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ABBREVIATIONS AND ACRONYMS
AIDS

Acquired immunodeficiency syndrome

ART

Antiretroviral therapy

ARV

Antiretroviral

DSD

Differentiated service delivery

EFV

Efavirenz

HBV

Hepatitis B virus

HCV

Hepatitis C virus

HIV

Human immunodeficiency virus

HPV

Human papillomavirus

IRIS

Immune reconstitution inflammatory syndrome

ITPC

International Treatment Preparedness Coalition

LGBT

Lesbian Gay Bisexual and Transgender

MSM

Men who have sex with men

PLHIV

People living with HIV

PrEP

Pre-exposure Prophylaxis

PWID

People who inject drugs

RVLT

Routine Viral Load Testing

TB

Tuberculosis

UNAIDS

Joint United Nations Programme on HIV/AIDS

WHO

World Health Organization
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10 SITES N=205

HONDURAS

4 SITES N=200

DOMINICAN
REPUBLIC
4 SITES N=300

MOROCCO

5 SITES
N=201

CÔTE
D'IVOIRE

4 SITES
N=200

BURKINA
FASO

ZIMBABWE

4 SITES N=200

4 SITES N=200

UKRAINE

4 SITES N=207

4 SITES N=200

VIET NAM

INDONESIA

6 SITES N=200
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4 SITES N=201
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4 SITES N=200

UGANDA

3 SITES N=63

LEBANON

4 SITES N=200

KYRGYZSTAN

FIGURE 1. NUMBER OF SITES AND PEOPLE LIVING WITH HIV INCLUDED IN THE SURVEY FROM INDONESIA AND VIET NAM
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EXECUTIVE SUMMARY
To document the various challenges and barriers people living with
HIV encounter across the HIV care continuum, the International
Treatment Preparedness Coalition (ITPC) published its first Global HIV
Treatment Access Survey in 2019.
The Global Survey assessed the state of HIV/
AIDS treatment efforts in fourteen low- and
middle-income countries, among 2,777 people
living with HIV and other stakeholders. This
report provides an overview of the Global
Treatment Survey’s major findings from two
South East Asian countries—Indonesia and
Viet Nam. The data was gathered from 200
respondents from each country.
Despite efforts to improve access to HIV testing
and treatment and access to CD4 testing and
viral load monitoring, these remain challenging
in both countries. In terms of timely diagnosis,
Indonesia in particular is lagging behind.
Notably, in both countries, there is a critical
need for overall improvement in overall access
and ease of access to HIV services. A more
comprehensive, integrated care system should
be available across different settings and for
key population groups. In both countries,
confidentiality of HIV status and medical
records need to be protected. It is also critical
to address stigma (including internalized forms)
and discrimination in HIV-related healthcare
facilities and the national healthcare system.

Key Findings
■ Access to viral load testing was a particular
challenge; only 32.5% of respondents in
Indonesia (n=65/200) and 50.5% in Viet Nam
(n=101/200) reported getting a viral load test
after initiating antiretroviral therapy (ART).
■ Study findings suggest that providing
timely viral load monitoring was a profound
challenge for both countries, as a very low
percentage of study participants received
their first viral load test results within six
months of starting ART (Indonesia, 12.8%;

Viet Nam, 4.8%). As many as 63.2% of the
respondents from Indonesia were diagnosed
when their CD4 cell count was already less
than 200 cells/mm3. As a comparison, 18.5%
of Vietnamese respondents had a CD4 cell
count of less than 200 cells/mm3 at diagnosis.
■ In terms of preventative therapies, cotrimoxazole was provided to 69.5% of study
participants in Indonesia and 46.5% in Viet
Nam. Isoniazid preventative therapy (IPT)
was provided to 31% of study participants
in Indonesia and 17% in Viet Nam. In both
countries, all respondents reported either
never receiving or being unsure whether
they had received insecticide-treated bednets. A very small percentage of respondents
reported having been offered a vaccine for at
least one preventable disease (e.g. hepatitis
B virus [HBV], influenza, pneumococcal
disease, tetanus, or human papillomavirus
[HPV]) (Indonesia, 14.5% and Viet Nam,1%).
■ Access to contraception was remarkably low
in Indonesia, with only 39.6% (n=78)
of respondents reporting access to modern
contraception (injectable or oral pills). In Viet
Nam, 52.5% (n=105) of respondents reported
having access to modern contraception.
A Similar pattern was observed in with access
to condoms: 44.3% of respondents from
Indonesia (n=86) could get condoms when
they needed them, vs. 51.5% in Viet Nam
(n=103).
■ Confidentiality breaches, internalized stigma,
as well as stigma and discrimination from
healthcare providers and communities were
evident across different settings in both
countries.
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INTRODUCTION

