory rooms should be built to accommodate a maximum number of 9 residents, thus avoiding the overcrowding of residents in a room which may affect residents one another. At the same time, efforts should be made to ensure sufficient water supply, light and other environmental hygienic conditions which could help residents to feel more comfortable during the course of detoxification at the centers.

1.4. About social solutions
 1.4.1 Strengthen communication, advertising activities with the purpose to reduce the stigma from families and community. We should consider the drug addicts coming back to community as friends, as other citizens in the society. They need to be respected, shared and supported to have stable physical and mental life. Simultaneously, to help the post- drug treatment persons to rub- out their complex, past in order to live confidently and reintegrate in community better. It’s necessary to promote the positive pictures of drug addict who complete drug treatment and have positive activities to contribute for social development. 

1.4.2 Continue with the socialization and diversification of drug detoxification/rehabilitation model to encourage  the whole society to actively get involved in the drug detoxification/rehabilitation activities, mobilizing resources from the society and the community, coordinating in a synchronous manner the drug detoxification/rehabilitation with socio-economic development programs such as employment, poverty alleviation and hunger reduction along side with the movement:’ All people unite to build the cultural life in the residence” launched by the Vietnamese Fatherland Front for enhancing drug prevention and control in general and drug detoxification/rehabilitation in particular in the coming years. Encouraging organizations and individuals having enough conditions set up detoxification/rehabilitation facilities with easy and simple procedures.

1.4.3 Centers need to increase the time for recreational activities for the residents.  Besides, diversification of recreational activities should be made by the centers, thus creating an enthusiasm for the residents to participate appropriately to the individual interests and ability, especially ensuring all residents in Center can access mass media such as newspapers, TV and radio.  Increasing other forms of art, music performances will help residents to access the society and community better, avoiding being out of date after being released from the center.  

1.4.4 It is necessary to have document defining the responsibilities to coordinate inter-sectors, between Centers and local administration and families to help after- detoxification residents and come back to community can integrate in community and be respected and shared by community, especially not being stigmatized and discriminated by families and people around them.

1.4.5 Improve the roll and responsibilities of local administration, especially the roll of administration in commune level in receiving and support families as well as the post-drug treatment residents to reintegrate in community; encourage and create suitable conditions for establishment the post- drug treatment clubs in community with operations to share, support and supervise each others members in clubs and prevent drug relapse. At once, support the facilities and other necessary conditions to sustain the effectively operations of the clubs. By the socio- economic development programs in local, support the post- drug treatment residents coming back to community have job for stabilizing their life after detoxification in Center.

1.5. Improving the relationship between residents and staffs in Center 

It’s necessary to improve the relationship between residents and staffs in Centers so two years treatment in Center is two years the residents living in their second family which the staffs in center also as their teachers, their relatives in their family, support them learn, work and orient to a bright future.

2.  Proposals on solutions to improve efficiency and effectiveness of HIV/AIDS prevention and control in the centers 

2.1. About policies

2.1.1 Fast have document guiding the recognition of AIDS patients in the final stage should be made available soon for  implementation of Article 42 of the Law on HIV/AIDS prevention and control regarding application of  criminal, criminal proceeding code, handling of administrative violations for those people who are eligible for criminal and administrative handling but suffer from AIDS  in the final stage: “ Those who are eligible for admission to 06 center and suffering for final stage of AIDS are allowed to postpone or get exemption of implementing decision to be sent to the 06 center; postpone or being exempted to carry out the remaining time of implementation as stipulated by law on handling the administrative violation”.

2.1.2 Fast have document guiding the implementation of Decision No. 96/2007/QĐ-TTg dated 28/6/2007 on “management, care, counseling, treatment of HIV infected people and HIV prevention in closed settings” should be made soon so as to have specific regulation to help HIV infected people get access to ARV from the family, organizations, individuals and programs/projects.

