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Table 2.1.1: Epidemiology of HIV and Viral Hepatitis,
and Harm Reduction Responses in Asia
Country/territory
with reported
injecting
drug use

People who
inject drugsa

HIV prevalence
among people
who inject drugs
(%)

Hepatitis C (antiHCV) prevalence
among people
who inject drugs
(%)1

Hepatitis B
(anti-HBsAg)
prevalence among
people who inject
drugs
(%)1

Harm reduction responseb

NSPc

OSTd

Afghanistan

20,000
(18,000–23,000)2

72

36

5.8

(19)3 (NP)

(1)(M)3

Bangladesh

21,800–23,8002

5.32

>50e

9.4

(120)4 (P)

(1)

Bhutan

nk

nk

nk

nk

Brunei Darussalam

nk

nk

nk

nk

nk

nk

(2)

(1)5

(>900)2

(738)2(B,M)

Cambodia
China
Hong Kong

1900

24.1

f2

2

2,350,000

6.4

2

67 (60.9–73.1)

9.6 (3.8–15.4)

nk

--

--

g 2

30,0006

India

177,000–180,000

9.2

41

Indonesia

105,784
(73,663–201,131)i 9

362

400,000
nk

Japan
Korea (Republic of)
Laos PDR

1700

Macau

23810

4

2

Malaysia

170,000

Maldives

793 (690–896)2

2

1

(2.7–17.8)

(261)

(72)h 8 (M,B,O)

77.3

2.9

(194)2

(74)2(B,M)

nk

64.8 (55–74.5)

3.2 (2–4.3)

nk

57

4

nk

nk

nk

1.3211

80.411

10.711

8.7

67.1

nk

0l 12

0.7i 12

0.8i 12

4

2

10.2

7

4

2

(4)11(P)

(4)11(B,M)
(674)2 k(B,M)

(297)2 j (P)

(1) (M)

Mongolia

nk

nk

nk

nk

(1)

Myanmar

75,0002

21.92

79.2

9.1

(40)2(P)

(10)(M)2

6.3

87.3 (80.5–94)

5.8

(43)

(3)2 m (B,M)

84 (75–92.9)

6.8

Nepal
Pakistan

(30,155–33,742)

13

2

91,0002 c

27.22

(5.5–6)
(6–7.5)

Philippines

15,506

13.6

70

nk

Singapore

nk

nk

42.5

8.5

Sri Lanka

nk

nk

nk

nk

Taiwan

2

(81)
(3)

n

nk

13.8 (2–25.6)

41

16.7

(1103)

(90)(B,M)

Thailand

40,30014

21.92 o

89.8

nk

(10)(P)

(147)p (M)

Vietnam

158,414

13.4

74.1

19.5

(297) (P)

(41)2(M)

2

2 f

2

nk= not known

a Unless otherwise stated, data are sourced from Mathers B. et al for the Reference Group to the UN on HIV and Injecting Drug Use (2008) Global epidemiology of injecting drug use and
HIV among people who inject drugs: a systematic review, Lancet, 372( 9651):1733–1745.
b Unless otherwise stated, data on NSP and OST coverage are sourced from Mathers B, Degenhardt L, Ali H, Wiessing L, Hickman M, Mattick RP, Myers B, Ambekar A & Strathdee SA for the
Reference Group to the United Nations on HIV and Injecting Drug Use (2010) HIV prevention, treatment and care for people who inject drugs: A systematic review of global, regional and
country level coverage, Lancet, 375(9719):1014-28.
c The number in brackets represents the number of operational NSP sites, including fixed sites, vending machines and mobile NSPs operating from a vehicle or through outreach workers.
(P) = needles and syringes reported to be available for purchase from pharmacies or other outlets, and (NP) = needles and syringes not available for purchase.
d The number in brackets represents the number of operational OST programmes, including publicly and privately funded clinics and pharmacy dispensing programmes. (M) = methadone, (B) = buprenorphine, (O) = any other form (including morphine and codeine).
e HIV Serological Surveillance conducted in six cities, with the highest prevalence reported among PWID in Kanshat at 95.7% (Bangladesh, Ministry of Health and Family Welfare, 2011).
f Year of estimate: 2007.
g Figure represents national average only and may significant regional variations.
h Figure represents the number of sites managed by the National AIDS Control Organisation (NACO). Researchers in the region estimate that at least 80 additional sites are implemented
by external development partners.
i Figure has been queried by civil society sources, with some estimating that it is closer to 60,000. A World Bank survey was underway at the time of writing.
j The total number of NSP sites includes 221 NGO sites and 76 government-run sites.
k Total number of OST sites includes 218 in government hospitals and clinics and 406 private health care practitioners.
l Based on 2009 surveillance in two cities, Addu and Male.
m At least two additional sites were not included as part of this figure since anecdotal reports from civil society indicate that these sites provide buprenorphine for detoxification only
rather than for maintenance therapy.
n Although there are no official programmes operating in Sri Lanka, anecdotal reports indicate that some psychiatrists and general practitioners prescribe methadone as OST.
o Estimate based on men who inject drugs only.
p Civil society and experts in the region have suggested that this estimate is too high and may not be representative of the actual level of OST provision in Thailand. It has been suggested
that numbers may include clinics which require periodic detoxification and re-enrolment.
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Map 2.1.1: Availability of needle and syringe exchange programmes (NSP)
and opioid substitution therapy (OST)
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Harm Reduction in Asia
At least one quarter (4.5 million) of the total estimated
number of people who inject drugs (PWID) live in the Asia
region, with over half of these residing in China.47 At the
regional level approximately 16% of PWID are living with HIV,47
but significantly higher rates have been detected at local level
within several countries. In five countries with updated figures
as of 2012 – Cambodia, Indonesia, Myanmar, Pakistan and
Thailand – over one fifth to one half of PWID may be living
with HIV.2
Regionally, most countries in Asia now offer essential harm
reduction services for PWID, although current data do not assess
their quality (see Table 2.1.1). Seventeen countries implement
needle and syringe exchange programmes (NSPs) to varying
degrees, including new programmes in border regions within
Laos PDR.15 Provision of opioid substitution therapy (OST) has
expanded in several countries including Myanmar, Malaysia,
Indonesia, China, Vietnam and the Maldives, and two countries
– Cambodia and Bangladesh – have newly established
programmes since last reported in 2010. However, coverage
of both interventions remain substantially below minimum
levels recommended by international guidance.38 Despite
progress made in recent years in improving HIV surveillance,
the continued lack of or controversy over reliable data on the
size of PWID populations in some parts of the region limit the
accuracy of available coverage estimates, knowledge of the
true burden of tuberculosis (TB), HIV and viral hepatitis among
PWID, evaluation of impacts and planning for scale-up and
resourcing needs.
Co-infection with HIV, viral hepatitis (B and C) and/or TB
among PWID pose significant challenges across Asia. Greater
integration of antiretroviral therapy (ART) with OST services,
TB and viral hepatitis treatment, and peer involvement in
treatment delivery, are key to achieving sufficient intervention
coverage among this population.16, 48 Increased prevalence of
injection as the route of drug administration for amphetaminetype stimulants (ATS), the most commonly used drugs in
Thailand, Laos, South Korea, Cambodia and Japan, has been
documented in some countries.17 Cross-border mobility of
PWID may contribute to epidemics among PWID, requiring
increasingly collaborative prevention efforts in border areas
within Bangladesh, Myanmar, China and Laos. The increasing
overlap between injecting drug use (IDU) and sex work may
pose an emerging challenge in several local and national
contexts, including Sri Lanka, Pakistan and Malaysia.2
There is increased awareness of harm reduction as an
evidence-based public health approach to reduce HIV and
other co-infections and address the health needs of PWID in
the region. Nineteen countries or territoriesq identify PWID as
q Afghanistan, Bangladesh, Cambodia, China, Hong Kong, India, Indonesia, Macau,
Malaysia, Maldives, Mongolia, Myanmar, Nepal, Pakistan, Laos PDR, Philippines, Taiwan,
Thailand, Vietnam.
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a target population for the HIV response and explicitly include
harm reduction in their national plans and/or drug policies,
pointing to clear progress since 200918 when this was the
case for only 14 countries. However, despite these significant
improvements, 61% of countries in Asia Pacific still have laws
and policies that pose major impediments to the provision of
effective HIV prevention, care, treatment and support services
for PWID.19
The funding environment in Asia has become increasingly
precarious in the last two years due to the withdrawal of
support for harm reduction services by key bilateral donors
and a reduction in Global Fund funds. There is an urgent need
for strategic investment of available funds in the coverage
and quality of high-impact, cost-effective interventions such
as NSPs and OST.20-21

