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INTRODUCTION 

More than 240 million people live in 
the Greater Mekong River Region, an area 
defined by the Mekong River, which flows 
4,800 kilometers from the Tibetan plateau 
through China's Yunnan province, Myan
mar, Lao People's Democratic Republic (Lao 
PDR), Thailand, Cambodia and Vietnam. Af
ter decades of wars and political conflicts, 
relative peace in recent years has fostered eco
nomic liberalization, intergovernmental co
operation, and increasing flow of labor and 
goods across regional borders (U.S. Bureau 
of Affairs, 1987). The long periods of war 
and political instability, and the emerging eco
nomic growth, have created a variety of chal
lenges to the public health systems in these 
countries. In the face of the increase in pop
ulation mobility, illicit drug use and prostitu
tion, many areas of the Mekong River region 
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have become flashpoints in the HN I AIDS 
pandemic. 

In this chapter, we will focus on the coun
tries of Vietnam, Lao PDR, Cambodia, and 
Myanmar. We will examine the strengths and 
weaknesses of the public health infrastructure 
as well as the HIV I AIDS prevalence and con
trol in these countries. The aim is to describe 
the scope of the problem of HIV I AIDS and to 
outline the current capacity of health systems 
in these countries to respond to the threat of 
HIV. 

VIETNAM 

Background 

Vietnam shares borders with China to the 
north, Cambodia to the southwest, and Lao 
PDR to the northwest. Its coastline borders the 
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Gulf of Tonkin, the South China Sea, and the 
Gulf of Thailand. Vietnam had a population 
of 79 million people in 2001 (Nguyen et al., 
2001; World Health Organization, 2001). The 
largest urban centers are Hanoi, with a popu
lation of three million, and Ho Chi Minh City, 
with a population of five million. The major 
religions are Buddhism, Christianity, and an
cestor worship. 

Vietnam was a French colony from 
1884 until the end of World War IT when 
the Vietnamese Communists defeated France 
and controlled North Vietnam. In 1975, the 
Communist-led North Vietnam defeated the 
United States-backed South Vietnam and cre
ated a unified Socialist Republic of Vietnam. 
Under the rule of the Communist Party, the 
country has slowly adopted reforms toward a 
free market economy but remains under one 
party rule. 

The market system reforms in the early 
1990s have led to a remarkable economic 
growth in Vietnam. It has currently the fastest 
growing economy in Southeast Asia and one 
of the fastest in all of Asia. In 2002, the 
per capita income was US$430 (World Bank, 
2oo3b). The Growth Domestic Product (GDP) 
per capita was $441 in 2002 with a purchas
ing power parity of nearly $2000. The aver
age annual growth rate of the GDP was 6.6% 
from 1990 to 2002 (United Nations Devel
opment Program, 2003). Approximately two
thirds of the labor force remains in agricul
ture while one-third work in industries and 
services. Despite the impressive growth rate, 
however, there remains significant poverty, 
with an unemployment rate approaching 25% 
and approximately one-third of the population 
living below poverty level. 

Health and Healthcare System 

Life expectancy at birth in Vietnam 
is 69 years (Canh and Do, 1993; World 
Health Organization, 2001). Infant mortal
ity rate is approximately 30 per 1000 live 
births. Malaria, tuberculosis, viral hepatitis 

and diarrheal diseases remain endemic in 
Vietnam. Despite the years of political con
flicts, Vietnam has always had a strong cen
tral government and, due to exposure to West
ern medicine through French, American, and 
Russian influences, the health care system has 
been well-organized. The country is divided 
into 61 governing provinces and municipali
ties. The health care system consists of four 
levels: national, provincial, prefecture, and the 
basic unit of town or village (Matsuda, 1994). 
At the national level, the Health Department 
manages health care while the Health and 
Welfare sections of the People's Committee 
manage health care at all other levels. Medi
cal services are provided by the National Cen
tral Hospital at the national level, by general 
hospitals at the provincial level, by general 
hospitals and multi-purpose health clinics at 
the prefecture level and by health stations at 
the basic unit levels. 

