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Abbreviations and Acronyms

ATS Amphetamine-Type Stimulants

CCT Commune Counselling Teams

CMB/F14 UNODC Project AD/CMB/01/F14

CMHDP Cambodian Mental Health Development Programme

CSSSG Cambodia Social Science Study Group

DAF Drug Abuse Forum

D&D Decentralisation and Deconcentration

DHA Drug HIV/AIDS Working Group

DSA Daily Subsistence Allowance

DTC Drug Treatment Centre

FHI Family Health International

HCC Healthcare Centre for Children

HIV/AIDS  Human Immunodeficiency Virus/Acquired Imme Deficiency
Syndrome

IDU Intravenous Drug Use

IEC Information, Education, Communication

JICA Japan International Cooperation Agency

L-CDlI Leadership-Character Development Institute.

MoH Ministry of Health

MOSALY Ministry of Social Affairs, Labour, Vocatial Training and Youth
Rehabilitation

MOU Memorandum of Understanding

NACD National Authority for Combating Drugs

NCHADS National Centre for HIV/AIDS STl and Derméigy

NGO Non-Governmental Organisation

NSDP National Strategic Development Plan

PDCC Provincial Drug Control Committee

RGC Royal Government of Cambodia

RPF Regional Programme Framework

TOT Training of Trainers

TGW-DAP  Technical Working Group on Drug Abuse Pirev@n

UNDP United Nations Development Programme

UNODC United Nations Office on Drugs and Crime

Disclaimer

Independent Project Evaluations are scheduled am&ged by the project managers and conducted by
external independent evaluators. The role of tdependent Evaluation Unit (IEU) in relation to
independent project evaluations is one of quabuaance and support throughout the evaluatiorepsoc
but IEU does not directly participate in or undketgndependent project evaluations. It is, howetres,
responsibility of IEU to respond to the commitmehthe United Nations Evaluation Group (UNEG) in
professionalizing the evaluation function and préinga culture of evaluation within UNODC for the
purposes of accountability and continuous learming improvement.

Due to the disbandment of the Independent Evalnafiat (IEU) and the shortage of resources follayvin
its reinstitution, the IEU has been limited inéegpacity to perform these functions for indepengeaject
evaluations to the degree anticipated. As a resoifhe independent evaluation reports posted magenot
in full compliance with all IEU or UNEG guidelineslowever, in order to support a transparent and
learning environment, all evaluations received niyithis period have been posted and as an on-going
process, IEU has begun re-implementing qualityrasme processes and instituting guidelines for
independent project evaluations as of January 2011.
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Preface

The project was designed to be implemented ovér raahths period. UNODC was
working with the National Authority for Combatingrys in (NACD). The project
budget comprised a donor contribution of US$ $1,638.

The evaluation was conducted over a four week gdrjoan international drug
control expert with no connection to any of the iempenting organisations. The
evaluation was conducted in conjunction with eviauns of three other projects,
which added to the workload, but helped to constdéidhe evaluator’s grasp of drug
demand reduction issues in the region and the tperaf UNODC in particular.



Summary matrix of findings, supporting evidence andecommendations

Findings, problems and
issues

Supporting evidence

Recommendations

Grass roots approach
taken — involvement of
community

Project documents, Policy
documents, informants

In line with national
policies, good
development principle to
be extended to other
activities

Cadre of village /
community level data
collectors trained up and
working

Project documents,
informants

Publicise this as good
example of practice

Baseline survey
conducted

Project documents

Valuable for communit
ownership

Data collection system
adopted by MOH for
other data gathering
purposes

Project coordinator

Publicise this as good
example of practice

CCTs in place and active

Project documents,
informants

Professional training
needs to continue

Training instruments and
tool kits

Project coordinator

Hand over updating an
adaptation to NACD

Long gestation from
project sign off in 2005 t¢
pilot activity in 2009

)]

Project documents

Speed up recruitment
process

Project relevant to the
country in view of rising
drug use and levels of
incarceration

Interviews, reports

Continue working with
partners to consolidate
public health centred
approach

Project design of grass
roots delivery, highly
relevant and promises
sustainability

