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NOTE 

The views expressed in this report are those of the participants who attended the Meeting 
on the Development of the Regional Strategy for Harm Reduction in Asia and the Pacific, 2010-
2015 -Confronting HIV Among People Who Inject Drugs and do not necessarily reflect the 
policies ofWHO. 

This report has been prepared by the World Health Organization Regional Office for the 
Western Pacific for governments of Member States in the Region and for those who participated 
in the Meeting on the Development of the Regional Strategy for Harm Reduction in Asia and the 
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SUMMARY 

The Meeting on the Development of the Regional Strategy for Harm Reduction in Asia 
and the Pacific 2010-2015- Confronting HIV among People Who Inject Drugs was held in 
Kuala Lumpur, Malaysia from 7 to 9 December 2009. 

The objectives of the meeting were: 

(1) to review the progress and identify barriers in implementing the Biregional Strategy 
for Harm Reduction 2005-2009; 

(2) to critique and formulate the final draft of the Regional Strategy for Harm 
Reduction in Asia and the Pacific 2010-2015; and 

(3) to identify steps to implement the Regional Strategy for Harm Reduction in Asia 
and the Pacific 2010-2015 towards universal access to prevention, care, support and 
treatment for people who use drugs and are at risk ofHIV/AIDS. 

The agenda included sessions on the global context for HIV response in relation to drug 
use; a Regional overview on the situation of HIV and drug use; an overview of the draft Regional 
Strategy for Harm Reduction in Asia and the Pacific 2010-2015; establishing and scaling up 
comprehensive harm reduction (HR) services; priority issues across the Region; the future of HR 
in the Region over the next five years; and the next steps to complete the Regional Strategic 
Framework. 

Through the case studies from specific countries and mapping of HR programmes in the 
Region, it is clear that while the global HIV epidemic is stable, the Regional epidemic is 
concentrated and targeted intervention at a large scale is required. Particular importance must be 
given to people who inject drugs (PWID) because of their important role in advocating for an 
enabling environment for HR programmes. Scaling up ofHR must be on a rights-based 
approach, thus requiring key players to overcome legislative obstacles. It was acknowledged that 
law enforcement and public health efforts can be integrated to create an optimal environment for 
HR programmes to operate effectively. 

New and emerging challenges in the Region include the growth of amphetamine-type 
stimulants (ATS) usage and coinfection ofHIV and hepatitis C. The effectiveness and efficiency 
of compulsory treatment was debated. An evidence-based approach that has demonstrated cost
effectiveness should be the way forward. There was also a clear message that countries must 
look at national resources to fund their HR programmes to ensure long-term sustainability since 
financial support from international aid agencies is clouded with a great deal of uncertainty 
because of shifting global priorities and volatile financial markets. 





1. INTRODUCTION 

A Meeting on the Development of the Regional Strategy for Harm Reduction in Asia and 
the Pacific 2010-2015 -- Confronting HIV among People Who Inject Drugs was held in 
Kuala Lumpur, Malaysia, from 7 to 9 December 2009. Since the Biregional Strategy for Harm 
Reduction-- HIV and Injecting Drug Users 2005-2009 was adopted in 2009, new challenges and 
issues have emerged. These include, among others, new drugs such as amphetamine-type 
stimulants (ATS) being injected, the growing importance of coinfection with hepatitis C and the 
need to scale up the response to meet the changing contexts and dimensions of the HIV/AIDS 
epidemic. A draft strategy for the period 2010-2015 was formulated to guide the work of WHO 
and partners in this important area. 

1.1 Objectives 

(1) To review the progress and identify barriers in implementing the Biregional 
Strategy for Harm Reduction 2005-2009. 

(2) To critique and formulate the final draft of the Regional Strategy for Harm 
Reduction in Asia and the Pacific 2010-2015. 

(3) To identify steps to implement the Regional Strategy for Harm Reduction in Asia 
and the Pacific 20 I 0-2015 towards universal access to prevention, care, support and 
treatment for people who use drugs and are at risk ofHIV/AIDS. 

1.2 Meeting participants 

The meeting was attended by 24 government representatives from different sectors 
involved in programmes in the area of harm reduction among people who inject drugs of 
12 countries of the South-East Asia and Western Pacific Regions and representatives and 
observers from other partners such as the Australian Agency for International Development, the 
Global Fund to Fight AIDS, Tuberculosis and Malaria, the HIV/AIDS Asia Regional 
Programme, the Ikhlas Drug User Programme, the Office of the United Nations High 
Commissioner for Human Rights, the Open Society Institute, the Joint United Nations 
Programme on AIDS (UNAIDS) Cambodia, the UNAIDS Regional Support Team for Asia and 
Pacific, the United Nations Office on Drugs and Crime, the United Nations Regional task Force 
on Injecting Drug Use and HIV/ AIDS for Asia and the Pacific, the United States Agency for 
International Development, the University of Tokyo and the World Bank. 

Resource personnel from the University of Adelaide, the Macfarlane Burnet Institute, the 
University of Malaya Medical Centre, the Sahara Centre for Residential Care and Rehabilitation, 
the Ministry of Narcotics Control (Pakistan), the TREAT Asia, Lawyers Collective, St. Vincent's 
Hospital, Medan Aceh Partnerships and a senior consultant and a consultant psychiatrist were 
invited as temporary advisers. 

The participant list is attached as Annex I . 

I.3 Organization of the meeting 

The meeting was organized to review the progress made under the current strategy and to 
finalize the regional strategy during the period 2010-2015. Methods used in the meeting were 
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country presentations, plenary sessions and small group discussions. The meeting's programme 
of activities is attached as Annex 2. 

2. PROCEEDINGS 

2.1 Global situation on harm reduction 

The importance of harm reduction as one of the effective tools in responding to the health 
consequences of people who use drugs (PWUD) started in the 1970s at the United Nations when 
it was included in the 20th report by the WHO Expert Committee on Drug Dependence. 
Following this, in the 1998 United Nations General Assembly Special Session (UNGASS) 
Declaration on World Drug Problem meeting, harm reduction once again was discussed. This 
was followed quickly by a position paper titled Preventing the Transmission of HIV among Drug 
Abusers. The 2001 UNGASS Declaration of Commitment on HIV/AIDS, which was adopted by 
all Member States, included a strong commitment on harm reduction. Most recently, in 2009, 
the Commission on Narcotic Drugs (CND), the Programme Coordinating Board (PCB) and the 
Economic and Social Council explicitly mentioned and stressed the importance of harm 
reduction strategies to be implemented for people who use drugs in reducing drug-related harm. 

As of2009, 33.4 million people were living with HIV worldwide with a total of 148 
countries reporting the presence of injecting drug use. Of that, 127 countries have reported HIV 
among its injecting drug users (IDU) population, with most countries reporting a concentrated 
epidemic among this population and in some with prevalence of HIV among IDUs exceeding 

I 
more than 1%. While a large number of countries have reported significant prevalence ofHIV 
among IDUs, only a handful of those countries have effective HR programmes in place for its 
drug-injecting population. In summary: 

2 

(1) Only 82 countries support HR. 

(2) Only 71 have included HR in its national policy. 

(3) Only 77 countries have a needle and syringe programme (NSP) . 

(4) Only 63 countries have opiate substitution therapy (OST). 

A technical guide on a comprehensive package of evidence-based interventions to reduce 
drug-related harm with emphasis on public health and human rights is available to guide 
countries in implementing effective HR programmes. There is more scientific evidence available 
now that has demonstrated that comprehensive programmes are effective and, by implementing 
them, the epidemic can be prevented, slowed or reversed. A comprehensive HR package 
includes: 

I 

2 

(1) Needle and syringe programme (NSP); 

(2) Opiate substitution therapy (OST); 

Lancet, September 24, 2008;001:10.1016 

Cook C & Kanaef,N :The Global State of Harm Reduction 2008: Mapping the Response of Drug-Related HIV and 

Hepatitis C Epidemic; International Harm Reduction Association, 2008. 
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(3) Voluntary testing and counseling (VCT); 

(4) Antiretroviral therapy (ART); 

(5) Sexually transmitted infection (STI) prevention and treatment; 

(6) Condom programming; 

(7) Targeted information, education and communication (IEC); 

(8) Vaccination, diagnosis and treatment of viral hepatitis; and 

(9) Diagnosis and treatment of tuberculosis. 

The composition of a comprehensive package is defined clearly for countries to prevent or 
slow down the epidemic among IDUs, but an HR programme only can yield expected outcomes 
if it has these four key elements: supportive policies and an enabling environment, 
implementation of evidence-based programmes, optimal coverage of the programme and a good 
quality programme. 

While a small selection ofHR programmes are implemented by few countries globally, 
there are several key areas where discussion and debates are under way to achieve consensus on 
what is needed and how this can be measured effectively and efficiently by countries at different 
stages of both the IDU and HIV epidemics. There is a clear lack of definitions and indicators on 
how to monitor progress on availability, coverage, quality and implementation of HR 
programmes. 

2.2 Regional overview 

2.2.1 South and Southeast Asia 

The situation and response to injecting drug use and HIV varies in the Asia Pacific 
Region. It is estimated that 661 000 of IDUs who are HIV -positive are living in East Asia and 
the South East-Asia Region. In South Asia, the number ofiDUs who are HIV- positive has been 
growing steadily and is estimated at 74 500 followed by a small group in the Asia Pacific Region 
at 500. Estimated HIV prevalence among people who inject drugs (PWID) from various 
countries from East and Southeast Asia is illustrated below in Figure 1: 
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Figure 1: Estimated number of people who inject drugs and HIV prevalence 
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A mapping of the policies on HR, availability ofNSP and OST in the Region indicates 
clearly that provision ofNSP and OST services have increased significantly with more countries 
in the Region supporting HR in its national policy. But it is still not sufficient in providing 
optimal coverage that is required to slow down the spread of HIV and viral hepatitis among 
IDUs. Further analysis showed that despite the increased number ofHR programmes 
implemented by countries in the Region, it is still far from reaching the 2010 universal access 
target. In summary, only 12.5% ofiDUs who need NSP have access to the service and only 
about 5.4% people who use drugs are currently receiving OST in the Region. 

