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EXECUTIVE SUMMARY

In 2018, a project “Developing community capacity to deliver harm reduction services to
people who use meth in Vietnam” was developed by the Centre for Supporting Community
Development Initiatives (SCDI) in Vietnam with technical assistance from Mainline, the
Netherlands. The project responded to the rise of crystal methamphetamine use in Vietnam and
the social and health concerns it caused. The goal of this project — executed between September
2018 and October 2020 — was to strengthen the capacity of outreach workers of community-
based organisations (CBOs) in Hanoi and Ho Chi Minh City (HCMC) in 1) harm reduction to
people who use meth and 2) community-based mental health screening and referral to treatment.
This evaluation examines the acceptability and feasibility of the project.

This evaluation — supported by Mainline and Aidsfonds, the Netherlands — provides relevant
evidence to strengthen current harm reduction training and intervention programs and can be
used to advocate for scale-up in Vietnam and the Asian region. The evaluation has four specific
objectives: 1) To review the existing literature on effective ATS interventions among key
populations including necessary skills and knowledge; 2) To describe the actual implementation
of harm reduction intervention for key populations who use methamphetamine ; 3) To
investigate the acceptability and feasibility of the implementation, factors of success and
potential challenges for scaling up the implementation; 4) To examine the impact of the training
program in enhancing the capacity and confidence of ORW delivering harm reduction
intervention. To achieve the objectives above, a desk review of outreach journals and monthly
reports of CBOs, 19 in-depth interviews and 3 focus group discussions with a total of 36 key
informants, and a literature review was conducted.

The literature review showed that psychosocial interventions and harm reduction remained
the key strategies to reduce the harms related to meth use, given pharmacotherapy was
unavailable yet for meth abuse. Among psychosocial interventions, the effectiveness of
motivational interviewing, contingency management, and cognitive-behavioural therapies has
been solidly documented. The review also showed a paucity of research on ATS interventions in
low-and-middle-income countries (LMIC), especially on ATS harm reduction. The review
indicates that the interventions (motivational interviewing, outreach and peer-based

interventions, mental health screening, brief interventions, and referral to treatment) delivered in



this project are evidence-based and important to fill in the gap of community-based
interventions, especially harm reduction for people who use meth in LMIC.

The findings of this evaluation showed that community-based interventions for people who
use meth are acceptable and feasible. Despite the impact of the COVID-19 outbreak in Vietnam
from the beginning of 2020, the project established a network of 41 outreach workers and
reached out to 300 clients in Hanoi and HCMC between February and September 2020. While
the recruitment was low in the first eight months (21 new clients/month), it rocketed to 134 new
clients in September when the COVID-19 epidemic in Vietnam was under control. The results
showed reductions in the prevalence of current use of most substances and the frequency of meth
use. Specifically, the percentage of clients who reported heavy use (several times a week)
decreased at the 2nd visit. Regarding services, all clients received harm reduction services and
half of them received mental health support. People in need also received shelter and food
support — the leveraged resources from SCDI’s other projects. Clients unanimously expressed
great appreciation for such care and support from outreach workers and the project. The
capacity-building component of the project resulted in better skills and greater confidence of the
outreach workers in working with clients.

The challenges facing the project included the expected turnover of outreach workers and the
difficulties reaching out and providing mental health by the outreach workers. The turnover of
outreach workers was compensated with booster training courses to ensure the continuity of the
intervention. Outreach workers reported that as people who use meth were often active at night-
time, arranging visits with them was harder than with people who use heroin. How to start
discussing the taboo topic of mental health issues was another challenge. Long-term capacity-
building activities are needed to enhance the capacity of ORWs on mental health and offering
low-threshold mental health interventions. Moreover, while the suboptimal rate of follow-up
visits (43%) might result from the COVID-related social distancing and lockdown measures,
strategies to improve this rate should be considered.

Based on the literature review and assessment of the project outcomes, we propose the following
recommendations to improve the impact of community-based interventions for people who use

meth:



For interventions:

To improve client’s retention in the project and their reduction of meth use: contingency
management should be added as a component of the intervention package.

To facilitate mental health treatment: having a network of addiction psychiatrists who are
willing and available to work with people who use meth would be critical for successful
referrals to treatment services.

To enhance the impact of harm reduction: adding safer smoking kits to the service
package would be helpful. What to add depends on a greater understanding of current

meth use practices.

For outreach management:

The project should revise frequency and existing outreach strategies to address the
identified challenges in working with people who use meth.

Given that working with people who use meth might require other strategies and
resources than working with other key populations, the project should cover these

additional requirements for outreach workers.

For capacity building:

Further coaching and training should pay greater attention to how to deliver mental health
support in the field and to enhance motivational interviewing skills.
The training-of-trainer program is critical to build local capacity to provide more intense

and consistent support for outreach workers.

For building an enabling environment:

This project should be part of the work at different levels (policy, clinical treatment,
research, community support...) to maximize and sustain its impact. Especially in mental
health, it is imperative to collaborate with and sensitive service providers.

Policy advocacy should be continued to ensure the same vision of key stakeholders and

donors regarding interventions for people who use meth.

Future projects:

Since the project interventions delivered by outreach workers are shown to be acceptable and

feasible, funding is needed for future projects to scale up these interventions and assess their

impact at a greater scope. The project training program should be expanded to serve these

interventions.



I.  OVERVIEW OF THE EVALUATION

1  Rationale of the project

The use of stimulant drugs, especially methamphetamine (hereafter: meth), has become a

major concern across the world. In Vietnam, meth has gradually replaced heroin to be the first
drug of choice with 60.7% of people who use drugs (UNODC, 2020). Meth use is threatening the
achievements of Vietnam HIV programs as it is associated with higher risk of HIV infection due
to sexual risk behaviour, faster progression to HIV, higher viral load, development of ART
resistance and lower enrolment in methadone maintenance treatment (Feelemyer et al., 2018,

2020; Michel et al., 2017; Vu et al., 2017).

In 2018, a situational assessment from Aidsfonds, Mainline & SCDI showed a rise of
crystal meth use among high risk key-populations, i.e. sex workers (SW), LGBT communities
and people who use drugs (PWUD) (Doan et al., 2020). This assessment explored the bio-
behaviour of people who use meth. The assessment showed that about 40% of clients used meth
for a period of 1 and 4 years and more than 30% used meth between 5 and 10 years. Two thirds
of the sample used meth twice or thrice a week. The data from the baseline assessment of another
project with youth who use drugs of SCDI (Saving the Future) and programmatic data showed
that there was a huge need for harm reduction and treatment of health problems associated with
smoking stimulants, including HIV, STIs and mental health disorders. An additional situational
assessment was held by Mainline to understand current knowledge, skills and interventions
provided by CBOs in this area. The assessment included focus-group discussions and in-depth
interviews with several stakeholders and observations in the field. The situational assessment
concluded that there was a need for knowledge and skills for community-based service providers
on the substance, outreach strategies and development of a harm reduction (and mental health)
intervention package. Based on the outcomes of the assessment, Mainline and SCDI developed a
project to build the capacity of community-based organizations in providing quality harm
reduction services for people who use meth in Vietnam. This was the first project targeting
people who use meth who are not in treatment. The combined expertise from Mainline (on harm
reduction among vulnerable populations who use stimulants) and SCDI (on community-based
work with key populations in Vietnam) was expected to strengthen the capacity of outreach

workers of CBOs in Hanoi and HCMC in serving people who use meth. This project also pilots



community-based mental health interventions including mental health screening, first-aid support

and access to mental health treatment.

The results of this pilot — initiated by cross-key population collaboration between
Aidsfonds, Mainline and SCDI - sparked the interest of national and international organisations.
The harm reduction programme is planned to be scaled-up nationally by the Global Fund and
internationally through other international donors. In order to further scale up this programme to
other regions in Asia, it is important to ensure that effectiveness and feasibility of these

interventions and trainings are ensured.

2 Objectives of the evaluation
This evaluation aims to assess the acceptability and feasibility of the pilot intervention,
with a goal to provide necessary evidence to strengthen harm reduction programme for people
who use meth. Specifically, this evaluation would help to identify the ways in which the capacity
strengthening topics strengthen sustainable service delivery and how the capacity strengthening

trajectory could be integrated in HIV programming.
The evaluation has the following specific objectives:

e Objective 1: To review the existing literature on effective meth interventions among key
populations including necessary skills and knowledge.

e Objective 2: To describe the actual implementation of harm reduction intervention (HRI) for
key population (KP) who use meth.

e Objective 3: To investigate the acceptability and feasibility of the implementation, factors of
success and potential challenges for scaling up the implementation.

e Objective 4: To examine the impact of the coaching program in enhancing the capacity and

confidence of ORW delivering harm reduction intervention.

II. METHODOLOGY

1  Literature review
We conducted a search for peer-reviewed and grey literature on meth interventions with a

focus on key populations.

e Populations: people who use drugs, sex workers, men who have sex with men



Types of intervention: meth intervention, ATS interventions, harm reduction intervention

and its synonyms such as strategy, campaign, etc.

Context: worldwide

Search methods

- Study designs included: cross-sectional study, case-control study, cohort study,

crossover study, randomized control trial (RCT), qualitative study designs.

+ Excluded: case series, case report

Timeframe: 10 recent years for observational research, 5 recent years for experimental

and quasi-experimental research (e.g., RCT, crossover study)

Context: we first narrowed the literature into low- and middle-income countries.

However, given there was only one article met the criteria, we decided to remove this

context criteria.

Although our literature review focused on meth use, we kept the term ‘ATS’ for not

missing relevant articles that reported on meth as an amphetamine-type stimulant.

Database

+ Online database (Pubmed, Cochrane library): using keywords (Tables 1 & 2)

+ Cross-references: based on the final list of references resulted from Online databases

Table 1: Syntax to identify scientific articles of interest.

IN PUBMED

Keywords

Settings

Types of Intervention

(1) Methamphetamine/ATS

(methamphetamin*[Title/Abstract]) OR (amphetamine-type
stimulant [Title/Abstract])

(2) Intervention

(intervention [Title/Abstract]) OR (harm
reduction[Title/Abstract])

A=(1) AND (2)

Key populations

(3) PUD

(((((people who use drugs [Title/Abstract]) OR
(pud[Title/Abstract])) OR (pwid[Title/Abstract])) OR
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(pwud[Title/Abstract])) OR (inject* drug
user*[Title/Abstract])) OR (idu[Title/Abstract])

(4) MSM (((men who have sex with men [Title/Abstract]) OR (men
who have sex with men[Title/Abstract])) OR
(msm][Title/Abstract])) OR (gay men[Title/Abstract])

(5) SW ((sex work*[Title/Abstract]) OR (people who sell sex
[Title/Abstract])) OR (fsw[Title/Abstract])

(6) TG and others (transgender [Title/Abstract]) OR (Igbt*[Title/Abstract])
B =(3) OR (4) OR (5) OR (6)

IN COCHRANE Keywords

Types of Intervention

(1) Methamphetamine/ATS | methamphetamin® OR amphetamine-type stimulant

(2) Intervention intervention OR harm reduction

A=(1) AND (2)

Key populations

B. (people who use drug*) OR (pud) OR (pwid) OR (pwud)
OR (inject* drug user*) OR (idu) OR (men who have sex
with men) OR (men who have sex with men) OR (msm) OR
(gay men) OR (sex work*) OR (people who sell sex) OR
(fsw) OR (transgender) OR (Igbt*)

Search syntax: (A) AND (B)

The search in PubMed yielded 190 articles, in Cochrane library 100 articles. After
excluding duplications, we included 258 articles for title and abstract screening. Ultimately, 31
relevant articles were identified for full-text review. We also added additional peer-review
articles and grey literature as recommended by Mainline as an expert in the field.

2 Study design

We conducted a desk review of existing documents and collected primary data from in-

depth interviews and focus group discussions with key informants in Hanoi and HCMC. The

documents for desk review included monthly reports of CBOs, outreach journals of ORWs,
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technical support reports of SCDI and of Mainline staff from the beginning of the

implementation.

In-depth interviews (IDI) and focus group discussions (FGD) were conducted with clients,

ORW, SCDI staffs and a Mainline trainer to elicit feedback from key stakeholders on the

advantages and challenges of the intervention and its implementation.

The changes in the capacity of ORWs were assessed based on the observation/coaching

tools that trainers used in coaching. We also asked CBOs how they perceived their capacity

improve throughout the intervention in FGD.

Table 2: evaluation outcomes, key indicators and data sources

Outcome Key Existing data Additional data collection
indicators
Implementation | Quality of M&E FGD with | IDI with IDI with
description services. capacity ORW SCDI staff | clients (with
Activity assessment. different
assessment Outreach data number of
regarding visits)
activities by
month
Feasibility Intervention Outreach data | FGD with | IDI with IDI with
cascade; ORW SCDI staff | clients (with
characteristics different
of clients and number of
ORW:; dropout visits)
rates
Acceptability Satisfaction of FGD with IDI with
clients and ORWs clients (with
ORWs different
number of
visits)
Advantages and | Perceived FGD with IDI with IDI with
challenges of advantaged ORWs SCDI staff | clients (with
the intervention | and challenges different
and its number of
implementation Visits)
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Impact of the Confidence of | Observation/c FGDs IDI with

coaching ORWs; oaching tools with Mainline

program changes in the | by trainers; ORWs trainer and
intervention intervention SCDI staff
notes of notes of
ORWs ORWs

Review of Literature

effective ATS review

interventions

and

recommendatio

n for training

2.1. Quantitative component

Clients who participated in the intervention came from 4 CBOs in Hanoi and 5 CBOs in
HCMC. 4 of them served MSM-TG, 3 served people who use drugs (PWUD), 1 served sex
workers (SW) and 1 served both PWUD and SW. For the sake of confidentiality, we assigned
them pseudonyms such as HN-MSM/TG 1 or 2, HCM-SW 1 or 2 or HN-PWUD/FSW. These
pseudonyms revealed their target populations as CBOs reported but did not necessarily mean

their clients only belonged to these populations.
We collected two types of data, as follows:

- Population-level data using for the description of the implementation.