Developments in harm reduction
implementation
Needle and syringe exchange programmes
Of the 25 countries and territories in Asia where IDU has been
reported, 17 – two more than reported in 2010r – implement
NSPs to varying degrees (see Table 2.1.1). In Cambodia,
Mongolia, the Philippines and Thailand, NSP provision
remains small-scale. In August 2011, the first NSPs in Laos
were established at four remote health centres in the northern
districts of Phongsaly and Houaphanh Provinces bordering
Vietnam.15
NSPs are delivered through various modalities across the
region. In some settings there has been a shift from provision
through stand-alone sites targeted at PWID to service delivery
integrated within existing facilities, such as health clinics
and pharmacies.26 Additional examples include 24-hour
anonymous provision of sterile injecting equipment and
condoms through self-service boxes at commune health
stations and community hotspots in Vietnam,2 and harm
reduction services and provision through a grocery store on
the China/Myanmar border.15
In some countries in Asia, the number of NSP sites has
increased: for example, in Bangladesh (from 93 in 2010 to
120 in 2012), India (from 200–219 in 2010 to 261 in 2012),
Indonesia (from 120 in 2006 to 194 in 2011) and Malaysia
(from 117–130 to 297 in 2012).2, 4 Despite these increases, NSP
coverage in most Asian countries remains insufficient to have
an impact on HIV and viral hepatitis epidemics among PWID.s
Coverage of NSPs varies widely across the region, from 263.7
r Laos PDR and Macau. Although NSPs started operating in Macau before 2010, this
information was reported as ‘not known’ in the 2010 edition of this report.
s The 2009 WHO, UNAIDS, UNODC Technical Guide for countries to set targets for universal
access to HIV prevention, treatment and care for injecting drug users categorises NSP
coverage levels as follows: low (<100 needles/syringes per injector per year), medium
(>100–<200 needles/syringes per injector per year) and high (≥200 needles/syringes per
injector per year).
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needle-syringes per PWID per year distributed in Bangladesh
– the highest level of needle-syringe distribution among
low- and middle-income countries worldwide – to less than
10 needle-syringes per PWID per year in Thailand, Indonesia
and the Philippines. New estimates since 2010 suggest that
NSP coverage reaches medium levels in Malaysia (116 needlesyringes per PWID per year), Myanmar (118 needle-syringes
per PWID per year), Cambodia (120.2 needle-syringes per
PWID per year), Vietnam (140 needle-syringes per PWID per
year) t and China (180 needle-syringes per PWID per year).
Coverage remains low in Pakistan and Nepal, where provision
amounts to less than 100 needle-syringes per PWID per year.2
In eight countriesu in Asia with reported IDU there are no
operational NSP sites. Since 2010, NSP provision was scaled
back or interrupted in Pakistan,22 Nepal23-24 and Cambodia. In
Pakistan and Nepal site closures were due to the withdrawal
of national funding support.25-26 In Cambodia, the provision
of needles and syringes is dependent upon the availability of
NSP licences issued at the discretion of the National Authority
for Combating Drugs (NACD).84 In 2011 the government
revoked or failed to renew licences for existing NSP services,
as part of a move to relocate services to the government.26 As
of December 2011, there were no licensed NSP sites operating
in Cambodia, leading to a drastic downturn in service
coverage.27 At the time of writing, a small number of services
run by non-governmental organisations (NGOs) in Cambodia
had resumed provision of sterile injecting equipment, but the
reach of existing programmes remains restricted.28
Fear of arrest and detention in compulsory detoxification
centres that violate the human rights of PWID and fail to
provide evidence-based programmes continues to deter
many individuals from accessing NSP services and carrying
sterile injecting equipment.29
Geographical distance, costly transportation, inappropriate
size of needle-syringes, lack of adequate training and limited
capacity of peer outreach workers pose further barriers to
access. Legal age restrictions for accessing NSPs in some
Asian countries pose obstacles for PWID under 18 years
old, despite evidence that age of initiation to injecting is
gradually decreasing in some areas (see Chapter 3.2 for a
broader discussion of legal age restrictions for harm reduction
services).30

t 2011 estimate based on men who inject drugs only.
u Bhutan, Brunei-Darussalam, Hong Kong, Japan, Republic of Korea, Maldives,
Singapore, Sri Lanka.