In addition to the numerous challenges faced in providing HR services and achieving 
adequate coverage, resources allocated for HR are grossly insufficient. It is estimated that 
US$ 500 million was required in 2009 for HR programmes, with 37% allocated for medicines 
and consumables, 30% for supporting the work force, 16% for advocacy programmes to create 

3 
an enabling environment and 10% on technical support. While a large proportion is spent on 
medicine, both hepatitis C and tuberculosis treatment are not included in this cost calculation 
even though it is part of the recommended comprehensive package. The estimated total cost 
required in the next seven years to scale up and meet universal coverage targets for 2015 is more 
than US$ 2 billion. It is clear that there is a big resource gap and, without addressing this, 
funding and support for HR programmes are not sustainable with the shifting of global priorities 
to climate change, security and a volatile financial crisis. The major challenges for scale up of 
HR in the Region are outlined below: 

(1) Continued legal and policy barrier and a zero tolerance approach to drug use; 

(2) Stigma and discrimination associated with drug use and HIV; 

(3) Reported harassment by police of people who use drugs (PWUD); 

( 4) Absence, or limited availability, of research, surveillance data, monitoring and 
evaluation data to inform planning of a national HR response; 

(5) Limited government and service provider capacity and infrastructure for service 
delivery; 

(6) Over-reliance on an institutional approach to addressing illicit drug use; 

(7) Changing pattern of drug use; and 

(8) Limited engagement ofPWUD in design, implementation and monitoring of the 
response. 

2.2.2 The Pacific 

The proportion ofHIVIAIDS cases in the Pacific has been increasing since 1984. 
Cumulative data from 1984 to 2006 shows that a large proportion of HIV I AIDS cases are 
reported in Papua New Guinea (94.1 %), followed by New Caledonia (1.5%), French Polynesia 

4 
(1.4%), Fiji (1.2%), Guam (0.9%) and others (0.9%). While IDU activities are still relatively 
small, countries in the Federated States of Micronesia, the Marshall Islands, American Samoa, 
Guam, the Commonwealth of the Northern Mariana Islands and Palau have reported IDU 
activities among its youth population. 

3 
UN AIDS, UNO DC :Estimation of resource Needs and Availability for HIV Prevention and Care among People Who 

Inject Drugs in Asia, July 2009. 

4 
Coghlan eta!, Bumet Institute, HIV in the Pacific: Summary of surveillance data, 2007. 



5 

Poor data collection and an ineffective sharing network lead to a lack of understanding 
about substance use in the Asia Pacific Region. More data collection is required using 
appropriate tools and matrixes for sentinel surveillance for the Pacific. While existing data 
collected from the Pacific island countries showed that the percentage ofHIV caused by injecting 
drug use is low if compared to sexual transmission, nevertheless there is a potential for the 
spread ofHIV through injecting drug use if this is not addressed. 

The immediate challenges to be addressed in the Pacific are: 

(1) Improve data collection through sentinel surveillance; 

(2) Include HR in Pacific island countries' HIV/ AIDS national policy; 

(3) Create an enabling environment; 

(4) Establish a data-sharing accessing network to reduce waste in resources and 
overlapping funding; and 

(5) Improve law enforcement and drug control policy in the Region. 

2.3 Establishrn g and scal ing up hann reduction services - country case studies 

2.3.1 Malaysia 

The first HIV I AIDS case in Malaysia was reported in 1986 and the number of HIV cases 
reported has increased steadily since then. As of December 2008, a total of 84 630 HIV-positive 
cases have been reported, and it is estimated that there are 72 041 people living with HIV/AIDS 
(PLWHA) in Malaysia. Malaysia has a concentrated epidemic among its IDU population, which 
accounts for 71.2% ofHIV-positive cases in the country. 
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Figure 2: Malaysia: 2000- 2008: Reported HIV positive cases categorized by risk factor followed by 
sexual transmission which accounts for 17.4%. 
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Harm reduction is part of the National Strategy on HIV/AIDS 2006-2010. Malaysia has 
set a target of providing OST, primarily methadone maintenance therapy (MMT), to 25 000 
PWUD and to service 15 000 IDUs through its NSP by 2010. Besides these two HR 
interventions, Malaysia slowly has been incorporating all of the other essential services 
recommended as a comprehensive package, but the expansion of service does not include the 
provision of viral hepatitis and tuberculosis treatment. 

The OST programme was started in October 2005 and there are 151 MMT centres 
nationwide, with 11 of these being the prison prerelease programme. As of September 2009, a 
total of 6538 patients were receiving MMT through these 151 centres with a retention rate of 
71.1 %. As of September 2009, the NSP had serviced about 3307 IDUs who received NSP 
service at least once in the last nine months. The average return rate for all ofthe 23 sites 
combined is 66.4%. Some of the challenges in scaling up HR initiatives in Malaysia are: 

(1) Increasing the number of sites for OST and NSP to reach optimal coverage. 

(2) Creating an enabling environment and harmonizing public health initiatives with 
drug and law enforcement. 

(3) Lack of capacity at both government hospital and nongovernmental organizations 
(NGOs) for expansion and delivery of quality programmes. 

2.3.2 China 

The policy environment and law enforcement in the country provide a general framework 
for treatment provision for IDUs. The existing structure of a community-based MMT 
programme has shown to be effective. Currently, expansion of the MMT programme across the 
provinces and mobile MMT vans are in operation in 1 0 provinces. The MMT has achieved 
growing coverage and has been shown to be effective in preventing HIV infection, reducing 
heroin usage and demand for street-based heroin. 

There also has been HIV I AIDS prevention education, testing, patient management on 
collaboration services and MMT promotion in penitentiary settings. Other services include IEC 
and antistigma at community levels; voluntary testing and counseling to high-risk groups; 
sexually transmitted infection (STI) diagnosis and treatment; care and antiretroviral therapy; 
condom promotion; social support; and a TB/HIV coinfection and referral system. The 
challenges for China in expanding its HR activities are: 

(1) To create an enabling policy environment and multisectoral cooperation. 

(2) To expand HR services coverage to IDUs with limited access to the MMT. 

(3) To enhance capacity-building of staff and to make the MMT clinic a platform for 
comprehensive intervention and social support. 

(4) To create awareness of poly substance use and growing prevalence of new types of 
drugs such amphetamine-type stimulants (ATS). 

(5) Treatment ofHIV/HCV/TB coinfection in a coordinated mechanism. 

2.3.3 Bangladesh 

As of2009, the official estimate ofiDUs in Bangladesh was between 20 000 to 40 000 and 
estimated prevalence differs widely across major Bangladesh cities. Bangladesh national 
sentinel surveillance data observed that Dhaka is faced with a concentrated HIV epidemic among 
its IDUs. 
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The first HR initiative started in Bangladesh in 1998; it reached out to 9400 IDUs in 23 
districts. Between 2004 and 2009, NGOs such as CARE Bangladesh and the PADAKHEP NGO 
together with the Bangladesh National AIDS/STD Programme have implemented HR activities 
nationwide in 35 districts that serviced 10 415 IDUs through 93 drop-in centres (DICs) with 
coverage of 59%. The HR programme in Bangladesh includes most of the key components of 
the recommended comprehensive package, but like many of its neighbours, the HR programme 
is yet to include treatment of viral hepatitis and tuberculosis. Besides the success in expanding 
and implementing NSP services, OST still is lacking in these major cities. There are several 
challenges identified for Bangladesh in scaling up its HR programme: 

(1) Insufficient funds to implement and sustain scaling-up activities. 

(2) Creating an enabling environment to reduce unlawful treatment of drug users. 

(3) Synchronizing law enforcement, drug policy, public health and human rights. 

(4) Implementing an OST programme and expanding the coverage ofNSP to both men 
and women IDUs. 

(5) Reducing stigma and discrimination faced by IDUs and PL WHAs. 

2.3.4 India 

As of2007, 2.3 million PLWHAs were living in India. India is facing a concentrated 
epidemic with a high HIV prevalence among specific high-risk groups- men having sex with 
men at 7.4% followed by IDUs at 7.2% and female sex workers at 5.1 %. It is estimated that 
there are 96 463-189 729 male IDUs and 10 055-33 392 female IDUs. High HIV prevalence 
among IDUs is observed in several states such as Maharashtra (24.4%), Manipur (17 .9%), Tamil 
Nadu (16.8%), Chandigarh (8.6%), Punjab (13.8%), Delhi (10.1 %), Orissa (7.3%), Kerala and 
West Bengal (7.8%). There also was a growing hepatitis C infection among IDUs that were 
identified in these major states. 
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There are several targeted interventions (TI) implemented for people who use drugs 
(PWUD) that operate in 12 Indian states. As of March 2010, India seeks to open 250 targeted 
intervention sites that will reach out to 190 000 PWUD by 2012. Services such as NSP and OST 
are available at these sites. There are 49 TI sites offering OST, primarily buprenorphine, that 
services about 4900 patients. While antiretroviral therapy (ART) is available in India, very few 
IDUs receive treatment. Below is a snapshot of the distribution ofNSP and OST programmes in 
India: 

-· 
, . 

.... 

.• 

" > 

.. 
·--· ··~ 

I • 

,.......,,, , flra • :h .f"" 
·'" 

' lLn n-1' tlld "' 
1 .,-.!w . I 

-r• 
' 

r 

r 

Figure 4: Distribution on NSP and OST programmes in India 

' .. 

...... 

T1 site 

r' CST centre 

. ... 

While India has 45% coverage ofNSP for IDUs nationwide, many of the TI sites still lack 
key HR components, primarily OST. Therefore, several key challenges in service coverage and 
other gaps still exist, such as: 

(1) Poor linkages between NGO-run treatment centres and government-run health care 
centres and among services such as ART, OST and tuberculosis. 

(2) A majority of the National AIDS Council-supported programmes are concentrated 
in northeastern states, limiting funding to implement HR activities for PWUD in 
other states. 

(3) The lack of capacity of organizations undermines the quality ofHR activities that 
are implemented. 