Project documents,
informants

Support national roll out

Good institutional

Focal Points at the NACD

Backstop and monitor

linkages from centre to | and the MOH
local government
Communication strategy| informants Intensify effdads

include donor communit

Major change of directior
at inception meeting

L

Project documents,
informants

Communication strategy
to maximise support fron
all stake holders

Nowhere for referring

clients onto

Project documents, NACL
document, informants

) Develop community
treatment services




Executive Summary

e The programme has succeeded in setting up Com@oneselling Teams
that have managed to access very hard to reachapiopu

e A data collection system has been set up usingsgeots data collectors and
data managers

e The approach has been participatory involving rmamity members, village
leaders, commune and provincial authorities

e At commune level the project has pioneered a nappftoach to dealing with
drug issues in Cambodia

e Working partnerships have been created and inedjest the NACD and at
provincial level

e Project relevant to perceived needs of politieadlership at national and
regional level

e The original project objective to create drug tmgant centre has not been
realised

e The project suffered from long delays, one revisithanges in management
structure, and then a dramatic change of direct\dmile the project was
signed off in 2005 activities have in fact only beanning since February
2009. Some of the delay owing to recruitment procesl for Project
Coordinator, government elections and the openiragproject bank account
beyond control of project.

e The project goal was over ambitious and the ostptg no longer in line with
activities

» Design revisions at the inception meeting chartedriginal vision of a
centralised, treatment centre focused approach éommunity outreach
programme

e The Commune Counselling Teams have nowhere totrede clients onto

e The CCTs do not engage in counselling. They hamact with clients, which
does have therapeutic and re-integrative benéfitsgcounselling per se does
not take place as yet

e The information gathered by the local data collextioes not, as yet, inform
planning or strategy.

e The project has not connected as well with theodeommunity and UN
family as it could have

e Project activities have not contributed to raidimg profile of UNODC on
matters of drug treatment, where WHO and UNAIDSragarded as the most
active agencies.



| Introduction
A. Background and Context

The need for a new approach to drug treatmenealgi spelled out in the project
document as well as several UNODC publicationsrogslin Cambodia. Because of
the historical hiatus there is little experiencéhwdrugs, drug use and drug treatment
among the country’s political leadership. Regicggberience of sending drug
offenders into ‘boot camps’ is being recognisedeaither meeting the demand for
different forms of drug treatment, nor does it deditreatment of sufficient quality.
Since the early 1990s, drug use has become widespred according to one
informant has become ‘almost normal’ for young pgeophere is little information
about health risks, very little understanding aldbatdynamics of addiction, and a
growing disillusionment with the resource to polioterventions.

Yet there is widespread reluctance among medicdégsionals to become involved.
According to the Secretary of State at the MOH drsers are dangerous and should
are the proper preserve of the police. He citesscaémedical staff in hospitals being
threatened by drug dealers after seeing to peaptepting with drug problems. The
NGO run treatment centres, of which there are tegbr two, may provide an
alternative model but are wholly inadequate for tingethe needs of the country.

Meanwhile the police who have been left with thektaf running the boot camps are
themselves aware of their limitations. The commadéhe ‘treatment centre’ in
Batambang was quite clear that he was poorly egdigmd even worse trained for
this task. His therapeutic expertise had been gadhia a number of seminars and
workshops held in Phnom Pen. Given the high prexaleate of ATS use
particularly, there is a widely recognised needdifferent interventions that assist
drug users in coming off their substances. Thisheen one of the key needs
identified by the NACD and the UNODC was askedrovgle assistance.

B. Purpose and scope of the evaluation

The evaluation reviews the problem addressed bprbject and the effectiveness of
the activitiesMore specifically:

« If the outcomes and outputs listed in the profectument have been achieved

e Whether the needs of the beneficiaries at the tiproject formulation were
properly addressed

e Whether the project’s approach has been apprepriat

It assesses the outputs, outcomes and any imgdaetvad by the project as well as
the likely sustainability of project results, whapplicable. In keeping with the
objectives of he Regional Programme Frameworktelfocus is on results, namely
outputs and outcomes and the direct contributiodentey the programme.

Recommendations for any future action in respecsafes related to the
implementation or management of the project, as agetoncerning replication of the



project approach and strategy in other regions gpecific countries covered by the
project follow. Lessons learnt and opportunitiesfédlow up are listed.

C. Executing Modalities of the programme

The programme is managed by the UNODC Cambodiatgoafiice working with

the Cambodia National Authority for Combating Dri\CD), the Ministry of
Health, local communities in 10 selected commu(led«ed to 12 Health Centres and
9 district referral hospitals and providing outrleaervices to about 50 badly affected
villages),.

