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GRANT AND PROJECT SUMMARY 
 
Grant Recipient Socialist Republic of Viet Nam 
  
Classification Targeting classification: Targeted intervention 

Sector: Health, nutrition, and social protection 
Subsectors: Health programs 
Themes: Inclusive social development, gender and development 
Subthemes: Human development, other vulnerable groups, 
gender equity in empowerment and rights 

  
Environment 
Assessment 

Environmental Category: C. 

  
Project Description The Project will support Government efforts to halt and begin to 

reduce the spread of HIV/AIDS by 2010. The Project will assist 
the Government to implement a comprehensive behavior change 
communication (BCC) action plan, including mass media and 
community outreach to effect behavior change and reduce the risk 
of HIV infection among youth (15–24 years). The Project will be 
implemented nationally and in 15 provinces over 5 years. . 

  
Rationale In March 2006, the Government of Vietnam noted that there were 

about 104,000 reported HIV/AIDS cases in Viet Nam. It is 
estimated that the actual number of cases is three times this 
figure, with 0.54% national prevalence in the 15–49-year old 
population. These figures represent rapid, exponential growth that 
has shown no signs of abating. Viet Nam’s epidemic is largely 
driven by injecting drug use but a growing number of infections 
occur among sex workers. The clients of sex workers then 
become the bridge to the general community (through their wives 
or girlfriends and, through mother-to child transmission). 
 
Young people between the ages of 15 and 24 years account for 
about 40% of cases and are a key target group for focused 
prevention efforts. Young men and their risk-taking behavior (drug 
use and unprotected sex with sex workers) are a driving force of 
the epidemic. 
 
The Government of Viet Nam has a national HIV/AIDS strategy 
(endorsed by the Prime Minister in 2004) that identifies behavioral 
change information, education, and communication programs, as 
well as harm reduction, as priority activities for HIV/AIDS 
prevention and control. With awareness levels already high, 
international best practice dictates that role modeling and 
integrated media and community-based approaches that 
personalize knowledge are the appropriate next step in a learning 
and behavior change continuum. 
 
Grant financing is justified given that HIV/AIDS prevention is a 
public good and highly cost-effective. 
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Impact and Outcome Consistent with the directions provided by the national HIV/AIDS 
strategy, the Project will reduce HIV infection risk behaviors 
among youth aged 15–24. It should result in more than 34,000 
HIV infections being avoided over a 20-year period. This will 
provide positive social and economic benefits, including the 
avoidance of costs associated with reduced productivity and the 
prolonged periods of care and treatment needed by patients. 
 
Component 1 activities will target leaders, policy development, 
and program integration, from the national to the community level, 
with advocacy and support for youth programs. The outcome will 
be an improved policy environment for a youth focus in the 
implementation of a national HIV/AIDS strategy. 
 
Component 2 activities will support the production of a high-
quality, mass media behavior change communication program 
focused on youth and their families. The program will include 
television, radio, and print media in an integrated, reinforcing 
package. The outcome will be improved knowledge in relation to 
HIV/AIDS risks and prevention and associated issues for youth, 
including accepting condom use as normal, and the effect of 
harmful gender stereo-types and stigma and discrimination on 
people at high risk and on people already infected. 
 
Component 3 comprises three subcomponents: (i) comprehensive 
harm reduction services (including the provision of voluntary 
counseling and testing, condoms, and needles) and the provision 
of information, and peer education in settings that are accessible 
to youth; (ii) peer education and life skills training for vulnerable 
youth in industrial zones, tourism spots, universities and colleges 
with migrant youth, and other settings; and (iii) primary prevention 
through school-based education and community outreach to 
parents on youth and HIV/AIDS issues. The outcome in project 
provinces should be an increase in the proportion of youth with 
access to services and a reduction in the number of new 
infections. 
 
Component 4 activities will support project management, capacity 
building, and youth-focused monitoring and evaluation. 

  
Project Investment Plan The Project is estimated to cost $26.7 million, including duties and 

taxes. Of the total, $3.73 million or 14% is in foreign exchange 
costs and $22.97 million equivalent or 86% represents the local 
currency costs. 

  
Grant Financing Plan The Government of Viet Nam has requested the Asian 

Development Bank (ADB) to provide a grant of $20 million from its 
Special Funds (Asian Development Fund IX Grants Program), 
representing 75% of the total project cost. The Government of Viet 
Nam will provide counterpart funds totaling $6.7 million equivalent.
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 Financing Plan 
($ million) 

Source Total  % 

Asian Development Banka 20.00 75.00 
Government   6.70 25.00 
Total 26.70 100.00 

a Asian Development Fund grant. 
Source: Asian Development Bank estimates. 

  
Grant Allocation and 
Terms 

A grant of $20 million will be provided from the Special Funds of 
ADB with terms and conditions in accordance with those set forth 
in the draft grant agreement presented to the Board. 

  
Period of Utilization The grant will be utilized until 31 December 2011. 
  
Estimated Project 
Completion Date 

31 June 2011 

  
Executing Agency Viet Nam Commission for Population, Family and Children 

(VCPFC) 
  
Implementation 
Arrangements 

The implementing agencies include several government entities, 
and nongovernment organizations (NGOs) led by the respective 
Provincial Committee for Population Family and Children 
(PCPFC). A contracted media production firm will implement 
component 2. Contracted service delivery NGOs and civil society 
and mass organizations such as the Youth and Women’s Unions 
will implement component 3, along with the Department of 
Education for school-based activities and the PCPFC 
collaborators parent-focused programs.  
 
A project management unit (PMU) will provide technical and 
coordination support and will work under the guidance of a project 
steering committee headed by the minister of VCPFC. Each 
province will establish a provincial PMU to be guided by the 
PCPFC. 
 
Implementation arrangements will ensure close collaboration and 
coordination with the Viet Nam Administration for AIDS Control at 
the central level and with its provincial equivalent, the provincial 
AIDS committee. 

  
Procurement All ADB-financed procurement will be in accordance with ADB’s 

Procurement Guidelines. 
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Consulting Services Consultants will be selected in accordance with ADB’s Guidelines 
on the Use of Consultants and other procedures acceptable to 
ADB for engaging domestic consultants. The Project will require 
54 person-months of international consulting services for capacity 
building, monitoring and evaluation, and youth and HIV/AIDS 
policy enhancement and 360 person-months of domestic 
consulting services. There will be single source selection of the 
World Health Organization (WHO) for the provision of youth and 
HIV/AIDS policy expertise, given WHO’s shared objectives and 
experience of exceptional worth. An international media agency 
will provide technical assistance for the mass media component. 

  
Project Benefits and 
Beneficiaries 

The Project will result in lower HIV infection rates and will benefit 
young people who would have been infected had they not been 
educated about behavioral options and given the resources to 
adopt new behaviors (such as being tested for HIV, using 
condoms, and not sharing needles). It is estimated that the Project 
will result in the avoidance of more than 34,000 HIV infections 
over a 20-year period. The reduced risk of exponential growth if 
infection rates are contained and the benefit of productive life will 
benefit individuals, communities, and the Government.   
 
There will be economic benefits from reducing the losses in 
income incurred by the sick and their carers and from reducing the 
public health costs of care and treatment for the ill. Benefits will be 
greater for people who are most vulnerable to HIV infection, 
including the poor, young women, members of ethnic minorities, 
mobile youth, and young people working in particular industries, 
such as tourism and transport.  

  
Risks and Assumptions The Project has some financial, technical, and social risks. It 

requires the timely provision of counterpart funds and a sustained 
Government investment in programs and projects that target 
youth. The PMU and contracted media agencies need to be able 
to address sensitive issues related to sexuality, drug use, stigma, 
and discrimination directly in the media materials in order to effect 
behavior change. Materials need to be broadcast at times that 
maximize audiences, especially for youth. Failure to realize these 
conditions will diminish the potential impact of the Project. Project 
implementation plans and assurances have been designed to 
reduce and mitigate these risks.  
 

 The overall impact of the Project is dependent on people changing 
their sexual behavior and cultural and traditional attitudes to 
sexuality, drug use, youth, and gender relations. Success in 
changing sexual practices (e.g., condom use), community 
attitudes, stigma, and discrimination is largely dependent on 
changing individual attitudes. Careful research and planning 
combined with programming and service delivery will address 
these risks. 
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I. THE PROPOSAL 

1. I submit for your approval the following report and recommendation on a proposed 
grant to the Socialist Republic of Viet Nam for the HIV/AIDS Prevention among Youth Project. 
The design and monitoring framework is in Appendix 1. 
 

II. RATIONALE: SECTOR PERFORMANCE, PROBLEMS, AND OPPORTUNITIES 

2. In December 2004, the Asian Development Bank (ADB) approved project preparatory 
technical assistance for the HIV/AIDS Prevention among Youth Project. 1  The Government, 
represented by the Vietnam Commission for Population Family and Children (VCPFC), has 
agreed to a project design that emphasizes support for implementation of the Government’s 
national HIV/AIDS strategy.2 The Project includes a major mass media campaign targeted at the 
youth to be complemented by a comprehensive program of activities and services focused on 
HIV/AIDS prevention for mainstream, vulnerable, and high-risk youth in 15 provinces. 
 
A. Performance Indicators and Analysis 

1. Sector Background 

3. Curbing the growth in the HIV/AIDS3 epidemic and mitigating the impact on individuals, 
families, communities, and society, including the economic costs, has been given high priority 
by the Government of Viet Nam. It is also a priority for most governments in the region and 
globally (Appendix 2). The Government is firmly committed to meeting the Millennium 
Development Goals (MDGs) which include the target to “have halted by 2015 and begun to 
reverse the spread of HIV/AIDS” (MDG 6, Target 7). While Viet Nam has made significant 
progress toward achieving most of the MDGs, including those for poverty and child mortality, the 
prospect of achieving the MDG for HIV/AIDS remains elusive, as the number of new infections 
grows annually and there is little sign of abatement. 
 
4. According to a Government of Viet Nam report of March 2006, there are just over 
104,000 officially reported cases of HIV/AIDS in Viet Nam. It is estimated the actual number is 
three times this figure representing a national prevalence of 0.54% in the 15–49-year old 
population.4 These figures represent an exponential rate of growth in the number of infections 
that has consistently exceeded official expectations. In 1995, there were fewer than 4,000 
reported cases, but this had increased to estimated 40,000 new cases per year by 2005. In 
2001, the Ministry of Health (MOH) estimated that the actual number of cases at the end of 
2005 would be 197,000,5 but by March 2006 the estimate had grown to more than 310,000 (see 
footnote 4).  
 
5. The majority of infections in Viet Nam occur in groups readily classified by their high-
risk behaviors including predominantly injecting drug users (IDUs) and sex workers. In mid-
2004, it was estimated that IDUs accounted for 57% of newly reported cases. Other reported 

                                                 
1 ADB. 2004. Technical Assistance to the Government of the Socialist of Viet Nam for the HIV/AIDS Prevention 

Among Youth Project. Manila.  
2 The National Committee for AIDS, Drug and Prostitution Prevention and Control. 2004. The National Strategy on 

HIV/AIDS Prevention and Control in Vietnam till 2010 with a Vision to 2020. Hanoi. 
3 Human immunodeficiency virus/acquired immunodeficiency syndrome. 
4 Socialist Republic of Viet Nam. 2006. Report: Scaling Up Towards Universal Access to HIV/AIDS Prevention, 

Treatment, Care and Support in Viet Nam. Hanoi. 
5 Ministry of Health. 2005. HIV/AIDS Estimates and Projections 2005-2010. General Department of Preventive 

Medicine and HIV/AIDS Control. Hanoi. 
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categories of HIV cases were sex workers (3%), tuberculosis patients (4.5%), army conscripts 
(1.5%) and blood donors (0.7%). More than 30% of reported cases are classified as “other” or 
“unknown”, although it is predicted that they are likely to be IDUs and sex workers. Men who 
have sex with men are also a group at risk but there is little information on their numbers or 
behaviors. It is unlikely they play a significant role in the growth of the epidemic. 
 
6. The HIV prevalence rate among IDUs increased from 18% in 1996 to over 30% in 
2002, while among sex workers the increase was from 0.6% in 1994 to 5.2% in 2002. Data from 
small studies have shown 25% of sex workers in Ho Chi Minh City and 15% in Hanoi to be HIV 
positive. All provinces have reported HIV/AIDS cases but more than 50% of cases are in ten 
provinces, including Ho Chi Minh City, Hanoi, Quang Ninh, and Hai Phong.  

 
7. Young people aged 15–24 constitute approximately 20% of Viet Nam’s population. The 
proportion of HIV infections occurring among young people has grown steadily. In 1994, 
approximately 10% of newly reported cases were among people aged 15–24 years; 5 years 
later the figure was approximately 40%. Young men and their risk-taking behaviors (drug use, 
alcohol, and unsafe sex) are the driving force of Viet Nam’s epidemic. A recent survey of 
Vietnamese youth found that 50% of sexually active young men had their first sexual encounter 
in a hotel, likely to have been with a sex worker.6 
 
8. A disturbing development in Viet Nam’s HIV/AIDS epidemic is the evidence that the 
disease is spreading into the general population. The infection rate among pregnant women 
attending antenatal clinics is an internationally recognized indicator of this movement. From 
1995 to 2002, this rate increased more than tenfold from 0.03% to 0.4%. Moreover, HIV sentinel 
surveillance data have shown the rate to be up to 1% in the urban areas of An Giang and Hai 
Phong. Such infection rates are indicative of the spread of infection between IDUs and sex 
workers, from sex workers to married men, and from men to their wives and girlfriends.  
 

2. The Response to HIV/AIDS in Viet Nam 

9. The Government of Viet Nam’s first official response to HIV/AIDS was in 1987 with the 
establishment of a “subcommittee” for AIDS prevention. Since then, the status of the institutions 
responsible has been progressively upgraded and strengthened, with accompanying policy 
developments. The first government directive was in 1995 from the Communist Party’s Central 
Committee on the work of HIV/AIDS prevention and control. In May 1995, the Standing 
Committee of the IXth National Assembly adopted an ordinance on HIV/AIDS prevention and 
control that provided the legal basis for HIV/AIDS prevention and control activities. Since then, 
more than 29 legal documents have been issued by the Government, including a decree from 
the Prime Minister in February 2003 emphasizing the need for a multisectoral response.  
 
10. National Strategy. In March 2004 the Prime Minister signed Decision No. 
36/2004/QD-TTg approving the National Strategy on HIV/AIDS Prevention and Control till 2010 
with a Vision to 2020 (footnote 2) The overall objective of this national HIV/AIDS strategy is to 
control the HIV/AIDS prevalence rate among the general population to below 0.3% by 2010 and 
to reduce the adverse impacts of HIV/AIDS on social and economic development.  
 
11. Viet Nam’s national HIV/AIDS strategy has been internationally recognized as 
comprehensive and specific in its targets, while acknowledging the key issues that underlie the 
growing epidemic and the steps needed to control it. In particular, the strategy has noted the 
importance of harm reduction, incorporating (i) condom use and safe injecting (for IDUs); (ii) the 
                                                 
6 MOH and WHO. 2005. Survey of Assessment of Vietnamese Youth (SAVY). Hanoi. 
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priority of care and treatment for people living with HIV/AIDS (PLWHA); (iii) the importance of 
comprehensive leadership and the involvement of all aspects of society, including social, 
religious, and community organizations; and (iv) the need to fight stigma and discrimination as a 
humanitarian measure and as a means of controlling the ongoing spread of the virus. The 
strategy nominates four priority activities for HIV/AIDS prevention and control:  
 

(i) intensifying behavioral change information, education, and communication (IEC), 
and collaborating with other related programs to reduce HIV/AIDS transmission; 

(ii) stepping up harm-reduction intervention measures; 
(iii) promoting counseling, care, and treatment for HIV/AIDS-infected people; and 
(iv) strengthening program management, supervision, and evaluation capabilities. 

 
12. In addition to the four priority activities, the strategy outlines nine programs of action: (i) 
behavioral change communication; (ii) harm reduction; (iii) care and support for PLWHA; (iv) 
surveillance, monitoring, and evaluation; (v) access to treatment; (vi) prevention of mother-to-
child transmission; (vii) management and treatment of other sexually transmitted infections 
(STIs); (viii) blood transfusion safety; and (ix) capacity building and international cooperation. 
The specifics of these programs are being finalized by the Government and to date have been 
largely driven by the large funding agency projects. MOH has indicated that the proposed ADB 
project would become a key plank in the first program. 
 
13. Youth. The national HIV/AIDS strategy explicitly recognizes the situation of youth, and 
notes the limitations of past programs and their failure to integrate with comprehensive 
reproductive health care programs. Street children, working young people, school dropouts, and 
young people from ethnic minorities are explicitly recognized as being at risk and needing 
targeted intervention measures, including life skills training, access to services, support, and 
care. The strategy calls for policies that mobilize well-known people and leaders to participate in 
HIV/AIDS prevention and control and to set examples for the community, especially young 
people. It emphasizes the need to intensify behavioral change IEC (i) for community groups that 
specifically include young people; (ii) for services that attract young people in order to efficiently 
manage STIs and provide reproductive health care and counseling services; and (iii) to link IEC 
activities to these services with a specific goal of attracting young people.  
 
14. Institutional Structures. The Government has worked to strengthen the institutional 
capacity for addressing HIV/AIDS and, in particular, for implementing the activities outlined in 
the national HIV/AIDS strategy. The MOH is responsible for coordinating implementation of the 
strategy. In August 2005, the Viet Nam Administration of AIDS Control (VAAC) was created 
from the former Department of Preventive Medicine and HIV/AIDS Control in MOH to bring a 
renewed and higher level of commitment to HIV/AIDS programs. The national HIV/AIDS 
strategy envisages a role for all government agencies according to “their assigned functions and 
tasks and their own characteristics”. The Vietnam Commission for Population, Family and 
Children (VCPFC) is proposing to lead a comprehensive program of HIV/AIDS prevention 
activities focused on youth and their families. Other institutions mentioned in the national 
HIV/AIDS strategy with special responsibilities in relation to the response to HIV/AIDS include (i) 
the people’s committees of the provinces (for ensuring resource commitments); (ii) the Ministry 
of Education and Training (for integrating HIV/AIDS prevention and control knowledge into the 
curricula of universities, colleges, and schools); (iii) the Ministry of Labor, War Invalids and 
Social Affairs (for operating the centers providing rehabilitation services to drug users and sex 
workers); and (v) Vietnam Television (VTV), Voice of Vietnam (VOV) radio, and the Vietnam 
News Agency (for broadcasting mass media materials). The strategy also mentions the role of 
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sociopolitical mass organizations such as the Youth Union and Women’s Union in implementing 
the strategy.  
 
15. A National HIV/AIDS Law. In 2006, the Government is expected to adopt a new 
comprehensive law on HIV/AIDS. The VAAC in the MOH, as the lead agency for this law-
making process, has consulted widely in preparing the legislation, including with the 
international community. The draft (as of March 2006) includes provisions for protecting the 
rights of PLWHA, fighting stigma and discrimination, and strengthening the responsibilities of 
government institutions, society, and families. Laws play an important role in facilitating the 
implementation of programs and strategies in Viet Nam, so the passage of the law will be an 
important step in facilitating the implementation of the national HIV/AIDS strategy. 
 
B. Analysis of Key Problems and Opportunities 

1. Challenges 

16. Rapid Economic Development and Social Change. In the past 10 years, Viet Nam 
has made impressive progress in fighting poverty, with poverty incidence falling from 58% in 
1993 to 24% in 2004 and nearly 60% of households moving out of poverty.7 However, economic 
growth has been uneven and concentrated in large cities and the river deltas, and the rate of 
poverty reduction has slowed in recent years. Viet Nam also has a growing population of young 
people, with just over 50% of the population under the age of 25 years. Young people are 
uniquely affected by the rapidly changing economic conditions. With working and social lives 
and expectations largely different from those of their parents, they potentially face issues that 
they are not prepared for, or that their parents are poorly equipped to help them with. The 
behaviors and social conditions that fuel the HIV/AIDS epidemic are among these. 
 
17. Migration. Accompanying Viet Nam’s rapid but uneven economic growth and the 
young population profile have been the high rates of migration—internal, spontaneous, regional, 
and often temporary or repeated a number of times. Studies have found that approximately 37% 
of the population have migrated at least once in their lives and more than half the internal 
migration has been to the large urban centers, particularly Ho Chi Minh City and Hanoi. More 
women than men migrate and, in the late 1990s, it was estimated that more than half the 
internal migrants were less than 25 years of age, demonstrating the pull of the rapidly growing 
industrial zones, where factory employment in industries, such as textiles, is increasingly on 
offer. By nature of their social disconnection, migrant youth are known to be more vulnerable to 
adopting high-risk behaviors in relation to HIV/AIDS.  
 
18. Gender and HIV/AIDS. Recognizing the different risks, behaviors, and sociocultural 
situations of men and women in relation to HIV/AIDS is critical for understanding the epidemic 
and mounting an effective response. Girls and women are physically more vulnerable to 
infection. Economic and social disempowerment means women are more likely to be involved in 
sex work and to be unable to protect themselves through condom use from infection. Social 
structures and cultural values that to some extent promote and condone multiple sexual 
partners for men, including married men, and the use of sex workers, make a woman’s marital 
status a risk factor for infection. As wives, women are vulnerable to infection, as they are 
generally powerless to insist that their husbands practice safe sex.  Furthermore, as mothers or 

                                                 
7 Measured using the international standard for the poverty line comprising essential food expenditure for standard 

human energy intake (2,100 calories/capita/day) and nonfood expenditure equivalent to 2/3 of food expenditure 
(Reference: Socialist Republic of Viet Nam. 2005. Viet Nam Achieving the Millennium Development Goals. Hanoi). 
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wives, women are most commonly the carers or financial supporters for those infected with 
HIV/AIDS and, as such, experience an uneven share of the financial and physical burdens. 
 
19. It is equally important to understand and address the role that men play in the spread 
of the epidemic. Vietnamese men are more likely to use drugs and to visit sex workers and to 
make the decisions regarding condom use in their relations with sex workers, casual partners, 
girlfriends, and wives. Social activities outside the home frequently involve alcohol which is 
closely associated with high-risk behavior. Men are also more likely to be identified as 
unemployed and to work in high-risk settings such as construction sites.  
 
20. Stigma and Discrimination. Stigma and discrimination against those infected or 
engaged in the high-risk behaviors that lead to infection play an insidious role in the spread of 
HIV/AIDS. Where there is stigma and discrimination people are unlikely to seek testing to 
ascertain their infection status or other services that reduce their risk of infecting others. Stigma 
and discrimination often stem from poor or incorrect knowledge about the spread of HIV/AIDS. 
In Viet Nam, the association of HIV/AIDS with the Government’s “social evils” policy (that 
incorporates drug use and prostitution) exacerbates stigma and discrimination, even though a 
growing number of those infected will have no direct association with these behaviors (e.g., 
women infected by their husbands, children of infected women). Stigma and discrimination 
against those infected, particularly in areas of employment and access to health care, have 
been reported and they often extend to family members. 
 