Below the provincial level are districts, 
consisting of communes and villages. The 
District Health Centers formulate and imple
ment preventive healthcare services and pro
vide technical support to commune health 
centers. The commune health center is the first 
level of health care in the Vietnamese health 
system and is responsible for primary care in 
the community. Health services providers at 
the basic unit level include doctors, nurses, 
pharmacists, and paramedical staff (Matsuda, 
1994). 

The transition from a centrally planned 
economy in the 1980s and the implementation 
of health policy reforms in 1989 affected the 
financing and delivery of health care services. 
Legalization of private medical practice, liber
alization of the pharmaceutical industry, and 
introduction of user charges at public health 
facilities have effectively transformed Viet
nam's near universal, publicly funded health 
care system into a highly unregulated private
public mixed system, particularly in urban 
centers. State health budgets decreased, and 
public hospitals increasingly rely on user 
charges and insurance premiums to finance 
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services. As a consequence, health care costs 
are substantial for many 10w- and middle
income households (Sepehri et at., 2003). In 
1998,80% of health spending in Vietnam was 
paid out-of-pocket (Naraan et at., 2000). User 
fees in the public sector are rising, especially 
for hospital care, where fees have risen by over 
1000% in real terms between 1993 and 1998 
(World Bank, 2001). 

One consequence of the increased cost of 
care is an increasing reliance on self-treatment 
or treatment outside of the health care system. 
Approximately 40-60% of people in Vietnam 
depend on self-medication (Okumura et at., 
2002; Van Duong et at., 1997). This has signif
icant implications on public health. An exam
ple is the control of tuberculosis. Vietnam has 
a well-organized national tuberculosis con
trol program and treatment is provided free of 
charge. Nonetheless, tuberculosis treatment is 
increasingly administered through the private 
sector (Lonnroth et at., 2003), despite the su
perior quality of case management and treat
ment outcome provided by the national tuber
culosis program. 

Vietnam has an organized surveillance 
system for many diseases. The Department of 
Preventive Medicine and the National Insti
tute of Hygiene and Epidemiology (NIHE) in 
Hanoi collects disease reports from all health 
care facilities throughout the country. The 
NIHE also serves as the central reference lab
oratory for Vietnam. The Institute collects na
tional surveillance data from all centers of pre
ventive medicine, public health clinics, and 
hospitals from around the country and annu
ally summarizes data related to the 26 notifi
able conditions in Vietnam. The investigation 
of disease outbreaks is largely the responsi
bility of the district and provincial health de
partments, which rely on the close coopera
tion between local hospital doctors, hygiene 
inspectors, epidemiologists, and veterinary 
officers. 

The National Institute of Hygiene and 
Public Health is a research institute based 
in Ho Chi Minh City and provides technical 

support to 21 provinces in southern Vietnam. 
It does not conduct any epidemiological or 
laboratory surveillance. The Pasteur Institute 
in Nha Trang provides technical support for 
most of the 14 provinces. All of the four na
tional laboratories (which include the three 
regional Pasteur Institutes and NIHE) have 
email communications with their provinces 
and other national institutes except for the 
Pasteur Institute at Thai Nguyen. The Pasteur 
Institute of Ho Chi Minh City has an elec
tronically based surveillance system called 
"PasteurNet." PasteurNet was created in col
laboration with a Vietnamese telecommuni
cations company. Through this internet-based 
system, provinces transmit disease reports of 
four diagnoses under active surveillance (ty
phoid, cholera, dengue, and plague) weekly 
and other reportable diseases monthly. At
tempts by the NIHE to establish PasteurNet 
in northern provinces have previously failed 
due to lack of trained personnel and sufficient 
funds for computers and telecommunications 
necessary to reliably access the internet/email. 
The efficiency of this public health system was 
demonstrated in the Severe Acute Respiratory 
Syndrome (SARS) global outbreak in 2003 
(World Health Organization, 2003a). Vietnam 
was among the first countries to be affected by 
the severe respiratory illness. Strong political 
commitment translated into rapid task force 
and provincial team establishment and even
tually proved effective in preventing further 
spread of this virus. The World Health Or
ganization removed Vietnam from the list of 
SARS-affected areas in April 2003, making 
it the first country to successfully contain its 
SARS outbreak. 