D. Methodology

The report follows the multi method evaluation mddal out in the UNODC
guidance literaturé including the study of secondary sources (projecudhent and

its revision, progress and monitoring reports, \eharailable previous evaluations,
self evaluations and client feedback, policy docaotsiedocuments from other projects
by UNODC or other donors, scientific literaturehig was followed by collecting

data from a range of primary sources, key of whighinterviews with key stake
holders (both face to face and by telephone), fredds to project sites in Tonle
Bassac and Rattanak commune, and observation.

The evaluation was carried out in partnership @itbambodian evaluator conducting
an independent evaluation for the Ministry of Healthis unanticipated circumstance
has allowed the external evaluator to tap intoetkyertise of a national health
professional and work in partnership during intewing sessions.

E. Limitations of the Evaluation

It was difficult to conduct evaluations of two vetifferent projects over the course of
six working days. It was therefore not possiblenterview many potential

informants. Some members of the international comiyuwvith key insights had been
transferred or were travelling and thus unableotatrcbute to the evaluation. The
nature of the project made conducting field visitperative, but these took time and
were physically demanding, so not all pilot sitesld be visited. The evaluator has
only limited understanding of Cambodia and hade@bided by colleagues through
the cultural particularities and the political igak of the country.

Hostility of other UN agencies to the project didka it difficult to discuss
constructive future action short of managerial gesnbeing made at UNODC and the
discarding of the baseline survey.

1 UNODC, 2008 Evaluation Handbook: A practical Guide for use bM@DC Staff to plan, manage
and follow up an evaluatioVienna: UNODC, Independent Evaluation Unit.



Il Major Findings and Analysis
A Relevance of the programme

The original project proposal was carried by aonsof developing four different
treatment modalities in the country, which werenthebe evaluated, and the best
performing model to be rolled out. The provisiorgoglity treatment is highly
relevant to Cambodia, drug use is rising and tieashtreatment provision is sorely
underdeveloped. The predominant modality is nattinent as such, but the coerced
incarceration of the drug user in a secure fadhst is run by the military police, the
army or other uniformed services. The emphasis ieeeducation, and the means
used to that end consist of military drills and gilogl exercise.

It is recognised within the NACD, among the inté¢io@al donor community
concerned with health, drugs and HIV, and membktiseocommunity that a
different, health focused approach is needed. Asimiormant, a village chief said
about drug uses “they are our children and shootda put in prison.” The project
has contributed to some extent to changing att#adearious decision making
levels.

The project therefore meets a recognised needeMere, however, the shift in
project direction and the time delay for this resisto be approved by UNODC HQ,
postponing project activity from 01 January 2008IU® March 2007. The changes
were in part a response to weaknesses in the cluatisption of the project,
particularly the formulation of outputs formulated former staff members.

1. Problems with proportion - Output one was aenaetivity — “Meeting of all
relevant stakeholders”

2. Some of the outputs were results, e.g. olputincreased number of people
reached through outreach, counseled, treated aathifiéated from the abuse
of drugs.” And output 6 “adoption into Cambodiamglabuse service network
of selected best practices”

More significantly, however, was that the origipabject was a centralised,
managerial model, which would create a centre oékence. Though the treatment
centres were to develop their own modalities, treuation, and subsequent
determination for roll out left project and programg control in the hands of the
central decision making authority, be this the UND&r the TGW coordinated by
NACD. It is likely that there would have been iriggence in activities in each centre.

The revision undertaken by the current Project Goattor therefore marked a major
shift in direction to a bottom up community appreathe administrative
responsibility was now in the hands of Focal Poimso coordinated care delivery in
different settings, and were working towards amalenetworks for drug treatment as
well as HIV. An integrated approach involving loeaithority, down to village level,
local health care centres, the police and commumégnbers. Sustainability could be
provided by accessing commune funds, allowing ddiraut to all 1,621 plus
communes in Cambodia in keeping with the princgdlehe RGS and D&D
strategies, as well as the vision of the Depuim@Minister and Chair of NACD.



The re-design has altered the project in a way lwivas perhaps difficult to foresee.
This has created some tensions with partners ihéamily involved in the original
design, but these, it seems, are a consequen@®otpmmunication (possibly the
result of interpersonal dynamics) rather than getbhce over issues of substance.

The shift from creating model treatment centresdtablishing an infrastructure of
community counselling centre did find support amé#gistry of Health officers.
The Focal Point officer of the Ministry of Healthid that “I like the philosophy of
the project”. According the vice chair of the NAGIe delivery of the project at
community level benefited the very people who wapst affected by drug problems
and least able to respond — the poor. The NACDeBrated the importance of
having a treatment approach at ground level tithhdt include the police as they
“confuse” the issues.