Service provision cuts in Pakistan
Harm reduction service provision to a sizeable portion
of PWID in Pakistan has been severely threatened since
2010. The largest harm reduction project in the country,
running since 2005 with support from the World Bank,
was suddenly terminated by the Government of Punjab
using discretionary powers in May 2010. At the time of
cancellation, the programme had reached over 14,000
PWID across eight cities in Punjab, and plans were in
progress to scale up services to an additional four cities,
reaching up to an estimated 22,000 PWID. Although
no official reason for the programme’s termination was
provided, civil society advocates cite the refusal on the
part of the implementing organisation (Nai Zindagi) to
disclose personal details of the project’s beneficiaries to
government officials as part of an accountability audit
as a potential trigger for subsequent official decisions.
Recent surveillance data suggest that the closure of
services has already begun to reverse important gains
made in the past five years of implementation.31
A portion of the gap in harm reduction service delivery
will be filled by Pakistan’s Global Fund Round 9 grant
scheduled to begin in 2012 and covering an estimated
28,000 people with NSP services across 24 districts in
Punjab and Sindh provinces over four years. However, the
crisis persists, as the eight cities in which programmes
were originally terminated continue to lack harm
reduction provision and will not be covered by this grant.

Opioid substitution therapy
Availability and coverage of OST has been scaled up in several
Asian countries since 2010 (see Table 2.1.1). For example,
provision was expanded in Myanmar (from 7 sites in 2010
to 10 by December 2011, reaching 1637 PWID),2 Malaysia
(from 95 in 2010 to 674 sites reaching 44,428 PWID in 2012),v
Indonesia (from 11 sites in 2006 to 74 in 2011), China (from
600–675 sites in 2010 to 738 across 28 provinces currently
reaching 140,000 PWID) and India (from 61–63 in 2010 to
at least 72 in 2012).w8 In Vietnam a small-scale methadone
programme has been significantly scaled up from four clinics
in two provinces in 200939 to 41 clinics across 11 provinces
presently reaching 6900 PWID.32 Plans are underway to
further expand access to 80,000 PWID across 30 provinces
by 2015.2 As of June 2011 the Ministry of Labour, Invalids and
Social Affairs (MOLISA) has contributed to financing the first
methadone maintenance therapy (MMT) clinic, an important
development for harm reduction in the country considering
the increasingly narrow resourcing landscape for PWID.32 In
v This includes provision through government hospitals and clinics (218 sites), private
health care practitioners (406 sites), National Anti-Drug Agency (NADA) service centres
(32 sites) and prisons (18 sites).
w This includes four MMT pilot sites initiated by UNODC between January and April
2012.
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the Maldives, the second phase of OST was initiated in 2011
following a pilot methadone project established in 2009
with support from the UNODC Regional Office for South Asia
(ROSA).2, 33 Thailand’s Department of Medical Services reports
that there were 6085 patients enrolled on MMT during the
period of April 2010 to April 2011.x34 Community-based and
civil society organisations (CSOs) play an important role in
service implementation and success in Myanmar, China and
Bangladesh.
Two countries in the region have initiated OST since last
reported in 2010.35 The first pilot methadone clinic in Phnom
Penh, Cambodia, began dosing in July 2010.26 As of December
2011, 113 PWID, 20% of whom are women, were receiving
methadone, with imminent plans to scale up to three sites.5,
27
In Dhaka, Bangladesh, an OST pilot with methadone was
implemented in June 2010 by the International Centre for
Diarrheal Disease Research (iccr-b) in collaboration with the
Government of Bangladesh. To date, 150 PWID are receiving
methadone, with another 150 to be enrolled at a second site
being planned through funds from Save the Children under
the Global Fund RCC programme.2
Although rollout of OST to 6000 PWID in Pakistan is
supported under Global Fund Round 9, implementation will
be dependent upon successful piloting by UNODC planned
to commence in late 2012.25 In Nepal, plans to scale up the
national OST programme and revise guidelines and training
curricula on OST in collaboration with the German Agency for
International Cooperation (GIZ) were underway at the time of
writing.2 Malaysia has gradually moved away from supporting
compulsory detention since 2010, instead focusing its efforts
on scaling up existing NSP and OST programmes, including
a rare MMT programme that operates inside a mosque.36-37
Recognising the lack of services for female PWID in
Afghanistan, UNODC, in partnership with Médecins du Monde
(MdM) and local Afghan NGO Nejat, has recently initiated a
referral mechanism to facilitate access to MMT by women who
inject drugs, and expand the capacity of local NGOs to start up
and implement MMT.3
Despite recent increases in service coverage, OST provision
remains very limited in some countries. Where reported,
measures of OST coverage remain imprecise, using PWID as a
denominator, although not all PWID inject opiates or require
OST.38 Available data suggest that less than 3% of PWID
receive OST in Cambodia, Indonesia, Myanmar and Vietnam.39
In Nepal, coverage has remained the same since last reported
in 2010 (349 PWID on OST at three sites).35 The only existing
methadone pilot programme in Afghanistan implemented by
MdM reached 63 male clients as of November 2011.3 Scaleup was on hold as of June 2012 pending an independent
evaluation conducted by Johns Hopkins University as
requested by Afghanistan’s Ministry of Counter Narcotics.3
OST remains unavailable in ten countries with reported
IDU: Bhutan, Brunei Darussalam, Republic of Korea, Japan,
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x Estimate refers to the cumulative total and may include duplicates of individuals who
dropped out and re-registered.

Laos PDR, Mongolia, Pakistan, the Philippines, Sri Lanka and
Singapore.
The availability and scope of OST is constrained by several
factors. The poor quality of programmes, including inadequate
or insufficient information on OST and its benefits, lack of
proper follow-up among drop-outs and inappropriate dosing
are commonly cited reasons for lack of retention in OST across
the region.26 In Indonesia, despite increases in the number of
PWID receiving OST since 2010, a significant proportion of
PWID (39%) continue to inject while on MMT, particularly in the
early months following the start of treatment.40 Programme
quality requires increased documentation across the region
and significant strengthening if harm reduction interventions
are to produce measurable results.
Legal and policy barriers that prohibit or restrict OST pose
significant obstacles to implementation and scale-up in
Asia.41 For example, policies requiring government approval
of methadone quotas for provision in Afghanistan can cause
emergency stock-outs and restrict programme scale-up.2
In Vietnam, a barrier to access is posed by the requirement
to register as a drug user with law enforcement authorities
to receive OST.42 Limited service provider capacity, fear of
arrest and detention, geographical distance to sites and high
transportation costs,y lack of gender-sensitive programmes43
and the absence of clear strategies to reach young PWID all
restrict the reach of existing programmes.26