HIV I AIDS Surveillance and Control 

Since the first reported HIV case in 1990, 
Vietnam has established an extensive sentinel 
surveillance system (Sarre1 et at., 1996). In 
2002, the government reported 55,000 peo
ple with HIV/AIDS, although other agencies 
have provided different estimates. In 2001, the 
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Joint United Nations Program on HIV/AIDS 
estimated that 130,000 adults (0.3% of the 
population) were infected. As many as 50.5% 
of total mv cases reported are from people 
from 20-29 years of age (UNAIDS, 2002). 

While HIV prevalence is high among sex 
workers and clients of sex workers, injecting 
drug users (IDU) account for the majority of 
Vietnam's mv infection (Nguyenetal., 1999; 
Quan et al., 2000). Molecular epidemiologi
cal studies have tracked HIV infection flow
ing from northern Vietnam, where heroin is 
purer and cheaper, to southern China (Beyrer 
et al., 2000; Piyasirisilp et al., 2000; Yu et al., 
1999). The number of drug users in Vietnam 
is reportedly as high as 183,000 and is be
lieved to be the highest in Ho Chi Minh City 
(MOLISA and UNDCP, 2000; Tran, 2000). 
A needle exchange program began in 2002 
(Cohen, 2003b), but has so far shown lim
ited success without concurrent comprehen
sive drug treatment programs. Methadone is 
still considered an illegal drug and the "cold 
turkey" rehabilitation centers have high re
lapse rates (Hien et al., 2001). Efforts at mass 
information, peer education and outreach 
among high risk groups have been inconsis
tent among different regions (Khoat et al., 
2003). Prior to 2000, governmental policy fo
cused on prevention of transmission by edu
cation. However, recent policy changes have 
used the "social evils" approach of defining 
prostitution, drug use, and homosexuality as 
socially deviant behaviors and drug users and 
sex workers have been committed to detention 
centers (CDC News, 2002). Population stud
ies on HIV prevalence are comprised of indi
viduals who have been arrested by the police 
or caught up in a sweep by the authorities and 
may skew the HIV statistics. The new policy 
has had a chilling effect on detection and pre
vention and has done little to promote a sense 
of trust between the high-risk populations and 
the authorities. This trust is necessary to im
plement the harm reduction programs that 
are so important in reducing the spread of 
HIV in these same populations (Pisani et aI., 
2003). 

LAOPDR 

Background 

The Mekong River runs through the Lao 
People's Democratic Republic (Lao PDR), 
one of the poorest countries in Southeast Asia. 
Lao PDR borders China and Myanmar to the 
north, Thailand and Cambodia to the west and 
south, and Vietnam to the east. Lao PDR has 
approximately 5.6 million inhabitants, with 
500,000 living in Vientiane, the capital city. 
The country is divided administratively into 
16 provinces and the Municipality of Vien
tiane. Below the provincial level are districts, 
which are comprised of villages. The major 
religions are Buddhism and animism. 

Laos was a French colony until 1949 
when it returned to monarchy rule. In 1975, 
the Communist Pathet Lao gained control of 
the country and has since ruled it as a single
party state. In the late 1980s, the Communist 
Party slowly began to implement private en
terprise reforms. 

From 1988 to 1997, the economy grew 
at a brisk 7% annually, but Southeast Asia's 
lackluster economic performance has slowed 
its growth. Most of the populace are farm
ers. The GNP per capita was US$320in2001, 
and the GDP per capita purchasing power par
ity was US$17OO in 2000. Nearly half (46%) 
of the population lives below poverty level. 
There is no railroad. Electricity is available 
only in some urban areas, and there is a lim
ited telecommunications system. 

Health and Healthcare System 

The infant mortality rate in Lao PDR is 
more than 100-120 per 1000 live births, and 
the life expectancy at birth is 54 years. Health 
sector spending as a percentage of GDP is 
among the lowest in the world (WHO, 2000). 

