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Executive summary

Overview

A joint review of the health sector response to HIV in Viet Nam was conducted from  
14 to 26 September 2014 by a team of national and international experts. The purpose of 
the review was to document progress in the health sector response to HIV in Viet Nam, 
and to inform optimization of the national programme towards the national strategy 
targets and the vision of ending AIDS by 2030. The methods included a desk review of 
primary and secondary data, the published and grey literature, and interviews with key 
informants and observations during field visits. 

The estimated HIV prevalence (age 15–49 years) in Viet Nam is 0.36%, with an estimated 
256 000 people living with HIV (adults and children) as of 2014. Although the overall 
prevalence is low, Viet Nam’s epidemic is diverse, and consists of localized epidemics 
concentrated primarily among people who inject drugs (PWID), men who have sex with 
men (MSM) and female sex workers (FSW). A substantial proportion of new transmission 
also occurs between members of key risk populations and their sexual partners. 

There has been a considerable expansion of prevention, care and treatment interventions 
since 2005. In 2013, national aggregate data suggested that key populations are generally 
adopting safe behaviours, with 98% of PWID reporting the use of clean needles at their last 
injection, 66% of MSM reporting condom use at last anal sex, and 92% of FSW reporting the 
use of a condom with their most recent client. As of 2013, there were 82 687 people receiving 
antiretroviral therapy (ART), which represents 68% of people in need of treatment as per 
the current treatment initiation criterion of CD4 count less than or equal to 350 cells/mm3. 
Preliminary modelling and projections by the national Strategic Information Technical 
Working Group have suggested that approximately 400 000 new infections and 150 000 deaths 
have been averted from 2001 to 2015 due to prevention and treatment interventions. Multiple 
studies in Viet Nam have also indicated that the recent expansion of opioid substitution 
therapy (OST) is associated with a positive impact on society through a reduction in drug 
use and drug-related crime. 

There has been great progress in Viet Nam’s HIV response and there is optimism that, with 
strategic investment, the goal of ending AIDS by 2030 may be achieved.  Nonetheless, HIV 
remains a formidable challenge, with AIDS still among the top causes of premature death. 
Achieving this goal, however, will require sufficient resources to support governmental and 
nongovernmental efforts. Donor funds are declining sharply. If donors leave too fast, and 
if bold decisions are not made soon to increase domestic funding, Viet Nam will face a 
resurgence of HIV infections and AIDS deaths, and very high future resource needs. 

Current situation of the health sector response to HIV in Viet Nam

It is estimated that there will be 14 000 new infections annually in the years to come. 
This number could be reduced if prevention and treatment services are delivered more 
efficiently with assured quality and intensity. Community-based interventions, such as 
needle–syringe programmes (NSP), condom and lubricant programmes, peer education 
and peer outreach, are especially vulnerable to the decrease in donor funding, and their 
sustainabilily requires critical consideration. Supply, clients’ satisfaction and quality of 
prevention commodities could be improved; for example, needles and syringes are freely 
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distributed but have not necessarily been meeting the clients’ preference; quality assurance 
of condoms is yet to be established. Viet Nam has introduced and expanded methadone 
maintenance therapy with successful results; further expansion, however, is required to 
reach the government scale-up target. 

HIV testing and counselling services are now available in all 63 provinces; the uptake and 
quality of these services, however, varies greatly. An analysis of the recent HIV testing 
service data will inform more efficient and strategic allocation of resources. Uptake of HIV 
testing among key populations is not yet high, and a review and potential expansion of the 
recent successful pilot programmes to reach undiagnosed key populations could support 
further uptake. In 2014, the first-ever national HIV testing algorithms were approved, 
including point-of-care diagnostic algorithms consisting of a combination of three rapid 
diagnostic tests, which paves the way for decentralizing confirmatory HIV testing to local 
health facilities. The system for regulating HIV assays and quality management has been 
strengthened in the past years, but further efforts are needed. 

Viet Nam has not only rapidly scaled up HIV treatment, but also improved the quality 
of the ART programme, as shown by the high level of retention and viral suppression. 
Over 80% of people are still receiving ART at 12 months, and more than 90% of people 
on ART are found to be virally suppressed. However, considerable challenges remain. 
Antiretroviral (ARV) medicines for more than 95% of patients are being financed by 
external donors, and many HIV treatment and care services have operated as separate 
“projects” rather than as integral components of health facilities. A large proportion of 
key populations initiate ART late, which undermines the ability of ART to generate full 
therapeutic and preventive impact. Viral load tests are primarily used to confirm suspected 
treatment failure; however, access to viral load testing is limited due to the cost, logistics 
and capacity. There is significant variation among districts in the level of efforts to address 
the incidence of and mortality due to tuberculosis among people living with HIV. 

Despite the major progress in HIV prevention, diagnosis and treatment, linkages between 
services are often not fully functional. The collaboration between service providers at 
preventive and curative facilities and the community level are not sufficiently strong; 
enhanced joint efforts among these players are likely to strengthen the continuum of 
services across the cascade.  

The HIV response in Viet Nam has relied heavily on external donor funding. Vertical 
systems have supported the implementation of large-scale donor-funded HIV projects, 
while additional health workforce, financial mechanisms and information systems were 
established outside the general health system. Efforts to establish a sustainable and 
effective HIV response requires positioning the HIV programme as an integral part of the 
health system. 

Conclusions and recommendations

The review team concluded that Viet Nam has made great strides towards controlling the 
HIV epidemic and mitigating its impact, and is on track for further reducing new infections 
and deaths if the following conditions are met:

 • Ongoing efforts at sharper epidemiological targeting of high-impact interventions 
for key populations and high-burden geographical areas (provinces, districts, 
communes) should be further strengthened, guided by analysis and triangulation 
of strategic information. This will require a performance review of existing HIV 
service delivery points. Efforts should also be made to ensure equitable access to 
essential services across geographical areas.
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• The proper mix of distribution approaches (i.e. free distribution, social marketing 
and commercial sales) of quality-assured prevention commodities for the target 
populations should be defined and implemented to enhance sustainability and 
effectiveness. These should be guided by assessment of clients’ needs and ability 
to pay, availability of supplies in the commercial market, and mapping of various 
segments of key populations, including those with the highest risks. 

• Current harm reduction services could greatly benefit from enhancing awareness of 
the benefits and availability of low-dead space syringes (LDSS), developing simpler 
and robust administrative procedures for provision of methadone maintenance 
treatment, introducing the community delivery of naloxone for treating opioid 
overdose, and promoting education on coinfections such as tuberculosis and 
hepatitis B and C. 

• Reconceptualizing peer education and outreach for enhancing the reach of 
targeted interventions and harnessing the benefits of earlier diagnosis and ART 
could improve the treatment and prevention continuum among key populations. 
Effective programmes for peer education and outreach should emphasize capacity 
building, ownership, fostering trust between key populations and health staff, and 
support by local authorities. 

• A close examination of recent HIV testing outcomes, focusing on the site-level 
distribution of all HIV-positive individuals and HIV prevalence by HIV testing 
and counselling facility, should be conducted to inform strategic resource 
allocation. VAAC should pilot new HIV testing approaches (e.g. community-based 
HIV testing, self-testing) to enhance diagnosis among key populations who have 
not yet been identified through facility-based approaches. Decentralization of 
quality-assured confirmatory HIV testing should be expanded, capitalizing on the 
national HIV testing algorithm. Confidentiality and quality management should 
be strengthened.

• Current recommendations of universal provider-initiated HIV and syphilis testing 
for pregnant women attending antenatal care (ANC) are still valid. However, 
with the low yield of HIV testing with no or very few HIV cases among pregnant 
women detected in some provinces and with limited available resources, a 
careful examination of HIV testing outcomes and thresholds for HIV testing in 
pregnant women should be explored to inform a strategic approach to HIV testing 
in pregnant women. Efforts to include HIV and syphilis testing in a basic ANC 
package should be further promoted.

• National guidelines for ART should support earlier initiation of ART at CD4 
counts of less than and equal to 500 cells/mm3 in adults, and immediate ART for 
HIV-positive partners in serodiscordant relationships, and pregnant women. An 
immediate offer of ART for key populations should be considered, informed by 
assessment of ongoing implementation research in selected provinces. A plan for 
increasing the coverage of viral load testing should be developed. 

• Linkage of services in the curative and preventive sectors and communities 
should be greatly enhanced at district level to establish a functional continuum of 
a prevention, diagnosis and treatment cascade. National guidance should support 
the strengthened roles of district HIV coordinators and a mechanism to facilitate 
district-level coordination of stakeholders. 

• VAAC should further promote the use of data and evidence-informed action at 
subnational levels (i.e. provincial, district, commune, facility) to optimize the local 
response. It should provide explicit guidance and standards on how to translate local 
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data into plans and action at the various subnational levels to identify bottlenecks, 
facilitate corrective action and improve outputs. The treatment cascade framework 
is recommended as a way to identify areas in need of programme improvement.

• HIV services should be positioned as an integral part of the health system and an 
appropriate share of health resources should be allocated for essential HIV services 
in an effort to achieve universal health coverage. A service benefit package, required 
competencies of human resources for health, and quality monitoring mechanisms 
should be redefined for each level of the health services. 

• In the long term, key public health functions (e.g. prevention, surveillance and 
monitoring) should be funded from government tax revenues, while HIV-related 
testing, treatment and care could be increasingly funded via social health insurance. 
Central procurement of ARVs and methadone would help to ensure quality and 
competitive pricing. ARV procurement could be supported through continued tax-
based financing, at least for the next three to five years, during the transition to 
increased financing by social health insurance schemes.  
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1. Introduction

1.1 Background
Over the past 25 years, Viet Nam has been mounting a strong health sector response to 
the HIV epidemic, with significant progress in preventing new infections and reducing 
AIDS-related deaths, most notably in the past 10 years (1). These achievements were 
made possible through a combination of strong government leadership across multiple 
sectors, participation of affected communities and civil society, and effective collaboration 
between the Government of Viet Nam and international development partners. However, 
international donor contributions are shrinking, leaving a funding gap that domestic 
resources have not yet been sufficient to fill. Despite these challenges, Viet Nam aims to 
achieve the 2020 targets proposed in the national strategy, as well as the 2015 Millennium 
Development Goals. Viet Nam also supports a global vision towards “Ending AIDS by 
2030”.  At the same time, the Ministry of Health aims to move towards universal health 
coverage (UHC). UHC is an aspirational goal – all people have access to the promotive, 
curative, rehabilitative and palliative health services they need, of sufficient quality to be 
effective, without suffering financial hardship (1, 2). The UHC framework provides a solid 
platform for advancing the target of ending the AIDS epidemic by 2030.

Viet Nam’s national HIV response is guided by the National Strategy on HIV/AIDS 
Prevention and Control 2011–2020 with a vision to 2030 (3), and is coordinated and 
implemented by the Viet Nam Authority of HIV/AIDS Control (VAAC) of the Ministry of 
Health. Government funding for the HIV response has been provided through the National 
Target Programme on Prevention and Control of HIV/AIDS 2012–2015. 

Against this background, in mid-2014, in collaboration with technical partners, VAAC 
developed an investment case and identified six key strategic priorities to further optimize 
the national response (1, 4). Simultaneously, a joint VAAC/World Health Organization 
(WHO) review of the health sector response to HIV and AIDS was proposed with several 
expectations in mind. First, it aimed at analysing and documenting the progress and 
impact of the national response to HIV in the country to date. This included evaluating 
implementation of the National Target Programme on Prevention and Control of HIV/
AIDS during the period 2012–2013. The review was also expected to inform optimization of 
the national HIV response, in line with strategic priorities identified through the investment 
case. Both the investment case and the recommendations arising from the programme 
review will inform the formulation of the next strategic plan on HIV, 2016–2020. 

Goal
The goal of the review was to document the progress and impact of the national response 
to HIV in Viet Nam, and to inform optimization of the national programme towards the 
national strategy targets and the vision of ending AIDS by 2030, guided by the UHC 
framework. 

Objectives
The objectives of the review were as follows:

• to analyse and document the current status of the HIV epidemic, and the progress 
and impact of and challenges to the health sector response to HIV in Viet Nam. This 
includes evaluating implementation of the National Target Programme on Prevention 
and Control of HIV/AIDS in 2012 and 2013 against national targets;
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• to review and examine strategic priorities for the health sector response to HIV, with 
a focus on high-impact interventions targeting key populations and a functional HIV 
strategic information system; and

• to explore optimal and sustainable HIV service delivery approaches in the context of 
the broader health system, health financing and supply of pharmaceuticals, guided 
by the UHC framework. 

1.2 Methods
 
The review was carried out from 14 to 26 September 2014 by a review team consisting of 
national and international staff and consultants seconded by WHO and VAAC (Annex 1).

A Steering Committee (Annex 1) established to advise the review team assembled a wide and 
diverse array of proposed topics that could delineate the scope of the review. Subsequently, 
the Steering Committee, VAAC and WHO agreed on narrowing the scope, taking into 
account the short duration of the review. The team had two days for an initial briefing, five 
days for verification and consolidation of findings, consensus building within the review 
team, discussion of preliminary findings with VAAC senior staff, and presentation of key 
recommendations to the Ministry of Health and its national and international partners (Box 
1 and Annex 2). 

 
Box 1. Review activities

• Review of selected documents and reports
• In-depth, semi-structured interviews of key informants
• Field observations at central, provincial, district and subdistrict levels
• Intensive discussion with international and national experts

 Consultation with a broad range of national, civil society and international stakeholders at the 
 outset of the review, during its implementation, and upon its completion.

 
 
The review utilized secondary data collected by VAAC and its partners at the national level 
and during site visits. The review team consulted published and unpublished reports, and 
articles published in the formal and grey literature. Additional information was collected 
and analysed to complement the available data when necessary. Interpreters assisted non-
Vietnamese speaking members of the review team.

The review team succinctly documented and analysed the epidemiology of HIV in the 
country, contextual factors impacting on the epidemics, and the progress and impact of and 
challenges to the current health sector response. This included the areas of HIV prevention, 
harm reduction, HIV treatment and care, HIV testing and counselling (HTC), and health 
systems strengthening (including HIV strategic information, supply chain management, 
human resources and financing). The assessment also encompassed the impact of the HIV 
response on health outcomes, the society and the economy.

In all, the review undertook to take stock of the progress achieved by the health sector 
response to HIV towards the targets it aims to achieve. These encompass: national strategy 
goal and targets set under its current national strategic plan, its commitment to attain the 
90–90–90* goal by 2020 (officially endorsed by the Government of Viet Nam, which is in 

*  Fast-Track – ending the AIDS epidemic by 2030. Geneva: UNAIDS; 2014. Global consensus to aim for 90% of people living with 
HIV knowing their HIV status, 90% of people who know their status receiving treatment, and 90% of people on HIV treatment 
having a suppressed viral load so their immune system remains strong and they are no longer infectious. These 90–90–90 
targets apply to both children and adults.



3

the process of formulating a workplan to attain this goal), and ending AIDS by 2030 (4). 
The review team was tasked to consider the investment case produced a few months ago 
by VAAC and complement it by suggesting ways to optimize the current health sector 
response to HIV in the country. 

The final design of the review was the outcome of multiple exchanges of views and 
expectations between the VAAC leadership, WHO, and the national and WHO-seconded 
leaders of the review team itself. The highly efficient participation of support personnel 
from both VAAC and the local WHO Country Office were key in successfully completing 
this review.

2. Status and trends of the epidemic

2.1 Overview of the epidemic and disease burden

Prevalence of HIV
The overall HIV prevalence among the population is 0.36% (age 15–49 years), and is 
projected to stabilize in the foreseeable future (Fig. 1)ρ. Although the overall prevalence 
is low, Viet Nam’s epidemic is diverse and consists of localized epidemics that have 
evolved with changing behaviours, population sizes and other characteristics of key risk 
populations. The epidemic is concentrated primarily among people who inject drugs 
(PWID), men who have sex with men (MSM) and female sex workers (FSW). However, 
a substantial proportion of new infections are occurring within intimate relationships 
between members of key risk populations and their sex partners (1), as discussed below. 
 
Fig. 1:  HIV prevalence among the adult population in Viet Nam, 1990–2020
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ρ  Estimation and projection using Asian Epidemic Model.  Hanoi: Viet Nam Administration of AIDS Control 2014
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New HIV infections 
The modelled incidence of new HIV infections is clearly declining (Fig. 2).  Nonetheless, 
the burden of infection going forward is still daunting, with 14 000 or more new infections 
expected per year for the next few years, if the prevention and treatment responses continue 
at current levels. This forecast could be improved if the response is more effective. However, 
if the investment is not sufficient and the response weakens, the forecast could become 
worse. PWID will continue to be disproportionately affected by HIV, comprising up to half 
of new HIV infections in the coming five years (Fig. 3). The other populations accounting 
for substantial new HIV infections are clients of sex workers and low-risk females. A recent 
study among male clients of sex workers detected 13% and 8% HIV prevalence in Hanoi 
and Ho Chi Minh City, respectively, although their risks were significantly associated with 
drug useω. Serving as potential bridging populations, almost 60% of male clients of sex 
workers infected with HIV may be transmitting HIV and/or sexually transmitted infections 
(STIs) to their non-commercial sex partners (5). 

The data suggest that 31% of new HIV infections in Viet Nam (4573) occur among the 
sexual partners of key populations (6). Of these, 45% are estimated to occur through sex 
with PWID and 49% through sex with non-PWID, which can include MSM or clients of sex 
workers. In two sentinel sites (Dien Bien and Hanoi), the HIV prevalence among pregnant 
women exceeded 1%, compared to the overall prevalence of 0.2% among pregnant women 
attending antenatal care (ANC). Transmission from men engaging in high-risk behaviours 
to their intimate female partners is believed to be one of the factors in the steady decline in 
the male-to-female ratio of new HIV infections seen in recent years.  

Fig. 2:  Estimated new HIV infections among adult population in Viet Nam, 1990–2014

 
 

0

5 000

10 000

15 000

20 000

25 000

30 000

2014201220102008200620042002200019981996199419921990

Total adults (15+) years

N
ew

 H
IV

 in
fe

ct
io

ns

 
Source: Asian Epidemic Model, baseline scenario VAAC, 2014

ω  Estimation and projection using Asian Epidemic Model (unpublished data). VAAC, 2014
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Fig. 3:  Distribution of estimated new HIV infections by population in Viet Nam,  
 2005–2020
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Clients, Clients of female sex workers; MSW, male sex workers; MSM, men who have sex with men;  TG, transgender person; FSW, female sex workers; 
PWID, people who inject drugs.   

 
 
Reported HIV cases

The number of new HIV diagnoses reported to the national case reporting system increased 
and peaked in 2007 at 30 846. This number reduced subsequently, and it was 12 559 in 2014, 
less than 50% of its peak (Fig. 4). 

Fig. 4: Reported number of new HIV diagnoses, AIDS and AIDS deaths in Viet Nam,   
 1993–2013
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Disease burden
HIV is a major cause of disease burden in Viet Nam. An estimated 256 000 people were living 
with HIV in 2014δ. HIV was responsible for 618 323 disability-adjusted life years (DALYs) 
in 2010, or 3% of all DALYs, making it the sixth leading cause of Viet Nam’s overall disease 
burden, and the leading cause of death and disability among communicable diseases (Table 
1). Gender-stratified data showed HIV as the third leading cause of death and disability 
among men. However, preliminary data from the 2013 Global Burden of Disease Study 
published in 2015 no longer lists HIV among the top 10 diseases, which may in part be due 
to a change in the methods used (7).

Table 1:  The 20 most important causes of disease burden, 1990–2010

Chronological order Cause of disease burden 2010 DALYs (%)

1 Haemorrhagic and other non-ischaemic stroke 5.8

2 Road injury 4.4

3 Depression 4.2

4 Lower back pain 4.0

5 Chronic obstructive pulmonary disease (COPD) 3.3

6 HIV/AIDS 2.9

7 Lower respiratory disease 2.6

8 Liver cancer 2.6

9 Ischaemic heart disease 2.5

10 Tuberculosis (TB) 2.2

11 Preterm birth complications 2.1

12 Liver cirrhosis 1.9

13 Trachea, bronchus and lung cancers 1.8

14 Migraine 1.8

15 Neck pain 1.8

16 Drowning 1.8

17 Helminthiasis 1.7

18 Diabetes 1.7

19 Falls 1.7

20 Asthma 1.4

Total 52

DALYs = disability-adjusted life years

2.2 People who inject drugs (PWID)
The HIV epidemic in Viet Nam has been driven primarily by injecting drug use. Although 
the HIV prevalence has recently declined among PWID, they remain the most affected 
population, making up the majority of new infections. Viet Nam had one of the fastest-
growing HIV epidemics in Asia following the detection of the first HIV case in 1990; injecting 
heroin use with contaminated injecting equipment contributed significantly to the spread 
of HIV (8). Today, it has an estimated 271 000 PWID, of whom around 85% inject opiates. 

δ  Estimation and projection using Asian Epidemic Model. VAAC, 2014
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Eighty per cent of PWID live in 26 provinces. An estimated 40 000 PWID are infected with 
HIV (1, 9). Biological sentinel HIV surveillance data show that HIV prevalence among PWID 
decreased overall from a peak of 29.3% in 2000 to 10.7% in 2013. 

In the first decade of the epidemic, the lack of services and targeted interventions resulted in 
a dramatic rise in HIV infections among PWID. Sentinel surveillance surveys among male 
PWID during this time detected initial increases in HIV prevalence in a few southern and 
central regions, but HIV infection rapidly spread to other major urban areas throughout the 
country, reaching a prevalence of 70–85% among PWID by 2002 in many sentinel surveillance 
provinces (10). The spike in HIV prevalence among PWID in large cities was followed 
by gradual, steady increases in HIV prevalence in less urban areas in the northwestern, 
northeastern, north central coast, and Red River delta regions . The estimated national HIV 
prevalence among PWID reached a high of 32% in 2003 (Fig. 5)τ.

Fig. 5: Estimated national HIV prevalence among PWID in Viet Nam, 1990–2020
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Source: Asian Epidemic Model, baseline scenario, VAAC, 2014

Recently, significant reductions in new HIV infections have been observed among PWID 
across Viet Nam. Integrated biological and behavioural surveillance (IBBS) between 2005 and 
2013 showed declining or stabilizing HIV prevalence among PWID in all survey provinces. 
Sharp declines in HIV prevalence trends were observed in half of the provinces, particularly 
in the northwest (Dien Bien and Yen Bai), northern coastal (Hai Phong and Quang Ninh), 
and a southern province (Can Tho) (9). Declining trends were similarly detected by the HIV 
sentinel surveillance system, which estimated an overall national HIV prevalence among 
PWID at 10% in 2013 (1). While the prevalence among PWID is projected to continue to 
decline (Fig. 5), the overall national-level prevalence curve conceals the high prevalence that 
persists among PWID in several provinces. The 2013 IBBS detected high HIV prevalence 
of around 40% in provinces with older HIV epidemics, specifically Hai Phong and Ho Chi 
Minh City, although the sustained high prevalence may reflect increased survival due to 
ART. A combination of other factors probably contributed to controlling the HIV epidemic 
among PWID, including declining needle and syringe sharing (9) and increased enrolment 
in methadone maintenance therapy (MMT) (11).

τ Estimation and projection using Asian Epidemic Model. VAAC, 2014
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2.3 Female sex workers (FSW)
Women who sell sex are also disproportionately affected by HIV. Epidemic modelling 
shows a stabilizing national HIV prevalence among FSW at 7% , but warns of increasing 
prevalence among FSW in provinces with high rates of drug useκ. The early stages of the 
HIV epidemic coincided with a surge in the number of FSW, estimated to grow tenfold 
between 1994 and 2001 (12), and HIV prevalence reached over 20% in several large cities 
with major economic activity (13). Today, an estimated 72 000 women sell sex (1). In most 
provinces of Viet Nam, the risk of acquiring HIV infection among FSW is largely attributed 
to drug use (14), and risky sexual behaviours are additionally associated with HIV infection 
in urban cities with older HIV epidemics (15) (Fig. 6).

Fig. 6:  HIV prevalence among female sex workers, 1994–2013
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Source: HIV sentinel surveillance (HSS) 2014

Unlike among PWID, where universal reduction in HIV prevalence was observed, 
prevalence among FSW varies substantially across provinces and subpopulations. For 
example, between 2005 and 2013, HIV prevalence dropped in Hanoi among women who 
sold sex primarily on the streets (street-based FSW), but increased among those selling sex 
in service establishments (venue-based FSW). Elsewhere, HIV prevalence among venue-
based FSW declined (An Giang) and street-based FSW increased (Hai Phong). In general, 
HIV prevalence among FSW in most provinces remained stable at 13% or below (9). Sentinel 
surveillance, which had a larger geographical coverage than the IBBS and combined FSW 
subpopulations in the sampling, showed an overall national prevalence among FSW at 
around 3% (Fig. 6) (1). In sampling the subpopulations separately, the IBBS 2013 survey 
detected a high HIV prevalence among Hai Phong street-based FSW: 32% were infected 
with HIV, a matter of concern, given that for over a decade, there have been scaled-up HIV 
interventions targeting FSW.

Mathematic modelling predicted an increasing HIV prevalence among FSW in provinces 
with high rates of drug useκ. Indeed, drug-use risks were indicated in the high HIV prevalence 
among Hai Phong street-based FSW, and strong parallels between HIV and lifetime drug-
use trends were observed also in other FSW populations (9). Recent analysis of IBBS data 
showed that FSW who injected drugs had 26 times higher odds of being infected with HIV 

κ Estimation and projection using Asian Epidemic Model.  Hanoi: Viet Nam Administration of AIDS Control 2014
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than FSW who did not use drugs in provinces where the overall HIV prevalence among 
FSW was below 10%. In provinces with an overall HIV prevalence above 10% (Hanoi, Hai 
Phong and Ho Chi Minh City), drug-injecting FSW had three times higher odds of infection. 
Injection drug use had a reduced impact on HIV infection in high-prevalence provinces 
because FSW in these major economic centres had additional risks from non-injection drug 
use and inconsistent condom use, both of which were found to be significantly associated 
with HIV infection (15).

2.4 Men who have sex with men (MSM)
Although an important risk population that significantly contributes to HIV infection 
numbers in Viet Nam, MSM were included in sentinel surveillance only in 2011. The national 
HIV programme shifted attention to the risks of acquiring HIV among MSM after results 
from the IBBS showed a significant rise in HIV prevalence between 2006 and 2009 in Hanoi 
and Ho Chi Minh City, and epidemic modelling estimated a rapid increase in national 
HIV prevalence among high-risk MSM . More recent modelling using the Asian Epidemic 
Model (AEM) showed a gradual rise in HIV prevalence among MSM to just under 3% (Fig. 
7). Rapid declines in HIV prevalence were detected in Can Tho, Hanoi and Hai Phong, 
and 2013 infection levels in these provinces were 5% and below. Further examination is 
needed to establish whether the observed decline reflects high mortality, a change in the 
population characteristics, or sampling differences between the IBBS rounds. The overall 
HIV prevalence trend among MSM in Ho Chi Minh City, on the other hand, increased 
between 2005 and 2013. In 2013, 12% of MSM in Ho Chi Minh City were infected with HIV, 
which may be attributed to a combination of factors, including high drug use (20% of all 
MSM reported lifetime drug use and 5% reported injection drug use; 14% tested positive for 
opiates in their urine), sex under the influence of drugs (14%), sex work (27% had sold sex to 
other men in the past month), and low condom use with male partners (9). A study in 2010 
in Ho Chi Minh City among MSM who sell sex found an HIV prevalence of 6%, and that a 
history of opioid use was a significant predictor of HIV infection (16).

Fig. 7:  Estimated HIV prevalence among MSM in Viet Nam, 1990–2020:  
 national prevalence
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2.5 Geographical concentration of the HIV epidemic 
Case-reporting data by geographical area show that HIV cases are concentrated in the 
northern, Mekong River delta and south-eastern cities and provinces. Ho Chi Minh City has 
the largest number of people living with HIV (PLHIV), followed by Hanoi. Other provinces 
with a large number of HIV infections include mountainous provinces in the northwest and 
mountainous districts within Nghe An and Thanh Hoa. The highest number of reported 
cases (865/100 000) is in Dien Bien (2013). 

The number of reported HIV cases in Ho Chi Minh City and Hanoi accounted for 33% of 
the total reported cases in the country at the end of 2013, and the top eight high-burden 
provinces for 51%. The estimated ART needs in adults in Ho Chi Minh City and Hanoi also 
accounted for 31% of total adult ART needs nationwide, and the estimated adult ART needs 
in the top eight provinces for 50%.  

The eight provinces with the largest number of people receiving ART covered 58% of all 
PLHIV receiving ART in the country at the end of 2013 (Fig. 8). Districts in the top eight 
high-burden provinces have an average of 408 PLHIV on ART per district, while 22 medium-
burden and 33 low-burden provinces have an average number of 97 and 32 PLHIV on ART 
per district, respectively (Table 2).  

The different levels of HIV burden across provinces reflect the geographical distribution 
of key populations. PWID are found throughout the country, but an estimated 80% of the 
drug-using population lives in 22 of Viet Nam’s 63 provinces. 

Geographical diversity has important implications for designing an efficient and effective 
national response, resource allocation and service delivery models. See section 4.3.3, 
page 60. 

Table 2:  Number of reported cases, people receiving ART and estimated needs for  
 ART by category of HIV burden at the end of 2013

Indicators High-burden 
provinces

Medium-burden 
provinces

Low-burden 
provinces

N % N % N %

Number of provinces 8 22 33

Number of districts 117 248 325 

Number and % of reported cases 109 411 51 71 937 33 34 811 16

Number and % of people 
receiving ART

47 737 58 24 018 29 10 504 13

Estimated number and % of 
people in need for ART as per 
national guidelines

62 531 50 44 517 36 18 168 15

Average number of people 
receiving ART per district

408 97 32  

Average estimated number of 
people in need of ART per district

534 180 56  

Estimated coverage of ART a (%) 76% 54% 58%  
a ART coverage = the number of people receiving ART/estimated number of people in need of ART
ART antiretroviral treatment
Updated based on Fujita M, Poudel KC, Thi ND, Duc DB, Van NK, Green K et al. A new analytical framework of ‘continuum of prevention and care’ to 
maximize HIV case detection and retention in care in Vietnam.  BMC Health Serv Res. 2012;12:483. (http://www.biomedcentral.com/1472-6963/12/483) 
and used for planning for Global Fund New Funding Model Concept Note, 2014. 
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Fig. 8: Number of people receiving antiretroviral therapy by province, 2013
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3. Policy, strategy and structure of the 
 health sector response to HIV

3.1  Organizational structure for the health sector   
 response to HIV
The organizational structure for the management of the response to HIV and AIDS in  
Viet Nam has undergone several revisions. It was only in 2005 that the organizational system 
for HIV was harmonized at the national level. The existence of two parallel systems between 
2000 and 2005 resulted in a lack of human resources and capacity, lack of infrastructure 
and equipment in the individual programmes, and confusion in the management of 
the programme on the ground. There is now a single coordinating body – the Viet Nam 
Authority of HIV/AIDS Control (VAAC) – under the supervision of the Ministry of Health, 
which is the standing office with regard to HIV prevention and control for the National 
Committee for AIDS, Drugs and Prostitution Prevention and Control. This Committee 
involves 28 cabinet ministries and agencies that provide guidance for and supervision of 
HIV- and AIDS-related activities under the vertical programme (Fig. 9). 

Fig. 9:  Structure and organization of ministries involved in the HIV response
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MOPS: Ministry of Public Security, MOLISA: Ministry of Labor, Invalids and Social Affairs, MOH: Ministry of Health 

At the national level, VAAC assists the Minister of Health in governance and in organizing 
activities on HIV prevention and control nationwide. The VAAC has one cabinet and seven 
departments, one quasi-independent communication unit responsible for producing the 
community HIV magazine, and one fund for PLHIV.
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At the regional level, there are four regional HIV and AIDS Steering Committees: 

• The Northern Regional HIV and AIDS Steering Committee based at the National 
Institute for Hygiene and Epidemiology (NIHE) is responsible for providing technical 
assistance to 29 Provincial AIDS Committees (PACs) of the northern cities/provinces. 

• The Central Regional HIV and AIDS Steering Committee based at Pasteur Institute 
in Nha Trang is responsible for providing technical assistance to 11 central cities/
provinces. 

• The Southern Regional HIV and AIDS Steering Committee based at Pasteur Institute 
in Ho Chi Minh City is responsible for providing technical assistance to 20 southern 
cities/provinces. 

• The Tay Nguyen Central Highland Regional HIV and AIDS Steering Committee based 
at Pasteur Institute in Tay Nguyen is responsible for providing technical assistance to 
four Tay Nguyen central highland cities/provinces. 

