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I. STATUS AT A GLANCE 

The Third Country Report on Following up the Declaration of Commitment on HIV/AIDS 1 
(UNGASS) was prepared by Ministry of Health of Viet Nam with support from UNAIDS in the 
period October – December 2007. The Report recognizes significant achievements and efforts 
made by  Viet Nam, as well as the country’s commitment to scale up towards Universal Access 
to prevention, treatment, care and support for all in need.    

This report has been prepared with broad participation of Governmental and International 
partners, as well as national and international non-governmental organisations. In November 
and December 2007, the National Composite Policy Index (NCPI) form was sent to fifty five 
(55) organizations, agencies, individuals and civil society groups/networks. Their responses are 
included in the report. Two consultation workshops (one in Hanoi and one in Ho Chi Minh City) 
were conducted with civil society organizations and PLHIV. At these, more then 116 
participants from all over the country discussed the achievements made and challenges ahead. 
The National Consensus Meeting was organized on January 9, 2008; seventy three (73) 
participants from fifty five (55) Governmental and international partners, as well as civil society 
delegates, national and international non-governmental organizations attended the presentation 
of findings and were given an opportunity to contribute to the draft report (See Annex 5 for list 
of participants). 

Viet Nam’s HIV epidemic remains largely concentrated among key populations at higher risk, 
with high HIV prevalence among injecting drug users, female sex workers and their partners, 
and men having sex with men. Significant interaction between the risk behaviours of sharing 
injecting equipment and unprotected sex, particularly among young men, continues to drive the 
HIV epidemic in Viet Nam 

The outstanding achievements that reflect Viet Nam’s efforts and commitment in the reporting 
period 2006-2007 include: (1) Finalization of the system of legal documents related to HIV 
prevention and control; (2) Consolidation and improvement of human resources for HIV 
response in 90% of cities/provinces; (3) Establishment of the National Monitoring and 
Evaluation framework as part of the “Three Ones” ; (4) Expanded coverage of HIV prevention 
interventions among most at risk populations; (5) Increased accessibility to ARV treatment for 
people living with HIV ; (6) Facilitation and support for civil society organizations to participate in 
HIV prevention, treatment, care and support ; and (7) Increased  national funding for HIV 
prevention and care, which has been accompanied by increasing support from the international 
community2.  

The Central Government budget allocation for the AIDS programme was US$ 5 million in 2006 
and has been increased to US$ 9.4 million in 2007. Besides the budget provided by the central 
government to the provinces, local authorities are responsible for mobilisation of additional 
resources for implementation of HIV programmes. However data for funds raised at the local 
level are not available for the reporting period.  

International donors contributed significantly to total AIDS spending in Vietnam. It is estimated 
that the total budget for HIV prevention, treatment, care and support in Viet Nam in 2006 was 
around US$ 56.8 million, including US$ 5 million from the domestic budget and US$ 51.8 

                                                 
1 Declaration of Commitment was approved at the United Nations General Assembly, Twenty-sixth Special Session 
on HIV/AIDS,  June 2001 (UNGASS)  
2 See Part III and IV for more details.  
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million from the international community. Overall, while many government policies, strategies 
and guidelines are in place, the majority of funding for HIV programmes still comes from 
international donors. 
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Figure 1: Central Government HIV spending by categories 2004 to 2006 

The national response relating to the policies and programmes of prevention, treatment, care 
and support are analysed in parts III and IV of the report. The key reported indicators are 
presented in Annex 4, and summarized in the table below.  

UNGASS indicators summary 

Indicators Main Data Source Status: 2006- 2007 

National Commitment and Action – EXPENDITURES  

1. Domestic and international AIDS 
spending by categories and 
financing sources 

VAAC 

Reports from 
International 
organizations; 

MPI/ UNDP 

Amount of national funds disbursed 
by government: 

2005: 19.42 millions USD 

2006:12.75 millions USD (reported) 
          47.15 millions USD (estimated) 

2007: 9.4 millions USD from 
Government of Viet Nam 

National Commitment and Action - Policy Development and Implementation Status  

2. National Composite Policy Index 
(Areas covered: gender, workplace 
programmes, stigma and 
discrimination, prevention, care and 
support, human rights, civil society 
involvement, and monitoring and 
evaluation) 

NCPI Results See annex 3  

National Programmes   

3. Percentage of donated blood units 
screened for HIV in a quality assured 
manner 

 No data available 

4. Percentage of adults and children 
with advanced HIV infection 
receiving antiretroviral therapy 

National Programme 
report, VAAC 

 

Adults             2006:     19.6% 
                       2007:     28.4% 
Children          2006:     N/A 
                       2007:     789 
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5. Percentage of HIV-positive 
pregnant women who receive 
antiretroviral to reduce the risk of 
mother-to-child transmission 

PEPFAR PMTCT 
Programme Report, 
2006 - 2007  

2006:     9.2% 

2007:     13.9% 

6. Percentage of estimated HIV-
positive incident TB cases that 
received treatment for TB and HIV 

 No data available 

7. Percentage of women and men 
aged 15-49 who received an HIV 
test in the last 12 months and who 
know the results 

Viet Nam Population 
and AIDS Indicator 
Survey 2005 
(VPAIS). General 
Statistical Office, 
National Institute of 
Hygiene and 
Epidemiology, and 
ORC Macro (2006). 

Male:         2.1.% 

Female:     2.6% 

Total:         2.3% 

 

8. Percentage of most-at-risk 
populations that have received an 
HIV test in the last 12 months and 
who know the results 

HIV/STI integrated 
biological and 
behavioural 
surveillance (IBBS) 
in Viet Nam2005/  
06. Viet Nam 
Ministry of Health 
(2006) 

FSW:           15.1%  

MSM:           16.3% 

Male IDUs:   11.4% 

9. Percentage of most-at-risk 
populations reached with HIV 
prevention programmes 

MSM: IBBS  2005/06 

 
FSW and IDUs: WB 
and DfID project 
report 2007 

FSW             65.2% 
MSM:            25.6% 
Male IDUs:    43.2% 

10. Percentage of orphans and 
vulnerable children whose 
households received free basic 
external support in caring for the 
child  

 Not relevant to the country 
epidemic.  