21. HIV/AIDS and Poverty. HIV/AIDS and poverty are inextricably linked. Poor people are 
more likely to be vulnerable or disempowered to protect themselves from the high-risk behaviors 
that lead to infection (e.g., migration, unemployment, and sex work) while people who become 
infected face an increased risk of falling into poverty along with their families. A study in Viet 
Nam has shown that the health care expenditure of households with a PLWHA is 13 times 
greater than the average household’s health spending.8 The same study found that 18% of 
PLWHAs experience reduced income when their status became known, while 50% gave up 
work, either because of disability due to the illness or because of stigma and discrimination. 
People who care for the sick, usually women, are also at increased risk of poverty because of 
unemployment and associated costs. At a macro level, international experience shows that 
poverty improvement rates will slow in countries with growing epidemics. 
 
22. Youth and HIV/AIDS. Young people represent the reservoir from which those most 
likely to become vulnerable and adopt high-risk behaviors will come. Strategies for targeting the 
attitudes and behaviors of young people—whether for commercial or social purposes—are 
unique and evidence from a range of sectors show they can be effectively developed for high 
impact. This is the challenge and rationale for targeting youth in HIV/AIDS prevention efforts.  
 
23. In order to target youth for HIV/AIDS prevention effectively, it is important to distinguish 
between the different situations of young people and their risk of HIV/AIDS infection. While an 
overall goal of improving knowledge for behavior change will be the same for all groups, the 
specific objectives and approaches will differ according to the characteristics of subgroups, their 
situations and behaviors. The three groups identified for programming purposes are as follows.  
 

(i) Mainstream. Those that could become vulnerable or high-risk. They are in 
school or employed with a reasonable salary and have good family and 
community support structures and social connectedness. The challenge with this 
group is to identify and reinforce the “protective” factors that reduce their overall 

                                                 
8 UNDP. 2004. Impact of HIV/AIDS on Household Vulnerability and Poverty in Viet Nam. Hanoi. 



6  

lifetime HIV/AIDS risk profile. As with many public health interventions, primary 
prevention for this group would have significant economic benefits, as the cost of 
interventions is relatively low.  

(ii) Vulnerable. Those in a situation that makes them vulnerable to adopting high-
risk behaviors. It includes school dropouts, the unemployed or poorly employed, 
migrant youth, youth living in poverty, and homeless youth. Particular industries 
such as tourism, shipping, and construction are particularly attractive to young 
people, yet they can place them in situations where they are more likely to adopt 
high-risk behaviors.  

(iii) High-risk. Those already engaging in unprotected sex with multiple partners 
and/or sex workers and/or injecting drug users who share needles. 

 
2. Opportunities 

24. Approaches to HIV prevention in Viet Nam have been largely based on IEC that 
provides general awareness information for general audiences, rather than targeted messaging 
for behavior change in specific groups. The IEC approach has led to high levels of awareness 
and some knowledge about HIV transmission, although this is often incomplete or incorrect. 
With high levels of awareness and knowledge having been achieved, international experience 
shows that, at this stage in the continuum of knowledge development, the approach needs to 
change to a focus on IEC that promotes attitudinal and behavior change among the target 
groups (youth) and their social environment (family, teachers, and community leaders). To date, 
a long-term, national behavior change communication (BCC) program for HIV/AIDS prevention 
has not been implemented in Viet Nam. 
 
25. Effective BCC should be based on research that identifies the obstacles and motivators 
to behavior change among the target audience. For HIV/AIDS prevention, messages need to be 
targeted at vulnerable youth in ways that motivate individuals to consider and change their own 
behaviors and attitudes. The “enter-educate” model has been developed and practiced for 
HIV/AIDS programs in several international settings and has had positive impact evaluation 
results (Appendix 3). Combining “entertainment” with “education”, the approach aims to attract 
and hold the attention of the audience by engaging its emotions while enhancing knowledge and 
skills so that informed choices can be made.  
 
26. Other Funding and International Agency Programs. There are currently four large 
HIV/AIDS programs supported by international agencies in Viet Nam:  

(i) the Department for International Development of the United Kingdom (DFID), in 
association with Norwegian Aid and World Health Organization (WHO) have 
provided financing and technical support for a program focused on harm reduction, 
management, and care of STIs;  

(ii) financing from the Global Fund to Fight AIDS, Tuberculosis and Malaria (the Global 
Fund), is directed towards care and support for PLWHA, testing, and prevention of 
mother-to-child transmission;  

(iii) the United States’ President’s Emergency Plan for AIDS Relief (PEPFAR) provides  
financing for HIV treatment as well targeted programs for high-risk behaviors; and  

(iv) a World Bank project is focused on harm reduction, rehabilitation, care, and 
treatment for IDUs and sex workers with an extensive program of activities planned 
for two cities and 18 provinces.  

 
27. There are also many HIV/AIDS activities supported and/or implemented by bilateral 
and nongovernment organizations (NGOs) underway in Viet Nam, but most are relatively small, 
their activities take place in a few provinces, and are they tend to target groups with high-risk 
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behaviors (e.g., IDUs and sex workers). More information on these programs is provided in 
Appendix 4. While many of these projects contain some BCC activities, none has a specific 
youth focus—a gap that has been recognized by the Government and technical support 
agencies such as the Joint United Nations Programme on HIV/AIDS (UNAIDS) in their reviews 
of current programs in Viet Nam. 
 
28. The Funding Gap. Viet Nam’s national HIV/AIDS strategy identifies the need to 
mobilize more funding sources for HIV/AIDS prevention and control and estimates that annual 
expenditure by 2010 should be approximately $300 million. The Government’s budget for 
HIV/AIDS prevention programs in 2003 was $4.4 million. This had risen to $5.6 million in 2005 
but remained well short of the amount needed. The annual value of funding agency programs is 
difficult to estimate, given the dynamic nature of the sector. However, it is recognized that 
current and proposed funding agency assistance will not fill the gap between estimated needs 
and government resources. The Government’s budget in 2006 is about $6 million and it is 
estimated that funding agency resources from the four major projects (DFID, the Global Fund, 
PEPFAR, and the World Bank) will contribute about $40 million. At $20 million, or $4 million per 
year for 5 years, the ADB-financed project can make a contribution to filling the remaining 
funding gap. 
 
29. ADB’s Strategic Directions for HIV/AIDS.9 In 2005, ADB adopted its first strategic 
framework. This provides guidance on assisting ADB’s developing member countries (DMCs) to 
fight HIV/AIDS. The framework states that goal of ADB’s activities will be to support DMCs to 
achieve Target 7 of MDG 6: “to have halted by 2015 and begun to reverse the spread of 
HIV/AIDS”. It notes that ADB will pursue this goal with the objective of mitigating the potential 
impact of HIV/AIDS on social development and poverty reduction. Three priority areas of action 
are identified: (i) support to strengthen the capacity and role of regional leaders in addressing 
HIV/AIDS; (ii) capacity building at the country and regional levels to address HIV/AIDS; and (iii) 
HIV/AIDS interventions that target the poor and vulnerable. It is on this basis that ADB now 
plans HIV/AIDS-related projects and technical assistance for its DMCs.  
 
30. ADB’s Opportunity. It is clearly understood that the poor and almost poor are more 
vulnerable to, and affected economically by, HIV/AIDS infection. The prevention programs 
disproportionately benefit the poor, so there is a clear case for ADB attention. Moreover, with 
the availability of grant funding for HIV/AIDS and experience in Viet Nam, particularly with 
several health and HIV/AIDS projects, there is an important and appropriate opportunity for ADB 
to contribute to implementation of the national HIV/AIDS strategy and to reduce the burden of 
disease caused by HIV/AIDS. This proposed Project complements the activities of current ADB 
projects such as the Regional Communicable Disease Control Project10  and builds on the 
experience of previous projects such as the Community Action for Preventing HIV/AIDS funded 
by the Japan Fund for Poverty Reduction (JFPR).11 The proposal to target youth is in line with 
ADB’s strategic framework and fills an identified gap in the support available for the national 
HIV/AIDS strategy and for Viet Nam’s achievement of its HIV/AIDS-related development goal.12 
 

                                                 
9 ADB. 2005. Development, Poverty and HIV/AIDS: ADB’s Strategic Response to a Growing Epidemic. Manila. 
10 ADB. 2005. Report and Recommendation of the President to the Board of Directors on a Proposed Grant to the 

Kingdom of Cambodia, the Lao People’s Democratic Republic, and the Socialist Republic of Viet Nam for the 
Greater Mekong Subregion Regional Communicable Diseases Control Project. Manila. 

11 ADB. 2001. Grant Assistance to the Kingdom of Cambodia, Lao People’s Democratic Republic, and Socialist 
Republic of Viet Nam for Community Action for Preventing HIV/AIDS. Manila. 

12 Viet Nam’s social development and poverty reduction goal related to HIV/AIDS is to slow the increase in the spread 
of HIV/AIDS by 2005 and halve the rate of increase by 2010. 
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3. Lessons 

31. The challenge of effectively targeting youth for HIV/AIDS and health promotion 
generally has attracted increasing attention as the economic benefits of healthy youth are 
recognized. Analyses show that successful approaches include the following common features: 

(i) ensure youth have access to comprehensive health education and reproductive 
health services (including voluntary counseling and testing for HIV/AIDS), that 
are available where and when youth will access them;  

(ii) target parents, teachers, and leaders who influence young people, since youth 
act more responsibly and develop self-esteem when such adults offer good role 
models, affirming relationships and safe environments;  

(iii) mobilize the education system to become a vehicle for a comprehensive 
prevention education programs for school-age youth; 

(iv) integrate HIV/AIDS prevention messages into a range of venues frequented by 
youth including clubs, religious groups, sports, and workplaces; 

(v) address gender disparities by improving opportunities for girls’ education and 
employment as well as by addressing concepts of masculinity that lead young 
men to risk behaviors; and   

(vi) open dialogue on sensitive issues so that adults and youth work together on 
issues of sexuality, sexual health education, sexual violence and abuse, gender 
roles, and cultural practices in culturally acceptable ways. 

 
32. International funding agency assistance for HIV/AIDS in Viet Nam has increased 
rapidly in recent years and, while no major project has been completed and evaluated, some 
key lessons have started to emerge. Until the development of this proposed Project, all major 
projects have worked with MOH which has centralized and, at times, slowed implementation. 
The Government has started to address this limitation by upgrading the status of the 
administration within MOH (creating the VAAC) and by promoting funding agency support for 
HIV/AIDS through other Government ministries and bodies. Attention to the capacity of 
executing and implementing agencies is critical for effective and timely project implementation. 
Most international assistance has focused on high-risk behaviors and groups. While scale-up 
and replication of efforts is widely called for, without information and capacity it is difficult to do 
more on these fronts at this stage. 
 
33. ADB has experience with several technical assistance (TA) projects focused on 
HIV/AIDS prevention in Viet Nam and the Mekong region. Lessons learned from these projects 
include (i) that HIV/AIDS control is a dynamic sector that requires multisectoral approaches and 
interdisciplinary collaboration; 13  (ii) that NGOs can play an important role in facilitating 
community involvement; 14  (ii) that participatory processes take time to develop; 15  (iii) that 
education can play an important role in changing attitudes and altering practices; and (iv) that 
multifaceted media programs improve dissemination.16 The JFPR-supported project (footnote 9) 
in particular provided lessons on the importance of comprehensive approaches to HIV/AIDS 
prevention at the decentralized, provincial level. 
 

                                                 
13 ADB. 2002. Technical Assistance Completion Report on Capacity Building for HIV/AIDS Prevention and Control in 

Cambodia. Manila (TA 3511-CAM). 
14 ADB. 2002. Technical Assistance Completion Report on Preventing HIV/AIDS Among Mobile Populations in the 

Greater Mekong Subregion. Manila (TA 5881-REG). 
15 ADB. 2002. Technical Assistance Completion Report on Study of the Health and Educational Needs of Ethnic 

Minorities in the Greater Mekong Subregion. Manila (TA 5794-REG). 
16 ADB. 2005. Technical Assistance Completion Report on ICT and HIV/AIDS Preventive Education in the Cross-

Border Areas of the Greater Mekong Subregion. Manila (TA 6083-REG). 
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34. ADB also has considerable experience in the health sector in Viet Nam and has 
learned important lessons about designing and implementing effective projects. The need for a 
strong, proactive, partner agency is clear. It is important to understand and work with 
government procedures and integrate them into project design and implementation. High-quality 
technical assistance in the form of consultants can provide useful support for efficient project 
implementation. Project design should account for decentralized governance with the 
appropriate division of actions between central and local authorities. ADB experience elsewhere 
in the health sector demonstrates that government investment in national strategies and master 
plans (such as the national HIV/AIDS strategy) is indicative of significant national ownership. 
Projects should align their objectives to existing national priorities and take advantage of the 
important consensus-building process that goes into preparing government strategies. 
 

III. THE PROPOSED PROJECT 

35. The project design is based on an extensive review of the needs, current portfolio of 
funding agency assistance, and identified gaps in the context of the national HIV/AIDS strategy. 
The Project was developed through extensive consultation with the VCPFC, MOH, provincial 
authorities, and development partners. 
 
A. Impact and Outcome 

36. The ultimate goal of the Project is to help Viet Nam achieve target 7 of MDG 6: to have 
halted by 2015 and begun to reverse the spread of HIV/AIDS. To achieve this, the Project aims 
to reduce the HIV/AIDS infection risk among young people by assisting the Government to 
implement a comprehensive youth-focused behavior change communication program. More 
specifically, the Project seeks to (i) increase condom use, especially for high-risk sex; (ii) 
increase the proportion of young people identifying a formal source of condoms; (iii) increase 
the proportion of young people 15–24 years of age with comprehensive correct knowledge of 
HIV/AIDS; and (iv) reduce needle-sharing among IDUs in targeted provinces. 
 
37. A comprehensive and youth-focused mass media campaign is the centerpiece of the 
Project. Incorporating television, radio, and print media, the campaign will aim to reduce risk and 
prevent infection for youth and their families. The campaign will be complemented by activities 
focused on leadership support for HIV/AIDS prevention with a youth focus, as proposed under 
the national HIV/AIDS strategy, as well as a comprehensive program of community-based 
activities at the provincial level. Provincial activities will include services for youth in high-risk 
situations (drug use and sex work) as well as information campaigns focused on youth who are 
vulnerable by nature of their work or personal circumstances (e.g., migrants, unemployed, 
employed in the growing industrial zones). Province-based activities will also include a 
communication program targeted at families, particularly parents, with the goal of creating 
healthy environments for youth where they can receive support that will reduce their HIV 
vulnerability. Leadership and community-focused activities will all be based on, and aligned 
with, the mass media campaign messages to enhance resonance and effectiveness. 
 
B. Outputs 

38. The Project is designed to deliver four specific outputs: (i) a more effective policy 
environment for a youth focus in implementing the national HIV/AIDS strategy; (ii) more 
knowledge sharing in relation to HIV/AIDS risks and prevention and associated issues for youth; 
(iii) increased access by youth to HIV harm reduction and prevention education programs in 
project provinces; and (iv) a stronger capacity of VCPFC to monitor and evaluate progress in 
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delivering the outputs, and to design and implement programs to continue building its capacity. 
In line with these outputs, the scope of the Project is divided into the following four components. 
 

1. Leadership and Strategy Support 

39. The Project will support targeted research and advocacy to leaders at all levels on 
youth issues, youth participation mechanisms, and the mainstreaming of youth issues into 
policy, projects, and service providers. Advocacy activities will target a broad range of leaders, 
including party and government officials from national, provincial, and community levels, to 
increase their awareness and support for youth issues in relation to HIV/AIDS prevention and 
the overall implementation of the national HIV/AIDS strategy. Specific activities will include (i) 
support for the second Survey Assessment of Vietnamese Youth (SAVY), which follows the first 
survey in 2003, and other studies, together with dissemination workshops; (ii) the development 
and dissemination of materials targeted at leaders on youth issues; (iii) policy maker forums and 
advocacy meetings at the community level; (iv) support for the participation of youth in national 
and international conferences and workshops; (v) planning workshops with local authorities and 
partners to support the integration of youth issues into a community programs; and (vi) 
commune outreach programs by the VCPFC and its provincial partners. The second SAVY will 
provide valuable data on a range of issues relevant to the Project. There will be a concerted 
effort to support outreach activities that facilitate integration of the mass media messages and 
youth themes across other relevant funding agency and government projects and programs. 
 

2. National Mass Media Program for Behavior Change 

40. Component 2 will focus on the production of a national mass media behavior change 
communication (BCC) program focused on youth with the aim of effecting changes to personal 
behaviors and attitudes in order to reduce the risk of HIV/AIDS infection. The Project will 
support the development and production of a television drama series that utilizes the 
“enter(tain)-educate” approach to behavior change. 17  The drama series will be broadcast 
nationally, free-to-air on VTV during the prime viewing period, with at least one repeat show 
broadcast per week.18 The series will run over 3 years and facilitate the mechanism of role-
modeling, which is a best-practice approach to promoting behavior change where there is 
already a high level of awareness of the issue at hand (in this case HIV/AIDS).  
 
41. This drama series will complemented and supported by radio phone-in programs to be 
broadcast nationally, free-to-air on VOV radio after each TV broadcast in order to provide 
immediate feedback on the interpretation and assimilation of messages and the opportunity for 
interactive dialogue for youth concerned about issues raised. The Project will also support 
complementary, youth-focused documentaries, television and radio community message spots 
(footnote 17), and materials for the print media (newspapers, popular youth magazines, etc.).  
 
42. All materials will be based on comprehensive, audience-based research. The 
entertainment target will be people of all ages, with specific messages to be targeted at young 
people and their families, community members, and other role models. Messages will aim to 
enhance factors that protect against vulnerability and high-risk behavior and to increase the 
likelihood of harm reduction behaviors being adopted (e.g., condom use). In addition, the role 

                                                 
17 More than 86% of Vietnamese youth watch TV at least once a week and 50% on a daily basis, and most identify 

TV as a key source of information on reproductive health issues. 
18 Details of the TV and radio broadcast agreements covering the timing of broadcasts and costs of community 

message spots will be finalized during project implementation, based on Government regulations and recovery of 
cost rates established by the Government. 
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modeling and messaging will aim to reduce the stigma and discrimination, and gender 
stereotypes, associated with HIV/AIDS risk.  
 

3. Community-Based HIV/AIDS Prevention Resources for Youth 

43. The Project will support NGOs and mass organizations to implement a program of 
province-based, youth-focused activities, including community-based advocacy, peer education, 
life skills training; and improved access to harm-reduction services at the provincial level. This 
component is divided into three subcomponents that focus on different groups of youth 
depending on their risk profile: (i) youth in high-risk situations (e.g., IDUs, sex workers, and 
clients of sex workers); (ii) vulnerable youth (e.g., because of their migrant, education, or 
employment or economic status); and (iii) mainstream youth (who may currently be at low risk, 
but whose status can be protected and strengthened). NGOs and mass organizations such as 
the Youth and Women’s Unions will be engaged as implementing agencies because of their 
ability to reach youth in community settings effectively, especially those at risk, marginalized, or 
stigmatized. All messages and materials will be based on, and linked to, the themes and 
characters developed for the media campaign.  
 
44. Fifteen provinces have been selected for this component, based on a range of criteria 
related to youth, HIV/AIDS, poverty, and capacity (Appendix 5).19 Each nominated province will 
prepare an action plan that assesses the particular characteristics of the province’s geography, 
population, economic status, and other factors that might affect youth vulnerability to HIV/AIDS. 
A summary of a sample action plan for Phu Tho province is in Appendix 6. 
 

a. Harm Reduction Outreach Services 

45. This subcomponent targets youth in high-risk situations. It will support comprehensive 
harm reduction services that provide condoms, clean needles (for IDUs), and voluntary 
counseling and testing (VCT) services for early detection and associated behavior change. VCT 
services will be linked to, and supported by, the local Department of Health. Services will be 
provided in locations, and at times, that are youth-friendly, especially to those engaging in high-
risk behaviors, including IDUs, sex workers, and those who use sex workers. This 
subcomponent will support peer education programs that reach out to youth in high-risk 
environments. NGOs will be contracted to implement this subcomponent. 
 

b. HIV Prevention for Vulnerable Youth 

46. The focus of this subcomponent will be targeted BCC and interpersonal communication 
(IPC) interventions, including life skills training and peer education, through worksites and 
vocational training or job-recruitment centers, in industrial zones and other identified youth-
focused locations. Programs will use the IPC materials that are aimed at changing the 
knowledge, attitudes and practices of vulnerable youth. NGOs will be contracted to implement 
the peer-education and training activities. 
 

c. Primary Prevention for Youth and Families 

47. Life skills training for mainstream youth (i.e., those not at immediate risk of HIV 
infection) and their families on issues surrounding and related to HIV/AIDS risk behaviors will be 
provided under this subcomponent. It will support school programs, including curriculum 
                                                 
19 The provinces are (i) Ha Noi, Ha Tay, Bac Ninh, Phu Tho, and Quang Ninh (phase 1); and (ii) Hai Duong, Dien 

Bien, Quang Tri, Thua Thien Hue, Da Nang, Binh Duong, Long An, Dong Thap, Can Tho, and Ba Ria-Vung Tau 
(phase 2). 
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development with the Ministry of Education and Training, and community-based collaborator 
outreach programs for families, in particular the parents of young people. These are primary 
prevention measures aimed at building the resilience of youth and families and enhancing their 
capacity to protect themselves, create supportive environments, and make choices that mean 
that high-risk behaviors are avoided. The messages will specifically aim to address the stigma, 
discrimination, and gender norms associated with HIV/AIDS, as well as other common belief 
structures that affect risk (such as those associated with condom use). NGOs will conduct train-
the-trainer programs to school personnel and community collaborator networks. 
 

4. Project Management, Capacity Building, Monitoring, and Evaluation 

48. The Project will help strengthen the capacity of the central and provincial 
implementation units through targeted training activities. The component will support the 
establishment of monitoring and evaluation structures that are complementary to the 
Government’s national HIV/AIDS monitoring and evaluation framework. The Project will also 
support the development of youth-focused indicators for HIV/AIDS monitoring and evaluation 
systems through small-scale studies that enhance the knowledge base from which indicators 
and assessments are derived. The Project will finance equipment and consulting services 
required for effective implementation of project activities at central and provincial levels. 
 
C. ADF IX Grant Component  

49. Grant financing of $20 million is consistent with the objectives and criteria set out for 
utilization of the Asian Development Fund IX grants for HIV/AIDS and other communicable 
diseases and is justified at both country and project levels. The Project is aligned with Viet 
Nam’s Comprehensive Poverty Reduction and Growth Strategy and directly supports ADB’s 
commitment to reducing poverty and assisting Viet Nam to achieve its development goals. The 
Project will contribute directly to reducing the impact of the growing HIV/AIDS epidemic in Viet 
Nam, particularly among young people who will bear the greatest burden both in susceptibility to 
infection and in the economic costs at the individual and community level.  
 