 
Each province has a PAC that governs and organizes all of the HIV activities within the 
province. The PAC is under the administrative management of the Provincial Department 
of Health and technical management of the Ministry of Health. The PAC is the secretariat 
of the Provincial Committee for AIDS, Drugs and Prostitution Prevention and Control, 
which consists of several departments that represent the non-health sectors. Additionally, 
PACs also provide overall planning and oversight of the provincial HIV response, and 
carry out interventions, including information, education and communication (IEC), 
HTC, confirmatory HIV testing, harm reduction, HIV treatment and care, depending on 
the province. PACs are also responsible for capacity building of lower-level facilities and 
coordinate HIV activities carried out by other sectors, such as public security, Department 
of Labor, Invalids and Social Affairs, mass organizationsh and civil society organizations. 

At the district level, HIV prevention activities and service provision are conducted by the 
district Preventive Medicine Centre (PMC). There is a district AIDS coordinator at the district 
PMC assigned to facilitate planning and coordination of HIV activities in the respective 
districts, encompassing services in the curative and preventive sectors, and in communities. 
The district AIDS coordinator is also in charge of supporting HIV activities at commune 
health stations. 

At the commune level, the commune health station conducts community-based activities 
such as IEC, and care and support services. With the successful pilot of Treatment 2.0, 
an increasing number of commune health stations are now tasked with delivering HTC 
services, and to follow and provide basic care for PLHIV receiving ART (see section 4.1.5).  

3.2 Laws and regulations supporting HIV-associated 
policies 
In 2013, the National Assembly approved of a new Constitution to replace the 1992 
Constitution of the Socialist Republic of Viet Nam, which came into effect on 01 January 
2014. The Constitution has a chapter on the rights and obligations of citizens and a provision 
that all citizens have equal rights without discrimination: including the right to health care, 
privacy, health insurance, social security and employment. The National Assembly also 
requested ministries and sectors to review laws and policy documents to institutionalize 
these rights.

h Type of civil society organization to execute state programmes and policies such as women’s union, youth union, and seniors’ 
union in Viet Nam.



Joint Review of the Health Sector Response to HIV in Viet Nam 2014

14

The Law on HIV/AIDS Prevention and Control No. 64/2006/QH11(17) (hereafter, the Law 
on HIV) (2006) and Decree No 108/2007/ND-CP (2007) provide the legal foundation for 
a strong, multisectoral response to HIV, and for the protection of the rights of PLHIV. The 
Government and National Assembly have enacted, supplemented or amended numerous 
policies and legal documents, creating a stronger and more consistent legal framework for 
prevention and control activities. In 2011, Decree No. 69/2011/ND-CP dated 08/08/2011 
on handling administrative violations in disease prevention, the medical environment, 
and HIV/AIDS prevention and control was issued, which provides crucial support to 
enforcement of the Law on HIV. While administrative violations and their sanctions are 
contained in various pieces of legislation, Decree 69 describes the overall framework, 
provides more details about administrative violations affecting PLHIV, and increases 
the number and types of sanctions for such administrative violations. This Decree sets 
specific sanctions for providing incorrect information about HIV, for preventing people 
from accessing treatment and care, and for various forms of discrimination against PLHIV 
(including restricting access to health services, employment and education). It also provides 
for specific sanctions where the rights to testing, counselling or privacy have been violated.

The Law on Health Insurance No. 25/2008/QH12 and its implementing decrees and 
circulars 16, 17, 18 removed the diagnosis and treatment of HIV from the list of exceptions for 
health insurance coverage. The National Assembly’s 2013 legislative agenda also contained 
several other pieces of legislation related to the HIV response, including a law amending 
and supplementing a number of articles of the Law on Health Insurance approved in 2014, 
and the Law on Social Insurance. 

In 2013, the Law Amending and Supplementing a Number of Provisions of the Criminal 
Code No. 37/2009/QH12 included the removal of Article 199 on the illegal use of narcotics. 
The revised text acknowledges that drug use is a social problem and recognizes drug users 
as patients rather than criminals. Further, the new Law on the Handling of Administrative 
Violations, which aims at ending the practice of sending sex workers to administrative 
detention centres (05 Centres) and subsequent closure of such detention centres was a 
great success. This law also guarantees due process and legal representation to people 
who use drugs. In addition, the Government has issued a number of decrees to guide the 
implementation of the Law: Decree 111/2013/ND-CP dated 30/9/2013, providing for the 
application of administrative sanctions with regard to education in communes, wards 
and townships; Decree 81/2013/ND-CP dated 19/7/2013, which elaborates the penalties 
for administrative violations and administrative measures; and Decree 221/2013/ND-
CP, which stipulates administrative measures regarding compulsory drug dependence 
treatment at detention centres (06 Centres). 

3.3 The national strategy, plans and target programme 
on HIV/AIDS
 
The National Strategy on HIV/AIDS Prevention and Control to 2020, with a vision to 
2030 (towards the three zeros) was approved in May 2012. The Strategy was written in 
consultation with government ministries, civil society, the United Nations and international 
partners, and contains ambitious targets that resonate with the Political Declaration on 
HIV/AIDS: intensifying our efforts to eliminate HIV/AIDS (18). In November 2012, the 
Chairman of the National Committee on HIV/AIDS Prevention and Control (Decision No. 
4548/QĐ-UBQG50) approved four projects under the National Strategy on HIV/AIDS 
Prevention and Control to 2020, with a vision to 2030 (towards the three zeros): (i) projects 
on communication and harm reduction; (ii) HIV treatment and care, including prevention 
of mother-to-child transmission (PMTCT); (iii) surveillance, monitoring and evaluation, 
including HIV testing; and (iv) health systems strengthening for the HIV response.
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Viet Nam has implemented 16 priority health-care programmes called national target 
programmes. The Ministry of Health manages four out of the 16 national target programmes 
(2011–2015), one of them being for HIV/AIDS. The National Target Programme on HIV/AIDS 
Prevention and Control 2011–2015 approved in 2012 was important for securing more funds 
from the State budget for HIV activities (Party Notice 27-TB/TW, Joint Circular 163/2012/
TTLT-BTC-BYT). Moreover, in 2013, in the context of declining international funding, the 
Prime Minister also issued Decision No. 1899/QD-TTg of 16/10/2013 approving the Project 
on Financing HIV/AIDS Prevention and Control Activities (2013–2020) for ministries 
and sectors to mobilize additional resources for HIV/AIDS prevention and control, and 
provided guidelines on using resources in an effective and efficient manner. Responsibilities 
of Ministry of Health departments under this Project on HIV financing focuses around 
mobilizing dedicated resources for HIV, and improving programme management and 
timely use of resources (Plan No. 967/KH-BYT of 10/12/2013). 

The Ministry of Health also issued a guideline (No. 999/HD-BYT of 18/12/2013) on the 
implementation of the Project in provinces and central-level cities. It aims at establishing 
the importance of the Project for local HIV/AIDS prevention and control activities, and 
specifies the responsibilities of people’s committees and sectors at all levels in developing 
provincial and city plans for financing HIV activities for the period 2014–2020. 

A number of circulars and directives support policies for implementation of the HIV 
programme. These documents direct national and provincial policies. For example, such 
directives support the expansion of the National Comprehensive Condom Programme for 
2011–2020 and MMT. In addition, the Protocol on Manufacturing and Using Methadone in 
Viet Nam (period 2010–2015) was approved to allow national production of methadone. 
Similar circulars and directives support the expansion of HIV testing, care and treatment, as 
well as tuberculosis (TB)/HIV programme collaboration. 

4. Review findings and recommendations

4.1 High-impact health sector interventions

4.1.1 Condom programmes 

Introduction
There is evidence of the success of condom promotion among FSW in Viet Nam. There are 
currently an estimated 72 000 women engaged in sex work in Viet Nam (1). A very high level 
of condom use among FSW has been documented. In 2013, 73% of FSW reported receiving 
a condom in the past month. In the same year, 92% of FSW reported using a condom during 
sex with their most recent client, an increase from 83.3% in 2012 (1). Overall HIV infection 
in FSW has been declining since 2002, with a current estimated HIV prevalence of 2.6% (1). 
However, it should be noted that surveys have suggested that condom use is much lower 
during sex with regular clients and partners, compared to sex with one-time clients. 

Condom use among MSM and PWID could be improved. At last anal sex, 66.4% of MSM 
reported condom use. Only 41.2% of PWID used condoms at last sexual intercourse 
(although it is unclear if this was specifically with their primary sexual partner). The review 
team found from discussions with PWID that they often did not use condoms. Some male 
peer educators also said that, while they distributed condoms to PWID, they did not know 
if these were used.
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Sustainability of condom programming
In the past years, donors have provided substantial funds to support the procurement 
of condoms and lubricants in Viet Nam, which enabled large-scale free distribution of 
condoms. With support from the World Bank, Department for International Development 
(DFID), United Kingdom, and Population Services International (PSI), social marketing 
of condoms and lubricants has been introduced and expanded.  With the rapid decline of 
external funding, Viet Nam now requires a clear plan on how to maintain and strengthen 
the effectiveness of condom programming.  

The concept of a total market approach has been introduced and is increasingly recognized 
as a viable approach to condom programming by a variety of stakeholders. The total market 
approach aims to mix various forms of delivery of condoms, such as distribution of free 
condoms, social marketing of partially subsidized condoms and commercial sales in the 
private sector. According to the analysis by PSI, in 2010, an estimated 45% of condoms were 
made available through free distribution, 10% was through social marketing, and 45% was 
through commercial sales. It has been proposed that the distribution of fully subsidized 
(free) condoms will be gradually reduced, and target the poorest and high-risk consumers.  
Social marketing will reach those who are willing and able to pay a partially subsidized 
price. Commercial products are for those with the greatest ability to pay and will be 
gradually increased. This approach is expected to reduce the overall subsidy required for 
condom and lubricant programming. 

To effectively mix these approaches for distribution, coordination among the Government, 
donors, private sector and civil society is critical. For example, a sudden increase or decrease 
of free condoms may negatively affect both clients and commercial sector supplies. To 
plan for effective condom programming, it is recommended that the national and local 
programmes assess and analyse the needs and willingness to pay among key populations, 
and the markets (availability and quality of condoms and lubricants). 

Ensuring the quality of condoms and lubricants
Viet Nam does not have any official mechanism to regulate the quality of condoms. According 
to the United Nations Population Fund (UNFPA), a recent assessment on quality of condoms 
in the market suggested that 47% of condoms from wholesalers was of poor quality, while in 
Ho Chi Minh City it was 36%. At the retail pharmacies, 23% were of poor quality in Hanoi 
and 21% in Ho Chi Minh City. Condoms of suboptimal quality are more likely to break, and 
thus poor quality compromises the effectiveness of the condom programme (19). 

It is essential that Viet Nam strengthen the quality control of condoms. Circulars are being 
developed to regulate the quality of contraceptives and condoms. It is important that condoms 
are tested against certain quality standards, and whole aspects of supply management be 
addressed, from production through importation, transportation, distribution and sales. 

 
Recommendations

1. VAAC and PACs should conduct regular assessments of the condom and lubricant 
market, including needs and willingness to pay among various groups of key 
populations, and the quality of the available condoms and lubricants, to inform an 
appropriate mix of distribution methods: (a) free distribution; (b) social marketing; 
and (c) commercial sales.
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2. District coordinators, with support from PACs, should conduct rapid assessments 
to map the populations at high risk of sexual transmission, but with the least 
ability to pay, to inform needs and targeting of free condom distribution in each 
locality. They should also identify the best way to reach those populations. 

3. The Ministry of Health should work with relevant authorities to develop a quality 
assurance mechanism to regulate the quality of condoms in the market. This 
includes legislation and the mechanism to test condoms and lubricant against the 
quality standards. 

4. Work should be done with civil society organizations, PLHIV groups and key 
population networks to further promote consistent condom use among PLHIV, 
PWID, MSM and FSW, especially during sex with regular partners. 

4.1.2 Harm reduction for people who inject drugs

Introduction
In Viet Nam, the HIV epidemic has been primarily driven by the injection of heroin. 
Comprehensive harm reduction interventions for PWID continue to be a priority of the 
health sector response to HIV in Viet Nam. 

Viet Nam’s national Law on HIV/AIDS Prevention and Control (2005), and Decree 
108/2007/ND-CP, which details the implementation of the Law (2007), both provide the 
legal foundation for comprehensive harm reduction interventions. The Law and Decree 
support implementation of the needle and syringe programme (NSP), opioid substitution 
therapy (OST) and condom promotion. These interventions were also included as priority 
interventions in the national strategies on HIV prevention and control, and thus were 
rapidly scaled up since 2004 with large-scale funding support from external donors, such 
as the World Bank, DFID, AusAID and the Global Fund to Fight AIDS, Tuberculosis and 
Malaria (Global Fund). The United States Government has also supported selected elements 
of harm reduction, such as MMT and community outreach.  

While WHO defines and promotes a comprehensive package of activities for harm reduction 
(20), this section will focus on NSP, OST, and community-based delivery of naloxone for 
treating opioid overdose. The condom and lubricant programme, community outreach, 
HTC and ART, although critical elements of comprehensive harm reduction, are discussed 
in other sections of this report. 

Needle and syringe programmes
Surveillance data (i.e. HIV sentinel surveillance [HSS+] and IBBS) show that the proportion 
of PWID using sterile injecting equipment at the last time they injected (self-report) remains 
very high at 95% in 2011, 96% in 2012, 97% in 2013, and 95% in 2014. Even when data are 
disaggregated by province, clean needle use is high (>90%) across most of the provinces 
surveyed (Fig. 10, based on the 2014 round of the HSS+). On the other hand, 17% of PWID 
reported that they had shared needles in the past one month (HSS+, 2014). There is also 
large provincial variation. In Son La, 38% of PWID reported that they had shared needles in 
the past month, followed by Ho Chi Minh City, where 35% reported that they had shared. 
These data suggest that, despite the overall reduction in new infections associated with 
injection drug use, there are still pockets where sharing of contaminated needles is common 
and likely causing substantial HIV transmission.  
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Fig. 10: Use of clean needles at last injection and needle-sharing in the past one   
 month among PWID
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The NSP has been primarily supported by the World Bank and DFID, United Kingdom from 
2004 to 2013, and by the Global Fund since 2011. The resources for NSP sharply declined 
after DFID and the World Bank phased out their support. The average number of needles 
and syringes (NS) provided to PWID increased from 140 NS/PWID in 2011 to 180 in 2012 
and then reduced to 98 NS/PWID in 2013. 

The three rounds of IBBS suggest that there is no clear correlation between the level of 
exposure to NSP (free NS distribution) and the level of needle-sharing behaviour. This result 
suggests that overall, the ways in which PWID access NS is not necessarily dependent on 
whether or not they are free-of-cost. Data from IBBS and social marketing show that 80% 
of PWID obtain their injecting equipment from commercial sources. NS are not expensive 
and the PWID interviewed by the review team confirmed that NS are affordable. They do 
not appear to be faced with choosing between paying for drugs or purchasing injecting 
equipment. 

However, the level of association between exposure to free distribution and needle-sharing 
behaviour differs greatly by province. According to the 2013 round of IBBS (21), those who 
are exposed to NSP had much lower needle-sharing behaviour in Dien Bien province, a 
remote mountainous area, while in many other provinces (e.g. Hanoi, Hai Phong, Yen Bai) 
there was no difference in needle-sharing behaviour between those exposed and those 
not exposed to the free distribution of NSP (Fig. 11). These data support the anecdotal 
information that free distribution is essential among poor PWID, especially in remote 
provinces, where pharmacies and other outlets close early and thus commercial NS become 
inaccessible at night. 
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Fig. 11: Needle-sharing in the past one month among PWID by exposure status 
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Contextual factors influence access to and choice of type of NS. PWID interviewed tended 
to prefer the NS available in pharmacies than the free needles distributed through the 
NSP. PWID reported that the free needles are often dull and leak, hard to use and leave 
scars (22). According to the PSI report, low dead-space syringes (LDSS) were more easily 
available and clearly preferred by PWID in Ho Chi Minh City, while the availability in 
Hanoi was much less. In Viet Nam, LDSS are manufactured by a company called BBVN 
and known as “red-tipped” syringes. These are a little more expensive, at Vietnamese 
Dong (VND) 2400–3000 (12–15 US cents) compared to the high dead-space syringes 
(HDSS) produced by various companies at around VND 1000–1500 (5–7.5 US cents) (22). 

So far, all the NS procured by the government have been HDSS. A World Bank-funded 
project tried procurement of quality LDSS manufactured by a German company. However, 
the procurement rules require competitive bidding, which prevented procurement of the 
preferred product. 

Gender affects access and choice: female PWID prefer thinner-gauge needles; the stigma of 
being a female PWID is profound and restricts the ability to access public programmes (e.g. 
after-hours boxes on the walls of MMT clinics). MMT clients (both men and women) are 
not willing to access NS after hours from boxes at MMT clinics for fear of being discovered 
and excluded from the MMT programme.  Police monitoring of NS distribution sites also 
prevents access. 

The evidence indicates that the Vietnamese harm reduction interventions designed to 
educate PWID about HIV transmission and encourage safe injecting have been successful. 
It has successfully created a widespread culture among PWID of using clean equipment 
for safe injecting. A WHO field trip to areas that had not been reached by harm reduction 
programmes found that needle-sharing was unusual.  A former WHO expert believes this 
reflects the way that communication of information and practice is shared among PWID as 
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they move to and from areas where the programme has operated, and shows that they are 
easily able to obtain injecting equipment from local pharmacies.i 

Social marketing of NS has been piloted in Viet Nam. This pilot, supported by PSI, 
distributed LDSS with some success. This model has reduced needle-sharing in Hanoi,  
Ho Chi Minh City and Thai Nguyen, and may provide an approach for future expansion 
and sustainability. Nonetheless, there is some contention about peer educators participating 
in social marketing. Some PWID community organizations stopped their pilot programmes 
because the commercial element compromised the relationship with the peer, causing 
suspicion and distrust about why NS were being promoted. It is important that good 
discussion takes place between civil society and local authorities. Quality assurance, 
supervision and monitoring are essential to develop trust between target groups and 
outreach workers.

In consideration of these factors, the concept of the total market approach, as discussed 
in the previous section on condom programming, will likely help plan the sustainable, 
efficient and equitable delivery of NS. The key is to design the right mix of approaches, 
i.e. free distribution, social marketing and commercial sales, suitable for each locality. Free 
distribution should target the poorest PWID in rural areas. Free distribution and social 
marketing could ensure access to clean NS, especially after commercial outlets close in the 
late evening, at nights or during weekends. The benefits of LDSS should be promoted among 
wholesalers, retailers and PWID, and should be made available in all parts of the country. 
Rapid assessment and market analysis should be conducted to understand the types of 
available and preferred products, assess ability and willingness to pay for needles among 
PWID, and inform the targeting of free distribution to certain populations and situations. 

Recommendations

1. VAAC should provide guidance to PACs and district HIV coordinators to 
use available data and/or conduct rapid assessment to assess the ability and 
willingness to pay for NS, and determine the populations and situations where 
free distribution could make the greatest impact. 

2. VAAC and PAC should work with private sector manufacturers, wholesalers and 
retailers to enhance the availability of quality-assured LDSS at lower prices; the 
benefits of LDSS should be promoted among pharmacies, peer educators and 
PWID. 

3. When the government or donor agencies are to procure the NS, product selection 
should take into consideration the preference of the target populations. 

4. The design of the social marketing of NS should be tailored to the local context, 
involving civil society organizations and the PWID network. 

5. Donor agencies, if supporting the procurement of NS for NSP, should identify the 
modalities by which to support procurement of quality LDSS. 

Methadone maintenance therapy (MMT)
The programme was established in 2008. There are now 103 MMT sites providing for 
19 000 clients as at the end of 2014 (as reported to the review team). The expansion has 
been rapid. The MMT programme is an important programme that addresses harm 
reduction among PWID. It minimizes HIV transmission from PWID to their partners and 
the general community. Health centre staff state that the service is popular with PWID 
and that often their demands cannot be met.

i  Personal correspondence, David Jacka [with Masaya Kato in August 2014, WHO Viet Nam]
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The Ministry of Health’s guidelines state that methadone serves three main purposes: (i) 
reduces the harms caused by opioids, preventing HIV, hepatitis B and C transmission resulting 
from needle-sharing, death from overdose and related criminal activities; (ii) reduces illicit 
drug use and injection; and (iii) improves the quality of life of the drug user (11). 

Half of the MMT sites are located in outpatient care and treatment centres (outpatient 
clinics) providing HTC, antiretrovirals (ARVs) and MMT. This enhances the patient’s access 
to a continuum of care. The review team’s discussions with MMT clients revealed openness 
and ease at disclosing their HIV status within their social drug-using group and at peer-
educator-facilitated group discussions. This suggests that the integrated model facilitates 
disclosure and acceptance of those with HIV within local drug-using networks. This can 
have multiple benefits, including increased recognition of the presence of HIV, which 
reinforces recognition of the need for safe injecting practices. It also assists PWID living with 
HIV to accept their status and reduces self-stigma and psychosocial barriers.

While studies contribute significantly to programme design and technical capacity, it appears 
that there is limited capacity to assess clients’ needs and their experience and satisfaction 
with the MMT programme to inform improvement of service delivery. 

Members of the health sector, police and PWID commonly identify three main benefits 
derived from access to OST and MMT: crime prevention, reduced family violence and 
improved social order.j  Additionally, PWID on MMT gained the ability to return to normal 
life and work, not argue with the family about money, and improve their health and 
appearance (23). The target of reaching 80 000 people with MMT by the end of 2015 is unlikely 
to be met. There is insufficient capacity to provide for this level of scale up, in particular, in 
mountainous and other remote areas where drug users have to travel 25–50 km every day to 
pick up methadone. Clinical and addiction expertise in health facilities is increasing. Funds 
from donors (who provide the costs of the methadone) to enable this will not be available. 
A study of PWID living with HIV found that 50% were willing to pay half the MMT costs. 
A study on the assessment of patient retention in MMT after the introduction of user fees is 
currently ongoing. Low income and poor health status were associated with less willingness 
for cost-sharing (24). This finding may assist with sustainability of the programme.

Recommendations

1. VAAC, together with the Strategic Information Technical Working Group, should 
explore developing more streamlined but robust administration procedures that 
support quality and further scale-up of MMT services towards the national targets. 

2. Service delivery approaches involving primary health-care facilities should be 
assessed and expanded to deliver MMT services to PWID residing in remote areas.

3. Clients’ needs and their experience and satisfaction with the MMT programme 
should be regularly assessed, including among female PWID, to continuously 
improve the programme and services.

Overdose prevention and hepatitis C education 
Within an effective harm reduction programme, a more complete set of information 
and education needs of PWID should be addressed; particularly overdose prevention 
and response, and hepatitis C education. This is currently not included in the education 
provided by peer educators working within the Ministry of Health system, nor does the 
VAAC harm reduction programme consider that overdose prevention is relevant to their 

j   Review team’s meetings with senior staff from the Ministry of Labor, Invalids and Social Affairs (MOLISA) and Ministry of Public 
Security, September 2014
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prevention work. However, PWID identify overdose as a critical issue for them and a major 
cause of death. 

Naloxone is kept at some MMT centres but the patients and other PWID interviewed by the 
review team are unaware of this, have not heard of naloxone, and do not know that medical 
treatment can revive people from overdose. They simply state that people who overdose 
should be taken to hospital emergency departments. It was not possible to investigate what 
happens in practice. 

PWID involved with support and peer education of PWID met by the review team in 
urban areas have recently been trained in peer education strategies for educating PWID 
about hepatitis C virus (HCV) infection. Yet, the PWID met at MMT clinics had never 
heard of HCV. Despite the absence of affordable treatment, people have the right to know 
about their health. The high prevalence of HCV is known to the health authorities but 
not to those infected.

Recommendations

1. Overdose prevention and response should be incorporated into peer education 
programmes, accompanied by strategies to increase knowledge about and 
availability of naloxone. The aim would be for PWID to possess naloxone and be 
trained to use it when present during an episode of overdose. 

2. Education on HCV should be incorporated into peer education programmes.

4.1.3 Community outreach
The predominant model of community outreach for key populations in Viet Nam is with 
peer educators having specific tasks: behaviour change communication on HIV with 
individuals or small groups, STI, safe sex and injecting; provision of condoms, clean 
NS; and advocacy for and referral to HIV testing and treatment. This model involves 
engagement with social networks of key populations but there are limitations in the way 
this engagement is designed and implemented. It was also noted that basic knowledge and 
communication on treatment issues, such as the benefits of early diagnosis and treatment 
initiation for HIV and viral hepatitis, is fairly limited. As therapy with ARVs is efficacious 
and a prevention intervention for HIV, peer educators could play more active roles in 
building treatment literacy and creating a demand for regular uptake of HIV testing and 
timely access to HIV treatment.  

The majority of community outreach activities have been funded by external donor projects, 
and coordinated by PACs, who assign management to the district health level. Some 
commented that some donor projects result in parallel systems for providing HIV prevention 
interventions. In particular, there is limited coordination and information sharing between 
the donor projects and PACs. 

Such community projects and staff are also most vulnerable to funding cuts, especially as 
many workers are not government employees and sources of other revenue are limited. 
Hence, continuation will depend on government funding. Declines in donor funding have 
already caused a reduction in the number of peer educators.  By the end of 2013, there 
were 2654 PWID peer educators (a decrease from 3875 in 2011); 1643 FSW peer educators (a 
decrease from 2278 in 2011); and 9484 district collaborators (health service staff; a decrease 
from 11 782 in 2011). Data concerning the number of peer educators for MSM were not 
readily available at the time of this review. 
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The conceptual and design framework for the current model of community outreach 
largely conceives of the peer educator as an extension of the health system (rather than 
as an important, integral part thereof), with a limited set of activities and purposes. This 
model can be re-conceptualized by asking how greater reach and depth can be achieved 
within these communities and populations through stimulating and encouraging their 
broader participation in the response to HIV, and an enhanced level of mutual trust between 
governmental and community-based services.

The value of this partnership and participation has a range of vital consequences. Consistently, 
reviews of the response to HIV in Viet Nam, as in many other countries, identify that stigma 
and discrimination are major barriers to HIV prevention and access to HIV services. The 
members of key populations in Viet Nam state long-standing reasons that pose barriers in 
accessing services. Due to the legal environment related to the “social evils” and the stigma 
experienced by PWID, sex workers and MSM, peer educators and community groups are 
unique in their capacity to establish trust and communication, more than those with people 
in the government sectors. 

Globally, it is accepted that key populations have a major role in addressing and changing 
stigma and discrimination. They have a unique capacity to engage with their peers. At 
the national level, they could be truly engaged in the process, from the stages of national 
planning and programme design. At local levels, their role can be enhanced by working 
with health service providers to improve their attitudes towards service users, and working 
with individuals and communities to improve the self-stigma of being a sex worker, drug 
user, MSM, or a person with HIV.

Examples of lessons learned within the nongovernmental organization (NGO) community 
outreach programmes were reported to the review team. These require a project design that 
allows for engagement on a wider range of issues, which have been identified as having a 
significant influence on the ability to act on HIV education and access to HIV health services. 
These can include addressing the physical and sexual violence experienced by sex workers 
and female PWID, training on the meaning of new laws and guidelines (e.g. educating FSW 
that threats by police to send them to detention centres unless they pay cannot be carried out 
as the centres have closed), education on drug overdose prevention and response, linkage 
to income generation and small grants schemes, and education about HCV. Providing this 
diversity of information and services enhances respect for health workers and thus increases 
the likelihood of acting on their advice. Experience in these programmes demonstrates that 
trust and confidence between the outreach worker and community members is built up 
over time, as is the gradual growth in the understanding and willingness of the individual 
to engage in health-improving behaviour.

Donors and the government alike should consider the value of investing in communities of 
key populations during assessments and discussions about investment and sustainability. 
They should formally recognize, institutionalize and support the contribution of peer 
outreach workers as important mobilized human and community resources. 

The Vietnamese harm reduction programme has been based upon the above-described 
peer education model of informing peer PWID about the risk of HIV transmission from 
injecting drug use, encouraging safe injecting practices, particularly not sharing NS, and the 
widespread provision of free clean injecting equipment. The approach was designed to focus 
on individual-level engagement, with the intention of achieving public health outcomes 
at the population level. The Vietnamese harm reduction approach has been successful in 
achieving this.
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Recommendations

1. Peer outreach should be reconceptualized by asking how greater reach and depth 
could be achieved within these communities and populations through stimulating 
and encouraging their broader participation in the response to HIV. Designating 
an institutional home for peer educators to ensure their continued engagement in 
HIV service delivery should be considered.

2. Governmental organizations and NGOs working with peer educators should 
support capacity-building of peer educators so that they can discuss with key 
populations the benefits of earlier diagnosis and immediate treatment, help create 
a demand for regular uptake of HIV testing, and support linkage to and retention 
in care and treatment.    

4.1.4 HIV testing and counselling

Programmatic approaches to enhancing HIV diagnosis among key populations   
HTC represents the primary entry point into the HIV prevention, care and treatment 
cascade. Uptake of voluntary HTC services relies upon client-centred, community outreach 
activities to bring most at-risk individuals into the continuum of HIV care. In Viet Nam, 
commendable nationwide efforts have been made to decentralize and thus improve the 
availability of HTC services in a variety of facilities throughout the country. Numerous recent 
administrative laws and specific innovations by domestic and international agencies have 
facilitated more widespread access to HTC for the Vietnamese population. For example, the 
push to diagnose those with unrecognized HIV infection throughout the 63 provinces of 
Viet Nam is demonstrated by the increase in numbers tested – from 517 329 people tested 
in 2013 to 628 793 in 2014 (1). This scale-up of HIV testing has allowed many individuals to 
learn their status. However, in an era of decreasing external funding for HIV programmes, 
Viet Nam stands at a critical juncture at which it must implement HTC strategies that will 
more effectively and efficiently engage those who are most likely to test HIV-positive.

In spite of these efforts, the proportion of members of key populations who do not know 
their HIV status is very high. Furthermore, an analysis of the cascade shows that many 
people who are diagnosed as HIV-positive are not effectively linked to HIV care and 
treatment. In various publications and reports, the VAAC has rightly acknowledged that 
HTC services must be better targeted towards diagnosing “key populations” most at risk 
for HIV infection (4). Key populations in Viet Nam who require improved uptake of HTC 
services are PWID, FSW, MSM and their sexual partners. 

Despite a keen recognition to more effectively identify and diagnose HIV-infected key 
populations, much work remains to be done to complete this task. The majority of past 
and current approaches to increase diagnosis among most-affected groups have not 
yet been optimized to diagnose key populations at an early stage of infection. Multiple 
data sources, including HTC programmatic data, HSS+ and IBBS, indicate that current 
HIV testing coverage is not adequate to diagnose the estimated number of HIV-positive 
members of key populations, specifically PWID, FSW and MSM. Data from the 2009 IBBS, 
for example, indicate that less than 30% of PWID and MSM had ever been tested for HIV 
in most provinces sampled. Among FSW, reports of ever testing for HIV had increased 
between the IBBS rounds in 2006 and 2009. Testing coverage was still highly variable in the 
provinces sampled, however, ranging from 17.4% in Yen Bai province to 86.5% in Nghe An 
province of all ever tested (2009, among venue-based sex workers). Among street-based 
sex workers, the proportion of ever HIV tested FSW ranged from 21.5% in Yen Bai to 78.7% 
in Hai Phong (25).
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At this stage in the HIV response, efforts to improve testing efficiency must focus 
attention on geographical prioritization to identify key populations in the highest HIV-
burden locations (i.e. provinces, districts, communes). This approach has previously been 
communicated as a priority by the investment case approach (4) and is strongly supported 
by VAAC leadership. In many cases, international donors have already prioritized resources 
to channel funds to the highest-burden provinces and districts within these provinces. 
By reinforcing this strategy to target geographical areas for community-based outreach 
testing, VAAC’s future HTC efforts will more effectively identify the key populations that 
have been missed with more broad-based HTC expansion strategies.

As a complement to geographical prioritization, international donors and their implementing 
partners have initiated an analysis of routinely collected programme data to identify effective 
and cost–efficient programmes at the HTC site level. By examining nationwide HTC data to 
describe past performance, VAAC’s partners will have the ability to distinguish between the 
programmes and approaches that warrant immediate HTC scale-up and the less effective 
programmes that may require significant programmatic adjustments or even reduced 
support. While the analysis of these programme data are not yet complete, key informants 
to this joint review reported that VAAC and its partners will soon gather to review and 
discuss these findings. Results of these analyses and discussions have the potential to help 
chart a course forward for more strategic allocation of HTC resources for key populations.

In addition, there are a few important lessons to note from recent demonstration projects 
in Viet Nam. First, a cooperation project between VAAC and the US Centers for Disease 
Prevention and Control (CDC) and Family Health International (FHI)360 has launched a 
peer-driven intervention (PDI) model, a new community outreach strategy that reflects 
respondent-driven sampling methods to increase HIV testing uptake, especially those with 
HIV infection (Box 2). Preliminary results of the VAAC–CDC project’s most innovative 
enhancement of the peer outreach model shows promise in reaching and testing clients in 
areas with high HIV prevalence. 