2.1.3 Enhancing the pool of medical staff in the centers, and at the same time to issue specific preferential policies for those staffs in all aspects, with special attention paid to refresher training to upgrade their skills, treatment regime, night duty, salary level for those who are often get in touch with people living with HIV and implementing well the regimes and policies for cases exposed to HIV/AIDS or exposed to HIV/AIDS due to occupation accidents 

2.1.4 Centers need to implement HIV counseling and testing as well as HIV test result notification in line with the stipulations in the Law on HIV/AIDS prevention and control.

2.1.5 Appropriate regulation on process and procedure to ensure conveniences for moving residents who are full blown AIDS from Centers to medical establishments for treatment. 

2.1.6 Increasing supporting conditions for people living with HIV in Centers as well as in community can access ARV

2.1.7 Increasing budget for infrastructure, building care, treatment area for HIV infected people when they have signs of opportunistic infections

2.2. Social solutions

2.2.1 Increasing communication on HIV/AIDS activities with a various models and plentiful so residents can prevent HIV transmission by themselves and understand rights and obligations of people living with HIVAIDS

 2.2.2 Appropriate regulation in testing, care, treatment for HIV infected residents in the centers should be formulate between the centers and health care facilities. 

2.2.3 Developing models of peer educators should be developed so that residents can provide help to each other in the centers. 

2.2.4 Organizing counseling and legal support services for residents in Centers who completed the drug- treatment program and are going to reintegrate in community. 
VII. Conclusion

· Establishment-based detoxification conducted in 06 centers is a humanitarian policy of the state to help drug users receive detoxification and community reintegration. During the period of detoxification in the centers, the residents are trained to change their awareness and behaviors. Assessment the effectiveness of drug treatment in centers, we should not base on the rate of relapse in numbers of people who completed drug treatment programs in centers and came back to community. Although the drug treatments work in centers still inadequate but in recent, while there’s no more effective solution; treatment of addiction to opium- related substances with substitute substance: methadone is still a pilot program. So it is the necessary to sustain concentrate drug treatment in Centers as a basic solution for achieving certain results in economics, social safety and security 

Regarding social safety and order: The center is a place to gather many drug users for a period of two years, and this will lead to the reduction of crimes caused by drugs in the family as well as in the community. Thus, the social order and safety will be ensured and at the same time reducing the pressure in the family having drug users. Especially, drug users will not attract/convince new drug users in the community, and therefore, there will be no increase in the number of new drug users. 

Regarding economics: during the period of detoxification in the centers, they live in a healthy environment free from drugs, and thanks to that, the costs for drug use will be reduced. Currently, it is estimated that yearly as many as 17,000 drug users (new cases) are sent to the centers for detoxification. Surveillances at centers finding show that, the average spending for daily drug use is 100,000 VND/person (if those are in community). Thus, with the 2 year-long establishment-based detoxification, it is estimated that a sum of 1,241 billion VND will be saved from drug use practice. While to total State budget for drug treatment work according to the National program in 2007 was about 58 billion Vietnamdong. 
Over the past years, drug prevention in general and drug detoxification in particular have been given great concern from the Party and the Government. Through the system of legislation and policies on drug detoxification, successes have been recorded in reality which contributes actively for drug users to overcome withdrawal symptoms, gaining the health recovery in the detoxification centers as well as at the community and family. However, findings gained through study and survey show that the relapse rate is still high while problems still arise during the process of implementing some regulations, policies, failing to get a high effectiveness. Currently, drugs remain a serious problem for the whole society. Number of addicts in community is still high. We need to strengthen education on drug prevention and fight, encourage drug users to self-consciously get detoxification, promoting home-based and community-based detoxification. Policies on drug prevention and control should be focused on community better to limit number of new addicts and re-addicts rate. Concurrently, it should strengthen more closely coordination between branches and sectors to increase the effectiveness of the activities, modifying supportive policies for post-detoxification, reducing stigma of the family and the society, encouraging the post-detoxification drug users to participate in labor and creating favorable conditions for them to stabilize their own life. Their family members and the local authorities will be their moral support so that they have enough confidence to overcome complex, self –stigma, to improve them as well as to continue living in a more useful way for the family and the society.  
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IX. List of legal documents on drug detoxification and HIV/AIDS prevention in Centers for Treatment – Education – Social Labor (06 centers)