- Individual-level data for evaluating the feasibility of the HRI.
Description of the available data for desk review

1) Data sources
Although the project started its training activities since September 2018 and its intervention in
2019, there was no systematically collected data in this period to make a valid analysis. For the
sake of analysis, we decided to focus on the data collected from February to September 2020.

Below is our description of the data sources.

- SCDI consolidation data file (with inputs from CBOs’ monthly reports) with the

following information:
o Number of clients, Number of visits

o Educational/communication group sessions: visits, clients

13



o

o

Harm reduction and mental health screening individual sessions: visits, clients
Referrals to health services: HIV testing, PEP, PrEP, ART, psychiatric treatment
Receiving HR materials: condom, lubricant, lip balm, communication materials;
number of clients received

Training sessions attended by CBO, number of clients recruited, etc.

ORWSs’ information such as training sessions attended, number of clients recruited.

- Outreach journals at a semi-open format:

+ Closed-ended questions:

o

o

o

o

o

Clients ID

Year of birth

Visit dates.

Types of drugs currently used.

Frequency of meth use

Note: The timeframe of the questions related to drug use was unspecified. Thus, we assumed all

information regarding ‘current drug use’ pointed to the time of the visit.

+ Open-ended questions:

O

O

O

Living conditions and lifestyles

General physical health

Risk behaviours (e.g., sexual behaviours and/or drug use behaviours)

Frequency of meth use

Meth use characteristics (e.g., administration routes, people to use meth with,
doses...)

Services offered to clients at the visit: harm reduction counselling, mental health
screening and counselling, provision of HR materials, referrals to other services

(follow-up information about referrals was not recorded)

- Coaching reports of SCDI staffs about the knowledge and skills of ORW at selected

sessions with clients.

There are 2 monitoring tools to assess the knowledge and skills of ORWs were developed

by SCDI with inputs from Mainline trainers. The skill assessment tool included two components

of basic skills (29 items) and optional skills (10 items). ORWs were expected to use basic skills

consistently. The optional skills could be used when appropriate.
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For both basic and optional skills, each item was scored from 1 to 5 points (from very
weak to excellent performance). The total scores of the basic skill assessment ranged from 29 to

145 and of the optional skill assessment from 10 to 50. These total scores covered 5 categories:
0-50%: Never Meets Standards/Unacceptable Performance
50-75%: Meets Standards Sometimes,
75-100%: Meets Standards Mostly/Acceptable Performance,
100%: Always Meets Standards,
150%+: Significantly exceeds Standards.

The knowledge assessment tool had 7 items. Each item was scored from 1 to 5 points
(equivalent to “little or non-knowledge” to “mastering knowledge”). The total score ranged from

7 to 35 and covered 5 categories:
0-25%: Little or non-knowledge,
25-50%: Some knowledge
50-75%: Moderate knowledge
100%: A lot of knowledge
150%+: Mastering knowledge

Since these tools have not been validated for both their contents and scoring and the overall score
(>100%) seems illogical. In order to better interpret scores, we classified scores into 4 categories

as follows. It should be noted that this categorisation is arbitrary too.
Skill assessment:
Weak (0-50%): Never Meets Standards/Unacceptable Performance
Moderate (More than 50%-75%): Meets Standards Sometimes,
Fair (More than 75%-90%): Meets Standards Mostly/Acceptable Performance,
Good (More than 90% -100%): Always Meets Standards
Knowledge assessment:
Weak (0-25%): Little or non-knowledge,
Moderate (More than 25% - 50%): Some knowledge
Fair (More than 50% - 75%): Moderate knowledge

15



Good (More than 75% to 100%): A lot of knowledge or Mastering knowledge

- A list of training sessions from September 2018 to September 2020 that contained the

names of CBO, ORWs, dates and training topics.

2) Data quality

- Inconsistent data between different sources
The SCDI consolidation data file and ORWs’ outreach journals provided the same information
about numbers of clients, visit dates, numbers of services delivered, and numbers of referrals.
However, some data in these two datasets were inconsistent. For example, as of September 2020,
303 clients were showed in the monthly reports of CBO and SCDI consolidation data file; but the
outreach journals recorded the information of only 301 clients. The 3™ visits of 12 clients were
recorded in the outreach journals but the monthly reports of CBOs showed 20 clients. We opted

to keep the greater value and assumed that the data difference was missing value.
- Missing value:

The monthly reports of CBO and SCDI consolidation data file showed raw data with little

missing information.

However, information related to the open-ended questions in the outreach journals was not

recorded consistently. This information was considered as missing at random (MAR).

In details:

Sociodemographic characteristics:
o Sex at birth: 9 missing values,
o Year of birth: 1 missing value

o Dates of visits: 3 missing values

Relationship with people that clients lived with 110 missing values.

Types of drugs: 1 missing value

Frequency of meth use
o 1% visit: 3 missing values

o 2" visit: 14 missing values

Information of people that clients used methamphetamine with 61 missing values.

Coaching reports by SCDI staffs had been done for 6 out of 9 CBOs. Among the three CBOs that
had not been observed, two groups (HN-PWUD and HN-MSM/TG 2) withdrew from the project

16



during March and April 2020 and another had only one client. Among the 6 CBOs assessed, 16

ORWs were observed. Of them, 16 were observed on basic skills, 14 on basic knowledge, 7 on

optional skills.

The list of training sessions showed 6 training sessions for ORW from 2018 to now with no

missing information.

Table 3 presents the key indicators at individual level classified by sources.

Table 3: Indicators of interest and methods of data collection

Dimension | Variables/Indicators Sources
Existing data (outreach data)
ORW data # ORW by CBO Monthly report of CBO
and SCDI consolidation
data file
# training times List of training sessions
% by training content/session List of training sessions
# total number of clients they outreached to and Monthly report of CBO
worked with and SCDI data
consolidation file
# basic skills and knowledge of ORW by observation Observation/coaching
reports by SCDI
Client data | % by CBO Outreach journals
#year of birth Outreach journals
# sex at birth SCDI data consolidation
file
# visits/meetings with ORWs Outreach journals
% by services being referred to Monthly report of CBO
and SCDI consolidation
data file
% by services delivered (HR counselling, HR material | Monthly report of CBO
provision...) and SCDI consolidation
data file
% by drug types Outreach journals
% by frequency of meth use Outreach journals
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2.2. Qualitative component
We conducted 03 FGD with ORWs (01 in Hanoi, 02 in HCMC) following the distribution

of ORW groups in the two cities. We also conducted 15 in-depth interviews with clients who
stayed in the intervention and those who dropped out in Hanoi and HCMC. Clients were selected
from the program database to cover a range of characteristics including sex, age, family situation

and living arrangements.

Examples of questions inquiring clients’ feedback about the intervention included: What do
you like about joining group sessions? What do you find difficult about it? What do you think of
each of the following aspects of group session: locations? Time? Contents? Other clients? How
helpful were the individual meetings with ORW to you? For what reasons did you decide to keep
coming to the group (or stop joining the group)?

Examples of questions we asked ORWs in FGD about their feedback on the project
interventions included: Generally, how would you rate the methamphetamine harm reduction
strategies of this project? Compared to other methods you know? (In terms of efficiency,
complexity, and human resource requirements?) What is the most difficult part of the job? Give

specific examples? What do you do in those situations?

We conducted in-depth interviews with 4 SCDI key staffs including 01 vice-director, 01
program manager and 02 program officers who had been involved in the program and 01
international trainer from Mainline. In total, 19 interviews were completed. We came back to the
SCDI staff to get their approval of the findings and to get more information for what was missed

from the first interviews.

Examples of questions for SCDI staffs regarding the project management and
sustainability: There is less groups currently working in the project than at the beginning. In
your opinion, what is the main reason why some groups do not continue in the project? How do
groups that stay differ from the groups that have dropped out? How did they overcome these
difficulties? How do you see the sustainability of the program? What are the advantages? What
is the biggest difficulty? After the CD36 project ends, how do you plan to continue this
intervention? Using which resources? What actions has the SCDI taken to help make the

intervention sustainable?

Examples of questions for the Mainline trainer regarding the proposed interventions

included: How was the intervention package developed? What interventions were proposed?
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What is the background of the proposed interventions? How were the training and coaching
activities conceived? By whom? What was the rationale for these activities? What were the

expectations of the training? Of the coaching?

(See Appendix 2 for the guidelines of FGD and in-depth interviews)

Participants provided verbal consent before the interviews/FGDs began. All interviews and
FGDs were audio-recorded and transcribed verbatim. All personally identifiable information was

removed before coding.
Data management and analysis

The first step of data analysis strategies was to derive all sorts of data including

quantitative (outreach data) and qualitative data (IDI & FGD).

In terms of quantitative data, we used STATA to clean and arrange data. Proportions and
median (interquartile)/mean were used to describe the qualitative and quantitative variables,
respectively. We then used Chi-square and Mann-Whitney tests to summarize the difference
between two proportions and two medians. We compared sub-groups of clients by CBO, by

number of visits attended and by other characteristics using individual-level data.

The quantitative data was derived from two sources: monthly report of CBO and outreach
notes of ORW. We access the information of CBO report though the data consolidation of SCDI.
Information of outreach note was at a semi-open format, part of information was structural
questions and others were handwritten. We first collected all outreach data via Kobo Toolbox,
then coding handwritten information into categories in Excel; ultimately we imported and
analysed data in Stata 14.0.As of September 2020, 303 clients were showed in the consolidation
of monthly CBO report; outreach notes were available among 301 clients. We presented results
of data analysis as much as possible from two sources of data and would notice in each

table/figure.

For qualitative data: the interviewers summarized key points of each interview/FGD at the
end of the session. These findings were summarized by themes of interest for the preliminary
finding report. The verbatim transcriptions of these interviews/FGD were analysed in details

using Atlas.ti 8. We conducted a thematic analytical approach to data (Braun & Clarke, 2006).
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2.3. Limitation of the evaluation

Since we used a retrospective design to review the data related to the implementation
process, some information in outreach journals and CBO monthly were missed (e.g. information
about the key populations that clients belonged to) and inconsistent. The lack of details in
outreach journals on behaviour changes assessed might undermine the evidence of the program’s
effectiveness. The monitoring tools to assess ORW’s skills and knowledge have not been
validated yet. Moreover, we were not able to interview ORWs who left the program about the
reasons of their discontinuation. These ORWs might face greater challenges in providing the
intervention than the ORWs who stayed. The fact that the evaluation ended its quantitative data
collection at the end of September 2020 did not do justice to the project, given the substantial
increase in the number of clients recruited in September and the COVID-related lockdown and

social distancing in the earlier months.

III. KEY FINDINGS

1  Effective meth interventions among key populations
1.1. Types of interventions

In general, the effective interventions to reduce stimulant use and its harms are the same
among different key populations. What is particular and innovative is how these interventions are

implemented in contexts/ settings most suitable to a particular population.

Among 31 articles identified from PubMed and Cochrane, 24 reported on interventions
targeting MSM, 2 on SW and 5 on other people using meth. All articles reported on meth use
outcomes. 9/31 articles also reported intervention outcomes related to the use of other stimulants
including amphetamines and cocaine (Bakker & Knoops, 2018; Carrico et al., 2014; Landovitz et
al., 2012; Page et al., 2019; Parsons & Golub, 2014; Platteau et al., 2020; Reback et al., 2010;
Siefried et al., 2020; Tucker & Pedersen, 2017). Only two articles mentioned the particular
crystal form of meth (Bakker & Knoops, 2018; Mimiaga et al., 2012). Administration routes are
not specified in the literature. The articles reported on three types of interventions including

pharmacotherapy, psychosocial interventions and harm reduction.

Pharmacotherapy
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With the expectation to identify an effective medication to reduce meth use like methadone
to opioids, pharmacological studies have been conducted over the last two decades, still yield
unconvincing results (Knight et al., 2019; Radfar & Rawson, 2014). Medications have been used
to remediate meth-induced symptoms (Radfar & Rawson, 2014). For example, antidepressants
and anxiolytics have been showed to have limited effectiveness in treating meth withdrawal;
neuroleptics might treat meth-induced psychotic symptoms. However, no evidence to date has
been established for the pharmacology of meth dependence. Different medications have been in
trial, targeting different brain mechanisms like the agonist mechanism or depression mechanism.
Recent studies on stimulant agonist treatment, naltrexone, topiramate yield promising results

(Siefried et al., 2020). Other medications targeting the serotonin uptake are being studied.
Nonpharmacological / Psychosocial interventions

In contrast to pharmacotherapy, nonpharmacological interventions have been shown to be
moderately effective (AshaRani et al., 2020). These interventions include broadly three types of
strategies, namely motivational interviewing, contingency management and cognitive
behavioural therapy (AshaRani et al., 2020; Knight et al., 2019). These interventions are
implemented under different models and in different contexts. Recent pilot studies examined the
effectiveness of different combinations of evidence-based interventions (including motivational
interviewing, contingency management, cognitive behavioural therapy and SMS messaging to
deliver elements of the above mentioned techniques) over 8, 12 or 16 weeks on meth use and
HIV outcomes among methadone patients using meth in Vietnam (Giang et al., 2020; Hoe et al.,
2020). All combinations resulted in significant reductions in not only meth but also in concurrent
opioid use among methadone patients. The high retention rate (>80%) suggested these models of
interventions were acceptable and feasible in this context (Giang et al., 2020; Hoe et al., 2020).
Other nonpharmacological therapies including physical exercise, Repetitive Transcranial
Magnetic Stimulations (rTMS), case management and technology-based interventions and
residential rehabilitation programs also showed significant reduction in meth craving and relapse

at post-discharge but these therapies need to be studied more widely (AshaRani et al., 2020).