Box 2. A peer-driven intervention model

In early 2014, the VAAC–CDC cooperation project developed and launched a peer-driven intervention 
(PDI) model with the aim of using key populations to refer themselves and their social network members 
to HTC sites. Instead of employing 8–10 peer outreach workers to identify and refer key populations to 
targeted HTC sites, the PDI model uses 2 peer outreach workers to provide vouchers to key population 
“seeds” to encourage them to access HTC for the equivalent of US$ 2.00 for testing. Once a seed 
completes an HTC visit, he/she may receive additional vouchers to hand out to their friends and contacts 
for the same level of incentivized testing. For every person the seed client refers to HTC, he or she will 
receive the equivalent of US$ 1.50. This PDI model, which uses many elements of the respondent-
driven sampling used in IBBS recruitment, has shown impressive results thus far. According to a key 
informant to this joint review, HIV prevalence in one of the pilot sites has increased from 1% to 10% 
since implementation of the PDI model. This indicates that PDI is an efficient HTC service delivery model 
for identifying people with HIV.

Second, efforts to decentralize HTC services to community sites that are more accessible 
and acceptable have also been shown to facilitate earlier diagnosis in the Treatment 2.0 pilot 
(Box 3). This approach has proven effective when accompanied by mutual efforts to build 
trust among health-care workers, village health-care workers and key populations through 
community mobilization activities, especially in rural areas with a high-HIV burden.
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Box 3. Decentralization facilitates earlier access to HIV testing servicesa 

In 2012, VAAC in the Ministry of Health started pilot-testing a “Treatment 2.0” project to expand earlier 
access to HIV services for key populations, particularly for PWID in Dien Bien and Can Tho provinces. 
The pilot project involved decentralizing HTC services from district facilities to commune health stations 
for the first time. The project actively engaged community partners, including peer educators, self-
support groups and village health-care workers, providing them with community mobilization training, 
and holding regular meetings to discuss outreach activities and challenges. Commune health station 
staff received training on HIV service delivery, including HIV testing using rapid tests, pre- and post-test 
counselling, adherence support, basic care and dispensing ARV drugs. The commune health station 
staff performed HIV testing using three types of HIV rapid tests. This decentralized HIV testing at the 
commune health station generated accurate results (100% concordant results as those generated by 
provincial laboratories) and also resulted in earlier treatment initiation. People diagnosed at communes 
have significantly higher median CD4 counts when starting ART (median 294 cells/mm3) than those 
diagnosed at district facilities (median 88 cells/mm3). Community outreach and building trust are 
recognized as critical to facilitating earlier access to HIV services among PWID.
a WHO key populations guidelines, 2014, case studies (20)

In summary, given the higher relative prevalence of HIV infection among key populations 
compared with the general population in Viet Nam, future HTC strategies must focus on 
reaching and diagnosing PWID, FSW and MSM at an earlier stage of infection. Only then, 
and with intensive efforts to link newly diagnosed key populations to care, will Viet Nam 
close existing gaps in the HIV care and treatment cascade and thereby reduce future HIV 
transmission. Given the need to sharpen Viet Nam’s ability to reach and test those key 
populations most likely to be HIV-positive, we recommend the following.

Recommendations

1. VAAC should put major emphasis on exploring how to engage key populations 
more effectively into HIV testing: 
a. Examine HIV testing outcomes at all currently supported HTC facilities. A close  
 examination of recent programmatic data should focus on the following  
 elements: (a) the geographical and site-level distribution of all HIV-positive  
 individuals; and (b) within the highest-burden regions, conduct a review of  
 the combination of the number of newly diagnosed individuals and HIV  
 testing prevalence by HTC facility. 
b. Evaluate and recommend the most promising community-linked HIV outreach  
 strategies aimed at increasing HIV testing outcomes among key populations.

2. VAAC should pilot new HIV testing modalities to increase the diagnosis of key 
populations who have not yet been identified through traditional outreach and 
testing–referral approaches. Such efforts would provide more choices for key 
populations and their partners through community-based or self-testing options, 
in addition to a health facility-based testing modality. Confidentiality and quality 
should be ensured and the rights of the clients always respected. 

3. VAAC should ensure that adequate staff training and supervision are provided to 
support best practices in HTC at both facility- and community-linked settings, and 
that the above initiatives are carefully monitored and evaluated.

 
Partner testing
While Viet Nam’s concentrated epidemic has long been driven by injecting drug use among 
males, a growing proportion of Viet Nam’s newly diagnosed HIV cases are reportedly 
females. The increased proportion of women living with HIV likely reflects increased sexual 
transmission from male PWID, clients of FSW and possibly MSM to their non-injecting 
female partners (6, 26).
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Despite indications that a growing number of women in Viet Nam are acquiring HIV, 
sentinel HIV surveillance and HIV screening in antenatal settings have yielded very low 
HIV positivity among pregnant women (0.26% in 2010 and 0.2% in 2012) (1). This lack of 
evidence of a more generalized epidemic among reproductive-age women thus signals a 
need for alternative strategies to more effectively identify women who are at highest risk. 
Based on the review team’s observations during field visits, there are missed opportunities 
to extend HIV testing and diagnosis to females through voluntary disclosure by their HIV-
positive male partners. Indeed, to improve the diagnosis of sexually transmitted HIV cases 
at an earlier stage of infection, there is a clear need to extend HIV testing to both male 
and female sexual partners of patients already engaged in services such as MMT and HIV 
care and treatment. In the event that the intimate sexual partner tests HIV negative, the 
serodiscordant couple should then be provided with specific support to maintain safer sex 
practices, immediate ART and adherence counselling.

With the efforts to promote HTC uptake among key populations, more previously 
undiagnosed members of key populations will become aware of their infection, and 
opportunities to screen their intimate sexual partners for HIV will increase. Counselling 
to encourage voluntary disclosure to sexual partners and innovations in HIV testing 
platforms will need specific attention to ensure acceptable and feasible HTC services for 
sexual partners. 

An unexpected outcome of the PDI model (Box 2) was the effectiveness with which HIV-
infected key population members began referring members of their sexual networks for 
HIV screening. Although data on the PDI strategy are still preliminary, anecdotal accounts 
from programme implementers indicate strong support for PDI as a promising strategy to 
increase HTC access to sexual partners.

Innovative models for screening intimate sexual partners require deliberate attention and 
scaling-up. Without an effective strategy to extend HIV screening to the intimate sexual 
partners of key populations, Viet Nam’s efforts to provide care and treatment to those with 
unrecognized HIV infection will falter and attempts to achieve UNAIDS’ 90–90–90 goals 
will be compromised (27). 

Recommendations

 Efforts should be further strengthened to promote testing uptake among sexual 
partners of already diagnosed HIV-positive individuals. 

1. VAAC and collaborating partners should review best or promising practices 
for testing sexual partners of already diagnosed HIV-positive individuals. 
Development and implementation of new strategies should be informed by:  
a.  a comprehensive assessment of voluntary counselling and testing (VCT) and  
 outpatient clinic facilities to identify clinics that have successfully empowered  
 their clients to refer intimate sexual partners for HTC; 
b.  compilation and review of recent interventions, including VAAC–CDC’s PDI  
 and other incentive strategies that support key population members in  
 referring their untested partners for HIV screening; and 
c.  new testing platforms, such as oral fluid HIV self-tests, to allow HIV-positive  
 individuals to improve HIV screening of their previously untested sexual  
 partners.  

2. VAAC should work with HIV providers and key stakeholders, including 
representatives from civil society, and consider phased expansion of the most 
promising of the partner-testing strategies in high-burden areas. 
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Linking previously diagnosed HIV cases to care and treatment
Findings from the joint review suggest that Viet Nam’s recent efforts to ensure timely referral 
and enrolment in HIV care will increase the efficiency of ART and optimize its long-term 
benefits. Evidence shows that many HIV-positive individuals are rapidly linked to HIV care; 
however, there remains a significant proportion (~50%) that is not linked at an early stage 
of infection. The most recent data indicate that nearly half of those who enrol in outpatient 
care have CD4 levels below 200 cells/mm3. This late linkage and enrolment in care points to  
Viet Nam’s persistent challenge in achieving more widespread viral load (VL) suppression 
and reaping the benefits of early care for HIV-positive cases. Based on conversations with key 
informants during the review, several factors may be influencing the suboptimal linkage to 
HIV care services. Commonly stated barriers to linkage and engagement in HIV care include: 
(i) fear of stigma/discrimination upon accessing care; (ii) individuals’ feeling that they are 
relatively healthy; and (iii) inconvenient access to outpatient services, among others. 

As one of Viet Nam’s notifiable diseases, HIV has been reported since 1987. Such an 
HIV case surveillance system is not without its flaws; its existence may provide future 
opportunities to link previously diagnosed individuals to care and treatment (See section 
2.1 Overview of the epidemic and disease burden. Viet Nam also engages populations at 
the commune health station level. During discussions with health officials in Thai Nguyen 
province, for example, the joint panel assessed the potential value of confirming HIV cases 
through investigations at the commune level. Based on these conversations, validation of 
the HIV case surveillance system, commune by commune, may provide a feasible strategy 
for updating the actual number of PLHIV in Viet Nam. This activity for improving Viet 
Nam’s HIV case surveillance system could have a dual public health role by simultaneously 
making referrals when previously diagnosed individuals have not been effectively linked 
or engaged in services. 

There is a precedence to support follow-up of previously diagnosed HIV-positive persons 
in some progressive regions of the United States. San Francisco, in particular, adopted an 
innovative approach to use outreach health workers to locate and facilitate care linkages 
for individuals who did not seek HIV care within a six-month time frame (28). This public 
health approach can promote substantial improvements along the HIV care cascade while 
simultaneously benefiting the individual patient’s health outcomes. 

In summary, Viet Nam’s response to the HIV epidemic is impeded by the large number of 
individuals not effectively linked to care, reflected by the substantial proportion who present 
to HIV care late in the course of disease. Future efforts to connect HIV-positive individuals to 
care should do so on two fronts—at initial diagnosis through linkage to outpatient services, 
and a renewed effort to identify and engage those who were not effectively linked at their 
initial diagnosis. 

Recommendations

1.  VAAC should optimize its HIV case surveillance system through active and 
ongoing follow-up of individuals who have been previously diagnosed but are not 
currently benefiting from HIV care. Development and implementation of effective 
techniques should be informed by:  
a. use of qualitative or other formative research in targeted regions to uncover the  
 reasons for linkage failure; 
b. application of these findings to increase the number of key populations and  
 other groups engaged in culturally competent, supportive HIV care services; and  
c. engagement of key population community members to inform and facilitate  
 the most promising methods for engaging individuals who have been reluctant  
 to access HIV care services.
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Enhancing laboratory capacity for HIV testing
In line with international best practice, a person is not issued with an HIV-positive status 
in Viet Nam based on the result of a single test; rather, if a specimen is reactive in the first 
(screening) test, the reactivity is confirmed by testing the specimen in two additional 
different tests. To date, HIV serology testing in Viet Nam has been conducted in laboratories 
designated “screening”, “confirmatory” or “national”.  To meet its objective of testing and 
treating more individuals in key populations, decentralization of testing and treatment is likely 
to occur in Viet Nam in a prioritized manner. From a testing perspective, decentralization 
means that confirmatory testing could be conducted in district-level laboratories. Further, 
decentralization to the commune or community level means that screening could be conducted 
at the point-of-care (POC) by non-laboratory staff using a rapid test on a finger-prick specimen 
(whole blood) in non-laboratory settings.  

Decentralization of diagnosis
District laboratories that progress from performing screening only to performing screening and 
confirmatory testing will require additional training and mentoring. This training will not be 
restricted simply to two additional test methods. At a minimum, the laboratories will need 
to understand the principles behind the algorithm they are using and will need to effectively 
manage the throughput and expiry dating of the additional tests to ensure minimum wastage.

Rapid testing using whole blood at the POC has been successfully tried in Viet Nam over 
the past few years. Detailed protocols for training and quality assurance were developed 
for the trials. The review team visited a site where rapid POC testing had been operating 
since July 2014. The review team was impressed by the standard at which the testing had 
been implemented, the training of the staff and particularly the record-keeping. Going 
forward, this standard of training and ensuring continual adherence to procedures will 
need to be maintained in the context of more POC sites being established.

Quality assurance of HIV testing
Ministry of Health Circular 15 describes the requirements for personnel, facilities and 
equipment at laboratories that conduct screening and/or confirmatory HIV testing. Further, 
those laboratories designated as confirmatory laboratories or reference laboratories have 
documented responsibility for training, technical assistance and annual inspection of 
lower-level laboratories. According to Circular 15, national reference laboratories have the 
responsibility to “ensure the quality of the system of HIV testing laboratories”. Although 
neither the National Institute of Hygiene and Epidemiology (NIHE) nor the Pasteur 
Institute is officially designated as national reference laboratory at this time, each of these 
assumes a particular responsibility for quality assurance of HIV testing, NIHE for the 
northern and Pasteur Institute for the southern provinces of Viet Nam.

Recommendations

1. Training provided by national, regional and provincial laboratories to the lower 
levels should be enhanced to include emphasis on the principles of quality 
management in order to introduce the change in mindset that quality management 
requires. In the longer term, a module on quality management for laboratories 
should be included in relevant tertiary courses.

2. The level of resourcing (human, financial) needed in PACs and regional/national 
laboratories to cope with the additional training and monitoring demands created 
by decentralization should be reviewed by VAAC, together with both NIHE and 
the Pasteur Institute. Further, NIHE and the Pasteur Institute should document 
and adopt standardized national procedures for laboratory supervision and 
performance management.

3. An external quality assurance (EQA) programme that uses whole blood as the 
sample type should be developed.
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Regulation of test kits 
Circular 22 describes the process for regulation of test kits (as well as pharmaceuticals 
and vaccines). An English version of this document was reviewed, which gave the review 
team the understanding that the regulation process relates largely to the demonstration 
of the manufacturers’ compliance with Good Manufacturing Practices (GMP). Reference 
to performance criteria that HIV test kits must meet could not be found in the circular. 
Manufacturers seeking approval to sell their test kits in Viet Nam must supply a dossier 
of information, which is reviewed by an expert panel within the Ministry of Health. An 
interviewee at the National Institute of Haematology and Blood Transfusion (NIHBT) 
indicated that recently, the responsibility for this review had been transferred to the Medical 
Equipment Department; this interviewee questioned the expertise of this department to 
conduct these reviews. 

Test kits approved for use in Viet Nam are sourced from different manufacturers. Circular 
22 allows for applications for approval from international and local manufacturers that 
satisfy GMP standards specified by WHO or the Ministry of Health, respectively. Regardless 
of a test kit’s origins, it could be useful to determine a test kit’s performance in specimens 
collected from the local population in Viet Nam. This would confirm test kit performance 
and provide comparative data between test kits.

The National Institute for Control of Vaccines and Biologicals (NICVB) also has a role in the 
premarket approval process. It was the review team’s understanding that NICVB conducts 
testing with a test kit for which approval is sought in Viet Nam; the testing was intended 
to verify that the performance of the test kit met the manufacturer’s claims, not that its 
performance met an acceptable standard. The testing that NICVB performs is very limited. 
Only 25 HIV-positive specimens are tested. Very limited information can be obtained from 
this testing.

During the review, evidence gathered from EQA programmes indicated that there was at 
least one test kit on the market in Viet Nam that failed to detect true HIV-positive specimens 
that were detected by all the other test kits. These false-negative results were found in 
laboratories that screen blood donations and therefore point to a potentially significant risk 
of transfusion-transmitted infection. Further, this finding was not limited to test kits for HIV; 
it was also apparent for test kits for the detection of hepatitis B surface antigen (HBsAg).  

The programme to regulate test kits should also consider the intended use of a test kit to 
ensure that only those with optimal sensitivity are used in settings where sensitivity is of 
paramount importance (e.g. blood donor screening).

Viet Nam may benefit from technical assistance in this area. Engagement of an expert could 
help in developing a robust and effective process for test kit regulation. 

Recommendation 

1. The Ministry of Health should review the process for approval of test kits in its 
efforts to establish effective national regulation of diagnostics.

HIV testing algorithms
Currently, there are more than 20 test kits on the market in Viet Nam, which are approved 
for screening and confirmatory testing.  There is a bidding law in place, which means 
that provinces are free to choose which combination of these tests to use as long as the 
requirements of the current strategy for HIV diagnosis are met. However, in combining tests 
randomly in an algorithm, there is a risk of both false-positive and false-negative results. 
Recently, NIHE has recommended algorithms for use in Viet Nam based on testing data 



Review findings and recommendations

31

(Table 3). This is a very positive development that has the potential to reduce the confusion 
around indeterminate results and minimize false results. Ideally, the use of algorithms that 
have been developed and assessed based on testing data would be mandatory.

Table 3: Currently approved national HIV testing algorithm in Viet Nam

No First test screening Second test confirmatory Third test confirmatory

A- Rapid test algorithm, recommended for labs with <40 specimens/day

1 SD Bioline HIV- ½ 3.0 VIKIA HIV- 1/2 Double Check Gold HIV 1&2

2 VIKIA HIV- 1/2 SD Bioline HIV- ½ 3.0 Determine HIV 1/2

3 Determine HIV 1/2 SD Bioline HIV- ½ 3.0 VIKIA HIV- 1/2

4 VIKIA HIV- 1/2 SD Bioline HIV- ½ 3.0 Double Check Gold HIV 1&2

5 SD Bioline HIV- ½ 3.0 Determine HIV 1/2 Double Check Gold HIV 1&2

6 SD Bioline HIV- ½ 3.0 Determine HIV 1/2 VIKIA HIV- 1/2

B- Two rapid tests plus one ELISA; recommended for labs with <40 specimens/day

1 SD Bioline HIV- ½ 3.0 Determine HIV 1/2 Murex HIV- 1/2

2 VIKIA HIV- 1/2 SD Bioline HIV- ½ 3.0 Murex HIV- 1/2

3 SD Bioline HIV- ½ 3.0 Double Check Gold HIV 1&2 Murex HIV- 1/2

4 Determine HIV 1/2 SD Bioline HIV- ½ 3.0 Murex HIV- 1/2

C- ELISA plus two rapid tests; recommended for labs with >40 specimens/day

1 Murex HIV- 1/2 SD Bioline HIV- ½ 3.0 VIKIA HIV- 1/2

2 Murex HIV- 1/2 SD Bioline HIV- ½ 3.0 Double Check Gold HIV 1&2

3 SD HIV ELISA 3.0 Double Check Gold HIV 1&2 VIKIA HIV- 1/2

4 SD HIV ELISA 3.0 Double Check Gold HIV 1&2 Determine HIV 1/2

5 Murex HIV Ag/Ab 
combination

Double Check Gold HIV 1&2 SD Bioline HIV- ½ 3.0

6 Murex HIV Ag/Ab 
combination

SD Bioline HIV- ½ 3.0 VIKIA HIV- 1/2

ELISA enzyme-linked immunosorbent assay

Recommendations

1. Application of the national HIV testing algorithms should be strengthened for all 
settings (e.g. high throughput, low throughput, point-of-care, blood donor) and 
defined in national regulations.  

2. As new technologies are introduced, the algorithms should be reviewed for 
ongoing optimal effectiveness.

4.1.5 HIV treatment and care

Scale-up of ART
The Government of Viet Nam, under the leadership of VAAC and with substantial support 
from major international donors, has rapidly increased ART coverage. The number of 
patients on ART has increased from just 500 in 2004 to over 82 000 by the end of 2013, 
including 78 438 adults and 4204 children (1) (Fig. 12).
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Fig. 12: Number of individuals receiving ART in Viet Nam, 2005–2013 (1)
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Source: Viet Nam AIDS response progress report 2014—following up the 2011 Political Declaration on HIV/AIDS. Hanoi, Viet Nam: National Committee 
for AIDS Drugs and Prostitution Prevention and Control; 2014 (http://www.aidsdatahub.org/Vietnam-Global-AIDS-Response-Progress-Report-2014, 
accessed 31 October 2015).

Over the years, the Ministry of Health has successively updated treatment guidelines, and 
the current guidelines generally reflect best practice in the provision of ART. These include 
the rapid phasing out of stavudine (d4T) and the adoption of a single preferred adult first-
line regimen of tenofovir (TDF), lamivudine (3TC), and efavirenz (EFV) as a fixed-dose 
combination, the use of targeted VL to confirm treatment failure, and provision of second-
line ART for patients failing first-line ART (29).

Overall, adherence to treatment appears to be high (30, 31), and this is reflected in the high 
rates of virological suppression among patients on treatment, documented at over 90% at 
24 months (32). The proportion of HIV drug resistance among patients after 12 months of 
treatment was at a low level (2.9%); there was no increase in the prevalence of transmitted 
drug resistance following the period of rapid scale-up of ART (33). 

Retention in care for adults and children on ART is comparable to other programmes in 
the Region. According to data collected by VAAC from 83 sites across the country up to the 
end 2012, retention in care among patients on ART is over 80% at 12 months and 70% at 48 
months (34); these results have been confirmed by other studies (35) and are in line with 
outcomes reported from other HIV/AIDS programmes (36) (Fig. 13). 
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Fig. 13: Proportion of patients remaining on ART up to 48 months (34)
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Source: Data collection results of the HIV/AIDS care and treatment situation and HIV drug resistance early warning indicators, 2013. Hanoi: Viet Nam 
Administration of HIV/AIDS Control, Hanoi, 2014

Notably, whereas in many countries ART coverage for children is lower than for adults (36), 
in Viet Nam it is higher (79.2% coverage for children vs 67% for adults) (1). There has been a 
rapid expansion in the coverage of timely early infant diagnosis in recent years, reported at 
68% in 2013. According to an assessment carried out by the Clinton Health Access Initiative 
(CHAI) in 2013, of 245 infants identified as being HIV-positive, 79% received ART, with the 
median time from birth to ART initiation being 28 weeksk.

Laboratory monitoring of ART
WHO guidelines for laboratory monitoring of ART recommend CD4 cell count testing at 
ART initiation and, where feasible, additional tests according to the ART regimen in use: 
haemoglobin for zidovudine (AZT), and urine dipsticks for glycosuria, serum creatinine 
and estimated glomerular filtration rate (eGFR) for TDF (37). During follow up, TDF urine 
dipstick for glycosuria and serum creatinine are considered desirable but not necessary. 

According to Circular 32, baseline screening in Viet Nam should include CD4 count, blood 
count, liver function tests, creatinine, HBsAg, anti-HCV testing; following ART initiation, 
CD4 testing and other laboratory investigations are recommended every 6 months (38). 
However, according to field observations during this assessment, routine laboratory 
investigations may be done every 3 months. This places an unnecessary burden on the 
health service and on patients who often have to pay for these tests. Of concern, it was 
reported that if patients could not pay for testing they would not be started on treatment, 
although the extent of this practice could not be verified. 

The effectiveness of ART is determined by six-monthly CD4 count monitoring, with targeted 
VL testing to confirm treatment failure following indications of clinical and immunological 
failure. Discussions are under way to expand access to VL testing to allow for routine annual 
testing, consistent with WHO guidelines. 

k  Summary of Early Infant Diagnosis (EID) situation in Vietnam from 2010  to 2013. Assessment done by the Clinton Health 
Access Initiative.
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Increased access to viral load testing
Currently, access to VL testing in Viet Nam is limited to investigations for treatment failure. 
However, this review has recommended wider access to VL as the preferred method of 
monitoring treatment rather than CD4 quantification.

VL testing is available in Viet Nam through NIHE, Pasteur Institute and some larger 
hospitals in urban settings.  Generally, VL testing is conducted on one of a small number of 
commercial platforms, most of which are closed and minimize the risk of contamination.  
Most of these platforms are large, expensive, and require the use of dedicated reagents with 
short in-use shelf-life. Further, specialized facilities and expertise are necessary for reliable 
VL testing. Plasma that has been separated from red blood cells within six hours of collection 
is preferred for VL testing. This means that whole blood specimens must be delivered to the 
VL testing laboratory soon after collection or the plasma must be separated and frozen, and 
then transported frozen to the VL testing laboratory. These specimen requirements are a 
barrier to greater access to VL testing.

While implementation of current methods of VL testing may be effective in some additional 
sites, the review team believes that these costly technologies should not be decentralized 
too widely in Viet Nam.  In situations where they are considered, the teams recommends 
that careful thought be given to anticipated specimen throughput, in-use shelf-life of the 
reagents, need for specialized facilities and personnel to determine whether the necessary 
investment will be cost–effective and will deliver high-quality test results.

For greater access, an alternative to placing sophisticated VL testing technology in multiple 
locations is simplifying the sample collection requirements. Successful use of dried blood 
spots (DBS) instead of plasma, with current VL technologies, is documented.  Studies 
are under way in Viet Nam to determine the feasibility and effectiveness of using DBS to 
monitor response to treatment.

Point-of-care VL technology has recently become available for quantitative and qualitative 
HIV VL measurement. The advantages and disadvantages of strategic placement of this 
technology could be considered for the Viet Nam context once the technologies are proven. 

Recommendations

1. The review team recommends that HIV VL testing on currently available 
platforms should be selectively implemented but not widely decentralized.

2. Results from ongoing pilot studies should be used to inform the feasibility of 
different options for increasing access to VL testing, in particular, the use of DBS to 
facilitate sample collection and transport.

3. In the future, POC VL testing could be implemented strategically, following a 
thorough analysis of its feasibility and cost–effectiveness.

Treatment 2.0 in Viet Nam: innovation to drive efficiencies
Viet Nam adopted early the Joint United Nations Programme on HIV/AIDS (UNAIDS)/
WHO Treatment 2.0 framework for catalysing efficiencies in ART scale-up (39). Piloted 
initially in two provinces from 2011 – Can Tho and Dien Bien – several key elements 
have now been expanded to other provinces or integrated into national guidelines. Early 
achievements of this pilot include: (i) rapid phase-out of d4T in favour of the preferred 
TDF+3TC+EFV as a fixed-dose combination; (ii) decentralization of HIV rapid testing; (iii) 
introduction of POC CD4 count to reduce delays and improve linkage from HIV testing to 
assessment of eligibility for treatment; (iv) decentralization of ART provision to commune 
level; and (v) promotion of community engagement (40). 



Review findings and recommendations

35

An evaluation conducted in June 2013 found impressive results in terms of HIV diagnosis, 
eligibility assessment, and the identification of people earlier during the course of disease 
progression (Table 4)� (41) (Fig. 14).

Table 4. Impact of Treatment 2.0 on programme efficiency and impact in two provinces

Key objectives Before After

Proportion initiating TDF/3TC/EFV as fixed-dose 
combination

   Dien Bien pilot districts 2% 44%

   Can Tho pilot districts 7% 26%

Number receiving HTC at commune health station 0 3825

Number of POC CD4 tests in pilot districts 0 911

Number of people receiving ART who were followed at 
commune health station

0 130

Number of successful HTC referrals by community staff 159 929

CD4 count at care enrolment 256 cells/mm3 329 cells/mm3

CD4 count at ART initiation 101 cells/mm3 294 cells/mm3

ART antiretroviral treatment, EFV efavirenz, POC point-of-care, 3TC lamivudine, TDF tenofovir  
Source: Evaluation report: Treatment 2.0 Pilot Dien Bien & Can Tho provinces. Viet Nam: VAAC, HSPH, UNAIDS, WHO.;2014.

Another key innovation promoted by Treatment 2.0 is the provision of ART at the community 
level (Fig. 14). This approach is strongly recommended by WHO  and supported by evidence 
from a number of countries (42), including in the Region (43, 44), as a way to improve 
retention in care and reduce the costs of care for both health services and patients. Evidence 
from Viet Nam suggests that the costs of both pre-ART and on-ART care were higher at 
stand-alone HIV clinics compared to integrated sites (45).

Fig. 14. Impact of Treatment 2.0 on improving early ART initiation
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�  Evaluation Report: Treatment 2.0 Pilot Dien Bien & Can Tho Provinces, Viet Nam. VAAC, HSPH, UNAIDS, WHO. 2014.
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These benefits are critical, considering that early initiation of ART is an important driver of 
programme efficiency and impact (Fig.14). 

During this review, patients reported that managing their treatment at the commune level 
resulted in lower transport costs and less time required to take off work to pick up medicines 
from more remote district health structures. The findings of this review support previous 
assessments that recommended decentralization of ART care in Viet Nam as a key strategy 
to increase timely access to HIV treatment services for more patients (46). 

TB/HIV coinfection 
In 2013, approximately 7% of incident TB cases in Viet Nam were coinfected with HIV. 
Considerable efforts have been made in recent years to improve the linkage of TB and HIV 
activities. VAAC and the National TB Programme collaborated to develop legal documents 
to promote TB/HIV collaboration at the provincial level. This includes adaptation of the 
WHO 12-point policy package, national guidelines on intensified case-finding for TB among 
PLHIV using four clinical symptoms, and the use of isoniazid preventive therapy. At the 
national level, collaboration between the TB and HIV programmes has been impacted by the 
gradual reduction in donor funds. Coordination committees have been cut back compared 
to previous years due to lack of resources.  

Collaboration between the TB and HIV programmes has been reinforced in recent years, 
and by the end of 2013, 53 provinces had established a collaborative mechanism. Over the 
past 4 years, there has been a progressive increase in the number of TB patients offered HIV 
testing, and the number of TB/HIV-coinfected patients initiated on ART. The proportion 
of TB patients offered HIV testing has risen from 43% in 2010 to 69%, while ART initiation 
among TB/HIV-coinfected patients has increased from 50% to 60% over the same period 
(Fig. 15).m Although isoniazid preventive therapy is being scaled up since 2012, its coverage 
remains low, with just 27% of HIV-positive individuals receiving this intervention in 2013. 

 
Fig. 15: Proportion of TB patients offered HIV testing (PITC) and TB/HIV-coinfected   
 patients offered ART
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GeneXpert instruments for the diagnosis of Mycobacterium tuberculosis (MTB) DNA and 
resistance to rifampicin (RIF), also called MTB/RIF, are available in 31 provinces, but their 
use is impeded by lack of funds for cartridges and sputum transport. There is a desire to 
increase the number of GeneXpert instruments but it is recognized that good working of the 
current machines should first be ensured before further expansion.

Further decentralization of ART provides a practical opportunity to integrate TB and HIV 
services. Currently, the majority of TB patients are treated at the community level via 710 
clinics, which is around double the number of clinics that currently provide ART. 

HIV/hepatitis coinfections
HIV and viral hepatitis (B and C) share common routes of transmission, including unsafe 
injecting practices. The large proportion of injecting drug use among PLHIV in Viet Nam 
means that coinfection rates of HIV and viral hepatitis are high. Burden of disease data 
are limited but some facility-based studies have found that 48–88% of liver cirrhosis cases 
can be attributed to hepatitis B virus (HBV) infection, while 10–27% can be attributed to 
hepatitis C virus (HCV) infection; HCV prevalence among HIV-infected PWID can be as 
high as 98.5% (47). During interviews conducted for this programme review, health staff 
indicated that liver disease was a leading cause of comorbidity among PLHIV. However, 
access to treatment for HCV is limited in Viet Nam. Pegylated-interferon and ribavirin are 
the standard of care, but costs are high; moreover, treatment success rates using this therapy 
are low for HIV/HCV-coinfected patients. Direct-acting antivirals are too costly, and not 
currently available, although health staff is aware that sofosbuvir has been made available 
to other countries for less than US$ 1000 per treatment course, and expressed the need to 
obtain a similar price for Viet Nam.

Key challenges

Late presentation to HIV care and ART
Despite good progress in recent years, patients continue to present late for care. Data from 
various sources indicated that late initiation of ART remains an important concern in  
Viet Nam. A study carried out between 2005 and 2009 using data from 13 outpatient clinics in 
six provinces found that the median CD4 count at treatment initiation rose from 59 cells/mm3 
in 2005 to 101 cells/mm3 in 2009 (48). More recent data from 83 sites across 51 provinces found 
that the median CD4 count remained low, at 97 cells/mm3 in 2011 (49), and 105 cells/mm3 in 
2012 (34). Studies have also found that PWID are more likely to access ART later at lower CD4 
counts compared to those who do not inject drugs (50).

It is well established that people starting ART at lower CD4 cell counts have a much higher 
risk of death (51) and this has a major impact on the overall life expectancy of PLHIV (52, 
53). Studies done in Viet Nam confirm that mortality and loss to follow-up are higher among 
patients presenting with lower CD4 cell counts (48, 50).

In Viet Nam, mortality accounts for over half of all attrition, and most deaths occur within 
the first 12 months following ART initiation (Fig. 16) (34). Thus, reducing early mortality is 
a key step to reducing overall mortality and increasing rates of retention in care. 
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Fig. 16: Mortality among people on ART, by duration on ART (34)
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As well as leading to increased mortality, patients arriving late to care are more likely to 
present with severe opportunistic infections (OIs) and require more intensive medical 
attention, placing an additional burden on the health services. A costing study carried out 
using data from 21 facilities found that adult patients who started ART with CD4 counts 
≤100 cells/mm3 had 47% higher non-ARV costs in the first year on ART than those with CD4 
counts >100 cells/mm3 (45). 

Continued scale-up of treatment and care
Notwithstanding the important progress made in recent years, coverage of ART remains 
low; at 67% according to current national eligibility guidelines (CD4 count <350 cells/mm3 

for the general adult population) and 33% of all HIV-infected people. Further treatment 
scale-up is therefore needed. Immediate initiation of ART for people who are coinfected 
with TB remains an important life-saving intervention and a way to increase ART coverage 
for patients who have been identified as eligible within the health-care system. 