D. Special Features 

1. Focus on Youth in the Context of HIV/AIDS 

50. While a lot of lip service is given to the role young people play in the spread of HIV/AIDS 
and the impact it has on them, very few comprehensive intervention programs, in Viet Nam or 
elsewhere, have focused on this group specifically. Opportunities have been missed to bring 
innovative public health prevention and control measures to bear on the spread of the epidemic 
among a group that can be targeted. Models for healthy youth development have been 
developed and tested over many years and for different health issues with the general goal of 
reducing risks and enhancing protective factors. The Project will target youth directly and via 
those that influence them such as parents, teachers, and popular entertainment and sports 
personalities. The results will be in areas such as improved family support and dialogue around 
youth issues, including sexuality and normalizing condom use. 
 

2. Focus on Youth in the Context of HIV/AIDS 

51. The Project will support the development and integration of a youth focus across other 
project and program activities under the national HIV/AIDS strategy. The Project will provide 
policy and capacity development support to VCPFC and VAAC to ensure youth issues are 
integrated in a consistent and effective manner across a range of activities and policy dialogue 
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and coordination forums. The Project will also develop the capacity of all HIV/AIDS-related 
monitoring and evaluation in Viet Nam to assess youth-specific outcomes and impacts. 
 

3. Community and Nongovernment Organization Participation 

52. The Project calls for engagement with a wide variety of organizations and groups, both 
public and community–based. The IPC activities will offer opportunities to build relationships 
between generations, and between civil society organizations (e.g., youth and women’s unions), 
government agencies, and specialist NGOs. These activities will contribute to building the 
capacity to address youth issues and HIV/AIDS and offer new partnership models. There will be 
a focus on flexible approaches appropriate to local needs. Skills development for counseling 
and youth communication will contribute to project sustainability. 
 

4. Addressing Gender Issues in HIV/AIDS Prevention 

53. Currently 86% of all PLWHA in Viet Nam are male, largely because most IDUs are male. 
However, most sex workers are young women, and there are growing infection rates among these 
women through their clients and boyfriends or husbands. Employment opportunities in the 
entertainment industry, especially for women, are growing and they are particularly attracting 
women who have migrated from rural areas. Gender roles create different risks for young men 
and young women, and these roles endure across generations and socioeconomic strata. Mass 
media materials will aim to address the gender norms that affect HIV risk through messages and 
role model behaviors. The gender strategy (Appendix 7) addresses these issues in more detail.  
 

5. Addressing the Role of Migration and Mobility in HIV/AIDS Prevention 

54. Youth aged 20–24 comprise the largest group of a growing population of mobile 
workers traveling within Viet Nam and across borders to seek work. Large infrastructure 
projects, including those that ADB finances, attract large numbers of young men and women as 
workers (construction and unskilled labor and associated service industries, including sex work). 
While migration offers economic opportunities for many, it increases the risk of HIV infections 
because of (i) improved cash resources; (ii) isolation from family and other social structures that 
exert “positive” peer pressures; and (iii) access to alcohol, drugs, and commercial sex. In 
provinces, where there are large migrant or mobile youth populations, project activities will 
target this group through worksites, vocational training, or job recruitment centers.  
 
E. Project Investment Plan 

55. The Project is estimated to cost $26.7 million equivalent (Table 1). Of this, $3.73 million 
equivalent (14%) is foreign exchange cost and $22.97 million equivalent (86%) local currency 
cost. The cost estimates include $1.1 million in taxes and duties and 8.6% of total costs for 
contingencies. A summary of cost estimates is in Table 1, and further details are in Appendix 8.  
 
F. Financing Plan 

56. The Government has requested a grant of $20 million from ADB's Asian Development 
Fund (ADF) for the control of HIV/AIDS and infectious diseases to help finance the Project. The 
grant will finance all of the foreign exchange costs and $16.27 million of the local currency cost. 
The Government will provide counterpart funds of $6.7 million equivalent for taxes and recurrent 
costs.20 The indicative financing plan is in Table 2. 
                                                 
20 ADB’s appraisal mission reviewed the government’s financing plan and found it to be credible and well supported 

by central agencies and provincial authorities. 
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Table 1: Project Investment Plan 

($ million) 

Item  Amounts 

A. Base Costb   
 1. Leadership and Strategy Support 2.1 
 2. Mass Media and IPC Materials for Behavior Change 9.5 
 3. Community-Based HIV/AIDS Prevention Services 8.4 
 4. Project Management, M&E, and Capacity Building 3.3 
  Subtotal (A) 23.3 
B. Taxes and Dutiesb 1.1 
C. Contingenciesb 2.3 
    Total (A+B+C) 26.7 

HIV/AIDS = human immunodeficiency virus/acquired immunodeficiency syndrome, IPC = interpersonal 
communication, M&E = monitoring and evaluation. 

a    In 2005 prices. 
b    Appendix 8 explains taxes, duties, and contingencies. 
Source: Asian Development Bank estimates. 

 
Table 2: Financing Plan 

($ million) 
Source Total  % 
Asian Development Bank a 20.0  75.0 

Government 6.7  25.0 

 Total  26.7  100.0 
a Asian Development Fund Grant 
Source: Asian Development Bank estimates. 

 
57. Financing for the local currency cost is justified under ADB’s local currency financing 
policy. Strengthening Viet Nam’s capacity and resources for responding to HIV/AIDS is a 
government priority given the humanitarian and economic costs of a rapidly spreading epidemic. 
While the Government has committed additional resources for the implementation of a 
comprehensive response, a financing gap exists even when other international aid support is 
accounted for. Effective responses must be local and engage communities, thus requiring local 
expenditure. A higher percentage of local financing for this Project is consistent with ADB policy. 
 
58. Although no cofinancing is envisioned at this time, cofinancing from both public and 
commercial sources may be mobilized in future to complement ADB financing. Cofinancing 
arrangements will be presented for Government and ADB consideration as necessary. The 
Government has committed to providing counterpart funds promptly to ensure early 
implementation of the Project.  
 
G. Implementation Arrangements 

1. Project Management 

59. VCPFC will be the Executing Agency (EA). A PMU, located within VCPFC, will work 
under the overall guidance of a project steering committee. The steering committee will (i) 
provide guidance to ensure timely and effective performance of the Project, and (ii) supervise 
strategic planning and review and propose modifications and changes to project implementation 
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as necessary. The steering committee will be chaired by the leader of VCPFC (Minister or Vice 
Minister) and members will include senior officials from the participating ministries and 
organizations, including the Ministry of Planning and Investment, the Ministry of Culture and 
Information, the Ministry of Education and Training, the Ministry of Finance, the State Bank of 
Viet Nam, the VAAC of MOH, the Youth Union, the Women’s Union, VTV, VOV and the 
Farmers’ Union.  
 
60. The PMU will coordinate national and provincial activities, and serve as a liaison point 
between the provinces, VCPFC, and ADB. A project director will head the PMU, with the 
support of a vice director and at least six full-time staff to provide technical expertise and 
administrative support in areas of accounting, contract administration, disbursement, planning, 
and procurement. Appendix 9 shows the project management and implementation structure. 
 
61. A provincial project management unit (PPMU) will be established by the Provincial 
Committee for Population Family and Children (PCPFC) for each subproject, with a director, 
accountant, and component activity coordinator(s). Each PPMU will (i) oversee the 
implementation of all subproject activities by NGOs and other mass organizations, (ii) monitor 
and evaluate province-based project activities to ensure the quality of project outputs, and (iii) 
report to the PMU. 
 

2. Implementation Period and Schedule 

62. The Project will be implemented over 5 years from about July 2006 to July 2011. 
Provincial activities will be implemented in two phases: (i) phase 1 (2006–2008) will involve the 
implementation of five provincial action plans, and (ii) phase 2 (2008–2011) will incorporate 
lessons learned from phase 1 into the action plans for the 10 additional provinces for a total of 
15. Workshops and cross-provincial visits will facilitate the links and sharing of lessons learned 
between phases and provinces. The project implementation schedule is in Appendix 9. 
 

3. Procurement 

63. All ADB-financed procurement will be in accordance with ADB Procurement Guidelines. 
Limited international bidding (LIB) or national competitive bidding (NCB) procedures will be used 
while shopping will be used for goods costing not more than $150,000 and works costing not 
more than $100,000. The PMU will handle all procurement using LIB or NCB. Shopping 
procedures may be used by the provinces, to be supervised by the PMU. The project does not 
support civil works. The Government and ADB have agreed upon the methods of procurement 
and selection of consulting services as outlined in the indicative procurement plan (PP) set out 
in Appendix 11. As the project was processed under the former Guidelines, there was 
insufficient time for the government to approve the PP as required by the new Guidelines. The 
government will expedite approval of the PP and no procurement activity will commence under 
the project until a PP acceptable to ADB, is approved. 
 

4. Consulting Services 

64. The Project will require 54 person-months of international consulting services and 360 
person-months of domestic consulting services. Three international and 34 domestic 
consultants (including two for each province) will be contracted as individual consultants. An 
international media agency will be recruited as a firm to provide technical assistance inputs and 
oversee production of the mass media component. The firm will be selected using ADB quality-
based selection methods, as the quality of the services is of overriding importance for the 
downstream impact and outcome of the Project. There will be single source selection of the 
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World Health Organization (WHO) for the provision of youth and HIV/AIDS policy expertise 
because of WHO’s shared objectives and experience of exceptional worth. NGOs, international 
and/or local and including mass organizations, will be contracted to provide harm reduction, 
peer education, and life skills training programs under component 3. Individual consultants, the 
consulting firm, and the NGOs will be recruited in accordance with ADB’s Guidelines on the Use 
of Consultants. Appendix 11 summarizes the consulting services inputs and methods of 
selection, and provides details on contracting of NGOs (including mass organizations). 
 

5. Anticorruption Policy 

65. ADB’s Anticorruption Policy (1998) was explained to and discussed with the Government 
and VCPFC. Consistent with its commitment to good governance, accountability, and 
transparency, ADB reserves the right to investigate, directly or through its agents, any alleged 
corrupt, fraudulent, collusive, or coercive practices relating to the Project. To support these 
efforts, relevant provisions of ADB’s Anticorruption Policy are included in the grant regulations 
and the bidding documents for the Project. In particular, all contracts financed by ADB in 
connection with the Project shall include provisions specifying the right of ADB to audit and 
examine the records and accounts of VCPFC and all contractors, suppliers, consultants, and 
other service providers as they relate to the Project.  
 

6. Disbursement Arrangements 

66. The PMU will use ADB imprest account procedures for eligible project expenditures. 
An imprest account for the grant will be established by the PMU at a commercial bank, 
acceptable to ADB, within 1 month of grant effectiveness. The account will have a ceiling of $1 
million; the initial deposit will be based on estimated expenditures for the first 6 months of 
project implementation or $1 million, whichever is lower. Second generation imprest accounts 
(SGIAs) will be established by PPMUs at the Provincial Treasury.21 The initial deposit will be 
based on estimated expenditures for the first 6 months of project implementation or $50,000, 
whichever is lower. The imprest account and SGIAs will be established, managed, replenished, 
and liquidated in accordance with the ADB’s Loan Disbursement Handbook, as amended from 
time to time, and detailed arrangements agreed upon by the Government and ADB. Statement 
of expenditure procedures will be used to reimburse eligible expenditures and liquidate 
advances to the imprest accounts to facilitate project implementation. The maximum payment 
for any individual item using statement of expenditure is $100,000 per payment.  
 

7. Accounting, Auditing, and Anticorruption 

67. VCPFC has implemented a number of similar projects financed by ADB and others 
during the past 10 years and its financial management capacity is considered adequate.  
VCPFC will provide ADB with quarterly progress reports on project implementation within 30 
days of each calendar quarter period. Progress reports will be in English and will include 
information on disbursement and the status of all implementation on all aspects of the Project. 
 
68. The Government, acting through VCPFC, will maintain accounts and records showing 
a clear link between activities and expenditures related to the Project. The PMU will (i) keep 
project accounts separate from regular accounts; (ii) ensure accounts and financial statements 

                                                 
21 Second-generation imprest accounts are considered appropriate for the Project, where PPMU financial 

management capacity can be verified, given (i) the geographical disbursement of project provinces, (ii) the large 
number of small-scale training and outreach activities that PPMUs will manage, and (iii) the fact that such accounts 
will be established in the Provincial Treasury ensuring efficient management. Under recent amendments to the 
Government of Viet Nam procedures, such accounts can be audited. 



  17 

 

are audited annually in a timely fashion, in accordance with sound accounting principles, by 
external auditors acceptable to ADB; and (iii) submit to ADB, not later than 6 months after the 
close of each fiscal year, certified copies of audited project accounts, including all imprest 
accounts, statement of expenditure, and financial statements; and the auditor’s reports, together 
with a report of actions taken by VCPFC to improve the financial management system. The 
Project will finance the cost of independent and external auditing.22 
 

8. Project Performance Monitoring and Evaluation 

69. Monitoring and evaluation of HIV/AIDS-related programs and projects are a key 
challenge for the Government. There has been significant technical expertise directed at 
establishing a national monitoring and evaluation system, supported by the World Bank 
HIV/AIDS project. It is expected that all internationally supported projects will utilize a common 
set of monitoring indicators. While the framework for Viet Nam is still to be finalized, the 
measures indicated in the design and monitoring framework (Appendix 1) are consistent with 
the most up-to-date draft. The Project will also support some ongoing analysis of data to further 
develop and refine youth- and BCC-related measures, both as an input to refining the design of 
this Project and for adoption in other activities, including the Government’s national system. The 
PMU will work with the PPMUs to ensure that timely and effective data collection systems are in 
place and that information collected is analyzed and used to refine project activities through the 
course of implementation. All data will be disaggregated by gender and ethnicity. 
 

9. Reporting 

70. Prior to grant effectiveness, VCPFC will submit monthly reports to ADB on the steps 
being taken for achieving effectiveness. After the Project becomes effective, VCPFC will 
prepare a quarterly progress report summarizing (i) progress made against established targets; 
(ii) delays and problems encountered, and actions taken to resolve issues; (iii) compliance with 
grant covenants; (iv) proposed program of activities for the next 6 months; (v) expected 
progress during the succeeding period; and (vi) status of provincial activities. Within 3 months of 
project completion, the Government will prepare and submit a project completion report to ADB. 
 

10. Project Review 

71. The Government and ADB will conduct periodic reviews of the Project to ensure smooth 
implementation. The Government and ADB will jointly undertake a phase 1 review after 18 
months of implementation. The review will focus on the experience of implementation in the five 
phase 1 provinces in order to review and enhance phase 2 activities. The Government and ADB 
will conduct a midterm review after 30 months of implementation. Given the coordination role 
played by the VAAC of MOH for Viet Nam’s national HIV/AIDS strategy, all reports will be 
shared and participation in review missions will be invited. 
 

IV. PROJECT BENEFITS, IMPACTS, ASSUMPTIONS, AND RISKS 

72. It is estimated that the Project will result in the avoidance of more than 34,000 HIV 
infections over a 20-year period. The savings of individuals, communities, and governments will 
benefit, the growth in infection rates will be contained, and individuals will lead more productive 
and healthy lives. Financial, technical and social risks can be addressed. The summary poverty 
reduction and social strategy is in Appendix 12. 
                                                 
22 ADB. 2002. Guidelines on ADB-funded Project Processing and Implementation. Hanoi; and ADB. 2002. Guidelines 

for the Financial Governance and Management of Investment Projects Financed by the Asian Development Bank. 
Manila. 
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A. Economic Benefits 

73. The Project will generate significant economic benefits by reducing the losses 
associated with HIV infection at the individual, household, community, and national levels. The 
costs associated with HIV infection include reduced productivity for the infected person and his 
or her carer(s), health care costs (which can be significant and sustained over long periods),  
and premature mortality. These benefits will be greater for those who are most vulnerable to 
HIV infection and its consequences, including the poor, young men, and members of ethnic 
minorities, as well as mobile youth and youth working in particular industries (e.g., tourism and  
transport). There will be economic benefits to communities at the local and national levels 
through (i) reduced public health care costs, and (ii) greater poverty improvements which are 
directly affected by growing HIV/AIDS epidemics.  
 
B. Social Benefits 

74. The Project will result in lower HIV infection rates and benefit young people who would 
have been infected had they not been educated about behavioral options and given the 
resources to change their behaviors (e.g., access to HIV testing, condoms, and clean needles). 
Benefits will extend to the partners and families of people who might have been infected, as the 
subsequent risk of infection and cost of care and lost productivity is removed. Among all young 
people, project benefits will be greater for those practicing high-risk behaviors (unsafe sex, drug 
use) and vulnerable youth as they will be targeted by specific project activities. An overall focus 
on reducing the stigma and discrimination associated with HIV infection should also provide 
benefits to sex workers, IDUs, PLWHA, and their families, as they try to access services and 
retain or regain their social and economic activities.  
 
75. Women and girls will benefit from increased awareness about their vulnerability to 
infection and the role of men, especially young men, in the spread of the epidemic. The male 
behaviors and power imbalances between men and women that exacerbate women’s HIV 
vulnerability will be addressed through role modeling and increased awareness. Boys and men 
should benefit from safer sex and reductions in other risky practices. 
 
76. There will be benefits to ethnic minority populations, as project activities, including 
media programs, will target language and isolation barriers that increase risk. The Project has 
an ethnic minority action framework (Appendix 15) that outlines the actions needed to address 
the particular risks faced by youth in isolated communities, especially as they migrate. 
 
C. Risks 

77. The Project has some financial, technical, and social risks. Financially, the Project will 
require the timely provision of government counterpart funds at the central and provincial levels. 
In the long term, the sustainability and ongoing impact of the project investments will require 
growing government HIV/AIDS budgets and a commitment to sustaining programs that have 
been proven to be effective and a youth focus to HIV prevention. This risk has been addressed 
through the course of project preparations, through regular consultations with the Ministry of 
Finance and through written commitments from provincial governments in all proposed project 
provinces.  
 
78. Technically, the Project will need to have creative control over media materials to 
ensure effective messages are sent on sensitive topics such as youth sexuality, gender norms, 
and drug use. While the national HIV/AIDS strategy identifies this need generally and stipulates 
that there is government support for these approaches, implementation is yet to be tested on 
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such a large and public scale. The mechanisms for developing and approving media materials 
have been established and agreed to in the process of project preparation. 
 
79. For the television drama series and associated materials to have maximum impact, 
broadcasting will need to be at peak viewing and/or listening times. The risk of not securing 
such access has been addressed through specific negotiations with VTV and VOV radio. A 
Project assurance section documents the support that both agencies have guaranteed.  
 
80. The Project also relies on the capacity of the VCPFC and provincial committees to 
contract and administer high-quality NGO services for the delivery of effective youth-focused 
interventions. This risk is mitigated by the resources committed to project management and 
capacity building for PMU and PPMU staff as well as the advance preparations for NGO 
contracting and selection processes (Appendix 12). 
 
81. The key social risk is that, to achieve its goals and objective, the Project needs to 
change the attitudes and behaviors of youth as well as the knowledge and attitudes of their 
contextual environments, including those of parents, families, and communities. To do this 
effectively, the project activities will have to appropriately and adequately address the sensitive 
cultural and intergenerational issues that affect behavior. The likelihood of success in this area 
can be improved through careful research, regular monitoring of the response to media 
messages, and appropriate adjustments. Training for, and monitoring of, NGOs and other 
implementing partners will also be important. 
 
82. Sustainability is a key concern for all projects. However, the Government’s budget for 
HIV/AIDS is increasing annually and it is reasonable to expect that BCC, mass media, and 
youth programs will benefit from this. The Project will invest in capacity building for the 
implementation of future mass media activities and in the provinces for the implementation of 
community-based youth outreach programs (government agencies and NGOs). The planned 
materials should prove very popular, especially among young people, leading to demand for 
further production and broadcasting. 
 
83. There should be no adverse physical impact. Land acquisition and resettlement is not 
required as the Project does not support civil works. 
 

V. ASSURANCES 

A. Specific Assurances 

84. In addition to the standard assurances, the Government and VCPFC have given the 
following assurances, which are incorporated in the legal documents: 
 
(i) Implementation of the National HIV/AIDS Law. The Government will ensure that the 

relevant implementation regulations, particularly those related to harm reduction and 
VCT access, will be issued following passage of the National HIV/AIDS Law23.  
 

(ii) Ethnic minorities. The Government will ensure the ethnic minority development 
framework is fully considered and applied to all project activities and that PMU 
monitoring of provincial activities will address the implementation of specific measures. 

 
(iii) Gender strategy. The Government will ensure the Project’s gender strategy is 

implemented; that targets and design features are incorporated across project activities 
including the provincial action plans and monitoring and evaluation indicators. Equal 

                                                 
23 Enactment is expected during the June 2006 National Assembly.  
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employment and access to opportunities, including training, will be provided for men and 
women during project implementation. 

 
(iv) Counterpart funds. The Government will ensure that all necessary counterpart funds 

are provided in a timely manner and that provincial partners make timely submissions for 
annual budget requests and take all other measures necessary for the prompt 
appropriation and disbursement of funds during each year of project implementation.  

 
(v) Involvement of youth and PLWHA. VCPFC will ensure a process is in place so that 

youth and PLWHA are consulted on a semi annual basis and regarding all aspects of 
project implementation, including planning, formative research, implementation, and 
evaluation, and reports are submitted to the project steering committee. 

 
(vi) MOH will support community-based and youth-accessible VCT services. The 

Government will ensure that project-supported community-based counseling and testing 
are authorized and can access Department of Health testing facilities at the district and 
provincial levels, as well as at regional confirmation facility and necessary health care 
services that may be required following a positive test result. The Government will 
ensure that health services at the provincial and district levels support this approach. 

 
(vii) Contracting for service delivery. VCPFC will ensure that selection of NGOs and/or 

mass organizations for service delivery at the province level is weighted in favor of 
NGOs and/or mass organizations that have existing operations in the provinces and 
which have proven that they can deliver high-quality services at the community level for 
high-risk and vulnerable youth. Usual ADB recruitment procedures will apply. 

 
(viii) Broadcasting of national mass media programs. VTV will ensure that free-to-air 

broadcasting will be provided on VTV Channel One during high-rating television 
broadcast times, together with at least one repeat screening per week for about 105 
drama shows produced under the Project over a 3-year period. VOV radio will ensure 
that a talkback radio show, lasting a minimum of 1 hour and, based on the TV show, will 
be aired free of charge in high-rating times, soon after the TV broadcast. 

 
B. Conditions for Grant Effectiveness 

85. Prior to the effectiveness of the grant agreement, VCPFC will establish guidelines for 
implementing the Project that specify the roles and responsibilities of the PMU and PPMUs. 
 

VI. RECOMMENDATION 

86. I am satisfied that the proposed grant would comply with the Articles of Agreement of 
the Asian Development Bank and, acting in the absence of the President, under the provisions 
of Article 35.1 of the Articles of Agreement of ADB, I recommend that the Board approve the 
grant not exceeding the equivalent of $20,000,000 to the Socialist Republic of Viet Nam, from 
ADB’s Special Funds resources, for the HIV/AIDS Prevention among Youth Project, with such 
terms and conditions as are substantially in accordance with those set forth in the draft Grant 
Agreement presented to the Board. 
 