Motivational interviewing
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Motivational interviewing is a counselling style, theorised by William R. Miller and
Stephen Rollnick, and characterized by the theory of change and patient-centred counselling
style (Miller & Rollnick, 2002). Motivational interviewing helps individuals to identify their
motivation to change and move them up their stages of changes. Motivational interviewing can
be used in a single session or in multiple sessions (Knight et al., 2019). Different studies
examined how to integrate motivational interviewing to reduce substance use and HIV risk
behaviours in contexts of medical or social interactions. Motivational interviewing can be used
by professionals or peer outreach workers with various audience (Miller & Rollnick, 2002).
Consistent use of motivational interviewing can result in significant behavioural changes (Miller
& Rollnick, 2002). Two studies examined whether the intensity of motivational interviewing
(duration, number of sessions) was positively associated with reduction in meth use. Polcin et al.
(2014) compared two motivational interviewing conditions (9 sessions vs. 1 session) and found
that both groups showed significant reductions in meth use. However, there were no differences
between the two groups. A greater reduction in psychiatric symptoms including anxiety and
depression was found among those receiving more motivational interviewing sessions (AshaRani

et al., 2020; Galloway et al., 2007; Polcin et al., 2014).
Contingency management

Contingency management has showed the strongest evidence in treating meth use disorders
(AshaRani et al., 2020; Brown & DeFulio, 2020). It has also been known to be effective in
reducing other drug use including alcohol, cannabis, nicotine and opioids (Lussier et al., 2006).
Contingency management is based on the theory of conditioning whereas incentives are used to
strengthen the target behaviour such as abstinence, reduction of sexual risk behaviours or other
health-promoting behaviours like retention or adherence to treatment (Brown & DeFulio, 2020).
While this strategy is most effective for behavioural changes, current findings suggest using it as
a standalone intervention might be counterproductive. Contingency management would work
best in combination with other psychosocial interventions or education (Knight et al., 2019).
Incentives for the achievement of target behaviours are also positively viewed by most
participants (Brown & DeFulio, 2020). The longer duration of contingency management was
more effective for maintaining meth abstinence (Roll et al., 2013). Still, the efficacy of
contingency management might be reduced by greater problem severity and complex

combinations of medical, social and psychological challenges (Brown & DeFulio, 2020). The

22



major concerns about contingency management are about its sustained effect when the incentives
end and the adoption of the technique by treatment providers (AshaRani et al., 2020; Brown &
DeFulio, 2020).

Scholars have also studied the best schedules to deliver contingency management to
achieve to the greatest outcomes (Brown & DeFulio, 2020). Roll & Shoptaw (2006) in Brown &
DeFulio, (2020)’s review found that participants in the escalating-and-reset schedule
(participants receive increasing rewards for consecutive abstinences but if the streak of negative
drug tests is broken, their rewards would come back to the starting level) submitted more

negative drug urine samples than participants in the escalating-without-reset condition.
Cognitive behavioural therapy

There are various forms of cognitive behavioural therapy including the Matrix model, brief
intervention, cognitive training, cognitive counselling or behavioural activation intervention
(AshaRani et al., 2020; Knight et al., 2019). Cognitive behavioural therapy aims at changing
unhelpful cognitive distortions and behaviours (e.g. meth use and risk behaviours). Among them,
the most popular intervention is the Matrix model (AshaRani et al., 2020; Radfar & Rawson,
2014). This 16-week intervention combines different elements of effective approaches including
cognitive and behavioural treatment using accurate information on the effects of stimulants,
relapse prevention skill training, 12-step program participation and family education (Rawson et
al., 2004). Its manualised treatment protocol also ensures fidelity when the model is implemented
in different settings. Psychosocial interventions yield consistent effectiveness in reducing risky
sexual behaviours and methamphetamine use across studies (AshaRani et al., 2020). While
contingency management outperforms standalone psychosocial interventions, the combination of
these two approaches results in higher retention rate and longer meth abstinence at 1-year post-

treatment (Shoptaw et al., 2005).
Harm reduction

Harm reduction for people who use meth is important but often understudied. Harms of
meth use include direct (e.g. cardiovascular disease, pulmonary disease...) and indirect medical
harms (e.g. blood-borne diseases due to unsafe injection practices) and indirect social harms (e.g.
increase in crimes and violence) (Radfar & Rawson, 2014). Harm reduction for meth use not

only targets the drug use behaviour, but also cares about the comprehensive needs of individuals
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such as nutritional and physiological needs or meth-induced mental disorders management
(Carrico et al., 2014; Pinkham & Stone, 2016). The harm reduction approach acknowledges that
people might not be willing and able to change their risk-taking behaviours; thus, it is important
to engage them in the process of change. Among the 31 studies included in this review, we only
found one report on the effectiveness (Carrico et al., 2014) and another one on the feasibility and
acceptability of a harm reduction program (Rose et al., 2006). The studies reported by Carrico et
al (2014) (the Stonewall Project) assessed the Matrix model for meth-using MSM from a harm
reduction perspective. The intervention outcomes were reductions in sexual risk behaviours and
risky injection practices. Treatment focused on strategies to manage substance use instead of
abstinence. These strategies included transitioning to less potent modes of meth administration,
self-care strategies while doing meth and safer injection practices. Clients were not asked to
provide urine samples. The study findings showed reductions in days of stimulant (including
meth) use and sexual risk behaviours. Other psychosocial interventions, although not focusing on
harm reduction, might also result in less risk behaviours (i.e. unprotected sexual
intercourse)(Knight et al., 2019; Zule et al., 2012). The addition of contingency management to
different harm reduction (i.e. Post-Exposure Prophylaxis use) or drug treatment strategies can

boost the effectiveness of these interventions (Brown & DeFulio, 2020; Landovitz et al., 2012).
Interventions should be adapted to the norms and context of the target populations

Evidence shows that interventions that are culturally adapted to the target populations yield
more positive results (AshaRani et al., 2020; Knight et al., 2019). Three out of five studies
comparing gay-specific CBT with contingency management or standard CBT plus contingency
management reviewed by AshaRani et al., (2020) found greater performance of the gay-specific
CBT in reduction of risky sexual behaviours, meth use and other outcomes (Jaffe & Rotheram-
Fuller, 2007; Reback & Shoptaw, 2014; Shoptaw et al., 2005). For this reason, a common
practice of intervention studies is to conduct a formative examination to understand the cultural
norms of the target populations and adjust the interventions accordingly. Bakker et al. (Bakker &
Knoops, 2018) reported Mainline foundation has adjusted their discussion to alternative risk
reduction strategies as Dutch MSM refused to use condom and might get irritated at a consistent
focus on condom use. Carrico et al., (2016) also learned about the economic reasons behind meth
use among Cambodian female entertainment and sex workers and adjusted the conditional cash

transfer based on this knowledge. The literature review by Mainline in 2018 suggested that
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female-specific interventions (e.g. sexual and reproductive health services, nutritional support for
pregnant women who use meth) that took into account the different needs of women who use
meth had better results than gender-neutral interventions (Rigoni et al., 2018).
1.2. Examples of meth interventions among key populations
As meth use is the major driver of high-risk sexual behaviours among MSM, this
population has been most widely studied. Innovative approaches to deliver interventions to out-

of-treatment MSM have been reported. A project implementing contingency management for

homeless, out-of-treatment MSM in a community HIV prevention setting showed reduction in
substance use and increase in health-promoting behaviours during the 24-week intervention
period and sustained reduction in substance use at 9- and 12-month follow-up (Reback et al.,
2010). In this study, participants earned points as they achieved various health-promoting
behaviours including drug/alcohol abstinence, scheduling an appointment with a health or social
worker, enrolling in a vocational training program or getting a job. The number of points was
proportional to the impact of the behaviours. Participants provided 48.5% of all scheduled urine
samples during the intervention. The authors suggested that contingency management was

feasible and especially potent for individuals at disadvantaged conditions (Reback et al., 2010).

The results of a pilot study among meth-using MSM who were not in treatment suggested a

single motivational interviewing session (55 minutes at the beginning) was effective in reducing

meth use and sexual risk behaviours at follow-up (self-reported data) (Zule et al., 2012). Another
study among homeless young adults using four group-based sessions using motivational
interviewing style also reported positive changes in alcohol use, motivation to change drug use
and condom use self-efficacy, although no significant treatment effect was found for average
frequency of meth use in the past three months (Tucker & Pedersen, 2017). The attrition rates in
these two studies are about 80% (Tucker & Pedersen, 2017; Zule et al., 2012). These findings,
together with the reports of Polcin et al., (2014), suggest a single-session or group-based
motivational interviewing intervention may be useful to reduce meth use in settings where more

intensive interventions are not feasible.

Safer smoking kits has been listed among twelve harm reduction practices identified in the
literature review by Mainline (Rigoni et al., 2018). This practice has been found to significantly

decrease injection practices and prevent injuries to the mouth and lungs (Malchy et al., 2011).
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Obtaining safer smoking equipment from a health service point also might also foster a trustful

relationship between people who use meth with healthcare workers.

Chemsex interventions

Chemsex or sex under the influence of psychoactive drugs, is popular among MSM and
transgender people (Edmundson et al., 2018). It has become a public concern for facilitating the
infection of HIV and sexually transmitted diseases and for decreasing PrEP, PEP and ARV
treatment adherence (Edmundson et al., 2018). A recent survey with 296 male participants who
reported doing chemsex in the last three months in Vietnam showed that crystal
methamphetamine was the most popular sexualised substance with 62% of users, followed by
ecstasy (37%), amphetamine (20%) and other substances (8%) (Lighthouse, 2020). Our search
for chemsex interventions resulted mostly in harm reduction reports including direct services like
one-on-one counselling, provision of harm reduction materials, PrEP or indirect services like
mobile applications, SMS or web-based interventions (Ma & Perera, 2016; Platteau et al., 2020;
Reback et al., 2019; Stardust et al., 2018). The theory-based text-messaging interventions
developed by Reback et al., (2019) resulted in significant reductions in meth use, sex on meth
and condomless anal intercourse with casual male partners. At the time of this report, this
intervention is currently tested among transgender people in HCMC, and methadone patients
using meth in Hanoi. Lighthouse, a Vietnamese social enterprise, will also provide chemsex

online and on-site harm reduction services in the coming time (Lighthouse, 2020).

Interventions for sex workers and female-focused interventions

Two articles of one intervention study assessed the performance of a contingency
management program among Cambodian female entertainment sex workers who used ATS
(Carrico et al., 2016; Page et al., 2019). The intervention was developed based on the awareness
of the economic reasons behind these women’s drug use. The intervention included 12 weeks of
conditional cash transfer plus 4 sessions of the Matrix model. The study was able to recruit 84%
of eligible participants and retained 93% of participants through 18 months of follow-up. At
follow-up assessment, participants reported fewer sexual partners with 50% decrease at 12-
months. They had 60% lower odds of being positive with ATS at 6-month and non-significant
reductions at 12- and 18-months. Economic well-being indicators also improved at 12- and 18-

month follow-up.
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QOutreach and peer-based interventions

Outreach work is sometimes carried out by multi-professional teams in mobile unit. An

initiative of providing van-based harm reduction services for late night population of MSM in

San Francisco, U.S. has showed to be feasible in reaching a large number of meth-using MSM
(Rose et al., 2006). In this study, a van was parked in a neighbourhood notable for drug use and
gay population between 1 and Sam. A ‘buffet’ of services (needle exchange, harm reduction
information, oral HIV testing, and urine based sexually transmitted infection testing
accompanied by counselling and consent procedures) was offered. The projected reached more

than 600 individuals over 4 months.
Limitation of the existing literature

Most of the existing studies were done in high-income settings like Europe, Australia and
the United States. Evidence on the effectiveness of interventions in low- and middle-income
countries remains scarce. Most of the reviewed studies examined clinical samples. Only the few
studies on harm reduction services recruited community, out-of-treatment participants.
Moreover, these articles did not assess the effectiveness of harm reduction strategies. This limits
the generalisability of the findings and a straightforward application of the interventions onto
people who use meth and who are not in treatment like the target population of this project.
Additionally, the long-term effects of the studied interventions were often not sufficiently
assessed due to the common “loss to follow up” in addiction research. This paucity of literature
requires further studies to establish the evidence of treatment and harm reduction strategies for

meth use.

2 Description of the project implementation

The project started in 2018 with the initial assessment with CBOs and clients who use
drugs and capacity building activities for CBOs on harm reduction and outreach strategies in
HCMC. In 2019, SCDI and Mainline allocated funds for harm reduction intervention in HCM,
and at the same time, started training for CBO in Hanoi. In 2020, following the training
framework developed by Mainline, both CBOs in Hanoi and HCM implemented the intervention
in a similar approach and procedure. Together with these activities, SCDI, with technical inputs
from Mainline and insights from CBOs, has developed an outreach strategy for CBOs to

systematically provide services to their target clients. Other information-education-
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communication (IEC) materials on harm reduction for people who use meth were also

developed.

Between February and October 2020, SCDI and its partners - CBOs for these key
populations started providing harm reduction services for people who use meth. Booster training
was provided to the outreach workers (ORW) from these CBOs in Hanoi and Ho Chi Minh City
(HCMC) throughout 2019 and 2020. Training topics consisted of outreach strategies to clients
who use meth, meth use behaviour change strategies, motivational interviewing, harm reduction
and health promotion service provision, mental health screening and interventions & building a
referral system to health service providers. After the training, ORW received on-the-job coaching
and refresher trainings. They also regularly monitored their own progress using a self-evaluation
tool. The information from coaching helped to identify rooms to be strengthened in the next
training courses. Two project officers of SCDI completed a 2-year training program to be
certified international trainers on harm reduction for people who use meth by Mainline. With this
expertise, SCDI has provided training on meth-related harm reduction, behaviour changes and
outreach skills for CBOs, health and social work professionals and police officers in seven
provinces in Vietnam (Hanoi, HCMC, Hai Phong, Ninh Binh, Thai Binh, Quang Ninh, Nghe
An). This expansion covers 19 CBOs and 70 new outreach workers and other professionals to
work with people who use meth. The participants of these training are expected to deliver harm
reduction services in the Saving the future project and in the Global Fund project (at a lower
level), and continue to receive monitoring and on the job coaching from SCDI’s technical
officers. SCDI also serves as a technical hub to transfer skills and materials to provinces and

organisations in need.