Effective ART has proven to reduce HIV-associated morbidity and
mortality dramatically1. In resource-abundant settings, life expectancy
of PLHIV with access to early ART is approaching that of the general
population2. A number of randomized clinical trials have demonstrated
the benefits of ART in reducing HIV-related morbidity and mortality,
irrespective of the degree of immune suppression at treatment
initiation3. Because of these benefits, the World Health Organization
(WHO) recommends ART for all PLHIV, regardless of age, CD4 count
or clinical conditions4.
In spite of the 90-90-905 UNAIDS goal (by 2020,
90% of people living with HIV will know their
HIV status; 90% of people who know their status
will be accessing ART, and 90% of people on
ART will have a suppressed viral load), globally,
only 70% of PLHIV are aware of their HIV status,
only 77% of them are on treatment and, of this
group, 82% are virally suppressed6.
In Asia, sustained and focused efforts to reach
key populations have led to major reductions
in HIV infections in Cambodia, India, Myanmar,
Thailand and Viet Nam since 2010. However,
many countries in Asia are still falling short in
achieving the 90-90-90 targets7. According to
Indonesia’s March 2020 National HIV and STI
Quarter Report, only 60% of PLHIV knew their
status; only 34% of them were on ART and only
1% of PLHIV on treatment had a suppressed
viral load.8 The 2019 data from Viet Nam
suggests that 85% of the estimated number of
PLHIV had been diagnosed. Of that number,
54% were on treatment, and 95% of people on
ART were virally suppressed9.
Barriers to HIV services have been well
documented over the past decade. Studies
have shown different obstacles that prevent or
make it difficult for people living with HIV to
seek care and treatment:
■ Individual characteristics: such as gender10,
age11, being a member of a key population12,
socioeconomic status,13, perception of

health status14, HIV treatment literacy15,
attitude toward medical services16, and social
environment—e.g. stigmatization17, social
support18, substance use19, and violence20
may lead PLHIV to refrain from seeking HIV
services.
■ Health system characteristics such as
long distances to health centers,21 negative
interactions between healthcare providers
and PLHIV,22 stockouts of antiretrovirals
(ARVs) or test kits23, understaffed healthcare
facilities24 and provider attitudes25 may also
create barriers to quality HIV-care26.
■ Discriminatory laws and policies such as
mandatory testing, criminalization of sexual
behaviors, drug use, gender expression and
perceived sexual orientation limit access to
HIV services and diminish their effectiveness
and quality27.
■ Stigma and discrimination are facts of life
for people living with and affected by HIV,
with very real consequences for their health,
safety and ability to access services. For
key populations—including men who have
sex with men (MSM), sex workers, people
who inject drugs (PWID) and transgender
individuals—violence and criminalization
are further barriers to accessing care. It was
estimated that among adult people living
with HIV in Southeast Asia in 2018, 8% are
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sex workers, 13% are people who inject
drugs, 30% are MSM, 2% are transgender
women, 25% are clients of sex workers
and sex partners of other key population,
and 22% are members of the general
population28.
The changing context of HIV care created
by the advent of WHO ‘treat-all’ guidelines,
recommendations for ARV regimens and
implementation and expansion of innovative
services and policies (e.g. promoting community
ART delivery) have reshaped the HIV access
to care environment. These advances call for
refreshing the current state of knowledge about
access to and quality of HIV-care, including
related barriers.
Thus, this study aims to assess access to
and quality of HIV/AIDS care and treatment,
highlighting remaining challenges and
answering the following questions:
1. Who is—and isn’t—able to access quality HIV
services along each step of the HIV treatment
cascade?
2. What are the remaining barriers encountered
by both PLHIV and healthcare professionals
at each step of the HIV treatment cascade?
What are the differences by world region?

To identify and document the numerous
challenges and barriers PLHIV experience at
each step of the HIV care continuum, the three
objectives of the survey were:
1. To measure access to quality HIV care and
treatment among PLHIV;
2. To identify barriers to each step of the care
cascade experienced by PLHIV;
3. To describe the challenges encountered by
health care workers and other stakeholders
involved in HIV care.
In 2018, over 2,700 PLHIV from 14 lowand middle-income countries29 and seven
geographic regions30 participated in this survey.
This report presents a subset of the survey’s
overall findings to provide a snapshot of
two countries in the Southeast Asia region—
Indonesia and Viet Nam.
The report will focus on findings from Indonesia
and Viet Nam about access and barriers to, and
quality of HIV care and treatment. Furthermore,
the report focuses on the challenges that
health care workers and other stakeholders
encountered while delivering HIV services in
Indonesia and Viet Nam.

3. In countries that have adopted the
2015 WHO ‘treat-all’ guidelines, are the
recommendations actually implemented?
What barriers have been encountered to
their implementation?
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METHODS

The study is composed of two surveys, quantitative and qualitative.
The quantitative survey evaluated access and barriers to HIV services
among PLHIV. The qualitative survey described challenges to accessing
care among PLHIV and among healthcare workers in delivering it
(objectives 2 and 3).
At least four health care facilities were selected
in each country.31 We based our inclusion
criteria for healthcare facilities on the type of
structure (e.g. hospital, small health center),
area (urban, semi-rural and rural) and type
of facility (public, private, governmental,
NGO) to reflect various setting and contexts.
In each setting, 50 PLHIV were randomly
selected using systematic sampling. Every third
recipient of care was interviewed until the goal
of including 50 recipients of care was achieved
at each setting.