(4) OST coverage is too small to have a tangible impact. 
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(5) HR programmes are not modified to address the changing nature of drug use, 
specific gender needs and in effectively addressing coinfection such as HIV, viral 
hepatitis and tuberculosis. 

2.3.5 Australia 

Australia has been at the forefront of the HR movement since it started implementing HR 
in 1982, 15-20 years earlier than many of the East Asian and Southeast Asian countries. HR was 
adopted as the official national policy in 1985. The prevalence ofHIV among Australian IDUs 
is established at 1%-2%. Yearly, 32 million needles and syringes are distributed to IDUs in 
Australia. Australia was able to demonstrate that its NSP programme between 2000 and 2009 
was able to prevent 32 000 new HIV infections and 100 000 new hepatitis C infections. While 
its HR programme costs Australian taxpayers US$ 205 million, it had enormous savings on 

5 
health care cost, which was US$ 1.08 billion. 

While between 1997 and 2007, Australia's law enforcement took a tough stand in reducing 
the supply of heroin into the country and increased its budget on supply reduction, HR initiatives 
were scaled up continuously and its stakeholders were able to synchronize its drug policies with 
public health policies, thus increasing IDUs' access to HR services. Australia's universal health 
care system and a low HIV prevalence have kept tuberculosis incidence and prevalence relatively 
low. 

2.4 Priority issues for scaling up hann reduction programmes in the Asia Pacific Region 

There are several emerging issues that have been identified as key factors to be addressed 
in setting priorities for the Region. While it is indisputable that HR programmes have to be 
scaled up with the incremental inclusion of key interventions as outlined in the comprehensive 
package of each country to reduce drug-related harm faced by PWUD, several other concurrent 
areas have to be tackled to ensure continuity and sustainability of HR programmes in the Asia 
Pacific Region. 

2.4.1 People who use drugs -community involvement 

In all of the country case studies presented, one of the common barriers identified is 
creating an enabling environment to implement and sustain HR programmes. It is important to 
ensure access and availability ofHR services to PWUD. The involvement ofPWUD is one of 
the key factors in the effort to synchronize drug and public health policies, which in tum will 
create a more conducive environment for HR initiatives. 

The Declaration of Commitment on HIV/ AIDS clearly states that the full participation of 
PL WHAs is vital to confront stigma, to eliminate all forms of discrimination and to enforce 
legislation that supports human rights. The United Nations Human Rights Council passed a 
resolution to ensure access to all, without discrimination, of essential medicine and to expand 
access to essential commodities that includes sterile injecting equipment and HR efforts related 

6 
to drug use. 

5 
Return on Investment 2: Evaluating the cost effectiveness of needle and syringe program in Australia, 2009. 

6 
United Nations Human Rights Council, Reference: NHRC/12/L.23 and A/HRC/12/L.24. 
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The realization of these human rights is only possible if PWUD are involved in the design, 
implementation and evaluation ofHR programmes at regional and national levels. The 
establishment of a network such as the Asian Network of People Who Use Drugs (ANPUD) is a 
step in the right direction. ANPUD was conceptualized at the gth International Congress of AIDS 
in Asia and the Pacific (ICAAP) in Colombo, Sri Lanka, and covers South Asia and the South
East Asia Region. The formation of ANPUD is based on the principle of"Meaningful 
Involvement of People Who Use Drugs" in making positive changes in the lives ofPWUD. The 
objectives of ANPUD are: 

(1) Advocate for policy synchronization, decriminalization, reduced stigma and 
discrimination. 

(2) Advocate for access to diverse and locally-driven HR approaches and voluntary, 
ethical and evidence-based drug treatment in the Asia Pacific Region. 

(3) Advocate for access to hepatitis C treatment for drug users. 

(4) Collaborate with groups, organizations and agencies to promote effective and 
meaningful participation of PWUD in the regional response to HIV and drug use. 

(5) Create a platform and common voice for Asian PWUD through presentation and 
involvement in various forums where drug use and drug users are discussed. 

(6) Support the establishment of a national PWUD network to ensure participation at 
the national HR programming level. 

As part of continuing strategies for scaling up HR activities, ANPUD has identified 
several key areas that need to be addressed in Asia: 

(1) Data collection to estimate size ofPWUD in geographical area concentrated with 
high-risk groups. 

(2) Consensus on optimal dosage of OST that is linked to additional services such as 
nutrition, TB treatment, STI treatment and antiretroviral (ARV). 

(3) OST to be provided in prison to enable continued treatment. 

2.4.2 Synchronization of drug policy, law enforcement and public health 

It has been acknowledged in several research findings that traditional policing has an 
unanticipated negative impact on the response to HIV. A research finding from the Americas 
showed that the extent of legal repressiveness is associated with higher HIV prevalence among 

7 
people who inject drugs. In Canada, research conducted into police crackdowns found that there 
was no reduction in drug use frequency or drug prices but an increase in drug-related sex trade 

and rates of unsafe syringe disposal. 
8 

While HR policies are included in many of the Asia Pacific countries' national HIV/AIDS 
policies and strategies, they are not always prioritized or budgeted. It is important for a national 
HIV I AIDS strategy to have PWUD receive equal facilities, opportunities and protection accorded 

7 
Freidman S eta!: Relationship of deterrence and law enforcement to drug related harm among drug injectors in US 

metropolitan area, AJDS 2006; Vol20 No I, 93 -99 Lippincott Williams and Wilkins. 

8 
Wood E et al: Displacement of Canada's largest public illicit drug market in response to a police crackdown, CMAJ, May 

2004; 170(1 0). 
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by HR policies, but this is a challenge when HR and HIV policies often conflict with drug 
control laws. The framework of drug laws in the Region can be classified into: 

(1) "prohibition", intended to set a penalty for offences; 

(2) "regulation" to authorize; 

(3) "welfare", intended to provide help in treatment and rehabilitation; and 

(4) "power and procedure", intended to enforce the above. 

Providers ofHR interventions potentially could face penal or drug law charges related to 
abetment, criminal conspiracy, common intention, possession, distribution and supply, 
consumption or allowing premises to be used for an offence. The law is ambivalent in reference 
to oral substitution, the provision of sterile needle syringes and injection rooms and difficulties in 
accepting an opium supply and a heroin prescription. The law is also inflexible towards young 
people and HR. Drug and child protection laws place stringent penalties on those who try to 
administer illicit drugs to a child, generate a child's interest in drugs or act in places frequented 
by children. 

However, there are potential ways to synchronize HIV I AIDS and legislation if services 
can be incorporated in a "medical use" exception. Methods such as executive notifications, 
legislative reform and judicial intervention can be used. A strong partnership between police and 
public health services is possible and practical through these initiatives: 

(1) Police to adapt to a community policing model linked with referral systems to 
health and welfare services. 

(2) Strengthen training of police and service providers at all levels on the importance 
of HIV I AIDS prevention. 

(3) Plan for community engagement and report on the outcomes in two-way 
information-sharing between police and service providers. 

Nevertheless, there still will be challenges for the right legislative reforms because of 
many factors: 

( 1) HR has been around for fewer years than drug control. 

(2) There is a lack of precedence in the criminal justice system. 

(3) There is a conflict between public health and public policy strategies. Public policy 
focuses on drug elimination whereas being drug-free still appears to be the higher 
order of political goals. 

( 4) Belief in public health benefits occur without individual rights. Many national 
HIV I AIDS programmes have not explicitly spelt out the integral relationship 
between public health and human rights. 

(5) Drug treatment and drug detention centres have been treated as a statutory 
requirement, not a matter of right, and most are established without minimal 
scientific evidence about its approaches. 

(6) There is an evolving policy and operational relationship between the key players in 
law enforcement and public health agencies. 

National security, human rights and social interaction are the important issues that should 
not be neglected in order to have successful HR responses to HIV. Besides the endorsement of 
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government ministries, the private sector and civil societies are also important. A practical step 
that can be taken is to ensure that the combination of policy and law enforcement at the national 
level is more flexible. Regional sharing is highly recommended. Every country needs to identify 
the entry point, which will be at high political levels, to influence the global agenda on human 
rights. 

2.4.3 Emerging trends of ATS use and its implication for HN and harm reduction 

It is unpredictable what the future pattern of ATS use in the Asia Pacific Region will be. 
ATS use frequently changes suddenly and rapidly-- for example, change from oral to injection 
will create a problem. ATS has a volatile market supply through trafficking routes in Asia. Asia 
is exposed to HIVI ATS risks because there is a large population of IDUs. ATS production is 
likely to increase because it is easier to evade detection. 

To counter the situation, there is a need for high coverage assistance for oral ATS and 
effective pharmacotherapy for minority and severe, intractable cases. Opioid agonist treatment 
(OAT), such as substitution treatment, is helpful. The response to ATS use in Asia is poor and 
most of the approaches are still struggling to show effectiveness. Limited capacities, inadequate 
research (much of it still is in the primary stage) and an imbalance between the criminal justice 
and the health systems adds to the complexity. If ATS injecting increases in Asia, HIV control 
will be difficult. 

The pattern of ATS should be monitored for the next five years or more. The main 
concern would be law enforcement. Therefore, it is important to know how to converse with and 
persuade law enforcement organizations that treatment is effective in terms of health and cost 
and is more efficient than a punitive approach. This is a challenging treatment area because there 
is a lack of evidence for recommended maintenance treatment for ATS due to insufficient 
analysis of cases and more evaluations on OST is required to derive a more conclusive clinical 
solution. 

2.4.4 HN and TB prevention and treatment in closed settings 

There is compelling evidence that coinfection of HIV and TB is a significant problem in 
many countries. Self-reported drug injecting in closed settings is the most predictive factor for 
HN among IDUs in many countries. In research conducted in Iran, IDUs who injected in prison 

9 
are 12 times more likely to contract HIV. Even though the frequency of injecting in closed 
settings is less than in the community, the paraphernalia used are shared among a larger group of 
people, thus increasing the risk of contracting HIV and hepatitis C. Clear network of sharing is 
now reported in several countries. IDUs in closed settings engage in much riskier injecting 
behaviour because of the lack ofHIV prevention strategies. 