11. Percentage of schools that 
provided life skills-based HIV 
education within the last academic 
year  

 No data available 

Data are being collected and will 
be available in 2008 

Knowledge and Behaviour    

12. Current school attendance 
among orphans and among non-
orphans aged 10–14   

 No data available 
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13. Percentage of young women and 
men aged 15–24 who both correctly 
identify ways of preventing the 
sexual transmission of HIV and who 
reject major misconceptions about 
HIV transmission* 

 VPAIS, 2005 Male:                        50.3% 

Female:                   42.3% 

Total:                       46.2 % 

 

14. Percentage of most-at-risk 
populations who both correctly 
identify ways of preventing the 
sexual transmission of HIV and who 
reject major misconceptions about 
HIV transmission  

IBBS, 2005/06 FSW:                     35.4% 

MSM:                     54.9% 

Male IDUs:            37.6% 

15. Percentage of young women and 
men who have had sexual 
intercourse before the age of 15 

VPAIS, 2005 Male:                     0.5% 

Female:                 0.3% 

Total:                     0.4% 

16. Percentage of adults aged 15–49 
who have had sexual intercourse 
with more than one partner in the 
last 12 months 

VPAIS, 2005  Male:                     0.7% 

Female:                 0 % 

Total:                     0.3% 

17. Percentage of adults aged 15–49 
who had more than one sexual 
partner in the past 12 months who 
report the use of a condom during 
their last intercourse 

 No data available 

18. Percentage of female and male 
sex workers reporting the use of a 
condom with their most recent client 

IBBS, 2005/2006  FSW:     97.1% 

 

19. Percentage of men reporting the 
use of a condom the last time they 
had anal sex with a male partner  

IBBS 2005/2006 61.3% 

20. Percentage of injecting drug 
users who report the use of a 
condom at last sexual intercourse  

IBBS 2005/2006 36.4% 

21. Percentage of injecting drug 
users who reported using sterile 
injecting equipment the last time 
they injected  

IBBS 2005/ 2006 88.8% 

Impact  

22. Percentage of young women and 
men aged 15–24  who are HIV 
infected 

VPAIS, 2005  0.3% 
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23. Percentage of most-at-risk 
populations who are HIV infected  

IBBS 2005/ 2006 

 

FSW:             4.2% 
MSM:             9% 
Male IDU:      23.1% 

24. Percentage of adults and 
children with HIV known to be on 
treatment 12 months after initiation 
of antiretroviral therapy 

Special study - ART 
cohort data collection 
(Viet Nam 
Administration for 
HIV/AIDS Control) 

Adults:            81% 

Children:        93.1% 

25. Percentage of infants born to 
HIV-infected mothers who are 
infected 

Modelled c/o 
UNAIDS Geneva 

 

 

Data sources for the above mentioned indicators come from: different programme reports; 
HIV/AIDS estimates and projections 2005 – 2010; the HIV/STI integrated biological and 
behavioural surveillance (IBBS) conducted in 2005 – 2006 and the Viet Nam Population and 
AIDS Indicator Survey 2005 (VPAIS). In most cases, data disaggregated by gender and age 
group is not available, and due to the sampling methodology (only selected provinces were 
included in the studies) the results do not always reflect the nationwide situation.    

There is no available national data for the following six UNGASS indicators: 3, 6, 10, 11, 12 and 
17. Due to the change of the definition for indicator number 3, and a focus on the quality of 
laboratory procedures, there is no available data for this reporting period. Efforts were made to 
collect data on HIV/TB co–infection, however due to the different definitions used for numerator 
and denominator than those suggested in the UNGASS guidelines, the available data is 
presented in the narrative report, but not recorded in CRIS.  Indicators number 11 and 17 have 
been included as indicators in the national M&E framework and will be available for the next 
reporting period. Indicator number 10 is applicable only for the countries that have HIV 
prevalence among the general population of higher than 5%. This is therefore not applicable for 
Viet Nam. Indicator number 12 is not a national indicator and will not be reported against.  



 6

II. OVERVIEW OF THE HIV/AIDS EPIDEMIC IN VIET NAM  

 

Status of the epidemic 

Vietnam’s HIV epidemic is still in a concentrated phase, with the highest sero-prevalence 
among key populations at higher risks. These include injecting drug users (IDUs), female sex 
workers (FSWs) and men who have sex with men (MSM). Prevalence in the general population 
is estimated at 0.53%. According to the 2005 Estimation and Projection Report, there were an 
estimated 293,000 people living with HIV in 2007.  

Cumulative reported data as of 31 August 2007 are 132,628 HIV infected case; 26,828 cases of 
AIDS, and 15,007 deaths due to AIDS. HIV cases were reported nationwide in all 64 in 
provinces/cities, 96% of 659 districts and more than 66% of 10,732 wards/communes. Of all 
reported HIV cases, 78.9% are in the age group 20 – 39, with males accounting for 85.2% of 
total reported HIV cases. People living with HIV are getting younger and heterosexual 
transmission is becoming more significant. 

There is great variability within Viet Nam in the timing of local HIV epidemics. The epidemics in 
HCMC and the north-east coast initiated earlier, while epidemics in other parts of the country 
are more recent. This variability has resulted in a geographic concentration of HIV cases in big 
cities and provinces where the local HIV epidemic in groups of IDUs, FSWs and MSM is 
substantial. The Quang Ninh province has the highest HIV prevalence, while Ho Chi Minh City 
has the highest number of reported HIV cases (as of 31/7/2006 a total of 23,321 HIV cases, 
accounting for 17.32% of HIV cases reported nationwide). 

Treatment and Education Centres for drugs users and sex workers (Government-managed 
closed settings for IDUs and FSWs) have become increasingly important for the status of the 
epidemic. It is estimated that by the end of 2006, there were 42,000 drug users (one quarter of 
all reported drug users), and 3,234 FSWs (14 per cent of all reported FSWs) residing in 84 
centres across Viet Nam3. HIV prevalence among residents (mostly IDUs) ranges between 40 
and 50 per cent, with some 18,000 – 22,600 PLHIV residing in these centres, equivalent to 16-
19 per cent of reported HIV cases in Viet Nam in 2006. As of June 2007, MOLISA estimates 
that the number of IDUs in Treatment and Education Centres has increased to approximately 
60,000. 