Support for the community approach was also voimedome international partners
(US embassy, GTZ, FHI). There was strong criticissm UNAIDS about the lack of
policy dialogue and the lack of engagement by tiogept in the Drug HIV/AIDS
Working Group.

The implementing agencies being the NACD and theidtty of Health, with support
from village communes, operational district healystems and structures and the
NGO sector. This provides an opportunity for intggng Substance Abuse
intervention in the existing health system underkealth Coverage Plan 2006,
which was used by the project as a policy planaing dialogue tool. There is a
commitment in the Mental Health and Substance ABisstegic Plan 2010-2015, to
which CMBH83 was invited by its focal point from ntal health to contribute, to
improve access to treatment and rehabilitatiorsédastance misuse.

Goal 3 To reduce the burden of non-communicabl diseases and other
health problems
Objective 1 To reduce risk behaviors leading to nommunicable diseases
(KAP): diabetes, cardiovascular diseases, cancamtah health,
substance abuse, accidents and injuries, eyearatdjealth , etc
2 To improve access to treatment and rehabilitfoMNCD: diabetes,
cardiovascular diseases, caneeental health and substance abuse
, accidents and injuries, eye care, oral health, etc
3 To ensure Essential Public Health Functions: renmental health:,
food safety, disaster management and preparedness

B Attainment of the programme of project objectives

The project objective was “contribute to the broledelopment goal of, ‘reducing the
rapidly increasing trend of drug abuse and to therpositively impact upon the
social and economic development of Cambodia.”

It is the opinion of this evaluator that the phngsof such an ambitious goal is more
an expression of hope, than a realistic or redisgbal. In many countries with far
better technical competence, more effective lenforcement, and much larger
resource investment drug use prevalence has bgeag m spite of best efforts. The
idea of reversing this trend is therefore a distdl, borne perhaps by confidence



inspired from the successful HIV/AIDS preventiorogramme, but reflective of a
serious misunderstanding of the complexity of safst use.

The goal is furthermore illusory as there are ri@bée studies for establishing either
current prevalence rates, or for measuring tremtds. methods used, while useful for
generating ‘management information’ for guidingemventions are not robust enough
to validate achievement of this goal.

What the project document, a study of other docusmemd the interviews have
revealed, however, is that the main rationale efloject is in the project summary
and repeated as the project purpose:

“In view of the increasing level of drug abuse,rthes a pressing need to
transfer technical skills and knowledge to Cambwdi@alth and social service
professionals to allow them to identify the mogeetive approaches and
techniques to deal with drug abuse within the cdndéthe country and to
thereby enable abusers to develop self-coping nmesiina from the receipt of
such services. To achieve this, the project aimisdiease the capacity of
Cambodian healthcare professionals, both at thergaowental and non-
governmental level, to respond to the needs of lpaaging illicit drugs,
through development of coordinated, through develaqt of coordinated,
community-based drug abuse counselling, treatmehtehabilitation care
programmes?

The project has certainly contributed to enhandivegtechnical capacity of
Cambodian health care professionals, though nbigpsrin the areas originally
envisaged.

A community-based programme addressing the needisigfusers and their family
has also been established in ten communes, twoiréigle provinces identified. The
guestion is whether the service that is now runniegts the project objectives, in
that what is currently being delivered does notstitute ‘treatment and

rehabilitation.’ It is even debatable whether it@inselling. These issues will be
discussed in detail below, but it should be emdeaikat this point that the project has
made a valuable contribution at grass root levieé Site visit to one of the pilot
communes established that the interventions byeptdjained and funded Commune
Counselling Teams were effective in dissuading spougg people from continuing
with their drug use. They also provided familieshra drug using member and the
community with an alternative to calling the politteemerged from interviews that
the standard practice for dealing with young peepéémost always young men —
who were recalcitrant and using drugs was to ballpgolice. But in interviews
community members expressed their reluctance snd&everal informants said that
it was not right for the children to be punishddvas also feared that if they did go to
a treatment centre or a prison it would do thement@rm then good. At other times
calling the police was ineffective because toorofteey just released the young men
anyway, with no action taken. The project therefreceeded in introducing a new
modality for dealing with the incidence of drug ugéhat is quite beyond the remit of
this evaluation is to assess whether the intereentieets the needs of problem users,

2UNODC, 2005, Signed Project Document "Development of Community-
BasedDrugAbuse Counselling, Treatment and Rehatwiit Services in Cambodia
(AD/CMB/H83)
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with pattern of compulsive use, or if it only affececreational users. The Cambodian
literature makes little distinction between thegtetent categories, and the project
has therefore broken new ground by establishirtgraifor drug use severity in the
screening tool used by community teams. It is g#luable for an early intervention
with casual users and as a support mechanismrfolida and the wider community.