Just as HIV, TB in closed settings often is reported and imposes a risk of infection to 
others such as correctional medical staff, prison guards and other inmates. Because of the 
overcrowding in most of the closed settings in this Region, TB spreads easily and is difficult to 
contain. The practical steps that are required to tackle HN and TB are to emphasize prevention 
because it is much cheaper than treatment. For every two new people who start on AR V 
globally, five new infections occur. Thus, scaling up treatment initiatives alone is not a 
sustainable long-term approach. Besides, there are myriads of other issues that arise with 
providing treatment, such as drug resistance to AR V and multi drug resistance TB, all of which 

9 
Zamani eta!: High prevalence ofHIV Infection Associated with Incarceration Among Community Based Injecting Drug 

Users in Tehran,lran, Journal of Acquired Immune Deficiency Syndrome 2006 April. 
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require many trained staff and are resource-intensive in a scarce resource-poor region such as 
many closed settings in Asia. 

Therefore, placing IDUs in closed settings only should be used as a last resort and the 
focus should be on expanding evidence-based treatment. A shift from a drug policy based on 
criminal justice to one based on health and social needs is vital for countries to deal effectively 
with IDUs. Asian countries need to adopt a return of investment approach to ensure 
sustainability of an HR programme. 

2.4 .5 Hepatitis Band C treatment in the Asia Pacific Region 

Regional data from the TREAT Asia HIV Observational Database (T AHOD) showed that 
there are higher rates of hepatitis Band hepatitis C among IDUs. 

Regionally, the prevalence of hepatitis C is less than 5%, with 50%-100% of HIV
positive IDUs coinfected with hepatitis C in Asian countries such as Taiwan, China, Hong Kong 

10 
(China), Bangladesh and VietNam. The prevalence among PLWHAs has been underestimated 
because there is limited surveillance data due to inconsistent screening. Longitudinal data from 
17 tertiary care referral centres collected in the T AHOD since 2003 shows that only 6% (281) of 
its subjects are from the IDU group. Neither hepatitis B nor hepatitis C independently was 
associated with mortality, but IDU as a primary mode of transmission had 2.4 times greater odds 
of death. An HIV-positive IDU is 30 times more likely to be coinfected with hepatitis C. 

Hepatitis B vaccine as a primary preventive has an estimated 69% (89% Western Pacific 
Regional Office and 41% South-East Asia Regional Office) global infant immunization 
coverage, but many countries do not have funding beyond infancy. Hepatitis B's therapeutic 
vaccine is still under study. For hepatitis C, prophylactic or therapeutic vaccines are still in 
animal trials. In terms of the genotypic impact, hepatitis B has more than eight major genotypes 
and hepatitis C has six major genotypes. Hepatitis C virus (HCV) shows a large genotypic 

II 
variation in across Asia. HCV-1 genotype is hard to treat and is more expensive. 

10 
US- Japan Joint AIDS and Hepatitis Meeting, October 2009. 

11 
Yu ML, Chuang WL: Treatment of Chronic Hepatitis C in Asia: When East meets West, Journal ofGastroenterol 

Hepatology, March 2009; 24(3 ): 336-45 . 
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Figure 5: Distribution of Hepatitis C Genotypes in selected Asian countries 

Not every country in Asia has a good hepatitis C treatment response because the cost of 
treatment is prohibitive. Providing effective treatment includes laboratory capacity (positive and 
negative pretreatment genotype and monitoring), therapeutic agents and laboratory testing 
(capacity and coverage for screening and monitoring). Data showed that only Asian countries 
with a wealthy economy are able to respond adequately. Therefore, it is important to have 
hepatitis B vaccine accessible to adolescents and adults while advocating for the price of 
hepatitis C treatment to be reduced significantly. 

2.4.6 Sustaining funding for harm reduction response in the Asia Pacific Region 

The estimated resource gap in the Asia Pacific Region per year is US$ 2.3 billion. The 
required resources exceed availability for both priority and comprehensive interventions. Hence, 
mobilization and priority-setting is required urgently. The availability of resources has increased 
10 times since 1996, with the Global Fund for AIDS Tuberculosis and Malaria (GFATM) 
emerging as the largest external donor. Domestic funding has increased by 1. 7 times and 
GF ATM four times since 2004, but the priority for the most at-risk population (MARP) has not 
changed. Analysis showed 80% of resource spending goes to nonMARP prevention. The 
amount allocated to GFATM has been increasing every year since 2003 but it is still less than 
1 0% of the total funding needed. 

The Australian Harm Reduction Programme in the Asia Pacific Region has identified 
Indonesia, the Mekong subregion (Myanmar, Cambodia, China, the Lao People's Democratic 
Republic, VietNam) and South Asia as its priority areas. In Indonesia, a total of US$ 38.07 
million has been allocated for HR scale-up through the public health system, civil society 
organizations and prisons from 2008 to 2013. In the Mekong subregion, US$ 46.53 million has 
been budgeted for setting up and scaling up HR programmes. Advocacy initiative is one of the 
other key priorities in this Region to engage high-level government officials in reviewing the 
public policy and legal framework. In South Asia (Bangladesh, Bhutan, India, Maldives, Nepal, 
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Pakistan and Sri Lanka) between 2007 and 2012, US$ 8.04 million has been allocated for 
establishing and scaling up HR. activities. 

The International Harm Reduction Development Programme (IHRD) has identified five 
key priority areas where funding will be funnelled to: 

(1) Support for monitoring quality, availability and accessibility of health services. 

(2) Legal assistance to PWUD and their families through community-based legal 
education. 

(3) Documenting abuse (including abusive practises and lack of services) for local, 
national and international advocacy to change laws. 

(4) Increase the access of HR. programmes to women who use drugs that includes 
reproductive health services. 

( 5) Prevention of a fatal overdose through naloxone distribution and advocacy. 

The IHRD has a smaller grant allocation compared to GF ATM, but there have been 
several countries in Asia such as Cambodia, VietNam and Thailand where key HR interventions 
have been funded. IHRD is able to assist countries to include interventions that make sense and 
complement other funding sources, especially in providing technical assistance. It is difficult for 
IHRD to mandate the type and scale of the interventions with limited funds, but it relies on the 
people in each country in order to focus on the interventions that are well matched with the 
epidemic. 

The USAID has been one the main technical assistance providers in South Asia and 
Southeast Asia. It focuses on nine recommended interventions, and it has been supporting some 
HR programmes such as OST and NSP. The World Bank has been funding and supporting the 
countries in this Region in many prevention and treatment programmes, including research on 
IDU. 

The increase in funding from all the available sources will depend on the result of scaling 
up. Future funding and resources would be required also from the South to meet the increasing 
costs. It is important to generate evidence to persuade donors' support towards HR reduction in 
the Region. Therefore, the task force plays an important role in advocating for resources, support 
and actions by each country in the Region to address gaps. In conclusion, to sustain the funding 
for HR responses, it is important to distribute the fund effectively and ensure that goveffiment, 
civil society and the PWUD community are able to work together to scale up HR. 

2.5 Summary from group work 

The representatives from each country were divided into three groups to map out the HR. 
situation at the national level, barriers to scaling up HR., plans for scaling up, funding sources, 
possible future challenges and solutions. Group 1 was comprised of representatives from China, 
India, Indonesia, Pakistan and VietNam. Group 2 was made up of members from ANPUD, 
Thailand, Nepal, Bangladesh, Treat Asia, HIV/AIDS Asia Regional Programme (HAARP) and 
WHO. Representatives from Malaysia, Cambodia, the Philippines and the Lao People's 
Democratic Republic made up Group 3. On the next page is the information matrix prepared by 
each group. 
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2.5.1 Group 1 

NATIONAL 
STRATEGIC PLAN INDIA INDONESIA CHINA VIETNAM PAKISTAN 

(NSP) 

NSP expiry 2012 Health 2004-2009 2010 2001-2010 2001-2011 
Multisectoral2007-
2010 

NextNSP After 2012 based Health 2009-2014 2011-2015 2011-2015 2011-2016 
on Mid Term Multisectoral (201 0-
Review (MTR) 2014) 

Specific Priority: methadone 
component for 
HIV & drug use 

Key planning I Ministry of Health; Ministry of Health: Ministry of Health, Ministry of Health Ministry of Health 
implementing Department of NAC 23 Sectors Chinese Centre for Priority: methadone Ministry of Narcotic 
agencies AIDS Control, (National Narcotics Disease Control Control 

Sikkim AIDS Board) and Prevention 
Control Society, (CCDC), National 
Development Commission on 
Assistance AIDS (NAC) STI; 30 
Committees, ministries under 

· targeted State Council AIDS 
intervention (TI) Working Committee ·. 
partners 

_, 

CHALLENGES 
AND FUNDING INDIA INDONESIA CHINA VIETNAM PAKISTAN 

SOURCES 

Barriers Poor coordination Poor coordination Stigma and Lack of resources Lack of awareness 
between Ministry between donors and discrimination by (human, among public about 
of Health and international donors, community, financial); drug use and HR; 
Ministry of Social multiple sectors, lack nondisclosure of reaching IDUs in focus on rehabilitation 
Justice; of resources, new drug drug use status, mountainous by narcotic agencies; 
inadequate regulation mobility, capacity of areas; police community resistance 
resource and health care workers coordination; to HR; support to 

. capacity 
I 

stigma in some abstinence-only 
' provinces approach 

Plan for scale- 220 current MMT- double Ill five-year plan Barring hepatitis Ministry of Health plan 
up targeted coverage. 32 000 based on the drug treatment. to scale up. 

interventions By -764 000 next year; review of the II five- Scale-up of other 
March 2010 > 250 60% IDUs covered by year plan. Reduce interventions Narcotic Control: 
Tis. NSP by 2014. HIV+ 1.2 million by Scale-up NSP to (1) NGO support 
49 OST centres. Universal Access for 2015. Drug use, cover all who (2) Awareness 
Increase capacity HIV + IDU eligible for HIV prevention and need it. By 2012, campaign 
of Tis staff ART (no indicator for treatment for IDUs MMT in 15 (3) Community 

IDU on ART) to be integrated into provinces; by participation 
general medical 2015, MMT in 30 (4) Rehabilitation 
services provinces (80 000 

IDU). HR in some IDU 
centres 

Challenges Coverage related Mapping and size Human and Financial and Community perception. 
to quality, impact. estimates. Access of financial resources; human resources; 
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Definition of hidden populations. stigma; non-involvement Conflict with law. 
coverage. Health vs. public cost of ART of non health 
Shift to security. sector community Stigma 
government for sSustainability perception related 
OST toMMT 

Solutions Define coverage Advocacy with Capacity-building. HR supported by Change the perception 
indicators. parliamentarians on Support in closed international of the community. 
Discussion in task HR. settings. Insurance donors- Synchronize the public 
force about shift. Synchronization to cover HIV Government has security and public 
Coordination with between the Pubic prevention, to sustain. health approach. 
Ministry of Social Health and Public treatment Examining cost-
Justice & .Security ministries effectiveness of 
Empowerment MMT. 