Characteristics and trends of the HIV Epidemic in Viet Nam  

Table 1: HIV Prevalence – Findings of 2001 – 2006 Sentinel Surveillance  

 

HIV Prevalence by Year (%) Targeted Populations  

2001 2002 2003 2004 2005 2006 

IDUs  29.4 29.4 26.8 28.6 25.5 23.2 

FSWs  4.7 5.9 4.3 4.4 3.5 4.0 

Antenatal Women  0.30 0.34 0.24 0.35 0.35 0.37 

Male Military Recruits  0.93 0.65 0.45 0.44 0.31 0.16 

                                                 
3 Ministry of Labour, Invalids & Social Affairs, Viet Nam (2006): Statistical Year Book 
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Due to the limitations of available data, reported figures do not reflect the overall status and 
trends of the epidemic. Based on the results from the sentinel surveillance and integrated 
biological-behavioural study (IBBS) conducted in 2006, the following conclusions on the key 
features of the epidemic in Viet Nam can be made:  

 

1. Viet Nam’s HIV epidemic is still in a concentrated phase, with the highest sero-
prevalence among key populations at higher risk, including injecting drug users (IDUs), 
female sex workers (FSWs) and men who have sex with men (MSM)  

The HIV prevalence rate is very high among injecting drug users. The average prevalence 
nationwide among this group is 28.6% but the rate differs between cities/provinces. In 
provinces such as Quang Ninh, Ho Chi Minh City (HCMC), Hai Phong, Can Tho, Thai Nguyen 
and Dien Bien, the prevalence rate has reached 54.5%, 47.61%, 46.25%, 45%, 40.75% and 
36.83% respectively.  

The average prevalence rate among FSWs nationwide is 4.4%, and differs across the country 
(e.g. in city of Can Tho, the prevalence rate was 33.86% in 2006, while in the capital Ha Noi 
was 14.25%)  

According to the IBBS, the HIV prevalence among a small sample (790) of MSM in Ha Noi and 
Ho Chi Minh City was reported 9 and 5 percent respectively. 

There is a lack of data to accurately estimate the overall size of IDU, SW and MSM populations 
as well as the HIV prevalence among these key populations at higher risk (including mobile 
populations).  

HIV prevalence among the antenatal women group and military recruits group is continuously 
observed at a low level, 0.37% and 0.16% respectively, as per the sentinel surveillance studies.  

 

2. Significant interaction between the risk behaviours of sharing injecting equipment 
and unprotected sex. 

According to the IBBS, the rate of sharing needles and syringes among IDUs 6 months prior the 
interviews was very high, especially in Ho Chi Minh City, An Giang, and Da Nang with 36.8%, 
33%, and 29.3% respectively.  

Significant amounts of IDUs were also involved in high-risk sexual behaviour with different 
partners, including FSWs (e.g. in some provinces like An Giang, Can Tho, Hanoi the reported 
percentage of IDUs having sex with FSWs was 43%, 28.7%, and 20.5% respectively) . The rate 
of sexual behaviours without condom use between injecting drug users and female sex workers 
is quite high: 55% in An Giang and 54.8% in Ho Chi Minh City. 

Female sex workers do not consistently use condoms with their clients and other sexual 
partners: the rate of frequent use of condom with clients (including frequent/random clients) 
among street female sex workers in the last month was low 37% – 62%; there is a high rate of 
female sex workers injecting drugs: 18.52% in Can Tho and 24.36% in Hanoi. This rate is 
projected to increase.  

 Men having sex with men (MSM) also do not consistently use condoms during anal sex with 
their partners, and they also have sex with male sex workers and with females. HIV prevalence 
rate among MSM in 2006 was 9.4% in Ha Noi and 5.3% in Ho Chi Minh City.  
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In 2004, 24% of female sex workers (FSW) and 34% of male injecting drug users (IDU) 
correctly identified ways of preventing sexual transmission of HIV and rejected two major 
misconceptions about HIV transmission. Almost two years later, in mid 2006, 45% of female 
sex workers and 45% of male injecting drug users could do so.7 Although there is a slight 
increase in knowledge within key populations at higher risk, the increase still remains relatively 
low. Accesses to BCC services has been limited, which is shown by a low rate of FSW have 
accessed to preventive services (1.6 times/1.5 years8).  

The IBBS 2005/06 found that over 50% of MSM in Hanoi and Ho Chi Minh City receive some 
form of HIV education. However, as the interviewed MSM participating in the IBBS are mainly 
recruited in drop-in centres of on-going intervention projects, this figure may not represent the 
real level of knowledge of MSM across the country. The largest number of MSM is hidden and it 
is still hard for many projects to reach and provide information to. Furthermore, there is still lack 
of MSM-specific information, education and communication (IEC) materials. 

Positive change in the awareness of people has resulted in the reduction of stigma and 
discrimination towards PLHIV. However, to some extent, they still experience the limited 
access, particularly, to prevention, care and treatment, and education for children. Double 
stigma and discrimination has been reported among people living with HIV that also belong to a 
key population at higher risk (IDU, SW or MSM). 

HIV education in schools has stepped up with reproductive health (RH) and HIV education 
included in school textbooks and taught from primary school. However, one of the findings in 
the 2006 RH and HIV curriculum review (MOET & Save the Children) is that “Information 
regarding RH and HIV in school textbooks is selective, and some important topics are missing”. 
And that additional interventions for most at risk adolescents need to be developed.  

3.2. Harm Reduction Intervention programmes 

The Law on HIV/AIDS and the Decree 108/2007 ND-CP have set up a solid foundation for 
harm reduction activities in Viet Nam. The harm reduction9 programme has been strongly 
supported by international partners. 

The programme has mainly focused on providing information, condoms and needles/syringes, 
and referral to VCT services targeting injecting drug users, female sex workers, and mobile 
populations. However, interventions targeting mobile populations and interventions in closed 
settings are still limited.  