The skill transfer component of this project wakiaeed through a series of training
workshops, starting with national level trainingewvé 15 Master Trainers acted as co-
facilitators and trained 24 Provincial Trainersdtivom each province) and then the
Master Trainers (with Provincial Trainers actingcasfacilitators) in turn trained 240
Provincial Trainees (20 each from the 12 surveyipies) through six bi-provincial
workshops. Some of the most able Provincial Trairfgix out a total ten in the five
pilot provinces) now function as CCT mentors (samhehom were the grassroots
workers who established the project baseline).&dtablishment of Focal Points at
the NACD and the MOH, and the commitment on pagehb MOH to develop
treatment and rehabilitation for substance abussrses the promise of embedding
the programme and ongoing skill training in exigtirealth service structures. The
Technical Working Group also provides a vehicledontinuing to develop and refine
the outputs, and the NACD is in the process of Sxdering’ ongoing support for the
programme.

C Achievement of the programme outputs

Considering the relatively modest budget the ptdjgak a long time to get off the
ground. It is not clear why these delays occurbed jt seems that in country project
management was ready to go and waiting for autaboia. At the inception meeting
a number of significant alterations were made wihiabe distorted the alignment of
activities with the programme outputs listed in pineject proposal. The discussion of
the outputs has to be placed in the context ofiapreject vision, which does
however, remain faithful to the project purpose.

Output 1 Hold an Inception workshop of key stakeholdersisouss the
development of drug abuse treatment and rehahditagervices, form working group
to guide project activities

This first output was achieved and in the procdégheInception meeting changed the
course of the project. A technical working groupttls coordinated by the Director of
Planning at the NACD and with a Focal Point atNhmeistry of Health

Output 2 Establishment of Drug Abuse Service Centres thHapvavide both
open access services, such as outreach and comgsels well as “structured”
treatment and rehabilitation services to peopleisk-from the habit of using illicit
drugs

This has not been achieved. There has been natimees no resource provision and
not training for existing drug treatment centreslarg treatment centre staff. Existing
drug centre staff have only been sensitised toéeel of open access care and
support. FHI provides pilot training and WHO intad process which have yet to
proceed beyond pre-testing of a manual for closéithgs in Cambodia. There has,
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however, been contact with some Drug treatmentegntho took part in the base
line survey and have provided names for formentdi¢or placement as CCT
members.

Output 3 Improvement in capacity of service providers whiblvd working with
each of the four Drug Abuse Service Centres sothiegt can respond to drug abuse
issues through providing coordinated, communityellasounselling, outreach,
treatment and rehabilitation services to existimgglabusers, vulnerable groups and
their families

The project reports against this indicator thenirgy of 15 Master Trainers, 24
Provincial Trainers and 240 grass root workersti€tpants were trained up in
different skills, including data collection, prosesy and inputting, and a range of
therapeutic interventions. From the interviewseitéme clear that the uptake of
screening, counselling and psychotherapeutic gl@tisains rudimentary, and that
more trainings are required.

Detailed list of training activities provided by Project Manager

1. Sensitization meeting provided to 5 PDCCsD#&puty District Governors, 9
Operational District Chiefs, 10 Drug Treatment CestChiefs, 8 Provincial
and District Referral Hospitals, 12 Health Centteef, 10 Commune Chiefs,
50 Village Chiefs, 6 Provincial Trainers who meeICCTs and 32 CCT
members from the 10 communes.

2. Practitioners Guide: Substance Use Disor@msening, Treatment and
Aftercare - 8 trained NPMH staff, 4 Khmer Sovieigrdship Hospital Focal
Points, 6 District Referral Hospital Focal Poirged 12 Health Centre Focal
Points and 12 CCT team leaders on Screening, Briefvention, Stages of
change counselling, detoxification and documentaftto drug dependency
and HIV, drug-drug interaction between street larely, prescription drug,
anti-TB drugs, ART etc., whole substitution thergjpgiining is based on
WHO UNODC resource materials.