In 2013, WHO revised its recommendations to support earlier initiation of ART for 
the general adult population, at a CD4 count <500 cells/mm3. This recommendation 
is supported by evidence showing a reduction in mortality and morbidity for patients 
initiating ART at this higher threshold (54). In addition, WHO recommends immediate 
ART in certain populations to prevent onward HIV transmission. Several studies in  
Viet Nam have assessed the potential impact of immediate ART to support reduced 
mortality, morbidity and HIV transmission (55, 56). In Viet Nam, there is also an ongoing 
implementation research to assess the feasibility and acceptability of providing immediate 
ART regardless of CD4 count among HIV-positive PWID. 
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Studies from high-, and low- and middle-income settings have established that with timely 
access to treatment, people initiating ART can expect to have a near-normal life expectancy 
(52, 57). ART provision is now into its second decade in Viet Nam, but the programme 
largely remains at district-level outpatient clinics. As the cohort of patients on ART matures, 
ART provision needs to be adapted to offer a lighter approach for people who are no longer 
sick, or who start ART at higher CD4 cell counts and require less intensive clinical contact. 

Diagnosing and managing treatment failure
Scaling up of VL testing in Viet Nam is impeded by the complexity of the current technology 
and the high cost of testing. Currently, testing is done centrally in Hanoi (at the NIHE, and 
at Bach Mai Hospital, National Hospital for Tropical Diseases [NHTD] and a few other 
hospitals) and in several health facilities in Ho Chi Minh City. Laboratory capacity would 
not support significant decentralization of high-throughput machines. In addition, costs per 
test, currently at around US$ 35–40, are significantly higher than costs negotiated for other 
low- and middle-income settings (where costs as low as US$ 10/test have been achieved).

At the National Hospital for Tropical Diseases in Hanoi, where the cohort of patients 
receives routine VL monitoring and genotyping, the cumulative proportion of second-
line treatment failure is around 10%. Second-line ART in Viet Nam is reported to cost as 
much as 10 times that of first-line (45). During this review, several physicians stated that 
management of second-line failure is becoming a challenge; however, there is no third-
line regimen available in Viet Nam.

Recommendations

1. Earlier initiation of ART should be further pursued.  
a.  National guidelines for ART should support earlier initiation of ART, at a CD4  
 count of 500 cells/mm3, and immediate ART for key populations and pregnant  
 women. 
b.  Earlier initiation of ART needs to be accompanied by improved case-finding to  
 ensure early testing and linkage to care, and adapted counselling support. 
c.  Attention should be paid to reinforcing current provisions for immediate  
 initiation of ART, including among people coinfected with active TB and  
 hepatitis B infection with severe liver disease.

2. Decentralization of ART to primary care should continue. 
a.  VAAC should develop a plan and policy framework to support  
 decentralization of ART to the primary care level.

3. Rationalization of ART monitoring is recommended. 
a. The number and frequency of laboratory tests for monitoring side-effects  
 should be rationalized. 
b.  An implementation plan should be developed to increase the coverage of VL  
 testing across different levels of the health system, including through the use of  
 DBS. 
c. Negotiations need to be undertaken to further reduce the cost of VL testing. 
d. The strategic adoption of POC VL technologies should be considered as these  
 become available in the coming years. 
e. Provision should be made for access to third-line ART.
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4.1.6  Prevention of mother-to-child transmission (PMTCT) of HIV and   
 congenital syphilis

 
Viet Nam is committed to working towards the elimination of new paediatric HIV infections. 
The stated goals are to reduce the vertical transmission rate of HIV nationally to less than 
5% by 2015 and to less than 2% by 2020 (Table 5). In 2013, 49.7% of an estimated 2.4 million 
pregnant women had an HIV test and 57.0% of the estimated 2981 HIV-positive pregnant 
women received any ARV (1). The overall estimated transmission rate of HIV from an HIV-
infected mother to her offspring was 18% in 2013 (58). Between 2010 and 2012, some 3665 
HIV-exposed infants underwent HIV testing by polymerase chain reaction (PCR) in 29 of 
the 63 provinces included in the national early infant diagnosis (EID) assessment conducted 
in 2013. Of these, 312 (8.5%) had an initial positive PCR result, with 92 (30.0%) of these 
infants tested within the first two months of life, as per national EID guidelines. A second 
confirmatory test was conducted for 213 (74.0%) of these infants. The assessment determined 
a vertical transmission rate of 8.5% among HIV-exposed infants tested (59). 

Table 5:  Summary of maternal and child HIV and syphilis infection in Viet Nam, 2013

 HIV indicators, 2013

People living with HIV 256 000 

HIV-positive pregnant women 0.2%a

Syphilis survey among pregnant women 0.03% 

Source: Global AIDS Response Progress (GARP), VAAC, 2014; HIV Sentinel Surveillanc 2012; Viet Nam Administration of AIDS Control (VAAC) Report on 
sentinel surveillance of STI 2011.

Maternal & child health indicators

Pregnant women 2 104 457 (2013)

Live births 1 716 713 (2013)

Maternal mortality ratio (MMR) 63 per 100 000 live births (2006–2007) 

Infant mortality rate (IMR) 15.4 per 1000 live births (2012)

Proportion of pregnant women attending antenatal care 
(ANC) at least once

96.6%

Proportion of pregnant women attending ANC3 87.5%

ANC3 three antenatal care visits 
Sources: National Maternal and Neonatal Survey in Viet Nam, 2006–2007; Maternal Child Health annual report, 2013; Health Statistics Yearbook, 2013

The national targets for HIV/AIDS prevention and control by 2015

70% of pregnant women receiving counsellingb

90% of pregnant women with HIV and their infants receiving early ARV prophylaxis by 2015b

80% of infants born to HIV-positive mothers receiving continuation of care and management by 2015b

Reduce HIV transmission rate of children born to HIV-infected mothers to below 5% by 2015 and 2% by 
2020c

ARV antiretroviral 
Source: bNational Target Programme, project documents 2012, cNational Strategy on HIV/AIDS

Maternal and child health services
In general, pregnant women have good access to antenatal care (ANC) services in  
Viet Nam. According to the 2007 Child Survival Profile, 86% of women live within 5 km of 
a facility that provides maternal and child health services, primarily at the commune level.  
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Data from the Maternal Child Health Department in 2013 presented to the review team 
showed that 96.6% of pregnant women receive ANC from a skilled provider at least once 
during pregnancy, and an estimated 87.5% of pregnant women complete at least three visits 
to ANC services during pregnancy. In 2013, 96% of women had a skilled birth attendant at 
delivery (Table 5). The majority of women access antenatal services at the commune level, 
although women in urban areas may also seek care at district or provincial clinics. While 
pregnant women commonly receive ANC at commune-level facilities, most women outside 
of select remote provinces present to a district-level facility for delivery. In 2013, the maternal 
mortality ratio (MMR) in Viet Nam was estimated at 63/100 000 live births (60) (Table 5).

Prevention of mother-to-child transmission of HIV and syphilis
Services for prevention of mother-to-child transmission (PMTCT) of HIV were introduced 
in 2005. HIV testing among pregnant women has since increased from 11% during the first 
year to 50% by 2013, a remarkable achievement. Notably, 42% of pregnant women were 
tested during labour and delivery (1). This represents a missed opportunity for reduction of 
mother-to-child transmission (MTCT) of both HIV and congenital syphilis.

In 2013, antenatal HIV testing was reported to have detected 1664 (49.7%) of the estimated 
2981 HIV-positive pregnant women in Viet Nam. 

Syphilis sentinel ANC survey showed very low syphilis prevalence, at 0.03% among 7226 
pregnant women tested (61) (Table 5). There are no data on syphilis treatment and hepatitis 
B testing among pregnant women. 

HIV testing and counselling guidelines: policies and practices
The 2007 VAAC HTC guidelines are currently being updated. Provider-initiated testing of 
pregnant women for HIV is considered among the new recommendations. According to 
the National Guidelines for Reproductive Healthcare Services (Decision 4620, 2010), HIV, 
syphilis and hepatitis B testing are recommended for pregnant women attending ANC.  

According to the National AIDS Law, HIV testing should be free for pregnant women. 
However, in provinces or sites without donor support, or where donor support such as 
from the United States (US) President’s Emergency Plan for AIDS Relief (PEPFAR) and 
Global Fund has been decreasing, pregnant women were charged for HIV testing services, 
albeit this is against the current AIDS law. For example, in Ho Chi Minh City and Long 
An province, pregnant women were charged VND 60 000 (approximately US$ 3) for an 
HIV test. While national policy states that hospitals should not charge for HTC, the current 
health insurance does not cover the cost of antenatal HIV or other testing.

Antenatal HIV testing services are available at district- and provincial-level ANC facilities. 
In select provinces or districts, antenatal HTC was conducted in all primary (commune)-
level ANC facilities visited by the review team, using a combination of on-site specimen 
collection and transport to a laboratory or through mobile testing facilities. Pre-test 
counselling may be conducted on an individual or group basis, depending on the protocols 
of each donor-funded care model and on the ANC client load on each given day.  In some 
cases, such as at sites funded by PEPFAR, an opt-out testing strategy is followed. In other 
settings, traditional VCT opt-in counselling and testing is conducted. In some districts, there 
are projects where HTC is offered to all ANC clients on select pre-set days.

At present, Viet Nam has introduced antenatal HIV testing with an initial screening test, 
a rapid test using venous blood or finger-prick in Treatment 2.0 sitesn (41). Upon initial 

n  Evaluation Report: Treatment 2.0 Pilot Dien Bien & Can Tho Provinces, Viet Nam. VAAC, HSPH, UNAIDS, WHO. 2014.
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screening using a rapid diagnostic test for HIV, results are usually available within 30 
minutes of specimen collection, and negative test results are usually conveyed to the client 
within one day of specimen collection. If a test result is positive, the venous blood sample is 
sent to a provincial-level facility for confirmatory ELISA testing. HIV-positive results of the 
confirmatory tests are referred to the district level, where the pregnant woman subsequently 
receives post-test counselling and the results. The review team noted that in Ho Chi Minh 
City and Long An province, the process from original specimen collection to post-test 
counselling for a confirmed positive result usually took seven days. 

In Ho Chi Minh City, which is home to the largest estimated number of HIV-positive 
pregnant women, the PAC reported to the review team that 642 (0.42%) HIV-positive 
pregnant women were identified among 153 393 women who delivered in 2013. For 
example, in Ho Chi Minh City, 92% (588 of 642) were started on ARVs for PMTCT, following 
which the MTCT rate decreased from 7.4% in 2007 to 2.3% in 2013 among the women who 
were followed up. Loss to follow-up among pregnant women was 18% (Box 4). 

As stated in the section on HIV testing, an analysis of the distribution of HIV cases reported 
by province and district conducted in 2013 showed that reported HIV cases are concentrated 
in a few high-burden provinces and districts in the northern and southern provinces. 
Triangulating HIV cases reported by geographical location and the number of people on 
ART by province and district could help prioritize provinces where universal HIV testing 
for pregnant women could be continued in the context of declining resources. However, this 
would require careful ongoing evaluation of the completeness of HIV case reporting. An 
examination of HIV testing outcomes at all currently supported HTC facilities in maternal 
and child health settings would help inform HIV testing strategies for pregnant women in 
Viet Nam. Yet, the strategic approach should not only consider the availability of external 
funding but also the maternal and child health outcomes and what it costs to care for an 
HIV-infected child. 

Box 4. PMTCT in Ho Chi Minh City, 2005–2013

 Provider-initiated HIV, syphilis and hepatitis B testing is available in community support centres in Ho 
Chi Minh City (this model is unique to Ho Chi Minh City) and three high HIV-burden districts in Long An 
province.

2005 2006 2007 2008 2009 2010 2011 2012 2013

Number of 
pregnant 
women 
tested 

58 365 81 515 92 878 119 798 140 782 110 641 144 184 176 692 153 393

Number 
HIV-positive 
(%)

499 
(0.85)

539 
(0.66)

572 
(0.62)

676 
(0.56)

738 
(0.52)

680 
(0.61)

606 
(0.42)

644 
(0.36)

642 
(0.42)

Number 
who 
received 
ARV for 
PMTCT (%)

NA§ NA§ 475  
(83)

595  
(88)

635 
(86)

623 
(92)

532  
(88)

587  
(90)

588  
(92)

§ NA: data not available
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Basic ANC testing package
National reproductive health care guidelines (Decision No. 4620) recommend routine HBV 
testing, along with HIV, syphilis and haemoglobin screening, for all pregnant women.  
Currently, a key challenge to antenatal HTC is late diagnosis. Some 50% of HIV-positive 
pregnant women are diagnosed while in labour. 

Officially, syphilis screening is recommended in the first and last trimester of pregnancy. 
At present, there is no nationally recommended standard algorithm for confirmation of a 
positive syphilis test. Implementation of antenatal syphilis testing has been very limited 
and is often confined to large hospitals when health-care workers have a clinical suspicion 
of syphilis.  Additionally, syphilis screening data are not routinely reported.  Reliable data 
on HBV testing practices were not available.  

Offering multiple tests including HIV testing as part of an ANC package could optimize 
efficiencies. A pilot project in the Pho Yen district of Thai Nguyen province evaluated 
the feasibility of screening for HIV, syphilis and HBV among pregnant women attending 
ANC in commune health centres, and assessed the potential effectiveness of preventing 
transmission of the three infections. From October 2012 to July 2013, 3620 pregnant women 
visited antenatal services at commune health centres. Uptake of all three tests was very 
high, with 98% of 2935 pregnant women tested for HIV, syphilis and HBV. The prevalence of 
HIV, HBsAg and syphilis were 0.02%, 8% and 0.03%, respectively. Preliminary results show 
that all confirmed HIV-infected pregnant women subsequently initiated ARVs for PMTCT, 
and all confirmed positive syphilis cases received treatment (62). 

Antiretrovirals (ARV)
The uptake of ARVs among pregnant women was 57% (41% received ART; <1% triple ARVs; 
27% ZDV; and 31% single-dose nevirapine [sdNVP]) by the end of 2013 (63). Following the 
WHO consolidated recommendations of 2013 on early ART for pregnant women (Option 
B+), the Ministry of Health has decided to pilot Option B+ in six provinces to assess the 
service delivery model for further expansion. 

Partner testing
National testing guidelines recommend partner testing. The rate of partner testing in 
PMTCT services in the southern district outpatient clinics varies. It seems that around 30% 
of partners of women receiving ARVs for PMTCT agree to come for HIV testing. A small 
ongoing study in Thai Nguyen province found that nearly 70% of HIV-infected pregnant 
women reported that their spouse was HIV-positive (63). Similar data were reported from 
Tu Du Obstetric Hospital, Ho Chi Minh City, where around 30% of pregnant women had a 
discordant partner.

Recommendations

1. Current recommendations for universal provider-initiated HIV and syphilis 
testing for pregnant women are still valid. However, with the low yield of HIV 
testing, with no or very few HIV cases detected in some provinces, a careful 
examination of HIV testing outcomes and thresholds for HIV testing in pregnant 
women should be explored to inform a strategic approach to HIV testing in 
pregnant women.

2. In view of declining resources, efforts should continue to include HIV and syphilis 
testing in a basic ANC package while the aforementioned examination is ongoing. 
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Action points
1. Update national HIV testing guidelines to recommend universal provider-initiated 

testing for HIV, syphilis and potentially HBV for pregnant women during early 
pregnancy (first trimester) and partner testing of HIV-positive index persons.

2. Consider further epidemiological studies to evaluate strategies for the PMTCT of 
hepatitis B in pregnant women who are at high risk for transmission, e.g. hepatitis B e 
antigen (HBeAg) positive and high VL, and the use of antiretrovirals (ARVs) to treat 
HBV and prevent mother-to-child transmission.

3. Expand pilot projects on antenatal HIV, syphilis and hepatitis testing to evaluate the 
best models to increase uptake and yield of testing, and reduce the costs of universal 
antenatal screening.

4.1.7  Linking high-impact interventions: towards a functional continuum   
 of prevention, diagnosis and care

 
In the previous sections, we discussed the intervention areas separately. However, it is critical 
that various HIV services and interventions be linked and coordinated at each locality, so 
that the investment into various HIV activities could produce synergy and potentially 
enhance effectiveness and efficiency. 

Linking of services is also essential to maximize the population-level impact of ART, and to 
move towards the 90–90–90 targets. Unless joint efforts are made across service providers 
in facility-based and community-based services, and linkages among the services ensured, 
there is a high risk of losing individuals across the cascade (Fig. 17). A functional continuum 
of care is therefore the foundation for improving the uptake of interventions along the 
treatment cascade. 

Fig. 17: Cascade of HIV diagnosis, care and treatment services in Viet Nam, 2013
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The review team had the impression that HIV services within districts are rather fragmented 
and there is potential to improve the connectedness of services. For example, health-care 
workers at outpatient clinics focus their efforts on providing care to patients who seek care. 
However, even at clinics where many patients present in the late stages (with low CD4 
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counts) or there is substantial loss of patients between diagnosis and enrolment in care, 
health-care workers at outpatient clinics seemed to make limited attempts to address the 
issues, i.e. to facilitate earlier diagnosis and improve linkage from diagnosis to care. They 
appeared to consider that it was not their responsibility, but that of other departments.  This 
view was shared by various key informants. Such a situation is somewhat understandable, 
as health-care workers at the clinic are trained to treat patients, and they usually have an 
overwhelming number of duties in the clinic. 

On the other hand, the same districts usually have health staff who are in charge of 
community outreach, harm reduction and HIV surveillance surveys. Many districts and 
communes also have peer educators and community health workers who are involved 
in providing information and education, clean NS and condoms. These health staff and 
community partners effectively reach PWID, MSM and FSW. With support through 
various donor projects (e.g. FHI360, UNAIDS/WHO-supported Treatment 2.0, VAAC–
CDC project), peer educators are increasingly being trained to refer key populations to 
receive HTC. However, the review team noted that key populations generally have limited 
knowledge of treatment matters, such as the benefits of earlier HIV treatment initiation 
(instead of very late treatment initiation), and coinfections (e.g. TB and viral hepatitis). There 
is potential to further enhance community outreach to include discussion on treatment and 
care matters with key populations, and create more demand for HTC on a regular basis. 

It should also be noted that the surveillance teams reach key populations in the communities 
through mapping, size estimation and sentinel surveillance activities but systems to link 
individuals with HIV-positive test results to confidential confirmatory HIV testing and care 
are lacking. Moreover, many surveys are unlinked and anonymous. When such systems 
are being developed, the UNAIDS and WHO guiding principles on ethical issues in HIV 
surveillance should also be considered (64). For example, as mentioned in earlier sections, 
during sentinel surveillance, only 30–40% of key populations report that they received HTC 
and the results within the past 12 months (Box 5). The uptake of HTC is still limited but these 
values suggest that surveillance is reaching much broader groups of key populations than 
the HTC services do. The approaches used by surveillance teams may also have important 
implications for extending the reach to key populations who are not yet reached by HTC and 
treatment services. This may include combining recruitment of key populations through a 
peer-driven approach (see section 4.1.4 on HTC), and community-based  service that offers 
HTC at locations where key populations feel safe and comfortable. 

Box 5. Effective continuum of HIV services is essential for harnessing the 
benefits of ART and getting closer to the vision of ending AIDS 

Three recent mathematical modelling studies analysed the preventive impacts of expanded ART in  
Viet Nam, one using data from Can Tho province (55), another using national data in a Prevtool model 
(65), and the third one using the national data in the Asian Epidemic Model (4). All the three models 
suggested that early initiation of ART will avert a substantial number of new HIV infections in Viet Nam. 
Furthermore, all the three models suggested that early access to ART by key populations will lead to 
highly effective reduction of HIV transmission and AIDS deaths. 

In reality, in Viet Nam, a large proportion of key populations often access ART too late to fully take 
advantage of the survival and preventive benefits of ART. Late initiation of ART is associated with higher 
mortality and morbidity, and transmission of the virus to sexual and needle-sharing partners. In order 
to achieve the modelled impact of ART, it is essential that services be well linked, and a functional 
continuum of prevention, diagnosis and treatment be developed. For example, peer educators working 
for the NSP and condom promotion programmes would likely be the most effective agents who can 
directly reach key populations and facilitate their early uptake of HIV diagnosis and treatment. However, 
if the peer educators are not trained and supported to discuss the benefits of regular testing and early 
ART with their peers, or there is no coordination with health-care staff working at outpatient clinics, the 
opportunities may be missed to engage and retain HIV-positive members of key populations in the HIV 
diagnosis and treatment cascade in timely manner. MMT services also provide an effective platform to 
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offer periodic HTC among PWID attending such services. MMT service providers have daily contact with 
clients, and could also provide support for ART adherence and retention in the care cascade.   

In an effort towards achieving the 90–90–90 targets, an effective continuum of HIV services is critical. 
Linkage among providers at the community level and at health facilities (including the preventive and 
curative sectors) is the foundation to achieving better engagement of PLHIV in the cascade of care. 

MMT services also offer an ideal platform to provide periodic HTC and timely linkage to 
care for PWID, as clients access services on a daily basis. A retrospective study conducted 
in Can Tho and Hanoi found that HIV-positive PWID receiving MMT were starting ART 
at significantly higher CD4 counts than those who were not receiving MMT (66). In the 
ongoing study assessing new interventions to provide periodic HTC and immediate ART 
among PWID in Thai Nguyen province, PWID tended to start ART at higher CD4 counts 
in a district (Dai Tu district) that had established good linkages between MMT and ART 
services, with involvement of the community outreach team, compared to other districts 
in the same province (67). Provided that the large proportion of people receiving ART in  
Viet Nam are injecting heroin, it would be beneficial to ensure close communication between 
MMT and ART services, in addition to functional community support.  

To enhance linkage and coordination among HIV-related services at health facilities and 
community outreach, it is recommended that the common vision and goals be shared and 
discussed among stakeholders. There are various vertical programmes and services within 
Viet Nam’s health system; however, key informants have witnessed that some districts 
overcame such vertical silos and established a functional continuum of prevention and care. 
Shared vision and goals, which could support the national targets towards “90–90–90” and 
ending AIDS, would be the foundation for the service providers of community outreach, 
HTC, ART and MMT from various localities to discuss issues, enhance synergy, and achieve 
goals with limited resources. 

At the same time, especially in districts with a high-HIV burden, a focal person and 
functional mechanism should be established to promote the continuum of HIV services. 
The review team recommended that the district HIV coordinators be empowered, 
supported by the director of the provincial health department (via the PAC) and chief of 
the district health centre. District HIV coordinators should be able to facilitate developing 
shared goals and close collaboration among various players involved in the HIV response 
in the district, across facilities for curative and preventive medicine and communities. 
It is highly recommended that fora (e.g. quarterly meetings) be established, with the 
district HIV coordinator acting as the secretariat, to discuss how the district could address 
programmatic issues, e.g. late presentation of key populations to clinics, loss between 
diagnosis and care enrolment, in a holistic manner. 

Recommendations

1. VAAC should ensure guidance to the provinces to strengthen the roles of 
district HIV coordinators, who should be authorized and supported to facilitate 
collaboration among preventive, curative and community service providers 
engaged in the HIV response in the district. 

2. Districts with a high-and medium-HIV burden should have a functional 
mechanism to link various HIV service providers in the district and to address HIV 
programmatic issues in a holistic manner. Such a forum should meet on a regular 
basis, with the district HIV coordinator acting as the secretariat. 

3. HIV service providers at preventive and curative health system facilities and 
communities should develop a shared vision and goal, which supports the 
national targets of the HIV response. 
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4.2. Systems to support the health sector response to HIV

4.2.1 Strategic information

Current situation
During the review, various components of the strategic information system were assessed 
to understand their effectiveness in informing critical decisions to guide the HIV response. 
These components included HIV surveillance, population size estimation, reported HIV 
case data, and routine programme monitoring data for outreach, HTC, ART and PMTCT.  
To the extent possible, the review team looked at the quantity and quality of data, as well as 
at the way the data are being used.

Overall, it was found that currently, strategic information systems are strong in their ability 
to provide a robust description of the epidemic at the national level.  This is largely due 
to the strength of the long-running HSS system in Viet Nam, which has been in existence 
for 20 years, and which has expanded over time to include 40 provinces, 20 of them with 
behavioural data integrated into the system (HSS+). Integrated biological and behavioural 
surveillance (IBBS) among key populations is also done in many provinces. The IBBS 
surveys have been mainly funded by international partners (PEPFAR, World Bank, DFID 
and the Global Fund), and have been used together with other data for modelling estimates 
and projections of the epidemic (with EPP/SPECTRUM) , exploring options for optimizing 
the response (with the AEM) (4), and conducting impact evaluations (using the Viet Nam 
HIV Model in 2011)  (68), among other things. These types of analyses have been effective 
in influencing national-level policy and planning, and in helping to mobilize national and 
international resources for the response.

While the strength of the national-level data has been exemplary, the effort and resources 
that have gone into producing these data are not matched by equal support for strengthening 
subnational systems that can enable provinces and districts to know their own epidemics, 
prioritize local needs, identify and address local implementation challenges, and make 
the critical management decisions that will lead to improved local performance. Global 
indicators (such as PEPFAR or Global Fund indicators) and national-level models require 
standardized, nationally representative data, measured in consistent ways over time. To 
satisfy these needs, the surveillance system has remained relatively static, which serves 
national needs, but has not always kept pace with dynamic local epidemics, which are 
diverse, and can emerge in new places at any time.  

Way forward
The primary aim of strategic information work is to generate information for action. 
Quality strategic information provides the basis for effective control of the epidemic and for 
optimizing responses. Strategic information guides rational planning, allocating resources 
to the most effective interventions in an efficient manner, prioritizing geographical areas 
and the population at all levels. 

Going forward, a paradigm shift is needed to re-channel support for strategic information 
systems toward the local level. Strategic information systems need to be further optimized 
by prioritizing data collection and monitoring efforts, guided by the local information needs 
for evidence-informed planning and decision-making. 

In keeping with this, the review team recommends that VAAC and its partners transition 
toward a more streamlined national surveillance system that strategically prioritizes 
a subset of locations to produce a robust set of data that can serve national needs. 
Simultaneously, they should redirect attention and resources toward supporting provinces 
to collect and use the data they need to manage their own epidemics. This will require a 
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delicate balance of national-level prioritization, which increases efficiency by allocating the 
largest share of surveillance resources to the highest-burden provinces with the highest-
burden populations, and a smaller share to a sample of lower-burden provinces to help 
complete the national picture.

VAAC should provide guidance to provinces on how to customize their strategic 
information systems in ways that are appropriate for their own epidemic situations. This 
is becoming increasingly important as decentralization moves forward and provinces are 
increasingly required to fund their own data collection activities. It should be recognized 
that, as the country moves toward the goal of ensuring that all key population members are 
provided with access to early HIV testing and treatment on a priority basis, surveillance 
data will become increasingly obsolete, or less essential.  In its place should come improved 
programme monitoring data, including testing data for key populations, and reporting of 
HIV cases. This will require that the sizes of key populations in localized areas are well 
known, and that the profiles of people being tested in all kinds of testing settings (VCT, 
PITC, PMTCT and TB) are carefully assessed and documented. This in turn will require 
strengthening the skills of outreach staff and counsellors. 

Achieving the goal of 90–90–90 will require greater ability to diagnose and solve problems 
locally. This means being clear about the local epidemic situation and appropriate modalities for 
providing services, having clear goals and targets, and having a firm handle on what input will 
be required to ensure adequate delivery of services (i.e. procurement, human resources, fund 
flow and training). The data to inform, manage and monitor all these pieces will necessitate 
strong strategic information systems, adapted to local settings, and with staff who have the 
capacity, motivation and authority to generate and use data to identify bottlenecks and solve 
critical management problems. Various methods may need to be combined, such as rapid 
assessment approaches and operational research. These staff will also need to develop the skills 
to package the data in ways that allow them to advocate for support from the local government 
in a context of limited resources and priority settings.

The review team recommends that VAAC support the shifting of emphasis to subnational 
data use, and that it increases efforts to provide guidance, standards and technical support 
for generating and using data at the local level. At present, far too much effort is being spent 
on collating data and sending it up to the next level, and far too little on using the data locally. 
An important component of shifting emphasis will therefore be to significantly reduce the 
amount of detailed data that are sent to the next level (as per Decision 28). 

External funds to support strategic information activities are declining. However, resources 
are needed to generate quality strategic information. A plan should be developed for 
resource mobilization and allocation at all levels, based on careful prioritization to maintain 
effective and efficient strategic information systems. 

Recommendations

1. The review team recommends that VAAC support the shifting of emphasis to 
subnational data use, and that VAAC increases efforts to provide guidance, 
standards and technical support to provinces on how to customize their strategic 
information systems and the workforce in ways that are appropriate and sustainable 
for their own epidemic situations. 

2. VAAC and its partners should consider transitioning toward a national surveillance 
system that strategically prioritizes a subset of locations to produce a robust set of 
data that can serve national needs, with the largest share of surveillance resources 
allocated to the highest-burden provinces.
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3. The review team suggests that consideration be given to significantly reducing the 
amount of detailed data sent to the next level through the routine reporting system. 
Focused efforts should be invested in improved programme monitoring data, 
including testing data for key populations, reporting of HIV cases, the sizes of key 
populations, and the profile of people being tested. This will require strengthening 
the skills of outreach staff and counsellors.

4.2.2 Laboratory

Clinic- and facility-based laboratories
Some laboratories in large urban areas in Viet Nam are, or are seeking to become, accredited 
to the international standard for medical testing laboratories ISO 15189.  Otherwise, all 
facilities that conduct testing in Viet Nam are licensed by the Ministry of Health to do so, 
having met specified criteria and agreeing to comply with requirements. Accreditation to 
the international standard requires a laboratory to implement a quality management system, 
which in turn requires a change in mindset from traditional approaches to laboratory testing. 
Once implemented effectively, such a system minimizes laboratory error and ensures, to the 
extent possible, accuracy, reliability and traceability of test results. The international standard 
for medical testing laboratories became available in 2003.

The review team noted a gap between the reliability of testing in laboratories that have or 
are seeking international accreditation and those that are trained and monitored through the 
system defined in Circular 15. Training for lower-level laboratories is conducted by NIHE 
every two years. Through interviews with a small number of PAC laboratories, the review 
team found that PAC laboratories conduct training annually for district-level laboratories 
in their provinces. In addition, PAC laboratories are required to inspect the district-level 
laboratories in their province annually for the purposes of continuing a laboratory’s HIV 
testing license. A NIHE interviewee said that methods and standards of inspection of 
laboratories had not been made uniform across the country, creating disparity in standards 
between provinces.

Blood safety
Approximately 930 000 blood donations are collected in Viet Nam annually. All (100%) blood 
donations are screened for HIV, hepatitis B and C, and syphilis. Other than five regional 
blood transfusion centres, almost all blood donation screening is undertaken in hospitals. 
This makes unification of the blood screening system challenging because blood banks in 
hospitals are subject to individual hospitals’ administration.

NIHBT is responsible for training and monitoring laboratories that conduct blood donor 
screening.  As part of this role, NIHBT organizes EQA (see below) and conducts training 
programmes annually. However, NIHBT reported to the review team a lack of support 
from the Ministry of Health for its role in overseeing the quality assurance of blood donor 
screening. They were particularly concerned about the use of inappropriate test kits for 
blood screening, as was evidenced by the results of their EQA programme. These concerns 
could be addressed by adopting the recommendations made for test kit regulation.

External quality assessment (EQA) programmes
EQA programmes are intended to monitor the entire testing process of a laboratory. In 
other words, laboratories’ results from EQA programmes can demonstrate whether or 
not the testing process was adequate on the day the EQA specimens were tested.  EQA 
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programmes involve the distribution of a set of coded specimens to all the laboratories 
participating in the programme.  All laboratories receive the same specimens. Each 
laboratory tests the specimens and returns the results to the programme organizer within 
a specified period of time. When incorrect results are reported in the EQA, it may be 
possible to draw some conclusions about the source of error, depending on the type of 
error reported.

In Viet Nam, several institutions organize EQA programmes for HIV testing.  In 2013, NIHE 
distributed EQA samples to 503 laboratories, the Pasteur Institute to approximately 300 
and NIHBT to approximately 70 laboratories.  (The NIHBT programme reaches out only to 
laboratories that test blood donations.) NIHBT also organizes programmes for hepatitis B 
and C serology.  There are approximately 1100 laboratories in Viet Nam that perform HIV 
testing.  Although it would appear that EQA coverage is close to 80%, in reality the coverage 
is more likely to be around 70%. The review team was informed that there was likely to be 
some duplication in the facilities that were provided with proficiency panels under different 
EQA programmes by the different organizers and some facilities that were not covered.  
Efforts are under way to achieve 100% EQA coverage. 

Recommendation

1. As decentralization of testing proceeds to POC settings, EQA programmes will 
need to be developed to provide whole blood specimens (to mimic finger-stick) 
instead of serum/plasma. This is particularly important because some rapid tests 
use a different procedure for finger-stick and serum/plasma specimens.