Despite the IBBS 2006 showing high HIV prevalence among MSM, HIV interventions for MSM 
are still limited. Only very recently have they been included in national surveillance activities 
and are not included in either the on-going operational research agenda nor as one of the key 
populations for the sentinel surveillance. There have been no MSM population size estimation 
exercises conducted in Viet Nam and behavioural studies have covered only small samples of 
the population. This lack of national data on MSM has further contributed to difficulties in 
planning and implementing evidence-based programmes and strategies. Thus far, MSM-
targeted projects are implemented only in 5 out of 64 provinces. There is a need to develop an 

                                                 
7 IBBS 
8 HR 
9 Harm reduction is a term that defines policies, programmes, services and actions that work to reduce the: health, 
social and economic harms to key populations at higher risk in Viet Nam. These key populations include:  IDUs, 
FSW, MSM, mobile populations. 



 16

operational plan for MSM and HIV interventions based on the promulgated Programmes of 
Action. 

Migrants and mobile populations are included in both the National Strategy and Law; however 
there is no specified strategy or programme to ensure their access to prevention, treatment and 
care and support services as yet.  
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Figure 2: Results of harm reduction activities in 33 provinces under DfID and WB project10 

Condom promotion programme 

Condom promotion programme have been implemented in 314 out of 639 districts, in 58 
provinces/cities and in Centres for Treatment, Education and Social Support for IDUs and SWs 
in 12 provinces. In 33 provinces covered by the DFID and WB projects, which are currently the 
biggest projects working on harm reduction in Viet Nam, 13.7 million condoms were distributed 
in the first 10 months of the year 2007. Condoms are mostly distributed through peer educator 
networks, with these accounting for 50% of total distributed condoms. In this project area, 
coverage of harm reduction activities among female sex workers has increased from 26.3% in 
2005 to 65% in 2007 11.  

Studies on sexual behaviours of female sex workers revealed that the proportion of those who 
used a condom in the last sex with their casual client has increased from 90% in 200412 to 97% 
in 2006. However, FSW consistent condom use with clients over the last months was variable, 
ranging from 24% in one province to 95% in another in 2006. These data demonstrate the HIV 
risk for clients of sex workers, their wives and sexual partners, as well as the need for specific 
interventions targeting these groups. 

As low as two-thirds of MSM reported using condoms in the last anal sex act with their 
consensual partner, and one-third of IDUs reported the use of a condom in the last sex with 
their lover/wife.13  

                                                 
10 DFID and WB programme report by 10/2007 
11 DFID and WB report 
12 UNGASS round 2 
13 IBBS 
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Needle/syringe provision 

The needle/syringe provision programme has expanded from 21 provinces/cities in 200514 to 42 
provinces/cities by the end of June 2007. 15  There is a rapid increase in the number of 
needle/syringes distributed in the 33 provinces of the DFID and WB projects. Forty-three per 
cent (43%) of IDU in the project sites were reached by the HIV prevention programme. The 
average number of needles/syringes distributed per IDU per month has increased from 2.4 in 
2006 to 10.7 in 2007. Positive  results were seen in the high proportion of IDU using sterilized 
injecting equipments - 88.8% in 2006.16  

However, in some provinces with high HIV prevalence, the number of communes implementing 
the programme remains low, accounting for less than 10%. Distributed needle/syringe could 
also address only 10–15% of the need of approached IDUs. 

Methadone substitution treatment 

Methadone substitution treatment was approved by the Government to be one of the key harm 
reduction interventions among IDU populations in late 2007. In the coming period, the 
programme is going to be piloted for around 1500 IDUs in two cities with severe drug abuse 
epidemics. Lesson learned from this pilot programme will be implemented when scaling up to 
other provinces/cities.  

Other issues 

Responding to HIV prevention, treatment, care and support service needs in closed settings 
remains a serious challenge. There are 84 mandatory drug treatment centres in the country 
with an annual total detention population ranging from 60,000 – 70,000 people.17 An estimated 
80% of these individuals have a history of injecting drug use, and HIV sero-prevalence rates 
are reported to range between 30–60% in many of these facilities.18 A further 35,000 reported 
drug users are under detention in the prison system.19 Therefore prisons and drug treatment 
centres alone contain approximately 100,000 of the total number of all reported drug users. 
Currently these facilities lack basic HIV prevention, treatment, care and support service 
provision. 

It is important to note also that there are large numbers of drug users due to be released back 
into the community in the coming two years. With recorded drug use relapse rates of 80–90% 
common across the country20 and an absence of effective HIV prevention programming inside 
these close setting facilities, a situation whereby re-initiation of HIV high risk behaviours is 
likely. This may correspond to an increase in HIV transmission within these returning 
populations which may then spread in to the wider community.  

In addition, because of this high relapse rate among returning drug users, there is a subsequent 
risk of being re-detained. Closed setting is often marked by the absence of both facility-based 
services and any continuum-of-care which would link them to community-based HIV treatment, 
care and support services. All these factors will combine to result in numerous interruptions in 

                                                 
14 UA report 
15 HR conference/page 8 
16 IBBS 
17 Viet Nam Country Coordinating Mechanism, (2007) Application proposal to Global Fund Round 7. 
18 UNODC, MOLISA, WHO, and UNAIDS, (2007) Project I66 monitoring and evaluation mission report, Hanoi. 
19 MOLISA, (2007) Report to the National Committee on Drugs, Prostitution, and AIDS, Hanoi. 
20 MOLISA, (2007) Report to the National Committee on Drugs, Prostitution, and AIDS, Hanoi. 
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ARV treatment regimens among these returning detainees, which in turn will lead to increases 
in ARV drug resistance. 