2.1. Organisations involved in the project
a. Collaboration between SCDI, Mainline and Aidsfonds

Starting from 2018, SCDI has collaborated with Mainline, through the Bridging the Gaps 2
programme to develop community capacity in harm reduction for people who use meth. In 2018,
after initial assessment with CBOs and people who use meth in HCMC, Mainline and SCDI
conducted training for outreach workers on harm reduction and outreach strategies. Based on the
discussion in 2018, they developed together a workplan for intervention in 2019 in HCMC, and
later on, a plan for a technical hub in Hanoi. In 2019, through the OSF project, SCDI and

28



Mainline started training the trainers for this technical hub, which was expected to be one of the
regional model and learning hub for meth interventions.
b. Collaboration between SCDI and community-based organisations

SCDI is one of the three sub-recipients of Global Fund programme, responsible for
implementation in 5 provinces in Vietnam. Vietnam Union of Sciences and Technology
Associations (VUSTA) — the Principal Recipient of the Global Fund (GF) programme - leads a
civil society consortium that establishes a community system in 15 province with the highest
HIV burden and implement HIV prevention, case finding and treatment support on key
populations (KPs). Prevention activities of the GF focus on KPs, including people who inject
drugs (PWID), SW, men who have sex with men (MSM) and transgender people. Services
include distribution of condoms and lubricants, needle and syringes, HIV screening, testing and

information on HIV prevention.

Since 2016, with support from the 5% Initiative, SCDI implemented Saving the Future - a
3 years project, which ended in 2019. The project focuses on innovative strategies to prevent
HIV transmission among young people who use drugs. This project, which targeted youth
between 16-24 years old using mostly methamphetamine, complemented and filled in the gaps of
the Global Fund project. It was the very first project that focused on harm reduction interventions
for non-injecting people who use drugs. Through this project, SCDI has also built capacity for
CBOs of PWUD, MSM, TG people and SW to reach and delivery services to young people who
use drugs. SCDI staff has also gained a lot of experience and knowledge in harm reduction and
intervention for non-injecting users. During the project, 20 trainings have been organized on
various topics: working with adolescents, basic knowledge about drugs and harm reduction, safe
sex and STI prevention, motivational interview, communication skills and mental health. 58
CBOs members have been trained. The knowledge and lessons from the Saving the Future has
been carried out by SCDI staff and CBOs into other projects that works with key populations and
shared with the Vietnam network of PWUD and other partners through training and policy
advocacy. This created a pool of capable ORWs who were willing to work in this current harm
reduction project for people who use meth. The CBOs working in this project assigned their team
members to provide direct services to clients who use meth. SCDI served as the capacity

building resource for training and technical assistance.
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c. Characteristics of Vietnamese CBOs

Civil society organisations (including CBOs) have grown rapidly in number and capacity
with the HIV/AIDS prevention activities since the early 2000s in Vietnam (Khuat, 2007). These
CBOs work with key populations of people who inject drugs, female sex workers and men who
have sex with men. They receive funding from non-governmental (like SCDI, VUSTA) or
governmental organizations (like Provincial HIV/AIDS Prevention Centers) to carry out
activities. These activities focus on harm reduction including provision of harm reduction
materials (e.g. condoms, syringes and needles...), informational and social support through
group sessions and referral to HIV-related and methadone treatment (Khuat, 2007). One CBO is
often consisted of a leader and several key members. CBOs have on average 14 staffs (The Asia
Foundation, 2012). Most of the members work part-time for their CBOs. Their effort might
depend on the number of projects their CBOs are involved in at the time. How CBO members
get paid depends on the arrangement between them and their CBOs and on the requirements of
the projects. It can be a monthly wage or per-case payment. Most of Vietnamese CBO struggle
with high staff turnover due to unstable funding and better benefits offered by other
organisations (The Asia Foundation, 2012).

2.2 Other activities to produce an enabling environment

This intervention project is embedded within SCDI’s comprehensive approach to drug and
HIV issues including policy advocacy, health system strengthening and capacity building for
civil society organisations. With funding from various sources, SCDI has conducted different
policy advocacy activities such as workshops to revise HIV and drug policies, technical
assistance for ministerial institutions in the development of drug and HIV intervention
guidelines, including the Decision #786/QD-BYT on Amphetamine-Type Stimulant intervention
guidelines released in March 2019.

Since 2016, SCDI has conducted a capacity building project on addiction medicine for
medical universities in general and for psychiatrists in particular in Hanoi and HCMC. Recently,
two training courses were provided for physicians in different provinces. This helps to build a
national network of mental health services for PWUD.

In the third quarter of 2020, SCDI have worked with the Vietnam — Addiction Technology
Transfer Centre (V-HATTC) in HCMC to conduct a mapping of mental health services in the

city. The research team interviewed and conducted a thorough analysis of the existing system for
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mental health service provision in HCMC, access to services and shortfalls. Four important
recommendations are suggested: 1) Improve the capacity and service quality of existing mental
health facility, 2) Provide capacity building and training on substance abuse and related mental
health issues for doctors and health workers in existing services, 3) Promote the participation of
health facilities in service provision 4) Increase the participation of CBO network in supporting

access to service.

In Quarter 4 of 2020, SCDI collaborated with both V-HATTCs in HCMC and in Hanoi to
organize 2 trainings for psychiatrists on mental health diagnosis and treatment for drug users. 44
psychiatrists in the South and 39 psychiatrists in Northern provinces have received updated
knowledge about Psychoactive drugs, addiction, meth-induced mental health disorders, screening
tools, etc. from national and international expert in psychiatry. After the trainings, SCDI has built
a network of psychiatrists who can provide services to people who use drugs in Ha Noi, HCMC,
Hai Phong and some other provinces. Follow-up activities will also be discussed in 2021 to
maintain the network and help improve the psychiatrists experience and expertise. A training

course will be organized in 2021 for methadone physicians too.

The capacity building activities for CBOs on various aspects that have been included in
previous projects (see Section 2.1.b. Collaboration between SCDI and CBO) are critical to
gradually enhance the capacity of these civil society organisations. An essential part of the
capacity building package is organisational management skills to help CBOs to sustain their

structure and to cope with unstable funding resources.

3 Acceptability and feasibility of the interventions
3.1. Implementation progress and recruitment

The review of outreach journals and monthly reports of CBOs showed that 303 clients had
been enrolled in the program. Although client retention rate was not an indicator of the program,
ORWs were encouraged to keep track of their clients over time. At the time of this evaluation,
130 clients (43%) had a 2™ visit with ORWs, 20 clients (6.6%) had a 3" visit! and 2 clients (1%)
had a 4™ visit. The time gap from the 1% and the 2" visits ranged from 1 to 114 days, median of
16 days, IQR 11 —30. Among 164 participants who were enrolled in the intervention before
September 1%, 74 people (45%) had a 2™ visit, 10 people (6.1%) had a 3™ visit. Having said that,

18/20 outreach journals were missing.
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the retention rates of two periods (before September and within September) was similar. In

univariable logistic regression to identify the factors associated with having a 2™ visit, we found

that clients older than 40 were 5.6 times more likely to have a 2" visit than clients younger than

20; other age groups did not show significant difference. PWUD and SW (as a group) were 1.8
times more likely (95% CI: 1.1 — 3.0) to have a 2" visit than MSM/TG.

Figure 1 presents the number of clients recruited by month from January to September

2020. While the number of clients remained low (varying between 12 and 31 clients) from

January to August, it rocketed to 134 clients in September. This effect might be in line with the

COVID-19 related social distancing in the first three quarter and the success in controlling the

epidemic of Vietnam in September.
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Figure 1. Number of clients by month
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In total, Hanoi CBOs recruited 187 clients; and the ones in HCMC recruited 116 clients.
The HN-MSM/TG 1 recruited nearly half of all clients.
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Figure 2. Number of clients by CBO

Figure 3 describes the number of clients by visit and by CBO. Although the HN-MSM/TG
1 had most clients at 2" visit (n=51), HCM-MSM/TG 1 had a greater number of clients at 3™
visit (n=9). Given the retention rates was the same in September and before September, HCM-
MSM/TG 1 had also the highest percentage of second follow up with 29/50 (58.0%), HN-
MSM/TG, HN-PWUD/SW and HCM-MSM/TG 2 were at 40.8%, 36.6%, 29.0%, respectively.
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Figure 3. Number of clients by CBO and by visit
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General characteristics of participants: ORW and clients

Twenty-nine ORW participated in the project, ranging from 1 to 8 ORW per CBO. The red
line shows the caseload of each CBO. HN-PWUD/SW had the largest caseload as there was only
one ORW for 41 clients. Other CBOs with large caseload included HN-MSM/TG 1, HCM-
MSM/TG 2 and HCM-MSM/TG 1 with 15.6, 15.5 and 10 clients per ORW, respectively.
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Figure 4. Number of ORW by CBO and their caseload

Table 4 summaries clients’ characteristics reported in the outreach journals. The median of
age was 25 with the interquartile from 22 to 30. The majority was from 20 to 29 years old.
Approximately 12.9% was older than 40. Most clients were of male sex at birth (86.5%).
Information about people to live with was available for 191 clients. Of these 191 clients, 27.3%
were living alone and 22.5% with their friends. 6.0% of all clients left their house and were

homeless due to conflict or being neglected by their family.
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Table 4. Characteristics of clients enrolled in the intervention

Total (n=303)

n (%)
Age (n=302), Median (IQR) 25(22-30)
<20 19 (6.3)
20-29 198 (65.6)
30-39 46 (15.2)
>40 39 (12.9)
Sex at birth (n=303)
Male 262 (86.5)
Female 32 (10.5)
Lack of information* 9(3.0)
Living with (n=191)
Parents 48 (25.1)
Partner/spouse 37 (19.4)
Alone 52 (27.3)
Friend(s) 43 (22.5)
Others (siblings, relatives, etc.) 11(5.7)
Housing status (n=301)
Homeless 18 (6.0)
Rented house 26 (8.6)
No information 257 (85.4)

*9 clients were noted as transgender, with no information of sex at birth

At the 1% visit, all clients (n=300) reported currently using meth. Popper/inhalants and
cannabis were also common with 28.0% (n=84) and 25.0% (n=75) of clients, respectively. Only

4.0% participants reported currently using heroin.

35



100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

0%

Methamphetamine Cannabis Ketamine Heroin Ecstasy Inhalants, popper Others

mYes " No

Figure 5. Characteristics of drug use at the 1% visit (n=300)
Information about people that clients used meth with was available in the records of
240/303 clients. The majority of clients used meth with their close friends or within a group of
friends (57.1%). 30.8% used meth with their sex partner(s). 7.5% used meth with their sex

clients.
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Figure 6. People to use methamphetamine with (n=240)

Figure 7 shows the number of clients by the type of services they received throughout the
intervention. Almost all clients received some kind of harm reduction services (advices regarding
HIV and meth-related harm reduction strategies, provision of condoms, lubricants, lip balm and
IEC materials). 131 out of 303 clients had participated in educational group sessions facilitated
by CBO key members. 166 clients had been screened for mental health issues and provided with
counselling to change negative thoughts. 42 clients had been referred to HIV testing, ARV,

PrEP, PEP and mental health services. However, follow-up data on referrals was not recorded.

300

250

200

150

100

50

0

Educational  Harm reduction Mental health Referral to Harm reduction  IEC materials
group sessions support support health services materials

Figure 7. Number of clients by type of services

3.2. Preliminary changes in behaviours

Drug use behaviours

Figure 8 shows comparisons of drug use at the 1%t and 2" visits. The percentage of self-
reported current use had declined for most substances (except heroin). The percentage of meth
and cannabis use decreased slightly while there were substantial decreases in the use of ketamine
(12.0% to 1.5%), ecstasy (13.7% to 6.9%) and popper (28.0% to 17.7%). Given the small
number of clients reported using drug in the 2" visit (Figure 8), we chose popper use as an
outcome for further analysis to identify factors associated with changes.

In a univariable logistic regression, age, sex at birth and city, mental health support and
materials received were considered covariates to popper use in the second visit. As results,
clients in HCMC were 13 times (95% CI: 4.3 — 44.5) more likely to use popper than those in
Hanoi (compared to 1.3 times of the first visit, 95% CI: 0.8-2.2). Clients who received harm

reduction /ICE materials in the 1% visit were 1.52 times less likely to use popper in the 2™ visit
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than those who did not receive such materials but it was not statistically significant. MSM/TG
were 3.6 times (CI 95%: 1.3-10.1) more likely to reported using popper at the 2" visit than
PUD/SW.
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Figure 8. Characteristics of drug use at the 1% and 2" visits

Frequency of methamphetamine use

Figure 9 shows the frequency of meth use between the 1% and 2™ visits. Clients who
reported using meth every day or several times per day at the 1% visit did not show significant
changes at the 2" visit. The percentage of clients who used meth less than once a month
increased at the 2™ visit (15.5% vs. 1.0% at 1%t visit). At the 2™ visit, the percentage of clients

reported using meth several times per week reduced from 40.3% to 31.9%. We categorised the
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frequency of meth use into two groups: regular use (several times/day, daily, several times/week)
and irregular use (using few consecutive days then pausing, several times/month, only weekend,
less than once/month). In a logistic regression, HCMC clients had lower odds of using meth
regularly than Hanoi clients (OR=0.38, 95% CI: 0.17, 0.82); clients who received HR
materials/IEC materials and mental health support in the 1% visit had lower odds of regular meth

use (in the 2" visit) than those who did not but the associations were not statistically significant.
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Figure 9. Frequency of drug use at the 1% and 2" visits
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Figure 9b. Frequency of drug use at the 15t and 2" visits
among PWUD/SW
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3.3. Client satisfaction

When being asked about what they thought about intervention activities that they were
involved in, many respondents expressed their satisfaction with the organization of these
activities. Most respondents agreed that comfortable time and location was the first thing they

noticed about the intervention. A MSM client in HCMC shared that:

“Time and place for meetings are quite convenient so I could join the group

meetings.” [MSM, client, HCMC]

One important thing that attracted clients to participate in the intervention activities is
useful information about related behaviours and diseases, provided through ORW visits and IEC

materials in group meetings.