Liqun Jin 
Vice President 

6 June 2006 
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DESIGN AND MONITORING FRAMEWORK 
 

Design 
Summary 

Performance 
Targets/Indicators 

Data Sources/Reporting 
Mechanisms  

Assumptions  
and Risks  

Impact 
Have halted by 2015 
and begin to reverse the 
spread of HIV/AIDS 
(Millennium 
Development Goal 6, 
target 7) 

 
HIV prevalence in sub-
populations of young people 
15–24 years with high-risk 
behavior reduced by 10% 
 

 
AIDS Indicator Survey 
(GSO with NIHE)a 
 
Integrated Biological 
Behavioral Survey (IBBS) 
of the MOHb 
 
Project completion report 

Assumption 
Government policy and 
international donor 
commitment to HIV/AIDS 
prevention and control 
activities maintained and 
expanded 

Outcome 
HIV infection risk 
behaviors reduced 
among youth aged 15–
24 years  

 
Increase in condom use at 
last high-risk sexc 
 
Increase in percentage of 
young people identifying a 
formal source of condomsd 
 
Increase in percentage of 
population aged 15–24 
years with comprehensive 
correct knowledge of 
HIV/AIDS (footnote c) 
 
From baseline measure, 
needle-sharing among IDUs 
reduced by 20% in project 
provinces by end of project  

 
AIDS Indicator Surveya 
 
IBBSb 
 
Project completion report 

Assumptions 
Government policy and 
budget support for harm-
reduction programs at the 
provincial and district 
levels 
 
Youth adopt behavior 
change through condom 
use and accessing clean 
needles  
 
Risk 
Government budget 
support, including 
specifically in project 
provinces, for HIV/AIDS 
prevention programs is not 
maintained and growing  

Outputs 
1. Component 1: 

Improved policy 
environment for 
youth focus in 
implementation of the 
national HIV/AIDS 
strategy  

 
 
 
 
 
 
 
 
 
 
2. Component 2:     

Improved measures 
of knowledge in 
relation to HIV/AIDS 
risks and prevention 
and associated 
issues for youth, 
including condom 
normalization 
obtained from mass 
media and other 
BCC programs 

 
Improvement in national 
index on policy related to 
young people and HIV/AIDS 
 
Increase in national and 
provincial (for project 
provinces) budget 
allocations to HIV/AIDS 
prevention programs for 
young people (footnote d) 
 
Increase in number of 
leaders (national and for 
project provinces) who have 
attended policy workshops 
on youth and HIV/AIDS 
 
From time of mass media 
campaign launch, increasing 
awareness and recognition 
for key themes and 
characters from project 
materials  
 
From first episode, steadily 
increasing and maintained 
viewer numbers for TV 
drama series;  
percentage of youth in 

 
Government reports to UN 
(as obligated under 
UNGASS declaration) 
 
Audit for youth focus in 
government laws and 
regulations related to 
HIV/AIDS (project 
supported) 
 
 
Survey of leaders (project 
supported)  
 
Final project completion 
report 
 
TV viewer or listener 
surveys (VTV and VOV) 
 
Audit (project supported) 
of mass media and IPC 
products used in schools, 
and other project locations 
 
 
 
 
 

Assumptions 
Stability of leaders in key 
positions 
 
 
Leaders endorse the 
involvement of youth and 
PLWHA in community 
action programs  
 
Official support for harm 
reduction services in all 
provinces 
 
Authorities supportive of 
PLWHA being involved in 
the delivery of services 
 
Youth, including IDUs, 
SWs, and PLWHA, willing 
to become peer educators 
Supplies and equipment 
reach target groups as 
planned and are being 
used as intended 
 
Training needs accurately 
identified for staff of PMU 
of VCPFC and provincial 
PMUs 
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Design 
Summary 

Performance 
Targets/Indicators 

Data Sources/Reporting 
Mechanisms  

Assumptions  
and Risks  

supported by the 
Project  

 
 
 
 
 
3. Component 3:         

In project provinces, 
an increase in the 
percentage of youth 
with access to HIV 
harm-reduction and 
prevention education 
programs, including 
through outreach 
services, peer-
education and 
community-based 
education programs 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
4. Component 4: 

Capacity building for 
youth-focused policy 
and programs and 
institutionalized, 
youth-focused M&E 
established and 
functioning at target 
provincial and district 
levels 

vulnerable and mainstream 
situations who reject major 
misconceptions about 
common HIV transmission 
routes and condom use 
(footnote d) 
 
Increase over 2006 baseline 
in percentage of youth with 
high-risk behaviors 
accessing harm reduction 
services (footnote d) 
 
In project provinces, an 
increase in the number of 
IDUs and SWs who have 
had HIV testing and know 
the results (footnote d) 
 
In project provinces, an 
increased number of young 
people (male and female), 
including IDUs, SWs, and 
PLWHAs, engaged as peer 
educators   
 
Increase in percentage of 
young people in vulnerable 
situations (in project 
provinces) correctly 
identifying ways of 
transmitting and preventing 
HIV/AIDS (footnote d) 
 
Increase in percentage of 
young people in vulnerable 
situations (in project 
provinces) identifying source 
of condoms (footnote d) 
 
Increase in percentage of 
young people in school (in 
target districts of project 
provinces) having received 
life-skills-based HIV/AIDS 
education (footnote d) 
 
At least 80% of trained 
collaborators organizing 
parenting skills education 
sessions with families in 
their communities 
 
PMU and PPMU staff 
developed action plans for 
each phase of the Project  
 
PMU and PPMU initiated 
new youth-focused 
HIV/AIDS prevention 
programs by Project’s end  

 
 
 
 
 
 
 
Annual report with service 
data from NGOs 
implementing harm-
reduction services (gender 
disaggregated)  
 
 
AIDS Indicator Survey 

(footnote b) 
 
Qualitative assessments 
(focus group discussions, 
observation, in-depth 
interviews) 
 
School-based survey 
(years 1 and 4) in project 
provinces 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PMU and PPMU action 
plans for each phase with 
specific gender and ethnic 
minority actions 
 
 
Feedback surveys 

 
PMU and PPMU staff will 
to be mentored in 
management and M&E 
systems  
 
Risks 
Drama production delayed 
due to approval process 
or for other reasons 
 
IDU and sex workers do 
not access project-
supported harm-reduction 
services  
 
Provincial action plans do 
not incorporate specific 
actions listed in the 
gender strategy and 
ethnic minority 
development framework  
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Design 
Summary 

Performance 
Targets/Indicators 

Data Sources/Reporting 
Mechanisms  

Assumptions  
and Risks  

Activities with Milestones 
 

Component 1 
1.1 Recruit youth and HIV/AIDS advisor (by month 1)   
1.2 Develop and disseminate information packages on youth and HIV/AIDS-related 

issues to leaders at national, provincial, and district levels annually (months 
12, 24, 36, and 48)  

1.3 Conduct two research projects related to youth (by month 18 and by month 39)  
1.4 Advisor to conduct workshops with partners at national and provincial levels to 

assist them in developing youth focused policies for HIV/AIDS (2 per year) 
1.5 Advisor to serve as a resource person and consultant to HIV/AIDS and youth 

coordinating groups under MOH/VAAC (years 1 and 2) 
 

Component 2 
2.1 Contract media agency through international bidding process (by month 1) 
2.2 Mass media agency to conduct baseline and formative research (months 3–6) 
2.3 TV drama script developed (by month 9) 
2.4 Production and broadcasting of TV and radio materials (months 9–60) 
2.5 Broadcasting of provincial radio phone-in (ongoing from months 9–60) 
2.6 Monitoring TV drama and radio phone in/qualitative research (from years 1–5) 
2.7 Design and produce associated IPC materials (months 9–54) 
2.8 Monitor use of IPC materials by project partners (months 12–60)  
2.9 Train partners in IPC use (months 19–20, 37–38, and 49–50)   
2.10 Website developed and operational (from month 13) 
2.11 Resource center established and equipped (by month 15) 
2.12 Train print, TV and radio journalists (months 15–18, 27–30, and 45–48) 
2.13 Orientation and/or training for hot-line management and/or staff (months 15–

18, 25–27, and 37–39) 
 

Component 3 
Subcomponent 1 
3.1 VCPFC to recruit through a bidding process an NGO to establish and manage 

harm-reduction services in first five provinces (by month 6)   
3.2 Recruit NGO to train peer educators for high-risk groups (by month 12)  
3.3 Recruit NGO to implement the peer education program (months 13–60)  
3.4 Recruit NGO to establish harm-reduction services, including condom 

distribution, needle exchange, and VCT service in each province (months 6–60) 
    Phase 2 activities and milestones will be the same for the additional 10 provinces  

 

Subcomponent 2 
3.5 VCPFC to recruit NGO to establish and manage peer education programs and 
life skills training programs for vulnerable youth in first 5 provinces (by month 6)  
3.6 Recruit NGO to train peer educators for vulnerable youth (month 12)  
3.7 Recruit NGO to implement the peer education program (months 13–60)  
3.8 Recruit NGO to conduct like skills training programs (months 12–60)  
Phase 2 activities and milestones will be the same for the additional 10 provinces 
 
Subcomponent 3  
3.9 Each provincial CPFC to recruit through a bidding process an NGO or mass 
      organization to conduct a  training of trainers program for provincial and 
      district level net workers (VCPFC, women’s, youth, and farmers’ union) on 
      parenting skills, care and support skills, gender and use of IPC materials, etc  
      (phase 1 by month 12, phase 2 by month 30)  
3.10 Training of trainer courses for provincial and district level net workers 
        conducted in each province (phase 1 by month 18, phase 2 by month 36)  
3.11 Community net workers to conduct parenting classes at commune level 
        (phase 1 by month 24, phase 2 by month 36)  
3.12 IPC materials and teaching aids provided to Department of Education and 
        training of selected provinces for use in schools (by month 18 and month 27)  
Phase 2 activities and milestones will be the same for the additional 10 provinces 
 
  

Inputs 
 
Asia Development Bank 
Grant: $20 million 
 
Government counterpart 
funds: $6.7 million 
 
International consultants: 
54 person-months 
 
Media agency: 48 months 
 
Domestic consultants: 360 
person-months 
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Activities with Milestones Inputs 
Component 4 

Subcomponent 1 
4.1 Recruit M&E advisor and institutional capacity building advisor (by month 3)  
4.2 Conduct baseline surveys and develop M&E framework (by month 12)  
4.3 Integrate project M&E with national HIV/AIDS M&E framework (by month 9)  
4.4 Conduct mid-term and final evaluations (months 30–33 and 54–56)  
4.5 Baseline, mid-term, and final evaluation reports (by months 11, 33, and 57) 
4.6 Conduct management training needs analysis for PMU staff (by month 6)  
4.7 Develop and implement capacity building improvement programs for PMU 
      staff and implementing agencies (by month 12)  
4.8 M&E advisor to monitor implementation of gender strategy (months 9–60) 
 

Subcomponent 2 
4.9  Conduct baseline surveys and develop M&E framework (by months 12 and 24) 
4.10 Conduct training needs analysis for PPMU staff (by months 6 and 18)  
4.11 Develop and implement capacity building improvement programs for PPMU 
        staff and implementing agencies (by months 12 and 24)  
4.12 M&E and ICB advisers provide mentoring and skills transfer to PPMU 
        partners in health service management (months 4–60)  
4.13 Integrate subproject M&E with project HIV/AIDS M&E framework (month 9)  

 

AIDS = acquired immunodeficiency syndrome; BCC = behavior change communication; GOV = Government of Viet 
Nam; GSO = Government Statistic Office; HIV/AIDS = human immunodeficiency virus/acquired immunodeficiency 
syndrome; IBBS = integrated biological and behavioral survey; IDU = injecting drug user; IPC = interpersonal 
communication; KAP = knowledge, attitudes, and practices; M&E = monitoring and evaluation; MOH = Ministry of 
Health; NHS = National Health Survey; NIHE = National Institute of Hygiene and Epidemiology; PLWHA = people 
living with HIV/AIDS; PMU = project management unit; PPMU = provincial project management unit; SW = sex 
worker; UNGASS = United Nations General Assembly Special Session on HIV/AIDS; VAAC = Vietnam Administration 
for AIDS Control; VCPFC = Vietnam Commission for Population, Family and Children; VOV = Voice of Viet Nam; VTV 
= Viet Nam Television.  
a Nationally representative data, to first be collected in 2006 and repeated every 2 years. With funding from the 

United States Government (PEPFAR) and the United States’ Centers for Disease Control. 
b Data collection to be done in 2006 with National Institute of Hygiene and Epidemiology and Family Health 

International (FHI). 
c Indicators are those set for MDG 6 relevant to project activities and young people. Data sources will be updated in 

2006 and, baseline figures and project performance targets will be determined with latest figures. 
d Indicators proposed in: World Health Organization. 2004. National AIDS Programmes. A Guide to Indicators for 

Monitoring and Evaluating National HIV/AIDS Prevention Programmes for Young People. Geneva. 
Sources: Asian Development Bank estimates, and United Nations 2004 Millennium Indicators Database. Available at: 
http://unstats.un.org/unsd/mi/mi_coverfinal.htm 
 
 
 
 
 
 
_____________________   ____________________ 
Shireen Lateef     Rajat Nag 
Director, SESS    Director General, SERD 
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HIV/AIDS IN ASIA AND VIET NAM: TRANSMISSION, RISKS, AND YOUTH 
 
1. In December 2004, it was estimated that, globally, 39.4 million people were living with 
HIV. While 70% of current infections are found in Sub-Saharan Africa, the large populations of 
Asia may bear a heavy proportion of the global HIV burden in the next decade. The Joint United 
Nations Programme on HIV/AIDS (UNAIDS) estimates that 8.2 million people in Asia, including 
2.3 million women, were living with HIV at the end of 2004. This was an increased from 7.2 
million (1.9 million women) in 2002.1 UNAIDS estimates that 1.2 million people became newly 
infected in the region in 2004, and 540,000 people died because of AIDS. The growing 
epidemics in the People’s Republic of China and India dominate the region’s statistics. 
Cambodia, Myanmar, Papua New Guinea, and Thailand have HIV epidemics that have already 
moved beyond high-risk groups.    
 
A. Transmission 

2. The HIV/AIDS epidemic in Asia, due largely to injecting drug use and sex work, is 
distinctly different from that in Sub-Saharan Africa. The spread from injecting drug users (IDUs) 
to other population groups often starts with sex workers. As people who are marginalized—often 
with similar illegal status—IDU men often partner with women who are sex workers, or 
themselves become sex workers to support their drug needs. Transmission from sex workers to 
their clients is inevitable if condoms are not used. The clients of sex workers are from all parts of 
a broader community, single and married, and include mobile workers and men who have sex 
with men who lead ostensibly heterosexual lives. Other sexually transmitted infections (STIs) 
increase susceptibility to HIV and the current high prevalence of STIs fuels the epidemic.  
 
B. Risk Factors for Transmission 

3. Marginalization. The intolerance, fear, and misunderstanding associated with 
marginalized groups (most particularly IDUs, sex workers, and men who have sex with men) 
can become a risk factor in itself. These groups are isolated from information, education, and 
health care services, and from the economic and social security that enables them to protect 
themselves and their partners.  
 
4. Weak Health Systems. Poorly functioning health care systems are not only adversely 
affected by a growing HIV epidemic, but also become a risk factor for the further spread of HIV. 
Without effective health care system capacity, including capacity to operate safe blood supplies, 
treat STIs, provide counseling and testing, and prevent mother-to-child-transmission, the risk of 
HIV transmission remains high and grows as infection spreads. 
 
5. Youth and Vulnerability. Young people between the ages of 15 and 24, who 
constitute approximately 20% of Asia's population, are already seriously affected by the 
HIV/AIDS epidemic. Of those living with HIV in Asia, 22% are between the ages of 15 and 24. 
The cultural resistance to teaching youth about the realities of sex (and drugs) has been one of 
the greatest obstacles to protecting the next generation from HIV and other STIs. 
 
6. Mobility and Migration. In both Asia and Africa, people on the move have proven to 
be a significant factor in the spread of HIV. When large numbers of men migrate for work, high-
risk behaviors increase and the spread of HIV is almost inevitable while women are also 
increasingly on the move. Mobility, as distinct from migration, also increases vulnerability, and 
applies to occupational groups such as truckers, sailors, fishermen, construction workers, 

                                                 
1  The UNAIDS categorization of Asia comprises ADB’s South Asia, Southeast Asia, and Greater Mekong Subregion 

countries plus the People’s Republic of China.  
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traders, and sex workers moving where opportunities arise. Mines, logging camps, construction 
sites, ports, and other economic enclaves in which large groups of men with money can be 
found attract women who sell sex. Mobile women, including sex workers, seasonal workers, and 
factory workers are also in situations of vulnerability. 
 
C. Vietnamese Youth and the Risk of HIV/AIDS 

7. Vietnamese traditions place great emphasis on the duty of children to work and study 
hard, serve parents, and the family unit. Increasingly, these traditional approaches to 
responsibility and family structure are not working as smoothly as in the past, especially where 
there are strains due to unemployment, substance abuse, and changing expectations and 
aspirations.2  
 
8. There has been much public discussion in Viet Nam about the roles, rights, and 
responsibilities of youth. Some of the focus on youth arises because overall social change (both 
positive and negative) is most evident in the behaviors and lifestyles of young people who adapt 
readily to new technologies, and seek out new experiences with enthusiasm. Youth are highly 
visible in some of Viet Nam’s fastest-growing sectors, such as tourism and industrial zones, and 
make up much of the country’s increasing pool of migrant workers. The high proportion of youth 
among people living with HIV/AIDS undoubtedly adds to generalized concerns about this 
population. 
 

1. Knowledge and Risk Behaviors 

9. While youth make up the greatest number of people living with HIV/AIDS, most do not 
engage in risky practices, despite public perceptions. A 1999 survey in six provinces among 
1,500 youth aged 15–22 found that just 10% of males and 5% of females reported having 
premarital sex. The rate among those aged 15–19 was 6% in males and 2% in females (versus 
27% in boys and 3% in girls of this age in Thailand).3 Similar findings were released recently 
from the 2004 baseline survey of the reproductive health initiative for youth in Asia (RHIYA) Viet 
Nam program, which assessed awareness, attitudes, practices, and behaviors among 1,390 
rural and urban respondents aged 15–24 from 11 provinces. The survey found just 7.6% 
reported having sexual intercourse and that 45% reported not knowing how to use condoms. 
 
10. A survey assessment of Vietnamese youth (SAVY)4 conducted by the Ministry of Health 
(MOH) and the World Health Organization (WHO) in 2004 surveyed 7,584 individuals aged 14–
25 and found just 16 boys and 4 girls aged 14–17 years of age that reported ever having had 
sex. Among those aged 18–25, 15.4% of males and 2.3% of females reported having had sex, 
with rates somewhat higher for urban males (19.8%) than for rural males (13.6%). Female rates 
were nearly identical for urban (2.6%) and rural (2.2%) residents. The survey found that just 
0.5% of respondents reported ever having used any illicit drug. However, 42.4% of urban youth 
and 20.8% of rural youth said they knew someone who had used drugs, suggesting some 
underreporting of drug use and experimentation. Among urban males, 16.3% aged 22–25 said it 
was easy to access heroin.  
 

                                                 
2  It should also be noted that there is a growing interest in a concept called “family development” in Viet Nam, 

including through the Viet Nam Commission for Population, Family and Children.  “Family development” overlaps 
to some extent with WHO’s “healthy youth development” in that it recognizes the needs and potential of the family 
unit in the well-being of the individual and the community.  

3  Mensch, B. et al. 2004. Adolescents in Vietnam: Looking Beyond Reproductive Health. Studies in Family Planning, 
34(4):249-262. New York: The Population Council, Inc. 

4  Ministry of Health. 2005. Survey Assessment of Vietnamese Youth (SAVY) with the Government Statistics Office 
(GSO). United Nations Children’s Fund Viet Nam and WHO Viet Nam.  
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11. The SAVY explored factors linked to potential HIV risk, including knowledge and 
attitudes. Results showed knowledge of STIs was incomplete, with about two-thirds of the 
sample able to identify only three: hepatitis B, syphilis, and gonorrhea. Nationally, 97% had 
heard of HIV/AIDS, and about half had heard about the disease from multiple sources, with 
mass media named most frequently, followed by family and professionals (schools and civil 
society organizations).  
 
12. Just over half the sample (52%) were assessed as having a high knowledge level about 
HIV, 39% had a medium level, and 9% a low level. SAVY found 85% knew than an HIV positive 
person could look healthy. About two thirds knew where they could access HIV testing. Nearly 
98% recognized that condoms could prevent transmission, and 96% knew that sharing needles 
should be avoided.  About 70% thought condoms reduce pleasure and half felt those who carry 
them might have “improper relations”.  
 
13. Far fewer young men (48%) had spoken to their family about reproductive health than 
had young women (78%), though similar numbers reported talking about HIV. The SAVY 
researchers attributed this to the fact that HIV is “a predominantly male issue” linked to drugs 
and sex workers. Overall, 40% claimed they had never heard of homosexuality, and of the 60% 
who had, 80% said they would not accept a homosexual man as a friend. 
 

2. Education and Jobs: Addressing Vulnerability  

14. While literacy rates are very high in Viet Nam (95% for males, 91% for females in 2000) 
and about 95% of youth have attended school, high dropout rates remain a problem, particularly 
in rural areas. Approximately 54% of youth aged 14–25 years in rural areas drop out of school 
at the lower secondary level. The figure for urban youth is 39%. When the figures for primary 
and secondary school dropouts are combined, less than 30% of rural youth complete upper 
secondary school. In urban areas, just over 50% complete upper secondary. The main reason 
cited for leaving school was the cost of fees.  
 
15. Youth job creation is a major priority for Viet Nam, where around 1.4 million young 
people enter the labor market annually. The UN Country Assessment of 2004 highlights the 
inadequacy of opportunities for vocational training and tertiary education, calling youth 
unemployment a “missed opportunity for growth and a root cause of social problems such as 
depression, crime, and alcohol and drug abuse”.5 
 
16. Youth unemployment is estimated at 4–8%, but up to 16% in cities. Young women have 
slightly higher unemployment rates, but overall, around 26% of youth are underemployed.  
Young people in Viet Nam are anxious about jobs and security. The SAVY found that 
approximately 12% of young people (15–24 years) were neither in work nor school, and this 
rose to 28% among married youth. About 64% report that it is difficult to find a job. When asked 
to name their two highest aspirations, employment was named first by the greatest proportion of 
respondents (49.6%), with 23.3% naming economic security. Less than 10% named overall 
happiness, a clear indication that economic vulnerability remains a paramount concern. 
 