The survey population was adults (ages 18 and
above) who received their HIV diagnosis at
least three months prior. A quantitative survey
evaluated access and barriers to HIV services,
and qualitative interviews were organized with
recipients of care and health care providers
to describe the various challenges they
encountered in accessing and delivering HIV
care, respectively.

PHOTO: SHUTTERSTOCK

A health worker
takes blood
to detect a
patient’s disease
in Surabaya,
Indonesia.
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COUNTRY CONTEXTS

The Asia and Pacific region is home to an
estimated 5.9 million people living with HIV32.
China, India, and Indonesia account for almost three-quarters of region’s total number of
people living
with HIV33.

(people ages 14-49 years) is still low, at 0.4%.
It is much higher among people who are members of key populations: it is an estimated 39%
among people who inject drugs (PWID), 12.8%
among men who
have sex with men,
(MSM) 7.4% among
transgender women
and 7.2% among
female sex workers.

INDONESIA

It is increasingly
clear that the
Asia and Pacific
region is falling
behind in its
HIV response.
In 2018, 69%
of people living
with HIV in this
region were
aware of their
status. Among those diagnosed with HIV, 78%
were on treatment; 91% of them were virally
suppressed34. In terms of treatment coverage
this equates to only 54% of all people living
with HIV being on treatment and just of them
49% being virally suppressed35.

According to
UNAIDS, in 2018
only 51% of PLHIV
in Indonesia knew
their status37. Of
all adults aged
15 years and over
living with HIV, only 17% were on treatment,
while only 22% of children aged 0–14 years
living with HIV were on treatment.
Figure one represents Indonesia’s treatment
cascade (from Global AIDS Monitoring 2019
and UNAIDS 2019 estimates38).

Indonesia, the world’s fourth most populous
country, also has the fourth largest number of
new HIV infections per year: the WHO estimates36 that 73,000 people acquire HIV each
year in Indonesia, behind only China, India
and Russia. It is also the only country in the
Asia-Pacific region where HIV prevalence is still
increasing, up from a very few people in 2000
to an estimated current total of 640,000 people.
HIV prevalence among the general population

In 2019, Indonesia’s treatment guidelines
recommended ART for all people with HIV,
regardless of CD4 cell count.39 They specified
that ART should be started as soon as possible
(at least within 7 days following an HIV
diagnosis), and should be accompanied by
education about its benefits and risks, and the
importance of adherence to ART40.

FIGURE 1. Indonesia’s Treatment Cascade (2018)

Number of people

512000

* Number of people on ART
who received a viral load test
in the past year and have
viral load of <1000 copies/ml

640,000

384000
256000

327,282

128000

108,479
Estimated
PLHIV

PLHIV know
their status

PLHIV
receiving care

People on
ART

Tested for
viral load

Suppressed
viral load*

Source: Global AIDS Monitoring 2019 and UNAIDS 2019 Estimates
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Viet Nam is one of the largest
and densely populated counties
in Southeast Asia. In 2017, the
population was estimated to be 96
million people. As of 2018, Viet Nam
was home to an estimated 230,000
PLHIV. According to UNAIDS, HIV
prevalence among adults age 15–49
years old is 0.3% 41. There has been
progress in reducing mortality: the
number of AIDS-related deaths has
decreased by 45% since 2010, from
8,500 to 4,700. During the same
period, new HIV infections have also
decreased, from 16,000 to 5,700. By
2018, 65% of all PLHIV aged 15 years
and above were on ART.

VIET NAM

Figure two, Viet Nam’s HIV treatment
cascade (from Global AIDS
Monitoring 2019 and UNAIDS 2019
estimates) shows drop offs in viral
load testing 42.
In the revised country operational
plan (COP) 2017 strategy43,
PEPFAR Viet Nam developed and
implemented same-day ART initiation
procedures. The rollout began in Q3
of 2018 in clinics across Ho Chi Minh
City and Hanoi. The plan resulted in
a minimum of 40% people initiating
ART on the same day as their HIV
diagnosis.

Number of people

FIGURE 2. Viet Nam’s Treatment Cascade (2018)
* Number of people on ART
who received a viral load test
in the past year and have
viral load of <1000 copies/ml

230,000

149,949
21,209
Estimated
PLHIV

PLHIV know
their status

55,900
PLHIV
receiving care

People on
ART

Tested for
viral load

52,818
Suppressed
viral load*

Source: Global AIDS Monitoring 2019 and UNAIDS 2019 Estimates
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SURVEY FINDINGS

The table below summarizes characteristics of the survey population
in Indonesia and Viet Nam. The subsequent sections describe their
experience in accessing HIV services across the continuum of care.
TABLE 1. Demographics
INDONESIA