	No.
	NAME OF DOCUMENTS

	
	Part 1. Legal documents on drug prevention and detoxification and rehabilitation

	
	DOCUMENTS ISSUED BY CENTRAL COMMITTEE SECRETARIAT, POLITBURO 

	1. 
	Direction 06/CP dated 30/11/1996 of the Central Committee Secretariat on enhancing leadership, direction in drug prevention and control

	2. 
	Direction No. 21-CT/TW dated 26/3/2008  of the Politburo on strengthening leadership and direction in drug prevention and control

	
	CONSTITUTION, LAW, ORDINANCE

	3. 
	Revised Constitution - 1992

	4. 
	Law on drug prevention and control - 2000

	5. 
	Ordinance on handling of administrative violation - 2002

	6. 
	Ordinance on prostitution prevention - 2003

	7. 
	Law on amendment, complement some articles of Law on drug prevention and control - 2008 

	8. 
	Ordinance on amendment, complement some articles of Ordinance on handling of administrative violation - 2008

	
	RESOLUTION OF NATIONAL ASSEMBLY

	9. 
	Resolution No. 16/2008/NQ- QH dated 03/6/2008 of the National Assembly on handling issues after the Resolution No. 16/2003/NQ-QH11 on 17/6/2003 of National Assembly on pilot program on management, vocation training and job creation for the post- detoxification residents in Ho Chi Minh city and some other provinces was no longer valid. 

	
	GOVERNMENT’S DECREE

	10. 
	Decree No. 56/2002/NĐ-CP dated 15/5/2002 of the Government stipulating organisation of home-based and community-based detoxification 

	11. 
	Decree No. 147/2003/NĐ-CP dated 02/12/2003 of the Government stipulating conditions, procedures on granting permit and management of operation of voluntary drug detoxification facilities 

	12. 
	Decree No. 134/2003/NĐ-CP dated 14/11/2003 of the Government stipulating in detail implementation of  some articles in Ordinance on handling of administrative violation - 2002  

	13. 
	Decree No. 146/2004/NĐ-CP dated 19/7/2004 of the Government stipulating procedures, competence in issuing decision of sending post-detoxification drug users to facilities for management, vocational training and job creation  

	14. 
	Decree No. 135/2004/NĐ-CP dated 10/6/2004 of the Government stipulating regime for application of admission to the 06 center, its operation in accordance of Ordinance on handling of administrative violation  and regime for adolescents, people who voluntarily enter the center.    

	15. 
	Decree 43/2005/NĐ-CP dated 05/4/2005 of the Government stipulating sending of drug users, sex workers without fixed residency for temporary residence in the centers.   

	
	Decree 114/2007/NĐ-CP dated 03/7/2007 of the Government stipulating the allowance regime for staff working in facilities providing management of drug users, sex workers and post-detoxification drug users. 

	
	DECISION OF THE PRIME MINISTER

	16. 
	Decision No. 31/2000/QĐ-TTg dated 02/3/2000 of the Prime Minister on establishment of drug prevention fund 

	17. 
	Decision No. 49/2005/QĐ-TTg dated 10/3/2005 of the Prime Minister on approving the master plan on drug prevention till 2010  

	18. 
	Decision No. 212/2006/QĐ-TTg dated 20/9/2006 of the Prime Minister on credit for production, business, service and trading entities employing laborers who are post-detoxification drug users.   
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	39. 
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	47. 
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	49. 
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	50. 
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	51. 
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	53. 
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	54. 
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	55. 
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	Ministerial-level documents 
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	56. 
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	57. 
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	58. 
	Circular No. 02/2006/TT-BLDTBXH of March 31, 2006 guiding the implementation of the Prime Minister’s Decision No. 313/2005/QD-TTg of December 2, 2005, on a number of regimes towards HIV/AIDS-infected people and those engaged in management, treatment and care of HIV/AIDS-infected people at state-run social relief establishments