Strong political 
commitment 

Current funding Government Government Government Government Government 
World Bank GFATM GFATM United States United Nations Office 
USAID USAID AusAID President's on Drugs and Crime 
United Kingdom Au sAID Emergency Plan (UNODC) 
Department of for AIDS Relief WHO 
International (PEPFAR) World Bank 
Development World Bank DFID 
(DFID) DFID 
The Australian GFATM 
Agency for Au sAID 
International Government of 
Development Netherlands 
(AusAID) 

How long will it 2012 2014 2016 2012-2015 2013 
continue? 

Next? Government Increase government Government Government Government 
funding 

2.5.2 Group 2 

NATIONAL MALAYSIA· 
STRATEGIC THAILAND NEPAL BANGLADESH MYANMAR ANPUD 
PLAN (NSP) 

When does the 2011 , AIDS plan 2009, drug user 2011, AIDS plan 2010, AIDS Plan Unclear what is 
current plan (DU) plan (notjust 2014, for drug end of funding 
expire? HIV/AIDS) elimination plan cycle. 

2011, AIDS plan NGO: end of 2009, 
due to annual 
contracts with the 
Malaysian AIDS 
Council (MAC). 

Timeline for next Now formulating In process of Technical committee Unclear Unclear 
plan guidelines for HCP for development of making plans for new 

MMP and outreach NSP on drug user plans for future. 
programmes. (DU), but waiting 

for finalization. 
About half 
completed. 

Specific HR Bureau of AIDS with One component of Outreach and IEC are Fifteen-year drug MAC subcontracts 
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component NSP on DU and DUs, previous and future core components of elimination activities to groups 
specifically. plan was and will HIV/AIDS programme to in the country. But 
Comprehensive be HR. programme. Drop-in stop opium HR is sensitive 
prevention, care, Counseling centre, centres in various production, and no NGOs are 
treatment for all. But drop-in centre, locations in country. ending 2014. handling OST/MM 
no budget for outreach, NSEPs in multiple Drop-in centre, programmes. All 
supporting HR. Many rehabilitation places in country, VVCT, NSEP MMPs are in 
funding agencies are centre, NSEP, supported by (NGO), MMP. government 
providing financial condom government. MMP started in centres or by 
support, such as distribution. OST/MM is not 2006: five sites, licensed private 
UNAIDS and WHO MMP in two sites, planned, neither is government providers. 
(last two years). one government buprenorphine. facilities. 
UNAIDS helped to and one private 
strengthen DU hospital. 
understanding for 
HCP and civil society. Programme for 
National HR seminars female drug users 
for two years at is really helping in 
premier drug institute major cities and 
in Bangkok. one they would like 
NHSO started MMP to see grow. 
in last year for free in 
general and 
community hospitals. 
Now with 147 MMP 
sites. 
Variation between 
Bangkok vs. national 
government 
programme. 
Different NGOs 
conducting small 
projects in different 
provinces. 

Agencies Ministry of Health, Ministry of Home Government services Ministry of Health, Ministry of Health, 
responsible for NHSO, NGOs. Affairs is the lead are under Health law enforcement, religious 
HR agency for all HR. Nutrition Population Ministry of Home department, law 

PSI doing drop-in The outreach and Sector Programme Affairs, social enforcement, 
centre with funding counseling (HNPSP) (new welfare, and MAC, certain 
from the Global Fund programmes are name). AIDS is under occupational active NGOs 
(GF) and is the prime run by NGOs. The HNPSP. Prevention welfare agencies. 
recipient from GF for MMP in the and control is thrpugh Thirty-three 
HR. Also some GF government national AIDS STD international and 
funds for the premier hospital was the programme, the other 12 national NGOs 
drug use institute. first time the is the national safe working on HR. 

government blood transmission Primarily funded 
provideddirect HR. programme. Funded through the GF in 

by the GF and World the future. 
Bank. Allied agency, 
USAID, the other Under working 
major funder. committee for 
lmplementers are drug elimination 
primarily NGOs. programme. 

Barriers to HR Problems with Lack of No plans to introduce Law enforcement Breakdown in 
integration NSEPs. If urine tests involvement of OSTs now. legislation. Police coordination and 

positive, can arrest Ministry of Health Interruptions in view DU as a synchronization 
individual and in this programme. funding. crime. Holding between what is 
possibly compulsory Currently, only the Government focused needle is on paper from the 
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treatment. Unable to Ministry of Home on NSEPs only. evidence for DU, community 
implement NSEP Affairs is involved, and thus a crime. perspective and 
when use of drugs is along with NGOs. Lack of resources the gap with law 
illegal. Unless the law Monitoring and to increase enforcement's 
changes (which fs evaluation are MMPs. There is a understanding of 
extremely difficult), weak because the mandatory what is supposed 
unlikely to be able to Ministry of Home admission for to happen. 
implement. Affairs does not MMP to a hospital Lack of 
There are a few have the capacity for 14 days and understanding of 
NSEPs run by a few to do this. then home for principles of HR, 
NGOs, but difficult for Communications maintenance. even in the DU 
government to do so. with funding This is a barrier community. 
May also see agencies is difficult for some IDUs, Growth away from 
pharmacy-based because but not for others. abstinence-based 
exchange developing, leadership HR only is slow in 
but the law may not technically from coming. 
allow for this. Still Ministry of Home 
being worked out. Affairs, but it is 
Criminalization of being asked to 
IDUs is the underlying interface with 
barrier. health-related 

international 
agencies. All 
NGOs led by 
former IDUs, which 
is both positive and 
negative to those 
observing from the 
outside. The 
government thinks 
there are 10 000 
IDUs, but the 
United Nations 
thinks there are 
100 000 IDUs. 
Thisdisconnect 
makes things more 
difficult to make 
costing for future 
budgets more 
difficult. 

Additional Reduced numbers of ' Estimate of 60 . 
comments IDUs in Thailand, now 000 IDUs, 

about 20 000. MMPs registered in drug 
have transitioned to treatment 
long-term centres. 
maintenance. Has 
become routine 
among HCP and 
IDUs. 
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CHALLENGES 
MALAYSIA· AND FUNDING THAILAND NEPAL BANGLADESH MYANMAR 

ANPUD SOURCES 

OST/MMP Stable, no need to Just started another No See below. Yes 
scale up further centre, three more Currently eight 

hospitals planned centres, plans for 
two more. 

NSEPs No No? Yes See below Yes 

Challenges NSEP Funding Guideline for use of Community Sustain ability, 
concept of DU as WB and GF monies acceptance: stigma law enforcement 
criminal are complicated and discrimination, and drug policies, 

and difficult to law enforcement risk of budget cuts 
interpret. 

Solutions Policy change? Funding Simplify guidelines Unclear Advocacy for 
change in policies 

Funding sources Government GF application GF Round 6, Phase GF, international MAC: NSEP 
rejected, 2. Extended to nongovernmental Government: MMP 
DFID money runs 2011. organizations 
out in 2010 (INGOs), 30 fund All funding through 

government and 
MAC. 

GF rejected 
Malaysian proposal , 
open for 
resubmission. 

General plans Will increase youth 
programme 
support, IEC and 
general HR 
activities 

Multi-sectoral 
THAILAND NEPAL BANGLADESH MYANMAR MALAYSIA· 

collaboration ANPUD 

Is there a high· Yes, through the Three-level National AIDS National Health Committee that 
level multisectoral National AIDS authority: Council - health , Committee headed began 
plan forHR? Committee, led by National AIDS minister is chief of by the prime implementation of 

the prime minister. Council under the the council. minister. All of the the MMPs and 
This group meets prime minister. All Includes ministries ministries, including NSEPs originally 
one to two times a ministers are and Parliament home affairs, drug was chaired by the 
year. All relevant members. members. This control, health, prime minister. The 
ministries join as includes attention communicable minister of health 
well (health, National AIDS to migrant issues, disease control, are then tasked to 
education, law, Coordination health, public involved. oversee the 
etc.). Committee (new security. There are implementation of 

name: National subcommittees Central Committee these programmes. 
Deputy prime HIV/AIDS, STDs, under this main on Drug Abuse 
minister committee Control Board) council that Control meets National Task Force 
leads pane[ that under Ministry of address individual quarterly. It is on HR then was 
meets more Health. Trying to issues. headed by the formed with various 
frequently with use this committee Meet quarterly or minister of health. stakeholders: drug 
Ministry of Public to monitor twice a year. agency, police unit, 
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Health head. They stakeholders at The two national- religious 
are involved with implementation Director general of level committees department. They 
HR more directly. level. This is the health services in meet together met monthly through 
Office of Narcotics place where health charge of the major annually to control original 
Control Board and law activities. Dr Belal HR. implementation 
involved as well. enforcement can serves immediately period. But 

come together. under the director consistency in their 
They meet monthly. general to engagement may 

coordinate the have changed . 
At implementation activities under his 
level, the director ministry. NGO and CBO hold 
general of health district-level 
services is the chair But at the district meetings quarterly. 
of the authority over level, there are They convene 
districts and all district AIDS police, Parliament, 
departments are committees that other stakeholders 
members. NGOs help to maintain to create space for 
and agencies also leadership in the discussion. 
are members. more widely 

disbursed Added comment 
committees. from Dr Rushdie: 

noted that MMP was 
GF mechanism is run by the 
leading to more government, but the 
engagement on HR NSEPs were from 
among different NGOs. Home 
ministries by affairs, police and 
helping to organize religious affairs 
ministry-level were more 
meetings. observers and 

somewhat resistant 
to HR (e.g. MMP). 
Since then, they 
were able to 
encourage home 
affairs and police to 
start their own HR 
programmes (e.g. in 
prisons). 