Demographics and Other
Characteristics of Survey
Population (n=400)
GENDER
IDENTITY

n=
Male
Female
Transgender
Total

AGE

AREA

EDUCATION

%

n=

%

140

70

98

49

60

30

102

51

0

0

0

0

200

100

200

100

Median

36

18 - 24

6

3

4

2

25 - 49

187

93.5

193

96.5

> 49

7

3.5

3

1.5

Rural

21

10.5

40

20

103

51.5

104

52

Urban

76

38

56

28

Married

80

40

97

48.5

Not married,
living with partner

5

2.5

10

5

In a relationship,
not living with partner

7

3.5

16

8

Single

60

30

27

13.5

Divorced/separated

15

7.5

18

9

Widow/widower

33

16.5

32

16

No formal education

0

0

0

0

Primary

4

2

62

31

123

61.5

126

63

73

36.5

12

6

0

0

0

0

Semi/peri-urban

RELATIONSHIP STATUS

VIET NAM

Secondary
Tertiary
Other

38
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TABLE 1. Demographics (cont’d)
INCOME

Yes

160

80

194

97

No

40

20

6

3

Median
HOUSEHOLD SIZE

(Number of people)

HEALTH
INSURANCE

SEX WORKER

4

1-3

86

43

75

37.5

4-6

105

52.5

123

61.5

7-9

8

4

2

1

10 - 12

1

0.5

0

0

>12

0

0

0

0

Total

200

100

200

100

Yes

150

75

118

59

No

50

25

81

40.5

0

0

1

0.5

Yes (total)

47

23.5

3

1.5

No (total)

153

76.5

197

98.5

Yes (male)

47

33.6

3

3.1

No (male)

93

66.4

95

96.9

Yes (female)

0

0

0

0

No (female)

60

100

102

100

Yes (trans)

0

0

0

0

No (trans)

0

0

0

0

Yes (total)

6

3

15

7.5

No (total)

194

97

185

92.5

Yes (male)

5

3.57

1

1.02

No (male)

135

96.43

97

98.98

Yes (female)

1

1.67

14

13.73

No (female)

59

98.33

88

86.27

Yes (trans)

0

0

0

0

No (trans)

0

0

0

0

Don’t know
HAS HAD
SAME-SEX
INTERCOURSE

4
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TABLE 1. Demographics (cont’d)
SEX WITH
SEX WORKER

HAVE YOU EVER
INJECTED ANY
ILLICIT DRUG?

Yes (total)

56

28

47

23.9

No (total)

144

72

150

76.1

Yes (male)

56

40

46

47.92

No (male)

84

60

50

52.08

Yes (female)

0

0

1

0.99

No (female)

60

100

100

99.01

Yes (trans)

0

0

0

0

No (trans)

0

0

0

0

Yes, currently

3

1.5

1

0.5

88

44

71

35.5

109

54.5

128

64

Yes, every time I needed

0

0

0

0

Most of the time

0

0

0

0

Sometimes

1

33.3

1

50

Never

2

66.7

1

50

Yes, in the past
No

IN LAST 3 MONTHS,
DID YOU RECEIVE AND
USE CLEAN SYRINGES
FOR EVERY INJECTION?
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DIAGNOSIS

In this study, late diagnosis was defined as presenting with a CD4
cell count below 200 cells/mm3. Late diagnosis was more common
in Indonesia than Viet Nam. Interestingly, respondents who were
more knowledgeable about ART in Indonesia were not likely to get
tested earlier. As many as 63.2% of Indonesian respondents were
diagnosed late; the median CD4 cell count among survey respondents
in Indonesia was 145.5 cells/mm3.
The most common reasons for being tested
among Indonesian respondents included:
being ill or suspecting HIV symptoms (54%);
exposure to HIV (26.5%); referral from a health
professional (13.5%); having a spouse/partner/
child who tested positive (8%) wanting to know
their HIV status (7%) and illness or death of a
husband/wife/partner/child (7%). Reasons for
seeking an HIV test did not differ by area (rural,
country, semi/peri-urban and urban).

(Indonesia 17%; Viet Nam 0%); hypertension
(Indonesia 60.5% ; Viet Nam 0.5%); and
diabetes (Indonesia 53%; Viet Nam 0.5%).
Furthermore, 24.5% of respondents from
Indonesia and 18% of respondents from Viet
Nam reported a positive HCV antibody test
result. Alarmingly, HCV treatment has only
been provided to 14% of co-infected study
respondents in Indonesia and 5.6% in Viet Nam.

In contrast, respondents from Viet Nam who
had more knowledge about HIV were more
likely to seek earlier testing: only 18.5% of
survey respondents were diagnosed with a CD4
cell count below 200 cells/mm3. The median
CD count at diagnosis was 286 cells/mm3. The
most common reasons for being tested among
respondents in Viet Nam included: exposure to
HIV (51.5%); being ill or having suspected HIVrelated symptoms (50.5%); having a spouse/
partner/child who tested positive (36.5%); illness
or death of a husband/wife/partner/child (17%);
and wanting to know HIV status (6.5%). The
main reasons for testing were similar among
respondents from rural/country areas and large
cities and towns in Viet Nam; survey respondents
from semi/peri-urban areas were more likely to
be tested because of exposure to HIV.