3. Field Practitioners Guide: Toolkit for Outréaand Referral Services 6
Provincial Trainers, 32 CCT members.

4. Refresher course on Screening and documecdisg record and referral data
for 32 CCT member, 6 Provincial Trainers and 5 8ecy PDCC through a
placement learning, field visits to Sihanoukvill®yince with practicum on
current drug users yes Sangkat 4 commune, 5 Atfdaraily member and 5
drug users facilitated practicum. Entire refrestmirse was facilitated from
NACD through direct project funding, signifying trsfer of ownership
process. 5 Secretary PDCC and 6 Provincial Traiseparately develop
outreach and referral workplan till December 2009.

5. Refresher course on screening and brief iategion for 6 NPMH staff, 6
Khmer Soviet Friendship Hospital Focal Points, 8tiiit Referral Hospital
Focal Points, and 9 Health Centre Chiefs and 12 @@in leaders. Practicum
conducted at the Municipal Drug Treatment Centedifated through NACD
and involving 36 Drug Users institutionalized ire ttentre facilitated by
NMPH with (4 Trainers) and 1 psychiatrist from Battbang province who
had undergone WHO ASSIST and Brief Interventionriing at Bali.
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Output 4 Established models of coordinated, community-basstl practice
drug abuse outreach, counselling, treatment an@é@hation approaches and
techniques for effective implementation withingbeio-economic environment of
Cambodia

Output 5 Increased number of people reached through outreambnselled,
treated and rehabilitated from the abuse of drugs

These two outputs should be discussed jointly akély activity that was observed at
the two communes visited comprised of the CommumenS€elling Teams. These are
made up of three people, one staff member frontoited health centre, a former drug
user and an ‘affected family member’. In both disérthe participants were selected
and then introduced to some basic training on ésiges and in community research
methods. Then they mapped out the local area tuifgehot spots’ before
conducting interviews with drug users. One memhbet that his only experience of
drugs was watching kids sniff glue but that after joining the CCT he discovered a
lot of young people taking yaba and ice. The telaem talks to these drug users,
informing them on the dangers of drugs. The quesaige on drug use patterns is
used to make an ‘assessment’ and then to recomauatioth. The referral system
consists of advising people to (i) attend the eedintre (ii) a referral hospital (iii) a
drug treatment centre. In neither community hadrafgrral been made, largely
because the health centre charges R 1,000 forck cipewhich clients are unwilling
to pay. It is furthermore questionable what this aahieve. The Prime Minister has
declared that drug treatment will be free of chdrgeclients are reluctant to pay for
transportation to health or drug treatment centseany fees that may be charged
locally. This matter is beyond the locus of contvbthe project and has led to
innovation in some teams with help from mentors.

But variations are emerging as CCTs take advarghgpportunities. In Rattanak
commune, Batambong the team uses its good relatiithgdlV organisations to
refer its clients to HIV testing. They have alscessed facilities belonging to an
NGO in which self help group meetings are held.dgltests are also carried out in
Tonle Bassac commune. Once again none of thisasnient, nor is it outreach as
there is strictly nowhere to refer people onto. Amrtl according to the young people
interviewed, and the families of drug users as aglaccording to CCT members
themselves the project is effective. It providesang, supportive alternative to the
boot camp and is a first point of contact for peogbntemplating stopping. More
effective still are the interventions with casusérs. The very assessment process
does also have a therapeutic quality, which coelé)xpanded.

While the two outputs have not, in the strictestsgeof the word, been achieved, the
activities initiated by the projects are headingdads very similar goals. What they
lack in technical sophistication they make up ieduaith and reach.

Output 6 Adoption into Cambodian drug abuse service netwbdelected best
practices portfolio of medical, psychiatric and &bdraining courses and curriculum
for community-based drug abuse outreach, counsgltreatment and rehabilitation
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Achievement of this output is strictly speaking ttogent upon the realisation of the
original project concept, and the comparison cd@ff’eness and efficiency of four
different treatment centres. As a different apphoaeas taken this output could not,
therefore, be delivered. But there has been somk evoadapting the UNODC
Treatnet modules for community based treatmentcandselling. While this is not as
ambitious a result as anticipated under this outpere is potential for further
development.

Output 7 Not listed in the project proposal, the Baselinev8y has been one of
the principal achievements of the project to datehe inception meeting it was
agree to conduce a field research exercise topséaaseline for drug users who are
involved in criminal act and whether the projeat ckevelop a mechanism to track
this issue and document decline in the crime anamugby drug users’”While the
baseline survey did not generate any informatiodroigy related crime it did provide
the authorities and service providing governmeenags at commune and provincial
level with information about drug users. In all 381 drug users, 274 of their
partners and 1067 problem alcohol users and S5&8arpartners were reached.