Diarrheal diseases are among the ten 
leading causes of morbidity and mortality in 
Lao PDR. Cholera, a rapidly growing public 
health problem, is endemic in Lao PDR, with 
transmission occurring throughout the year. 
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The lack of adequate human waste disposal 
facilities permits widespread contamination 
of the environment with fecal material and 
increased risks for epidemics, and most out
breaks of cholera have occurred in villages 
with unprotected drinking water. Only half of 
the population has access to "safe" drinking 
water (e.g., protected wells, piped water, or 
gravity systems), while only one-third of the 
population has access to adequate sanitary fa
cilities. Due to limited funding, monitoring 
of drinking water for contamination (e.g., fe
cal coliforms) is not routinely performed in 
rural areas, and the capacity for monitoring 
is extremely limited at the provincial level 
due to the lack of trained personnel. In the 
cities, sewage is discharged into the environ
ment without treatment. Routine monitoring 
of the microbiologic quality and chlorine lev
els of drinking water is only done in water 
treatment plants of major cities. 

The National Center for Laboratory 
and Epidemiology (NCLE), (formerly known 
as the National Institute for Hygiene and 
Epidemiology) monitors infectious diseases 
through a nationwide, hospital-based, active 
surveillance system. Provincial surveillance 
units report the occurrences of infectious dis
eases in major hospitals and some district 
hospitals to the Ministry of Health on a weekly 
basis. None of the national or provincial 
surveillance units have reliable Internet access 
or electronic mail and no systemic laboratory
based surveillance system exists in Lao 
PDR. 

HIV / AIDS Surveillance and Control 

Lao PDR depends heavily upon its agri
cultural sector for its livelihood. In a bid to 
boost its fragile domestic economy, the coun
try is promoting trade with neighboring Cam
bodia, China, Thailand, and Vietnam. Unfor
tunately, new trade practices also promote 
the spread of HIV infection and other sexu
ally transmitted diseases (Zola, 1994). How
ever, available data on HIV / AIDS in Lao PDR 
are scant. Reported HIV / AIDS prevalence has 

been low, with estimates of around 0.05% 
(UNAIDS, 2003b). One explanation for the 
low HIV infection rate is the isolation of 
the country in recent decades. Until the mid 
1990s, the government restricted movement 
between provinces and outside the country. 
The social cost resulting from increased pro
motion of tourism and trade ties with its neigh
bors may be high. 

Surveillance data in 2000-2001 showed 
that six of 811 (0.9%) female service workers 
in entertainment sites were HIV positive, and 
the sexually transmitted infection (ST!) rate in 
this population is as high as 54% (UNAIDS, 
2003b). Among the high risk groups are sex 
workers and the mobile population. Lao PDR 
is the third leading producer of heroin in the 
world (Beyrer et ai., 2000). HIV infection is 
also spreading rapidly among IDU, particu
larly in the Golden Triangle where Myanmar, 
Thailand, and Laos converge and where the 
pure heroin, "China White," is refined. Recent 
outbreaks of injection drug use and HIV in 
this area have been associated with Burmese 
and Laotian overland heroin trafficking routes 
(Beyrer et at., 2000). 

National and international partnerships 
have fostered a heightened awareness of 
HIV / AIDS among the general population, 
especially in urban areas, as evidenced by 
the increase in condom use. However, with 
high HIV prevalence rates in neighboring 
countries, and population mobility increasing 
within and across borders, it is clear that Lao 
PDR remains highly vulnerable to the spread 
ofHIV/AIDS (Zola, 1994). 

CAMBODIA 

Background 

Cambodia shares borders with Thailand 
and Laos to the north and Vietnam to the east 
and south. Cambodia has approximately 13 
million inhabitants, with nearly half of the 
population under the age of 20 (World Bank, 
2002; USAID, 2003). The major religion 
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is Buddhism. The country is divided into 
20 provinces and four municipalities. Below 
the provincial level are operational districts, 
which are comprised of communes and vil
lages. In 1953, Cambodia declared indepen
dence from France and restored monarchical 
rule. Following many years of fighting, the 
Communist Khmer Rouge captured control of 
the country in 1975 and instituted drastic re
forms. The Khmer Rouge evacuated all cities 
and towns. The mass exodus resulted in more 
than 1 million deaths, including many of the 
educated class. Vietnam invaded Cambodia 
in 1978, and the Vietnam-backed government 
fought and gained advantage over the Khmer 
Rouge, and in 1993, established democracy 
with a constitutional monarch. 