17. Job creation and skills development for youth are important elements of an effective HIV 
prevention program in Viet Nam. It is estimated that thousands of young Vietnamese women 
are trafficked outside the country each year, particularly into the Cambodia; People’s Republic 
of China; Republic of Korea; Singapore; Taipei,China; and Thailand. This exploitation is linked 
to poverty, family difficulties, low education, and unemployment, and ultimately to high-risk 
behaviors such as drug use and sex work.  
                                                 
5  United Nations Country Team. 2004. United Nations Common Country Assessment for Viet Nam. Hanoi. 
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BEHAVIOR CHANGE COMMUNICATION FOR YOUTH AND HIV/AIDS PREVENTION 
 
1. The aim of youth HIV prevention programs is to reduce high-risk behaviors, 
specifically, sex without condoms and the sharing of needles and syringes. Changing youth 
behavior and reducing the chance that youth will undertake risky behaviors in the first place 
require information and services to be delivered, with an accurate understanding of the social 
context in which young people make decisions.1 Lessons learned over the past decade 
indicate that many approaches are needed for youth HIV prevention, including (i) building 
protection (through skills, knowledge, and safer environments); (ii) targeted communication to 
risk groups; (iii) providing harm reduction services and hardware (to enable healthy choices); 
and (iv) involving youth as decision makers and partners in implementation.  
 
A. Approaches to Youth HIV Prevention 

2. The concept of “healthy youth development” is based on the pillars of building 
protective factors and removing risks. Protective factors include “adults of influence” (parents, 
teachers, and leaders) that (i) express empathy, (ii) are encouraging and affirming, and (iii) 
are not overly critical. Programs that have effectively enhanced protective factors include (i) 
parenting skills training, (ii) participatory teaching methods, and (iii) school–based programs.  
 
3. “Life skills” for healthy youth development and HIV prevention are specific and 
include: negotiation, conflict resolution, empathy, critical thinking, decision-making, and 
communication. These skills help youth to build supportive respectful relationships among 
themselves and with parents and adults. They contribute to self-esteem and facilitate dispute-
resolution and the ability to resist both peer and adult pressure to take unnecessary risks.  
 
4. In addition to the “healthy youth development” and “life skills” concepts, successful 
strategies for youth HIV prevention have incorporated a number of common features 
including: 
 

(i) providing a policy context that ensures youth can access HIV and reproductive 
health education and services (including voluntary counseling and testing), 
and are not discriminated against;  

(ii) reaching people who influence young people (parents, teachers, and leaders), 
since youth act more responsibly when these adults offer good role models, 
affirming relationships, and safe environments;  

(iii) segmenting programs by age to meet the needs of youth at different 
developmental stages and in different environments; 

(iv) mobilizing the educational system to become a vehicle for a comprehensive 
prevention and care program for school-age youth; 

(v) addressing gender factors such as girls’ opportunities for education and jobs 
and concepts of masculinity that lead young men to risky behavior; and   

(vi) opening the dialogue between adults and young people on sensitive issues, 
including adolescent sexuality, sexual health education, sexual violence and 
abuse, gender roles, and traditional practices in culturally acceptable ways. 

 

                                                 
1  World Bank. 2003. HIV/AIDS and Youth “At a Glance”. 
 Available: http://siteresources.worldbank.org/DISABILITY/Resources/Health-and-Wellness/HIV_CYfactsheet.txt 
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B. Behavior Change Communication: Theory and Evidence 

5. Analysis of historical trends and prevention strategies has shown that the provision 
of information alone is not effective for reducing risk behavior.2 It was long assumed that 
people would alter their practices if they were made aware of the risks, an assumption that 
led many information, education, and communication (IEC) campaigns. However, evaluations 
increasingly showed that individuals cannot always make changes, despite their willingness, 
due to the influence of wider socio-cultural, economic, and environmental forces. For 
instance, knowing about condoms is not enough if access, skills, and partners willing to use 
them are lacking. Obstacles to behavior change must also be addressed through 
communications and through actions that change social norms and situations that make risk-
taking behaviors more likely.  
 
6. Behavior change communication (BCC) programs must be grounded in 
assessments of the social and cultural context where behaviors occur.3 Communication 
materials are often developed according to the assumptions of health programmers or based 
on knowledge from unrepresentative samples. If messages do not resonate with target 
groups, they are a waste of time and money. Careful, formative research, using both 
qualitative and quantitative methods, is essential to provide understanding of target needs 
and opportunities.  
 
7. Population-Based Change Depends on Individual Change. Most health 
campaigns aim for lasting behavior change in order to see a population-level impact, but 
behaviors are practiced on an individual level. Campaigns must persuade specific target 
groups about the actual benefits of behavior change, expressed in terms they understand, 
rather than appealing to notions of community benefits (though these may also strengthen 
the argument). This means messages must be “customized” to appeal to and captivate the 
target group, rather than vague generic messages for everyone; and they also must be easy 
to act upon.4 
 
8. Entertainment–Education. A key approach directed at changing social norms over 
time is the “enter-educate” model that inserts health or social messages into popular 
entertainment. This can be achieved by working messages into television dramas, as well as 
comic books. Magazines and newspapers can also be used for high visibility and to reach 
mass audiences. Internet–based activities offer further scope to reach target groups. The 
model has been used for HIV prevention in Bangladesh, Cambodia, India, and South Africa 
(where it used by the local NGO “Soul City”). Evaluation results have shown that the model 
had an impact in changing behavior. In India, calls to a helpline increased 250% during a 
specific campaign period and the percentage of individuals reporting having used a condom 
in their most recent visit to a sex worker rose from 87% to 92%. As a proxy indicator, retail 
sales of condoms in the “red light” district tripled after the launch of the campaign. Evaluation 
results from South Africa showed significantly improved awareness of HIV risks and 
improved dialogue in families, especially from parents, on related issues.  
 

                                                 
2  Family Health International. 2004. Prevention and Care in Viet Nam: Lessons Learned from the FHI/IMPACT 

Project. Hanoi. 
3  Family Health International. 2001. Effective Prevention Strategies in Low Prevalence Countries. UNAIDS Best 

Practice. Geneva. 
4  Centers for Disease Control. 2004. Community and Individual Behavior Change Interventions.  
 Available: http://www.cdc.gov/std/program/community.pdf ' 
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B. Model for Effective BCC 

9. For countries with low overall prevalence and concentrated epidemics, such as Viet 
Nam, the Joint United Nations Programme on AIDS (UNAIDS) Best Practice series 
concludes that BCC is the “cornerstone”, but should be targeted at “vulnerable and high-risk 
groups” for the most effective impact (footnote 3). After successful targeting of high-risk 
groups, BCC should be extended to the less vulnerable, starting with people who are 
connected to high-risk populations. Mass population approaches are also needed to enable a 
supportive environment for prevention activities—especially harm reduction—to reach those 
individuals who were not reached by the earlier approaches. Figure A3.1 shows the 
mechanism by which a BCC campaign for HIV/AIDS prevention can target a number of 
groups for a comprehensive prevention effort.  
 

Figure A3.1: A Comprehensive BCC Model for Youth HIV/AIDS Prevention. 
 

 
HIV = human immunodeficiency virus, IDU = injecting drug user. 
Source: Asian Development Bank estimates. 
 

C. An Expanded and Integrated Approach to BCC 

10. The best BCC results are produced by a “systems approach”, which combines 
multiple mass media activities with community collaborations, and training that has credibility 
with target groups. Interpersonal communication (IPC) between peers or between youth and 
those who influence them enhance and reinforce learning that aims to persuade individuals 
to try new services or behaviors. Using several approaches simultaneously conveys a sense 
of vigor and enables the use of different approaches, which become mutually reinforcing.. 
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EXTERNAL ASSISTANCE AND COORDINATION IN THE HIV/AIDS SECTOR 
 
1. Significant international assistance has been provided to Viet Nam for the fight against 
HIV/AIDS in recent years but funding gaps remain. The national HIV/AIDS strategy estimates 
that a comprehensive response, including a full range of activities from prevention to care and 
treatment, would cost $300 million per year. The Government of Viet Nam’s budget for 
HIV/AIDS activities in 2006 will be approximately $6 million. This has increased steadily in 
recent years from $4.4 million in 2003 to $5.6 million 2005. Combined with annual donor 
resources it is estimated that resources will soon meet up to 50% of the financing needs. 
 
2. The Government of the United States program is the largest international aid program 
for HIV/AIDS and incorporates the President’s Emergency Fund for AIDS Reduction and other 
funding sources. It is mainly implemented through US Government agencies (including the US 
Centers for Disease Control [CDC]) and nongovernment organizations (including Family Health 
International [FHI]). Viet Nam is the only country in Asia to receive funding from the Emergency 
Fund. Expenditure in 2005 was approximately $25 million and it is expected to be up to $34 
million in 2006. Activities supported include (i) care, treatment, and support for PLWHA, 
including antiretroviral drugs; (ii) voluntary counseling and testing (VCT) services, such as the 
CDC Global Aids Program (GAP), which is supporting services in up to 40 provinces; and (iii) 
treatments for the prevention of mother-to-child transmission. US Government funding has 
some conditions that limit the scope of some programs, including (i) constraints on the 
distribution of needles and syringes, and (ii) the requirement to implement policies explicitly 
opposing prostitution and sex trafficking.  
 
3. The World Bank project, with grant financing of $35 million over 5 years, was approved 
in 2005. The project is aimed at helping reduce the transmission of the disease within 
vulnerable groups, as well as to the general population. More than 60% of the grant will be used 
to support the design and implementation of provincial specific action plans with block grants 
provided to 18 provinces and 2 cities. Special emphasis will be placed on (i) strengthening 
capacity at national and provincial levels; and (ii) promoting the development of innovative, 
effective prevention and treatment approaches and models among vulnerable groups. 
 
4. The Preventing HIV/AIDS Project has been funded by the Department for International 
Development (DFID) of the United Kingdom and the Norwegian Agency for Development 
Cooperation (NORAD) since 2003 and has a total budget of approximately $25 million. The 
project is managed and implemented by the Ministry of Health and the World Health 
Organization (WHO) in 21 provinces. The NGO DKT International; the Ministry of Labor, 
Industry and Social Affairs; and the Ministry of Public Security also support the project. It 
provides support for (i) national and provincial policy and strategy development; (ii) condom 
provisions, especially in nontraditional or high-risk venues along with social marketing; (iii) 
sexually transmitted infection management support for MOH; and (iv) harm reduction services 
for drug users. The project had a midterm review in 2005 and is currently undergoing some 
restructuring in its management and administration with the goal of improving operational 
efficiency.  
 
5. The Global Fund for AIDS, Tuberculosis and Malaria has made one grant to Viet Nam 
explicitly for HIV/AIDS of $7.5 million for strengthening care, counseling, and support for 
PLWHA in three pilot provinces (Ho Chi Minh City, An Giang, and Khanh Hoa).  
 
6. Table A4.1 summarizes the main features of the four large HIV/AIDS projects supported 
by external assistance currently underway in Viet Nam. 
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Table A4: Major Externally Supported Projects for HIV/AIDS in Viet Nam 
 

Agency Target Groups and/or Activities Amount 
($ million) 

Implementation 
Period 

DFID and NORAD 
with WHO 

High-risk behaviors and/or condom promotion, 
harm reduction, and management and care of 
STIs 

25.0 2003–2008 

Global Fund High-risk behaviors and PLWHA and/or care and 
support networks, VCT, and PMCT 

7.5 2004–2006 

US Government 
(including 
Emergency Fund 
for AIDS 
Reduction) 

High risk behaviors and PLWHA and/or care and 
support, including ARVs, VCT, and PMCT 

26.5 2005–2006 

World Bank Support for national HIV/AIDS strategy 
implementation and province activities, including 
harm reduction, rehabilitation, care and/or 
treatment for residents of rehabilitation centers. 
Some BCC.  

35.0 2005–2010 

ARV = anti-retroviral, BCC = behavior change communication, DFID = Development Fund for International 
Development (of the United Kingdom Government), GFATM = Global Fund for AIDS, Tuberculosis and Malaria, 
NORAD = Norwegian Agency for Development Cooperation, PEPFAR = President’s Emergency Plan for AIDS Relief, 
PLWHA = people living with HIV/AIDS, PMCT = prevention of mother to child transmission, STI = sexually transmitted 
infection, VCT = voluntary counseling and testing, WHO = World Health Organization. 
Source: Asian Development Bank estimates. 
 
7. Other bilateral donors active in HIV/AIDS include the governments of Sweden and 
Australia. Sweden’s International Development Agency and the United Nations Development 
Program are providing support for implementation of the national strategy, especially in the area 
of leadership and advocacy. From 2006 to 2010, the project will support training and 
awareness-raising with the Communist Party of Viet Nam and the integration of HIV/AIDS into 
Viet Nam’s socioeconomic development plan. Australia, through the Australian Agency for 
International Development, is supporting a regional HIV/AIDS project that includes Viet Nam 
efforts to strengthen the capacity of the health and public security sectors, including links 
between them for promotion of harm reduction as well as to address stigma and discrimination. 
 
8. In addition to FHI (para. 2), a number of other NGOs have important HIV/AIDS activities 
underway. CARE International has been active in HIV prevention in Viet Nam since 1991. It has 
implemented behavior change communication activities focused on vulnerable groups, including 
truck drivers and mobile workers, provided care and support for PLWHA and some micro-credit 
and vocational training schemes. Marie Stopes International focuses on reproductive health, 
especially for youth, and provides information, education, and clinical services. Since 2003, 
some services have also included VCT, especially targeting high-risk and vulnerable youth.  
 
9. Most UN agencies are also involved in HIV/AIDS programs in Viet Nam, largely within 
the domain of their focus. The United Nations Children’s Fund has focused on prevention of 
mother-to-child transmission and life skills for young people; WHO on providing technical 
support, especially in the area of treatment and care; and the United Nations Office on Drugs 
and Crime on rehabilitation and harm reduction for drug users.  
 
10. UNAIDS plays an overall advocacy and technical support role focused on the 
development and implementation of the national strategy, technical support for monitoring and 
evaluation, youth issues, and strategy implementation. UNAIDS also plays a key role in 
facilitating donor coordination. There is a dynamic international agency working group for 
purposes of coordination with subgroups focused on areas such as media, treatment, and harm 
reduction. There is also a donor coordination group on reproductive health.  
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PROVINCE SELECTION 
 
1. Province selection was undertaken during the project preparatory phase. Criteria for 
selection were broad, incorporating the HIV/AIDS situation of a province, the risk factors within 
the province for young people, and the project implementation capacity. The specific questions 
asked were as follows.  
 

(i) Is the province ranked in the top 40 by the Ministry of Health for the number of 
HIV positive cases? 

(ii) Is the prevalence rate for HIV above 50 per 100,000 people? 
(iii) Are the following risk factors present? 

(a) Are there a large number of injecting drug users (IDUs) registered (i.e., 
>1,000)? 

(b) Are there a large number of unemployed youth? 
(c) Is there a high rate of migration of young people from rural areas to urban 

areas? 
(d) Are there large industrial zones developed in the past 5 years? 

(iv) Are there plans to develop any large industrial zones in the next 3–5 years? 
(v) Are there major tourist locations that provide employment for young people? 
(vi) Is the provincial capital a major education center (i.e., with university or 

vocational training colleges)? 
(vii) Does the province have a national highway going through it? 
(viii) Has the provincial committee for population family and children experience in 

managing a large donor funded project successfully? 
(ix) Does the provincial committee for population family and children have the 

required leadership and capacity to manage the Project? 
(x) Is there any other major HIV/AIDS project underway in this province? 

 
2. Key information on population, poverty, HIV/AIDS, youth, and factors that contribute to 
youth vulnerability for the selected 15 provinces is in Table A5.1. 
 
3. Five provinces were nominated for inclusion in the first phase of subproject 
implementation. These provinces were selected from the northern region only to facilitate a 
cluster effect in programming and enable the project management unit to closely manage and 
monitor the provincial level activities in the first 2 years with a view to improving program 
management processes and effectiveness for the following years and provinces. 
 
4. Phase 2 will see the commencement of project activities in 10 new provinces—two 
additional northern provinces, three central, and five southern (Table A5). 
 



 

Table A5: Selected Characteristics for Project Provinces 
 

HIV/AIDS Data Young People in School 
Region and 
Province 

Total 
Pop 

(‘000) 
Poverty 
Rateb % EM 

% 
Pop 
aged 
15–24 

HIV/AIDS 
Prevalence 
per 100,000 

People 

HIV/AIDS 
Ranking 

by 
Province 

HIV/AIDS 
Registered 

IDU 
Upper 

Secondary 

University, 
colleges, 
technical 
schools 

Net 
Migration 

Rate 
(per 1,000 
people) 

Industrial 
Zone 

Tourism 

Northern Region             
Ha Noia 2,931.4 5.2 0.1 21.3 238.81 3 13,813 100,084 481,555 56.3 X X 
Ha Tay a 2,452.5 26.0 1.2 19.4 30.89 26 3,847 107,170 11,891    
Bac Ninh a 971.3 12.1 0.1 19.3 63.83 32 1,182 45,200 8,898 (19.6) X  
Phu Thoa 1,301.4 6.4 14.6 18.7 36.67 36 1,535 52,350 6,878 (11.1) X X 
Quang Ninha 1,039.8 6.4 11.1 19.9 641.41 2 1,931 37,170 8,124 9.4 X X 
Hai Duong 1,684.2 23.1 0.3 18.2 96.3 11 1,504 61,670 6,170 0 X  
Dien Bienc 431.9 - - 20.5 53.98 44 4,951 13,140 3,094 5.3  X 
Central Region 0            
Quang Tri  596.8 41.8 9.1 17.2 7.99 61 10 24,160 2,229 (13.0)  X 
Thua Thien Hue 1,091.6 29.7 3.7 18.7 20.48 51 137 36,740 3,8072 (13.8)  X 
Da Nang 724.0 4.3 0.6 20.7 59.7 39 665 26,710 61,051 16.7 X X 
Southern Region 0            
Binh Duong 787.5 8.6 2.9 22.2 125.76 24 1,108 24,120 4,720 58.9 X  
Long An 1,377.5 16.2 3.0 20.8 76.99 22 1,233 34,010 1,631 (10.6) X  
Dong Thap 1,660.5 31.4 0.2 21.3 109.82 10 401 36,380 3,144 (7.4)  X 
Can Tho 1,121.1 21.9 3.3 22.3 122.4 8 1,941 40,350 43,231 (1.5) X  
Ba Ria- Vung Tau 856.1 7.6 3.0 19.0 283.55 7 823 30,400 3,830 34.0 X X 

Total 19,027.6            
EM = ethnic minority, HIV/AIDS = human immunodeficiency virus/acquired immunodeficiency syndrome, IDU = injecting drug user, Pop = population. 
a Province to be included in phase 1 of project implementation, - = not available 
b As determined by the Government Statistical Office from the Vietnam Household Living Standards Survey 2002. 
c  Poverty rate and percentage ethnic minority figures are not available for Dien Bien as it is a newly formed province. However, figures for the two neighboring provinces 

of Lai Chau and Son La can be seen as broadly indicative. The poverty rate for Lai Chau is 76.6 and for Son La 62.6. The percentage of population recognized as 
coming from an ethnic minority group is 83.1% for Lau Chau and 82.6% for Son La.   

Sources: MOH and provincial annual reports, 2002; Ministry of Health. 2002. Health Statistics Year Book. Hanoi; Ministry of Health. 2002. Provincial Preventive Health 
Center Annual Report. Hanoi; General Statistic Office. 2001. Population and Housing Census Vietnam 1999. Hanoi; and Socialist Republic of Viet Nam. 2005. 
Viet Nam Achieving the Millennium Development Goals. Hanoi.  
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SUMMARY OF PHU THO PROVINCIAL ACTION PLAN 
 

A. Introduction 
 
1. Phu Tho is a northern province comprising 10 districts and two urban centers. The 
population is approximately 1.3 million, with almost 20% being young people aged 15–24. Most 
of the population (85%) lives in rural areas. More than 45,000 students attend 52 education 
facilities, including a university, 2 colleges and 7 vocational training centers, 13 centers for 
higher education, and 29 training centers. Phu Tho is bordered by six provinces and is traversed 
by major transportation routes that connect it to Hanoi and Hai Phong and border crossings with 
the People’s Republic of China and the Lao People’s Democratic Republic. The Ha Noi–Lao 
Cao rail and the Ho Chi Minh highway will be built through this province. The expansion of 
transportation networks will increase Phu Tho’s potential for tourism, trade, and economic 
exchanges and also the risk of HIV/AIDS.  
 
2. Phu Tho’s economy has been shifting rapidly from agriculture to manufacturing, 
construction, and service sectors. In 2005, revenue from these sectors accounted for 74% of 
gross domestic product (GDP). The average GDP has risen 9.7% since 2000 and the overall 
rate of poverty has been halved to 5% since 2000. Approximately 6.8% of households have a 
telephone and 90% have access to television. However, Phu Tho is still a poor province given 
its low economic starting point for development.  
 
B. Current HIV/AIDS Situation 
 
3. At the end of August 2005, the Provincial Administration of HIV/AIDS Prevention and 
Control had recorded 975 HIV positive people in the province. Of these, 190 had progressed to 
full blown AIDS and 147 had died. The actual prevalence of HIV/AIDS in Phu Tho in 2005 is 
estimated to be approximately 3,150 people, representing 0.23% of the total population. 
Approximately 90% of those infected are young males.  
 
C. The Risks for HIV Transmission among the Youth of Phu Tho 
 
4. Unemployment. The unemployment rate for the province is 7.6%, from an available 
workforce of 670,000 people of which 190,000 are aged 18–24. 
 
5. Mobility. Although 85% of Phu Tho residents live in rural or mountainous areas, many 
leave for other cities and/or provinces to look for work. In one of the poorest mountainous 
districts of Cam Khe, more than 30 people who had been, or had relations with, migrant 
workers, were found to be HIV positive.  
 
6. Industrialization. There are five main industrial zones that include a fertilizer plant and 
a paper mill. Industrial enterprises employ nearly 70,000 workers or 11% of the workforce. Most 
of these are young people living away from home for extended periods. 
 
7. Tourism. Sites such as the Hung Temple, and the annual Hung festival attract millions 
of tourists. There are 70 restaurants and hotels employing thousands of workers, most of them 
are young women.  
 
8. Drugs. Phu Tho is recognized as a hot spot for illicit drug use and sex work. There are 
over 1,300 residents in rehabilitation centers, of which 73% are aged 15–35 years, and most of 
them are male.  
 
D. Provincial Strategy on HIV/AIDS and Action Plan to 2010 
 
9. To implement the national HIV/AIDS strategy, Phu Tho has developed an action plan. 
The goal is to keep prevalence of HIV/AIDS under 0.3% prevalence by 2010 with no further 
increase after 2010, and to reduce the harm caused by HIV/AIDS infection. 
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10. The main agencies involved in HIV/AIDS prevention for young people in Phu Tho are the 
Department of Health, the provincial committee for population family and children, the 
Department of Culture and Information, the Department of Education and Training, the 
provincial police, the Department of Labor Invalids and Social Affairs, mass media agencies 
(particularly provincial TV and radio stations) and mass organizations (e.g., the Provincial 
Father Land Front, Women’s Union, Farmers’ Union, and Youth Union). 
 