Amphetamine-type stimulant
use in Asia
Use of amphetamine-type stimulants (ATS), and
particularly that of methamphetamines, has significantly
increased in recent years in East and Southeast Asia.
ATS use is associated with a range of harms including
HIV, viral hepatitis, TB and other sexually transmitted
infections (STIs).44 ATS use is predominantly found within
vulnerable groups such as women, young people, sex
workers and migrants.45
ATS users tend not to access ‘traditional’ harm reduction
services, as these are predominately aimed at people
who use opiates. Moreover, services generally do not
reach this group, due to differences in their drug user
networks as compared with people who use opiates.45
To meet the needs of people who use amphetamines,
further research and investment is needed,46 as well
as the development of a comprehensive package of
evidence-based interventions specifically tailored to the
needs of amphetamine users and developed with input
from the community.45

y As OST programmes in most Asian countries require daily visits by clients,
transportation costs and time spent travelling pose significant barriers to access. For
example, it is estimated that in Myanmar and Bangladesh travel time to dispensing sites
for some PWID exceeds two and three hours daily.
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Antiretroviral treatment
Wide variations in HIV epidemics among PWID exist among
and within Asian countries. For instance, although an overall
decrease in HIV prevalence among men who inject drugs from
33.85% in 2010 to 13.4% in 2012 was detected in Vietnam,
prevalence continued to exceed 50% in Dien Bien and Quang
Ninh provinces, while in Da Nang it was only 1% – the lowest
prevalence in the country.2 Rising prevalence has been
recently documented in numerous cities in Pakistan,2 two
northern border provinces and Vientiane in Laos PDR,2 and in
Jakarta, Indonesia, where prevalence among PWID rose from
33% to 44% from 2007 to 2011 despite decreases in the rest
of the country.9 The heterogeneity of the HIV epidemic in the
region is similarly highlighted by the Philippines, where new
estimates suggest that 13.56% of PWID are living with HIV, yet
prevalence among women who inject drugs (26.98%) is more
than twice as high as among their male counterparts (12.87%).2
On the island of Cebu in the Philippines an emerging epidemic
among PWID – HIV has shot up significantly from 0.40% in
2007 to 53.8% in 20102 – has been attributed by experts to the
delayed implementation of harm reduction programmes.39
Conversely, reductions in HIV prevalence among PWID in
some countries in the region have been largely attributed to
the early implementation and scale-up of key harm reduction
programmes such as NSP and OST.39 HIV prevalence among
PWID has decreased significantly in Kathmandu, Nepal (from
68% in 2003 to 20.7% in 2009 and 6.3 % in 2011), in China
(from 9.3% in 2009 to 6.4% in 2011) and in Indonesia (from
52% in 2007 to 36% in 2011).2
Although regional and global monitoring mechanisms have
improved,z disaggregated data on ART access, coverage and
treatment needs among PWID in Asia are scarce. According
to the World Health Organization (WHO), 22 of 26 countries
surveyed in Asia in 2010 reported ART availability for PWID.39
Nevertheless, the scope and coverage of ART in the region
remains limited. In 2010, the Reference Group to the UN on
HIV and Injecting Drug Use reported that ART was accessed
by only a small proportion of PWID living with HIV in nine
countries in Asia.47 For example, in Indonesia, the country with
the highest level of coverage in the region, only 6% of PWID
living with HIV were receiving ART.47 In Afghanistan, the only
two available ART centres located in Kabul and Herat are not
accessed by most ART-eligible individuals due to geographical
distance,2 and over 40 existing drug treatment centres
z For example, in March 2012, countries reported to UNAIDS on updated indicators
to monitor progress towards the targets set in the 2011 Political Declaration on HIV/AIDS,
including halving HIV transmission among people who inject drugs by 2015. While the
new set of indicators includes indicators measuring uptake of HIV testing and counselling
and coverage of NSP among PWID, it does not include coverage indicators for other
interventions in the WHO comprehensive harm reduction package. For more information,
see UNAIDS (2011) AIDS Response Progress Reporting 2012 Guidelines: Construction of
Core Indicators for Monitoring the 2011 Political Declaration on HIV/AIDS. Geneva: UNAIDS.
Additionally, there was an increase of 18% between 2009 and 2010 in the number of
countries reporting to the WHO in preparation for its 2011 report, Epidemic update and
health sector progress towards Universal Access. A total of 109 low- and middle-income
countries reported information on the existence of programmes and policies targeted at
and engaging people who inject drugs in 2010, compared with the 92 countries providing
data in 2009. See WHO, UNAIDS, UNICEF (2011) Global HIV/AIDS Response: Epidemic update
and health sector progress towards Universal Access. Geneva: WHO.

(providing treatment other than OST) across the country lack
any voluntary counselling and testing (VCT) services.3
Access to ART by PWID is disproportionately low compared
with other key populations at higher risk of HIV, and remains
restricted by systemic and structural barriers.48 In 2010, 47%
of PWID living with HIV in low- and middle-income countries
came from five nations,aa three of which (China, Vietnam and
Malaysia) are in Asia.48 PWID comprise 67% of cumulative HIV
cases in these five countries, but only 25% of ART recipients.
Systemic and structural barriers such as the continuing policy
in some countries to detain people who use drugs (PWUD)
in compulsory detention centres, and imprisonment for
drug possession for personal use, severely restrict access
to prevention and treatment services among PWID in the
region.48-49 Other barriers to ART access for PWID in Asia
include the lack of quality adherence counselling, effective
support or follow-up plans, which are essential for treatment
success among PWID,16 stock-outs50 and lack of access to OST,
among several obstacles.51
Recent studies point to increased access to HIV testing, ART
and improved treatment outcomes for PWID in Vietnam52 and
Bangladesh.2 In Bangladesh, nine VCT centres designated for
PWID across five cities provided ART to 2316 PWID between
October 2009 and September 2011.
According to recent estimates submitted by eight Asian
countriesab to UNAIDS as part of the 2012 Global AIDS Progress
reporting mechanism, uptake of HIV testing and counsellingac
ranges from less than 10% in the Philippines and Pakistan to
over 50% in Indonesia – the country with the highest reported
percentage of PWID accessing HIV testing.ad2 The generally
low levels of testing among PWID in the region corroborate
global data from the WHO and UNICEF, who reported in 2011
that the median uptake of VCT was only 25% in 13 reporting
countries in the previous 12 months.39 Given the small
number of countries worldwide, and in the region specifically,
that monitor and report on this indicator, greater efforts and
investments are required to adequately track access to and
increase uptake of VCT among PWID.