The research was conducted by four field intervisvie each commune trained for
that purpose by the cadre of 24 provincial train€he result was the largest
commune based survey carried out in Cambbddiag complemented by qualitative
research Provincial, District and Commune levelplaing key informant interviews
and focus groups.

It provided information for the targeting of sem#cand to guide the operation of the
CCTs (outputs 4 and 5). Informants from participgtvillages reported their initial
confusion about the purpose and relevance but prooeal themselves as extremely
satisfied with the result. The Baseline Study taiel groundwork for the data
collection system now employed by CCTs in theireath work. They collect data
on drug use patterns from each client which is tethered at the level of the
commune and sent from there to the Provincial Hea#partment, who pass it on to
the Focal Point in the MOH. Another reporting lo@es to the NACD where the data
is gathered at their Focal Point. Sometimes a #etdf forms has to filled in to go to
UNODC. The data collection process and the datbysisavas facilitated by a
coalition of different organisations including tNACD, the Drug Information
Centre, the Ministry of Health, and the NGOs FHhaka and KYA

The end result has been an effective data collestystem. What is perhaps most
impressive is that data is recorded at villageamnmune level. Commune outreach
workers with basic training are involved in gathgrdata on illicit activities and hard
to reach population. What is not clear is how ttata can be employed usefully
without further resource injection. When asked NA&ml MOH officials said that
they were using the information for planning butilcbnot cite any activities that had
been planned. It therefore seems that the Basglineey and the drug user
information system that it has spawned are fotithe being exercises conducted as
an end in itself.

3 UNODC, 2007 Inception Report “Development of Community-basedddbuse Counseling,
Treatment and Rehabilitation Services in Cambodi2/TMB/04/H83
* UNODC, 2008 Quarterly Report: January-March, 200Bhnom Pen: UNODC

14



But the project leaves a legacy of data collectt@ta processing and information
sharing, which sets it in line with the stated miten by the Government of Cambodia
as reported in the Aid Effectiveness Report andHaenonization-Alignment-Results
plan (HAR) to make better use of information anaihpiing. The NACD has called a
meeting in November 2009 for formulating a 3 yezroam. A review of information
from Commune level is slated by NACD for formulatia three year action plan in
November 2009 and will be based on the prototyseggded by CMBH83 for
gathering the data.

D Institutional and management arrangements

The delays to the project began during the recentrprocess. The Project
Coordinator joined only in October 2006, and orgadia participatory inception
workshop in the last week of December. At this ¢wdstisions were taken to
dramatically change the project direction, whileystg in alignment with the overall
project objective which was to build capacity ie tirug and health sector at GO-
NGO levels.

Working groups and sub-working groups were esthbtisand operational from
August 2007; some 300 Cambodians were trainedllectalata which informed the
planning for community based interventions in 2@0@ilot sites. Two delays post-
inception due to elections and hold up in openipglalic bank account by Ministry
of Health as was directed by UNDP when the MOU/M®AUNODC/UNDP with
MOH was signed in August 2007, all beyond the mtopentrol.

The delay has led to frustrations among Cambodidnraernational partners. It is
against this background that the unease occasammedg some of the project
partners by the sudden and dramatic departure tlieroriginal project proposal has
to be seen. The fact that people who were closelylved in the project design early
on are still working in Cambodia albeit now for etfUN agencies, accounts for some
of the difficulties in moving towards a more coogiére approach.

At this point the managerial style of the TA coulave gone some way to offend
potential partners. It is clear that H83 as it d&ais very much built on a vision of
participatory, grass root, public health outreddine Project Coordinator has each
component clearly mapped out, but does not alwagswunicate this vision with
similar effectiveness. Some partners may have thiihg process too rigid and
predetermined. This, combined with the focus orvimce level delivery may indeed
have left the project, in the words of one Cambdidormant “a little lonely.”

At the same time, there were also positive commieoits the donor community. The
US embassy commented that ODC played a cohesiwanal that Dr. Anand’s work
in the community was commendable, and that the O@dwconsider supporting it
once funds became available. Other partners, imdu@TZ and FHI were also
pleased with the way in which information from tBaseline study had been
disseminated.

The management strategy with regard to embeddimiggirplanning in existing
structures, and drawing on community resourcegpifoject delivery is exemplary.
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After a little more than half a year of operatiomnership of the project is being taken
by stakeholders at ground level and within the proes. It has become a Cambodian
issue on how to proceed with it, though at thisipoontinued external support seems
critical.