11. Support of Government and Donors on HIV/AIDS. Phu Tho‘s budget is able to meet 
only one third of its estimated HIV/AIDS program needs and it looks for the financial support 
from the central Government. To date, three international agencies have implemented projects 
in Phu Tho, but these projects are all now finished (Table A6).  
 

Table A6: Previous HIV/AIDS Projects in Phu Tho Province 
 

Organization Implementing Site Target Groups Period 
    

Global Fund to Fight  
AIDS, Tuberculosis 
and Malaria 

Phu Ninh, Cam Khe, Viet 
Tri, Phu Tho, and Doan 
Hung 

Health care for 
villages and PLWHA 

2004–2005 

ICCO (Dutch NGO) Viet Tri (3 wards) PLWHA 2004–2005 
Plan International Cam Khe (1 village) Health care for 

villages and PLWHA 
2005 

AIDS = acquired immunodeficiency syndrome, HIV/AIDS = human immunodeficiency virus/acquired 
immunodeficiency syndrome, ICCO = Interchurch Organisation for Development Cooperation, PLWHA = 
people living with HIV/AIDS, TB = tuberculosis. 
Source: Provincial officials. 
 

D. The Project Proposal 
 
12. Goal and Objectives. To achieve the goal of the Phu Tho provincial strategy on 
HIV/AIDS prevention 2010–2020—to keep prevalence below 0.3% with no further increase after 
2010. The specific objective is to reduce the risk of HIV/AIDS transmission in young people 
aged 14–25 through behavior change communication programs. 
 
13. Project Sites. Viet Tri city and Cam Khe district have been nominated based on 
assessment criteria that included the population of young people, presence of education 
centers, developing industrial zones, tourism, HIV prevalence, and the capacity of local 
institutions. Viet Tri is the capital of the province and has the highest number of HIV-infected 
people. Cam Khe is a poor mountainous district, with 200 households and 1,000 ethnic minority 
residents, a high rate of migration, and a large number of HIV infections. 
 
14. Target Groups. The target group is young people 15–24. Specific interventions will 
focus on subgroups, including street youth, workers in industrial zones, and youth in vocational 
training centers and service industries, sex workers, and injecting drug users. Indirect targets 
are people who have influence on youth such as parents and teachers. 
 
E. Outputs from Proposed Project Activities 
 
15. Component 1: Leadership Advocacy and Strategy Development.  
 

(i) Advocacy materials produced by the project management unit distributed to 
provincial party, state, and people’s council leaders at different levels. 

(ii) Party and state leaders at different levels support the project components by 
making decisions and decrees. 

(iii) A mechanism for the involvement of youth established and implemented. 
(iv) Youth-related issues and HIV/AIDS brought into the development phase of 

programs, policy, project components, and annual plan of the province.  
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(v) The budget for HIV/AIDS increased from both province and community. 
 
16. Component 2: Mass Media and Interpersonal Communication Materials. 
 

(i) Target groups reached by TV drama series, advertising spots, phone hot-line, 
websites, etc. with special attention to reaching people in remote mountainous 
areas such as Cam Khe district (where some areas do not receive the national 
TV network signal). 

 
17. Component 3: Community-Based HIV/AIDS Prevention 
 

(i) Subcomponent 1: harm reduction outreach for high-risk settings. 
(a) A VCT center established in Viet Tri City providing clients with condoms 

and free communication materials. 
(b) People living with HIV/AIDs, IDUs, and sex workers acting as peer 

educators to mobilize their peers to have testing and counseling.   
(c) Needles and condoms distributed by peer educators; people who wish to 

give up drugs reached though community-based rehabilitation programs. 
 

(ii) Subcomponent 2: peer education and interpersonal communication programs for 
vulnerable youth. 

(a) 10 teachers of Sympathy classes and 10 teachers of vocational training 
centers trained to become resource persons on HIV/AIDS prevention and 
life skills. 

(b) 300 peer educators representing the target groups trained on HIV/AIDS 
prevention.  

(c) Condoms distributed among the target groups. 
 

(iii) Subcomponent 3: primary prevention for parents and community workers and 
youth in secondary schools. 
(a) Teaching aids and IPC materials distributed to two secondary schools 

and one teachers’ college and to community workers and parents. 
(b) Communication equipment made available in schools and community 

settings. 
(c) Education about HIV/AIDS delivered to students of three schools in Viet 

Tri (National Ethnic University, Economic Skill Training School, Food-
Processing Training School). 

(d) 100 teachers of four upper secondary schools in Viet Tri and Cam Khe 
equipped with knowledge on HIV/AIDS and expertise to use teaching aid 
materials to integrate HIV/AIDS-related subjects into the formal 
curriculum. 

(e) 100 community workers equipped with competencies such as the 
effective use of IPC materials and counseling methods for adult learners, 
HIV/AIDS and STI knowledge, tools to reduce stigma and discrimination, 
effective parenting, gender awareness, and “first aid” for drug users.  

(f) 822 classes (300 classes in Viet Tri, 522 in Cam Khe) organized by the 
community workers for 24,000 parents.  

 
18. Component 4: Capacity Building and Project Management.  
 

(i) A management mechanism to ensure the agreed implementation progress 
established and implemented. 

(ii) Project officers are capable to support implementing partners and technical 
assistance for monitoring and evaluation. 
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GENDER STRATEGY 
 
1. The HIV/AIDS Prevention among Youth Project will have a specific focus on gender 
issues which are inherent to HIV/AIDS risk and prevention in Viet Nam. All project activities, 
particularly the mass media campaign, will specifically address the gender norms, including 
those related to interpersonal relationships, empowerment, and social expectations that affect 
an individual's risk of HIV/AIDS infection. Both men and women will be covered, as there are 
specific features of HIV/AIDS risk that are associated with each sex. A gender strategy has 
been prepared to highlight and enunciate this focus, and to ensure sustainable targets and 
indicators for project implementation, monitoring, and evaluation are adhered to. 
 
A. Gender and HIV/AIDS in Viet Nam 
 
2. As in most countries, gender plays an important role in HIV risk in Viet Nam. Girls and 
women have greater vulnerability to infection because of biological factors which include easier 
male–female transmission, especially in younger women, and the fact that sexually transmitted 
infections (STI) which increase the risk of HIV infection tend to be less symptomatic (and less 
likely to be treated) in women. Girls and women are more likely to be trafficked and become sex 
workers. The illegality of sex work in Viet Nam means sex workers cannot easily insist clients 
use condoms, despite the target of 100% condom use in the National HIV/AIDS Strategy. 
Moreover, condoms are unpopular in Viet Nam, even among youth. They are perceived as 
reducing sensation, but are also considered symbols of immorality for anyone who carries 
them.1  
 
3. Gender roles are quite sharply delineated in Viet Nam. Traditional Confucian values for 
women and girls are refinement, self-sacrifice, and obedience, and a focus on home and family. 
Men should be active outside, make key decisions, and engage socially with other men.2 
Women’s home-based role means they are considered responsible for the family’s social and 
moral conduct.  
 
4. It is estimated that women and girls bear about 75% of the burden of caring for those 
sick with AIDS.3 Household income spent on health care means less available for nutrition and 
education, where women and girls already lack access compared with men. At this stage, most 
people dying from AIDS in Viet Nam are male; their deaths often leave households headed by 
women. 
 
5. While girls and women do face specific and increasing risks related to HIV, the 
overwhelming majority of infections in Viet Nam have occurred among boys and men. Concepts 
of masculinity promote risk-taking and discourage self-care. Vietnamese males are more likely 
to use drugs. This largely explains the disparity between the sexes in infection rates. Moreover, 
males use sex workers and often do not use condoms with casual partners or with wives. 
Unemployed young men spend more time outside the home with friends, and thus more readily 
become involved in drug use. Unemployed young women spend most of their time at home, 
largely to do housework, but also because parents give them less freedom; therefore, they are 
less likely to engage in risky behavior. 
 
6. Despite its obvious role in defining the risk of HIV infection, a consideration of, and 
specific features that address, gender have been almost completely absent from prevention 
                                                 
1 Ministry of Health. 2005. Survey Assessment of Vietnamese Youth (SAVY). With GSO, UNICEF and WHO. Hanoi. 
2 Jamieson, N. 2003. Understanding Vietnam. University of California Press: Berkeley. 
3 UNDP. 2003. A Preliminary Note: Socio-economic impact of HIV/AIDS in Vietnam. Available: 

http://www.undp.org.vn/undp/docs/2003/seimpact/seimpacte.pdf. 
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programs. While awareness of gender equity is high, there is little awareness of the risks for 
both sexes from normative gender roles. There is a widely identified need for more public 
discussion of these norms and for programs for youth that address gender-related risks. 
 
B. Project Scope  
 
7. The Project will aim to expand the life skills of young women, especially when they have 
a lower level of education, or are from disadvantaged or ethnic minority groups. Young men and 
women will be included in all stages of the formative research and special attention will be paid 
to eliciting the views of young girls and women separately and in confidence given the sensitivity 
of issues surrounding reproductive health and sexuality. Issues specific to young men, their 
vulnerability and risk behaviors, will also be included in the project design, both to help identify 
and challenge gender norms and to use their expertise to engage effectively with target groups 
of marginalized young men. The Project calls for equal representation of male and female 
young people in all phases, beginning with the formative research that will underpin the mass 
media components that are central to the Project. This initial work will identify the different 
circumstances and opportunities for young men and women and how they can be influenced to 
modify their knowledge, attitudes, and risk behaviors in relation to HIV/AIDS.  
 
C. Implementation Arrangements 
 
8. Implementation arrangements and estimated costs of the gender strategy are part of 
the overall project arrangements and total budget, as women are among the Project’s primary 
beneficiaries. Each provincial action plan shall include a gender analysis and a gender action 
plan (GAP) based on the gender strategy. The vice director of the PMU will be designated as 
the gender focal point, responsible for ensuring all aspects of the GAP are accounted for 
throughout the Project’s implementation.4 Each provincial project management unit will have a 
gender focal person who will receive training in gender-related issues. NGOs will have 
experience and expertise in working with a gender focus. 
 
9. Monitoring of the gender strategy is incorporated in the overall system for the Project 
and will include gender-disaggregated data in all instances of data gathering and research. 
Quarterly and annual reports shall include a specific summary of progress toward implementing 
each GAP, which shall be examined during midterm review. Adjustments, if necessary, will be 
made to the gender strategy during implementation. 
 
D. Project Benefits and Implementation Impact 
 
10. Achievement of project goal and purpose (reducing transmission and transmission risk) 
will confer direct and indirect benefits on both sexes and release girls and women from the costs 
of caring, and losing, family members, and from the financial, emotional, and psychological 
harm of stigma. It will further prevent male–female and mother-to-child transmission, with 
profound implications for productivity and earning capacity, as well as emotional health. 
 
11. Young men and women (including people living with HIV/AIDS) involved in 
implementing the Project will benefit from the acquisition of skills for future employment, and, for 
some, paid work during the Project’s lifetime. Through involvement in monitoring and evaluation, 
they will learn new skills, and, through data gathering and analysis, achieve a deeper 
understanding of the role and influence of gender norms. 

                                                 
4 An alternate shall be nominated to ADB in case of any change in the person in this position during implementation.  



 
Table A7: Gender Action Plan 

 

Project 
Component Objectives Activities Target 

Groups Indicators Responsibility Timing 

Component 1: Leadership and Strategy Support for HIV/AIDS Prevention Among Youth 
1.1. 
Strengthening 
capacity of 
leaders 

•To increase awareness 
and support for 
HIV/AIDS prevention 
among youth  

•To support national 
HIV/AIDS strategy 

•  Develop information packages with 
modules on females, their vulnerabilities 
and risk behaviors related to HIV/AIDS. 

•  Conduct workshops at all administration 
levels 

Leaders 
(e.g., party, 
government 
officials) 

• 100% of information packages 
contain individual information sheets 
on female youth, ethnic minorities, 
and HIV/AIDS 

• At least 30% female workshop 
participants 

PMU and MOH 
and/or VAAC 

Annual 
revision 
work-shops 
2x/yr  

1.2. Support 
studies on 
youth, 
HIV/AIDS 
vulnerability 
and risk 
behaviors 

To collect and analyze 
different issues related 
to youth and HIV/AIDS 

Studies include focus on female youth of 
different ages, ethnicity, and marital status 

Young 
women from 
different 
ethnic groups 
(ages 15–24) 
 

• 100% of studies provide evidence on 
the differences in vulnerability and 
risk for male and female youth 

• Developed implementation guidelines 
on female youth and HIV/AIDS 

PMU and 
PPMUs, guided 
by the project 
steering 
committee. 

Year 2 and 
Year 3 

1.3. Support 
SAVY II 

To support activities for 
the second SAVY  

Conduct survey of about 8,000 youth 
(ages 15–24) 

Young 
women (ages 
15–24) 

• 50% of sample is female. 
• Reports present gender-

disaggregated information for youth 
and HIV/AIDS 

MOH and/or 
VAAC; World 
Health 
Organization 

Year2 and 
Year 3 

Component 2: National Mass Media Program for Behavior Change 
2.1. Contract 
media agency 

To contract media 
agency to develop and 
implement component 2 

• Mobilize a working team to develop 
content and/or disseminate information. 

• Participate in gender awareness training. 

Members of 
working team 

• At least 30% of team will be female 
(to be checked in technical 
proposals) 

• Number of female participants in 
gender awareness training 

PMU Technical 
proposals 
before 
activities  

2.2. Develop 
and produce a 
national 
television 
drama series 
(Vietnam 
Television) 

To reduce the risk of 
HIV/AIDS infection for 
women and girls by 
informing them of 
various risk factors and 
by influencing the 
attitudes and behaviors 
of men and boys 

• Conduct gender-disaggregated focus-
group discussions for content 
development. 

• Broadcast TV dramas at times that are 
conducive to young men and women’s 
viewing. 

• Develop drama content that addresses 
particular vulnerabilities and risks for 
females and males, including differences 
in stigma and discrimination.  

• Develop drama episodes that target the 
vulnerabilities and risks that female youth 
face at different ages. 

• Facilitate viewing of dramas in different 
establishments.  

General 
population 

• At least 30% of episodes per year 
focus on gender-specific topics 

• At least 30% of total episodes per 
year target mainstream young 
women (e.g., in education, economic 
autonomy, and political 
representation) 

• At least 30% of total episodes per 
year target female youth in 
vulnerable situations (e.g., restaurant 
and service industries, and factories) 

• At least 30% of total episodes per 
year target female youth in high-risk 
situations 

• At least 10% of total episodes per 
year address MCT as a transmission 
route 

• Percent of viewers that are young 
women 

Media agency, 
PMU, 
MOH/VAAC 

Once a 
week and 
one repeat 
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Project 
Component Objectives Activities Target 

Groups Indicators Responsibility Timing 

2.3. Develop 
and produce a 
national radio 
phone-in 
program  

• To provide feedback 
on the interpretation of 
messages in TV 
shows  

• To provide 
opportunities for 
interactive dialogue  

• Broadcast radio phone-in programs at 
times conducive to women’s 
participation 

• Promotional material for radio phone-in 
programs encourage the participation of 
female youth and address gender 
obstacles 

Female youth 
for phone-ins 

• Timing of programs enable a 
minimum of 50% of phone-ins to be 
from female youth 

• Types of promotional materials for 
encouraging female youth 

 

Media agency, 
PMU, and MOH 
and/or VAAC 

Broadcast 
after each 
TV drama 

2.4. Develop 
print media 
materials and 
IPC materials 

To complement and 
enhance the messages 
of television and radio 
programs with print 
material 

• Assess past HIV/AIDS materials 
developed for females and ethnic 
minorities based on literacy levels. 

• Develop materials aimed at BCC. 
• Field-test materials in gender-

disaggregated focus groups 

Female and 
male youth of 
different ages 
and 
ethnicities 

• Frequency of articles on HIV/AIDS 
and female youth in 
newspapers/magazines 

• Types and/or topics of print media 
materials 

• IPC materials equally respond to 
male and female youth (component 3) 

Media agency, 
PMU, MOH 
and/or VAAC 
with NGO(s) for 
component 3 

Year 2, 
Year 3, and 
Year 4 

Component 3: Community-Based HIV/AIDS Prevention Resources for Youth 
3.1. 
Recruitment of 
NGOs or mass 
organizations 
for 
implementation 

To ensure 
implementation 
agencies for component 
3 operate in partnership 
with local mass 
organizations and/or 
NGOs and in a gender-
sensitive manner  

• NGOs demonstrate local partnerships 
with VWU and VYU in technical 
proposals. 

• Project management training, as 
required, for implementing mass 
organizations or NGOs 

• Gender awareness training for mass 
organizations or NGOs 

NGOs and 
mass 
organizations 

•100% of NGOs show evidence of 
local partnerships with mass 
organizations in technical proposals, 
and experience working with female 
and/or youth 

•100% of implementing agencies are 
trained in project management and 
gender awareness 

•At least 50% of team is female youth 

PPMUs To be 
indicated in 
proposals 
during Year 
1, Q3 and 
Q4 

3.2. Provincial 
action plans 

To revise and develop 
provincial action plans 
(Component 3) 

• Revise existing and/or prepare new 
provincial action plans to include a 
gender analysis/GAP. 

Female youth 
in high-risk 
situations 

•  Each provincial action plan contains 
a gender analysis and an adapted 
GAO. 

PPMU, NGOs, 
and mass 
organizations  

Year 1 

3.3. Harm-
reduction 
outreach 
services 

To support 
comprehensive harm-
reduction services that 
provide condoms, clean 
needles for IDUs, and 
VCT services  
 
 

• Provide services in locations with high 
access for, and at times conducive to, 
young women 

• Support harm-reduction services and 
VCT in anonymous and confidential 
settings, especially for young women 

• Develop a separate module for 
delivering peer education, including 
revisions of existing programs, with 
sufficient female peer educators 

• Provide male and female condoms. 
• Provide referral to family planning and 

reproductive health services as well as 
to counseling, treatment, and care as 
required 

Female youth 
in high-risk 
situations  

•  Developed a separate module for 
delivering peer education for females 

•  No. of female peer educators 
•  Topics of peer education delivered  
•  No. of female condoms distributed 
•  No. of women participating in VCT 
•  No. of women seeking clean needles 
•  100% of harm reduction services, 

including VCT, are available in 
private, anonymous, and confidential 

•  No. of referrals made to HIV/AIDS 
counseling and treatment and care 
services  

•  No. of referrals made to family 
planning and reproductive health 
services 

 
 

PPMU, MOH 
and/or VAAC, 
NGOs, and mass 
organizations all 
with support from 
Department of 
Health 

Year 2, 
Year 3, and 
Year 4 
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Project 
Component Objectives Activities Target 

Groups Indicators Responsibility Timing 

3.4. HIV 
prevention for 
vulnerable 
youth 

To target BCC and IPC 
interventions, including 
life skills training and 
peer education, through 
youth-focused locations 
(e.g., worksites, 
vocational training, or 
job-recruitment centers) 

• Review IPC materials (under component 
2) for suitability. 

• Develop module for peer education, life 
skills training, and livelihoods support 
for females.  

• Include locations that are frequently 
visited by young women and where 
women are most vulnerable (e.g., job-
recruitment centers, factories, 
construction worksites, cross-border 
areas, restaurants, and bars) 

Female youth 
that are 
vulnerable 
due to 
migration, 
school drop-
out and, 
employment 
(e.g. 
factories) 

•  Developed a separate module for 
delivering training to young women 
on peer education, life skills, and 
livelihoods 

•  No. of female-only training sessions  
•  No. of females seeking life skills 

training  
•  No. of females in peer education  
•  No of job-recruitment centers, 

restaurants, and bars with 
information on risks and 
vulnerabilities of HIV/AIDS and 
trafficking 

PPMU, MOH 
and/or VAAC, 
NGOs, and mass 
organizations in 
collaboration with 
the media 
agency (IPC 
materials in 
component 2) 

Year 2, 
Year 3, and 
Year 4 

3.5. Primary 
prevention for 
youth and 
families 

To build the resilience 
of youth and enhance 
their capacity to protect 
themselves and make 
choices to avoid high-
risk behaviors 
 

• Develop a special module for peer 
education and life skills training 
programs for females and families 

• Support curriculum development 
includes information for young women 
of different ages and ethnic groups 

• Outreach programs for parents are 
different for females and males 

Female youth 
who are 
currently at 
low risk; and 
their families 

• Developed a separate module for 
delivering training to young women 
on peer education and life skills  

• Curriculum development includes a 
separate module and/or section on 
gender-based power relationships, 
vulnerabilities, and risks 

• Community-based collaborator 
outreach programs include at least 
50% women 

PPMU, MOH 
and/or VAAC, 
NGOs, and mass 
organizations 
with support from 
MOET 

Year 2, 
Year 3, and 
Year 4 

Component 4: Project Management 
4.1. Social 
development 
advisor (6 
person-months)  

To assist in 
implementing social 
development issues 

• Support PMU and/or PPMU to 
implement GAP 

• Work with PPMUs to develop provincial 
action plans 

Social 
Development 
Advisor 

• Progress reports with updates on 
GAP 

• 100% of provincial action plans 
include a GAP and, if applicable, an 
EMAF 

PMU and/or 
PPMU 

Early with 
phased 
inputs 

4.2. Monitoring 
and evaluation 

To monitor and 
evaluate project 
interventions 

• Indicators disaggregated by gender 
and/or ethnicity 

• Disaggregate monitoring information by 
vulnerabilities and risks for female 
and/or male youth 

• Provide training on collecting and 
gender-disaggregated data and 
information using gender indicators 

PMU, PPMU, 
NGOs, mass 
organizations 
media 
agency, and 
community  

• No. of indicators in the project 
performance management system 
that require gender-specific data 

• At least 30% of women participate in 
training 

Social 
development 
advisor and/or 
monitoring and 
evaluation 
advisor 

Within 3 
months of 
the start of 
the Project 

4.3. Project 
management 
structure 

To ensure the project 
management structure 
is gender-balanced 

• Designate official in PMU and each 
PPMU to implement GAP and EMAF 

• Equal no. of females in the PMU and 
PPMUs  

PMU and 
PPMU 

• Nominate person in the PMU and 
PPMU who is responsible for the GAP 
and EMAF 

• At least 50% of PMU and PPMU staff 
female 

PMU, PPMU, 
and project 
steering 
committee 

Before 
effective-
ness 

BCC = behavior change communication, EMAF = ethnic minority action framework, GAP = gender action plan, HIV/AIDS = human immunodeficiency virus/acquired immunodeficiency 
syndrome, IDU = injecting drug user, IPC = interpersonal communication, KAP = knowledge, attitudes, and practices, MCT = mother-to-child transmission, MOH/VAAC = Ministry of 
Health/Viet Nam Administration of HIV/AIDS Control, MOET = Ministry of Education and Training, NGO = nongovernment organization, No. = number, PMU = project management unit, 
PPMU = provincial project management unit, TV = television, VCT = voluntary counseling and testing.,  
Source: staff estimates. 
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DETAILED COST ESTIMATES 
 