How could you This secondary Use the The committees The two Address perceived 
move to committee helps to coordinating meet more committees can complacency and 
consistency bridge information committee frequently and cC!f( work together more assumptions that we 
between national between the public mechanism to allow be bridges between closely to are doing okay, 
public health, health personnel broader discussion the ministries. communicate since the community 
drug control and and the narcotics among the core issues related to level is still chaotic 
justice policy control personnel. ministries. HR. and needs more 
legislation? support. 
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2.5.3 Group 3 

NATIONAL THE LAO PEOPLE'S 
STRATEGIC PLAN MALAYSIA DEMOCRATIC CAMBODIA THE PHILIPPINES 

(NSP) REPUBLIC 

Country NSP Yes Yes Yes Yes 

NSPend? Dev 2010 Dev 2010 Dev 2010 Dev 2010 

NSP development January-March 2010 May 2010 June 2010 Q2-Q3 2010 
time-line? 

Drug user All included All included Only in HIV, not in drug All included 
component? user 

Agencies involved in · Ministry of health • National Committee for -DHA (NAA, NACO) · National AIDS Council 
NSP development - State Health Control of AIDS -Civil society -NCDPC 

Department -LCDC organization • DDAPT 
- NADA (antidrug -UNODC -WHO - UNAIDS 
agency) • UNAIDS 
-Police -UNODC 
-Prisons 
- Religious affairs 
-Ministry of Family and 
Woman Development 
• Local authortty 
• Ministry of Labour 
-NGO 
-Universities 

CHALLENGES AND THE LAO PEOPLE'S 

FUNDING SOURCES MALAYSIA DEMOCRATIC CAMBODIA THE PHILIPPINES 
REPUBLIC 

Harm reduction in NSP Not much Concern about NSP not included in the Law and policy. 
·barrier? sustainability NSP in ministry of health Situation assessment 

strategy does not require OST. 
Obstacle from drug 

' control authorities. 
Funding Ministry of health funds Global fund for NSP Global fund on NSEP Global fund on NSEP 

in HR ADS UNAIDS 
UNA IDS AusAID 
AusAID 
USAID 

Scale up planning and Human resources Low prevalence of IOU Lack of evidence of Law/drug policy 
challenges? insufficient. means given low success qf previous - CDTC/criminology 

Shortage of government priority. plan. 
doctor and allied health Finance issue. Programme at pilot 
professional. Geographical stage. 

accessibility in remote Legal barrier. 
area. No strategy 

collaboration between 
NAA and NACO. 
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Scale up solution Engaging panel doctor Syringes are available in Include NSEP within UNODC to influence 
in treatment centres. pharmacies Ministry of Health. policy change 
NSEP in government Stronger monitoring and 
health clinic. assessment to show 

evidence and cost-
effectiveness. 

3. CONCLUSIONS AND RECOMMENDATIONS 

3.1 Conclusions 

The consultative process had an inclusive approach as the initial draft of the strategy was 
widely circulated for comments to the donors, government partners, civil society organization, 
academic institutions and other stakeholders. 

Through the case studies from specific countries and mapping ofHR programmes in the 
regig_n, iUs_ ~<le;;tr _thaLwhile glo]J;~.l HIV_ ~].l.i_d~mic_ is_s_tahle,_the_regionaLepidemic_is __ concentrated 
and targeted intervention at a-large scaie is required. Particuiadmportance must be given to 
PWID due to their important role in advocating for an enabling environment for HR 
programmes. Scaling up of HR must be on a rights based approach, thus requiring key players to 
overcome legislative obstacles. It was acknowledged that law enforcement and public health 
efforts can be integrated to create an optimal environment for HR. programmes to operate 
effectively. 

New and emerging challenges in the region include the growth of ATS usage, co-infection 
ofHIV and Hepatitis C. The effectiveness and efficiency of compulsory treatment was debated; 
where evidence based approach that has demonstrated cost-effectiveness should be the way 
forward. There was also a clear message that countries must look at national resources to fund 
its HR programmes to ensure long-term sustainability as fmancial support from international aid 
agencies is clouded with a lot of uncertainty due to the shifting global priorities and volatile 
financial market. 

3.2 Recommendations 

3 .2.1 Specific recommendations 

The participants of the meeting identified several gaps that need to be addressed in the 
draft regional strategy document. It was recommended that the regional document includes: 

(1) Background information on sexual transmission ofHIV from and among PWUD 
andPWID. 

(2) Overdose prevention. 

(3) Ineffectiveness of compulsory treatment that interferes with human rights. 

(4) Background information on harm reduction in Asia. 

(5) Key monitoring and evaluation indicators. 

(6) Emerging trend of ATS injection. 
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(7) Highlight the legislative gaps between public health and public security. 

(8) Training and capacity building. 

(9) Clearly articulate national and regional advocacy strategies to create an enabling 
environment. 

(1 0) Five year target for the countries and region 

(11) More information and data on target population, i.e IDU. 

(12) Types of services for IDU partners. 

(13) Financial resources strategy for countries in the region. 

(14) Strategies in establishing linkages in services to avoid duplicity. 

3.2.2 General recommendations 

(1) Need to set clear target for key interventions such as coverage ofNSP and OST. 

(2) Need to link services and avoid verticality. 

(3) Need to stress more on the sexual transmission ofHIV from PWUD to their 
partners. 

-( 4) Increase and-strengthen-capacity of human resources. 

(5) ASEAN and SAARC to harmonize their goals for demand reduction with harm 
reduction. 

( 6) UN has the responsibility to intensify and lead advocacy and networking for HIV 
prevention, treatment and care in the region especially in the area of harm 
reduction. 
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ANNEX 1 
LIST OF PARTICIPANTS 

BANGLADESH 

Dr Mohammad Ali Belal, Line Director, National AIDS and STD Programme, Directorate 
General of Health Services, Dhaka 

Dr Narendra Nath Dewri, Civil Surgeon, Dhaka 

CAMBODIA 

Dr Ly Penh Sun, Deputy Director, National Centre for HIV/AIDS, Dermatology and STD, 
#245, Street 6A, Phum Kean Klang, Sangkat Prekleap, Khann Reussey Keo, Phnom Penh 
Tel: 855 12 850 053. Fax: 855 23 883 402. E-mail: penhsun@nchads.org 

Dr Seng Vuthy, Vice Chief of AIDS Care Unit, National Centre for HIV/AIDS, Dermatology 
and STD, #245, Street 6A, Phum Kean Klang, Sangkat Prekleap, Khann Reussey Keo, 
Phnom Penh. Tel: 855 16 976 763. Fax: 855 23 883 402. 
E-mail: vuthyseng@yahoo.com; sengvuthy@nchads.org 

Dr Thong Sokunthea, Deputy Director, Department of Legislation, Education and Prevention, 
HAARP Programme Manager, Secretariat-General of the National Authority for Combating 
Drugs, Phnom Penh. Tel: 855 97 806 7361. Fax: 855 2372 7589. 
E-mail: thong.sokunthea@nacd.gov.kh; kunthears@yahoo.com 

CHINA 

Dr Wang Weizhen, Deputy Director, Division of HIV/ AIDS Prevention and Management, 
Bureau of Disease Control, Ministry ofHealth, No. 1, Nanlu, Xizhimenwai, Beijing 100044 
Tel: 86 10 68792344. Fax: 86 10 68792362. E-mail: wangwz@moh.gov.cn 

Dr Yin Wenyuan, Associate Research Scientist, National Centre for AIDS/STD Control and 
Prevention, Chinese Centre for Disease Control and Prevention, 27 Nanwei Road, Xuan Wu 
District, Beijing 10050. Tel: 86 10 83160728. Fax: 86 10 83153701. 
E-mail: yinwy928@yahoo.com.cn 

INDIA 

Ms Sophia Khumukcham, Technical Officer- IDU, TI Division, National AIDS Control 
Organisation, Ministry of Health and Family Welfare, Government of India, 61

h Floor, 
Chandralok Building, 36, Janpath, New Delhi- 11 0001 

INDONESIA 

Drg Dyah Erti Mustikawati, Chief of Sub-Directorate of AIDS and STI, Directorate General of 
Disease Control and Environmental Health, Ministry of Health, Jln. Percetakan Negara No. 29, 
3'd Floor, B Building, Jakarta. Tel: 62 21 424 7608. Fax: 62 21 420 7807. 
Mobile: 62 816 982 815. E-mail: dmustika@indosat.net.id 
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Dr Adhi Wibowo Nurbidayat, Psychiatrist, Addiction and AIDS Research Center, RSKO 
Cibubur Hospital, Jalan Lepangan Tembak 75, Cibubur Ciracas, Jakarta 13720 
Tel: 62 21 87711968, 87711969. Fax: 62 21 87711970. Mobile: 62 8158845322 
E-mail: adhinur@yahoo.com 

LAO PEOPLE'S DEMOCRATIC REPUBLIC 

Dr Keopbouvanb Douangpbacbanh, Head of Administrative and Technical Officer, Center for 
HIV/AIDS/STI, Ministry of Health, Km3 Thadeua Road, Sisattanack District, Vientiane 
Tel/Fax: 856 21 315500. E-mail: keophouvanhd@yahoo.com 

Dr Phone Bouaravong, Deputy Director General, Lao National Commission for Drug Control 
and Supervision, Km 3, Thadeua Road, Sisattanak District, Vientiane 
Tel: 856 21 3510301. Fax: 856 21 351033. E-mail: p_bouaravong@hotmail.com 

MALAYSIA 

Dr Fazidah Yuswan, Senior Principle Assistant Director, AIDS/STD Section, Disease Control 
Division, Ministry of Health Malaysia, Level4, Block ElO, Parcel E, Federal Government 
Administration Center, 62590 Putrajaya. Tel: 603 8883 4270. Fax: 603 8883 4285. 
E-mail: dr.fazidah@moh.gov.my 