Economic growth in Cambodia has been 
slowed by civil unrest and regional economic 
crises. Growth rate is estimated to be 4% an
nually. Approximately 80% of the population 
work in agriCUlture, but tourism is the fastest 
growing industry. GNP per capita in 1998 
was $260, and GDP per capita adjusted for 
purchasing power parity was approximately 
$1300 in 2000. Basic infrastructure is poor, 
particularly in rural areas. 

HEALTH AND HEALTHCARE 
SYSTEM 

The infant mortality rate in Cambodia 
is 90 per 1000 live births, and the life ex
pectancy at birth is 54 years of age (World 
Bank, 2002). Given its' recent history, Cam
bodia has a plethora of disadvantaged groups 
including internally displaced people and re
turned refugees, war widows, orphans, and 
people disabled during the war and by land 
mines. One out of every 384 Cambodians is an 
amputee, the highest prevalence of this con
dition in the world (World Bank, 2002). 

After nearly 30 years of civil war, Cam
bodia is in the process of rebuilding its public 
health infrastructure. Most government health 
facilities in Cambodia perform poorly, due to 
lack of funds, inadequate management, and 

inefficient use of resources (Soeters and Grif
fith, 2003). Less than half of Cambodia's pop
ulation has access to safe drinking water while 
less than a fourth has access to adequate san
itary facilities (Urbani et al., 2002). Cholera 
is endemic in Cambodia, with the majority of 
the cholera outbreaks located in Northwest
ern Cambodia and areas neighboring the cap
ital city of Phnom Penh. Few detailed epi
demiological studies have been conducted in 
Cambodia during cholera outbreaks because 
the health care sector lacks training in out
break response and epidemiological method
ology. Cambodia conducts surveillance for 
diseases such as cholera through a nationwide, 
hospital-based, passive surveillance system. 
Since 1992, the National Health Informa
tion System (NHlS) has collected disease re
ports from health care facilities throughout the 
country. NHIS collects information monthly 
on the incidence and mortality associated with 
a variety of diseases such as cholera, dengue 
fever and acute flaccid paralysis. One com
ponent of NHlS is an early warning system, 
which requests health care facilities to report 
these diseases weekly. In principle, each hos
pital completes a weekly report and submits it 
to the operational district, which sends sum
marized data to the Provincial Health Depart
ment. The Health Department then compiles 
the data by district and sends information to 
the Ministry of Health. In practice, there are 
many communication problems with long de
lays in reporting, and the early warning sys
tem has not been effective in detecting or 
preventing large disease outbreaks. Instead, 
communications from non-governmental or
ganizations (NGOs) or provincial health advi
sors have been the first to report many recent 
disease outbreaks. 

There is no laboratory-based surveil
lance system for epidemic diseases in Cambo
dia. The National Laboratory, which has just 
recently been resurrected, does not routinely 
process samples because of a lack of funding 
for supplies. Improved surveillance in the near 
future is not likely given the lack of trained 
personnel and limitations in funding. 
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HIV I AIDS Surveillance and Control 

The prevalence of my among Cambo
dian adults is estimated to be 1.6% (UNAIDS, 
2oo3a). The epidemic was initially fueled by 
a burgeoning heterosexual sex industry (Ryan 
et aI., 1998). Prevention efforts focused on 
increasing protection in sex work and have 
been very successful. Cambodia has mounted 
a "100% condom use program" that, with help 
from sex workers themselves, aims to per
suade everyone to use a condom with each 
sexual encounter (AIDS Wldy Plus, 1999; 
Cohen, 2003a). "Consistent condom use" has 
increased and HIV prevalence in brothel
based sex workers has decreased (Wong et al., 
2003; Cohen, 2003a). The proportion of men 
in mobile occupations buying sex has dropped 
from 76% to 32% (Gorbach et al., 2002), and 
condom use has doubled over the five years 
of the study. In 1997, Cambodia's national 
mY/AIDS program reported 75.8% of ur
ban police buying sex but that number had 
dropped to 32% by 2001 (Cohen, 2oo3a). 
In spite of a poor public health infrastruc
ture and lack of adequate funding, Cambodia 
waged a highly effective battle to control the 
HIV/AIDS crisis. 