Table A8.1: Detailed Cost Estimates by Expenditure Category 
($ million) 

 
 ADB Total 

Item FX LC Total 
Cost Govt. FX LC Total 

Cost 

A. Support for National Leadership and Strategy 
Implementation for HIV/AIDS and Youth.        

Subtotal (A) 0.3 1.5 1.8 0.3 0.3 1.8 2.1 
        
B. Mass Media and IPC Materials        
 1. Production and broadcasting of BCC materials        
  a. TV production and broadcasting 1.0 2.7 3.7 1.6 1.0 4.3 5.3 
  b. Radio production and weekly provincial  
   phone in shows 0.3 1.7 2.0 0.2 0.3 1.8 2.1 
  c. Formative research + print publications 0.7 0.2 0.9 0.2 0.7 0.5 1.2 
 2. IPC materials and dissemination 0.0 0.3 0.3 0.0 0.0 0.3 0.3 
 3. Media agency operations 0.0 0.5 0.5 0.0 0.0 0.5 0.5 

Subtotal (B) 2.0 5.4 7.4 2.0 2.0 7.4 9.4 
        
C. Community-Based HIV/AIDS Prevention Services 
 and Outreach        
 1. Harm-reduction outreach services  0.0 2.3 2.3 0.0 0.0 2.3 2.3 
 2. HIV prevention for vulnerable youth 0.0 2.5 2.5 0.3 0.0 2.8 2.8 
 3. Primary prevention for youth and families 0.4 2.4 2.8 0.5 0.3 3.0 3.4 

Subtotal (C) 0.4 7.2 7.6 0.8 0.3 8.1 8.4 
        
D. Project Management, Monitoring, and Evaluation 
 and Capacity Building.        
 1. PMU, national M&E, and capacity building 0.7 0.4 1.1 0.4 0.8 0.8 1.6 
 2. PPMU 0.0 0.1 0.1 1.7 0.0 1.8 1.7 

Subtotal (D) 0.7 0.5 1.2 2.1 0.8 2.6 3.3 
        
Contingencies a 0.3 1.7 2.0 0.4 0.4 2.0 2.4 
        
Taxes and Duties b 0.0 0.0 0.0 1.1 0.0 1.1 1.1 
        

Total 3.7 16.3 20.0 6.7 3.7 23.0 26.7 
        
ADB = Asian Development Bank, BCC = behavior change communication, FX = foreign exchange, Govt = Government, 
HIV/AIDS = human immunodeficiency virus/acquired immunodeficiency syndrome, IPC = interpersonal communication, LC = 
local currency, M&E = monitoring and evaluation, PMU = project management unit, PPMU = provincial project management 
unit, TV = television. 
a Physical component estimated at 3% for training, communication materials, travel, research, and operations, and 10% for 

consulting services. Price component estimated at 5% of local costs and 0% of foreign exchange costs. 
b  Estimated at 9% for general equipment and 155% for vehicle. 
Source: Asian Development Bank estimates. 
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Table A8.2: Detailed Grant Cost Estimates by Financing Source 
($ million) 

 
ADB Government  Item 

FX LC Subtotal FX LC Total 
A. Base Cost        
1. Equipment (including vehicle) 0.5 0.1 0.6 0.0 - 0.6 
2. Surveys and Evaluations 0.0 0.6 0.6 0.0 0.2 0.8 
3. Training, Workshops and Study Tours 0.2 4.6 4.8 0.0 0.8 5.6 
4. Mass Media BCC and IPC Activities 0.0 5.0 5.0 0.0 2.1 7.1 
5. Community NGO BCC Contractinga 0.0 2.8 2.8 0.0 - 2.8 
6. Materials Production and Distribution - 0.9 0.9 0.0 - 0.9 
7. Consulting Services       

a. International Consultants 2.7 - 2.6 0.0 - 2.6 
b. National Consultants 0.0 0.5 0.5 0.0 - 0.5 

Subtotal (A8) 2.6 0.5 3.1 0.0 - 3.1 
8. Project Management      - 

a. Central Project Management Unit - 0.2 0.2 0.0 0.4 0.6 
b. Provincial Project Management Units - 0.0 0.0 0.0 1.7 1.7 

Subtotal (A9) - 0.2 0.2 0.0 2.1 2.3 
       

Subtotal (A) 3.3 14.7 18.0 0.0 5.2 23.2 
     - - 
Taxes and Duties - - - 0.0 1.1 1.1 
     - - 
B. Contingencies      - - 
1.   Physical  0.2 0.5 0.7 0.0 0.1 0.8 
2.   Price  0.2 1.1 1.3 0.0 0.3 1.6 

Subtotal (B)       
       

Total 3.7 16.3 20.0 0.0 6.7 26.7 
ADB = Asian Development Bank, BCC = behavior change communication, FX = foreign exchange, Govt. = 
government, IPC = interpersonal communication, LC = local currency, NGO = nongovernment organization. 
a Includes Ministry of Health blood testing. 
Source: Asian Development Bank estimates. 
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Figure A9.1: Indicative Organizational Diagram 
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DOET = Department of Education and Training, DOH = Department of Health, MOET = Ministry of Education and 
Training, MOF = Ministry of Finance, MOH = Ministry of Health, MPI = Ministry of Planning and Investment, PAC = 
Provincial AIDS Committee, PCPFC = Provincial Commission for Population Family and Children, PMU = project 
management unit, PPMU = provincial project management unit, SBV = State Bank of Vietnam, VCPFC = Viet Nam 
Commission for Population Family and Children, VAAC = Vietnam Administration for AIDS Control, VWU = Vietnam 
Women’s Union, YU = Youth Union. 
Source: Asian Development Bank estimates. 
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Notes: 
1. Withdrawal application for approval by the Asian Development Bank (ADB) for liquidation and replenishment of the 
imprest fund account. 
2. ADB remits funds for replenishment to the imprest fund account maintained in the designated depository bank. 
3. Dollar payments to foreign suppliers and/or contractors from ADB (dollar account). 
4. Payments to local and foreign suppliers/contractors from the imprest account. 
5. Funds transfer from the central level (first generation) imprest account to the Provincial Treasury imprest account (where 
its creation has been deemed appropriate by PMU and ADB based on a case-to-case assessment of PPMU capacity for 
administration). 
6. Payment to local suppliers and/or contractors from the Provincial Treasury imprest account as requested by the PPMU 
with supporting documentation. 
7. The PPMU submits a report of liquidation and/or request for replenishment to the PMU through the Provincial Treasury. 
* If the Provincial Treasury is unable to operate a second generation imprest account, the PMU will use a sub-imprest 
account for that province. 
Source: Asian Development Bank estimates. 

Figure A9.2: Indicative Fund Flow Diagram 
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IMPLEMENTATION SCHEDULE 
 

  
  

Year 1 Year 2 Year 3 Year 4 Year 5 Year 
6 Activity 

Q
1

Q
2

Q
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Q
4

Q
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Q
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Q
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Q
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Q
1 

Q
2

Q
3

Q
4

Q
1 

Q
2 

Q
3 

Q
4 

Q
1 

Q
2

Q
3

Q
4 Q1 Q2

Component 1: Leadership and Strategy Support                       
At National Level                       
Appointment of the Youth Policy & HIV/AIDS Advisor                       
Development of the advocacy plan for the first two 
years                       

Youth related issues published in magazines and 
websites                       

National dissemination workshop                       
Young people attend international conferences on 
youth                       

Second SAVY study and 2 other youth-focused 
research studies                       

At Provincial Level                       
Awareness-raising workshop with provincial authorities                       
Workshops with project implementing partners and 
service providers                       

Policy makers forum and community leaders and/or 
youth meetings                       

Young people attend regional or national level 
conferences                       

  
Component 2: Mass Media and IPC Materials                       
Contract agency to implement and/or manage 
Component 2                       

Formative and/or baseline research                       
Develop mass media and IPC material production 
plans                       

Recruitment and training of TV production staff                       
TV drama story and script development                       
Production and broadcast of TV drama                       
Monitoring of TV drama and/or qualitative research                       
Provincial radio phone-in program development                       
Broadcast of provincial radio phone-in program with 
monitoring                       

Regular publication of print articles and columns                       
Design and production of IPC materials                       
Monitor distribution, use, and impact of IPC materials                       
Develop website and monitor usage for feedback 
and/or modification                       

Establishment of IPC materials clearinghouse                       
Training of EA staff for clearinghouse management                       
Training for print, TV, and radio journalists                       
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Component 3: Community Based HIV/AIDS 
Prevention  

Formative studies                       
In subsequent ten provinces                       
Contract with NGO(s) to establish VCT services in first 
five provinces 

                      

Contract with NGO(s) to establish VCT services in 
next 10 provinces                       

VCT service operational in first five provinces                       
VCT service operation in the subsequent 10 provinces                       
Identify and contract NGO(s) to manage training                       
HIV prevention education and harm reduction for 
vulnerable youth, school youth, parents, and 
community collaborators 

 
  

                   

                       
  
Component 4: Project Management                       
PMU and PPMU established with funds transferred                       
Annual budgets and transfer funds to agencies and 
PPMU accounts                       

International advisers: youth policy, M&E, and capacity 
building                       

Develop project M&E framework and reporting system                       
Baseline survey, midterm and final evaluation report                        
Project close and final account audit                       
IPC = interpersonal communication, M&E = monitoring and evaluation, NGO = nongovernment organization, PPMU= 
provincial project management unit, SAVY = Survey Assessment of Vietnamese Youth; VCT= voluntary counseling 
and testing. 
Source: Asian Development Bank estimates.  
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INDICATIVE PROCUREMENT PLAN 
 

A. Individual consultant services 
 
1. International and domestic individual consultants will be recruited to bring specific 
technical expertise to the Project. The proposed individual consultant services are outlined in 
Table A11.1. There will be single source selection of WHO for the provision of youth and 
HIV/AIDS policy expertise, because of WHO’s shared objectives and experience of exceptional 
worth. WHO will supplement ADB resources to ensure consultant services are extended to 24 
months and that the international consultant has a national consultant counterpart.  
 
2. Where individual international consultants are to be engaged, the consultant shall be 
selected and engaged by the PMU in accordance with the following procedures: 
 

(a) A list of the candidates together with their qualifications, the evaluation of the 
candidates and a brief justification for the proposed selection, and a draft 
contract shall be furnished to ADB for approval before the selection of 
consultants. 

 
(b) After contract signing, ADB shall be furnished with a copy of the signed contract. 
 
(c) If any substantial amendment of the contract is proposed after its execution, the 

proposed changes shall be submitted to ADB for prior approval. 
 
3. Domestic consultants shall be recruited in consultation with ADB. 
 
B. Goods 
 
4. All goods (televisions, vehicle, condoms etc.) will be procured according to ADB’s 
Procurement Guidelines. Details on the specific methods and estimated cost of packages are in 
Table A11.2. 
 
C. Consulting and technical services firms 
 
5. Consulting and technical services firms will be contracted for a range of project inputs, 
particularly in relation to the creative inception, management and technical production of mass 
media materials (television and radio), formative and operational research, and quantitative 
surveys. Contract packages, by component, are described in Table A11.2. The management 
and technical services contract for media production (package 15, with a duration of 48 months, 
and approximately 150 person month inputs - see Table A11.2) will have the overall objective of 
managing the production of high-quality, mass media behavior change communication (BCC) 
programming and supporting interpersonal communication (IPC) materials, including all 
formative research, development of creative briefs, scripts and story-lines, pre- and post-testing 
and analysis, with the following specific outputs: 

• research for, and design of, materials to form the basis of the production of a 30–minute, 
weekly television drama (30 episodes per year); 

• research and analysis for materials to support the production of 60–minute, weekly 
provincial radio phone-in programs; 

• research and analysis for the production of supporting television and radio spots; 
• all pre-production, pre-testing and post-production aspects of electronic mass media, 

including broadcast arrangements; 
• design and development of print media materials, including weekly newspaper column, 

monthly newspaper and magazine features, press releases; 
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• materials for the project website; and 
• research and analysis for production of IPC materials for components 1 and 3. 

 
D. NGO and mass organization services 
 
6. Rationale for utilizing NGO and/or mass organization services. NGOs, including 
mass organizations such as the Women’s or Youth Unions, with experience in the delivery of 
HIV/AIDS services at the community level will be contracted to implement activities under 
component 3. NGOs and/or mass organizations should have specific experience and skills in 
targeting and reaching young people, especially those in difficult or hard-to-reach environments 
such as injecting drug users (IDUs), sex workers, clients of sex workers or people who are 
vulnerable because of their social isolation because of migration and/or work. NGOs and/or 
mass organizations offer a cost-effective mechanism for delivering services in innovative and 
flexible ways that will maximize the potential for impact among youth.  
 
7. Contracting Packages. As each of the three subcomponents has a distinct target 
group, separate organizations (mass or non-government) will be contracted for each 
subcomponent. A single NGO or mass organization will be contracted to deliver services in five 
or ten provinces according to phase 1 and phase 2 of project implementation.1 Thus there will 
be six contracts in three areas of service delivery with objectives and outputs as follows. 

(i) Youth-friendly harm reduction services, including outreach voluntary counseling 
and testing (VCT), in each project province, targeted at youth with high-risk 
behaviors and/or in high-risk settings, with the following outputs: 
• a harm reduction service, with VCT services, in a community setting; 
• technical guidance and training for counselors, nurses and laboratory 

personnel; 
• social marketing for the service, especially in venues where youth with high-

risk behaviors are likely to be reached; 
• on-going quality review of VCT through observation, reporting, training of staff; 
• links with other support programs/activities, including health services, 

community and home–based care; and 
• condoms, needles, syringes and project IPC materials distribute. 

 
(ii) Peer education and life skills programs for vulnerable youth, including street 

youth, youth working in services industries and factory workers, and a life skills 
training program for youth at vocational training or job recruitment centers with the 
following specific outputs: 
• curriculum and plan of action for each training group based on a foundation of 

formative research and existing curricula; 
• participatory training course for peer educators at provincial and district levels; 
• supervised peer education programs at the community level in a variety of 

settings with on-going support and in-service training; 
• life skills for HIV/AIDS awareness curriculum and plan of action for each 

province; 
• participatory training courses for students in vocational and job recruitment 

centers at provincial and district levels; and 
• regular monitoring and evaluation. 

 

 
1 The first three NGO contracts in three areas of service delivery will be awarded for phase 1 for activities in the five 

northern provinces, commencing activities in year 1 (see Appendix 5). The second three NGO contracts, each 
associated with a specific area of service delivery, for activities in the remaining 10 provinces will begin in year 2. 
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(iii) Training community collaborators and school-based educators in subjects that 
include interpersonal communication skills, counseling, HIV/AIDS and sexually 
transmitted infection (STI) prevention, community-based care and support for 
PLWHA, effective parenting skills, and gender awareness, with the following 
specific outputs: 
• curriculum and action plan for a training and outreach program for community 

collaborators; 
• training courses using participatory methods across nominated topics; 
• supervision of outreach program implementation, including number of 

household and school visits, community consultations, etc; and 
• regular monitoring and evaluation to ensure relevance and effectiveness. 

 
8. Selection Criteria. The selection criteria for each contract type will be adapted to the 
specific service expected under the contract but in general will include: 

(i) province-based service delivery experience in the specified area (e.g. VCT, peer 
education and outreach, training of trainers); 

(ii) HIV/AIDS-prevention-related service delivery experience in the targeted 
provinces (or provinces with similar HIV/AIDS risk circumstances); and 

(iii) experience with, and capacity for, managing internationally supported programs 
including those for financial management and reporting. 

 
9. Selection and Contracting Process. Contracts for the provision of services by NGOs 
and/or mass organizations will be competitively awarded following procedures acceptable to 
ADB. A single organization may bid on any number of contracts, but each bid will be evaluated 
independently against other bids for the same contract. The project management unit (PMU) will 
manage the selection and contracting process. A call for bids will be advertised locally and on 
ADB’s website. International NGOs will be eligible, as will local organizations. Bids will be 
evaluated based on (i) organizational capacity (expertise and resources to provide the 
nominated service as well relevant experience); (ii) the strength of the technical proposal; and 
(iii) cost. Only NGOs from ADB member countries may be awarded contracts. 
 
10. Contracts will be implemented on the basis of a lump sum contract, with quarterly 
progress payments made contingent on satisfactory contractor performance. Contracts will 
specify objectively measurable service delivery goals to which payments are linked.  
 
11. Monitoring and Review. All contractors will be required to provide regular reporting to 
the PMU according to government and ADB procedures and the reporting schedule and 
indicators set out in the contract. Contracts and services will be reviewed by ADB’s regular 
project review missions. 
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Table A11.1 Individual Consulting Services by Position and Outputs 
 

Position Person 
Months Outputs 

International Consulting Services 

Youth and HIVAIDS Advisor 
(WHO-recruited) a 24 

• Quality control on youth and HIV/AIDS focus in all project activities 
• Message development and dissemination strategies 
• Quality assurance for print media, website and mass media 
• Participatory workshops for youth at national and provincial levels 
• Research on youth in relation to reproductive health and HIV/AIDS 
• Liaison on youth policy with international partners and Government 

Monitoring and Evaluation 
Advisor 18 

• Functioning monitoring and evaluation (M&E) system for project 
• Updated project indicators consistent with national M&E framework 
• Technical support to design and conduct of base-line, mid-term and 

final studies 
• Training and coaching in M&E at provincial level for implementing 

agencies 
• Training and support for PMU and PPMU staff 
• Monitoring visits to project sites and implementing agencies 
• Coordination with MOH and technical agencies on M&E indicators 

Institutional Capacity Building 
Advisor 12 

• Management training needs analysis for PMU and PPMU staff 
• Capacity building improvement program for PMU staff 
• In-house training program for staff at the PMU within first 6 months 

of the project implementation 
• Capacity building improvement program for PPMU staff and 

provincial workshops within 12 months of provincial project activity 
• Assistance to PMU staff in phase 1 and preparations for phase 2. 

Subtotal (A) 54  
Domestic Consulting Services 

Youth Advisor (WHO-financed) a 
 24 

• Ensure youth issues are emphasized in project activities. 
• Quality assurance for media materials. 
• Collaboration with the international consultant on leadership training.
• Implementation support to project provinces. 

Social development adviser 6 • Support PMU and PPMU to implement Gender Action Plan 
• Work with PPMUs to develop provincial action plans 

Media specialist. 30 

• To collaborate with the media agency for component 2. 
• Advise on cultural issues for media materials in Viet Nam. 
• Facilitate collaboration between ministries and institutions for 

approval processes with steering committee.  
Finance, accounting and 
administration  54 • Computerized accounting and establish internal controls 

• Mid-term review support, project completion support. 
Project management systems 
specialist 18 • Project management and monitoring system 

• Support on mid-term review and project completion 
Project technical HIV/AIDS and 
youth specialist 78 • To monitor and progress activities of all project components 

Provincial technical HIV/AIDS 
specialists 150 

• To monitor technical aspects and progress for component 3 
activities at provincial level 

• Provide support on making provincial annual work-plan 
Subtotal (B) 360  
Total (A+B) 414  

HIV/AIDS = human immunodeficiency virus/acquired immune deficiency syndrome; M&E = monitoring and 
evaluation; MOH = Ministry of Health; PMU = project management unit; PPMU = provincial project management unit; 
WHO = World Health Organization. 
a Under a project implementation agreement with WHO, this international adviser position will be managed by WHO 

in close consultation with ADB and VCPFC in order to strengthen links with and support from United Nations 
agencies. The budget for this position will be supplemented by WHO resources that will extend consultant inputs to 
24 months (ADB budget covers approximately 18 months) and to support a national technical consultant whose 
terms of reference will include 75% of duties allocated to this project. 
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Table A11.2 Indicative procurement packages including goods and consulting services 
 

Ref. Contract Description (number of 
items) 

Est. Costa 
($) 

Procure-
ment 

Method 

Expected Date 
of 

Advertisement b 

Prior 
Review 

(Y/N) 

Comments 

1 Vehicle (1) 35,000 S to be determined Y - 
2 TV monitor & DVD (450) 360,000 NCB December 2006 Y Multiple 

contracts PMU 
and PPMU 

3 Office equipment 115,000 S to be determined Y Multiple 
contracts 

4 Website 104,000 NCB November 2006 Y  
5 Printing of IPC materials 200,000 NCB November 2006 Y  
6 Condoms (10 million) c 200,000 LIB February 2007 Y  
7 Needles and syringes (4 million) c 280,000 LIB February 2007 Y  
8 Development and production of 

advocacy materials 
   Y  

9 Broadcast TV spots  1,900,000 NCB October 2006 Y  
10 Broadcast radio spots 228,000 NCB October 2006 Y  
11 Print media articles 60,000 S to be determined Y  
12 Project report publication 5,000 S to be determined Y  
13 Annual audit 30,000 S to be determined Y  
14 Operational research, special topics 

emerging during implementation (2) 
60,000 CQS June 2007 Y  

15 Media program management and 
technical assistance (1) 

1,686,000 QBS June 2006 Y  

16 TV production – drama series and TV 
spots(1) 

1,785,000 QCBS October 2006 Y  

17 TV documentariesx8 (1) 96,000 CQS February 2007 Y  
18 Radio production – phone in shows, 

radio spots (1) 
1,605,000 QCBS January 2007 Y  

19 Formative research (1) 65,000 CQS to be determined Y  
20 Harm reduction outreach services 

including VCT–5 provinces (1) d 
420,000 QBS August 2006 Y  

21 Harm reduction outreach services 
including VCT–10 provinces (1) d 

630,000 QBS August 2007 Y  

22 Peer education/life skill services for 
vulnerable youth – 5 provinces (1) d 

225,000 QBS August 2006 Y  

23 Peer education/life skill services, for 
vulnerable youth – 10 provinces (1)d 

400,000 QBS August 2007 Y  

24 Community and school outreach 
services – 5 provinces (1) d 

225,000 QBS August 2006 Y  

25 Community and school outreach 
services – 10 provinces (1) d 

400,000 QBS August 2007 Y  

26 Survey assessment – baseline, 
midterm, final (1) 

120,000 CQS August 2006 Y  

CQS = consultants’ qualifications selection; DVD = digital video disc; est. = estimated; LIB = limited international 
bidding; NCB = national competitive bidding; PMU = project management unit; PPMU = provincial project management 
unit; QBS = quality-based selection; QCBS = quality- and cost-based selection; ref. = reference; S = shopping; TV = 
television; VCT = voluntary counseling and testing. 

a Rounded to nearest thousand US dollars, excludes tax and contingency. 
b All dates to be revised subject to grant approval and effectiveness dates.  
c To be purchased with technical specifications of MOH.  
d Terms of reference and recruitment to be targeted at nongovernment organizations. 
Source: Asian Development Bank estimates..
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SUMMARY POVERTY REDUCTION AND SOCIAL STRATEGY  
 

A. Linkages to the Country Poverty Analysis 
 

Is the sector identified as a national 
priority in country poverty analysis? 