Viral hepatitis
Rates of hepatitis C (HCV) and hepatitis B (HBV) in PWID vary
widely among countries in Asia. A recent systematic review
reported Asia is the world region with the largest populations

aa China, Vietnam, Russia, Ukraine, Malaysia.
ab Vietnam, Thailand, the Philippines, Pakistan, Nepal, Myanmar, Indonesia and
Cambodia.
ac According to Global AIDS Progress Reporting 2012 guidance, this indicator is
measured as the percentage of PWID that have received an HIV test in the past 12 months
and know their results.
ad Figures from Indonesia are based on NSP and OST attendees. Among NSP
participants, 56% had undertaken an HIV test. HIV test uptake among methadone
clients was nearly 100%, as enrolment in MMT requires an HIV test. The high update of
HIV testing among PWID in Indonesia is partly attributed to the increase in supportive
legislation on harm reduction and to the integration of NSP into primary health
services. For more information see: UNAIDS (2012) Indonesia Global AIDS Progress Report.
Geneva: UNAIDS, http://www.unaids.org/en/dataanalysis/monitoringcountryprogress/
progressreports/2012countries/ ce_ID_Narrative_Report.pdf Accessed 24 June 2012.
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of PWID with hepatitis B surface antigen (HbsAg)ae (300,000,
range 100,000–700,000) and HCV (2.6 million, range 1.8–3.6
million). China is home to more than half (1.6 million, range
1.1–2.2 million) of PWID living with HCV worldwide.1
Where estimates are available, all countries report an HCV
prevalence of over 30% among PWID, and in four countries
or territoriesaf rates exceed 80%. HBV prevalence among PWID
ranges from 2.9% in Indonesia to 10–20% in India, Macau,
Taiwan and Vietnam.1 The quality of existing global data on
viral hepatitis is variable. The large ranges of available figures
indicate inexact estimates resulting from varying prevalence
between different sub-populations of PWID and different
recruitment settings (see Table 2.1.1).1 Co-infection of HIV
and HCV is a significant challenge in some parts of the region,
particularly Bangladesh, India, Indonesia, Myanmar, Nepal
and Thailand, where 50–100% of PWID living with HIV are also
co-infected with HCV.53 Research indicates that co-infection
with HIV and HCV and/or HBV is highly prevalent among PWID
in the China–Myanmar border region.54
Viral hepatitis testing and treatment is rarely state-funded
in countries in Asia. The main medicine used in the current
standard treatment for hepatitis C is Pegylated Interferon-alfa,
which is patent protected by two pharmaceutical companies,
Roche and Merck, and remains beyond the means of the
majority of PWID in Asia, costing between US$11,255 and
$18,202 in the region.55ag Despite the inclusion of viral hepatitis
diagnostics and treatment in the ‘comprehensive package’ of
harm reduction services recommended by UNODC, WHO and
UNAIDS for PWID, HCV is rarely addressed in the HIV response
for this population.38

Tuberculosis
In addition to experiencing a high burden of co-infections
such as HBV and HCV, PWID living with HIV are at increased
risk of developing TB, including multi-drug resistant strains
(MDR-TB).56 South-East Asia accounts for nearly 15% of the
global burden of new cases of HIV/TB co-infection.57 Although
no systematic prevalence figures exist among PWID in the
region, individual studies indicate that they experience high
prevalence of TB and other co-infections. For example, TB
rates among PWID living with HIV were 33.9% in Chennai,
South India,58 and 4.8% in Pokhara, Nepal.59 In Vietnam, HIV
infection was concentrated among PWUD with TB, particularly
young men aged 15–34 years,60 and was the most common
cause of death (40%) within six months of starting ART among
a cohort of PWID living with HIV.61 Transmission of TB among
PWID living with HIV has been linked with a lack of adherence
ae HbsAg indicates active (either acute or chronic) infection. Approximately 95% of
adults with acute HBV infection clear the virus and develop anti-HBc and hepatitis B
surface antibodies (anti-HBs). People who inject drugs may have lower clearance rates for
HBV than the general population because more PWID may become chronically infected.
For more information see Nelson PK, Mathers BM, Cowie B, Hagan H, Des Jarlais D,
Horyniak D & Degenhardt L (2011) Global epidemiology of hepatitis B and hepatitis C in
people who inject drugs: results of systematic reviews, Lancet, 378(9791): 571–583.
af Macau, Nepal, Pakistan and Thailand.
ag Generally to manage HIV/HCV co-infection, a year-long treatment with Pegylated
Interferon and Ribavarine (peg-IFN/RBV) is required.
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support and inadequate prescription of ART, as well as with
having been incarcerated.62-63
Although several countries in Asia including India, Nepal,
Thailand and Myanmar have increasingly taken steps to
address TB/HIV co-infection more generally,53 it is unclear to
what extent activities target PWID specifically. For instance,
in Pakistan, TB testing and treatment services can only be
offered to PWID via direct linkages through harm reduction
services providers, as PWID tend not to access general health
services in the same manner as the general population.25
Barriers to addressing TB among PWID include poor health
infrastructure, administrative obstacles to effective TB and
HIV programme collaboration, low awareness, stigma and
discrimination by service providers and criminalisation of
drug use.57, 64 For example, in Bangladesh, PWID are generally
referred for testing and treatment to specialised TB clinics,
where they are often refused anti-TB treatment due to service
providers’ flawed perception that PWID have low rates of
adherence.25 While referrals from harm reduction services to
TB centres are reported to be robust in Afghanistan, there is a
need to strengthen referral systems for HIV screening from TB
centres.3 Additional obstacles are posed by lack of access to
methadone or buprenorphine therapy in some settings, which
may cause PWID to drop out of treatment when admitted to
in-patient TB wards due to opioid withdrawal symptoms that
go unaddressed.