4.2.3 Procurement and supply management

Considerations related to prevention commodities
While VAAC, Global Fund-Central Procurement Management Unit  (CPMU), and the 
supply chain management system (SCMS) procure harm reduction commodities through 
(separate) central procurement mechanisms, some of the PACs have started to procure 
these commodities on their own. The number of stakeholders involved in funding and 
procurement of these commodities has increased (Table 6). Product specifications have 
become diverse, and product types and brands have proliferated. All in all, the supply has 
become very complex and fragmented (see the figure in Annex 3, which visualizes the flow 
of harm reduction products).

The national programme is expected to take over a larger proportion of the methadone 
budget and maintain 80 000 clients on MMT by 2015. Since 2014, methadone forecasting 
and quantification have been coordinated by a national working group on ARV/methadone 
quantification. This working group consists of representatives from major stakeholders such 
as SCMS, VAAC, Global Fund-CPMU, United States Agency for International Development 
(USAID), CHAI and FHI. Domestic production capacity of methadone syrup has been 
established and since 2014, the National Target Programme can purchase methadone from 
three Vietnamese companies. The price of these locally manufactured syrups matches those 
from international companies and is sometimes lower. 

MMT sites prepare monthly methadone consumption/stock reports and replenishment 
requests. These are submitted to the PACs for consolidation and to the provincial 
Department of Health for approval. The reports and orders are then submitted to Global 
Fund-CPMU (for Global Fund-supported sites) and VAAC (for PEPFAR-supported sites) 
for final aggregation and approval. VAAC is responsible for putting together the monthly 
distribution plan to all outpatient clinics. 
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Table 6:  Distribution of stakeholders’ roles and responsibilities per product type   
 for prevention

Funding in 2013 (US$) Forecasting Procurement Warehousing Distribution

Condoms & 
lubricants

PEPFAR  
0.8 M

SCMS SCMS Supplier By supplier to 
OPCs

Global Fund approx. 
0.15 M

Global Fund-
CPMU

VPP Supplier By supplier to 
PACs

VUSTA.  
Value not provided

National

Needles/
syringes, 
sterile water 
vials, sharps 
containers

Global Fund  
<1.8 M

Global Fund-
CPMU

National Supplier By supplier to 
PACs

PSI           
0.3 M

PSI PSI Supplier By supplier to 
outlets

Methadone PEPFAR  
2.2 M

SCMS SCMS CPC-1 CPC-1

Global Fund   
1.5 M

Global Fund-
CPMU

VPP CPC-1

HAARP.  
Value not provided

VAAC Project has ended

NHTD.  
Value not provided

PACs of Hanoi 
and HCMC

CPC-1 or 
supplier

By supplier to 
PACs

Naloxone Local budget,  
value unknown

PACs Provincial Supplier By supplier to 
PACs

CPMU Central Project Management Unit, CPC-1 Central Pharmaceutical Company No.1, Global Fund Global Fund to Fight AIDS, Tuberculosis and 
Malaria, HAARP HIV/AIDS Asia Regional Programme, HCMC Ho Chi Minh City, NHTD National Hospital for Tropical Diseases, OPC outpatient clinic, 
PAC Provincial AIDS Committee, PEPFAR (US) President’s Emergency Plan for AIDS Relief, PSI Population Services International, SCMS supply chain 
management system, VPP voluntary procurement programme, VUSTA Vietnam Union of Science and Technology Associations

Product specifications for harm reduction paraphernalia should take user preferences 
and international best practices into account, as this will improve acceptability, uptake 
and therefore preventive outcome. We found that current product specifications of some 
harm reduction commodities might not fully meet the key populations’ needs. There have 
been reports by key informants to the review team of condoms being too large, lubricant 
being unsatisfactory and inadequate types of NS. In addition, product specifications are not 
always in line with international best practice (products procured include HDSS, and sterile 
water provided in glass ampoules instead of plastic ones). When possible, procurement 
of supplies from different funding sources should be pooled in order to ensure product 
harmonization, achieve increased bargaining power and economies of scale.

Suppliers deliver products such as condoms, lubricants, NS and sterile water vials directly 
to the PACs. Outpatient clinics then come to pick up supplies monthly or quarterly at 
the PACs. The intermediary warehousing role performed by PACs does not always seem 
necessary. Suppliers could deliver directly to outpatient clinics, which would simplify the 
supply chain. Methadone is already being delivered directly to the outpatient clinics on 
a monthly basis. In Ho Chi Minh City, this is now done by the supplier while the Global 
Fund-supported outpatient clinics in the north receive monthly deliveries from Central 
Pharmaceutical Company (CPC)-1. Quantities are computed by the Working Group on 
MMT Quantification based on the outpatient clinics’ monthly reports. 

If VAAC approvals for ARVs, laboratory supplies and methadone supplies come to CPC-1 
at the same time, CPC-1 organizes a combined delivery, maximizing resource utilization 
for transportation. 
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The review team observed stock-outs of some harm reduction supplies (water vials, sharps 
containers and lubricants), and rationing of condoms (disguised stock-out) during site 
visits. The review team interpreted this to be partly caused by suppliers’ inflexible delivery 
schedules. Centralizing harm reduction supplies within the CPC-1 warehouse would enable 
more frequent and more adjustable deliveries or reallocation. This might better meet the 
needs of outpatient clinics and optimize storage space capacity. By channelling products 
into central warehouse and unified distribution system, utilization of current warehousing 
and transportation resources can be improved.

Methadone storage conditions and stock management at sites seem guided by strict protocols 
for temperature and security, and equipment. The review team believes that the systems 
in place can indeed support the scheduled MMT scale-up. However, storage conditions 
and stock management of NS, sterile water vials, condoms, lubricants and naloxone 
need significant strengthening, with better guidance, stricter supervision, and probably 
re-equipment so that Good Storage Practices would be met and the risk of compromised 
products reaching patients is minimized.

Recommendations

1. For harm reduction supplies such as condoms and NS, VAAC should take the 
preferences of key populations into account, and their feedback should be used to 
guide product selection and award for the next procurement round. 

2. Consider using carton sharps containers. These boxes are less expensive and less 
voluminous to transport than plastic ones. 

3. Global Fund grants for methadone should include naloxone in adequate proportion.
4. When possible, VAAC should centralize and pool procurement of prevention 

commodities, including harm reduction supplies. 
5. Centralization of procurement should then be followed by effectively channelling 

procured products into central warehouse and unified distribution system that 
delivers directly to the outpatient clinics, thus bypassing PACs (as is already the 
case for ARVs and methadone). 

6. Storage conditions and stock management of NS, sterile water vials, condoms, lubricants 
and naloxone should benefit greatly from better guidance, frequent supervisory visits 
and maintenance of equipment.

Considerations related to the supply of laboratory test kits and reagents 
Product selection remains a problem as more than 20 test kits for HIV testing have been 
approved for use in Viet Nam. PACs are free to select from tenders the tests that they want 
to use for HIV screening and confirmatory testing, and sometimes even purchase non-
registered tests. 

Laboratory supplies such as HIV rapid tests, early infant diagnostics, CD4 and VL machines 
and reagents are procured at several levels: 

l Centrally, using the procurement mechanisms, such as voluntary pooled procurement 
(VPP) (for Global Fund-funded procurement) and SCMS (for PEPFAR-funded 
procurement); 

l At the provincial level by the Department of Health, using the national and/or 
provincial budget; 

l At the facility level (when hospitals buy on their own and use revenues from the 
services they provide. This is especially the case when the allocated quantity has been 
exhausted and health services request out-of-pocket contribution from patients.); and

l Other stakeholders such as the US CDC and Asian Development Bank (ADB) 
sometimes procure internationally or solicit domestic bids (Table 7). 
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Such fragmented procurement provides challenges in terms of harmonization, 
standardization and coordination. This may hinder the ambitious plans to scale up and 
decentralize diagnostic testing and treatment monitoring.

 
Table 7: Stakeholders’ roles and responsibilities per product type in procurement   
 supply management

Funding in 
2013 (US$)

Forecasting Procurement 
via

Warehousing Distribution

NHTD  
– CD4 machines 
– rapid tests (SD Bioline) 
– donations

Not provided CPMU Domestic CPC-1 CPC-1

CHAI   
– EID reagent  

Emergency 
only

- - - -

Global Fund  
– rapid tests (Determine) 
– EID reagent 
– VL reagent 
– CD4 machines & reagents 
– CD4 test kits

0.170 M CPMU VPP

Domestic

CPC-1 CPC-1

PEPFAR/CDC  
– CD4 machines

Not provided - - - -

PEPFAR/SCMS CD4 test 
reagents                   

0.02 M SCMS SCMS CPC-1 CPC-1

ADB  
– CD4 machines 
– VL machines

Not provided No 
information

No information By supplier By supplier

Institute Pasteur                                  
– CD4 machines and reagents         
– VL machines and reagents  

Not provided Institute 
Pasteur 

Domestic By supplier By supplier

ADB Asian Development Bank, CHAI Clinton Health Access Initiative, CPC-1 Central Pharmaceutical Company No. 1, CPMU Central Project Management 
Unit, EID (reagents for) early infant diagnosis, Global Fund Global Fund to Fight AIDS, Tuberculosis and Malaria, NHTD National Hospital for Tropical 
Diseases, PEPFAR (US) President’s Emergency Plan for AIDS Relief, SCMS supply chain management system, VL viral load

HIV diagnostic products have long lead times, short shelf-lives and their management is 
further complicated due to the increasing consumption. It would be good to establish a national 
working group to standardize product specifications and undertake the quantification of 
HIV laboratory supplies. Pooled procurement should be applied to the extent possible. 

The laboratory supply reporting and forecasting systems are donor specific. VCTs report 
on consumption and stock status. These reports are then aggregated at the provincial level 
and forwarded to the central level where a joint Global Fund-CPMU–SCMS–VAAC team 
quantifies the requirements over time horizons, and develops a distribution plan, which 
CPC-1 later executes. However, several laboratories do not report their consumption 
and forecasting to PACs but directly to VAAC or the Ministry of Health (for central and 
regional laboratories), or to the Ministry of Defence (for army laboratories). 

CPC-1 warehouses and distributes CD4 tests and early infant diagnostics according to 
the distribution plan provided by VAAC. Other laboratory supplies are warehoused and 
distributed by domestic suppliers or exclusive importers of foreign manufacturers (such as 
Becton Dickinson) directly to PACs and provincial hospitals’ laboratories. 
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Pooled procurement, centralized warehousing and joint distribution would result in a more 
efficient supply chain that will support the laboratory testing required for the ambitious 
scale-up, decentralization and high-burden prioritization plan.

Local storage conditions and stock management of HIV test kits seem to be well managed 
by laboratory staff guided by strict protocols for temperature, security and equipment. HIV 
testing sites are supervised and supported by the Government at provincial and central levels. 
Moreover, donors provide supportive supervision for testing facilities that they support (69). 

Recommendations

1. To the extent possible, VAAC should centralize and pool the procurement of all 
HIV test kits and reagents. This will enable product harmonization (especially 
rapid tests), and increase bargaining power and economies of scale. 

2. Centralization of procurement should be followed by effectively channelling 
the procured products into the central warehousing and unified distribution 
system of CPC-1. This will maximize the utilization of current warehousing and 
transportation resources. 

3. Harmonization of CD4 and VL machines is necessary to negotiate further 
maintenance contracts at a lower price and for better service. This point will be 
critical for meeting the ambitious scale-up targets for CD4 and VL testing.

Considerations related to the supply of antiretrovirals and medicines for 
opportunistic infections 
Compared to harm reduction and laboratory supplies, there are fewer stakeholders involved 
in the supply of ARVs and medicines to treat OIs. The supply chain is therefore simpler and 
more unified than for the other products previously mentioned. 

The Global Fund and PEPFAR account for almost 95% of the funding for ARVs and OI 
medicines.  The remaining budget comes from the National Target Programme, which procures 
only ZDV, as this is the only locally produced and quality-approved medicine (Table 8).

Table 8:  Distribution of stakeholders’ roles and responsibilities per product type for  
 treatment

Funding in 
2013 (US$)

Forecasting Procurement Warehousing Distribution

ARVs 1st line drugs & 
2nd line drugs

PEPFAR  
8.3 M

SCMS SCMS CPC-1 CPC-1

1st line drugs, 
2nd line drugs 
+ paediatric 
formulations

Global Fund 
7 M

CPMU VPP

1st line drugs 
with ZDV

NHTD    
0.9 M

VAAC National bid

OI medicines PEPFAR 
0.01 M

SCMS SCMS

Global Fund  
0.3 M

CPMU VPP

CPC-1 Central Pharmaceutical Company No.1, CPMU Central Project Management Unit, Global Fund Global Fund to Fight AIDS, Tuberculosis and Malaria, 
NHTD National Hospital for Tropical Diseases, OI opportunistic infection, PEPFAR (US) President’s Emergency Plan for AIDS Relief, SCMS supply chain 
management system, VAAC Viet Nam Administration of AIDS Control, VPP voluntary pooled procurement, ZDV zidovudine
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The PEPFAR programme procures US Food and Drug Administration (FDA)-approved 
ARVs via SCMS, four times a year. The Global Fund-CPMU orders Global Fund-funded 
ARV/OI medicines via the Global Fund’s VPP mechanism once a year. These formulations 
are prequalified, either by WHO or by another stringent authority. Both PEPFAR and Global 
Fund products undergo preshipment quality assurance inspection. 

As for the national target budget, VAAC floats tenders every year and receives bids from 
domestic manufacturers whose ARVs meet Viet Nam’s medicines regulation and quality 
requirements. The National Target Programme outsources ARV procurement to NHTD. The 
budget is limited to around US$ 1 million per year. 

Over the past years, the quantification and forecasting of ARVs have proved to be challenging 
tasks. Therefore, a Working Group for ARV (and MMT) Quantification was established in 
2011. The group consists of the major stakeholders such as VAAC, SCMS, Global Fund-
CPMU, USAID, CHAI, FHI, Sustainable Management of the HIV/AIDS Response and 
Transition to Technical Assistance (SMART TA) and US CDC. The first coordinated ARV 
forecast took place in 2014. During a five-day workshop, an attempt was made to harmonize 
and unify the various quantification methodologies. SCMS had been using both morbidity 
and consumption methods with tools such as Quantimed and Pipeline; Global Fund-CPMU 
had mainly been using morbidity-based methods while VAAC based their computation on 
available funding. 

Global Fund-CPMU procures through VPP once a year with a lead time of nine months and 
a 10% adjustment margin. SCMS procures on a quarterly basis, and therefore benefits from 
rather large flexibility. VAAC’s forecasting process for domestically funded ARV medicines 
takes 12 months plus a lead time of 3–4 months between bid posting and awarding.

All procured ARVs and OI medicines meet the National Treatment Guideline, which is 
aligned with the WHO 2010 guideline on the use of ARVs (70). In September 2014, the 
number of ARV formulations was decreased from 37 to 21. This will significantly ease 
quantification, procurement and distribution. 

All ARVs are channelled through CPC-1 (in Hanoi and Ho Chi Minh City). CPC-
1 handles customs clearance, performs inbound transportation, warehousing and 
delivers to PACs (for National Target Programme-funded sites) or directly to outpatient 
clinics (for Global Fund- and PEPFAR-funded sites). The warehousing and distribution 
of ARVs is well unified. 

CPC-1 delivers directly to sites that are managed under Global Fund or PEPFAR funding. 
No ARV stocks are kept at the PACs’ intermediary level. This has been a good decision as it 
simplifies the supply chain and decreases the overall stock in the country. PACs no longer 
have a storingo task and outpatient clinics do not need to travel to the PACs to pick up 
Global Fund- or PEPFAR-funded supplies. However, PACs still play a warehousing role for 
ARVs procured with the national budget. Outpatient clinics have to come to pick up these 
medicines from the PACs.

The practice from Global Fund-CPMU and SCMS sites should be mainstreamed if possible. 
There might be a small financial implication for the central warehouse to deliver to more 
sites, which might be offset by less stock in the overall pipeline (PACs will not keep stocks 
any more), and less time spent on storing and stock management (for PACs) and on pick-up 
(for outpatient clinics). PACs should play a role in collecting monthly reports and monitoring 
data for the Ministry of Health.

o Storing: Stocking of supplies in (rather small) storerooms at local health sites, as opposed to warehousing
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Storage volume capacity in the visited sites was adequate. Some sites reported 
occurrences of stock-outs or temporary “shortages”. These are minimized through 
rationing, emergency ordering, or more likely through re-allocating between districts 
or between donors (temporary “loans”). At the facility level, storage conditions and 
stock management need strengthening, with better guidance, stricter supervision and 
maintenance of equipment, especially for keeping medicines below 25°C and 60% humidity. 

Recommendation

1. Storage conditions and stock management need strengthening with better 
guidance, recurrent supervisory visits and maintenance of equipment.

General supply chain considerations
Most of the products needed for HIV prevention, diagnosis and treatment have a specific 
donor, a special procurement mechanism, a unique reporting system, a dedicated chain of 
command, or a dedicated forecasting structure (if any). Warehousing and distribution of 
ARVs and OI medicines benefit from a real unification as these are all managed by a single 
warehouse (currently CPC-1). Yet, especially for harm reduction and laboratory supplies, 
the supply chain remains rather fragmented and complex.

An initial step toward coordination has been made by establishing the Working Group on 
ARV/MMT Quantification, which produced the first coordinated quantification in 2014. Harm 
reduction commodities and laboratory supplies would benefit from a similar approach and it 
is strongly believed that the Working Group should expand its role to become a supply chain 
task force. Its tasks would include, but not be limited to, forecasting, facilitating unification and 
mainstreaming of best practice, channelling products in centralized warehouses, monitoring 
of service quality, distribution central warehouse and investigating reported product quality 
defaults. The leadership of this task force should be given to a proven supply chain expert 
with a track record in driving major changes rapidly. One major task would be to create and 
implement a unified information system (reporting, stock management and re-ordering).

This information system should encompass all HIV products (for prevention, testing 
and treatment), be sufficiently simple to accommodate local staff’s computer literacy, 
unify reporting, and improve information and indicator utilization (centrally and locally 
– currently seen as bureaucratic reporting instead of information for decision-making). 
The data provided can then be used for national forecasting as well as determining the 
quantities that need to be delivered to sites to replenish supplies. The supply chain task 
force could be the key leader in this project. 

It is also believed that VAAC has a strong case for the Global Fund’s Health Systems 
Strengthening grant to implement these necessary changes and improve Viet Nam’s supply 
chain. Apart from the Global Fund, other donors such as the World Bank are also committed 
to supporting health systems strengthening. 

 
Recommendations

1. VAAC should transform the Working Group on ARV/MMT Quantification into 
a supply chain task force and coordinate the overall supply chain. VAAC should 
seek funding for a 12-month full-time technical advisor. This should be undertaken 
soon to show outcomes by the end of 2015.

2. VAAC should develop a proposal to use available donor funding (e.g. World Bank 
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and Global Fund’s Health Systems Strengthening grant) to create and implement 
a unified procurement and supply management (PSM) information system 
(reporting, stock management and re-ordering). This information system should 
encompass all products required for HIV prevention, testing and treatment.

4.3 HIV services and health system
The major considerations for HIV services and health systems discussed by the review team 
were (i) the current situation of the AIDS programme from the health systems’ perspective, 
(ii) key health systems-based approaches that may be undertaken to ensure equitable and 
universal coverage of services, and (iii) recommendations for systems adjustments.

4.3.1 Current situation of the HIV programme in the health system 
 
The HIV programme in Viet Nam relies heavily on external donor funding. HIV treatment and 
care services are usually provided through outpatient clinics, which are located at provincial 
and district hospitals, and district health centres. The administration and management of 
these clinics, including those for MMT and HTC services, information system, supply of 
medicines and service delivery are undertaken separately from the general health services. 
The recruitment, placement and incentive systems for human resources vary across provinces. 
In high-burden provinces, substantial numbers of government health workers receive 
incentives/overtime payment from donors; in Ho Chi Minh City, a number of contracted 
staff is fully paid for by donors. Community-based interventions, such as condom and harm 
reduction programmes, have also operated with significant financial contribution by donors. 

Large-scale funds for HIV by external donors, such as those from the Government of the 
United States (through PEPFAR), World Bank, DFID and Global Fund, have started to 
decline rapidly, or ended. In order to ensure sustainability, particularly in the light of donors 
withdrawing from Viet Nam, leadership, management and full control of this transition by 
the Government are imperative. The Government is, however, facing critical challenges, 
which include, among others, the following:

a. Positioning the HIV programme as an integral part of the health system, which 
may require reorganization of services, regulations, financial flows and contracting 
mechanisms, and decentralization of political and operational responsibility from the 
national to the local levels;q

b. Identifying financial mechanisms to sustain the current level of services while at the 
same time increasing coverage of essential services and addressing unmet needs;

c. Addressing the social, economic and geographical gradients, including legal barriers 
that impact access to services by certain groups of key populations.

The goal of the government is to transition and operationalize the HIV programme as 
an integral part of the health system. In order to do this, adjustments need to be made 
for the system to be able to adapt, not only in terms of delivering services, but also in 
consideration of the specificities and unique issues (such as stigma and discrimination) 
relevant to HIV service delivery. 

q   The National HIV/AIDS Strategy for 2005–2010 with vision to 2020 has mandated the role of local authorities in the HIV/AIDS 
programme.
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Key health systems-based approaches to ensure universal and equitable delivery 
of HIV services 
The primary goal of the health system is to ensure the sustainability of the current level of 
services, while at the same time addressing the unmet needs and expanding coverage of 
services to ensure equitable access by those in need. 

In order to achieve this, there are basic overarching guiding principles that need to be taken 
into consideration:  

a. An efficient, sustainable and government-led structure for service delivery, taking 
into account the epidemiological characteristics across regions, and the geographical, 
social and economic barriers attendant at each locality; efficient utilization of the 
currently available infrastructure with necessary adjustments to cope with the 
demand for and specificities of HIV services;  

b. Integration of the range of HIV services in the health-care delivery system at all levels 
or community systems, with the appropriate designation of the types of services that 
will be made available at each level, while establishing strong vertical and horizontal 
linkages (referral, feedback, pooling of resources) across levels of care;

c. Sustainable financing that will ensure appropriate levels of funding that can fully 
cover critical and essential services. A financing plan for services that spells out the 
process of transition from donor funding to government funding; from central to 
local authorities and eventually to health insurance, needs to be developed. The full 
financial implication of absorbing the current services, while at the same time scaling 
them up to fill unmet needs and expand coverage, needs to be carefully considered;

d. Human resource availability and competency needs to be ensured. The government 
needs to balance the cost of maintaining the existing cadre of human resources against 
the need to preserve the technical expertise that has been built over the years; 

e. Careful consideration and systematic assessment of the social, economic and 
geographical differences that affect the ability of clients to access services and 
the capacity of the system to deliver. Such differences cut across and are critical 
determinants of the effectiveness of almost all types of interventions. 

System adjustments 
Based on an analysis of the current situation of HIV and health systems, the following health 
system adjustments should be considered (Fig. 18):

a. The role and responsibility of the People’s Committee in ensuring the delivery of 
services in the whole province;

b. Strengthening the district-level systems to have a focal role in service delivery 
networks: key human resources to manage the districts; to be responsible for 
mentoring and supervision and ensuring quality assurance of care and treatment for 
the commune health stations. This should be included in the ongoing discussion on 
redefining the roles of the districts and commune health stations;

c. Financing adjustments: key transitions must be systematic and planned. A mechanism 
of national subsidy and equitization is needed to ensure that provinces that are not 
able to support full integration of services into their systems have funds available. 
Mechanisms for creating fiscal spaces for HIV/AIDS in provinces should be considered, 
such as developing ordinances at the level of Provincial People’s Committees;

d. Human resource adjustments: training and provision of appropriate guidelines for 
staff who have not been involved in the HIV/AIDS programme; need to provide 
standard operating procedures or guidelines for management and referral systems. 
This should happen simultaneously with integration and decentralization of service 
delivery;   

e. Referral systems and linkages: establishing and implementing the fundamental 
components of a referral system, including protocol, forms for referral, coordination 
and transportation;
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f. Structural adjustments: space in health facilities, strengthened infection control and 
standard operating guidelines, appropriate waste management, communication 
systems, ventilation systems, medical record-keeping and management, appropriate 
storage of medicines and supplies.

Fig. 18:  Decision points towards positioning the HIV programme in the health  
 system (see sections 4.3.4 Human resources and 4.3.5 Financing for a  
 detailed explanation)

CHS commune health station, HRH human resources for health, MARP most-at-risk 
population, NTP National Target Programme
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4.3.2 Governance and capacity-building for local authorities
 
The National Strategy on HIV/AIDS Prevention and Control in Viet Nam has specifically 
mandated the People’s Committees of the provinces and centrally run cities to be responsible 
for directing and implementing the contents and actions of the National Strategy in their 
respective localities. It tasked the local authorities with incorporating HIV prevention 
and control objectives in the provincial/municipal socioeconomic development plans. In 
addition to allocations from the central budget, the Strategy provides investments, human 
resources, and other operational needs for the programme. The local authorities were also 
specifically directed to implement harm reduction intervention measures, including clean 
NS and condom use programmes to prevent HIV transmission and to provide good care 
and treatment for PLHIV (3).

A decade after the issuance of the National Strategy, the programme remains vertical 
and centrally administered. The PACs, which were established in each of the provinces, 
are functioning as the administrative mechanisms of VAAC and donors. The People’s 
Committees have not fully assumed their mandate under the Strategy. The review indicates 
that both the donors and the government have not actively undertaken capacity-building 
and institutional reforms to enable the local authorities to assume these mandates.  

Decentralization of the HIV programme should start with the local authorities’ commitment 
and understanding of their roles. Further investment in capacity-building of the local 
authorities should be considered to enhance ownership and accountability in planning 
and implementing the HIV response. In such arrangements, the role of VAAC could be 
shifted from a manager and implementer to providing technical support, regulations and 
oversight. The process to decentralize the authorities, however, should be accompanied 
by efforts to strengthen standards and monitor implementation against these standards in 
order to ensure the quality of HIV services. Donors and the government should spend the 
next succeeding years in ensuring a smooth transition. Shifting or allocating donor support 
from service delivery to technical assistance, capacity-building and systems strengthening 
would help in making this transition over the next three years.

Action point
1. Government and donors should invest in capacity-building of the local authorities, 

including People’s Committees, to strengthen ownership of and accountability in 
planning and implementing the local HIV response. Quality standards should be 
strengthened to support successful decentralization.  

4.3.3 Organization of services 
 
The key critical factors that need to be taken into consideration to plan appropriate 
organization of service delivery include the following: (i) burden of HIV and AIDS 
among populations and geographical areas; (ii) barriers to access and delivery of health 
services; (iii) type of services delivered at various service delivery points; and (iv) health 
centre-based approaches. 

Focusing services on specific populations and geographical areas
As discussed in Section 2, Viet Nam’s HIV epidemic is concentrated in certain key 
populations and geographical areas. 
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The government has made efforts to strategically allocate interventions and service delivery 
points based on the epidemiological information on needs and caseload. However, various 
challenges are emerging in provinces with different HIV burdens. For example, in a high-
burden province or city like Ho Chi Minh City, outpatient clinics have been established 
in most districts; however, some districts treat over 1000 patients and the workload is 
consequently heavy. In contrast, many districts in low-burden provinces have less than 50 
patients receiving ART, and it may not be challenging to maintain the current modality of 
HIV services, e.g. VCT and outpatient clinic, in the context of declining resources. On the 
other hand, there are districts with a very high HIV burden in remote mountainous areas. 
For those hard-to-reach areas, access to HIV services has been improving, but is still limited. 
As of 2014, there were 302 outpatient clinics providing HIV treatment in the country, while 
there are over 700 districts and nearly 11 000 communes in the country (1).

Barriers to access and delivery of HIV services
There are specific challenges to service delivery for HIV, such as stigma and discrimination. 
The policy of compulsory drug treatment also poses barriers for PWID to access the public 
health services. This issue seriously impacts on the effectiveness of many interventions, 
and various studies point this out as the main barrier to timely enrolment of patients and 
overall health-seeking behaviour of individuals (71). There are other systemic barriers, such 
as the lack of adequate information on the availability and location of HIV services, and 
bureaucratic registration and enrolment procedures. Unmet needs remain large. Despite 
great efforts to increase and retain clients in HIV care and treatment services, nearly 60% of 
estimated PLHIV in Viet Nam are still “out of care.” 

The barriers to retention in HIV services are complex and range from PLHIV perceptions 
that HIV care and treatment services are only for people who feel sick, the need to travel 
to seek care, lack of privacy and confidentiality at health facilities, side-effects of drugs, 
negative and discriminatory attitudes of clinic staff and, in some instances, arrest and 
detention of PLHIV (71).

Type of services delivered at various service delivery points 
HIV services have been delivered through various service delivery points (Table 9). 
Community-based interventions, such as the condom and lubricant programme, NS 
programme, and peer educator outreach, are usually based at the district preventive medicine 
centre, district health centre, or commune health station, and community partners, such as 
peer educators, village health-care workers and nontraditional outlets (e.g. pharmacy, street 
vendors) are actively involved in service delivery. MMT services are delivered at PACs, 
district preventive medicine centres, or district health centres. 

On the other hand, HTC (or VCT) and HIV treatment and care facilities (usually called 
outpatient clinics) are located at either curative (hospital) or preventive medicine systems at 
provincial- and district-level facilities, depending on the province. PITC has also been offered 
at some other clinical settings at hospitals, TB services and ANC services. Recently, HTC, 
follow-up of ART patients, and basic care services have been decentralized to commune 
health stations in selected provinces (Treatment 2.0).    
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Table 9: HIV services delivered by service delivery points

Health facility Com-
munityProvincial level District level Commune

Provincial 
General 
Hospital

 
 
PAC

District 
Hospital

Preventive 
Medicine 
Centre

District 
Health 
Centre

Commune 
Health 
Station

Peer educator 
outreach

l

Condom 
programme

l l l l

Needle–syringe 
programme

l l l l

Methadone 
maintenance 
therapy

l l l

HIV testing and 
counselling

l l l l l m

HIV treatment 
and care

l l l l l m

Empty dot: services delivery is piloted in selected sites 
Solid dot: services are provided at each service delivery point as the national policy. 
PAC provincial AIDS committee

 
The Health Policy and Strategy Institute has also analysed the advantages and disadvantages 
of integrating the HIV outpatient clinics into curative or preventive medicine facilities at 
district levels. The study suggested that integrating outpatient clinics into those district 
health centres that have both curative and preventive functions would be feasible. According 
to the study, this option effectively uses resources, and can ensure the integration and 
coordination of different activities at different levels (see Box 6).

Box 6. Integrating HIV and AIDS outpatient clinics

In 2014, there were 302 outpatient clinics providing HIV services in Viet Nam. These services include 
HTC, examination, assessment of the patient’s clinical stage, treatment of OIs, HIV treatment, prophylaxis 
for OIs, and referral for other services, as needed. To date, approximately 75% of outpatient clinics are 
externally funded. Given the reduction in external funds for HIV in the coming years, the Government of 
Viet Nam will need to examine approaches to integrate these outpatient clinics into the health system.   

In 2014, the Health Strategy and Policy Institute published a report on integrating outpatient clinics into 
state hospitals. Currently, outpatient clinics are co-located at district health systems or in hospitals, 
but operate in parallel to the state health system. At the district level, there are two service delivery 
models: (i) district health facilities that provide both curative and preventive services; and (ii) district 
health facilities that only provide preventive services. In 2012, 48% of outpatient clinics were located in 
the curative system while 52% were located in the preventive system. In this situation, there are three 
ways to integrate outpatient clinics: (i) integrate outpatient clinics into curative services (provincial and 
district hospitals); (ii) integrate outpatient clinics into the stand-alone district health centres providing 
preventive services; or (iii) integrate outpatient clinics into district health centres providing preventive 
and curative services. 

One major advantage of integrating outpatient clinics into curative services is that most HIV services 
provided by outpatient clinics are curative in nature. Curative services have the infrastructure, 
equipment, laboratories and staff available to ensure diagnosis, treatment and monitoring of patients. 
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Moreover, health insurance reimbursement is available at curative services. Therefore, if HIV testing, 
ART provision and monitoring were included in health insurance, these could be easily reimbursed. 
One disadvantage of such integration is that curative services may not be set up in a way that provides 
lifelong treatment. For example, monitoring treatment adherence, counselling and establishing linkages 
with HIV prevention services in the community are not routine curative responsibilities. There may also 
be difficulties in recruiting human resource cadres that are not officially recognized and remunerated 
by the Ministry of Health. For example, peer educators have played a critical role in engaging PWID 
and linking them to prevention and treatment services. To date, they have mostly been reimbursed 
through external support. Revisions to policies and regulations would be required to continue funding 
peer educators with domestic resources.  Preventive medical facilities can readily detect, update and 
manage the list of HIV patients. They can also counsel and provide preventive services. 

Source: Health Strategy and Policy Institute – Viet Nam. Integrating HIV and AIDS outpatient clinics into State Hospitals in Viet Nam: 
feasibility, challenges and policy issues. Hanoi: September 2014. 