CD4 count and viral load (tests)
are important in monitoring
and treatment of patients but
(the tests are) not yet available
in my area. Samples have to
be sent to the central government. The
time from sending to receiving the result
about 1 month.”

Subsequent to their HIV diagnosis, respondents
reported having been tested or examined for
co-infections and non-communicable diseases:
HBV (Indonesia, 34.5%; Viet Nam, 34.5%);
hepatitis C virus (HCV) (Indonesia 54%;Viet Nam
35.5%); cervical cancer (Indonesia 9.5%; Viet
Nam 8.5%); cryptococcal infection (Indonesia
10%; Viet Nam 0.5%); cardiovascular disease

—Doctor, Viet Nam

When they received their HIV diagnosis,
85.5% of respondents in Indonesia and 82% of
respondents in Viet Nam reported that doctors
asked them about tuberculosis (TB) symptoms
(cough, night sweats, weight loss or fever for
over 3 weeks), and whether they had been
in contact with a person with TB (Indonesia
85%; Viet Nam 80%). More than half of the
respondents from Indonesia (52.5%) reported
ever being diagnosed with TB and 97.2% of
those diagnosed with TB received treatment for
it. In contrast, only 14.5% of respondents in Viet
Nam reported ever being diagnosed with TB,
and 90.3% of them received treatment for it.
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Linkage to Care
CD4
Of the 200 respondents in Indonesia, 95%
(n=190) received a CD4 count after being
diagnosed with HIV, while 4% (n=8) could not
remember whether they had a CD4 cell count,
and only 1% did not receive a CD4 count.
In Viet Nam, 100% of respondents (n=200)
received a CD4 count after being diagnosed
with HIV. However, the amount of time between
diagnosis and the first CD4 cell count ranged
from 0 days to over 7 years in Indonesia (13.9%
at the same day, 8% within a week, 48.1% from
more than one week to one month, 20.6% from
more than a month to 6 months, 4.1% from
more than a month to 1 year, 5.4% from more
than 1 year to more than 7 years) and from 4
days to over 11 years in Viet Nam.
Qualitative inquiry revealed that getting CD4
count and viral load test results in Viet Nam is
still profoundly challenging, as there are only
limited number of machines in the country. The
theme seems to be consistent among health
practitioners. One of them mentioned:

ART
In both Indonesia and Viet Nam, the WHO
treat-all recommendation has been adapted
into current national treatment guidelines.
Currently, Indonesia’s HIV treatment guidelines
recommend ART for all people with HIV,
regardless of CD4 cell count.44 ART should
be started as soon as possible (at least within
7 days following the diagnosis) and should
be accompanied by education about the
benefits and risks of ART and the importance
of adherence45. The highest priority for offering
same-day treatment is given to pregnant
women46. No data is available on the number
of PLHIV who had started at least within 7 days
following the diagnosis.

Viral load monitoring
National Guidelines in Indonesia and Viet Nam
have adopted WHO recommendations for
routine viral load monitoring.
Effective HIV treatment reduces the amount
of HIV in body fluids; within three to six

months most people’s viral load has become
undetectable (below 50 copies/ml).47 Routine
viral load testing measures the response to
ART; it is recommended by WHO48 at 6 and 12
months after ART initiation and every 12 months
thereafter for people who are clinically stable.
Based on current Indonesian HIV guidelines49,
the definition of treatment failure is a viral load
above 1000 copies/mL (based on 2 viral load
tests within 3 to 6 months). The routine viral load
monitoring strategy is testing 6 months after
ART initiation, then every 12 months thereafter.
In Viet Nam, at least one annual viral load test is
recommended for 95% of PLHIV on ART50.
Qualitative HIV DNA and quantitative HIV RNA
testing are both used for routine viral load
monitoring. Currently, qualitative HIV DNA
testing is more widely used in Indonesia to
diagnose HIV in infants. In areas that do not
have HIV DNA testing facilities, quantitative HIV
RNA testing is used, or dried blood spot testing
for HIV DNA is performed.51
In Indonesia, most people who are members
of key populations are not keen to have routine
viral load testing, since it is not governmentfunded and it is considered expensive
($100; Indonesian’s average monthly income
was $183 in December 2019)52.
Access to viral load testing is a particular
challenge; only 32.5% of respondents in
Indonesia (n=65) and 50.5% in Viet Nam
(n=101) reported getting a viral load test after
starting ART. Furthermore, the study’s findings
suggest that timely viral load monitoring after
ART initiation was a challenge in both countries,
as a very low percentage of survey respondents
received their first viral load test within six
months of an HIV diagnosis (Indonesia, 12.8%
and Viet Nam, 4.8%).
Only 39.8% of survey respondents in Indonesia
were informed by their healthcare provider
that their viral load was undetectable. An
alarming 44% of survey respondents from
Indonesia did not know whether or not their
viral load is undetectable. In contrast, 95.1% of
Vietnamese survey respondents were informed
by healthcare providers of their undetectable
viral load test result.
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Quality of Comprehensive
Package of Care
A comprehensive package of treatment and
care is crucial for people living with HIV, as
they are confronted with risks of infection. In
addition to ARVs, WHO recommends offering
comprehensive case, including prophylaxis and
treatment for opportunistic infections, condom
and contraceptive services, and counselling.53

45% and 47% of the respondents from
Indonesia and Viet Nam, respectively, reported
ever receiving counseling about safe birthgiving methods, and less than half of the
participants in both countries (Indonesia, 43.5%
and Viet Nam, 46.5%) were counselled about
safe infant feeding.