When attending activities, I received a lot of useful information regarding ATS

use, how to reduce harms, how to safely use methamphetamine. [Male, client,

HCMC]

Besides, individual intervention sessions also brought benefits to clients. Clients
appreciated the way ORWs motivated them to change their thinking and behaviours, as

said by a male client in Hanoi:

“H (the ORW) helps me to realize that I need to move on. I have to stop [drug
use] for my children. When thinking about my kids, I no longer want to use

heroine, and now I also reduce my meth dose. My reduction in use is not
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because of the harm from meth as I did not experience any, but it’s all because
of my kids”. [Male, client, Hanoi]
Many clients stated that intervention activities provided them emotional support.
Joining intervention activities, they had the space to share their experience and their

feelings.

“I found it’s really useful to join these activities as it helps to cheer me up.
There I had someone to talk to. And when I need support, I could call her (the
outreach worker)”. [Female, client, HCMC]

The last but extremely important thing made them satisfy with the intervention
activities is many other support provisions. A client in HCM shared that he had received
food and nutritious products from the outreach worker of the program. Additionally,
instead of money, the program supported clients by providing other essential services,

such as healthcare services, health insurance or foods.

“She (the outreach worker) went with me to the hospital for health check-up. I took blood
test and HPV test, then the physician told me to hospitalize. I did not have money so she
helped me out. She also helped me to get health insurance” [Female, client, HCMC].

3.4. What needs to be addressed for a better implementation

The pilot identified several challenges to the implementation of the intervention from the
viewpoints of SCDI program staffs and outreach workers. The challenges were at program-,

intervention- and client-level.

The challenges at the program level included the recruitment of qualified and committed
outreach workers. Since CBOs often run various projects at the same time, sometimes they
would move their ORWs to other projects, forcing this program to recruit new ones. The fact that
many ORWs only worked part-time for the project and had other priorities resulted in limited
commitment to the intervention activities. Discussing this issue, a male program officer in

HCMC said:

They are busy with many different works so it was hard for them to arrange

time for these activities. [Male, program officer, HCMC]
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The challenges at the intervention level included the difficulty level of the skills required to

provide outreach and work with people who use meth. Since these skills were totally new to
ORWs, it was challenging to develop these skills within the short time of the pilot. At the
beginning of the intervention, even after ORWs had attended training courses, it was challenging

to recruit ORWs with enough skills and capacity.

Outreach workers here are well-equipped with HIV-related intervention skills
but not with ATS-related intervention skills because the latter skills are more
complicated. It’s not just the provision of testing or treatment services, the

intervention requires much more. [Female, program officer, Ha No].

Among the intervention package, mental health support seemed to be most challenging for
ORWs to deliver. Although this service was a focus of the intervention, there were a lack of
recognition of mental health issues and some reluctance to discuss these. A program officer in

Hanoi explained this challenge as below:

“This is the first intervention which addresses mental health issues using
community-based approach so people don’t have much knowledge and

experiences. They seem to hesitate discussing this issue. [Female, program

officer, Ha Noi]

The difficulties in working with people who use meth relied in the particular characteristics of
this population. The first challenge was how to reach out them since people who use meth
formed small and hidden groups. The behaviour-altering effects of meth also made users’
behaviours less predictable. Thus, it was hard for ORWs to arrange visits with clients who use

meth:

Heroin users do heroin at specific times during the day. Meth users are totally
different. If they have money, they’ll use [meth] days after days. It’s hard to know
when they are sober enough to talk to them. Moreover, when they re high, some
people don’t want to get into contact with anyone while others only want to hang

out with their friends. (FGD with ORWs in Hanoi)

Additionally, in order to protect themselves, ORWs often saw their clients in tea or coffee shops

instead of doing home visits. This incurred drink and food expenses for clients. While these
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expenses were deemed necessary to establish good relationships with clients, they did not get

reimbursed. This made ORWs feel uncomfortable when doing their work.

In addition to the general satisfaction toward the intervention, there were also client-level
factors affecting the acceptability of clients to the intervention activities, the effectiveness of the
visits and the feeling of connection to the intervention. For several clients, long distance from their
home to the intervention place is one of their challenges to participate in the services. A female

client, whose house is more than 20 km away from the centre business district of HCMC said:

It is too far from my home so I quit. It has been 3 months. It’s because the

incentive is not enough for my travel expense. [Female, client, HCMC].

The locations of some group meetings in public spaces (like coffee and tea shops) might be a

barrier to attend for clients who worried about their privacy.

Busy schedule is another challenge for clients to participate in intervention activities. Clients
usually had jobs which make it hard for them to arrange appropriate time for regular

participation, particularly in daytime as a client said:

I’'m quite busy so I could just attend some sessions in the evening or at weekend.

[MSM, client, HCM]

Another client who reported using meth daily, although showed his appreciation towards the
advices of ORWs regarding healthy lifestyle on meth, suggested the frequency of visit (once a
month for him) might not be sufficient for meaningful changes since “people would forget what

was said the last time if it takes too long to meet the ORW again”.

4  Capacity building program for ORW
4.1. Description of the capacity building program

As one ORW said, the whole capacity building program provided in this project was like a
ladder. At the first rung, ORW received training by Mainline and its national trainers from SCDI
on topics relevant to harm reduction and mental health interventions for people who use
methamphetamine. At the second rung, ORW would go out into the community including
hotspots to outreach potential clients and recruit them into the program. At the third rung,
Mainline or SCDI trainers would go with ORW during the first meetings with clients. When
ORW were more confident and skilful, they would work with clients without supervision. At the

last rung, experienced ORW would provide this on-the-job coaching to novice ones.
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Figure 10. Capacity building strategy for sustaining the capacity of CBOs

The capacity building component was considered a key element contributing to successes

of the project implementation. In 2018, Mainline conducted a capacity assessment to understand

the rooms to improve, then to identify the scope and extent of the capacity building program.

The capacity building activities of the project began in September 2018 within the

cooperation between SCDI and Mainline. 47 ORWs from 11 CBOs in both Hanoi and HCMC
had been trained in 6 courses by certified trainers from Mainline and SCDI. Among the ORWs
who took part in the project since the beginning, 12 left before this evaluation for a number of

reasons including time conflicts with other works. The training covered outreach skills, harm

reduction, communication skills, and mental health interventions. Two SCDI trainers attended a

2-year training program delivered by Mainline to become certified national trainers.

Table 5 — Recapitulation of training courses

Date Training topics Participants

Training for ORW

Sep 2018 Outreach + Harm reduction 16 ORWs from 6 CBOs
Nov 2018 Communication skills 5 ORWs from 5 CBOs
Apr 2019 Mental health 15 ORWs from 6 CBOs
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Oct 2019 Full curriculum 11 ORWs from 3 CBOs

Jun 2020 Harm reduction, outreach, communication 14 ORWs from 5 CBOs
skills

Aug 2020 Harm reduction, outreach, communication 5 ORW from 2 CBOs
skills

Feb-Sep 2020 | On-the-job coaching 16 ORW

Feb-Sep 2020 | Monthly meetings between Mainline and Mainline and SCDI trainers
SCDI trainers to monitor performance of
ORWs

Observations from coaching provided insights to trainers to develop refresher training for
ORWs. The assessment was based on 1) manners of ORW towards clients (personal
characteristics), 2) communication skills, 3) preparation and provision of harm reduction
materials and IEC, 4) specific advice/counselling on harm reduction appropriate to the health
behaviours of clients, 5) skills in maintaining conversation with clients; 6) motivational
interviewing skills and 7) mental health intervention (including screening and explanation of the

importance of mental health).

In this project, coaching on the job was provided to 16 ORWs from 6 CBOs. The number
of coaching sessions to ORWs ranged from 1 to 23, 10.8 sessions on average. 13/16 ORWs had
at least two observation/coaching sessions on basic skills, 12 ORWs had at least two
observation/coaching sessions on basic knowledge. The intervals between coaching sessions

were inconsistent.

The average score in the basic skill assessment of ORW was 102.3/145 (70.6%, read
Moderate: meet standard sometimes). The average score in the optional skill assessment was
3.48/5 (69.6%, read Moderate: meet standards sometimes). The average score in the basic
knowledge assessment was 3.56/5 (71.2%, read Moderate knowledge). As the data in basic skill
assessments was most completed, we were able to identify two basic skills that scored the lowest
(2-3/5). These skills were 1) Allow client time to talk without interruption — Use the 10 second
rule and 2) ORW explain for client: what is mental health and debunking mental health stigma
and myths (e.g.: Mental Health is as important as Physical Health).
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We compared the average scores of ORWSs’ basic skills and knowledge of the first and the
most recent coaching sessions. The time gap between these two sessions was 2.8 months on
average, ranging from 0.7 to 9 months. The average score in the most recent session was 0.7
point higher than the score in the first session (equivalent to 14% increase). The basic knowledge
score was 0.37 point higher in the most recent session compared to the first session (7.3%
increase). The optional skills were assessed for 7 ORWs but we found no changes between the

first and last sessions (average score: 4/5).

Topic Criteria 10.07.20] 10.07.20  13.7.20 28720
A: BASIC SKILLS THAT OWs NEED TO IMPLEMENT (REQUIRED)
Personal OWs are open minded, approachable and non-judgmental 5 5 5 5
characteristics |OWs be confident with words and demeanor 4 5 4 5
OWs shOWs good listening skills i.e.. Let clients talk more, eye contact, leaning
forward, summarizing 4 5 5 5
When engaging with beneficiaries OWs ask open ended questions 4 5] 4 4
OWSs do NOT force their opinions or views on beneficiaries 5 5] 4 4
. Allow client time to talk without interruption — Use the 10 second rule 4 4 4 4
Communication L . S . . .
skills ORW minimises use of their phone while in conversation with client 5 5 5 5
ORW always has prior agreement of the client before inviting other people into the
conversation 5 5 5 5
OW is confident, assured and sensitive when talking about sensitive topics with
clients’ 4 5 4 5
Before taking notes, OW should have the client permission 5 5 5 5
OW always bring harm reduction materials and commodities such as tests,
Prepare and X
providing condom's, |%1b$ Yvhen doing i:)f.ltreach. ' ' ' 5 5] 5] 5
R When distributing commodities and IEC materials for clients, Ows always explain
commodies and X . X
|EC why clients should use/read them; show them how to use commodities or guide
clients to use IEC materials 4 5 5 5
OWs ask clients more information about their lifestyle, their health, their risk 4 4 5) 5
Harm reduction |OWs offer a specific harm reduction intervention appropriate to the lifestyle,
offers health, frequency of usage and risk behaviour of the client’ 4 5 5 5

Example of an observation sheet of ORW’ skills by coaches

Coaching or on-the-job training is a new approach, by which trainers accompany
outreach workers throughout the implementation process. The coaching component was
designed to strengthen the capacity of outreach workers to implement harm reduction services
among target populations. The trainer from Mainline who also served as the technical assistance
provider for this project, emphasized coaching as the key component of the capacity
strengthening project for CBOs. SCDI officers also explained how they saw the role of coaching

in their long-term plan:

“The ultimate goal of coaching is to develop a hub of experts from communities in the
future. These people will be pioneers to providing ATS-related interventions, not only in

Vietnam but also in the region. [Female, program officer, Ha Noi] ”
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One of the typical characteristics of the coaching program is that the trainers were always
going together with trainees. At the beginning of the program, experts from Mainline provided
trainings for both trainers from SCDI and outreach workers, then SCDI trainers took over the
responsibility. They went to the individual meeting sessions with outreach workers from the
beginning of the program.

“At the beginning, we (program officers) went to all the individual meeting sessions with

outreach workers to support them during the sessions or made suggestions to better the

service after the sessions. I think we did it in the first one or two months of the
implementation. After a while when they had enough skills and experiences, we let them
work on their own, but we keep monitoring them in different ways such as case reviews and

random observation. [Male, program officer, HCMC]”

After that, SCDI staffs had provided recurrent technical support and assessment
throughout the progress of ORWSs’ outreach and harm reduction service delivery. In addition to
direct observation in intervention sessions, other coaching activities such as monthly meeting or

regular case discussion have been conducted:

“Since last June [after the COVID lockdown], ORW have been more active in providing
services. We just conducted monitoring in rotation. Additionally, we organized monthly

meeting for reports and case discussion. [Male, program officer, HCMC]”

Not only trainers support trainees, this program also developed the peer support model in
which ORWs with more skills and experiences would support others. A program officer in

HCMC talked about the model:

As we don’t have enough resources to follow all intervention sessions and we want to
gradually empower ORWs to conduct interventions so we let those who have more skills
and experiences help those with less. One more thing is that sometimes, the presence of
program officers in intervention sessions makes clients hesitate to share. I think that would

be better to have another peer help them.” [Male, program officer, HCMC]

Perceived challenges by ORW

Our focus group discussions with CBOs and its ORW found a number of challenges in

providing and maintaining the intervention. The first challenge was the lack of experiences in
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working with people who use methamphetamine. Clients often missed visits with ORWs or came
late to these visits, making it challenging for ORW to schedule their outreach sessions. Since
ORWs were paid by visits with clients, missed visits resulted in a loss of income for them. The
amount of incentives was insufficient since ORWs often had to pay for clients’ drinks when they
met in coffee shops. Second, ORWs in this project had no working cards that they could show to
the police when they did their work in hotspots. Some ORWs voiced out their fear of being
arrested without being able to prove their position. Third, ORWs found mental health screening
and intervention skills challenging. Moreover, the shortage of available mental health services in
the two cities made it difficult to refer clients to appropriate services.
4.2. Impact of the capacity building program

Coaching component significantly contributed to the success of the program. ORWs who
participated in focus discussion groups gave positive feedbacks on the coaching component in
strengthening their capacity and confidence in implementing harm reduction interventions. A

female outreach worker in HCM highly valued this approach, she said:

I found it really useful. There are some cases I could not handle, then the
program officer supported. They showed me how to do, or reminded me when [

forgot things. [Female, outreach worker, HCMC]

Agreed with that statement on the effectiveness of coaching component, another male

outreach worker in HCMC said:

1 think I'm not ready to do it on my own so I need support from the program
officer. When they are there, [ will learn from them. For example, when the client
said that they would quit using, I did not know that I should recommend them to
gradually reduce their use. If the officer was there, he would instruct me how to

give an appropriate advice. [Male, outreach worker, HCMC]
Additionally, ORWs also appreciated the training contents and format:

The training courses lasted about 2 months. It covered many knowledge and
skills, such as how to eat, rest, sleep or practice meditation... [ often find
training tiresome since we just sit and speak. But in this course, we feel very

relaxed.