Health centre-based approaches to HIV service delivery 
The most important consideration in the organization of services is to ensure the provision 
of a range of essential services along the context of continuum of prevention, diagnosis 
and care, ensuring geographical accessibility, affordability and appropriate level of quality. 
It should take into consideration HIV-related stigma and other social, economic and 
geographical gradients. The decision, therefore, on how to locate these services should be 
based on providing the least barriers to access.

This can be possible with the establishment of health centre-based rather than disease-
based approaches. In the Viet Nam context, it is most feasible to use the current grass-
roots health networks to implement the health centre-based approach. The health centre-
based approach can work only within a network, and thus we propose the establishment 
of service delivery networks through the existing grass-roots system. An example of such a 
service delivery network is illustrated in Fig. 19. 

Fig. 19: Proposed service delivery networks (adapted to the Viet Nam context)
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community-based organization (CBO), faith-based organization (FBO), nongovernmental 
organization (NGO). people living with HIV (PHLIV).

Health centre-based service delivery networks should ideally carry the following attributes 
and arrangements, and its capacity should be built along these lines:

Referral systems: a referral and feedback system that is both vertical and horizontal needs to be 
established within the service delivery network. This will optimally ensure the availability 
of services within the system, and can be accessed by clients at any time. Patient referral and 
feedback flows with appropriate support for transportation (as much as practicable) need 
to be planned. 

Clear delineation of roles: the roles and specific services that need to be delivered must be 
clearly identified and agreed upon, providing, however, the flexibility for a horizontal 
integration of services across health facilities. Horizontal integration means that when a 
comprehensive set of services cannot be had at a single centre (i.e. lack of staff, equipment, 
ARVs, etc.), a centre with the same level of care must be open to make these services 
available. In this service delivery network, the role of the district is key.  Primarily, it will 
take the main role in confirming the diagnosis and initiating treatment. As a secondary role, 
it could also practically assume the role of a technical and operations hub, such as providing 
support, training and oversight to commune health centres, drug storage and distribution, 
leading and planning strategies for advocacy and communication, and ensuring the quality 
of interventions at the commune health station.

Definition of services provided at different levels of care: a set of services and interventions that 
needs to be delivered along the continuum of prevention and care must be assigned to each 
component of the health system. The assignment of services must take into consideration 
issues of access, and the complexity of care and interventions against the capacity of each 
level. More specialized care (or acute cases needing hospitalization) and other specialized 
laboratory services must be assigned to higher-level health facilities, such as the provincial 
hospitals and/or national hospitals, as appropriate. 

Service delivery models tailored to the HIV burden
The key challenge for the Government is how to allocate resources to essential HIV service 
sites, considering the concentration of cases among population groups and geographical 
areas, while at the same time dealing with people living in low HIV-burden areas. It would 
be essential to concentrate resources in high-burden areas to effectively control the epidemic 
and to meet the needs; however, the Government also aims to promote UHC, in which 
people should have access to essential HIV services regardless of where they live. To control 
the epidemic, it is imperative to balance the approach to promote cost-efficiency versus 
efforts to ensure equitable access to all populations in need of essential services, including 
those living in low-burden and remote areas.

For those areas with a large number of HIV cases, it would be reasonable to decentralize 
patients’ regular follow-up to grass-roots systems, i.e. commune health station or 
intercommunal health station, especially for those in a stable condition and with good ART 
adherence. HIV or infectious disease specialists could be stationed at district facilities for 
ART initiation, treatment of selected OIs, and monitoring of treatment response and failure 
(CD4 count, VL tests). 

For medium- and low-burden provinces, it may not be efficient to maintain HIV-specific 
services in all districts. HIV treatment expertise should be maintained at the provincial 
hospital and at selected district facilities, while regular follow-up of stable patients should 
be integrated with other health services at district facilities. HIV infection requires lifelong 
treatment and chronic care management. For example, a potential integrated service 
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delivery model that covers various chronic health conditions, such as noncommunicable 
diseases (e.g. hypertension, diabetes, mental health) and HIV treatment could be explored. 
An increasing disease burden of noncommunicable diseases is expected and the Ministry 
of Health aims to decentralize noncommunicable disease management to commune health 
stations. Policy dialogue with other departments should be held to explore how HIV services 
could be delivered along with other chronic care services. 

In decentralizing and integrating HIV services, it is critical to ensure that service quality is 
not undermined. It is imperative to strengthen the standards of HIV services, and put in 
place mechanisms to regularly monitor the quality of services to meet the standards. 

It should also be noted that decentralization of HIV services to commune health stations 
may need to prioritize remote mountainous areas where access to a district health centre 
poses a great challenge. 

Recommendation

1. An integrated service delivery model that includes HIV and other health services, and 
can offer chronic care management should be explored. It would result in financial, 
human and physical resource efficiencies. VAAC should strengthen guidance to 
tailor service delivery models to the HIV burden and local geographical context, and 
set standards to ensure the quality of services at all levels. 

4.3.4 Human resources for HIV
 
Human resources working for HIV programmes have received considerable financial 
support from external donors in the past years. In 2013, PEPFAR supported 5882 
Vietnamese health-care workers, including those who were partially or fully funded by 
PEPFAR (72). A majority of PEPFAR-supported workers are Vietnamese Government 
staff receiving financial incentives, i.e. overtime support (82%) rather than contract staff. 
Government staff who work part time for Global Fund-supported projects received an 
allowance equivalent to 50% of their basic government salary in 2013, which decreased 
to 30% in 2014 and is expected to decreased to 15% in 2015. In 2013, PEPFAR advised the 
Government to establish more health-care worker positions on its payroll as a crucial first 
step toward shifting human resources for health from PEPFAR-funded contract staff (73). 

There are complex challenges in the area of human resources. Broadly, the density of 
health workers is low, distribution is inequitable and there are serious issues related to 
competence and quality. 

With regard to HIV in particular, Viet Nam is facing a shortage of staff in rural and remote 
areas. Only half of the demand for university-qualified health workers at the provincial 
level can be met, and only one fifth of districts have staff trained in HIV (73). Many vacancies 
exist in rural and remote areas, but attracting and retaining staff in these areas remains a 
challenge. This is compounded by the absence of a cadre of health workforce that delivers 
preventive services in the area of HIV – part of a broader systems issue wherein only 13% of 
the health workforce works in preventive care. 

The quality of the health workforce involved in the delivery of these services is limited due 
to a lack of up-to-date training/continuing education and a weak regulatory system, as well 
as ineffective management of human resources due to limited capacity (74). In general, there 
are no standardized professional examinations and professional regulations. A number of 
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key professionals that are critical for health service delivery, such as trained laboratory 
technicians and radiologists, among others, are lacking.  

There are also organizational challenges, with inadequate linkages between community- 
and facility-based services, and insufficient efforts to integrate HIV services into the broader 
health system. This has resulted in a health workforce that delivers services in silos, rather 
than addresses the health-care needs of the population in an integrated manner (74). 

Sociocultural issues compound the problem. These include the stigma of working with 
PLHIV and fear of the (higher) occupational risk of HIV infection expressed by the families 
of health workers (75).

The compensation and incentive system is varied, and perceived to be inequitable, with 
donor-supported salaries being higher than civil servant salaries. The Government has, 
however, set out a more standardized way of compensating civil servants and public sector 
health workers who work in HIV (and other areas that are perceived as less attractive). 
These employees are entitled to hazard pay, which supplements their basic salary by 
between 20% and 70%, depending on the specific field (this is outlined in the Decree No. 
56/2011/Nd-CP; however, this policy has not been implemented in many provinces due to 
resource constraints). In spite of salary incentives offered to those working in rural remote 
and hard-to-reach areas, the total pay remains substantially lower than in urban areas or 
near urban areas. 

Overall, attracting, motivating and retaining an adequate number of skilled health workers 
to posts and areas where they are most needed remains difficult.

Looking forward, the availability and competence of human resources needs to be 
ensured. The Government needs to balance the cost of maintaining the existing cadre of 
human resources against the need to preserve the technical expertise that has been built 
over the years. 

Overcoming the obstacles described above and ensuring national funding for the availability 
and distribution of competent, adequately trained and motivated human resources to 
deliver HIV/AIDS services will require an assessment of current arrangements, and 
comprehensive longer-term planning and costing – within the broader context of an overall 
strategic plan for the health workforce. The Government will need a transition plan that 
is based on an assessment of the workforce currently delivering prevention and treatment 
services at different levels of the health system.

On the basis of current and anticipated human and financial constraints, services should 
be absorbed into the mainstream health system. All efforts should be made to continue 
decentralization of prevention and treatment to lower levels of the health system.

Available human resources should be utilized for service delivery, supplemented by 
additional staff only where needed in high-burden provinces. At the same time, this must 
be balanced against the need to safeguard the technical capacity that has been built with the 
support of donor funding over the past decades. Over recent years, efforts have been made 
to place trained staff in government positions; however, there is still a very real risk that 
high-level expertise will be lost, with HIV services being absorbed into mainstream service 
provision and donor-funded positions being abolished. With services being absorbed into 
the mainstream system and decentralized to lower levels, responsibility for HIV prevention 
and treatment services will be shared between thousands of staff. Initially, substantial 
investment in in-service training will therefore be needed to ensure continuity of the services 
currently being provided.
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The Government will need to strengthen regulatory mechanisms to ensure the quality of 
HIV/AIDS training delivered to the health workforce. High-quality, standardized care 
will only be ensured if the quality of training can be regulated and monitored. A system of 
accreditation/quality control should be developed to accredit medical training institutions 
that deliver in-service training for HIV (and other training programmes). 

With a reduction in donor funding, Government financing for the training and retention of 
human resources will be essential to the success and sustainability of a grass-roots system 
that can deliver prevention and treatment services. The Government will need to carefully 
plan and budget for the absorption of services into the mainstream system, and their 
continued decentralization.

Recommendations

1. Current human resources delivering HIV prevention and treatment services at 
different levels of the health system (roles, functions, salary arrangements etc.), 
and current vacancies within the system should be assessed, to address short-term 
staffing gaps and to plan and cost comprehensively for the longer term – within the 
broader context of an overall human resources strategic plan. This would serve as 
a basis for the Government’s transition plan.

2. The functions and roles of key staff should be redefined for effective task-shifting, 
and absorbing human resources into the mainstream system. Task-shifting should 
be encouraged. Quality measures need to be monitored to make sure standards are 
maintained when roles are redefined and staffing restructured. New civil servant 
posts could be created for highly specialized HIV health workers (currently donor 
funded), who could also contribute to training and mentoring health workers at 
lower levels of the health system.

3. Intensive training should be provided where it is needed, focusing on the grass-
roots health workforce. In-service training should be based on an assessment of 
training needs, and should be carefully planned, standardized, coordinated and 
tracked/monitored. On-the-job and ongoing training should be emphasized, 
and supportive supervision provided to staff over the longer term. The use of 
telemedicine should be maximized for in-service training and for longer-term 
supportive supervision and coaching.

4. Sustainable, long-term financing of human resources should be ensured through 
appropriate planning and budgeting. 

Action points 
• Develop a plan for deployment of HIV-specific staff to health centres and hospitals 

as appropriate, taking into account a balanced distribution. This would require 
discussion on whether and how the specialized services/outpatient departments will 
be maintained at certain settings/high-burden provinces and what type of staffing is 
envisaged for these services. Thus, it would be possible to understand the number of 
health workers that need to be redeployed and absorbed. 

• Consider creating a fiscal space to absorb the cost of health workers currently funded 
through external sources. This would require the Government to conduct a good 
analysis of the current staff involved in HIV services, and needed in the future for 
sustaining and expanding the programme.

• Consider conducting an analysis to better understand which staff needs to be 
absorbed in the system. An analysis of the current vacancies in the system will be 
beneficial, so that redeployment of staff of HIV centres may help to address some 
staffing gaps and may also reduce the requirement for resources.



Joint Review of the Health Sector Response to HIV in Viet Nam 2014

68

• Identify gaps in competency and then build the capacity of health workers at the 
health centre level through refresher training to ensure that HIV services are properly 
provided in health facilities.

• Ensure that newly graduated staff has adequate competencies in order to maintain 
the quality of services. 

4.3.5 Financing

Overview of current health financing system
There are two parallel financial mechanisms for health systems financing in Viet Nam: (i) 
preventive/promotive; and (ii) curative/rehabilitative care system. The preventive system 
is directly funded by the government budget. In contrast, the curative care system consists 
of hospitals that operate and have a status of semi- to fully autonomous units, i.e. they 
are less and less dependent on direct government budget subsidy. The staff under both 
mechanisms receives government salaries; however, hospital staff is increasingly receiving 
direct payments out of hospital revenues. Commune health stations (CHSs) are performing 
both primary preventive and primary curative care functions. 

Current health insurance coverage is around 67% of the population (76). Around 33% of 
the population is not yet covered; most of them are rural agricultural workers and some 
others are self-employed persons in the urban setting. The funds for health insurance and 
the system as a whole are managed in a top–down, centralized manner. Revenues are 
monitored and expenditures are capped at the provincial level. Though the social health 
insurance (SHI) system has been operating for more than 20 years, it still has limitations in 
terms of managing providers and applying information technology in monitoring health-
care activities and decision-making. The system is somewhat passive and operates like a 
government budgetary unit; the SHI fund has little power to control health-care costs. 

Viet Nam spends about 6.5% of its gross domestic product (GDP) on health (77), which is 
high compared to other countries of a similar level of GDP/capita. However, about half 
(49%) of the total health spending is made from direct out-of-pocket (OOP) payments by 
patients, representing a significant barrier to access of services. Besides OOP payment for 
health, the government’s direct budget spending on health accounts for 25% of the total 
health expenditure, while health insurance spending accounts for as little as 16%. Health 
financing in Viet Nam is not heavily dependent on external sources – official development 
assistance (ODA) spending on health accounts for just 2.5% of the total health expenditure. 
ODA funds are concentrated on a few public health vertical programmes such as HIV, TB, 
Maternal and Child Health, and some capital costs (building, equipment) of the service 
delivery system. Table 10 shows the scope of each of the sources of funding for health care.

 



Review findings and recommendations

69

Table 10: HIV expenditure and total health expenditure, 2012

HIV Total health expenditure

Source of funding US$ (mill) % US$ (mill) %

Direct budget spending 30 27 2 298 25

Social health insurance 1 466 16

ODA 65 58 196 2

Out-of-pocket 16 14 4 543 49

Other private spending 800 8

Total 111 100 9 303 100

ODA official development assistance
Sources: (1) Socialist Republic of Viet Nam. Viet Nam AIDS Response Progress Report, 2014; and (2) Ministry of Health. National Health Account 
Development. Hanoi, 2014. [Change USD to US$. Delete percentage signs from body of table and delete commas from between numbers and close up. 
Delete % signs after numbers as heading gives % sign] 

Financing for HIV
As mentioned in the previous section, financing of the entire HIV programme and services 
relies heavily on external sources. In 2011–2012, the total actual expenditure was US$ 195 291 
409 (US$ 99.8 million in 2011, US$ 95.4 million in 2012). Of this, 71% was covered by donors 
and 29% by domestic resources. PEPFAR was the largest contributor, accounting for 32% of 
the total HIV programme expenditure and 65% of the total bilateral contribution (77). The 
major cost driver has been funding for ARV medicines. The majority of ARV medicines is 
financed by international funding through PEPFAR (49%) and the Global Fund (39%) in 2013, 
and the National Target Programme covered only 6% of the people receiving ART (VAAC).

Household spending on HIV has not been accounted for, but one study conducted in two 
provinces showed high levels of OOP expenditure. Patients with HIV infection pay around 
US$ 188 per year for their health care and this OOP payment is catastrophic for more than 
one third of HIV-affected households (78).

Total HIV spending, from latest available figures of 2012, accounts for about 1.2% of the total 
health expenditure (US$ 111 million on HIV versus US$ 9303 million on total health care). 
Table 10 shows that financing for HIV has relied to a large extent on donor funding (as much 
as 58% of total HIV spending), while total ODA spending on health accounts for just 2.5% 
of the total health expenditure. Roughly, about one third of ODA money in Viet Nam was 
devoted to HIV in 2012. These analyses suggest that the key challenges to financing for HIV 
are the heavy reliance on donors’ funding for HIV (58% of total HIV spending) and on OOP 
payments (49% of total health expenditure) for other health-care services. 

In 2014, total funding for the HIV programme decreased compared to the 2013 level. Funding 
from the central state budget through the National Target Programme has decreased by 
60%, coinciding with a decrease of 39% in international aid and loans (1).

To address the gaps in financing, the Government of Viet Nam developed a plan for 
financing HIV prevention and control activities for the period 2013–2020, which was 
signed by the Prime Minister. The plan identified a combination of approaches which 
include:  mobilization from diversified sources; efficient and effective use and management 
of mobilized financial resources; and effective integration of HIV services for PLHIV in 
the existing national SHI scheme (79). Table 11 summarizes the trends in health and HIV 
expenditure from 2008 to 2012. 
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Table 11: Trends in health and HIV expenditure, 2008–2012

Indicators 2008 2009 2010 2011 2012

Total AIDS 
expenditure (US$)

96 208 777 127 374 483 139 252 795 130 934 204 136 114 205

State AIDS 
expenditure (US$)

13 459 880 17 176 061 21 431 087 26 088 339 30 327 096

State AIDS 
expenditure, % 
of total AIDS 
expenditure (%)

13.99 13.48 15.39 19.92 22.28

AIDS expenditure 
per person living 
with HIV (US$)

416 520 607 525 541

Total health 
expenditure (US$)

1 475 000 000 1 727 000 000 1 903 000 000 1 979 000 000 2 057 000 000

Total health 
expenditure/GDP 
(%)

6.00 6.55 6.36 6.20 5.97

Domestic health 
expenditure, US$a

531 442 500 689 591 100 831 611 000 849 980 500 843 575 700

Domestic AIDS 
expenditure, % of 
domestic health 
expenditure (%)

2.53 2.49 2.58 3.07 3.60

a Includes direct budget spending and social health insurance

Sources: (1) Socialist Republic of Viet Nam. Viet Nam National AIDS Spending Assessment. 2012 and 2014; and (2) Ministry of Health. National Health 
Account Development. Hanoi, 2014.

Current financing initiatives and trends
Various recent Government policy frameworks reflect the following trends: 

1. Viet Nam is moving towards further decentralization of resource allocation and health 
management. Provincial governments have been given greater responsibility for 
funding and managing the provincial health-care network while the central Ministry 
of Health is increasingly focusing on policy-making, standards-setting and oversight.    

2. The price of services will gradually increase to allow full cost recovery and to allow the 
hospital sector, especially at the tertiary and secondary levels, to be less dependent on 
direct government budget subsidies.  

3. Government budget allocation for health would then be used to subsidize and enrol 
vulnerable people (such as the near poor and elderly) – who are currently not covered 
– to health insurance. 

4. The Government aims to increase health insurance coverage and use health insurance 
as the main financing mechanism for health services. 

5. The health insurance benefit package is being rationalized to improve efficiency of the 
fund’s use. 

In line with these policies, financing framework for HIV programme and service delivery 
will be transformed. Up to 2015, the Central Government used framework of the national 
target programmes for public health programmes such as HIV, TB, Maternal and Child 
Health, Expanded Programme on Immunization and noncommunicable diseases. However, 
from 2016, the overall direction is to mainstream financing of these programmes into the 
overall health financing scheme instead of the national target programme. 
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The Ministry of Health is also developing a circular to guide the process for integrating 
HIV services and financing into the general health system and SHI. Further, health-care 
facilities, which have established HIV outpatient clinics, requested the Viet Nam Social 
Security (VSS) to amend their health insurance contract, i.e. to add HIV care and treatment 
services in the list of services for health insurance reimbursement. CHSs that are accredited 
for provision of HIV services will also be listed in the contracts and be eligible for health 
insurance reimbursement. 

Future financing options for HIV
The future financing options are based on the overarching principle that funding for HIV 
should be mainly from public sources, that is, the government tax revenue and SHI. OOP 
payments should be minimal, and must not cause financial hardship or deter people from 
seeking essential prevention, testing and treatment services.

Core public health functions (e.g. surveillance, monitoring, policy formulation) need to be 
primarily financed by taxation from the central and provincial governments. The central 
Government may subsidize resource-limited provinces. 

For prevention commodities (e.g. NSP, condom promotion, MMT), a proper mix of financing 
options should to explored: (i) fully subsidized by tax revenue; (ii) partially subsidized 
by tax revenue, combined with OOP payment (social marketing); and (iii) OOP payment 
(commercial sales). Careful assessment is needed of clients’ ability to pay among different 
segments of the population to guide the mix of financing options. Community-based 
outreach and services to be implemented by the health sector and civil society organizations 
should be supported by tax revenue, and local governments may need to bear an increasing 
share of the costs. 

A mix of tax revenues and SHI funds can be used to finance treatment, care and diagnostic 
testing services. The Ministry of Health aims to use SHI as the primary financing mechanism 
for treatment and care of insured PLHIV. However, at present, the majority of PLHIV in 
Viet Nam works in the informal sector and belongs to high-risk groups. Health insurance 
coverage in this group is currently as low as 15% (86). The priority step for Viet Nam now 
is to promote enrolment of uninsured PLHIV in health insurance. To accelerate insurance 
enrolment and support treatment retention of PLHIV, the Government (using tax revenues) 
may consider subsidizing the insurance premium and providing co-payment for PLHIV.  

It is recommended that ARV medicines be financed by tax revenues, at least until proper 
regulatory conditions (e.g. registration of essential ARV medicines by the Ministry of Health) 
and mechanisms are established for central procurement of quality-assured and affordable 
ARV medicines using health insurance funds.  

It is also important to ensure financing of treatment and care for uninsured PLHIV, as it 
takes time to achieve high health insurance coverage among PLHIV. Tax revenue and ODA 
funds should be combined and adequately allocated. Several options could be considered:

1. Tax revenue and ODA funds to fully cover the costs. Tax-based financing will need to 
increase to cover gaps as ODA funds are decreasing; 

2. Tax revenue and ODA funds to fully subsidize enrolment of HIV patients in health 
insurance;

3. Encourage HIV patients to pay the premium and voluntarily enrol in health insurance.  
Tax revenue and ODA funds may be used to partially subsidize the premium. 

Option 1 may result in a situation where insured PLHIV could opt out of health insurance 
to receive the benefit from this option (as no-copayment is required). Option 2 will likely 
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lead to higher insurance coverage than Option 3, as voluntary enrolment may lead to low 
coverage. All the options need sufficient and increased tax allocation over time in the context 
of diminishing ODA funds. 

It is important to note that costs and outcomes are affected by the way service delivery 
is organized and paid for across the levels of care (see Section 4.3.3). Provider payment 
methods can play an important role in improving the quality of care, and enhancing 
responsiveness and collaboration across care providers. Appropriate payment incentives 
could encourage providers’ good practices, such as clear guidance, cultural and gender 
sensitivity, respect for confidentiality, and coordination between self-care and institutional 
care. Practical experiences have shown that CHSs could and should play an increasing role 
in primary prevention, HIV testing services and ART follow-up, and act as a coordinator 
between community- and facility-based care. Competent and active primary health-care 
teams can reduce costs to both patients and the health system. 

The process of defining a basic health service package has been initiated by the Ministry of 
Health with involvement of interested donors. The aim is to develop the benefit package 
and apply it in 2018 and beyond. It is anticipated that HIV services would and should 
be incorporated in this package so that financing for HIV can be mainstreamed through 
the national health insurance system. Currently, the process is led by the Department of 
Planning and Finance of the Ministry of Health. VAAC is expected to play the central role in 
defining the HIV-related services to be covered with health insurance funds.

 
Recommendations

1. The Government needs to establish a system for central procurement of ARV 
medicines using health insurance funds to ensure quality, affordability and 
sustainability. This is an essential step for the health insurance system to pay for 
ARV medicines for insured HIV patients. 

2. Enrolment of PLHIV into health insurance should be promoted. To accelerate 
enrolment by currently uninsured PLHIV, consider using tax revenues to fully 
subsidize the insurance premium, and providing co-payment, considering the fact 
that many PLHIV are poor and have limited ability to pay.

3. Funds should be ensured to cover the costs for uninsured patients, so that they can 
continue HIV treatment and other essential services using tax-based financing and 
ODA funds, until the time when they are enrolled in health insurance. 

4. Population-based prevention and key public health functions (such as surveillance 
and monitoring) should be gradually financed by the tax revenues of the central 
and local governments. 

5. VAAC needs to continue working with the Department of Planning and Finance 
and the benefit package technical group to optimize the package of HIV services in 
the health insurance schemes.

6. Delivery of quality HIV services should be strengthened by an appropriate SHI 
payment mechanism.

7. A further step would be to improve the effectiveness of coverage, i.e. to improve the 
equity and quality of services, and reduce OOP payments for people who are insured. 
In this regard, strengthening the implementation and performance of SHI is key.
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4.3.6 Towards a sustainable supply of ARV medicines

Background
ARV medicines are largely supplied by donors. Currently, donors cover over 95% of the 
ARVs provided under the national HIV/AIDS programme. Donors fund, import, procure, 
supply and distribute ARVs for the national programme, with the Government contributing 
less than 5% of funding and playing a very limited role in procurement and supply, 
although VAAC is increasingly taking the lead in quantification and forecasting of needs. 
The situation is challenging in the light of the pull-out by donors, lack of local production 
capacity, and the potential administrative and international patent, legal and trade barriers 
that will have to be overcome to enable importation of ARVs to Viet Nam. 

Access to and sustainability of the supply of ARVs would need the Government to deal 
with two major issues: (i) ensuring availability, and (ii) finding mechanisms for sustainable 
financing. Technically, these two issues are separate processes, but in terms of ensuring 
sustainability, they are inextricable. Any option for ensuring availability will have to 
depend on the mechanisms for funding and how payment mechanisms can be rearranged. 
On the other hand, even if funding is available, the regulatory requirements for production, 
importation, patents and the mechanisms by which ARVs will be procured and eventually 
provided have to be systematically planned. Ensuring the sustainability of ARV supply 
would therefore need the combination and synchronization of these two processes.

Ensuring the availability of ARVs

Registration
National guidelines, in line with WHO recommendations, currently recommend the 
following regimens:

First line:  tenofovir disproxil fumarate (TDF) + emtricitabine (FTC) or lamivudine   
 (3TC) + efavirenz (EFV) once daily (in fixed-dose combination)

Second line:  zidovudine (ZDV) + lamivudine (3TC) + lopinavir (LPV)/ ritonavir (RTV) or  
 atazanavir (ATV)/ritonavir

Registration data from the Drug Administration of Viet Nam (DAV; updated March 2015) 
show that there are only two ARV molecules registered in Viet Nam, namely, stavudine 
(d4T) and TDF in single formulations. Of the molecules under the recommended first-line 
regimen, only TDF is available. The rest of the ARVs for both the first- and second-line 
regimens, including fixed-dose combinations, are procured and brought into the country 
by donors. There are several issues that need to be addressed in the registration of ARVs.

a. Fixed-dose combinations  
Currently, there are no fixed-dose combinations that are registered with the DAV. Fixed-
dose combinations are considered as new drugs under Article 10-b of Circular 22. As 
for all new drugs, fixed-dose combinations will have to be subjected to clinical trials, 
if they have not been in circulation for more than five years in the country of origin. 

b. Patents  
The active substances/molecules patented in Viet Nam include TDF, nevirapine 
(NVP), ritonavir (RTV), raltegravir (RAL), maraviroc (MVC), while patent 
applications have been filed for cobicistat (COBI), dolutegravir (DTG) and 
elvitegravir (EVG). Secondary patents have been filed for TDF, RTV, RAL, MVC, 
EVG, darunavir (DRV) and COBI. The other medicines in the recommended regimen 
that are not patented or do not have patent applications include FTC, 3TC, ZDV 
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and ATV. The patents may pose a major barrier, because once patents are granted, 
the Government cannot bring (procure or import) or produce generic counterparts 
in the country, unless the Government issues a compulsory license. In the current 
situation, the options for importation and production of generics are limited to 
the non-patented single formulations. There is a need to register TDF/3TC/EFV 
(300/300/600 mg) as this regimen is taken by more than 50% of all patients on ARVs. 
     
The Trade-Related Aspects of Intellectual Property Rights (TRIPS) flexibilities, such 
as parallel importation and compulsory licensing, and early generic entry, can be 
used to overcome patent barriers. Unfortunately, however, the legal and structural 
mechanisms for implementing these are not present or adequate. Viet Nam has no 
enabling law or legal framework for parallel importation. The circular for compulsory 
licensing was approved in 2012. However, compulsory licensing hinges on the 
capacity of the DAV to enforce the legal requirements, as well as the existence of a local 
company that has the capacity to manufacture the ARVs subject to compulsory license.  

c. Requirements for registering entities   
Entities wishing to register products in Viet Nam need to apply for a license to operate in  
Viet Nam. Foreign entities cannot, however, directly import, even if they have  
approved registration. The registering entities would need to appoint an  
importer or distributor in Viet Nam.  

d. Regulations for quality assurance  
Viet Nam strictly implements GMP certification requirements for both foreign and 
local manufacturers. The DAV undertakes inspection of foreign manufacturers before 
they accept GMP certificates issued by their country’s national regulatory authorities, 
except for Member States of the Association of Southeast Asian Nations (ASEAN) and 
countries that are members of the Pacific island countries/states.

Importation of drugs without registration
Importation of drugs without registration can be undertaken as provided for under Decision 
No. 151/2007/QD TTg of the Ministry of Health. ARVs can fall under Article 1.1, a–c:

a. Drugs composed of pharmaceutical ingredients with or without registration number, 
which are, however, insufficient to meet medical treatment needs;

b. They are imported to meet urgent needs of epidemic prevention, and combat and 
overcome consequences of natural disasters and special medical treatment needs;

c. They are imported for national target programmes.
 
Importation of drugs under this Decision could be undertaken through an import permit 
issued by the Minister and he/she can decide to issue a permit to any international supplier. 
There are, however, limitations to this option, such as: (i) the maximum validity for the 
importation permit is only one year; (ii) the drugs may still be subjected to clinical trials; and 
(iii) the quantity is limited on a case-to-case basis, as determined by competent authorities. 
The option for importation of drugs without registration has many limitations and is 
therefore not sustainable. This could, however, be used as the initial mechanism for the 
importation of ARVs while the formal registration processes are being undertaken. 
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Recommendations

VAAC should consider the following actions:

1. Conduct overall analysis of the current situation, the stakeholders, and barriers to 
registration and importation of ARV medicines to identify potential solutions. 

2. Collaborate with relevant stakeholders, especially the Drug Administration of 
Viet Nam, to address legal and regulatory matters, including the revision of the 
pharmaceutical law planned in 2015. 

 

 
4.4 Enabling environment

4.4.1 Civil society and key populations: greater openness and participation
 
Programme and intervention capacity at the community level can be enhanced by building 
the capacity of and encouraging key populations to participate in HIV prevention activities. 
These could consist of facilitating MSM, PWID and FSW groups and networks, and also 
PLHIV groups. Activities would focus on HIV prevention, harm reduction, promoting 
awareness of the benefits of ART, and encouraging access to HIV services. In some settings, 
such as mountain communities, it might be more suitable to promote the involvement of 
the general community, leaders and village health-care workers, depending on the nature 
of the key populations in that location, the level of acceptance of their risk behaviours, and 
the absence of significant stigma and discrimination.

To strengthen relevance, the community should be involved in the design of projects, 
monitoring of HIV services and programmes, and be recognized for their contribution 
to policy- and decision-making. These community-level responses and developments 
should occur within a community systems strengthening framework, which addresses 
the following: an enabling environment; partnerships; resources and capacity-building; 
community activities and service delivery; organizational leadership development; and 
planning, monitoring and evaluation capacity. The implementation of community systems 
strengthening is necessary at the community, provincial and national levels.

There has been a significant improvement in the area of civil society involvement in the 
HIV response, with the establishment and expansion of key population networks.  The 
Viet Nam Union of Science and Technology Associations (VUSTA) has been proposed 
as the principal recipient of the Global Fund by the Country Coordinating Mechanism. 
There have been efforts to scale up community-based and voluntary drug treatment such 
as MMT clinics, and reduce the number of compulsory drug treatment centres. The Global 
Fund grant to Viet Nam also provides seed funding to domestic networks of sex workers 
and PLHIV. This funding is expected to strengthen the networks’ sustainability, their 
involvement in the national response, and their ability to advocate for the human rights of 
their community members.

Against this background, many civil society organizations (CSOs) continue to fail to meet 
the criteria for obtaining legal status. They have limited capacity and the CSOs that do 
operate are dependent on financing from the international donor community. There is 
recognition that Viet Nam has gradually evolved towards greater openness and space for 
civil participation but there are calls for further openness and opportunity for citizens to 
participate in governance.  These broader calls for greater participation were reflected in 
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team interviews. In future, the Government of Viet Nam should adjust the threshold for 
establishing CSOs to facilitate greater engagement of civil society in the HIV response.