In the clinic, the working hour is
9am-9pm on Monday to Friday,
and until 3pm on Saturday to
accommodate the need of the
working people.

In terms of preventative therapies, respondents
reported receiving co-trimoxazole (Indonesia,
69.5% and Viet Nam, 46.5%), and isoniazid
preventative therapy (IPT) (Indonesia, 31%
and Viet Nam, 17%). All respondents in both
countries reported either receiving or being
unsure whether they received insecticidetreated bed-nets to protect them from malaria.
A very small percentage of respondents
reported being offered a vaccine for at least
one preventable disease (e.g. HBV, influenza,
pneumococcal disease, tetanus, or HPV)
(Indonesia, 14.5% and Viet Nam, 1%).

A mother in Indonesia raised concerns—apart
from safe infant feeding and birth-giving
methods—about the government giving more
thought to the issues of expenses and ease of
access, as well as disclosure and adherence,
especially for young children living with HIV.

A remarkable 92.5% of respondents from Viet
Nam reported receiving their first consultation
on the same day as their HIV diagnosis. In
contrast, only about 33.5% of Indonesian
respondents reported receiving a consultation
on the same day as their diagnosis. For
both countries, however, a large number
of respondents visited government health
structures for their first consultation (Indonesia,
65.5% and Viet Nam, 80.4%), followed by
private health structures (Indonesia, 31.5%
and Viet Nam, 18.2%). In Viet Nam, 98.5%
of respondents reported having regular
consultations, as did 68.8% of their Indonesian
counterparts. Sadly, efforts to make clinics
available for working people in Indonesia
has not always resulted in routine checkups for PLHIV. In Indonesia, 31.2% of survey
respondents reported that they only consulted
healthcare providers when they were sick.

I have to register my child 3
days before the appointment
date. Having an HIV-positive
child and also an HIV -positive
partner, the number of visits to
h ealth services doubled in amount, and
it means that double the travel expenses
and the number of unproductive working
days. The refill of drug prescription
should be done not once a month.
Adherence for children with HIV is a more
challenging than for the adult, in addition
to the difficulties of the issue of disclosure
of HIV status to children. It affects the
adherence of the child.”

Furthermore, although healthcare professionals
did well in informing participants about the
possibility of having a child after their HIV
diagnosis (Indonesia, 92.5% and Viet Nam,
94.5%), counseling about safe methods for
giving birth and safe infant methods feeding
was consistently low in both countries. Only

—Doctor, Indonesia

—Woman living with HIV, Indonesia

In the case of women with HIV, a small
percentage of respondents reported access to
pregnancy test (Indonesia, 16% and Viet Nam,
16.7%). Access to contraception was remarkably
low in Indonesia, with only 39.6% (n=78) of
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respondents reporting access to modern
contraception (injectable or oral pills) when in
need of it. In Viet Nam, 52.5% (n=105) of the
respondents reported having access to modern
contraception. A similar pattern was found for
access to condoms: 44.3% of respondents from
Indonesia (n=86) could get condoms when
needed, versus 51.5% in Viet Nam (n=103).
During the qualitative research, additional
issues that need to be addressed were raised,
including follow up of PLHIV who are working
abroad; incorporating ARV services into those
for domestic violence, and making condoms
and healthcare services available in prisons
and other settings where they currently are
unavailable.

So many patients are dropping
out of treatment, including
those who are sailing abroad as
fisherman and ship’s attendant.
Other than that, ARV services
should also be equipped with services
or link to domestic violence services
because many female drug users are also
experiencing domestic violence.”
—Woman living with HIV, Indonesia

HIV-related services are
difficult in prison and the ratio
of doctor to inmates is also
not ideal. Doctors available
in the prison are general
practitioner and for more complicated
cases, patients need to be transferred
to the hospital with special security. I
also think that condoms should be made
available in prison. Other than that, TB
prevention is also a challenge because a
3x3 meter cell is occupied by 10 people.
Contracting TB is as easy as breathing.
—MSM, PLHIV, Indonesia