Dr Suarn Singh, Senior Consultant Psychiatrist and Director, Ministry of Health Malaysia, 
Hospital Bahagia Ulu Kinta, 31250 Tanjung Rambutan, ~erak. Tel: 605 5332333. 
Fax: 605 5331350. E-mail: drsuarn@prk.moh.gov.my 

MYANMAR 

Dr Myint Myint Sein, Senior Consultant (Psychiatry), Lashio General Hospital, Shan (North), 
Ministry of Health, The Government of the Union of Myanmar, Yangon 
Tel: 082 23396; 01 699225; 01 691523. E-mail: gaungthangyi@com 

Dr Sun Lin, Junior Consultant (Psychiatry), Sittway General Hospital, Ministry of Health, 
The Government of the Union ofMyanmar, Yangon. Tel: 043 21511. Mobile: 095150343. 
E-mail: dr.sunlin@gmail.com 

NEPAL 

Dr Laxmi Raj Pathak, Director, National Centre for AIDS and STD Control, Ministry of 
Health and Population, Teku, Kathmandu 

Mr Lilam B.K., Secretariat- State Minister for Ministry of Health and Population, Kathmandu 

PHILIPPINES 

Dr Jose Gerard B. Belimac, Program Manager, Infectious Disease Office, National Centre for 
Disease Prevention and Control, Building 14, Department of Health, Sta. Cruz, Manila 
Tel: 632 743 8301local2350. Fax: 632 732 9966. E-mail: naspcp@co.doh.gov.ph 

Dr Ivanhoe C. Escartin, Program Manager, Dangerous Drugs Abuse, Prevention and Treatment 
Program, Office for Special Concerns, Department of Health, San Lazaro Compound, Sta. Cruz, 
Manila. Tel/Fax: 063 711 0781. E-mail: docescartin@gmail.com 
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THAILAND 

Dr Viroj Verachai, Director, Thanyarak Institute, Dept of Medical Diseases, Ministry of Public 
Health, Bangkok 

Dr Vipa Phawanporn, Public Health Technical Officer, Senior Professional Level, Bureau of 
AIDS, TB and STis, Department of Disease Control, Ministry of Public Health, Bangkok 

VIETNAM 

Dr Nguyen Thi Huynh, Head of Harm Reduction and HIV/AIDS, Prevention Department, 
VietNam Administration ofHIV/AIDS Control, Ministry of Health, 135/3 Nui True Street, 
HaNoi. Tel: 84 4 37367130. Fax: 84 4 38465732. E-mail: huynhcad@gmail.com 

Mr Nguyen Hoai Linh, Official oflntemational Cooperation and Project Management Division, 
Standing Office on Drugs Control of VietNam, No. 44 Tran Phu Str. Ba Dinh District, HaNoi 
Tel: 84 69 44116. Fax: 84 4 37340956. E-mail: linhnguyen.sodc@gmail.com 

TEMPORARY ADVISERS 

Dr Robert Leonard Ali, Director, Community-Based Treatment Interventions, Drugs and 
Alcohol Services South Australia (DASSA), WHO Collaborating Centre for the Treatment of 
Drug and Alcohol Problems, Room S337, Level3, Medical School South, Discipline of 
Pharmacology, School of Medical Sciences, University of Adelaide, South Australia, 
Australia 5005. Tel: 61 8 8363 8683. Fax: 61 8 81241492. Mobile: 61 4 0112 4516 
E-mail: robert.ali@adelaide.edu.au; robert.leonard.ali@gmail.com 

Mr Jimmy Dorabjee, Principal Fellow- Harm Reduction, The Macfarlane Burnet Institute for 
Medical Research and Public Health, 85 Commercial Road, Melbourne, Victoria 3004, Australia 
Tel: 613 9874 1783. Fax: 613 9282 2144. Mobile: 614 1732 5037 
E-mail: jimmyd@burnet.edu.au 

Dr Adeeba Kamarulzaman, Professor of Medicine, Infectious Diseases Unit, 2nd Floor, Menara 
Utama, Department of Medicine, University of Malaya Medical Centre, Lembah Pantai, 59100 
Kuala Lumpur, Malaysia. Tel: 603 79493641. Fax: 603 79494625. Mobile: 6012 3353594 
E-mail: adeeba.kamarulzaman@gmail.com 

Dr Munirathinam Suresh Kumar, Consultant Psychiatrist, 12, Vaidyaram Street, T Nagar, 
Chennai, 600 017, India. Tel: 91 44 24332285; 4214 2285; 2432 8979. 
Mobile: 91 98400 31559. E-mail: msuresh@vsnl.com; msuresh1955@gmail.com 

Mr Dean Lewis, Country Coordinator - India, Duke, Sahara Project at Sahara Centre for 
Residential Care and Rehabilitation, Manager- IT, Sharan, F6/8A, 2nd Floor, Vasant Kunj, 
New Delhi- 110057, India. Tel: 91 98180 71775. Fax: 9I II 46050951. 
Mobile: 91 98180 71775. E-mail: deanlewis.ind@gmail.com 

Ms Edna Hedwig Oppenheimer, Senior Consultant for the United Nations, 9, Wallace Road, 
London, N12PG 207 359 4794, United Kingdom. Tel: 0207 359 4794. 
Email: ednaoppenheimer@yahoo.co.uk; ednaoppenheimer@hotmail.com 
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Mr Muhammad AltafQamar, Deputy Director General, Government of Pakistan, Ministry of 
Narcotics Control, HQ Anti Narcotics Force, National Park Road, Rawalpindi, Pakistan 
Tel: 092 051 9286027. Fax: 092 051 9270165. Mobile: 0092 300 8741920. 
E-mail: anf@anf.gov.pk 

Dr Annette Sohn, Director, TREAT Asia and Vice President, amFAR, TREAT Asia, 388 
Exchange Tower, 21st Floor, Room No. 2104, Sukhumvit Road Klong Toey, Bangkok 10110, 
Thailand. Tel: 662 663 7561. Fax: 662 663 7562. E-mail: annette.sohn@treatasia.org 

Ms Tripti Tandon, Head, Advocacy, Lawyers Collective, 63/2 Masjid Road Jungpura, 
New Delhi 110014, India. Tel: 91 11 24377101. Fax: 91 11 24372236. 
E-mail: tripxotic@gmail.com; tripti. tandon@lawyerscollective. org 

Dr Alexander David Wodak, Director, Drug and Alcohol Services, AIDS, St. Vincent's 
Hospital, Door A, 366 Victoria Street, Darlinghurst, NSW 2010, Australia 
Tel: 61 2 9361 8014. Fax: 61 2 8382 4738. E-mail: awodak@stvincents.com.au 

Mr Hadi Yusfian, MonEv Specialist for HIV response in disaster setting post Tsunami in Aceh, 
Medan Aceh Partnerships, Jl. Tgk Chik Lorang E No.7- Beurawe, Banda Aceh 23126- NAD, 
Indonesia. Tel: 62 651 33022. Fax: 62 651 33022 ext. 108. Mobile: 62 81396740374 
E-mail: diyu_map@yahoo.com 

OBSERVERS/REPRESENTATIVES 

AUSTRALIAN AGENCY FOR INTERNATIONAL DEVELOPMENT 

Dr Robyn Biti, HIV Adviser, Health and HIV Thematic Group, AusAID, P.O. Box 887, 
Canberra ACT 2601, Australia. Tel: 61 2 6206 4019. Fax: 61 2 6206 4634. 
Mobile: 61 439 166 593. E-mail: robyn.biti@ausaid.gov.au 

THE GLOBAL FUND TO FIGHT AIDS, TUBERCULOSIS AND MALARIA 

Dr Mauro Guarinieri, Civil Society Officer, Asia Unit, Chemin de Blandonnet 8, 1214 Vernier
Geneva, Switzerland. Tel: 41 58 791 1880. Mobile: 41 79 844 8161 
E-mail: mauro.guarinieri@theglobalfund.org 

HIVIAIDS ASIA REGIONAL PROGRAM 

Dr Anindya Chatterjee, Program Director, HIVIAIDS Asia Regional Program (An Australian 
Government AusAID initiative), Charnnan Phenjati Building, 2nd Floor 65/32 Rama 9 Road, 
Huay Kwang, Bangkok 10310, Thailand. Tel: 66 2 6438191-2; 66 81 802 2453. 
Fax: 66 2 643 8193 . E-mail: anindya.chatterjee@haarp-online.org 

IKHLAS DRUG USER PROGRAM 

Mr Lenny Ng Yoon Chong, Case Worker, 30A-B, Lorong Haji Taib 3, 50350 Kuala Lumpur, 
Malaysia. Tel: 603 40451405. Fax: 60340451405 . Mobile: 6017 3950997 
E-mail: p _ floyd93@hotmail.com 
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OFFICE OF THE UNITED NATIONS HIGH COMMISSIONER FOR HUMAN RIGHTS 

Ms Nathalie Meyer, Associate Expert in Human Rights, Regional Office for South East Asia, 
Office of the High Commissioner for Human Rights, UN Secretariat Building, UNESCAP, 
Rajdamnem Nok Avenue, Bangkok, Thailand. 
Tel: 66 02 288 2815. Fax: 66 02 288 3009. E-mail: meyern@un.org 

OPEN SOCIETY INSTITUTE 

Ms Roxanne Saucier, Program Coordinator, 400 West 59th Street, New York, NY 10019, 
United States of America. Tel: 1 212 548 0127. Fax: 1 646 557 2602. 
E-mail: rsaucier@sorosny.org 

UNAIDS Cambodia 

Dr Phauly Tea, Most At-Risk Populations Advisor, No. 221, Street Pasteur (51), Phnom Penh, 
Cambodia. Tel: 855 23 219 340. Fax: 855 23 721 153. Mobile: 855 12 911 667 
E-mail: phaulyT@unaids.org 