4.4.2 Considerations for MSM and transgender populations
 
Levels of risk vary among MSM populations, and are strongly influenced by levels of 
personal and social acceptance of identity and sexuality. Some MSM are married or cohabit 
with women. MSM who self-identify as not being gay and those who perceive themselves 
to be at low risk of HIV infection are less likely to test for HIV.

Drug use and injecting by MSM is not uncommon and there are indications that, in some 
settings, the prevalence of injecting practices is high. The 2013 IBBS identifies that 3.5% ever 
injected drugs, of which 4.17% shared NS in the past month and 85.7% used clean NS. Data 
from the Mekong Delta province An Giang, which borders Cambodia, found that 19.9% 
of MSM used drugs, of whom 13.6% injected (80). Amfetamine-type stimulants are also 
used by MSM and can contribute to an increased risk of HIV transmission through a larger 
number of sexual partners and disinhibition about safety (25).

Advocacy by emerging highly effective lesbian, gay, bisexual and transgender (LGBT) 
community organizations is slowly reducing stigma and discrimination towards MSM, 
notably the social and political awareness created by the national debate on same-sex 
marriage (81). It is important to recognize that laws, social attitudes and the lack of sensitive 
health-care services are core factors that prevent MSM, and in particular transgender 
individuals, from receiving HIV prevention interventions and accessing services to reduce 
HIV transmission. These community organizations are using social media and technology 
as a central component of their communication strategies. They are communicating in the 
media that many MSM use, and identification of the strategic value and relevance of such 
approaches provide examples that can be promoted and used more broadly across the key 
population’s HIV prevention spectrum.

At national policy and planning levels, there appears to be no information available about 
transgender people and HIV, access to HIV and STI services, and other health needs. The 
data on MSM do not disaggregate for transgender persons.  There are indications that 
HIV prevalence among transgender women could be high. MSM community leaders 
explain that, due to stigma and discrimination, many transgender women lack or are 
denied employment opportunities and thus work as sex workers. Vietnamese transgender 
individuals usually self-administer hormones without medical supervision. Their access to 
health services, as with all interaction with the government and institutions, is affected by 
the highly discriminatory behaviour and stigmatizing attitudes of others and thus they are 
reluctant to use services.

A high-risk scenario for HIV and STI transmission among MSM in Viet Nam would apply to 
gay men in urban settings, where a large number of potential sexual partners are available.  
Many of these sexual partners would also be having sex with other gay men within that urban 
area over time, thus causing a type of sexual network to operate.β It is necessary to identify 
which sexual practices are common within these gay men’s populations and to distinguish 
that oral sex presents no risk, whereas anal sex is a highly efficient route of HIV transmission. If 
some of these men also share drug-injecting equipment, the risk of acquiring HIV is increased. 
If the drugs are amfetamine-type stimulants, then these can cause disinhibition leading to 
reduced condom use. Due to low testing rates, these sexual and drug-using networks often 
include recently HIV-infected individuals with high viral replication and VL, who thus have 
a heightened ability to transmit infection. Informed knowledge such as the aforementioned 
is necessary to design relevant and effective interventions for specific populations. It also 
β  These are informal social-level networks and have no link with the formal networks of MSM-TG, PWID, FSW and PLHIV 

organizations.
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enhances the ability for targeted action by identifying those subpopulations that are at the 
highest risk of transmission and driving the epidemic. 

The review team was told that studies on MSM and HIV have been conducted in Viet Nam, 
but there was no evidence of them being used to inform and refine programme design 
beyond basic reference such as reported rates of condom use or access to testing. These 
are not sophisticated enough to frame an effective response among MSM. Basic data about 
MSM and HIV were presented to the review team during visits to major cities but it was 
common for provincial-level presentations on the HIV response across the provinces to 
have no mention of MSM and transgender persons, and only focus on PWID and FSW.

There is extensive experience from other countries in designing and developing policies 
and strategies based on an analysis of information collected from formal (research) and 
informal (e.g. key informant and community observation) sources about the risks of 
acquiring HIV by the MSM and transgender populations. Community engagement 
is also important, including with social researchers, specialists in HIV education and 
community leaders. The most effective way would be to make strategic use of existing 
expertise to partner with Vietnamese MSM, transgender persons, policy-makers and 
planners, and find ways to prevent the spread of HIV infection in these communities. 
Initial efforts have been made in Ho Chi Minh City where the MSM community was 
trained in Bangkok at the Silom clinic. This contribution to the planning process in  
Viet Nam will provide invaluable informed guidance, assist with developing a faster, more 
refined process and outcomes, and provide formal and informal capacity development to 
Vietnamese MSM and transgender populations participating in the process (see also Box 7). 

Recommendations

1. VAAC should consider strengthening strategic information on HIV risk among 
MSM and transgender populations with an initial focus on cities to inform potential 
policies, strategies and practices. 

2. The capacity to respond to the fast-growing HIV epidemic among Vietnamese 
MSM in urban settings should be considerably enhanced through making use of 
existing expertise in the Region.

3. To this end, VAAC should support the expansion of community networks and 
build on the existing formal and informal knowledge and experience to enhance 
project implementation. This could include: attention to the diversity of MSM and 
transgender populations; sexual networks and practices; factors affecting health 
and service access; needs for HIV prevention and treatment; sexual health; and 
identifying the core features of an effective, evolving response.
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Box 7.  Some actions to prevent emerging HIV epidemics among men who  
 have sex with men and transgender populations in cities in Viet Nam 

•  Stage 1: In order to increase policy and programme response, initiate a process that begins with 
collecting and analysing information from formal (research) and informal (e.g. key informant and 
community observation) sources about the risks of acquiring HIV by the MSM and transgender 
populations in Viet Nam. This would include identifying which MSM and transgender subpopulations 
might be at highest HIV risk, why they are at risk (including contextual factors related to the social 
determinants of health), and their location. This would enable decisions on how to best use 
resources and capacity to impact on the HIV epidemic among MSM and transgender populations.  

•  Stage 2: Use the knowledge gained in the previous stage to design and develop interventions for 
these populations and create a national implementation plan. Simultaneously, attention should be 
directed at addressing stigma and discrimination towards MSM and transgender populations. This 
will need to include strategies and programmes for engaging with policy- and decision-makers and 
programmes at the national, provincial and local levels as, without their engagement and support, 
the effectiveness of programmes providing education across the HIV continuum will be limited. 

 
Guiding principles 

• The full and active involvement of members of the MSM and transgender communities, their 
networks and leadership is essential at all stages of the above-mentioned processes. If they are 
not involved as full partners, then the relevance, efficiency and effectiveness of interventions for 
MSM and transgender populations in Viet Nam will be compromised.

• In addition, central to this process is capacity development of MSM and transgender networks 
and community groups to participate across the spectrum of the response to HIV: advocacy and 
partnership in policy and programming; participation in assisting with or providing prevention and 
treatment services; and participation in monitoring and evaluation. 

4.4.3 Considerations for female sex workers
 
FSW consistently told the review team that the hardest to reach are girls and young women 
commencing sex work, including students and high-class sex workers. Girls and young 
women are described by their support groups as youthfully naive, stubborn and refusing 
to acknowledge the health implications of their work. Students fear disclosure and being 
rejected by family, and expelled from university and thus avoid peer educators. Peer 
educators are unable to access the five-star hotels in which high-class FSW work. 

FSW and female PWID interviewed identify physical and sexual violence as a core issue that 
must be addressed to create a supportive environment within which effective HIV prevention 
can occur. These women experience regular physical and sexual violence from their clients, 
primary sexual partners, managers and moneylenders. It was reported to the review team 
that rape, including gang rape, is common. One interviewed FSW complained about 
law enforcement officers harassing sex workers, detaining them unlawfully, demanding 
bribes and payment, and perpetrating sexual violence, rape and abuse. Community-based 
programmes for FSW respond to violence by providing training on legal rights and how 
to seek help. It is beyond the capacity and responsibility of FSW communities and their 
organizations to address these issues. It raises the larger issue of acknowledging the need 
for attention to gender-based violence and sexual abuse experienced by Vietnamese women 
in general.
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There is recognition that the legal and policy framework on sex work and HIV/AIDS in  
Viet Nam is evolving towards a more effective public health orientation (82). The international 
community has recognized the progress made in this direction.ψ

It will be important for all in Viet Nam and partners elsewhere to ensure that laws are 
accompanied by clear application decrees and made explicit to judicial and law enforcement 
authorities, as well as associations and NGOs caring for key populations. These populations 
should be made aware of such laws and decrees, in particular, those designed to reduce 
stigma and discrimination, and other violations of domestic and human rights.  

A substantial proportion of new infections (32.5%) occur among women who are in long-
term sexual relationships with men who are living with HIV, particularly men who have 
injected drugs, but also men who have sex with men and/or are clients of sex workers.

4.4.4 Addressing gender inequality
 
Viet Nam has demonstrated strong commitment to promoting gender equality and women’s 
empowerment. The Government of Viet Nam introduced the Gender Equality Law in 2006 
(83) to promote the role of women in social, economic and political arenas, and approved 
the National Strategy and Programme on Gender Equality for the period 2011–2020 (83). 
However, the Millennium Development Goal (MDG) report 2013 highlights persisting 
gender disparities in access to higher education and employment for women, and raises 
domestic violence as a “critical problem”. The relationship between poverty, migration, 
mobility and HIV incidence are intertwined with existing gender and sexual disparities, and 
these compounding factors make women, and low-income women in particular, extremely 
vulnerable to HIV infection (84). With an increasing proportion of new HIV infections in  
Viet Nam being among women and girls, special attention needs to be paid to their particular 
experiences and needs.ε

A couple of UNAIDS/United Nations Development Fund for Women (UNIFEM) reports 
(6, 85) highlighted the need to tackle gender norms that can increase women’s vulnerability 
to HIV infection.  The report was critical of the limited attention that intimate partner 
transmission has received in prevention efforts to date in Viet Nam.  Going forward, gender 
equity should be incorporated into programme design, materials, staff training and practice.  

Greater involvement of service users in service design
Self-help support groups for sexual partners of PWID said it was harder to reach these 
women compared to PWID and FSW. This is due to: the social and economic diversity 
of this subpopulation, the control that often is exerted by the male over his partner; very 
low levels of self-esteem; high levels of domestic violence and abuse; dependence of these 
women on their partner’s consent to participate in groups or go to health services; the 
social stigma of being in a family affected by HIV and/or drug use, which places particular 
shame on the females in such families and causes them to be reluctant to have a public 
life and access services. Peer workers in these primary sexual partners’ groups state that, 
for these reasons, it takes a long time to establish a relationship with these women, and 

ψ Talking points of Dr Kristan Schoultz, UNAIDS Viet Nam Country Director at the National Committee Online Meeting to Review 
the Year of 2013 and to Set Priorities for 2014  Case. http://www.un.org.vn/en/unaids-speeches/2977-speaking-points-of-dr-
kristan-schoultz-unaids-viet-nam-country-director-at-the-national-committee-online-meeting-to-review-the-year-of-2013-and-to-
set-priorities-for-2014.html (accessed 29 August 2015). 

ε A substantial proportion of new infections (32.5%) occur among women who are in long-term sexual relationships with men who are 
living with HIV, particularly men who have injected drugs, but also men who have sex with men and/or are clients of sex workers. 
Estimates suggest that nearly 54% of infections among all women can be solely attributed to the risk behaviour(s) of their regular 
male sexual partners.
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slowly build their esteem and confidence to decide to seek HIV testing and/or discuss 
these matters with their partners.

Strategies to reach the female sexual partners of PWID will need to consider these personal 
and social barriers that hinder them from accessing services. Parallel strategies aimed at 
reducing the stigma of having HIV within PWID groups and communities could also 
increase acceptance of HIV, encourage PWID to accept responsibility for their health and 
that of their partners, and support the willingness of male PWID to accept the value of HIV 
testing for them and their partners, and to be able to cope with the personal and family 
consequences of a diagnosis of HIV infection.

Monitoring and evaluation would help ensure that gender considerations are integrated in 
practice. 

4.4.5 Towards zero stigma and zero discrimination
 
Stigma and discrimination toward HIV-infected people has significantly decreased over the 
years, especially in rural mountainous areas. However, in many urban settings, it continues 
to be a major barrier to the uptake of HIV services. The Stigma Index survey found that 
more than two thirds of those interviewed as part of the survey reported that “their right to 
live free of discrimination had been violated”.  They found that in the context of Viet Nam’s 
concentrated epidemic, stigma is attached both to HIV status and to risk-taking behaviours 
that are stigmatized – injecting drug use, sex work and homosexual activity.   

As in other countries, studies in Viet Nam indicate that lack of confidentiality is a considerable 
barrier to efforts to expand HIV testing among key populations. This was raised during 
some key informant interviews and is supported by other study findings. 

Key populations experience increased vulnerability due to factors that reduce their ability 
to access health information and services. These factors primarily originate from social 
attitudes towards, and political and legal positions about, the behaviours, identities and 
occupations of the key populations. This creates stigma and discrimination, which at the 
individual level hinders health-seeking behaviour, and at the institutional and structural 
levels, hinders access to services and compromises equity.

The 2014 country progress report clearly states that stigma and discrimination, and issues 
surrounding the legality of drug use continue to create barriers to access for those most 
vulnerable to HIV infection and PLHIV. The report describes examples of stigma and 
discrimination, including children being denied entry to school, workers living with HIV 
being removed from their positions, the stigmatization of MSM, and drug users being 
incarcerated in closed settings without access to proper treatment and care services. Evidence 
gathered during key informant interviews supported these observations and, in addition, 
the team heard reports of service users failing to follow up with treatment and travelling 
long distances to access services for fear of stigmatization in their own communities. 

Going forward, these issues need to be addressed. In particular, new policies and laws 
should be enforced and violations of these dealt with in support of the human rights 
of every individual to live free from discrimination. With greater integration of HIV 
services, staff need to be properly trained across a range services, and workplace polices 
need to be enforced.
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4.4.6 Administrative violation and detention 
 
Under Viet Nam’s Law on the Handling of Administrative Violations, drug users who 
do not have a permanent place of residence and drug users who are “still addictive” 
following community-based drug dependence treatment may be confined in a compulsory 
detoxification centre for one to two years. This “administrative handling measure” is widely 
viewed as ineffective and has been a source of international concern. 

In 2012, the National Assembly removed sex workers from the individuals eligible for 
compulsory detention and transferred the decision to send an individual to compulsory 
detention to the judiciary. This change has been part of a wider effort to transition the 
legal and policy framework on sex work, drug dependence and HIV/AIDS towards a 
more effective public health orientation. The international community has recognized the 
progress made in this direction.

For drug users, the Law strengthens due process through the establishment of court 
procedures that permit the accused to seek legal representation, review the case file and 
submit evidence. The judge presiding over the case is also encouraged to consult professionals 
in the fields of medicine, psychology, education and sociology. However, more attention is 
required to realize the full potential of the Law.  Guidelines are under development for 
implementation of the Law at the court level.

There are still 123 centres detaining 25 606 PWID (personal communication, Chris 
Fontaine, UNAIDS on 22 September 2015) for the purpose of drug treatment and 
rehabilitation. Government sources also indicated to the review team that about 500 
women who inject drugs and 50–60 juveniles are detained in one former 05 detention 
centre in Ba-Vi near Hanoi.   

The international community continues to express concern regarding the health rights, labour 
rights and due process rights of drug users in compulsory detoxification. HIV prevention 
interventions in 06 centres are often limited. Staff lacks the capacity to provide information 
and counselling. Condoms and lubricants are not available. HIV testing is routinely 
conducted on arrival and described as VCT. Most centres still lack basic HIV services, 
even though the prevalence of HIV within them is thought to be high. High relapse rates 
upon release of detainees are commonly observed (86). HIV/AIDS Asia Regional Program 
(HAARP) and Global Fund grants from rounds 8 and 9 provided basic HIV education, 
diagnosis and treatment in 06 centres in more than 31 provinces, with additional piloting 
of some prevention initiatives, including condom provision (1). The extent and quality of 
access to HIV diagnosis and treatment or MMT in these centres could not be documented. 
In recent years, international support to HIV services within 06 centres has been scaled back 
due to human rights concerns. Both PEPFAR and the Global Fund continue to provide ART 
to several hundred patients, but the Global Fund is in the process of phasing out this support.

In late 2014, provinces expressed frustration that the new court procedures were too 
complicated and not being implemented. On 10 November 2014, the National Assembly 
allowed local authorities to temporarily hold people believed to be dependent on illicit 
drugs and who did not have a stable place of residence in special “social centres” while their 
cases were being prepared and then heard by a district court judge. This is being viewed by 
the international community as a step backwards on due process. 

The continued existence of 06 centres is a massive barrier to effectively addressing drug 
use and HIV in Viet Nam. It reinforces the need for drug users to remain hidden and avoid 
detection. At the time of this writing, senior leaders of the Government of Viet Nam have 
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rejected calls for outright closure of 06 centres. Until such a policy change is made, it will 
be important to ensure that new laws and policies on drug dependence treatment are 
accompanied by decrees, guidelines, awareness-raising and financial resource reallocation 
to ensure proper implementation. 

Given that the review team was not able to visit a detention centre or prison, it refrained 
from formulating recommendations. However, HIV prevention and treatment in prison and 
other closed settings should follow the recommendations of WHO (87).

Recommendation

1. The Government of Viet Nam should accelerate the shift towards voluntary 
community-based drug dependence treatment, and closure of compulsory drug 
treatment centres. 

4.5 Potential impact of the health sector response to HIV
 
It has been over 20 years since the first case of HIV was detected in Viet Nam. To date,  
Viet Nam has made considerable strides in addressing the epidemic since the development 
of the National Target Programme in 2000. Significant resources have been invested since 
2005, following two National Strategies on HIV/AIDS Prevention and Control developed 
with broad consultation. The year 2004 marked an important change in the HIV intervention 
effort, due to a significant increase in HIV prevention coverage with major support from 
the World Bank and DFID. A year later, with support from PEPFAR, the ART programme 
was scaled up to increase its coverage from 2.2% (2004) to 8.3% (2005) (58). Since then, an 
enormous effort has been put in to increase the coverage and improve the quality of the HIV 
prevention and control programme.

The purpose of this section is to review the impact of HIV interventions on the epidemic, 
society and economy from the time when they were scaled up till now. Particularly, the 
report made use of the most recent modelling work of the HIV epidemic; including Prevtool 
conducted in 2013 (65), Viet Nam HIV Model (VHM) conducted in 2011 (68),  HIV Estimates 
and Projections conducted in 2014 (EPP)  and AEM – counterfactual scenario conducted in 
2015ζ . 

4.5.1 Potential impact of the health sector response to HIV on health   

HIV infections averted among all populations due to the scaling-up of HIV 
interventions
According to the modelling exercise in 2013 using Prevtool, it was estimated that investment 
on HIV interventions averted 54 133 (95% uncertainty bound: 36 398–72 014) new HIV 
infections during 2006–2010 (65). These accounted for nearly 30% reduction in population 
incidence. This is consistent with results from the VAAC Strategic Information Technical 
Working Group. Using AEM, this group projected that from 2000 to 2015, the National 
Target Programme averted 400 000 infections (Fig. 20).

ζ  VAAC. Estimation and projection using Asian Epidemic Model.  Hanoi: Viet Nam Administration of AIDS Control 2014
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Fig. 20: Estimated new HIV infections averted among adults, 1995–2015
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Across all subpopulations, the major benefits have occurred among FSW, their clients and 
PWID (65, 68). The impact assessment of harm reduction programmes in seven provinces in 
Viet Nam specifically explored the impact of HIV prevention on the HIV epidemic during 
the period 2005–2009. The study used the Viet Nam HIV Model (VHM)  tool to fit observed 
behavioural and programme coverage data to biological data. The result indicates that in 
provinces where programme coverage targets are met, up to 50% of infections among PWID 
and 20% among FSW could be averted (68). The Asian Epidemic Model (AEM)  modelling 
exercise reveals a similar rate of infections averted among PWID. However, a much higher 
rate of infections averted was found among FSW (76% in 2015).ς Of particular interest is 
the impact of MMT programmes on the reduction of new infections among PWID. A few 
studies reveal that almost no new infections occurred among MMT clients (88-90).

Furthermore, there is firm evidence that ART can effectively prevent HIV transmission. 
Prevtool modelling estimated that ART provision has contributed to the reduction of  
11 187 new HIV infections during 2006–2010 (65). In the past few years, various initiatives 
were undertaken at four provinces to enhance the preventive benefits of ART alongside its 
therapeutic benefits. It was suggested that periodic VCT and initiation of ART immediately 
after diagnosis for members of key populations will likely lead to significant reductions in 
new HIV infections and AIDS-related deaths (4, 55, 91).

The scale-up of PMTCT services and the high coverage of HIV testing among pregnant 
women have contributed to preventing new infections among infants. The most recent 
Estimates Projection Package (EPP) exercise revealed that a cumulative total of 1850 new 
HIV cases among infants were prevented by PMTCT interventions during 2011–2013 (58).

ς  Estimation and projection using Asian Epidemic Model.  Hanoi: VAAC 2014
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Reduction in AIDS-related deaths and HIV and AIDS burden
Different modelling exercises and projections have shown that ART scale-up has averted 
deaths in Viet Nam.  A report from 2013 estimated that a total of 37 170 HIV/AIDS-related 
deaths were averted during 2006–2010 (65) and another report estimated that 150 000 deaths 
were averted during 2000 to 2015 (Fig. 21) . Furthermore, the most recent EPP result indicates 
that 58 000 AIDS deaths would have been averted during 2001–2013 (58), which is consistent 
with AEM’s estimation of 60 000 deaths averted among adults in the same period‡. 

Fig. 21: Deaths averted since the formation of VAAC 
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The main indicator of the burden of disease is the disability-adjusted life year (DALY). 
The study on the burden of HIV and AIDS and impact of HIV interventions in Viet NamΔ 
during 2000–2012 estimates that every 1% expansion in the coverage of the condom, 
NS and ART programmes would reduce 4362, 878, and 6452 DALYs, respectively (92). 
Additionally, using AEM, about 1.2 million discounted DALYs were averted during 
2001–2013.Δ However, this estimation accounts for infections averted only, and does not 
include deaths averted.

Improved quality of life among PLHIV and MMT clients
Patients who are on ART and receive peer support reported a better quality of life in the 
second year after ART initiation (93, 94). 

The quality of life of the MMT patient improved remarkably over the treatment course, and 
was highest in the psychological domain and in the first three months (94-96). The level of 
anxiety or depressive disorders dropped from 80% to 10% after nine months of treatment 
(97). After 12 months of treatment, the proportion of PWID who had full-time employment 
increased from 42% to 55%, and is likely to be higher among clients who have been longer on 

Δ Estimation and projection using Asian Epidemic Model.  VAAC, 2014.
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treatment (96). Additionally, MMT largely improved the quality-adjusted life years (QALYs) 
of PLHIV on treatment (98).

Early success: time and body

“That was the first time in my life that I cried. I was so moved [by what the methadone did 
to me] that I was really choked with tears. I told myself that this is for the first time after 
many years that I have my own life. I woke up doing things like brushing my teeth, taking 
a shower and eating breakfast. That was the first time that I woke up not craving and not 
anxiously waiting for Thien [his heroin buddy]. It was really after many years… so I was 
very happy.”

Source: Le Minh Giang et al. Presented at “Rights to Health and Development for All” (Hanoi, 30 October 2009).

4.5.2 Potential impact of the health sector response to HIV on society and   
 household economy
 
This section discusses the impact of interventions on society; however, the impact of 
interventions on society is difficult to quantify, and no formal assessment has been conducted 
on nationally representative samples. Understanding these limitations, findings from a 
literature review, which are mostly from small-scale studies or the grey literature, are listed 
here. The findings should be interpreted with caution. 

Reduction in drug use and crime 
A significant achievement of HIV interventions is a rapidly scaled-up MMT programme, 
together with psychosocial therapies, and support of the family and community, which 
resulted in the reduction of drug use and crimes in various provinces (99). A study to evaluate 
the pilot MMT programme among 965 MMT patients in Hai Phong and Ho Chi Minh City 
indicates that the proportion of MMT patients who reported continued drug use declined 
from 100% with a frequency of 3–4 times per day to 18% occasional use (95). Another study 
shows a significant reduction in drug use from 100% at enrolment to 8.4% at 48 months on 
MMT. Furthermore, significant reduction in crime was reported at 48 months on MMT (from 
36% to 1.3%) (23, 100). MMT has been reported to bring about a remarkable impact on the 
community’s security, according to local police. Additionally, conflicts within the family and 
neighbourhood have reduced to below 1% compared with 41% reported before drug users 
commenced treatment (23). 

Reduction in stigma and discrimination towards PLHIV and key affected populations
The 2014 Stigma Index survey (101) shows that there have been some positive changes with 
regard to the stigma and discrimination experienced by PLHIV in Viet Nam since 2011, 
when the first Stigma Index survey (102) was conducted. Notably, there were considerably 
fewer reported rights violations occurring in the 12 months prior to the survey date, and 
more PLHIV knew about their rights (under the Law on HIV). In addition, there were major 
reductions in the number of FSW reporting certain forms of community/social stigma and 
discrimination: gossip, insults/verbal harassment/threats, physical harassment/threats and 
discrimination from other PLHIV.

Other studies suggest that activities such as information, education and communication 
campaigns and interventions delivered by NGOs had an effect on reducing stigma and 
discrimination towards PLHIV and key populations (103, 104). The most recent three rounds 
of national workshops conducted every two years to contribute inputs from CSOs for the 
Global AIDS Response Progress Report of Viet Nam reveals similar findings. ART, care and 
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support, particularly by self-help groups and networks of PLHIV, have contributed greatly to 
the reduction of stigma and discrimination; by attending and intervening in workshops, fora 
and conferences; through the self-motivation, self-reliance and self-confidence movement; by 
undertaking research on stigma and discrimination; by monitoring stigma and discrimination 
in health-care services, communities and the media; and by developing and implementing a 
model to combat stigma and discrimination in communities.η

Increase in equity of access to health care and other services for vulnerable groups
PLHIV and key populations reported that they had increased access to health and support 
services, including HIV prevention and treatment; psychological, legal and social support; 
support for outpatient clinic registration; reduction in stigma and discrimination; home-
based care; education support; programmes for orphans and vulnerable children; palliative 
care, sexual and reproductive health, OI prophylaxis; and treatment for TB, STIs and other 
infections (23, 105). The provision of nutritional support for infants born to HIV-positive 
mothers is ongoing and effective. Many orphans and other children made vulnerable by 
AIDS receive allowances in accordance with Decree 67. There is improvement in the provision 
of treatment, care and support for orphans and vulnerable children (OVC). Children living 
with HIV from poor households, PLHIV who are unable to work and from poor households, 
families or individuals who adopt children living with HIV and people who are raising 
PLHIV under 18 years of age receive monthly social benefits, health insurance, exemption 
from tuition fees when attending training programmes or vocational training, and funeral 
expenses. The aid fund for PLHIV also provides financial support, offers loans and creates 
jobs for disadvantaged people. 

Empowerment of women and girls to protect themselves from HIV 
The balance of power makes it difficult for women to negotiate safe sexual practices with 
partners. Domestic violence remains an issue that puts women and girls at risk for HIV and 
STI infections. Further, the desire for a male offspring often leads families of infected men 
to hide their son’s HIV status and seek his marriage to an uninfected woman. These issues 
expose women to a high risk of HIV infection. Information, education and communication, 
and behaviour change communication interventions, in combination with strengthening of 
civil society, have facilitated the empowerment of women and girls in HIV prevention, care 
and support, promoted gender equality, reduced violence towards women and girls living 
with HIV, and increased access to services (106). The impact of HIV on the children was 
less than expected, which is a positive development. Most could go to school, few suffered 
stigma at school, and few had to stop school to work for the familyη (98).

Reduction in household out-of-pocket expenditure
In recent years, increasing access to free ART and other medicines and treatment has had a 
beneficial effect on the impact of HIV on the poverty of affected households, by reducing 
their expenditures on that part of medical care (104). The MMT programme has helped 
patients and their families save a remarkable amount of money previously used for buying 
drugs, undergoing detoxification and health care (96, 100, 107)θ. At the same time, a rapid 
evaluation in Hai Phong has demonstrated that investment in the MMT programme has 
significantly reduced costs compared to the compulsory detoxification model (108).

η   Results from consultation workshops with PLHIV and key affected populations in the north and south to prepare for the 
Global AIDS Response Progress Report (GARPR).    

θ  A report on the methadone maintenance treatment program to the Deputy Prime Minister Ministry of Health, Viet Nam. Place 
(2011)
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5. Way forward: towards ending AIDS 

Remarkable progress has been made in the health sector response to HIV in Viet Nam since 
2005. With strong political leadership and international cooperation, Viet Nam rapidly scaled 
up evidence-based harm reduction interventions and ART. Overall, the data suggest that a 
high level of safe behaviours have been adopted by key populations, and a large proportion of 
people on ART achieve retention on treatment and viral suppression. The MMT programme 
has shown successful outcomes on individual health, public health and society. The number 
of new infections is estimated to have peaked in the early 2000s, and came down to nearly 
half by 2014. A preliminary impact analysis suggested that a large number of new infections 
and deaths have been averted by the health sector response to HIV in Viet Nam.

The health sector response to HIV in Viet Nam stands at critical juncture. Viet Nam gained 
status as a lower–middle-income country and, as a result, funding from the international 
community is being phased out. On the other hand, in October 2014, soon after this review 
took place, the Government of Viet Nam expressed its commitment to achieve the ambitious 
90–90–90 targets by 2020, and to end AIDS by 2030. It is a commitment to further strengthen 
people’s health and to minimize the suffering and mortality associated with HIV/AIDS.

VAAC developed an investment case in 2014 in cooperation with international partners. The 
investment case identified six strategic priorities, and called for wise investment. Evidence 
is clear on what needs to be done, but hard choices have to be made. However, without the 
decision to invest, “increasing numbers of Vietnamese people are getting sick and ultimately 
dying of AIDS”. The strategic priorities proposed by the investment case were fully supported 
by this review team, and guided their work.  

Viet Nam needs to have a greater impact with limited resources. Decisions on where and 
on which interventions resources need to be focused should be guided by quality strategic 
information. Based on the legacy of successes in the past 10 years, efficiency and quality need 
to be improved, and new ways of delivering services adopted and expanded. Connectedness 
between services in preventive and curative health facilities and communities must be 
strengthened. Some aspects of the legal framework and regulatory systems may require 
modification to support the new approaches. HIV services, financing and supplies will need 
to be positioned as integral parts of health and community systems. Local authorities will 
need to play increasingly larger roles and civil society needs to be empowered to implement 
local responses. This review proposed various recommendations and action points for 
consideration by VAAC and stakeholders for concrete action.  