3.3 Prevention of HIV mother to child transmission (PMTCT) 

HIV testing for pregnant women is an effective measure for the PMTCT. In Viet Nam, the 
percentage of pregnant women reported to have an HIV test at ANC visits remains low and has 
slightly decreased: in 2004, 22.4% of pregnant women had an HIV test in the last year;21 in 
2006, 16.5% had the test in the last 2 years.22  

In 2006, of 506 facilities providing ANC services, 107 facilities (21%) provided the basic 
minimum package of PMTCT services. This package includes a single-dose NVP (Nevirapine) 
regimen provided in the national programme, and recently, the three-combination ARV 
prophylaxis (PEPFAR supported) for HIV positive pregnant women. In addition to ARV 
prophylaxis, HIV-infected women are encouraged to bottle-feed and are provided with formula 
free of charge. In 2007, national PMTCT procedures were developed and approved with 
consultation from various organisations working on PMTCT. 

In 2006, 492 HIV positive pregnant women received three-combination ARV prophylaxis for 
PMTCT. One year later, this number has increased by more than 50% (to 744 cases).23 A study 
in HCMC revealed that effective PMTCT programme in the city could reduce the MTCT rate to 
5%.24   

The National Programme of action for PMTCT was approved in 2006 and the Guidelines for its 
implementation are currently under development. With these still unfinished,  implementation of 
the plan is affected and harmonious effort on PMTCT in the country is limited. 

3.4 Voluntary HIV counselling and testing (VCT) 

The VCT programme has been scaled up over the last two years, with support from CDC, 
Global Fund, World Bank, and FHI, covering all provinces nationwide. The number of VCT sites 
and VCT clients has notably increased from 157 sites in 2005 to 228 sites in 2006. The 
percentage of key populations at higher risk who ever received an HIV test has also increased 
from 12% among FSW in 2004 to 20% in 2006, and from 10.6% among IDU in 2004 to 16.5% 
in 2006.  
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Figure 3: Increase of the number of clients receiving services in VCT sites nationwide 
                                                 
21 Ministry of Health (2005). Baseline survey on the realities of care, counseling, support to HIV infected cases and 
community-based HIV interventions in Vietnam (Survey in 20 provinces).  
22 MICS (survey in 64 provinces)  
23 Report of PEPFAR programme 
24 Report by PAC on PMTCT 
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As can be seen the VCT programme has improved significantly, however the amount of key 
populations at higher risk who receive an HIV test and know their results has still remained low 
in the last 12 months: 25 15% of FSW, 11.4% of IDU, and 16.3% of MSM.26   

Moreover, it seems that people at a high-risk of HIV infection often do not want to know their 
HIV status because they believe that effective treatment is not available to them. While access 
to VCT is increasing, it appears to be mostly used by people who are not living with HIV. For 
instance, 75-85% of female sex workers in An Giang, 84% of IDU in Can Tho, and 90% of MSM 
in Hanoi who were living with HIV were unaware of their status.27 

3.5 Blood transfusion safety 

The blood transfusion safety programme has performed well in Vietnam, resulting in 100% of 
blood units and blood products being screened for HIV, Hepatitis B, Hepatitis C, Syphilis and 
Malaria. Since 2006, out of the 108 blood centres/blood screening laboratories, 26 (24%) 
facilities have participated in the external quality assurance programme. In late 2007, new 
guidelines on Blood safety were issued by the Ministry of Health. These assure high standards 
for blood safety and blood transfusion and currently all blood screening laboratories are 
receiving technical assistance from NIHE to fulfil the National Standards for Quality Assurance 
as per MOH Guidelines.  

Despite the continues country’s efforts to assure the best possible high standards in this area 
Viet Nam cannot report data for indicator 3 due to the change of indicator’s definition in the 
UNGASS 2008 Guidelines.  

3.6 STI management programme 

According to a report by the National Dermatology and Venereology Institute, there are 130,000 
STI cases annually. However, the estimated incidence is around 1 million cases per year. 
Various activities have been implemented to reduce STI prevalence such as: conducting IEC 
activities around STI prevention for both the general population as well as key populations at 
higher risk; building capacity for health staff working with STI management systems; 
strengthening STI sentinel surveillance and expanding it to 20 provinces; as well as provision of 
equipment, test kits and STI drugs. 

However, the STI management programme still faces challenges. The majority of people 
diagnosed with an STI visit private clinics for treatment. There is a lack of drugs provided for 
patients at public health facilities and there is a need to further invest in building the capacity of 
health staff.  

The IBBS 2006 revealed a high STI prevalence among FSW and MSM in some 
provinces/cities. For instance, 17% of SSW in Ha Noi and 14% of KSW in HCMC were infected 
with Chlamydia, 9% of SSW in HCMC was infected with syphilis, and 11% of MSM in Ha Noi 
had rectal gonorrhoea.28 

 

 

                                                 
25 VPAIS 
26 IBBS 
27 IBBS 
28 IBBS 
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4. HIV treatment, care and support (POA 3 & 5) 

The government is committed to scaling up treatment, care and support interventions. A 
National Action Plan on HIV/AIDS Care and Treatment was approved in 2006. A series of 
national normative guidelines have been developed which should serve as a foundation for 
coordination of different initiatives, and for effective scale-up of treatment, care and support. 

MOH estimates the number of PLHIV in need of ARV treatment will increase from 42,480 in 
2006 to 72,970 in 201029. The National Action Plan states that 70% of adults and 100% of 
children who are eligible will receive ARV by the year 2010.  

To achieve this objective, MOH with support from International donors (e.g. PEPFAR and 
GFATM), has made considerable efforts in the past two years. As a result and as Figure 4, 
below demonstrates, significant progress in ARV coverage has been made in the last two 
years. By the year 2007, ARV was available in all 64 provinces. At the end of quarter 3 of 2007, 
a total of 14,180 people were receiving ARV. This marks a 5.7 fold increase compared to the 
end of 2005, and is made up of 13,391 adults and 789 children. It is estimated that 19.6% and 
28.4% of people in need of treatment were receiving ARV at the end of 2006 and Quarter 3 
2007, respectively (Indicator 4).  

 

Figure 4: The number of adults and children on ARV in Viet Nam from 2005 to Quarter 3 2007 

 

A recent study demonstrated the ARV treatment programme in Viet Nam has also been very 
effective: 81% of adults and 93.1% of children who were still alive and on ARV 12 months after 
the initiation of the treatment.  