Retention in Care
Adherence
Almost all of the respondents in both countries
are still on ART (Indonesia 99.5%; Viet Nam,
100%). Nonetheless, a number of study
respondents (Indonesia, n=37 and Viet Nam,
n=3) reported ever stopping ARV for a long
period (more than a week) or more than
once (Indonesia, mean=1.32 times and Viet
Nam, mean=1 time). In Indonesia, reasons for
stopping ART included: side effects (5.5%);
treatment made them feel unhealthy (1%);
the respondents felt healthy (3%), moving to
another place (3.5%), and missing appointments
with the ART clinic healthcare provider (2%). In
addition, respondents noted fear of life-long
commitment (n=1), boredom (n=2), being
busy (n=1), distance from home to healthcare
structure (n=1), being unable to afford
transportation (n=1), and being upset with
family members for forcing him/her to be in a
rehabilitation clinic (n=1). Among respondents
from Viet Nam, reasons for not taking ARVs
were sample were side effects (n=1) and
forgetfulness (n=2).
Apart from what was reported by the
respondents, findings from the qualitative
inquiry also pinpoint the issue of drug use and
its impact on ARV adherence:

Patients are not ready for
treatment because they are
still using drugs. They do not
adhere to treatment.
—Doctor, Viet Nam

Changing ARV regimens were also reported
by respondents in both countries (Indonesia,
22% and Viet Nam, 20.5%). The most common
reasons for changing ARV regimens in both
countries were: side effects (Indonesia
15.5%; Viet Nam 19%) and drug resistance
(Indonesia,5%; Viet Nam 1.5%).
The majority of respondents from both countries
reported high levels of adherence to ART
(Indonesia 97.37%; Viet Nam 99.44). However,
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about 10.1% and 4.5% of respondents from
Indonesia and Viet Nam, respectively, admitted
missing a dose approximately a month ago
(Indonesia, mean of 31.41 days ago) and
three months ago (Viet Nam, mean of 100.89
days ago).

Legal and Other Barriers
to an Enabling Environment
In general, Indonesia does not recognize samesex relationships. As of 2019, no law exists to
protect Indonesia citizens from discrimination or
harassment based on their sexual orientation or
gender identity. However, the Government of
Indonesia is starting to enact anti-discrimination
policies. In November 2019, for example, the
National Human Rights Commission commanded
that the Attorney General’s Office withdraw their
requirement of acceptance for civil servants
which discriminates against gay and transgender
people and those with a mental illness54.
Since January 2018, as part of revising
the criminal code, lawmakers have been
working on a criminal code draft. Despite
international criticism and fears from human
rights organizations, if passed, the law would
criminalize consensual sex between two
unmarried people, cohabitation and adultery,
along with rape. It will also enable lesbian, gay,
bisexual or transgender people to be taken to
court for their sexual orientation. The draft of
the code is still pending.
Article 469 Paragraph (1) of the draft code states:
“Everyone who do the deed of fornication with
others of the same sex below 18 years of age
should be convicted for at most 9 (nine) years.”
Community members and activists argued that
the draft code should generalize the sexual
abuse of underage people, not be specific to
same-sex abuse. The law should not target
people with a certain sexual orientation as
perpetrators of fornication; it should target all
perpetrators, regardless of sexual orientation.
Article 2 Paragraph (1) of the draft code on the
Living Law states:

“Provisions as referred to in Article 1 paragraph
(1) does not reduce enactment of that living law
within society.”
The concern behind the draft code is that there
will be a wider understanding of living law by a
group of patrons to launch political actions at
the expense of other marginalized parties so
that there is even the possibility of perpetuating
an act of persecution. For example, in
Indramayu, the local welfare bureau issued a
circular letter on Socialization and Prevention of
LGBT Behavior dated 27 February 201855.
The circular Letter signed by the Regent of
Indramayu56, is used the Penal Code as a
reference to a regional regulation to impede
the civil liberties of a certain group and
could provoke violence towards the group.
The Circular mentions groups with different
gender identities and sexual orientations as
“dangerous” and invites people directly to
discriminate against them by making posters
that express hatred.
Also, in 2018, the Mayor of Depok City issued
an Instruction Letter Number 2 concerning
the Implementation of Strengthening Family
Resilience towards Sexual Abnormal Behavior57.
The regulation went into effect in early 2019.
The ratification of the draft regulation will only
perpetuate violence that has often befallen
LGBT groups.
Also, as part of revising the criminal code draft,
article 414 of the draft states that:
“Anyone who openly displays, offers, broadcasts
writings, or shows contraceptives to children is
liable to criminal fines.”
The draft code is still pending. The
criminalization in the draft code will further fuel
HIV if demonstrating contraceptives, including
condoms, as part of sexual and reproductive
education, is considered an illegal act.
Article 417 paragraph 1 reads:
“Every person who has intercourse with another
person who is not a husband or wife is convicted
of adultery, with a maximum imprisonment of 1
year or a fine of category II.”
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The article in this draft code does not protect
underage sex workers who became the victim of
human trafficking.
The major implications of the criminalization
(and the potential criminalization) as well as
the lack of protection from disc rimination
are: (1) an increasing number of people who
are members of key populations will become
hidden, and reaching them will be profoundly
difficult; (2) even if it is possible to reach them
and provide prevention (condoms and syringes),
possession of these commodities can be
used as evidence against them; (3) if they are
incarcerated, there is an increased risk of being
exposed to HIV and other co-infections58.
Moreover, Law on HIV/AIDS Prevention and
Control (No. 64 year 2006/QH11) in Viet Nam
stated that rights and obligations of PLHIV
include applying measures to prevent HIV
transmission to other people, and to inform
their spouse or fiancé (fiancée) of their HIV
status (Article 4). Having said that, purposefully
transmitting or causing transmission of HIV to
another person, and threatening to transmit
HIV to another person are prohibited by the law
(Article 8)59. Although the law obligated PLHIV
to apply HIV prevention measure, and the act of
intentionally transmitting HIV to another person
is punishable by law, there were no reported
cases of one being punished under this law.60