Overdose
Although studies from an increasing number of countries
have examined mortality among people who use opioids,65
estimates on the occurrence of overdose mortality and nonfatal overdose outside high-income countries remains very
limited.66-67 A recent global meta-analysis of prospective
studies on mortality associated with heroin and other opioid
use found that Asia had the highest crude mortality rate
(CMR) at 5.23 deaths per 100 person-years, with overdose
most commonly cited as the cause of death.65 In a prospective
cohort of PWID in Liangshan, Sichuan province in China,
64.3% deaths during a one-year period were attributed to
overdose.68 In Thai Nguyen province, Vietnam, drug overdose
accounted for 27% of deaths among a cohort of PWID
between 2005 and 2007.69 Rates of non-fatal overdose among
people who inject opioids are similarly high. For instance, in
local studies 30% of heroin injectors in Bangkok, Thailand,70
83% in Ban Ninh, Vietnam,71 and 12% in Southwestern China72
reported experiencing at least one overdose.66
The quality of available data is highly variable. Common
limitations include the reporting of mortality risk estimates
among PWUD and PWID derived from retrospective cohort
studies, which greatly reduces their reliability, lack of
standardised reporting of mortality cause among this group,
and small sample sizes largely drawn from treatment centres,
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which may not be representative of out-of-treatment PWID,
thus limiting the strength of international comparisons.65-66
Responses to overdose have only recently been recognised
as integral components of harm reduction programmes in
some Asian countries. For example, naloxone is available in a
majority of hospitals and ambulances in China and Sri Lanka,
and through pharmacies, harm reduction drop-in centres
and outreach workers in Afghanistan.3 Although the national
MMT programme in China requests that each clinic keep
naloxone readily available, it is unclear to what extent this
is implemented in practice.26 In 2011, community naloxone
distribution programmes have been piloted in Vietnam73 and
in four provinces in China.74
Despite these increases in provision, availability of naloxone
for peer distribution in community settings remains limited
in Asia.66 Five countries in the region (Afghanistan, China,
India, Thailand and Vietnam) implement community-based
naloxone programmes to some extent.67 In most settings in
Asia, naloxone is classified as a scheduled drug and cannot be
sold over the counter. Shortages of naloxone, even in licensed
government-run health care facilities, and a lack of skills in
addressing overdose among service providers pose ongoing
obstacles to the prevention and management of overdose.
In Vietnam, a law prohibiting laypeople from providing
injections hampers scale-up of community-based naloxone
programmes.42 In some countries, it is challenging for NGOs to
procure naloxone for distribution, whether due to high prices
or due to special licences (i.e. medical licences) needed to
purchase medications. Intranasal naloxone is very costly and
remains unavailable throughout Asia.75

Harm reduction in prisons
IDU is widespread in prisons and other places of detention
across the region. For instance, a study on prisoners for drugrelated crimes in nine prisons across Indonesia found that
almost 90% had consumed an illicit drug, and more than onethird had injected heroin.76 While some prisoners continued
to inject drugs with decreased frequency, and others stopped
injecting while incarcerated, 0.5–4% of PWID actually injected
for the first time while in prison.2 Among PWID in three cities
in Afghanistan, 62.9% had previously been imprisoned, of
whom 17.2% reported injecting while in prison.77 Similarly,
in a sample of 252 PWID in Bangkok, Thailand, 78% reported
a history of incarceration, and approximately 30% of them
injected drugs while in prison.78
A 2010 national survey in Indonesian prisons and detention
centres detected higher HIV rates among a subset of male
prisoners with a history of injecting drugs (6.7%) compared
with the general male prison population surveyed (1.1%).
Rates were higher among women than among their male
counterparts, and twice as high among women with an
injecting history (12.0%) compared with incarcerated women

with no history of IDU (6.0%).2 Rising HIV prevalence among
Afghanistan’s 23,800 prisoners and detainees also appears to
be linked to the high proportion of PWID in prison.2 A new
report by the Cambodian human rights group LICADHO
indicated that imprisonments for drug-related charges
(including drug use) increased by 163% in 2011. In the
13 prisons surveyed by LICADHO, this number has nearly
quadrupled since 2008.79
Implementation of harm reduction programmes in prisons
and other closed settings remains a serious challenge in most
countries in Asia. There are no NSPs operating in prisons in the
region. In some countries, such as Bangladesh, the distribution
of needles and syringes in prisons is considered a criminal
offence. OST programmes operate in four Asian countries:
India, Indonesia, Malaysia and Thailand. In India, the only
existing prison OST pilot launched in 2008 has been scaled up,
reaching nearly 120 inmates in one prison.8 However, where
they do exist, prison harm reduction services remain limited:
only four prisons in Indonesia and 11 in Malaysia implement
the intervention.80
As of March 2012, discussions were ongoing among
government and police officials in the Maldives to introduce
a comprehensive harm reduction package in prisons.2 Plans
to initiate OST in prisons are also underway in Vietnam.2 In
Bangladesh, the 3rd National Strategic Plan for HIV and AIDS
Response 2011–2015 now supports implementation of prison
OST, noting, however, that policy advocacy and reform will be
required to facilitate programme start-up.81
In Pakistan, Bangladesh and Afghanistan, limited drug
treatment (other than NSP and OST) and HIV prevention
services are provided in some prisons. This includes an
UNODC-supported project that provides drug treatment and
other health services (other than OST) to 450 female inmates
out of approximately 500 female prisoners in six female
prisons in Afghanistan.3
In Japan, a proposed amendment will allow PWUD in prison
to qualify for early release and undergo abstinence-based
drug treatment in the community. Although harm reduction
services remain unavailable in both settings, the proposed
amendment represents an important shift away from
treating drug dependence as a crime.82 In June 2011 a ruling
by the Supreme Court in Indonesia strengthened diversion
sentencing to rehabilitation instead of prison for non-violent
drug users not convicted of drug trafficking or other felony
charges in the country’s otherwise highly criticised narcotics
law.83 Diversion sentencing for PWUD in Indonesia is an
important development since 2010, considering that drugrelated offences greatly contribute to prison overcrowding.ah

ah According to Indonesia’s Ministry of Law and Human Rights, the number of
prisoners for drug-related crimes in Indonesia has increased steadily as a proportion
of the general prison population from 7122 (10% of prisoners) in 2002 to 37,295 (26% of
prisoners) by the end of September 2009.

33

Policy developments for harm
reduction
Harm reduction is an important component of HIV and drug
strategies in most countries in Asia. Nineteen countries
or territoriesai identify PWID as a target population for the
HIV response and explicitly include harm reduction in their
national plans and/or drug policies (see Table 2.1.1). This is a
clear improvement since 2009 when this was the case for only
14 countries.18
Despite significant improvements in policy that have
facilitated implementation and scale-up of harm reduction
services, the existence of national policy on harm reduction
does not equate to the provision of an adequate response in
either scope or quality. Nearly two-thirds (61%) of countries
in Asia Pacific still have laws and policies that pose major
impediments to the provision of effective HIV prevention,
care, treatment and support services for PWID.19
In many countries in the region, harm reduction efforts are
undermined by inconsistencies in drug control policy, which
often conflicts directly with national HIV or drug plans. For
example, the government of Vietnam removed Article 199 of
the Penal Code in 2009, effectively decriminalising drug use.32
However, under the new regulations PWID can still be sent to
compulsory treatment centres for two years.32 In Cambodia
the Commune Safety Policy introduced in August 2010 and
enforced in April 2011 by the Deputy Prime Minister applies a
zero tolerance approach to drug use, has further stigmatised
PWID and greatly undermined harm reduction efforts.aj84-85
Additionally, in December 2011, the National Assembly of
Cambodia approved a drug law that mandates up to two years
of compulsory treatment for PWUD, and fails to recognise
essential harm reduction interventions, leaving NSPs and OST
programmes vulnerable to arbitrary closure.84 Civil society
advocates have strongly criticised the new drug law, pointing
out that the term ‘drug addict’ is too broadly defined and can
feasibly include anybody under the influence of drugs at any
point.84 A new amendment to Thailand’s national drug policy
in 2010 explicitly mentions harm reduction, yet this nominal
improvement is overshadowed by the Deputy Prime Minister
Chalerm Yubamrung’s recent proposal to ‘solve’ the drug crisis
in Thailand within one year.86 This is a concerning approach to
drug use and trafficking that echoes the disastrous 2003 ‘war
on drugs’ and could have serious implications for access to
and scale-up of harm reduction programmes.87