Appropriate investments and decisions are critical determinants for success. Political 
commitment and strong leadership at all levels is essential to guide the changes and 
motivate people to work towards the vision. The review team expects that the findings 
and recommendations from this review would provide important direction to the efforts 
of achieving national goals and targets through optimizing the health sector response to 
HIV/AIDS.
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• Consolidation of inputs into preliminary findings and recommendations

10:00–10:30 Meeting with Dr Nguyen Hoang Long, Director of VAAC 

11:00–12:00 Meeting with UNAIDS

13:30–17:00 Meeting with stakeholders (Mission team divided into several groups)

16:00–17:00 Meeting with UN Joint Programming Group on HIV

Tue 23 Sep 9:00–17:00 Review team discussion  
 
• Consolidation of inputs to preliminary findings and recommendations

Tue 23 Sep 9:00–17:00 Review team discussion  
 
• Consolidation of inputs to preliminary findings and recommendations

Wed 24 Sep 9:00–18:00 Review team discussion  
 
• Consolidation of inputs to preliminary findings and recommendations

Thu 25 Sep 8:30–10:00 Summary presentation for VAAC leaders

10:30–11:30 Meeting with Vice Health Minister 

13:30–16:00 Consultation meeting on the preliminary review findings 

16:30–18:30 External review team meeting 

Fri 26 Sep 9:00–17:00 Finalize preliminary report 
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WORKING SCHEDULE FOR GROUP IN HANOI
18–19 September 2014

External reviewers  Local members 
Daniel Tarantola  Duong Thuy Anh (VAAC) 
Sukhontha Kongsin   Nguyen Duc Long (VAAC) 
    Nguyen Huu Hai (VAAC) 
    Quach Van Luong (VAAC) 
    Chris Fontaine (UNAIDS) 
    Nguyen Thi Kim Phuong (WHO) 
    Socorro Escalante (WHO) 
    Nguyen Thi Thuy Van (WHO) (19 Sep) 
    Amitabh Suthar (WHO)

Date/Time Activities 

18 September 2014  (Interpreter: Do Trong Tan)

08:15 Movenpick hotel

08:30–10:00 Meeting with Ministry of Public Security (Health Department) 

11:00–12:00 Meeting with VUSTA

12:00–12:45 Lunch

13:10 Movenpick hotel

13:30–15:30 Meeting with World Bank

16:00–17:00 Meeting with VN people who use drugs (PWUD) – VN Sex work and VNP+

8:15 Movenpick hotel

8:30–9:30 Meeting with Ministry of Labour, Invalids and Social Affairs (MoLISA) 

10:00–11:00 Visit to Long Bien District Health Center  
• HTC, ART, MMT and TB 
• Peer educators – NSP

12:15–13:15 Lunch

13:15 Movenpick hotel

13:30–14:30 Meeting with Viet Nam Social security (VSS) (contact: Ms Lien: 0904114470, Committee of 
Health Policy Implementation)

14:50–15:50 Meeting with Ms Nguyen Thi Kim Phuong

16:10–17:00 Department of Health Insurance (MoH) 
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SCHEDULE FOR FIELD TRIP TO THAI NGUYEN  
AND VINH PHUC 
18–19 September 2014
 
External reviewers  Local members 
Nathan Ford  Do Thi Nhan (VAAC) 
Tobi Saidel  Nguyen Thi Minh Tam (VAAC)  
Trista Bingham  Bui Hoang Duc  (VAAC)  
Sue Best   Nguyen Thi Thuy Van (WHO)  
    Ha Minh Nguyet (VAAC) 
    Dinh Thanh Thuy (WHO consultant)

Date/Time Activities 

Wed 17 September 2014

16:30–18:00 Leave hotel for Thai Nguyen 

08:00–10:30 Meeting with Health Department, PAC, Sexual Reproductive Health (SRH) 

10:45–11:45 Divide to 2 groups: 
 
• Visit to provincial Hospital A 
• Visit to TB hospital

12:00–13:30 Lunch

13:30–17:00 Visiting two districts: Dai Tu and city (divide into two groups)

13:30–15:30 • Meeting with DHC director and coordinator 
• Visit to HTC–outpatient clinic–MMT–TB 
• Ongoing study on early ART among PWID 
• Meeting with ART patients (PWID study)  
• Peer educators (NSP, condom)

16:00–17:00 • Visit to commune health station/Treatment 2.0 
• Meeting with health-care workers, village health workers, PLHIV

Fri 19 September 2014 

7:00–08:30 • Travel to Vinh Phuc

8:30–11:30 Meeting with health department, PAC, SRH, TB

11:30–13:30 Lunch

13:30–17:00 • Visit to HIV services at district level: 
 
      HTC–ART–MMT–PMTCT 
      Harm reduction 
      Peer educators 
      TB service

17:00–18:00 Return to Hanoi
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SCHEDULE FOR FIELD TRIP TO HO CHI MINH CITY 
AND LONG AN 
18–19 September 2014
 
External reviewers  Local members 
Ying-Ru Lo  Phan Thi Thu Huong (VAAC) 
William O’Loughlin  Vo Hai Son (VAAC) 
Pierre de Vasson   Nguyen Lan Huong  (VAAC) 
    Vu Van Chieu  (VAAC) 
    Le Mai Phuong  (VAAC) 
    Vu Quoc Dat (WHO consultant) 
    Khuu Van Nghia (PI) 
    Tran Ton (PI)

Date/Time Activities 

Wed 17 September 2014

15:30–16:30 Leave hotel for Noi bai Airport 

17:30–19:30 Fly to Ho Chi Minh City

Thu 18 September 2014

7:30 Norfolk Hotel, 117 Le Thanh Tong

8:00–10:45 Meeting with Health Dept, PAC, SRH, City Preventive Medicine Centre

11:00–12:00 Visit to Pasteur Institute in Ho Chi Minh City 

13:00 Norfolk Hotel, 117 Le Thanh Tong

13:30–17:00 Visiting two districts (divide into two groups) – Dist 8 & Dist 11 

• Visit to HIV services at district level: 
 
      HTC–ART–MMT–PMTCT 
      Harm reduction 
      Meeting with peer educators 
      TB 
 
• Visiting one ward health station with ART services

Fri 19 September 2014 (Interpreter: Vu Quoc Dat and Hoang Kim Ngan)

06:30–8:30 Travel to Long An

8:30–10:00 Meeting with Health Dept, PAC, SRH, TB hospital

10:00–12:00 Visiting 1 district 

Visit to HIV services at district level: HTC–outpatient clinic–MMT, Harm reduction, peer 
educators, TB

12:00–13:00 Lunch

13:00–14:00 Return to Ho Chi Minh City

Visiting two hospitals (divide into two groups)

14:30–15:30 • Visiting Pham Ngoc Thach hospital 
• Visit Tropical Disease hospital

16:00–17:00 Meeting with civil society: MSM, PLHIV networks

Sat 20 September 2014   Fly to Hanoi
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SCHEDULE FOR MEETING WITH KEY INFORMANTS 
16 September 2014

Time 13:30–15:00 15:30–17:00
Daniel Tarantola
 
Ying-Ru Lo
 
Nathan Ford
 
Tobi Saidel
 
Masaya Kato

Group A 
 
National 
Assembly / 
USG

Meeting with US 
Government  
 
(PEPFAR, CDC, 
USAID, Substance 
Abuse and Mental 
Health Services 
Administration 
(SAMHSA) 
(Confirmed)

Time 13:15 13:30–14:30 15:00 – 16:00

Trista Bingham
 
William O’Loughlin
 
Sukhontha Kongsin
 
Amitabh Suthar

Group B 
 
VAAC 
projects

Movenpick 
hotel

VAAC–US-CDC project 
 
• Project activity   
 implementation 
 
• Priorities of VAAC- 
 US CDC projects 
 
• Project plan and   
 direction in the   
 coming time

Global Fund-
supported project   
 
• Implementation   
 of Global Fund   
 programme 
 
• Lesson learn and   
 plan for coming   
 time

Time 13:00 13:30–15:00 15:30–17:00

Sue Best
 
Nguyen Viet Nga

Group C 
 
Laboratory

Movenpick 
hotel

National institute for 
Hematology and Blood 
Transfusion 
 
• Current situation and  
 practice of activities  
 to ensure blood   
 transfusion safety

Time 13:00 13:30–15:00 15:30–17:00

Pierre de Vasson
 
Vu Van Chieu
 
Le Thi Huong
 
Socorro Escalante

Group D 
 
PSM

Movenpick 
hotel

Supply Chain 
Management System 
 
• Organization   
 managing   
 procurement and   
 supply management  
 for PEPFAR   
 programme

Central 
Pharmaceutical 
Company (CPC1)  
 
• Central warehouse  
 for ARV and   
 methadone
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SCHEDULE FOR MEETING WITH KEY INFORMANTS 
22 September 2014

Time 13:10 13:30–14:30 14:45–15:45 16:00–17:00

Daniel Tarantola
 
Pierre de Vasson
 
Socorro Escalante
 
Nguyen Kim 
Phuong
 
Masaya Kato

Group A
 
MOH  
departments

Movenpick 
hotel

Drug 
Administration of 
Viet Nam (DAV), 
MoH
 
• MOH department  
 in charge of  
 pharmaceutical  
 administration

Department of 
Planning and 
Finance (DPF), 
MoH
 
• MOH   
 department in  
 charge   
 of planning 
• Overall health  
 plan in next 5  
 years 
• Decentralization  
 and reform of  
 health sector 
• Health financing  
 for disease  
 programmes

General 
Department 
for Preventive 
Medicine 
(GDPM), MoH
 
• MOH   
 department  
 in charge  
 of preventive  
 medicine
• Reform of  
 preventive  
 medicine  
 system
• Management  
 of HIV at  
 district and  
 commune  
 level

Time 13:00 13:30 14:30 14:45–15:45 16:00–17:00

Ying-Ru Lo
 
Van TT Nguyen

Group B
 
TB, MCH, 
paediatrics

Movenpick 
hotel

National  Lung 
hospital/ National 
TB programme 
 
• TB/HIV  
 collaborative  
 activities

Maternal 
Child Health 
Department, MoH
 
• MOH   
 department in  
 charge   
 of maternal and  
 child health 
• Integration of  
 PMTCT   
 into ANC  
 package

National 
Pediatric 
Hospital 
 
• HTC and  
 HIV care and  
 treatment for  
 children 

Time 13:10 13:30–15:00 15:30–17:00 Nathan Ford
 
Sue Best
 
Vu Quoc Dat
 
Amitabh Suthar

Group C
 
Curative/ 
hospital

Movenpick 
hotel

Viet Nam 
Administration of 
Medical Services 
(VAMS):
 
• MOH department  
 in charge of  
 curative system

National Hospital for Tropical 
Medicine (NHTD):
 
• Tertiary infectious disease hospital 
• Service delivery of HIV diagnosis  
 and treatment in hospital settings 
• Treatment of HIV/HCV and  
 HIV/HBV in hospital

Time 13:00 13:30–14:30 14:45–15:45 16:00–17:00

Trista Bingham 
William O’Loughlin 
Tobi Saidel 
(Daniel Tarantola – 
UN JPG)

Group D
 
NGOs/UN

Movenpick 
hotel

FHI 360 
 
• Leading  
 NGO with  
 comprehensive  
 HIV programme,  
 i.e. treatment, TB/ 
 HIV, MMT

CHAI 
 
• NGO   
 supporting  
 paediatric  
 ARVs, health  
 management  
 information  
 system, sms  
 messaging

UN Joint 
Programming 
Group on HIV 
 
• Group of  
 UN agencies  
 working on  
 HIV
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Annex 4: Human resources for HIV/AIDS

With the withdrawal of donor funding, Viet Nam’s commitment to ensuring that domestic resources are used 
efficiently, transparently and equitably is crucial to the implementation of prevention, treatment and support 
strategies at all levels of the health system.

This would require the Government: 
a) to redefine the functions and roles of key staff for effective task-shifting, and absorb human resources for 

health into the mainstream system;
b) to provide intensive training where it is needed, focusing on the grass-roots health workforce;
c) to ensure sustainable, long-term financing of human resources through appropriate planning and 

budgeting. 

Specific action points include the following: 

Redefine the functions and roles of key staff for effective task-shifting, and absorb human resources for 
health into the mainstream system

In recent years, efforts have been made to place trained staff in government positions. However, there is still a 
very real risk that high-level expertise will be lost, with HIV services being absorbed into mainstream service 
provision, and donor-funded positions being abolished. With this in mind, and considering the findings of an 
assessment of the current capacity of the health workforce, the following are needed: 

• Clearly define the potential roles of different cadres of the heath workforce (doctors, nurses, midwives, 
village health workers, peer educators), emphasizing a continuum of prevention, diagnosis and treatment, 
and maximizing the existing grass-roots network of staff at the district and commune health station levels 
to deliver preventive and treatment services for HIV. 

• Encourage task-shifting to support HIV/AIDS service delivery at the different levels of the system. For 
example, expand the commune health stations so that they could dispense ARVs prescribed at the district 
services, ensure adherence and provide basic care. 

• At the district and provincial levels, responsibility for HIV treatment could be shifted to infectious disease 
teams after providing adequate training, where no staff would spend 100% of their time focused on HIV.

• At the commune health stations, village health workers and peer educators could take on some of the tasks 
currently performed by nurses and doctors. (In urban centres, the government could consider formalizing 
a similar cadre of people as peer educators [non-civil servant health workers]).

• Monitor quality measures to make sure standards are maintained when roles are redefined and staffing 
restructured.

• Create new civil servant posts for the highly specialized HIV health workforce (currently donor-funded) 
who could also contribute to training and mentoring the health workforce at lower levels of the health 
system. (These experienced staff could be engaged in new and innovative ways, such as e-mentors.)

Provide intensive training where it is needed, focusing on the grass-roots health workforce

With services being absorbed into the mainstream system, and decentralized to lower levels, responsibility for 
HIV prevention and treatment services will be shared between thousands of staff. Initially, substantial investment 
in in-service training will therefore be needed to ensure continuity of the services currently being provided.  

• Ensure that in-service training is based on an assessment of training needs, and is carefully planned, 
standardized, coordinated and tracked/monitored. 

• Emphasize on-the-job and ongoing training, and provide supportive supervision to staff over the longer 
term. (Experience has shown that didactic one-off training sessions do not provide the same lasting 
improvements in skills and expertise, and require health workers to spend time away from delivering 
services.)

• Maximize telemedicine for in-service training and for longer-term supportive supervision and coaching, as 
didactic training is not sufficient and follow-up self-study and mentoring is needed to build competencies 
for HIV prevention and control among the health workforce.
o For example, infectious disease specialists at the central level could e-mentor doctors at the provincial 

and district levels, and the district levels could mentor commune health station staff. As mentioned 
above, e-mentoring will help to mitigate the loss of high-level expertise that may come with HIV 
services being absorbed into mainstream service provision. 

o For commune station staff as well as staff at district and provincial hospitals, a clinical “back up” 
at a higher level must be identified to ensure effective functioning of the referral system, as well as 
laboratory, pharmacy and supply management functions. 
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• Build the capacity of district hospital staff to train, mentor and supervise commune health station 
staff. Commune health station staff should be “cross-trained” as part of an integrated team, to develop 
overlapping skills that will ensure continuity of service provision and help to manage chronic care (so that 
no one service depends on the availability of one staff).

• Build the capacity of provincial hospital staff to train, mentor and supervise district hospital staff, whose 
roles may be expanded to include other communicable diseases and who should be similarly “cross-
trained” (see above). 

• In all health services delivering HIV services, identify and train an HIV focal point to minimize workplace 
exposure to HIV, and address stigma and concerns about the high “risk” associated with this area of work. 

– In parallel, the Government should strengthen regulatory mechanisms to ensure the quality of HIV/
AIDS training delivered to the health workforce. High-quality, standardized care will be ensured only 
if the quality of training can be regulated and monitored. A system of accreditation/quality control 
should be developed to accredit medical training institutions that deliver in-service training for HIV 
(and other training programmes). 

– The Government should also consider developing a professional (university-trained) cadre of 
laboratory technicians (clinical and pathological), as part of broader health workforce reform efforts, to 
ensure high-quality laboratory services for confirmatory HIV testing and monitoring. 

Ensure sustainable, long-term financing of human resources through appropriate planning and budgeting

With a reduction in donor funding, Government financing for the training and retention of human resources 
will be essential to the success and sustainability of a grass-roots system that can deliver preventive and 
treatment services. The government will need to carefully plan and budget for the absorption of services into the 
mainstream system, and their continued decentralization. 

• Strengthen the information management system for human resources in order to provide information on 
the number, type and distribution of human resources, for appropriate planning and budgeting. 

• Identify indicators for human resources for health, service delivery and quality, which can be integrated 
into current reporting systems in order to provide inputs for careful planning and budgeting. 

• Identify financing sources/allocate financing for training the health workforce at all levels of the system in 
HIV prevention and treatment, including continuing medical education. 

• Identify strategies for absorbing key staff whose salaries are currently covered by donor funds, and 
strategies for compensating for the loss of incentives for those government staff receiving financial 
incentives.

• Develop a policy of financial and non-financial incentives for at least a minimum transition period to retain 
key trained and experienced human resources in high-prevalence areas, and for motivating government 
staff that will lose donor-funded financial incentives. 

• Review and revise criteria for regulating allowances/privileges for primary care workers to ensure that all 
commune health station staff is motivated to provide quality services, including for HIV. (Currently they 
are only made available to one fifth of commune health staff across the country.)
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LIST OF RECOMMENDATIONS

No. Section Recommendations

4.1. 1. High-impact health sector interventions

4.1.1 Condom 
programmes

1. VAAC and PACs should conduct regular assessments of the condom 
and lubricant market, including needs and willingness to pay 
among various groups of key populations, and the quality of the 
available condoms and lubricants, to inform an appropriate mix of 
distribution methods: (a) free distribution; (b) social marketing; and 
(c) commercial sales.

2. District coordinators, with support from PACs, should conduct 
rapid assessments to map the populations at high risk of sexual 
transmission, but with the least ability to pay, to inform needs and 
targeting of free condom distribution in each locality. They should 
also identify the best way to reach those populations. 

3. The Ministry of Health should work with relevant authorities to 
develop a quality assurance mechanism to regulate the quality of 
condoms in the market. This includes legislation and the mechanism 
to test condoms and lubricant against the quality standards. 

4. Work should be done with civil society organizations, PLHIV groups 
and key population networks to further promote consistent condom 
use among PLHIV, PWID, MSM and FSW, especially during sex with 
regular partners. 

4.1.2 Harm reduction for 
people who inject 
drugs 
 
Needles 
and syringe 
programmes

1. VAAC should provide guidance to PACs and district HIV 
coordinators to use available data and/or conduct rapid assessment 
to assess the ability and willingness to pay for NS, and determine the 
populations and situations where free distribution could make the 
greatest impact. 

2. VAAC and PAC should work with private sector manufacturers, 
wholesalers and retailers to enhance the availability of quality-
assured LDSS at lower prices; the benefits of LDSS should be 
promoted among pharmacies, peer educators and PWID. 

3. When the government or donor agencies are to procure the NS, 
product selection should take into consideration the preference of the 
target populations. 

4. The design of the social marketing of NS should be tailored to the 
local context, involving civil society organizations and the PWID 
network. 

5. Donor agencies, if supporting the procurement of NS for NSP, should 
identify the modalities by which to support procurement of quality 
LDSS. 

4.1.2 Harm reduction for 
people who inject 
drugs

Methadone 
maintenance 
therapy

1. VAAC, together with the Strategic Information Technical Working 
Group, should explore developing more streamlined but robust 
administration procedures that support quality and further scale-up 
of MMT services towards the national targets. 

2. Service delivery approaches involving primary health-care facilities 
should be assessed and expanded to deliver MMT services to PWID 
residing in remote areas.

3. Clients’ needs and their experience and satisfaction with the MMT 
programme should be regularly assessed, including among female 
PWID, to continuously improve the programme and services.

Annex 5: List of recommendations and action points
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4.1.2 Harm reduction for 
people who inject 
drugs

Overdose 
prevention 
and hepatitis C 
education

1. Overdose prevention and response should be incorporated into 
peer education programmes, accompanied by strategies to increase 
knowledge about and availability of naloxone. The aim would be 
for PWID to possess naloxone and be trained to use it when present 
during an episode of overdose. 

2. Education on HCV should be incorporated into peer education 
programmes.

4.1.3 Community 
outreach

1. Peer outreach should be reconceptualized by asking how greater 
reach and depth could be achieved within these communities and 
populations through stimulating and encouraging their broader 
participation in the response to HIV. Designating an institutional 
home for peer educators to ensure their continued engagement in 
HIV service delivery should be considered.

2. Governmental organizations and NGOs working with peer educators 
should support capacity-building of peer educators so that they can 
discuss with key populations the benefits of earlier diagnosis and 
immediate treatment, help create a demand for regular uptake of HIV 
testing, and support linkage to and retention in care and treatment.  

4.1.4 HIV testing and 
counselling

1.  VAAC should put major emphasis on exploring how to engage key 
populations more effectively into HIV testing:

a.  Examine HIV testing outcomes at all currently supported HTC  
 facilities. A close examination of recent programmatic data should  
 focus on the following elements: (a) the geographical and site- 
 level distribution of all HIV-positive individuals; and (b) within  
 the highest-burden regions, conduct a review of the combination  
 of the number of newly diagnosed individuals and HIV testing  
 prevalence by HTC facility.

b.  Evaluate and recommend the most promising community-linked  
 HIV outreach strategies aimed at increasing HIV testing outcomes  
 among key populations.

2. VAAC should pilot new HIV testing modalities to increase the 
diagnosis of key populations who have not yet been identified 
through traditional outreach and testing–referral approaches. Such 
efforts would provide more choices for key populations and their 
partners through community-based or self-testing options, in addition 
to a health facility-based testing modality. Confidentiality and quality 
should be ensured and the rights of the clients always respected.

3. VAAC should ensure that adequate staff training and supervision 
are provided to support best practices in HTC at both facility- and 
community-linked settings, and that the above initiatives are carefully 
monitored and evaluated.

4.1.4 HIV testing and 
counselling

Partner testing

1. Efforts should be further strengthened to promote testing uptake 
among sexual partners of already diagnosed HIV-positive individuals. 
VAAC and collaborating partners should review best or promising  
practices for testing sexual partners of already diagnosed HIV- 
positive individuals. Development and implementation of new  
strategies should be informed by: 

a.  a comprehensive assessment of voluntary counselling and testing  
 (VCT) and outpatient clinic facilities to identify clinics that have  
 successfully empowered their clients to refer intimate sexual  
 partners for HTC;

b.  compilation and review of recent interventions, including   
 VAAC–CDC’s PDI and other incentive strategies that support  
 key population members in referring their untested partners for  
 HIV screening; andc. new testing platforms, such as oral fluid  
 HIV self-tests, to allow HIV-positive individuals to improve HIV  
 screening of their previously untested sexual partners.  
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2. VAAC should work with HIV providers and key stakeholders,  
including representatives from civil society, and consider phased  
expansion of the most promising of the partner-testing strategies in  
high-burden areas. 

4.1.4 HIV testing and 
counselling 
 
Linking previously 
diagnosed HIV 
cases to care and 
treatment

1. VAAC should optimize its HIV case surveillance system through 
active and ongoing follow up of individuals who have been 
previously diagnosed but are not currently benefiting from HIV care. 
Development and implementation of effective techniques should be 
informed by: 

a.  use of qualitative or other formative research in targeted regions to  
 uncover the reasons for linkage failure;

b.  application of these findings to increase the number of key  
 populations and other groups engaged in culturally competent,  
 supportive HIV care services; and

c.  engagement of key population community members to inform  
 and facilitate the most promising methods for engaging   
 individuals who have been reluctant to access HIV care services.

4.1.4 HIV testing and 
counselling

Enhancing 
laboratory capacity 
for HIV testing

1. Training provided by national, regional and provincial laboratories 
to the lower levels should be enhanced to include emphasis on the 
principles of quality management in order to introduce the change 
in mindset that quality management requires. In the longer term, a 
module on quality management for laboratories should be included 
in relevant tertiary courses.

2. The level of resourcing (human, financial) needed in PACs and 
regional/national laboratories to cope with the additional training 
and monitoring demands created by decentralization should be 
reviewed by VAAC, together with both NIHE and the Pasteur 
Institute. Further, NIHE and the Pasteur Institute should document 
and adopt standardized national procedures for laboratory 
supervision and performance management.

3. An external quality assurance (EQA) programme that uses whole 
blood as the sample type should be developed.

4.1.4 HIV testing and 
counselling

Regulation of test 
kits

1. The Ministry of Health should review the process for approval of 
test kits in its efforts to establish effective national regulation of 
diagnostics.

4.1.4 HIV testing and 
counselling

HIV testing 
algorithms

1. Application of the national HIV testing algorithms should be 
strengthened for all settings (e.g. high throughput, low throughput, 
point-of-care, blood donor) and defined in national regulations.  

2. As new technologies are introduced, the algorithms should be 
reviewed for ongoing optimal effectiveness.

4.1.5 HIV treatment and 
care

Increased access to 
viral load testing

1. The review team recommends that HIV VL testing on currently 
available platforms should be selectively implemented but not widely 
decentralized.

2. Results from ongoing pilot studies should be used to inform the 
feasibility of different options for increasing access to VL testing, in 
particular, the use of DBS to facilitate sample collection and transport.

3. In the future, POC VL testing could be implemented strategically, 
following a thorough analysis of its feasibility and cost–effectiveness.
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4.1.5 Antiretroviral 
treatment 

1. Earlier initiation of ART should be further pursued.

a.  National guidelines for ART should support earlier initiation of  
 ART, at a CD4 count of 500 cells/mm3, and immediate ART for  
 key populations and pregnant women.

b.  Earlier initiation of ART needs to be accompanied by improved  
 case-finding to ensure early testing and linkage to care, and  
 adapted counselling support.

c.  Attention should be paid to reinforcing current provisions for  
 immediate initiation of ART, including among people coinfected  
 with active TB and hepatitis B infection with severe liver disease.

2. Decentralization of ART to primary care should continue.

a.  VAAC should develop a plan and policy framework to support  
 decentralization of ART to the primary care level.

3. Rationalization of ART monitoring is recommended.

a.  The number and frequency of laboratory tests for monitoring side- 
 effects should be rationalized.

b.  An implementation plan should be developed to increase the  
 coverage of VL testing across different levels of the health system,  
 including through the use of DBS.

c.  Negotiations need to be undertaken to further reduce the cost of  
 VL testing.

d.  The strategic adoption of POC VL technologies should be   
 considered as these become available in the coming years.

e.  Provision should be made for access to third-line ART.

4.1.6 Prevention of 
mother-to-child 
transmission 
(PMTCT) of HIV 
and congenital 
syphilis

1. Current recommendations for universal provider-initiated HIV and 
syphilis testing for pregnant women are still valid. However, with the 
low yield of HIV testing, with no or very few HIV cases detected in 
some provinces, a careful examination of HIV testing outcomes and 
thresholds for HIV testing in pregnant women should be explored to 
inform a strategic approach to HIV testing in pregnant women.

2. In view of declining resources, efforts should continue to include HIV 
and syphilis testing in a basic ANC package while the aforementioned 
examination is ongoing. 

4.1.7 Towards a 
functional 
continuum of 
prevention, 
diagnosis and care

1. VAAC should ensure guidance to the provinces to strengthen the 
roles of district HIV coordinators, who should be authorized and 
supported to facilitate collaboration among preventive, curative and 
community service providers engaged in the HIV response in the 
district. 

2. Districts with a high- and medium-HIV burden should have a 
functional mechanism to link various HIV service providers in the 
district and to address HIV programmatic issues in a holistic manner. 
Such a forum should meet on a regular basis, with the district HIV 
coordinator acting as the secretariat. 

3. HIV service providers at preventive and curative health system 
facilities and communities should develop a shared vision and goal, 
which supports the national targets of the HIV response. 

4.2 Systems to support the health sector response to HIV

4.2.1 Strategic 
information

1. The review team recommends that VAAC support the shifting of 
emphasis to subnational data use, and that VAAC increases efforts 
to provide guidance, standards and technical support to provinces 
on how to customize their strategic information systems and the 
workforce in ways that are appropriate and sustainable for their own 
epidemic situations. 
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2. VAAC and its partners should consider transitioning toward a 
national surveillance system that strategically prioritizes a subset 
of locations to produce a robust set of data that can serve national 
needs, with the largest share of surveillance resources allocated to the 
highest-burden provinces. 

3. The review team suggests that consideration be given to significantly 
reducing the amount of detailed data sent to the next level through 
the routine reporting system. Focused efforts should be invested in 
improved programme monitoring data, including testing data for key 
populations, reporting of HIV cases, the sizes of key populations, and 
the profile of people being tested. This will require strengthening the 
skills of outreach staff and counsellors.

4.2.2 Laboratory 1. As decentralization of testing proceeds to POC settings, EQA 
programmes will need to be developed to provide whole blood 
specimens (to mimic finger-stick) instead of serum/plasma. This 
is particularly important because some rapid tests use a different 
procedure for finger-stick and serum/plasma specimens.

4.2.3 Procurement 
and supply 
management

Prevention 
commodities

1. For harm reduction supplies such as condoms and NS, VAAC should 
take the preferences of key populations into account, and their 
feedback should be used to guide product selection and award for the 
next procurement round. 

2. Consider using carton sharps containers. These boxes are less 
expensive and less voluminous to transport than plastic ones. 

3. Global Fund grants for methadone should include naloxone in 
adequate proportion.

4. When possible, VAAC should centralize and pool procurement of 
prevention commodities, including harm reduction supplies. 

5. Centralization of procurement should then be followed by effectively 
channelling procured products into central warehouse and unified 
distribution system that delivers directly to the outpatient clinics, thus 
bypassing PACs (as is already the case for ARVs and methadone). 

6. Storage conditions and stock management of NS, sterile water vials, 
condoms, lubricants and naloxone should benefit greatly from better 
guidance, frequent supervisory visits and re-equipment.

4.2.3 Procurement 
and supply 
management

Laboratory test kits 
and reagents

1. To the extent possible, VAAC should centralize and pool the 
procurement of all HIV test kits and reagents. This will enable 
product harmonization (especially rapid tests), and increase 
bargaining power and economies of scale. 

2. Centralization of procurement should be followed by effectively 
channelling the procured products into the central warehousing and 
unified distribution system. This will maximize the utilization of 
current warehousing and transportation resources. 

3. Harmonization of CD4 and VL machines is necessary to negotiate 
further maintenance contracts at a lower price and for better service. 
This point will be critical for meeting the ambitious scale-up targets 
for CD4 and VL testing.

4.2.3 Procurement 
and supply 
management

Storage conditions 
and stock 
management

1. Storage conditions and stock management need strengthening with 
better guidance, recurrent supervisory visits and maintenance of 
equipment.
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4.2.3 Procurement 
and supply 
management

Supply chain 
considerations

1. VAAC should transform the Working Group on ARV/MMT 
Quantification into a supply chain task force and coordinate the 
overall supply chain. This should be undertaken soon to show 
outcomes by the end of 2015.

2. VAAC should develop a proposal to use available donor funding 
(e.g. World Bank and Global Fund’s Health Systems Strengthening 
grant) to create and implement a unified procurement and 
supply management (PSM) information system (reporting, stock 
management and re-ordering). This information system should 
encompass all products required for HIV prevention, testing and 
treatment.

4.3 HIV services and health systems

4.3.1 Service delivery 1. An integrated service delivery model that includes HIV and other 
health services, and can offer chronic care management should be 
explored. It would result in financial, human and physical resource 
efficiencies. VAAC should strengthen guidance to tailor service 
delivery models to the HIV burden and local geographical context, 
and set standards to ensure the quality of services at all levels. 

4.3.2 HIV services and 
health systems

1. Current human resources delivering HIV prevention and treatment 
services at different levels of the health system (roles, functions, salary 
arrangements etc.), and current vacancies within the system should 
be assessed, to address short-term staffing gaps and to plan and cost 
comprehensively for the longer term – within the broader context of 
an overall human resources strategic plan. This would serve as a basis 
for the Government’s transition plan.

2. The functions and roles of key staff should be redefined for effective 
task-shifting, and absorbing human resources into the mainstream 
system. Task-shifting should be encouraged. Quality measures need 
to be monitored to make sure standards are maintained when roles 
are redefined and staffing restructured. New civil servant posts could 
be created for highly specialized HIV health workers (currently donor 
funded), who could also contribute to training and mentoring health 
workers at lower levels of the health system.

3. Intensive training should be provided where it is needed, focusing on 
the grass-roots health workforce. In-service training should be based 
on an assessment of training needs, and should be carefully planned, 
standardized, coordinated and tracked/monitored. On-the-job and 
ongoing training should be emphasized, and supportive supervision 
provided to staff over the longer term. The use of telemedicine should 
be maximized for in-service training and for longer-term supportive 
supervision and coaching.

4. Sustainable, long-term financing of human resources should be 
ensured through appropriate planning and budgeting. 

4.3.5 Financing 1. The Government needs to establish a system for central procurement 
of ARV medicines using health insurance funds to ensure quality, 
affordability and sustainability. This is an essential step for the health 
insurance system to pay for ARV medicines for insured HIV patients. 

2. Enrolment of PLHIV into health insurance should be promoted. To 
accelerate enrolment by currently uninsured PLHIV, consider using 
tax revenues to fully subsidize the insurance premium, and providing 
copayment, considering the fact that many PLHIV are poor and have 
limited ability to pay.

3. Funds should be ensured to cover the costs for uninsured patients, 
so that they can continue HIV treatment and other essential services 
using tax-based financing and ODA funds, until the time when they 
are enrolled in health insurance. 
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4. Population-based prevention and key public health functions (such as 
surveillance and monitoring) should be gradually financed by the tax 
revenues of the central and local governments. 

5. VAAC needs to continue working with the Department of Planning 
and Finance and the benefit package technical group to optimize the 
package of HIV services in the health insurance schemes.

6. Delivery of quality HIV services should be strengthened by an 
appropriate SHI payment mechanism.

7. A further step would be to improve the effectiveness of coverage, 
i.e. to improve the equity and quality of services, and reduce OOP 
payments for people who are insured. In this regard, strengthening 
the implementation and performance of SHI is key.

4.3.6. Towards a 
sustainable supply 
of ARV medicines

1. Conduct overall analysis of the current situation, the stakeholders, 
and barriers to registration and importation of ARV medicines to 
identify potential solutions. 

2. Collaborate with relevant stakeholders, especially the Drug 
Administration of Viet Nam, to address legal and regulatory matters, 
including the revision of the pharmaceutical law planned in 2015.

4.4 Enabling environment

4.4.1 Considerations 
for MSM and 
transgender 
populations

1. VAAC should consider strengthening strategic information on HIV 
risk among MSM and transgender populations with an initial focus 
on cities to inform potential policies, strategies and practices. 

2. The capacity to respond to the fast-growing HIV epidemic among 
Vietnamese MSM in urban settings should be considerably enhanced 
through making use of existing expertise in the Region

3. To this end, VAAC should support the expansion of community 
networks and build on the existing formal and informal knowledge 
and experience to enhance project implementation. This could include: 
attention to the diversity of MSM and transgender populations; 
sexual networks and practices; factors affecting health and service 
access; needs for HIV prevention and treatment; sexual health; and 
identifying the core features of an effective, evolving response.

4.4.6 Administrative 
violation and 
detention

1. The Government of Viet Nam should accelerate the shift towards 
voluntary community-based drug dependence treatment, and closure 
of compulsory drug treatment centres. 
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