Indonesia, with 8.5% of respondents reporting
this experience in the past year, versus only
1.5% in Viet Nam. In addition, being denied
health services due to HIV status was more
common in Indonesia (4.5%) than in Viet Nam
(0.5%), as well as being excluded from family
activities (cooking, eating together, sleeping
in the same room) (Indonesia 6%; Viet Nam
0.5%). Although health services are not always
withheld from PLHIV, many reported negative
experiences, even in healthcare facilities
delivering HIV services,

Yes, I was having difficulty in
accessing PMTCT services. The
health service staffs requested
me to bring 5 liters of bleach/
disinfectant to be used during
my labor. Other patients in the hospital
questioned me because I was walking
in the healthcare facility ready for labor
but I was coming to the hospital with
a gallon of bleach. Knowledge does
not always translate to having the right
attitude. It applies to many healthcare
services—TB, reproductive health,
substance abuse rehab.”
—Woman living with HIV, Indonesia

Stigma and Discrimination of
People Living with HIV
Rates of internalized stigma among PLHIV were
high in both countries, with 42% and 51.5%
of respondents from Indonesia and Viet Nam,
respectively, blaming themselves for their HIV
status. Furthermore, many respondents decided
not to have sex (Indonesia 35%; Viet Nam,
30%), not to have (more) children (Indonesia
34%; Viet Nam 46%), not to see friends or family
(Indonesia 32%; Viet Nam 9.5%) and not to
attend social gatherings (Indonesia 31.5%; Viet
Nam 6.5%).
Survey respondents reported being the
subject of gossip (Indonesia 10%; Viet Nam
8.5%). Unfortunately, loss of employment or
other income-generating activities due to
discrimination or poor health are still common in

In Viet Nam, the rate of HIV disclosure to family
members was very high (99%); in Indonesia, o
84% of respondents disclosed their HIV status
to their families. Unsurprisingly, respondents
from Viet Nam (97%) were more open about
their HIV status to anyone other than spouses,
close family members, and doctors than survey
respondents in Indonesia (47%).
This study assessed perceived confidentiality
in two ways: first, whether healthcare
professionals (e.g. doctor, nurse, counselor,
laboratory technician) ever told other people
about a respondent’s HIV status without their
consent, and second, on whether, and to what
degree, respondents think that medical records
relating to their HIV status in the clinic/hospital
are kept confidential.
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A few respondents reported that healthcare
professionals disclosed their HIV status to
other people without their consent (Indonesia,
n=6 and Viet Nam, n=2). Quite a number of
respondents from Indonesia were confident that
their status was not disclosed to other people
without their consent (87.5%). In contrast,
50% of survey respondents in Viet Nam were
confident about the confidentiality of their
HIV status, and nearly half of them (49%) did
not know whether or not their status had been
revealed to other people without their consent,

and 48% of respondents were not sure about
the confidentiality of their medical records.
Only 45.5% of respondents from Viet Nam were
sure that their records were kept completely
confidential. In Indonesia, 88.9% participants
answered that they were sure that their
medical records were confidential. Sadly, some
respondents from both countries reported
that their medical records were clearly shared
without their consent (Indonesia, n=4 and Viet
Nam, n=13).
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6

RECOMMENDATIONS

The findings from Indonesia and Viet Nam show that despite strong
progress towards reaching the 90-90-90 targets, both countries still
encounter challenges with timely diagnosis, quality of care, stigma
and discrimination (internalized as well as from healthcare providers
and communities), and breaches of confidentiality. Criminalization (and
potential criminalization from revisions of the criminal code) also pose
challenges, especially for people who are members of key populations.
To address these challenges, we must:
n Ensure that all people living with HIV have
access to high quality, comprehensive care
and treatment
n Educate community members on the
importance of prompt HIV testing and
treatment initiation
n Ensure that healthcare providers and health
systems can provide simplified diagnosis and
treatment

n Ensure all PLHIV, their families, community
members, healthcare providers and
policy makers have consistently updated
information about HIV prevention, care and
treatment.
n Ensure data protection so that medical
records are kept confidential and secure,
including encryption, secure systems
n Implement legal frameworks to protect
privacy of individuals.

n Advocate to remove legal barriers through
stigma reduction, training of health care
providers on human rights, legal literacy, and
monitoring and reforming laws and policies
relating to HIV
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