 
  Yes 
    No 

 
Is the sector identified as a national priority 
in country poverty partnership agreement? 

 
 Yes 
  No 

Contribution of the sector or subsector to reduce poverty in Viet Nam: 
Sickness and poor health is a major cause of impoverishment in Viet Nam. With the exception of households in the 
highest income quintile, it is likely that all households that include a person living with HIV/AIDS will fall below the 
poverty line because of the income and expenditure effects of infection. Analysis shows that households in the third 
and fourth income quintiles who are affected by HIV/AIDS will become newly poor. Cost-effectiveness analyses rate 
HIV/AIDS prevention efforts among the best buys for public health and development in general. 
B. Poverty Analysis  Targeting Classification: Targeted intervention 
What type of poverty analysis is needed? 
By reducing the spread of HIV/AIDS and improving public health, the Project will make a positive contribution to 
reducing poverty, and the risk of poverty, through HIV/AIDS infection. This benefit extends not only to the young 
people targeted by the Project but also to families who are inevitably burdened economically and socially by the need 
to support and care for an infected family member. This benefit extends especially to women (mothers and wives) who 
are almost always the family member providing care and support. 
 
The economic effect of HIV/AIDS on households is severe and the poor are particularly at risk—both to infection itself 
and to its economic effects. The benefits of economic growth have not been evenly distributed in Viet Nam and some 
social groups have missed out on the associated benefits. The maldistribution of these growth benefits is one of the 
causes of increasing numbers of injecting drug users (IDUs) and sex workers, but it also has an effect among the 
general population. A commitment to equity in the provision of HIV preventive activities is necessary to protect the 
poor from HIV transmission and to reduce the chances of impoverishment caused by HIV/AIDS, and to reduce the 
potential social and private costs of treatment and care. The public provision of effective HIV preventive services also 
increases feelings of social security and social solidarity that have a flow-on effect in economic terms. The costs of 
health care in general, and the costs of HIV/AIDS care in particular, are a major cause of impoverishment in Viet Nam. 
Figures from the Viet Nam Household Living Standards Survey 2002 indicate that household out-of-pocket spending 
on health care accounts for at least 62% of total health expenditure.  
 
The Project will focus on populations and interventions where the impact of preventing infection will be greatest, the 
young (15–24). With their full working lives ahead of them and families to care for and support, the economic and/or 
poverty impact of HIV/AIDS infection is inevitably greatest when it occurs in this age group given the poor health and 
loss of productivity that inevitably follows. In addition, the Project will include interventions targeted at those young 
people engaged in high-risk behaviors (e.g., sex work, drug use) and those vulnerable to adopting these high-risk 
behaviors (e.g., migrants, the unemployed, and employees in high-risk sectors such as tourism), thereby increasing 
the likelihood of preventing infection and poverty. Six of the project provinces have a poverty rate greater than the 
national average. Several of the nominated provinces, including Hanoi, Danang, and Quang Ninh, have poverty rates 
among the lowest in the country. However, it must be noted that, within these provinces, those at greatest risk and 
most affected by HIV/AIDS will be among the poorest in the province. Moreover, it is widely recognized that many of 
the households most recently rising out of poverty—also at great risk for HIV infection—are only just above the poverty 
line and the impact of an HIV infection within the household could quickly see them plunge back into poverty. The 
Project will target and provide benefits to such households. 
C. Participation Process 

Is there a stakeholder analysis?   Yes    No  
A stakeholder analysis was completed during the design phase to identify and understand both the groups at risk of 
HIV infection and the potential partners in project implementation. For the potential partners, the analysis considered 
project-related interests and the ways in which the respective stakeholders can affect project feasibility and success. 
Primary stakeholders include, first and foremost, young people, as well as the VCPFC as Executing Agency, along 
with MOH/VAAC, MOLISA, and MOET. These stakeholders will play an active role in the implementation of project 
activities, and project activities in turn will have some effect on their operations. For the project activities that aim to 
develop support for the implementation of the national HIV/AIDS strategy with a youth focus, stakeholders include 
national and local government leaders and policy makers. Local and international NGOs will play a role as 
stakeholders and implementing agencies. Youth, as those at risk and targeted, will be actively involved throughout 
project activities, including as key informants for the formative research, through employment in the television and 
radio production processes, and as peer educators. Mass organizations such as the Youth Union will also be involved. 
 
Is there a participation strategy?    Yes                  No 
Participation is integrated into the overall project design. VCPFC will coordinate closely with MOH in all activities 
related to the implementation of the national HIV/AIDS strategy. The success of the mass media component, which 
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forms the centerpiece for all other project activities, will be closely related to the engagement of young people in the 
formative research and in the media production processes. The participation of other stakeholder ministries (MOLISA 
and MOET) and mass organizations (VWU and VYU) will also be critical to project success and is clearly defined in 
the project design. The engagement of families through the education processes of the PCPFC collaborators will also 
ensure broad participation at the community and family level in order to support young people as they make life 
choices (education, employment, migration, relationships, and high-risk activities) that affect their overall HIV/AIDS risk. 
D. Gender Development 
Strategy to maximize impacts on women: 
As in most countries, HIV/AIDS transmission and prevention in Viet Nam has important gender dimensions. This issue 
was considered in great depth during the design phase and featured prominently in the poverty analysis, stakeholder 
analysis, and the development of the participation strategy. Currently, 86% of all people living with HIV/AIDS are male 
(MoH 2005a), largely because the vast majority of injecting drug users are male. However, most sex workers are 
young women, and there is an increasing tendency for them to inject drugs, thus the risk profile of women is changing 
rapidly. Moreover, as more men become infected it is inevitable that the number of women infected will increase as a 
proportion of all infected as girlfriends and wives become infected by their partners. Normative gender roles are a 
central part of the risks faced by women. Women are also most likely to be the carers and supporters of infected men 
and thus bear a disproportionate share of the financial and social burden HIV/AIDS care. The achievement of the 
Project’s purpose and objectives will have benefits for both women and men. Changing the perception of women’s 
risk, gender roles (especially in social relationships), and the perception of condom use will directly benefit women. 
The messages conveyed through mass media materials, peer education, and other interpersonal communication 
outreach activities will directly address these perceptions and risks as they affect women.  
 
Has an output been prepared?     Yes    No 
A gender action plan is at Appendix 7. 
E. Social Safeguards and Other Social Risks 

 
Item 

Significant/ 
Not Significant/ 

None 

 
Strategy to Address Issues 

 

 
Plan Required 

 
Resettlement 

 Significant 
 Not significant 
 None 

The Project does not support any new civil works. Land 
acquisition and resettlement are not expected. 

 Full 
 Short 
 None 

Affordability  Significant 
 Not significant 
 None 

The Project will provide free or low cost services that are 
currently difficult to obtain or costly including VCT, 
needles, condoms, skills training, and education.  

 Yes 
  No 

Labor  Significant 
 Not significant 
 None 

Labor is not a potential issue. The Project will provide some 
employment and skills training for youth (including people 
living with HIV/AIDS) in the mass media production, peer 
education, youth-friendly harm-reduction services and 
community outreach. The Project will target youth in 
vocational training and job recruitment centers, but project 
activities will not affect their activities in these places.  

 Yes 
  No  

Indigenous 
Peoples 

 Significant 
 Not significant 
 None 

The Project will target vulnerable youth in 15 provinces 
some of which include significant ethnic minority 
populations. In these provinces, special provisions will be 
included in the provincial action plans to ensure materials 
are adapted to effectively reach ethnic minority youth at 
risk (including language adaptation and distribution 
strategies). The plan for outreach activities and peer 
education will also consider the special needs of ethnic 
minority youth at risk of HIV infection. 

 Yes 
  No 

Other Risks 
and/or 
Vulnerabilities 
 

 Significant 
 Not significant 
 None 

The Project will not have any environmental effects. Harm 
reduction hardware (needles and condoms) will be 
provided and accompanying IEC materials and peer 
education will address disposal issues.  

 Yes 
  No  

HIV/AIDS = human immunodeficiency virus/acquired immunodeficiency syndrome; IDU = injecting drug users; IEC = 
information, education, communication; MOET = Ministry of Education and Training; MOH = Ministry of Health; MOLISA = 
Ministry of Labour, War Invalids and Social Affairs; NGO = nongovernment organization; PCPFC = Provincial Committee for 
Population Family and Children; VAAC = Vietnam Administration for AIDS Control; VCPFC = Vietnam Commission for 
Population, Family and Children; VCT = voluntary counseling and testing; VWU = Vietnam Women’s Union; VYU = Vietnam 
Youth Union. 
Source: Asian Development Bank estimates. 
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SUMMARY ECONOMIC ANALYSIS 
 

A. Economic Rationale for Investing in HIV/AIDS Prevention among Youth 
 
1. The case for a strong government role in HIV/AIDS prevention is based on the lack of 
effective private demand. Public funding of HIV/AIDS prevention activities is justified both as a 
public good and by positive externalities. The services provided to the community through HIV 
prevention activities are public goods for which the consumption by a single individual or 
household does not affect the consumption choice of other individuals or households.  
 
2. The externalities associated with HIV prevention activities mean that the social benefits 
are greater than the private benefits: HIV prevention simultaneously protects the individual (from 
infection) and the community (from increased rates of transmission). Effective prevention 
reduces the social costs of, and social spending on, health due to HIV/AIDS-related care.  
 
3. The implementation of effective preventive activities will reduce the cost to government 
of HIV-related treatment and care. Moreover, effective prevention activities have a long-term, 
intergenerational impact in protecting future generations from HIV both broadly, by reducing the 
overall level of infection, and more specifically, by reducing mother-to-child transmission. Viet 
Nam has achieved significant improvements in child survival and adult productivity due to 
improved nutrition and education. HIV/AIDS potentially undermines these achievements. In the 
case of a private good, like the use of condoms, the positive externalities (reducing the risk of 
HIV transmission) are such that government subsidies to promote such behaviors are justified. 
 
4. Studies have documented the value of youth-focused behavior change programs and 
interventions, especially for youth practicing high-risk behaviors. In the case of youth-focused 
interventions in India, each avoided HIV case was estimated to cost $1,324.1 Similarly, 
interventions targeting injecting drug users (IDUs) and sex workers were found to be highly 
cost-effective. Sex worker behavior change interventions were estimated to cost between $52 
and $154 for each infection avoided while voluntary testing cost $199 per case avoided. Both of 
these interventions are in the proposed Project. Intervention costs are significantly less than the 
costs of treatment and care and the productivity loss that comes with infection and premature death.  
 
5. The nature of HIV prevention as a public good with positive externalities is reinforced by 
the absence of market mechanisms available to address the identified needs. The private 
provision of preventive services is unlikely. Insurance markets likewise will not provide cover for 
preventive programs for the reasons already established here. There is also limited, and in 
some countries, nonexistent, access to insurance markets for HIV/AIDS treatment and care. 
Even where insurance may be available in the private market, it is accessible only to the 
wealthiest people. Additionally, lack of knowledge about the disease and the availability of 
services, and the limitations in access to health services, especially among the poor, restricts 
effective demand for prevention services. 
 
B. HIV/AIDS Prevention, Equity, and Poverty Reduction 
 
6. The economic effect of HIV/AIDS on households is severe and the poor are particularly 
at risk—both to infection itself and the economic effects of the disease. The benefits of 
economic growth have not been evenly distributed in Viet Nam and some social groups have 
missed out on the associated benefits. The maldistribution of these growth benefits is one of the 
causes of increasing numbers of IDUs and sex workers, but it also has an effect on the general 
population. A commitment to equity in the provision of HIV preventive activities is necessary to 
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protect the poor from HIV transmission and to reduce the chances of impoverishment caused by 
HIV/AIDS, and to reduce the potential social and private costs of treatment and care. The public 
provision of effective HIV preventive services also acts to increase feelings of social security 
and social solidarity that have a flow-on effect in economic terms. 
 
7. The costs of health care in general, and the costs of HIV/AIDS care in particular, are a 
major cause of impoverishment in Viet Nam. Figures from the Viet Nam Household Living 
Standards Survey (VHLSS) in 2002 indicate that household out-of-pocket spending on health 
care accounts for at least 62% of total health expenditure. Moreover, financial access to health 
services is much more limited for the poor than for the wealthy. VHLSS figures indicate that the 
poorest population income quintile spends only 17% as much as the richest income quintile on 
health care annually. Financial access for the poor to treatment (for example anti-retrovirals) is 
even more limited. Equity is therefore a strong argument for public spending on HIV prevention. 
 
C. Economic Benefits of the Project 
 
8. It is anticipated that the distributional effects of project activities will especially benefit the 
poor and the vulnerable and youth. Public distribution of preventive services will have most 
benefit for people most at risk of HIV/AIDS, in this case the poor. By targeting youth, the Project 
covers the biggest group of those likely to be infected, as well as low-income groups. It will 
reduce the likelihood of impoverishment caused by health costs related to HIV/AIDS treatment 
and care. 
 
9. The 15 provinces have a combined population of approximately 14.9 million people aged 
between 15 and 49. This group will directly benefit from the strengthening of HIV/AIDS 
education and prevention, and through the dissemination of information through mass media 
and community-based distribution methods. Parents will also be project beneficiaries as they 
will be targeted by awareness-raising campaigns. 
 
10. The primary outcome will be the number of HIV infections averted. Benefits of the 
Project will also be measured in terms of reductions in the losses of productivity, morbidity, and 
mortality due to infection, including the costs of curative care.  
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ETHNIC MINORITY ISSUES AND ACTION FRAMEWORK 
 
1. An ethnic minority action framework highlights the features of the Project that will need 
to be adapted and especially designed to ensure there are benefits for young people from ethnic 
minority populations in the targeted provinces. 
 
A. Project Background 
 
2. The Viet, or Kinh, people account for 88% of Viet Nam’s population and are mostly live 
in the lowlands. There are 54 ethnic minority groups in Viet Nam. Most of their 5.5 million 
members live in mountainous areas. Major groups include the Tay (960,000 people), Hoa 
(930,000 people), Thai (770,000 people), Khmer (720,000 people), Muong (700,000 people), 
and H’mong (441,000 people). Ethnic minority groups represent about 12% of Viet Nam’s total 
population and about 28% of the total poor population. 
 
3. Geographical remoteness, lower human development levels, and slower economic 
growth affect the economic and human development of ethnic minority populations. Measures of 
health status in particular are worse for ethnic minority populations, including infant mortality 
rates that are double those of the general population. Malaria, dengue, tuberculosis, typhoid, 
and cholera also occur at higher rates than in the broader population. 
 
4. Across the region, changing trends in human migration, drug use, human trafficking, and 
the sex trade have contributed to an increased risk of acquiring HIV/AIDS. While this has 
contributed to a rapidly growing rate of HIV/AIDS infection in Viet Nam as a whole, among 
ethnic minority groups the rate of increase is even faster than the national average. In the past, 
physical isolation has offered some protection, but it has also limited access to preventive 
education programs and campaigns. This particularly affects young people, who are more likely 
to leave the remote areas to travel to provincial capitals or beyond for education or employment. 
Poor education levels and health status also increase vulnerability. Women from ethnic 
minorities are particularly vulnerable to exploitation and trafficking, and thus to the risk of 
HIV/AIDS infection. 
 
5. The features of this Project that will especially target and benefit ethnic minority groups 
have been developed based on the lessons learned from other HIV/AIDS projects that have 
targeted ethnic minority populations. In particular, the Asian Development Bank’s (ADB’s) 
project Community Action for Preventing HIV/AIDS’1 addressed the needs of ethnic minority 
groups in border areas of Viet Nam, Cambodia, and Lao People’s Democratic Republic. 
Similarly, ADB’s regional technical assistance (RETA) project on information, communication 
and technology (ICT) and HIV/AIDS preventive education2 addressed issues related to 
HIV/AIDS prevention in vulnerable groups, including ethnic minorities, using ICT and local 
languages in cross-border areas. Other RETA projects addressed prevention in mobile 
populations, including ethnic minority groups,3 and studied and developed strategies for 
improving the health and education needs of ethnic minority groups in the Greater Mekong 
Subregion.4  

 
1 ADB. 2001. Proposed Grant Assistance to the Kingdom of Cambodia, Lao People’s Democratic Republic, and 

Socialist Republic of Viet Nam for Community Action for Preventing HIV/AIDS. Manila. 
2 ADB. 2005. Technical Assistance Completion Report on ICT and HIV/AIDS Preventive Education in the Cross-

Border Areas of the Greater Mekong Subregion. Manila (TA 6083-REG). 
3 ADB. 2002. Technical Assistance Completion Report on Preventing HIV/AIDS Among Mobile Populations in the 

Greater Mekong Subregion. Manila (TA 5881-REG). 
4 ADB. 2002. Technical Assistance Completion Report on Study of the Health and Educational Needs of Ethnic 

Minorities in the Greater Mekong Subregion. Manila (TA 5794-REG). 



 Appendix 14  59

B. Legal Framework and Principles 
 
6. The ethnic minority development framework for the Project is based on Vietnamese laws 
and ADB policy on indigenous peoples. ADB’s policy on indigenous peoples aims to protect 
ethnic minorities from the adverse impacts of development, and to ensure that ethnic minority 
groups benefit from development projects and programs. The Government of Viet Nam 
recognizes that people from ethnic minorities tend to be poor and underprivileged. The 
Comprehensive Poverty Reduction and Growth Strategy for 2001–2010 sets 11 goals, 6 of 
which deal with gender and ethnic minorities in ways that relate to the objectives of the Project: 
(i) achieve better education for all; (ii) reach gender equality and empower women; (ii) combat 
HIV/AIDS, malaria, and other communicable diseases; (iv) reduce vulnerability; and 
(vi) eradicate poverty and preserve ethnic minority culture. Complementing this strategy, the 
Government has issued several decrees and guidelines that aim to reduce poverty and 
vulnerability among ethnic minority populations, including several that aim to increase access to 
health services and training courses. 
 
C. Implementation including Monitoring and Evaluation 
 
7. Although ethnic minority groups in the 15 provinces are culturally diverse and 
linguistically complex, the Project intends to research and implement a targeted and appropriate 
campaign to enhance benefits to ethnic minority populations, particularly among ethnic minority 
youth. Through consultations with young people, community leaders, parents, and groups such as 
the Youth Union, a range of actions across the project components will be implemented. 
 
8. Implementation arrangements and estimated costs of the ethnic minority action plan are 
part of the overall project arrangements and total budget. The vice director of the project 
management unit (PMU) will be designated as the ethnic minority focal point, responsible for 
ensuring all aspects of the action plan are accounted for. In provinces where ethnic minorities 
make up more than 5% of the province’s population, provincial project management units will 
also have a nominated ethnic minority focal person. Nongovernment organizations contracted to 
implement component 3 activities will all have to show evidence of some experience and in-
house expertise with ethnic-minority-focused programs. 
 
9. The monitoring of the ethnic minority action plan will be part of the overall system for the 
Project. The quarterly and annual reports will include a specific summary of progress toward 
implementing the ethnic minority action plan. The midterm review will review these updates and 
adjustments to the action plan recommended based on lessons learned and actions to date. 
 
D. Project Benefits 
 
10. The Project will seek to identify and address the specific issues of HIV/AIDS prevention 
and risk among ethnic minority youth. The communication strategy will improve the knowledge 
of HIV prevention among ethnic minority youth and aim to reduce high-risk behaviors. The 
Project will improve dialogue between young people and local and national policy makers. 
 
11. Beyond the national media campaign, the Project will target 19 million people in 15 
provinces, including approximately 220,000 members of ethnic minority groups, particularly in 
Ha Tay and Dien Bien provinces. While there are no specific data on the numbers of young 
people in the target age group from ethnic minority groups in the provincial populations, using 
the overall percentage it is likely that the Project will benefit 46,000 young people from ethnic 
minorities. This may be a conservative estimate, as it is likely the proportion of the population 
that is young in the ethnic minority population groups is greater than for the population overall. 
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Table A15: Ethnic Minority Action Framework 
 
Project 
Component  

Ethnic Minority 
Objective Actions Proposed Target Groups Responsibility 

Component 1: 
Leadership and 
strategy support for 
HIV/AIDS 
prevention among 
youth 

To increase awareness 
and understanding of 
the risks faced by 
ethnic minority young 
people around 
HIV/AIDS 

• Research activities to include component that focuses on 
issues relevant to ethnic minorities  

• Provincial and community-focused leadership outreach 
activities to actively seek out ethnic minority leaders in 
provinces with significant ethnic minority populations 

• Leaders at the 
national, provincial, 
and community 
levels 

• PMU (gender focal 
point) 

Component 2: 
Mass media and 
enhanced 
interpersonal 
communication 

To reach ethnic 
minority young and 
families with relevant 
HIV/AIDS prevention 
messages 

• Formative research to include a specific component on 
identifying issues specific to ethnic minority populations 

• Provincial radio broadcast spots to be in ethnic minority 
languages where significant population groups with a 
single language have been identified 

• Young people from 
ethnic minorities  

• Families of young 
people from ethnic 
minorities, 
particularly those 
vulnerable or at risk 

• PMU to prepare 
TORs for contractor 
and review research 
and materials 

• Mass media agency 

Component 3: 
Community-based 
HIV/AIDS 
prevention  

To reach young 
people from ethnic 
minorities and their 
families with 
HIV/AIDS-prevention 
messages, life skills 
training and materials 
for harm reduction 

• In areas where ethnic minority groups are identified as 
>5% of the population, the PPMU will work with locally 
engaged NGOs to organize orientation training for 
community facilitators to identify mechanisms for 
enhancing ethnic minority participation in, and relevance 
of, services delivered 

• Where ethnic minority groups are identified as >5% of 
the population, efforts will be made to ensure that at 
least one local NGO member is from the group and able 
to communicate easily with ethnic minority groups 

• In provinces with significant ethnic minority populations, 
relevant IPC materials will be translated into major 
languages for effective communication with parents and 
other community groups and leaders. 

• Young members of 
ethnic minorities 
that are vulnerable 
through migration, 
poor education 
levels, employment 
in high risk settings 

• Families of young 
members of ethnic 
minorities likely to 
be vulnerable or at 
risk 

• PPMU (ethnic 
minority focal points) 

• Contracted NGOs 
(ethnic minority focal 
point as required by 
contract) 

Component 4: 
Project 
management, 
capacity building, 
M&E  

To enhance the 
capacity to consider 
ethnic minority issues 
in all M&E and 
associated studies  

• Ensure ethnic minority-based themes are incorporated 
and reported across all project activities. 

 

• PMU and PPMU  
and contractors 

• National strategy 
implementers 

• PMU (ethnic minority 
focal point) 

• PPMU (ethnic 
minority focal points) 

IPC = interpersonal communication, M&E = monitoring and evaluation, MOH = Ministry of Health, NGO = nongovernment organization, PMU = project 
management unit, PPMU = provincial project management unit, TOR = terms of reference. 
Source: Staff estimates. 
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