. [Male, outreach worker, HCMC]
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IV. DISCUSSION

This evaluation assessed the feasibility and acceptability of the “Developing community
capacity in delivering harm reduction services for people who use meth”, factors of success and
challenges to scaling up the intervention. To our knowledge, the assessed project is the first
attempt to provide interventions for people who use meth in Vietnam. It started in September
2018 and has been scaled up to seven provinces in 2020. The evaluation included a literature
review of effective interventions towards people who use meth, a description of the actual
implementation of the project, and an examination of the impact of the project’s capacity
building trajectory.

Evidence-based interventions

Our literature review shows that psychosocial interventions and harm reduction remain the
key strategies to reduce the harms related to meth use, given pharmacotherapy is unavailable yet
for meth abuse. Among psychosocial interventions, the effectiveness of motivational
interviewing, contingency management and cognitive-behavioural therapies has been solidly
documented. Contingency management yields the most promising positive outcomes in the
reductions of meth use and risk behaviours. This strategy can be used on its own or in
combination with other interventions to produce a greater impact. Among these psychosocial
interventions, we found only one study that assessed the effectiveness of contingency
management in out-of-treatment samples (Reback et al., 2010). However, since single session of
motivational interviewing is effective in reducing meth use and thus, it is suitable to do this with
harder-to-reach populations who are not in frequent contact with health and social services.
Moreover, the use of incentives to reinforce desirable behaviours works best with more
disadvantaged populations like homeless people. Harm reduction services are understudied but
its effectiveness has been evidenced in the few studies dedicated to this intervention (Carrico et
al., 2014; Rose et al., 2006). The clear gap of studies on harm reduction effectiveness and in non-

clinical samples emphasises the importance of the assessed project.

The literature review, thus, indicates that the interventions delivered in this project are
evidence-based. The intervention package includes most identified effective interventions like
motivational interviewing, outreach and peer-based interventions and some forms of contingency
management (travel allowance for participants to attend group sessions). It also includes mental

health screening and referral to treatment. Although we did not include this intervention into the
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scope of our literature review, mental health interventions are of great importance, given the

great mental health needs of key populations (Buckingham et al., 2013; Stahlman et al., 2015).
Acceptability

The evaluation showed that clients highly appreciated the intervention for the benefits they
received including useful information and advice about health promoting behaviours and
diseases, emotional support and other necessity support for food, shelter and healthcare. The
emphasis of homeless participants on these necessity supports showed that clients’ basic needs
should be ensured first since meth use might be a solution for clients to cope with their difficult
life situations. This echoes what were observed in the study with Cambodian female
entertainment and sex workers who used meth (Carrico et al., 2016; Page et al., 2019).
Moreover, since many clients, especially clients of MSM/TG groups, also joined other activities
organised by CBOs, incorporating meth use interventions into existing projects might be

beneficial and cost-effective.

While the 43% percentage of clients having a 2™ visit with ORWs in this project seems
lower than the retention rate in another study with homeless, out-of-treatment MSM who use
meth in the U.S. (about 60% at 9-month follow-up) (Reback et al., 2010), these two projects are
not really comparable due to geographical and population differences. The fact that clients older
than 40 and PWUD/SW were more likely to have a 2" visit with ORWs than clients younger
than 20 and MSM/TG suggests that younger and MSM/TG clients might be harder to track since
they are more mobile (UNAIDS & Vietnam Administration of AIDS Control, 2019).

Feasibility

Despite the global COVID outbreak, over 9 months, the intervention provided services to
300 clients who used meth. While the recruitment remained low (about 21 new clients/ month) in
the first eight months of the project, possibly due to the COVID-19 lockdown and social
distancing, it went up to 134 clients in September and 286 new clients in October and November
(updated statistics from SCDI) when the COVID epidemic in Vietnam has been under control.
Although the common challenge of recruiting out-of-treatment people who use drugs into
intervention could have played a role in the low recruitment in the first eight months, this
number is promising and the trend in client recruitment should be observed in the coming

months.

50



The data from outreach journals showed reductions in current use of most substances
(except heroin), especially ketamine, ecstasy and popper between the 1% and 2" visits. For meth
use, the percentage of clients reported using meth several times per week also significantly
decreased at the 2" visit (from 40.3% to 31.9%) and the percentage of those who reported using
meth less than once a month increased (15.5% vs. 1% at the 1% visit). Still, it should be noted
that the percentage of people with daily meth use did not change at the 2™ visit. This suggests
those with daily meth use may benefit from more contacts and more interventions. The findings
on changes in drug use behaviours are promising, although the self-reported nature of the
measured outcomes and the lack of specific timeframe for “current drug use” require careful

interpretation.

Among all the interventions provided in this project, harm reduction services (advice and
IEC materials) were delivered to all clients. This is understandable as ORWs and CBOs are more
familiar with this kind of services in previous HIV prevention programs in Vietnam. Mental
health interventions, due to its difficulty level, have not been delivered to as many clients as
planned. This finding is comparable to what has been found in Jakarta, Indonesia where clients
often associated mental health with insanity and thus, refused to acknowledge their mental issues
and to receive mental health interventions (Rigoni et al., 2019). However, more than 50% of
clients had been screened for mental health issues and received some kind of support for these

problems. This number is encouraging and suggests this service is doable.

The number of referrals to health services in general (42/300) was low, given that HIV-
negative participants should take quarterly HIV tests due to their increased sexual risks while

doing meth. This specifies a room for improvement in the coming time.

The lack of follow-up information on service referrals prevents us to assess the success rate
of this activity. The low coverage of mental health services in Vietnam somehow explained the
challenges reported by ORWs and SCDI program officers in referring clients to these services.
This challenge is familiar to other studies even in countries with better developed service
network (Brooner et al., 2013; King et al., 2014). A study with methadone patients in the U.S.
shows that participants who were referred to psychiatric services outside of their usual care
settings were less likely to initiate psychiatric treatment (Brooner et al., 2013). Suboptimal

retention in psychiatric care might be another issue (King et al., 2014).
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The turnover of ORWs is noted but not unexpected. This is the rationale for building a
technical hub at SCDI. Due to the nature of unstable funding, high turnover rate of ORWs is
common in other HIV programs (The Asia Foundation, 2012). The difficulty of mental health
interventions and outreach work with people who use meth possibly discouraged some ORWs.
The timely refresher training provided for newly joined ORWs ensured the continuity of the
intervention. Still, this infers that capacity building on harm reduction, including mental health
interventions for people who use meth requires more efforts and longer time. SCDI and its CBO
partners would benefit from further training on outreach management and more specifically

human resource management.

While ORWs in this harm reduction program worried about being arrested by the police
when they recruited or visited their clients in hotspots, we did not note any actual intervention of
the police in the field. This is different from what was reported in the harm reduction program
for people who use meth in Jakarta, Indonesia that witnessed interventions of the police in the
middle of the outreach activities (AIDS Research Center & Atma Jaya Catholic University,
2020; Rigoni et al., 2019). In Vietnam, although there is no systematic data on the number of
people who use meth being arrested, the rise of meth and new psychoactive drug use is causing
many policy makers to consider fostering compulsory drug rehabilitation. In late 2020, the
National Assembly is considering to pass a revised Law on Drug that puts more emphasis on
expanding compulsory closed-setting rehabilitation as the solution for the emerging drugs. If the
new version of the Law is passed (as widely considered a real possibility in 2021), it is expected
that the number of people being sent to centre-based drug rehabilitation would increase in the
coming time.

Capacity building

The project completed all the five steps in the capacity building process. While the
training, outreach, coaching and independent work have been completed with ORWs, the two
certified national trainers at SCDI serve as the mentors for new ORWs, given the particular
governance model and collaboration in Vietnam. This also helps to sustain local capacity.
Coaching was provided for 16/35 ORWSs who stayed in the program and was complimented with
other forms of technical assistance including regular case-based discussions and meetings to
discuss technical issues. Despite the difficulties in outreach and mental health interventions with

people who use meth, we found that the capacity of ORWs improved overtime between the first
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and most recent sessions of coaching. ORWs also reported that coaching made them feel more
confident in working with clients. This finding suggests that more experiences and consistent

technical assistance would make outreach work and intervention easier.

The evaluation also suggests rooms to improve the project’s capacity building program.
The first point is the long interval between coaching sessions (2.8 month on average). Moreover,
the number of coaching sessions varied greatly (between 1 and 23) for different ORWs. The
extended interval between sessions might result from the rate of 2 coaches for 16 ORWs and the
low recruitment during the COVID-19 months. A greater and more balanced frequency of
coaching for ORWs might yield better improvements and accelerate the process of ORWs to
work independently and become a coach. The assessment of scores also suggests that the training
programs should pay more attention to the two skills of allowing clients to talk without
interruption and of explaining to clients what mental health is. As single motivational
interviewing session could be effective in reducing meth use, mastering motivational

interviewing skills is of great importance in working with hard-to-reach clients.
V. RECOMMENDATIONS
For interventions

Contingency management might be an added component to improve attendance rate and
client outcomes. Contingency management is effective on its own but would work well in
combination with existing interventions. Reback et al. (2010) also found that even with
homeless, out-of-treatment participants, contingency management boosted the study completion
rate. Although the project currently provided clients with some travel allowances for attending
visits and educational group sessions, it might consider other forms of incentives to reward

clients who showed up to these events and/or who showed reductions in meth use.

The program would be more effective if a network of available medical and social services
for key populations in the community is established and known. To facilitate mental health
treatment, having a network of addiction doctors who are willing and available to work with
people who use meth would be critical for successful referrals to treatment services. The projects
of SCDI to map mental health services in HCMC and to build addiction medicine with medical

universities in Vietnam promises to address this gap.
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Regarding harm reduction services, adding safer smoking kits provision into the package
might be helpful in both reducing meth-related harms and fostering a trustful relationship
between clients and ORWs. What the project can provide would depend on the funding and

greater understanding of current meth use practices.
For outreach management

The difficulties in outreaching people who use meth as reported by ORWs should be taken
into consideration. Given that people who use meth are often active at night time and that ORW
often feel insecure in outreaching clients who use meth, this pilot provides insights to revise the
existing outreach strategies (e.g. how to outreach clients at night time? Where to meet with
clients if they could have psychotic symptoms?). Visits should be of greater frequency to be
more effective since long intervals between visits might make harm reduction messages less

retained, as some participants suggested.

Regarding the expenses incurred during outreach work, ORWs suggested they should be
covered by the project. Moreover, given the difficulties in arranging a visit with clients who use
meth, ORWs proposed both types of payment: some monthly wage plus per-case payment.
Receiving monthly wages would make them feel more committed to the project. Competitive
salary could be a plus to minimize staff turnover.

For capacity building

The project’s capacity building program received positive feedback of ORWs. Based on
their suggestions and the observations of coaches, further coaching and training on mental health
support are needed. Specifically, ORWs should be coached more on how to start discussing
mental health issues, especially when clients were not sober enough, in public locations or with a
group of clients. Motivational interviewing skills should be enhanced to take the most advantage
out of visits with clients. In order to see a greater improvement in the skills and knowledge of
ORWs, more time and efforts should be dedicated to build ORWs’ capacity. To do so, the
training of trainer program is critical to build local capacity to provide more intense and
consistent support for ORWs. When coaching could be restrained by the availability of SCDI
technical providers, regular case discussion, online clinical supervision and peer support would

help ORWs in their job.