Since Viet Nam is one of the high TB burden countries, close collaboration between HIV and 
TB programmes is important. In 2007, VAAC and the National TB Programme have jointly 
worked to develop national operational procedures for collaborative activities. According to the 
ARV cohort study conducted in eight ARV treatment sites in 2007, estimated percentage of 
PLHIV newly infected with TB who receives treatment for both HIV and TB is 25%. However, if 
calculating the percentage of those who received both ARV and TB treatment from the eight 
ARV treatment study sites among the total number of people who co-infected with both HIV and 

                                                 
29 National Action Plans on HIV/AIDS Care and Treatment to the year 2010, Ministry of Health (Hanoi 2006).  
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-  The National Strategy on HIV and AIDS response was approved by the Prime Minister in 
2004 and the Programmes of Actions to implement the National Strategy were 
consequently developed and approved by the Ministry of Health in 2006 and 2007. 

-  As a result of broad a consultative process with inclusion of national and international 
partners, the National Monitoring and Evaluation Framework, using UNGASS indicators as 
the basis, and the Programme of Action on HIV Monitoring and Evaluation was developed 
and officially promoted in January 2007.   

 

3. A rapid expansion of harm reduction programmes for most-at-risk populations and 
ARV treatment coverage and access to treatment for people living with HIV. 

 
-  One of the programmes prioritised by the Government in the overall national AIDS response 

is the Harm Reduction Programme for most-at-risk populations. To enhance its 
implementation, provinces and cities have differed in their initiatives and approaches. The 
changes in awareness and attitudes of local government leaders have been evident in 
increased efforts to expand harm reduction programme coverage. Many provinces and 
cities have established inter-sectoral commitments which created favourable legal corridors 
for programme implementation. 

-  In accordance with the Law on HIV and AIDS prevention and control, and with the Decree 
108, favourable conditions were assured for the implementation of harm reduction 
programmes. At the National Conference on Harm Reduction, chaired by the Deputy Prime 
Minister, Mr. Truong Vinh Trong, representatives from MOPS, MOLISA, MOH and other 
local leaders discussed efforts made in this area. The Deputy Prime Minister explained the 
roadmap for implementation the National Programme of Action  on Harm Reduction 

-  With technical and financial support from international organisations, provision of clean 
needles and syringes, and condoms has expanded rapidly. In the first ten months of 2007, 
in the thirty three (33) provinces participating in a project funded by DFID and WB, 65% 
FSW and 43% IDU had access to harm reduction programmes; and 15 millions condoms 
and 7.5 millions needles and syringes have been distributed.  

-  The government commitment for scaling up treatment was translated into the National 
Action Plan on HIV/AIDS Care and Treatment, approved in 2006. A series of national 
normative guidelines have been developed since, and serve as foundation for coordination 
of different initiatives, and for effective scale-up of treatment, for all in need. 

-  Coverage of the ARV treatment programme has been considerably scaled up, increasing 
the accessibility of ARV treatment for AIDS patients. By the end of 2007, there were 
approximately 14180 people on ARV treatment in all cities/provinces, which is a 5.7 fold 
increase compared to the end of 2005. 
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V. SUPPORT FROM COUNTRY DEVELOPMENT PARTNERS 

The last few years have seen a significant expansion of bilateral and multilateral support to the 
National HIV response. Overall, international support has increased from about US$7– 8 million 
a year in 2002-04, to around US$50 million per year in 2006. 

The international organizations that have supported technical assistance and funding for the 
national HIV response in Viet Nam are:   

-  Bilateral : The United States of America (USAID, CDC/PEPFAR), the United Kingdom  
Government (DFID), Norway (NORAD); Australia (AusAid); Germany (GTZ, KfW); France; 
Canada;  Sweden (SIDA), Denmark (DANIDA) and Japan (JICA)     

-  United Nations Organisations: UNAIDS, UNDP, WHO, UNICEF, UNFPA, UNESCO, 
UNODC, ILO, IOM and UNV. 

-  Multilateral Organizations: The World Bank (WB), Asian Bank for Development (ADB) and 
the Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM).  

-  International Non-Government Organizations: Family Health International (FHI); the Ford 
Foundation; DKT; Population Service International (PSI); CARE, Future Group/HPI, Pact, 
MDM, World Vision and  Save the Children Fund UK. 

In line with the Ha Noi Core Statement, international development partners have committed to 
align with the government’s strategies and to strengthen national systems. Under the lead of 
the Ministry of Planning and Investment (MPI) and MOH, and in order to further enhance 
management, UN agencies, donors and INGOs have developed a joint government of Viet 
Nam-Donor Coordination Action Plan (CAP) for the coordination and utilisation of resources on 
HIV. This is set within the framework of the 'Three Ones', and aligned with the principles of the 
Ha Noi Core Statement. 

During the reporting period of 2006–2007, Viet Nam has continuously received strong support 
from the international community in the areas of prevention, treatment, care and support, as 
well as in the areas of: developing the National Programme of Actions to implement the 
National Strategy, promulgating legal documents and the Law on HIV , providing training and 
capacity building for staff working on HIV at different levels, and project staff working in 
international funded projects at the both central and local levels. 

Viet Nam highly appreciates and respects all the support and contributions from the 
international community which has reinforced the national AIDS response and would encourage 
international partners to continue to implement the objectives of the “Hanoi Core Statement” on 
Aid Effectiveness, under the framework of the “Three Ones”.  
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VI. MAJOR CHALLENGES AND REMEDIAL ACTIONS 

1. Efforts and Achievements to Resolve the Challenges and Difficulties Mentioned in 
the 2nd Country UNGASS Report (January 2006 reporting for the period of 2004 and 
2005): 

-  The commitment of the Party sector, people elected bodies and local authorities at all levels 
to a better HIV response, has been strengthened since the previous reporting period 
covered in the 2nd Country UNGASS Report.  
This is demonstrated by promulgation of the Law on HIV and AIDS and other related legal 
documents; formalization of a more adequate policy framework on AIDS response and the 
strong leadership of the Party agencies, people elected bodies and local authorities at all 
levels. 

-  An expansion of harm reduction programme coverage targeting high risk populations (IDU, 
FSW) in 33 sentinel provinces supported by WB, DFID and PEPFAR. 