	
	INTERMINISTERIAL CIRCULAR 

	59. 
	Joint Circular No.03/2004/TTLT-BCA-BTC-BNV-BLĐTBXH dated 4/02/2004 of Ministry of Public Security  - Ministry of Finance- Ministry of Defense – Ministry of Labor, Invalid and Social Affairs guiding to implement the Decision No. 22/2003/QĐ-TTg dated 30/01/2003 of the Prime Minister defining the regimes for cadres, solders in public security forces directly manage, educate, care, examination, treat and fight against the objects who infected with HIV/AIDS

	60. 
	Joint Circular No.32/2005/TTLT- BLĐTBXH- BYT dated 09/11/2005 of Ministry of Labor, Invalid and Social Affairs and Ministry of Health guiding to implement tuberculosis, HIV/AIDS prevention and STDs in Centers for treatment, education and social labor 

	
	DRAFTS OF DECREES ARE SUBMITTED TO GOVERNMENT

	61. 
	Decree guiding to implement some articles of Law on amendment supplement some articles of Law on Drug prevention and control on post- detoxification management 

	
	Decree on organizing home- based and community- based drug treatment, procedure and process of applying compulsory drug treatment in community  


[image: image55.png]



COMMUNE LEVEL


Social workers, Volunteers 








DISTRICT LEVEL


Social Evil Prevention Specialist








DRUG TREATMENT – EDUCATION – SOCIAL LABOUR CENTER (05/06 CENTER)








DOLISA


DSEP Branch








MOLISA


Department of Social Evil Prevention (DSEP)








GOVERNMENT


National Committee on AIDS, Drugs and Prostitution Prevention










































































� EMBED MSGraph.Chart.8 \s ���








Long run community- based management








Therapeutic labor, preparation for reintegration in community, drug re-abuse prevention








Educating and recovering for appropriate behaviors  








Treatment for stopping demand for drug








Receiving and classifying





Time: 30 days














Chairman of commune/ward/town People’s 











Chairman of District People’s Committee











Social workers; commune/


Ward police and local mass organizations








Consulting Committee at district level, including: Head of the Department for Labor, Invalids and Social Affairs, head of legislative bodies, police and chairwoman of the  women’s union at district level





The target groups by accumulating number of HIV infected people








Ten provinces with highest rate of HIV infected people out of 100,000 people in VN





 CENTRE FOR TREATMENT – EDUCATION – SOCIAL LABOR





Department for administration, institutional and accounting





Health station for recovering





Education centre for integration in community








Security





Vocational training -Manufacturing





Areas (teams) for trainees








































































































































































































� � HYPERLINK "http://www.cimsi.org.vn/tapchi/sottyd/bai3-6-2001.htm" ��http://www.cimsi.org.vn/tapchi/sottyd/bai3-6-2001.htm�


2. � HYPERLINK "http://www.ruvr.ru/main.php?lng=vie&q=190&cid=47&p=11.04.2008" ��http://www.ruvr.ru/main.php?lng=vie&q=190&cid=47&p=11.04.2008�





� Page 45-46 of the booklet “Heroin addicts and treatment methods” of Doctor Nguyen Minh Tuan of  National Metal health Institute


� Page 48-49 of the booklet “Heroin addicts and treatment methods” of Doctor Nguyen Minh Tuan of  National Metal health Institute


� http://www.customs.gov.vn/Default.aspx?tabid=1&mid=520&ItemID=3228





� According to WHO and UNAIDS


� According to WHO and UNAIDS


� Source: Vietnam Department for HIV/AIDS Prevention


� Data was synthetized by the Administration of Social Evil Prevention, stage 1994-2000