ai Afghanistan, Bangladesh, Cambodia, China, Hong Kong, India, Indonesia, Macau,
Malaysia, Maldives, Mongolia, Myanmar, Nepal, Pakistan, Laos PDR, Philippines, Taiwan,
Thailand and Vietnam.
aj Anecdotal reports indicate that in efforts to enforce the Commune Safety Policy
guideline, Cambodian police have recently become increasingly active in rounding
up people who use drugs, who are in principle referred to compulsory rehabilitation
treatment. If they decline treatment or are found to be engaged in crime, they are
imprisoned. For further information, see Azariah S (2011) HAARP Cambodia Annual Review
2011. Canberra: HAAARP.84
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The continued commitment to compulsory treatment centres
for PWID in several countries in the region undermines harm
reduction efforts, elevates the risk of HIV transmission and
violates international human rights law.88-89 Over 400,000
people in the region are arbitrarily detained in drug detention
centres,47 and up to 1000 people are executed for drug
offences each year, in direct violation of international law.90
Efforts have been taken in some Asian countries to mitigate
the unintended consequences of drug policies and improve
utilisation of harm reduction services through dialogue and
negotiation with law enforcement officers. For example
improved police practices reflecting a less punitive approach
and increased understanding of harm reduction approaches
have been observed in Kaski and Morang districts in Nepal
as a result of joint programme implementation between law
enforcement agencies and civil society.2

Civil society and advocacy
developments for harm reduction
Civil society advocates in the region have played an increasingly
visible role in informing and liaising with governments,
law enforcement and donors on the importance of harm
reduction service scale-up and the need for an enabling
policy environment.
In 2010 the Asian Network of People Who Use Drugs (ANPUD)
was registered in Hong Kong, a new regional coordinator
was selected, and the Secretariat office was established in
Bangkok, Thailand. ANPUD has since focused on developing
and strengthening the network through a number of
meetings and workshops, and providing its members with
an avenue to become more meaningfully involved in policy
and programming at the national, regional and international
levels.

The Asian Harm Reduction Network
The Asian Harm Reduction Network (AHRN) has continued
to develop, successfully making the transition to a
federation structure with ten initial members throughout
the Asian region. Since 2010 a separate organisation,
Access Quality International (AQI), has emerged to take
on service delivery, technical assistance and capacitybuilding roles previously held by AHRN, while AHRN has
repositioned itself as a regional network. Following a
series of strategic planning consultations between 2010
and 2011 that brought together key experts from around
the world, AHRN recently launched its new five-year
strategic plan for 2012–2016. In its newly defined role,
AHRN seeks to provide a platform for harm reduction
policy dialogue and collaboration throughout Asia
and facilitate networking and communication among
member networks and other key stakeholders.
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At the regional level, notable events included the Asian
launch of the Lancet special series on HIV in PWUD, organised
by the University of Malaya’s Centre of Excellence for Research
in AIDS (CERiA) in December 2010 in Kuala Lumpur, Malaysia.
The symposium featured panel discussions with local,
regional and international experts on topics particularly
important to region including, among others, structural risk
environments, women who use drugs, human rights, drug
policy reform and compulsory drug detention centres.91
The ‘10th International Congress on AIDS in Asia and the
Pacific’ (ICAAP) was held in Busan, South Korea, in August
2011. Despite widely condemned clashes between local law
enforcement and community activists in Busan,92 the event
provided an opportunity around which regional civil society
groups could mobilise. AHRN, supported by the Open Society
Foundations’ Global Drug Policy Program (GDPp), organised a
satellite session exploring how the ‘war on drugs’ impacts the
current response to drugs and HIV in the region. The meeting
was well attended by more than 100 international delegates.
Developments at the national level include the establishment
of the first Afghan Drug Users’ Group (ADUG) in Kabul,
Afghanistan, in 2011. ADUG is a movement of Afghan current
and former PWUD, representing users’ interests and promoting
their participation in decision-making, policy and service
planning. ADUG participated in the ‘22nd International Harm
Reduction Conference’ in Beirut, Lebanon, and is a recognised
member of the International Network of People Who Use
Drugs (INPUD). A new group comprised of several member
organisations from across Vietnam, the Vietnam Network of
People Who Use Drugs (VNPUD), was established in late 2011.

Multilaterals and donors:
developments for harm reduction
The international economic crisis, combined with a shift in aid
priorities toward lower-income countries (LICs), and structural
changes at the Global Fund to Fight AIDS, Tuberculosis and
Malaria have had a considerable impact on existing and future
harm reduction funding commitments in the region.
Bilateral aid to the region has decreased markedly as countries,
particularly in Southeast Asia, have transitioned to middleincome country (MIC) status. There has been a general exodus
of funding from donor countries such as the UK (DFID), the
Netherlands (Dutch Development Cooperation Program) and
Sweden (Swedish International Development Agency). The
Australian government’s overseas aid programme’s (AusAID)
HIV/AIDS Asia Regional Program (HAARP) remained one of the
most significant donors funding harm reduction in the region
as of early 2012, shouldering an estimated 30–50% of harm
reduction costs.36 The Global Fund has played an important
role in financing harm reduction programmes in the region,
committing a total of US$166.7 million for interventions
targeted at PWID between 2002 and 2010 (see Table 2.1.2).
Major private donors such as the Gates Foundation and OSF
have filled in some of the resource gaps, but funding levels
remain far below what is needed to sustain and scale up
programmes.
Table 2.1.2: Approved Global Fund investments targeting
people who inject drugs in Asia, Round 1 (2002) to Round 10
(2010)96
Country / Territory

TOTAL (US$)

Civil society in Nepal has continued to engage actively in
advocacy at the local, national and regional levels. In August
2011, Nepalese civil society and local groups of PWUD
produced a joint statement93 responding to poor government–
donor coordination that often led to interruptions to harm
reduction services and serious concerns about programme
sustainability.94 In January 2011, Recovering Nepal, in
partnership with the government, organised the first national
harm reduction media conference, bringing together 144
active media representatives along with civil society networks,
government officials and technical partners to highlight the
need for sustainable and accelerated HIV and harm reduction
services.95

Afghanistan

1,300,000

Bangladesh

10,800,000

In an increasingly precarious funding environment, financial
support for civil society advocacy in the region is extremely
scarce and poses considerable challenges to sustainable and
coordinated actions.