-  An expansion of coverage and access to quality HIV care and support and AIDS treatment, 
including quality referral services, has been considerably improved in those cities and 
provinces with a high HIV prevalence. AIDS response funding from the Government has 
been significantly increased, along with the support from the international community. 

2. The Main Challenges Encountered for the 2 year Period of 2006-2007 in Implementing 
the National Strategy and UNGASS Commitments. 

-  Despite availability of an adequate policy framework in support of the national  response, 
the legal regulations related to HIV prevention have not been harmonized nor sufficiently 
implemented by the other sectors and local authorities at all levels. In particular HIV harm 
reduction interventions and the 100% condom promotion programme have not yet been 
widely implemented. Methadone substitution treatment has been piloted on a small scale 
only since the end of 2007.  

The IBBS 2006 reports a limited coverage of the harm reduction programme with 88% to 
97% of the IDUs not receiving free of charge needles and syringes for the last 6 months in 
Can Tho (88%), Quang Ninh (88%), Da Nang (97%), and Hanoi (97%). There are only 20% 
to 30% of the IDUs receiving HIV voluntary counselling and testing (VCT) services. 

-  Providing prevention, treatment, care and support interventions in closed settings remains a 
challenge. Closed settings include education centres, re-education centres, detention 
centres, prisons or other social sponsored centres under the management of Ministry of 
Public Security (MOPS) and Ministry of Labour, War-Invalids and Social Affairs (MOLISA). 
In such settings services for PLHIV are still under limited largely as a result of poor facilities 
and a lack of the trained staff to meet the requirements of the large number of people living 
with HIV in these centres.  

-  Human resource constraints are a major challenge. In all provinces, there is a need to build 
the capacity of existing staff working on HIV and increase the overall number of staff 
supporting the response. Due to the fact that all Provincial AIDS Centres are newly 
established, their programmatic and management capacity is still limited, which in turn 
affects HIV programme management and implementation as well as delivery of quality 
prevention, treatment and care services for those in need. Many HIV services are seriously 
fragmented and uncoordinated largely due to a project oriented approach. 
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-  Despite the fact that harm reduction programmes and safer sex promotion are made 
available for key populations at higher risk, still Viet Nam has not finalized a specific AIDS 
response strategy nor a plan of action for targeting subgroups of the young population (e.g. 
most at risk adolescents, street children) 

-  Compared to the previous reporting period, there has been some improvement in the 
participation of the Civil Society Organizations in the area of prevention, treatment, care and 
support. However, additional efforts must be to promote civil society Organisations as equal 
partners in the national response and to encourage their involvement in all steps of design 
and implementation of HIV activities.  

-  Achieving Millennium Development Goal 6 on HIV and meeting Universal Access targets 
will require far greater investment in HIV prevention, treatment, care and support services. 
Central Government funding for HIV programming in 2007 has been increased, but there is 
a need to further increase domestic resources for the national response. Recurrent cost 
financing and overall technical and managerial sustainability will also become a major issue 
once Viet Nam becomes a middle-income country and some bilateral donors reduce, limit or 
phase out official development assistance. 

3. The Required Response for Achieving the National Strategy Objectives and UNGASS 
Indicators  

-  Strongly and harmoniously enforce the legal documents related to the AIDS response and 
put them into practice by all sectors and at all levels. Special attention should be paid to 
implementation of harm reduction interventions; development of legal documents related to 
health insurance for people living with HIV and further promotion of  the initiated activities 
for the reduction of stigma and discrimination. 

-  To further increase access to prevention, treatment, care and support for all in need, 
including the residents of the education centres, detentions, prisons and other social 
sponsored centres, and finalise the development of the remaining  plan of actions.  

-  To strengthen the National HIV/STI surveillance system and promote better use of available 
data for policy development and evaluation of achieved results in the national response, 
particularly at a provincial level. 

-  To provide sufficient numbers of qualified staff and provide capacity building opportunities 
for staff at all levels, especially for newly founded provincial AIDS centres, and especially in 
the areas of development, provision, management and coordination of HIV efforts at local 
levels.  

-  To enhance participation of civil society organizations and PLHIV,  and make  financial 
support, both from international and national agencies more accessible. Civil society 
organizations and PLHIV need to be further involved in programme and policy development, 
implementation, and monitoring and evaluation of the HIV programmes, as well as in 
decision-making processes. This includes the greater involvement of PLHIV (GIPA) through 
the creation and strengthening of organizations of people living with HIV. 

-  To continue increasing HIV funding from the government and mobilize contributions from 
the local authorities, business companies, the private sector and the community. It is 
recommended that the Government increase the central Government budget from AIDS 
programmes to 16.6 million USD in 2008 and 18.8 million USD in 2009 in order to reach the 
overall objective of National Strategic Plan by the year of 2010.  
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for the HIV epidemic monitoring and evaluation in 4 Tay Nguyen Central Highland 
Central cities/provinces. 

HIV/AIDS M & E Units are located in the HIV/AIDS/STI Surveillance Department of the 
Provincial AIDS Centres and report to the central government. Every District Preventive 
Medicine Centre has at least one to two staff working on HIV M & E. 

In addition to the M&E Unit in VAAC responsible for the day to day technical assistance for 
planning and implementation of the national M&E system, a National HIV M&E Technical 
Working Group consists of members from different national and international partners 
(representatives of universities, experts from national institutions, UNAIDS, WHO, UNICEF, 
CDC, USAID, FHI and others) and also provides inputs and advice for better implementation of 
the M&E Framework.  

 

2. The Main Challenges of the M & E Programme  

There are 4 main challenges encountered by the National M&E Programme in Viet Nam: 

-     The lack of a sufficient number of trained staff at all levels  

-  The lack of quality assurance systems for collection (especially at the community level) and 
analysis of data on HIV prevention, treatment, care and support for key populations at 
higher risk.  

-  The lack of sufficient and adequate use of M & E, which results in poor programme 
development, resource coordination and allocation. The data from HIV sentinel surveillance 
is currently that most often utilised. The IBBS data is mainly used at the Central level and by 
international organizations. 