� Decision no. 36/2004/QĐ-TTg dt. March 17th 2004 by the prime Minister on the national Strategy on HIV/AIDS Prevention and Control in Vietnam up to 2000 and vision to 2020 


� Report of the Ministry of Health on HIV/AIDS Prevention in stage 2001-2005, action plan in 2006-2010


� Report of Ministry of Health on HIV/AIDS Prevention in stage 2001-2005, action plan in 2006-2010


� Statistics of the Administration of Social Affairs


� Official document no. 4348 dt. June 23rd 1995 of the Ministry of Health on guidelines for drug detoxification 


� Article 3 – GOV Decree No. 56/2002/NĐ-CP dt. May 15th 2002 regulates family-based and community-based detoxification 


� Article No 9 – Decree No 56/2002/NĐ-CP dated 15/5/2002 by the Government on regulation for organization of detoxification at home and in community 





� Item III - Circular 117/2007/TTLT/BTC-BLĐTBXH 


� Clause 2 Article 2 – Decree No 135/NĐ-CP dated 10/6/2004 by the Government 


� Article 51-  Decree No 135/NĐ-CP dated 10/6/2004 by the Government 





� Circular no. 21/2008/TTLT-BLĐTBXH-BNV October 8th 2008 provides guidelines for functions, tasks an power, institutional mechanism of Centers for Treatment – Education – Social labor. 


� Decision no. 1613/2003/QĐ-BLĐTBXH of the Minister of Ministry of Labor – War Invalids – Social Affairs 


� Article 5 - Decree 114/2007/NĐ-CP dt. July 3rd 2007 focusing on the regulations on subsidies for staff and officers at the management agencies for drug addicts, sex workers and post detoxification.





� - 18Thông tư 13/2007/TTLT-BLĐTBXH-BNV-BTC ngày 20/8/2007 Hướng dẫn thực hiện chế độ phụ cấp đối với cán bộ, viên chức làm việc tại các cơ sở quản lý người nghiện ma tuý, người bán dâm và người sau cai nghiện ma tuý.


� 


� Thông tư 13/2007/TTLT-BLĐTBXH-BNV-BTC ngày 20/8/2007 Hướng dẫn thực hiện chế độ phụ cấp đối với cán bộ, viên chức làm việc tại các cơ sở quản lý người nghiện ma tuý, người bán dâm và người sau cai nghiện ma tuý


� Clause 36 - Decree 135


� Clause 32 – Decree 135


� Joint Circular No. 117/2007


� Thông tư liên tịch số 117/2007


� Circular No. 12/2004/TT-BLĐTBXH dt. November 2nd 2004 focusing on guidelines for vocational training in Centres for Treatment – Education – Social Labor


� Joint Circular No. 117/2007


� Khoản 1 Điều 3 Quyết định 96 của Thủ tướng Chính phủ


� Law on HIV/AIDS prevention and control issued in 2006


� Point 5 Article 4 Decision No. 96 by the PM 





� http://www.quangngai.gov.vn/quangngai/tiengviet/sbn_62/2007/22989/


� Thái Nguyên DOLISA 2005


� Comments from a staff involved in in-depth interview 





� Comment of a staff during the field survey 


� Comment of a staff during the field survey


� � HYPERLINK "http://ca.cand.com.vn/vi-VN/thoisuxahoi/tintucsukien/2008/6/133336.cand" ��http://ca.cand.com.vn/vi-VN/thoisuxahoi/tintucsukien/2008/6/133336.cand�








� Circular No. 12 /2004/TT-BLĐTBXH  dated  02/11/2004 guiding the organization of vocational training in 06 center 


� Article 31 – Decree no. 135


� item1 Article 4 Decision 96/2007/QĐ-TTg dated 28/6/2007 (in short Decision No 96 of the Prime Minister)





� Item 2 Article 3 Decision 96 of the Prime Minister
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