For building an enabling environment
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The project should be part of the work at different levels (policy, clinical treatment,
research, community support...) to maximize and sustain its impact. Specifically, an advisory
board for the harm reduction program for people who use meth could be established to define the
long-term objectives of the intervention and coordinate different activities to serve the
sustainability of the program. This advisory board should be composed of policy makers, chiefs
of key non-governmental and institutional agencies. With this expertise, the advisory board could
guide policy advocacy work to ensure the same vision of key stakeholders and donors regarding

interventions for people who use meth. Further studies are needed

The literature review of effective ATS interventions among key populations suggests that
community-based intervention projects are much needed to shed light on how interventions with
established effectiveness in clinical samples could be applied onto a different population of
people who are not in drug treatment. Studies based on this pilot program should be developed to

generate evidence regarding this important work.
VI. CONCLUSION

This evaluation examined the acceptability and feasibility of the “Developing community
capacity to deliver harm reduction services to people who use meth in Vietnam” project. We
found that the evidence coming from this project is important to fill in the gap of community-
based interventions, especially harm reduction with out-of-treatment people who use meth. Our
findings show that the project interventions were acceptable and feasible despite the impact of
the COVID-19 outbreak in Vietnam from the beginning of 2020. Clients provided positive
feedback about the project support package. Reductions in meth use among clients were also
reported. The evaluation identified several challenges facing the project including the expected
turnover of outreach workers and the difficulties in outreaching and providing mental health
services to people who use meth. We conclude that this intervention package can and should be
expanded in larger scale in Vietnam and in other regions. The evaluation proposed
recommendations for future interventions, outreach management and capacity building for

ORWs for effective implementation of the intervention.
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APPENDIX 1 - QUANTITATIVE DATA COLLECTION FORM

1. Profile:

Client’s ID: Age:

Time to start tracking:

Classification:

Lifestyle:

Health:

Risk behaviour:

2. Outreach strategy and support:
a. Time, location and how to reach client:

b. Harm reduction interventions and materials for client:

3. Topics of group education sessions:

Time Topics

Remarks
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4. Outreach journal:

Time: Name/ID of client:

Location: Classification (MSM, PUD, SW, TG):

1. Drug use:

e . O Methamphetamine [ Ketamin (ke) [ Ecstasy

Classification ) )
O Cannabis [ Heroine O Inhalants, glue

of drugs:
(popper)
O Others:

Frequency: O Several times a day O Everyday O Several times a week
O Continous days then take a break [ Several times a month
O Only at weekend or on special occations [ Less than once a
month

(routes of administration, habits of use, frequencies, use with whom, any changes since last

time?)

2. Risk behaviour: O Inject [0 Unsafe sex [0 Have sex & use drugs

(please specify ) O Drink alcohol & use drugs

3. Physical health: O Lose weight O HIV infection OHCY OHBVY OTB

(please specify ) O Insomnia [OSTIs [ Reproductive health [ Others
4. Mental health: OHallucination [ Delusion [ Thought disorder [Depression
(please specify) DAnxiety
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Osuicidal thought [Panic attack [OSelf-harm OWithdrawal

symptoms
5. Client’s issues: OHealth [ Relationship O Legistration [ Finance/job
(please specify) L0 OtNEY (SPECI[Y) weveveveeveeeeeeeeeee ettt erees e sve s e v sessen v e

6. Harm reduction interventions offered to client this time:

6.1. Harm reduction interventions (please specify)

6.2. Support O Mindfulness [ Self smoothing [ Gratitude exercises [ Self-
about mental help group
health

OCognitive reframing  [Scaling — the crapometer
(please specify)

6.3. Materials

(please specific)

6.4.
Commodities
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(specify name
and quatity

6.5. Referral

Referral service:

Address:

6.6. Other
support

(please specify)

7. Next plan to support

Time:
Location:

Plan:
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APPENDIX 2 - FGD & IDI GUIDELINES

P b=

Focus group discussions with CBOs
In-depth interviews with clients
In-depth interviews with SCDI staff

In-depth interview with Mainline trainer
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1 Guidelines for focus group discussions with CBO
Number of FGD: 1 in HN, 2 in HCMC
Participants: CBO group members
Topic:
- Describe the implementation process
- Feasibility of the intervention: assessment of the intervention; advantages and
disadvantages to implement intervention

- Acceptable level of intervention

- Effectiveness and impact of training and support for out-reach workers
Introduction:

Hi guys. Thank you for joining today's group discussion. You are invited to participate because
you are outreach workers of the CD36 project (the project name given by SCDI). The purpose of
today's discussion consists of three topics: 1) the implementation process from the first stage;
2) Your thoughts on the advantages and disadvantages of the intervention and 3) Your
comments on the project training program. We are at Hanoi Medical University, invited by SCDI
to get your comments in order to support the project. We want to hear from everyone. There is
no right or wrong answer. All the information you share today will only serve to improve the
guality of intervention. The discussion takes about 60 minutes. At the end, you will receive
200,000 VND each for the time you spend in the discussion. We would also like to get your
permission to record the discussion for not missing the information you provided, do you
agree?

General Introduction:

Let's start by introducing ourselves, including: name (for easy communication during
conversation, pseudonyms can be used), age (for proper manner of addressing others), which

group you belong to, when did you join the group, what is your role in the group?

Describe the implementation process:
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How did you first hear about the CD36 project? (Who introduced you to? What did you
hear about it? What did you think about the project at the time? (potential difficulties
and advantages?) Why did you agree to participate in the project?
What are the CD36 project’s similarities and differences compared to the previous
projects your group has implemented?
How long have you been working with SCDI? What projects did you involve in? What
about Mainline? Are there other organisations involved in the project?
Please describe the timeline from learning about the project to the beginning of the
intervention (learning about project - sighing contracts - selecting members - training
(on the job coaching) - recruiting and intervening clients). Till now, what stage is the
project at?
Description of the intervention process after the training:

o What is the mission of out-reach workers?

o How many case is each person in charge of?

o How do you recruit clients? (How do you know if they have used ATS (ice)?

Where to go for recruitment? How to contact them?)

Advantages and disadvantages of intervention and implementation

Out-reach workers’ feedback:

o Generally, how would you rate the methamphetamine harm reduction strategies
of this project? Compared to other methods you know? (In terms of efficiency,
complexity, and human resource requirements?)

o What is the most difficult part of the job? Give specific examples? What do you
do in those situations?

o Currently in Hanoi, only your group is still active in the project. What do you
think is the main reason why other groups do not continue to be involved in this
project? What makes your group able to participate in the project up to now?

= [f the participant has not mentioned it, ask how much out-reach workers
in the project are paid? How suitable is this payment? If it needs to

increase, then how much?
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- About clients’ feedback:
o What is the client's attitude towards the out-reach workers and intervention?
= What are they most interested in and uninterested in?
o On average, for each client, how many times have you met since the beginning
of the intervention? If the number is low, why?
o What is the percentage of dropped-out clients? What is the main reason? Are
there any differences between on-going group and dropped-out group?
- Sustainability of intervention:
o How do you feel about maintaining the current program for your group? What is
the biggest difficulty?
o After the CD36 project ends, how do you think this kind of intervention can be

continued? Using what kind of resources?
Out-reach workers’ training:

We would like to ask you more specifically about your feedback on the training and job

coaching for outreach-workers, as well as the extent of SCDI's support during the intervention.

- Before implementation, you already participated in a training course. Please tell us:
what have you been trained in CD36? Give some examples.

- Who are the instructors of this course? How would you rate the expertise and
experience of the teachers? About training methods?

- How do you assess the content of the training course? What content do you use the
most at work? What content is the least? Which skill do you find most difficult to use?

- How was the job coaching for out-reach workers? Who supported? Frequency? What
was the feedback mechanism between the learner and the supporter? When you
responded, how did the support group respond? How effective?

- After the job coaching, how did you receive support at work? Who supported?
Frequency? What was the feedback mechanism between the learner and the

supporter? When you responded, how did the support group respond? How effective?
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- In general, how do you rate the training and professional support in this project? On a
scale of 0 to 10? What needs to be done to make this support get a higher score, to help

you more?

End of discussion.

2 Guidelines for in-depth interviews with clients

Number of participants: 8 in HN, 7 in HCMC
Participants: Clients who use meth
Topic:
- Describe the implementation process
- Feasibility of the intervention: assessment of the intervention; advantages and

disadvantages to implement intervention

- Acceptable level of intervention

Introduction:

Hello, thank you for coming to this interview. My name is (interviewer’s name) at Hanoi Medical
University. | am working for the CD36 project that you participated in. You are invited to this
interview because you are a client of (CBO’s name) working in this project. This interview aims
to get your feedback and advices for the project activities. Everything you tell us today will only
serve to improve the quality of the intervention and stay in the evaluation team. Information
will be reported as from a group. We do not collect personally identifiable information like
names or addresses. You can use pseudonyms if you want. Our interview lasts between 45 and
60 minutes. As we finish, you will receive 200 000 dongs for your time. During our conversation,
if there is any question you don’t feel comfortable to answer, please let us know. We would like
to get your permission to record our interview. After transcribing the recording, we will discard

it. Do you agree?

General Introduction:
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- Please start by introducing yourself: How old are you? Who are you living with? What do
you do? What is your specialty? How long have you been in Hanoi / HCMC?

- How did you know the [CBO’s name] group? When?

About joining the project:

- What do you know about the project that you are participating in with the ____ group?
Where did you find that information? When did you begin to participate in this program
(if clients can distinguish between different programs of the group)? What was your
main reason for being in this program with the __ group? What do you expect when
you decide to join the program? Do you worry about participating in this program?

- Please describe the activities you did when you joined the group program __ How
many times did you go to the group activities? Frequency? What do you like when you
come to the group? What do you not like about or find it difficult in attending group
discussions? What happens when you work privately with outreach workers?

- What do you think about each of following:

o About the place?
o About the time?
o About the content?
o About other clients?

- How many times have you met your out-reach workers since the beginning of the
program? Please describe a meeting. (Discussion content: What did you say? What did
the out-reach workers say? What did you get after each meeting?) Are these meetings

helpful for you? If so, in what aspect? If not, why not?
- What is the reason you continue to participate or not participate in the program?

- Would you recommend anyone to join this program? How do you introduce? Why these
people and not others? Of those referred, how many declined? What is the reason for

refusal?

- How many people do you know use methamphetamine but have not received any

intervention?
- If you were invited to participate in the next programs, would you be willing to? Why?
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Describe the process of drug use

- Money

O

spent.

What kind of substances have you used so far (drugs: heroin,
methamphetamine, marijuana, ecstasy, ketamine, funkyball ...; legal substances:
alcohol, tobacco, popper, over-the-counter medicines...)? What are the main
types of drugs you are using now?

Have you ever tried to reduce or stop using that drug? Why? If so, what did you
do at that stage? How effective? How did you feel during that period of trying to
stop using it? If you ever stopped using it, what did you do to keep it going?

What is the main reason you use it again?

- Current usage:

O

Mental health

- What

What do you like about using (main type of drug: methamphetamine? ____)
nowadays? (not only the feeling when using the substance but also its impact
on other aspects of your life: activities, relationships, finances ...)

On the contrary, is there anything you don't like about using the substance?
Likewise, it's not just the feeling of use, but the impact of use on other aspects
of life: activities, relationships, finance ...

How do you use (main type of drug: meth? ____)? Administration routes?
Frequency? Use in what circumstances? With whom?

How do you think about your current use (main type of drug: meth? ____)? Do
you think you have been dependent on (main type of drug: meth? ____)? What

would this situation look like in the next few years?

are your worries now in your daily life? (Eg. family relations, finance, problems

with the police, law ...) Why?

- Do you often feel sad, worried or stressed? When did you feel that way?

- What

do you do to feel more comfortable in that state? (eg. doing something you

enjoy, talking to someone? Drinking alcohol, smoking, using drugs?) How effective are

these ways?
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- When you have problems in your life, can anyone help you? Individuals? Groups?
(family, friends, colleague, medical staff ...?)

- How do you imagine your future in the next few years?

3 Guidelines for in-depth interviews with SCDI staff

Participants: 4 (01 Vice director, 01 program manager, 02 program officers in Hanoi and HCMC)
Subjects:
- Description of the intervention implementation process

- Feasibility of the intervention: assessment of the intervention; advantages and disadvantages

to implement interventions
- Acceptable level of intervention
Introduction

Hello. Thank you for coming to today’s interview. | am (name of interviewer) at Hanoi Medical
University, invited by SCDI to assist in assessing the feasibility and acceptability of the CD36
project. The interview has three main purposes: 1) To understand the implementation of the
intervention; 2) Find out about the feasibility of the intervention, including the advantages and
disadvantages to implement the program and 3) Acceptability of the intervention. The
information you shared will be reported in the form of collective feedback. The session lasts
about 45 - 60 minutes. At the end, you will receive 200,000 VND for the time you spend on the
interview. During the discussion, if you have any questions you are not comfortable answering,
please let us know. We would also like permission to record the discussion so as not to miss the

information you provided. Do you agree?
General introduction
- Let us start by introducing ourselves, including: name, age, since when have you been
with SCDI? What position? What are your specific duties?
- Please tell us about your work experience:
In what fields are you trained?

What is your experience working in the addiction field and with drug users?
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What makes you continue to work in this field?
Describe the intervention implementation process
- Please describe the CD36 project development process.

o How do ideas start? Who came up with the idea? What were you in charge of at the
time? How do you receive that idea (imagine advantages and disadvantages)? Process
from idea to outline and implementation?

o How is the project implemented? With which partners? Why choose those units /
groups / individuals?

o At what stage is the project up to now?

- What is the CD36 project similar to and different from the projects you have implemented in
the past?

Advantages and disadvantages of intervention and implementation of intervention

- In general, how do you evaluate the harm reduction intervention with ice users of this
project? Compared to other measures you know? (About efficiency, complexity, and human
resource requirements?)

- Please comment on the advantages and disadvantages of this project. Give specific examples?
What do you do to handle those situations?

- The number of groups currently in the project is lower than the original number of groups. In
your opinion, what is the main reason why some groups do not continue in the project? How do
groups that stay differ from the groups that have dropped out? How did they overcome these
difficulties?

o If not mentioned by the participant, what is the budget for the outreach workers of the
project? How suitable is this budget given their tasks? How is this budget compared to
this payment in other projects? Is money the reason some groups stopped participating
in the project? Do you need to increase funding? If yes, then how much?

- On average, how many times have the outreach workers met each client since the beginning

of the intervention?