-  The lack of sufficient financial support, especially for M & E activities at the provincial level  
(Provincial AIDS Centres M&E facilities are not equipped, and 12 cities/provinces out of 64 
do not have the necessary laboratory equipments for HIV tests confirmation).   
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-  Finalisation of the system for data collection, reporting and HIV surveillance,  management 
and implementation of the HIV/AIDS M & E programme; 

-  Improvement of the quality and coverage of the routine reporting systems at district, 
provincial, regional and national levels and the creation of  a national M&E database;  

-  Development of a system for better use of data and raise awareness among all partners at 
national and local levels on how to use available data for programme planning, resource 
mobilisation and  allocation;  

-  Provision of technical capacity building for staff working on M&E at all levels, especially in 
the areas of data collection, data analysis, data use and production of strategic information; 

-  Provision of necessary equipment and infrastructure; 

-  Promotion of  international cooperation for improvement of the HIV/AIDS M & E programme; 
and 

-  Increase in available resources through  allocation of at least 10% of the total budget of the 
HIV Programmes (including external funds) for M & E activities. 

 

4. The Necessary Technical Support for the M & E Programme  

The technical and financial support needed for overcoming the listed above challenges, has 
been specifically indicated in the “National Programme of Action on HIV/AIDS Monitoring and 
Evaluation” as follows: 

-  Provision of technical assistance for the development of National Guidelines on Technical 
Procedures for implementation of HIV/AIDS M & E programming; 

-  Technical and financial support for provision of basic equipment and infrastructure; 

-  Support for comprehensive technical training for staff working on M &E both at national and 
provincial levels;  

-  Support for design and organisation of specific HIV studies, including vaccine trails, 
resistance to ARV; effectiveness of ARV treatment, and national surveys,  using the 
National M&E Indicators’ framework  by the year of 2010.  

 

  

 

 



     
               31 

 

��
��
��

annex





     
               33 

 

ANNEX 2 

NATIONAL COMPOSITE POLICY INDEX 
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ANNEX 3 
 

NATIONAL EXPENDITURE 
 

The Vietnam actual expenditure for HIV and AIDS Program in 2006 is USD 12.75 million 
which include $US 4.95 million from public sources and $US 7.78 million from 
international sources. This actual expenditure lack of  sub-national sources, private 
sector, consumer/out of pocket and some international sources that could not collected. 
Among international sources, PEPFAR Vietnam Program contributes significant part to 
the country expenditures on AIDS. It is estimated that if the PEPFAR Vietnam Program 
is included, the country expenditures for HIV and AIDS Program in 2006 reach to $US 
47.15 million. 
 
National expenditure in 2006 – summary table 
          Unit: USD 

 Public sources International 
sources 

Total 

Actual expenditure 4.968.302 7.787.456 12.755.758 
    
Estimate 4.968.302 42.187.456 47.155.758 
    

The actual expenditure on AIDS in Vietnam 2006 is about ¼ of the estimate and 
according to UNGASS report guidelines, it contains: 
 
-  International sources contribute 60% and 20% from bilateral source, 7% from 

UNs,18% from Global Fund and 15% from development Bank (non-reimbursable) 
-  Investment for Prevention is 45%, 20% for OVC program, 19% for Program 

management and capacity building and 12% for others 
 
 

Vietnam AIDS Program - actual expenditures by funding 
sources 2006
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Vietnam AIDS Program - actual expenditures by 
program areas 2006

Prevention
45%

Care & treatment
20%

OVC
2%

Program 
management

19%

Others
14%







































































     
               102 

 

ANNEX 5 

 

List of participants of the National Consensus Workshop 

On the UNGASS report 2007 - 9 January 2008 

   

# Name Organisation 

I Ministry of Health   

1 Tran Quang Hung Ministry of Health – Department of International Collaboration 

2 Nguyen Thu An Ministry of Health – Department of Planning and Finance  

3 Nguyen Van Quang Ministry of Health – Department of Legislation 

4 Do Trung Hung Ministry of Health – Department of Legislation 

5 Tran Thi Xuan Hang Ministry of Health – Department of Legislation 

II Administration for HIV/AIDS Control  

1 Duong Quoc Trong General Deputy Director 

2 Nguyen Thanh  Long Vice Director 

3 Nguyen Van Kinh Vice Director 

4 Chu Quoc An Vice Director 

5 Dang Don Tuan Administrative Office 

6 Ha Van Ha Administrative Office 

7 Nguyen Tuan Anh Administrative Office 

8 Le Thanh Hong Administrative Office 

9 Le Anh Tuan Department of Planning & Finance 

10 Duong Thuy Anh Department of Planning & Finance 

11 Tran Thi Thu Thuy Department of Planning & Finance 

12 Vu Van Chieu Department of Planning & Finance 

13 Pham Hong Thuy Department of Planning & Finance 

14 Ta Thi Lien Huong Department of Planning & Finance 

15 Nguyen Phuoc Ha Department of Planning & Finance 

16 Vo Thi Xuan Department of Planning & Finance 

17 Nguyen Duc Long Department of Planning & Finance 

18 Nguyen Dac Vinh Department of Scientific Research & International collaboration 

19 Tran Bich Tra Department of Information - Education - Communication 

20 Mai Xuan Phuong Department of Information - Education - Communication 
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5 Luisa Brumana UNICEF 

6 Jason Eleigh UNODC 

7 Akiko Takai UNFPA 

8 Masami Fujita WHO 

9 Masaya Kato WHO 

10 Eamon Murphy UNAIDS 

11 Vladanka Andreeva UNAIDS 

12 Ludo Bok UNAIDS 

13 Chu Hong Anh UNAIDS 

14 Nguyen Duc Duong USAID 

15 Hoang To Linh IOM 

16 Nguyen Ngoc Oanh IOM 

VI Civil society   

1 Khuat Thi Hai Oanh ISDS 

2 Huynh Thu Thanh Huyen Representative of the Southern network of PLHIV 

3 Nguyen Van Dzung Green Pine Group  

13 Thich Thanh Huan Viet Nam Buddhist Association 

14 Nguyen Thi Bich Huyen Council of Catholic Bishops of Vietnam 

 
 
 