UNAIDS REGIONAL SUPPORT TEAM FOR ASIA AND THE PACIFIC 

Mr Kah Sin Cho, Regional Programme Advisor, UNAIDS Regional Support Team for Asia and 
Pacific, 9th Floor, A Block, United Nations Building, Rajdamnern Nok Avenue, Pranakorn, 
Bangkok 10200, Thailand. Tel: 662 288 2179. Fax: 622 288 1092. E-mail: choks@unaids.org 

UNITED NATIONS OFFICE ON DRUGS AND CRIME 

Mr Reginald Gray Sattler, HN/AIDS Regional Adviser, United Nations Office on Drugs and 
Crime, Regional Centre for East Asia and the Pacific, Rajdamnern Nok Avenue, Bangkok 10200, 
Thailand. Tel : 66 2 288 2799. Mobile: 66 81 8461121. E-mail: gray.sattler@unodc.org 

Mr Kunal Kishore, Project Coordinator- Prevention oftransmission ofHIV among drug users 
in SAARC countries, United Nations Office on Drugs and Crime, Regional Office for 
South Asia, EP 16/17 Chandragupta Marg, Chanakyapuri, New Delhi, India. 
Tel: 91 11 4222 5000; 91 11 4222 5071 (Direct). Fax: 91 11 24104962. 
E-mail: kunal.kishore@unodc.org 

UNITED NATIONS REGIONAL TASK FORCE ON INJECTING DRUG USE AND 
HIVIAIDS FORASL4AND THE PACIFIC 

Dr Anne Bergenstrom, Coordinator, United Nations Regional Task Force on Injecting Drug 
Use and HIV I AIDS for Asia and the Pacific, UNO DC, United Nations Bldg., 3rd Floor, 
Rajdamnern Nok A venue, Bangkok 10200, Thailand. 
Tel: +662 (288) 1439. Fax: +662 (288) 1014. E-mail: anne.bergenstrom@unodc.org 

UNITED STATES AGENCY FOR INTERNATIONAL DEVELOPMENT 

Dr Cameron Wolf, Regional HIV/AIDS Technical Advisor, US Agency for International 
Development, Regional Development Mission Asia, GPF Witthayu Tower A, 3rd floor, 93/1 
Wireless Road, Bangkok, Thailand 10330. Tel: +662 263-7406. E-mail: cwolf@usaid.gov 
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UNIVERSITY OF TOKYO 

Dr Aikichi Iwamoto, Professor, Division oflnfectious Diseases, Institute of Medical Science, 
The University of Tokyo, 4-6-1 Shirokanedai, Minato-ku, Tokyo 108-8639, Japan. 
Tel: 81 3 5449 5359. Fax: 81 3 6409 2008. E-mail: aikichi@ra3 .so-net.ne.jp; 
aikichi@ims.u-tokyo.ac.jp 

WORLD BANK 

Mr David Wilson, Lead Health Specialist, The Global HIV/AIDS Program, The World Bank, 
1818 H Street, NW, Washington, DC 20433, United States of America 
Fax: 202 522 1252. E-mail: dwilson@worldbank.org 

Mrs Nguyen Thi Mai, Senior Operations Officer, Population, Health, Nutrition, World Bank 
VietNam, 63 Ly Thai To Street, HaNoi, VietNam. Tel: 844 39346600 ext. 245. 
Fax: 844 39346597. Mobile: 0903 419 766. E-mail: nmai@worldban.k.org 
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WHO/WESTERN PACIFIC REGIONAL OFFICE 
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1000 Manila. Tel: 632 528 9714. Fax: 632 521 1036. E-mail: ghidinellim@wpro.who.int 

Dr Fabio Mesquita, Technical Officer in Harm Reduction, United Nations Avenue, 1000 
Manila. Tel: 632 528 9759. Fax: 632 521 1036. E-mail: mesquitaf@wpro.who.int 

Ms Nina Rehn-Mendoza, Technical Officer, Substance Abuse, United Nations Avenue, 1000 
Manila. Tel: 632 528 9856. Fax: 632 521 1036. E-mail: rehnmendozan@wpro.who.int 

WHO/CAMBODIA 

Mr Graham Shaw, Technical Officer: HIV/ AIDS, Drug Dependence and Harm Reduction, No. 
177-179 comer Streets Pasteur(51) and 254, Sankat Chak Tomouk, Khan Daun Penh, 
Phnom Penh. Tel : 855 23281025 . Fax: 855 23-216211. E-mail: shawg@wpro.who.int 

WHO/MALAYSIA 

Dr Harpal Singh, Technical Officer, WHO Representative Office for Brunei Darussalam, 
Malaysia and Singapore, 1st Floor, Wisma UN, Block C, Komplek Pejabat, Damansara, Jalan 
Dungun, Damansara Heights, 50490 Kuala Lumpur 
Tel: 603 2093 9908. Fax: 603 20937446. E-mail: singhha@wpro.who.int 

WHO/VIETNAM 

Dr David Jacka, Medical Officer (HIV and IDU), 63 Tran Hung Dao Street, Roan Kiem 
District, HaNoi. Tel: 8443 943 3734 to 36 ext. 83871. Fax: 8443 943 3740. 
E-mail: jackad@wpro.who.int 



31 

WHO/SOUTH-EAST ASIA REGIONAL OFFICE 

Dr lyanthi Abeyewickreme, Regional Adviser, World Health House, lndraprastha Estate, 
Mahatma Gandhi Road, New Delhi 11002, India. Tel: 41 22 79 15462. 
E-mail: abeyewickremei@who.int 

Mr Gary Reid, TIP- Harm Reduction, World Health House, Indraprastha Estate, Mahatma 
Gandhi Road, New Delhi 11002, India. Tel: 91 11 23309632. Fax: 91 11 23370197. 
E-mail: reidg@searo.who.int 

WHO/HEADQUARTERS 

Ms Annette Digna Verster, Technical Officer, Prevention in the Health Sector, Avenue Appia 
20, CH- 1211 Geneva 27, Switzerland. Tel: 41 22 791 2635. Fax: 41 22 791 4834. 
E-mail: versteran@who.int 

Dr Mengjie Han, Scientist, Prevention in the Health Sector, Department ofHIV/AIDS, Avenue 
Appia 20, CH- 1211 Geneva 27, Switzerland. Tel: 41 22 79 14557. Fax: 41 22 791 4834. 
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Mental Health and Substance Abuse, Avenue Appia 20, CH- 1211 Geneva 27, Switzerland 
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PROGRAMME OF ACTIVITIES 

Activity/ Agenda item/Subject of presentation 

Day 1-Monday, 7 December 

08:00- 08:30 

08:30-09:15 

09:15-09:40 

09:40- 12:30 

12:30-14:00 

14:00- 15:30 

Registration 

Welcome 

Opening 

• WHO 

• Ministry of Health, Malaysia 

• UNAIDS 

• UNODC 

• ANPUD 

Introduction to the meeting 

• Introduction of participants 
• Selection of chairpersons 
• Objectives and expected outcomes 

Group Photo 

Coffee/Tea break 

The global context for IDV response 
in relation to drug use 

Regional overview- situation ofHIV and drug use 

• South and South-East Asia 

• The Pacific 

Overview of the draft Regional Strategy for 
Harm Reduction in Asia and the Pacific 2010-2015 

Discussion, questions and answers 

Lunch break 

Establishing and scaling-up comprehensive 
harm reduction services- country case studies 

ANNEX2 

Presenter 

Dr M. Ghidinelli 

Dr Sha'ari Ngadiman 

Mr Kah Sin Cho 

Mr Gray Sattler 

Mr Dean Lewis 

Dr M. Ghidinelli 

Ms Annette V erster 

Dr Anne Bergenstrom 

Mr Jimmy Dorabjee 

Ms Edna Oppenheimer 



15:30-16:00 

16:00- 17:30 

34 

• Malaysia 
Representative 

• China 
Representative 

• Bangladesh 
Representative 

• India 

• Community sector input - progress and 

Questions and answers 

Coffee/Tea break 

Emerging issues: Thematic session to look at priority 
issues across the Region- Part I 

• Human rights, stigma and discrimination 

Government 

Government 

Government 

MrGaryReid 

Mr Dean Lewis 

Ms Nathalie Meyer 

• Current legislative environment in select countries Dr A Chatterjee 

18:30 

• Legislative reform 

• The role of law enforcement 

Panel discussion 

Conclusion of Day 1, wrap-up and highlight 
questions for countries/interest groups to respond 
to in the first session of Day 2. 

Welcome Reception 

Day 2 - Tuesday, 8 December 

09:00- 10:30 

10:30-11:00 

Emerging issues: Thematic session to look at priority 
issues across the Region- Part II 

• Patterns and trends of ATS use and 
implications for HIV and harm reduction 

• Evidence based drug dependence treatment 

• Hepatitis C and B 

Coffee/Tea break 

Ms Tripti Tandon 

Mr Gray Sattler 

Chairperson 

Dr Alex W adak 

Ms Rehn-Mendoza 

Ms Annette Sohn 



II :00- I2:30 

12:30-14:00 

I4:00- I5:30 

15:30- 16:00 

I6:00- I7:30 

17:30- I7:45 
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Introduction to group work Ms Oppenheimer 

Group Work and discussion 

Lunch break 

Reflections from the development partners about the 
future of harm reduction in the region over the next five years 

• Development agencies perspectives 
- USAID 
- AusAID 
- World Bank 

• Sustainable funding for harm reduction 
response 

• Open Society Institute 

Coffee/Tea break 

Group Work (continued) 

Conclusion of Day 2 and wrap-up 

Dr Cameron Wolf 
Dr Robyn Biti 
Mr David Wilson 

Mr M. Guarinieri 

Ms R. Saucier 

Chairperson 

Day 3 - Wednesday, 9 December 

08:30- I 0:00 

10:00- 10:30 

10:30- 12:00 

I2:00 

Feedback from the group work and discussion 

Panel discussion: Reflections on Group Work and how to ensure support for the 
development of country harm reduction programmes 

Coffee/Tea break 

Next steps and follow up to complete the Regional 
Strategic Framework (Panel discussion) 

.> Draft conclusions and recommendations; 
key issues for the regional strategy 

Closing 

UNRTF(WHO, 
UNAIDS & UNODC) 
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