- From your perspectives, how did customers receive the project's intervention?
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o What are they most interested in? Not interested in?
- What is the percentage of clients that do not continue to maintain the intervention? What is
the main reason?
- Are you satisfied with the results of the project? Why? What aspects of the project do you
think can be improved to get better results?
Sustainability of intervention

o How do you see the sustainability of the program? What are the advantages? What is

the biggest difficulty?
o After the CD36 project ends, how do you plan to continue this intervention? Using

which resources?

o What actions has the SCDI taken to help make the intervention sustainable?
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4 Guidelines for in-depth interview with Mainline trainer
Topics:
- Background and evidence of the intervention
- Description of the training and coaching activities
- Perceived effects of training and coaching
Introduction

Thank you for joining me in this interview. As you might know, we at Hanoi Medical University
are conducting an assessment of the ATS harm reduction project by SCDI and Mainline. Since
you have been involved with the project as a trainer, your insights are valuable to our
understanding of the project. The interview will last between 45 to 60 minutes. Please let me
know if there is any question that is hard to understand. | would like to record our exchanges in

order to faithfully capture what you say. If you agree, should we start?
General information

- To begin, could you please introduce yourself? (name, work position, where you are

living, educational background)
o How long have you worked for/with Mainline? In which position?

- What are your experiences in working with people who use drugs? (what types of work?

For how long?)

- What do you think of working with this population? What do you like / dislike about
this?

- Please describe Mainline and its fields of expertise. What are Mainline’s experiences
with harm reduction with people who use drugs in general, methamphetamine in specific?

Description of the training and coaching activities

- What/Who introduced you to this project? How was the project described to you?

- How was the intervention package developed? What interventions were proposed?

o What is the background of the proposed interventions?
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- How were the training and coaching activities conceived? By whom? What was the

rationale for these activities? What were the expectations of the training? Of the coaching?
- Who delivered the training activities? What was the training format?

- Who did the coaching with the trainees? Under what format? For how long?
Perceived effects of training and coaching

- How effective do you think was the training? The coaching? How well did these activities

meet the initial expectations?

- What was the feedback of the trainees (CBOs) for the training course? For the coaching
activities?

- What would you change in the training and coaching activities for them to better
prepare the trainees for their work?

Perceived challenges of the intervention

- From your perspectives of a trainer, what challenges do you think the outreach workers
groups are facing to deliver this intervention, given only one group in Hanoi and 4 groups in

HCMC stay in the project so far?
- What should be done to remediate these challenges?
Sustainability of the intervention

- From your experiences, how sustainable is this kind of intervention? What factors would

be key to sustain it? What are the challenges?

- What does Mainline want to go from this project? What are your other projects in

Vietnam and in the region?

75



APPENDIX 3 - COACHING TOOLS

Instruction on how to use the evaluation form for OWs

This evaluation form is designed to help SCDI's officers to monitor and evaluate the skills and knowledge of OWs through their performances in each outreach session. This
form also shows which skills / knowledge an OW has done well; what needs improving and where OWs have already managed to make improvements.

Ows will be evaluated based on the following parts:

A: BASIC SKILLS THAT OWs NEED TO IMPLEMENT (REQUIRED SKILLS): These are the basic skills and OWs are required to always implementing when doing outreach
B: BASIC KNOWLEDGE OWs NEED TO ACQUIRED: These are topics of knowledge that OWs need to be master when doing outreach with clients

C: OTHER SKILLS THAT OWS CAN USE WHEN NEEDS (OPTIONAL SKILLS): These are some skills that OWs can use when appropriate (in the case the client needs)

Assessment scales

Scale 1 - Using for part A, C (Skills parts) Scale 2 - Using for part B (Knowledge part)

1- Very weak Never Meets Standards/Unacceptable Performance ( 0-50%) 1 Little or non-knowledge (0-25%)
2- Weak Meets Standards Sometimes (50-75%) 2 Some knowledge (25-50%)
3- Fair Meets Standards Mostly/Acceptable Performance (75-100%) 3 Moderate knowledge (50-75%)
4- Good Always Meets Standards (100%) 4 A lot of knowledge (100%)
5- Excellent Significantly exceeds Standards (+150% ) 5 Mastering knowledge (+150%)

Did not discussed in the outreach session Did not discussed in the outreach session

Clients mentioned about a problem but Ows did not solve Clients mentioned about a problem but Ows did not solve
How to rate:

SCDI's officers using two assessment scales for evaluating skills and knowledge of each OWs, in which:

+ Scale 1: Using for part Aand C

+ Scale 2: Using for part B.

This is an online form. When joining outreach with OWs, you can use the offline version to evaluate skills and knowledge of OW. After the outreach session, SCDI's
officers can fill the data in this form from the offline version.

If you would like to add an explanation for the reason of a perticular score, you can do this by just adding a comment to the cell.

Scale 1 - Using for part A, C (Skills parts) Scale 2 - Using for part B (Knowledge part)

1- Very weak Never Meets Standards/Unacceptable Performance ( 0-50%) 1 Little or non-knowledge (0-25%)
2- Weak Meets Standards Sometimes (50-75%) 2 Some knowledge (25-50%)
3- Fair Meets Standards Mostly/Acceptable Performance (75-100%) 3 Moderate knowledge (50-75%)
4- Good Always Meets Standards (100%) 4 A lot of knowledge (100%)
5- Excellent Significantly exceeds Standards (+150% ) 5 Mastering knowledge (+150%)

Did not discussed in the outreach session Did not discussed in the outreach session

Clients mentioned about a problem but Ows did not solve Clients mentioned about a problem but Ows did not solve

Topic Criteria
A: BASIC SKILLS THAT OWs NEED TO IMPLEMENT (REQUIRED)
Personal OWs are open minded, approachable and non-judgmental

characteristics |OWs be confident with words and demeanor
OWSs shOWs good listening skills i.e.. Let clients talk more, eye contact, leaning

forward, summarizing

When engaging with beneficiaries OWs ask open ended questions

OWs do NOT force their opinions or views on beneficiaries

Allow client time to talk without interruption — Use the 10 second rule

ORW minimises use of their phone while in conversation with client

ORW always has prior agreement of the client before inviting other people into the
conversation

OW is confident, assured and sensitive when talking about sensitive topics with
clients’

Before taking notes, OW should have the client permission

OW always bring harm reduction materials and commodities such as tests,
condoms, lubs when doing outreach.

Communication
skills

Prepare and

cor:::;?;:gand When distributing commodities and IEC materials for clients, Ows always explain
IEC why clients should use/read them; show them how to use commodities or guide

clients to use IEC materials
OWs ask clients more information about their lifestyle, their health, their risk
behavior

Harm reduction |OWs offer a specific harm reduction intervention appropriate to the lifestyle, health,

offers frequency of usage and risk behaviour of the client’

OWs offer EAT, DRINK, SLEEP and REPEAT for clients and explain why they are
important
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Building
conversation
with clients

When client mentions using drugs with friends/partners, OW dig deeper and ask
more information about their friends. OW may ask for a meeting with them

When clients talks about lots of topics in the conversation. Steer the conversation
back and focus on only 2-3 topic to discuss.

OW don't drop the topic. Solve each topic one at a time and then move to another
topic

Open

Ows ask client about their time — So, how long can | speak with you today?

Ows ask more informal questions about life, job, family etc before going to drug use
— Eg: So, how's life recently?

Middle

If the client brings something up (such as their mental health) always address it
straight away, never ignore it

Offer SPECIFIC HR support and tips (e.g. not just advising to reduce frequency of
use)

Choose one or two themes and keep it. Try not to over-confuse with many themes

End

Finish informally

Always arrange another appointment at the client’s convenience — Give client
something to remind them / tell them you’ll text them

Always invite to clinic/DIC/communication section... Persuade and try to set a time if
you think they really need it

Always summarise what you discussed — in brief

Ows use fluently 2 types of reflections: simple and complex reflection when
response the clients

Mental Health

Ows explain for client: what is mental health and debunking mental health stigma
and myths (eg: Mental Health is as important as Physical Health)

TOTAL
Max Total possible
Total Difference

B. BASIC KNOWLEDGE Ows NEED TO BE ACQUIRED
OWSs posses good knowledge on HIV

145
145

145
145

145
145

145
145

145
145

145
145

145
145

145
145

OWs posses enough knowledge on Hep B, C

OW have knowledge on safer sex and can condom use (i
negotiation skills for safer sex)

OWs have a good understanding of referal networks: where to referal? process ?
Who to call?

Ows are aware of basic principles of motivational interviewing, such as expressing
empathy, developing ambivalence...

Ows determine which stage of behavior that the client is in and offer suitable
strategies/plans for the client

Ows have clear understanding of the relationship between meth using and mental
health issues eg: Change in cognition, psychosis, depression and anxiety, non -
sucidal sef-injury, withdraw!

C. OTHER SKILLS THAT OWS CAN USE WHEN APPROPRIATE (OPTIONAL)

Mental Health
and Community
based
interventions

Ows can fluently use the screening tool for MH issues

OW offer Mindfulness (often used for people who has depression, anxiety, stress

when appropriate

OW offer Cognitive Reframing (often used for people who has negative self-talk)
when appropriate

OW offer Gratitude Exercises (often used for people who has a decrease in self-
esteem, anxiety) when appropriate

OW offer Self - soothing (often used for people who is dealing with psychosis,
depression, anxiety or self-cut) when appropriate

OW offer Scaling (often used for people who self-harm or is dealing with anxiety,
depression, withdrawal as well) when appropriate

OW offer Self-help groups when appropriate

OW refer the clients who have MH issues to see doctors/clinics, etc.

Ows help to build a plan for behavior change with client by:

+ Asking client whether they ready to make change or not

+ Show them Pros and Cons of Change and Pros and Cons of Keeping Things the
Same

+ Make a small steps/plan to begin with new behaviours

(If not the first meeting) Always refer back to previous topics visited and previous
conversations. Ask them how they are doing with previous issues
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STEP UP PROJECT
Site Self Evaluation

OW offer Mindfulness (often used for people who has depression, anxiety, stress
symptoms) when appropriate

OW offer Cognitive Reframing (often used for people who has negative self-talk)
when appropriate

Mental Heal!'h OW offer Gratitude Exercises (often used for people who has a decrease in self-
and Community ) )
based esteem, anxiety) when appropriate

interventions OW offer Self - soothing (often used for people who is dealing with psychosis,
depression, anxiety or self-cut) when appropriate
OW offer Scaling (often used for people who self-harm or is dealing with anxiety,
depression, withdrawal as well) when appropriate
OW offer Self-help groups when appropriate
OW refer the clients who have MH issues to see doctors/clinics, etc.
Ows help to build a plan for behavior change with client by:

mi + Asking client whether they ready to make change or not

+ Show them Pros and Cons of Change and Pros and Cons of Keeping Things the Same
+ Make a small steps/plan to begin with new behaviours

(If not the first meeting) Always refer back to previous topics visited and previous
conversations. Ask them how they are doing with previous issues




APPENDIX 4 — IEC MATERIALS OF THE PROJECT

SDA TUBERCULOSE, PALUDSME

OPEN SOCIETY /™~
% FOUNDATIONS  \ ) "MTATIVES

Tai liéu nay dugc xay dung bai Trung tam H6 tro Sang kién
st Avan i e e - re
Fah rong knsem g 2 MATUY DA
”Béo vé tuong Ia'i: Duv éan nhém c}lng cf);ché't Iu'q‘rjg can
g i o, 3 e i e it TAC DONG LEN
Day manh cac chuong trinh diéu tri nghién tw nguyén =
dua vao cong déng do Mang lugi Ngudi sir dung Ma tay
CO THE

tai Viét Nam (VNPUD) va cac nhém thanh vién tv luc ctia
ngudi sir dung ma tuy trién khai tai Viét Nam.

NHU THE NAO?

Trung tam HG tre Sdng kién Phdt trién Cong dong (SCDI)
Tai ligu luu hanh noi bo
Xudt ban thdng 11 ndm 2016

[What are the effects of ice on your body?]

Phdn 2 .
Suzzkhoeﬁmth&n-‘
Hoi ngay - Ddp lusn

Nhing véin dé vé sic khde tam thén & *dé" thu 1. Ma tuy dé anh huéng dén hoat dgng cua
n&o by nhu thé nao?.....

» 2.Tr8m cAM 13 G1uevreerserrrserssseren

3. Loan than la gi.....

4. Réiloan lo au la g

5. T6i c6 thé lam gi dé han ché nhiing réi
loan tam than khi sir dung ma tuy da?....26

6. Lam thé& nao dé giao tiép va gitip d& mét
ngudi dang trai qua r8i loan tam than do
sur dung ma tuy da?.. .29

TAI LIEU LUU HANH NOI BO

[Mental health: Questions — Answers]



TAI LIEU NAY KHONG KHUYEN KHICH SU’' DUNG MA TUY

i~ =2

GIAM HAI KHI SU' DUNG MA TUY TONG HOP
(Tai liéu luu hanh nai bg)

Chiu tréch nhiém xuét ban: KHUAT THI HAI OANH
Bién tap: Tran Thuong - Nguyén Linh - Hang Lai
Trinh bay: Bang Thu - Van Anh
VE bia: Dang Thu
Stra ban in: Bang Thu

TRUNG TAM HO TRQ SANG KIEN PHAT TRIEN CONG DONG
240 Mai Anh Tuan, Ba Dinh, Ha Noi | 043 572 6079
scdi@scdi.orgvn | www.scdi.orgvn
www.facebook.com/SCDIVietnam

&3

Cang Phat Trién

[Safe use of ice]

Vi EM GAN C D& duge MIEN PHI tuvan va xét nghiém Viém gan C,
- xin vui long lién hé:
& CHAM SOC GAN

* Mang luéi Ngudi str dung Ma tay tai Viét Nam

\ ' l M / / / ® 16 Dé Té Hoang, Hai Ba Trung, Ha Noi
\ \ XExy, yd
\ -

® 0243. 215. 1847

* Nhém Cat Trang
@® S6 18 ngach 222/7, duwdng Thanh Am, phuong
Thuong Thanh, quan Long Bién, Ha NGi
@ Thinh: 0916.943.534 ; Ha: 0914.359.454

[Hepatitis C and liver care]
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