MYANMAR 

Background 

Myanmar (formerly Burma), borders 
China to the north and east, Lao PDR and 
Thailand to the east, the Bay of Bengal to the 
south, and India and Bangladesh to the west. 
It is estimated that there are 50 million people 
living in Myanmar, but information on pop
ulation demographic and public health issues 
remains limited (Chelala, 1998). Only two
thirds of the population is Burmese. The coun
try is divided into seven divisions and seven 
states. The major religion is Buddhism. 

Myanmar gained independence from the 
United Kingdom in 1948. Since 1962, it has 
been governed by a military dictatorship, 
the State Peace and Development Council 

(known from 1988-1997 as the State Law and 
Order Restoration Council, or SLORC). Al
though a national election for a democratic 
government was held in 1990, the elected As
sembly never convened, and the military dic
tatorship continues to rule the country. 

Myanmar has a mixed economy with the 
state controlling the energy sector, heavy in
dustries, and the rice trade. Estimated GDP 
per capita adjusted for purchasing power par
ity was $1500 in 2000. Two-thirds of the pop
ulace are in the agricultural sector. 

Health and Healthcare System 

In 1996, Myanmar's infant mortality rate 
was 105 per 1000 live births. The life ex
pectancy at birth is 55 years. The major causes 
of child mortality and morbidity are intesti
nal and respiratory infections, malaria, mal
nutrition, and vaccine-preventable diseases. 
Low birth weight, iodine and vitamin A de
ficiency diseases, and iron-deficiency anemia 
are widespread. Cholera outbreaks occur each 
year, and there are still reported outbreaks of 
plague. 

Like many developing countries, Myan
mar faces an enormous task of bringing mod
em medical care, sanitation standards, and ba
sic health education to a predominantly poor 
and rural population. The Universal Child Im
munization Program, supported by UNICEF, 
reaches less than 60% of eligible children. The 
maternal mortality rate is 580 per 100,000 live 
births; most are related to unsafe abortion. Ba
sic reproductive health care is available only 
in select areas of the country, and less than 1/4 
of women use modem contraception (Chelala, 
1998). 

The military dictatorship that rules 
Myanmar has emphasized military spending 
at the expense of social welfare. United Na
tions statistics showed that Myanmar spends 
over 200% more on its military expendi
ture than for health and education combined 
(UNAIDS, 2003c). Since the current mili
tary junta reasserted direct army rule in 1988, 
health services have further deteriorated, and 
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universities remained closed for most of the 
last thirteen years. The United Nations esti
mated that government spending on health 
declined from 0.38% GOP in 1995-1996 
to 0.17% of GOP in 1999-2000 (Pinheiro, 
2002). In terms of overall health system 
performance, the World Health Organization 
ranked Myanmar 190th out of 191 coun
tries surveyed (World Health Organization, 
2000). 

Forty percent of Myanmar's populace 
has no access to safe water, and 60% lack 
basic sanitation. The National Health Labora
tory is poorly equipped. Since 1991, a hand
ful of international NGOs have begun work 
in Myanmar. However, the severe and strict 
regime's controls over health assistance pro
grams discouraged more systematic outside 
assistance. The country's poor human rights 
record and the suspected association of the 
ruling junta with narcotics production and 
trafficking have hampered access to much
needed foreign aid. 

UIV I AIDS Surveillance and Control 

The true extent of the HIV/AIDS epi
demic in Myanmar remains unclear and high 
prevalence rates have been disputed by Myan
mar's officials (Beyrer et at., 2003). UNAIDS 
has estimated that 440,000 Burmese are HN
infected and that there are 14,000 AIOS or
phans (UNAIDS, 2003c). 