*

Bhutan

<100,000

Cambodia

5,800,000

China

23,400,000

India

20,800,000

*

Indonesia

14,000,000

*

Malaysia

6,100,000

*

Mongolia

100,000

Maldives

500,000

Myanmar

7,700,000

*

Nepal

7,600,000

*

Pakistan

13,800,000

*

Philippines

1,500,000

*

Sri Lanka

200,000

*

Thailand

28,000,000

*

<100,000

*

25,100,000

*

Timor Leste
Vietnam
TOTAL

166,700,000

Notes
Figures are rounded. Data are correct as of March 2012. Data are
based on detailed grant budgets submitted to the Global Fund and
may not reflect actual expenditures.
* Figure includes projections for future years of grants that have not
yet been formally committed.
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Some governments such as China, India, Malaysia and
Taiwan are filling in the gap and investing in harm reduction
programmes within their own borders. In its national strategic
plan 2011–2015, Laos PDR earmarks $3.6 million to reach
60% of PWID with sterile injecting equipment and condom
provision.2 However, core national funding for harm reduction
in the region remains comparatively low, small-scale and
short-term. Sustainable financing strategies, and prioritisation
of investment in high-impact, cost-effective interventions
such as NSP and OST, involving increasing contributions from
national governments, are essential to enable countries to
develop and bring harm reduction interventions for PWID
to scale. Even as there are shortfalls for harm reduction
funding, new research by Harm Reduction International has

documented international donor support for drug detention
centres and the death penalty for drug offences in several
Asian countries.85 For example, Australia, Luxembourg and
Sweden contributed US$1,649,800 for a UNODC project on
capacity-building for drug detention centre staff in Vietnam,
while the USA, Japan, Thailand, China, Brunei, Singapore,
Sweden and Germany contributed funds to drug detention
centre infrastructure in Laos PDR. Additionally, several
countries that apply capital punishment for drug offences,
such as China and Vietnam, continue to receive international
funding and UN assistance for drug enforcement.85

After the Global Fund in China: a future for civil society
in the harm reduction response?
Compiled by Sarah Konopka, International HIV/AIDS Alliance
In light of a worsening HIV epidemic among increasing
numbers of people who inject drugs, the Chinese government
has gradually advanced a harm reduction approach and
in 2004 invested in the piloting of eight OST clinics in five
provinces.96 Despite the scale-up of China’s harm reduction
programme in recent years, coverage remains low, and
recruitment and retention are ongoing challenges. Dropout rates are high, particularly where outreach, psychosocial
support and community engagement are lacking.97-99
Harm reduction resources from the Global Fund began to
fill the service provision gap in China in 2003,100 directing
funds through the Chinese Centre for Disease Control
(CDC) for capacity development of local community-based
organisations (CBOs) to supplement the government’s clinicbased OST programme with peer-led interventions including
outreach, peer education, drug user support groups, family
support services and community education. The impact
of such services on quality has been documented: CDCaffiliated OST clinics receiving funding from the national HIV
prevention programme have better adherence rates and
coverage than non-CDC-affiliated clinics.97 This demonstrates
how valuable CBOs are in making MMT programmes work.
In 2011 the Global Fund announced that it would no longer
fund upper-middle-income countries. Remaining Global
Fund monies in China will expire in the end of 2012, and with
that, the end of resources for the community-based harm
reduction efforts. The Chinese government has pledged to fill
the HIV resource gap,101 but civil society groups are unclear
about what their priorities will be and what this will mean
for the future of a civil society role in the harm reduction
response.
After 2012 it is anticipated that the government will contract
the services of some CBOs and organisations/communities
of people who use drugs to provide HIV and harm reduction
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services. Government-imposed restrictions on the NGO
registration process remain an important concern.102-103 For
CBOs to register as an NGO and, therefore, be eligible to receive
government funding directly, they must have a sponsoring
government organisation that will share responsibility for
the management of funds.102-103 With Global Fund resources,
some drug-user-led CBOs were able to strengthen internal
systems and structures and build relationships with local
government agencies. This has been vital to their success.
As the response in China shifts to a primarily governmentfunded response, civil society groups are concerned that
their capacity development needs will be overlooked and
that they will find it more difficult to engage and negotiate
with local agencies.
Commitments from other donors, including AusAID, Levis
Foundation and the government of the Netherlands (BUZA),
will contribute to maintaining a space for the engagement
of communities of people who use drugs and CBOs. For
example, the multi-country Community Action on Harm
Reduction (CAHR) project of the International HIV/AIDS
Alliance, funded by BUZA, works with Alliance China and drug
user groups in Sichuan province to partner with the local CDC
to improve MMT and NSP provision and access to peer-led
services.104 Small-scale efforts like these will make a difference
to the lives of the drug user groups involved and people who
use drugs enrolled in their programme. But this will not be
enough to influence policy on a national scale.
Experience in China shows that civil society engagement will
be essential to the delivery of a comprehensive national harm
reduction programme. With the exiting of the Global Fund,
it will now be up to the Chinese government to support
community-based and peer-led models of service delivery
and work with communities of people who use drugs to
ensure that peer-led and community-based interventions are
an essential feature of the national programme.

Asia

In February 2011 the UN Regional Task Force held its meeting
on IDU and HIV/AIDS in India.105 Key topics discussed included
compulsory rehabilitation centres, the regional strategy for
harm reduction in Asia Pacific 2010–2015 and key findings
and recommendations of the external review of the UNRTF. A
particular need was identified around the need for a regional
advocacy strategy, including a feasible estimate of costs
required to realise advocacy goals, to complement national
strategies.
The ‘Asia-Pacific High-level Intergovernmental Meeting on
the Assessment of Progress against Commitments in the
2011 Political Declaration on HIV/AIDS and the Millennium
Development Goals (MDGs)’ was held in Bangkok in February
2012. IDU and harm reduction were addressed in the context
of insufficient coverage, continuing stigma and discrimination
and legal and policy barriers that affect PWUD living with HIV,
such as those that criminalise the possession of injecting
equipment.106
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