As in neighboring regions, HIV is spread 
through intravenous heroin use and sexual 
transmission (AIOSlink, 1993). my preva
lence is 26.5% in urban sex workers, 91 % 
among IOU near the Chinese border, and 
10.6% among pregnant women in one bor
der town (Chelala, 1998). The junta's cease
fire agreements with some ethnic groups 
promoted the heroin trade in the country's 
border areas, as well as the larger cities, Man
dalay and Rangoon. Sharing needles is com
mon among addicts. Many young women 
from Myanmar's poorer regions have been 
sold or coerced into prostitution in wealthier, 

neighboring countries (Beyrer, 2001; Swad
diwudhipong et at., 1990). Tragically, a large 
percentage of them become HIV-positive 
within a few years. The government has taken 
little action to halt the trafficking of women, 
and local military officials have been accused 
of endorsing the trade. Migrant workers who 
buy sex, mostly miners and loggers, provide 
the major mode of my transmission into the 
general population. 

Although Myanmar offers treatment for 
IOU, anyone caught with drugs or drug para
phernalia faces imprisonment. Myanmar's 
law also commits drug users to inpatient treat
ment facilities. Needles can be purchased in 
some regions but in more remote areas, they 
are not available. No distribution or exchange 
programs exist, despite the established effec
tiveness of such programs in the control of 
my transmission. Methadone is considered 
an illegal narcotic by the government, and 
as such, cannot be used in the drug rehabil
itation process. HIV I AIDS public health and 
treatment programs have been implemented 
largely by the United Nations and a few other 
international NGOs. The Joint Program on 
HIV/AIOS has recently offered a plan to im
prove care and treatment for infected peo
ple and to significantly expand campaigns 
to prevent transmission from sex and inject
ing drugs. The plan also will provide studies 
on harm-reduction programs for IOU to in
clude substitution drugs such as methadone 
and easy availability of clean injecting nee
dles. Increased condom accessibility and use 
is also being promoted. 

However, the junta remains largely in 
denial regarding the scale and urgency of 
Myanmar's AIOS crisis. The press and 
media in Myanmar are tightly regulated 
and heavily censored. Myanmar's military 
also tightly controls the medical commu
nity response to the HIV/AIOS epidemic. 
In this atmosphere, the scarce health educa
tion and information about HIV I AIDS are 
not widely accessible to Myanmar's general 
population. 
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CONCLUSIONS 

The countries in the Greater Mekong 
River Region share many similarities with re
spect to their HIV / AIDS control programs. 
All have recent histories filled with major 
conflicts and, as a result, have infrastruc
tures that are ill-equipped to handle major 
epidemics. Other health and social welfare 
concerns compete with HIV/AIDS expendi
tures. Although estimates of HIV prevalence 
exist for the region, the quality of the data 
is compromised by the current surveillance 
systems. With the exception of Myanmar, the 
movement toward market economies has in
troduced increased trade, which may have fa
cilitated the spread of infectious diseases. The 
high levels of poverty, the rapidly changing 
social fabric, and the accessibility of illicit in
travenous drugs have increased the number of 
people who are at risk for HIV/AIDS. As in 
other countries in the world, those who are at 
risk are often sex workers and their clients, as 
well as IDU. Due to social mores, the degree 
of homosexual transmission remains specula
tive. 

Control of HIV / AIDS in these countries 
remains elusive. With the exception of Cam
bodia, the other countries in the region are 
single-party states. Social policies are not of
ten dictated by health concerns. Lao PDR 
has a policy similar to benign neglect, and 
Myanmar has generally ignored the problem. 
Vietnam, which initially took an educational 
approach, has more recently adopted a "so
cial evil" approach to those who are engaging 
in risky activities. The combination of these 
policies and the increasing risk of HIV / AIDS 
spreading in these countries is a combustible 
mix that will fuel the pandemic. 

The example of Cambodia provides 
some hope. Cambodia successfully curbed 
the HIV / AIDS spread despite widespread 
poverty, poor infrastructure, and social 
stigmatization of those at risk. With govern
mental policies re-directed towards improv
ing the public health system and committed 

international assistance, there is hope that the 
scourge of HIV / AIDS will not join the other 
disasters that have befallen the people of the 
Greater Mekong River Region. 
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