[l Outcomes, Impact and Sustainability
Outcomes

The major outcome of the project is the trained €GirL0 communities. There is
therefore an existing service for drug users, wisch combination of outreach and
early intervention. In concrete terms the projexs hssisted a few hundred drug users
in the pilot communes by providing information omig related harms, by making
assessments, and providing blood tests. A suppuorice has been set up for families
affected by the drug use of one of their membedssaff help groups have been
initiated.

Summary of DUs reached by the project in all ten pot communes:
Establishing Treatment Baseline for Outreach aef#fRal Services: CMBH83

DUs
Total DUs Total_ reached Affected
Province| Commune (in DU.S (in| by CCTs Family reached
pilot | upto
Commune) villages) | June 2009 by CCTs upto
June 2009
BMC Poi Pet 93 70 34 4
Preah Punlea 23 23 32 0
BTB Tamoeun 73 62 55 15
Rottonak 35 35 56 o4
| PNP Tunle Bassac 61 52 41 28
Tuol Sangke 48 48 27 6
| SRP Puok 13 12 22 0
Sala KamreukK 49 49 41 0
| SHV Sangkat No. 20 20 29 9
Sangkat No. 4 47 47 39 12
Grant Total 462 418 376 128

The project has run a baseline study that wasaditempt at accessing hard to reach
populations at community level. Data on drug udéepas has been gathered and
disseminated, both at policy level but perhaps msayeificantly, locally.

A web of reinforcing policy and practice networlkastbeen created, with a TWG at
the NACD, and working groups at provincial levedah to communes and villages.
Project related activities are therefore takingelat different levels creating a
momentum of their own.
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Impact

In policy terms the delay in the project, with caipabuilding starting in August 2007
and actual implementation only occurring in Febyu2009 (four years after the
project document was signed), led to a changerettion and the loss of momentum.
One shortcoming has been the eclipse of UNODC fr@mrdrug treatment policy
discussion by WHO. At the DHA most of the initisgs/on harm reduction, including
introduction of methadone substitution have bedrbleWHO. It was confirmed by
FHI that if there was an issue they would call Wki@ UNODC. The lead on the
Cambodian side is taken by the MOH, with the NAG&ymg a supporting role.
Where the agency will go in the mid term remainbecseen, but for UNODC an
opportunity has been lost to become a more actaxgepin the DHA.

On the other hand, by locating the project at comiguevel the project has opened
new ground in the drugs field. Most interventions aimed at policy level or work
closely with government agencies. Here projectvéejiis in the hands of local teams
supported by local government. As long as provireughorities lend support and the
NACD ensures that law enforcement remains on baetigdities are set to continue.

While it is difficult to assess the ‘treatment dgmia’ evolving at commune level, the
very engagement of drug users in this positive;pemal way has provided the
Cambodian state with an opportunity for explorimgeatirely different set of policy
options. This may prove to be the most remarkatideement in the long term.

In the immediate future, however, the basic chgkethat was facing the country at
the outset of the project remains. There arerstilhigh quality drug treatment
facilities able to provide a service to the growmgnber of Cambodian drug users.
While the project has set up an infrastructureasessment and early intervention it
has not delivered the much needed improvementsumptdeatment. The original
project proposal, by enhancing and monitoring feparate treatment facilities could
possible have provided a more effective methocdéhieving this aim. Yet it would
not have been as community oriented, replicablmst effective. Any scaling up
would have required extensive and continuing exeumding and support

There are also indications that the original projeam was closer aligned with the
MOH. There is palpable resistance within MOH to phheject. We mentioned the
attitude of the Secretary of State that drug treatnwas a police matter, the
reluctance by the PHD representative to acknowlekigg use as a medical matter.
We also note comments by the Deputy Director oféeaiHospital services that
there could be no hospital based drug treatmethieimbsence of medication. When
pressed he referred to a list of medications dragvhy an UNODC consultant. These
were basic painkillers that could ease discomfocuaring to intense users in the
early stages of cessation. Yet it is widely recegdiin treatment circles that there is
no strict need for medication at any stage of tneat for clients presenting with ATS
dependence. Withdrawal is at most slight, resultinigritation and sleep disturbance.
The stated requirement seemed like a spurious measmnded to delay activity.

There was also the risk of medicalising an outreawhcounselling approach that was
in essence community based and self help orie@e@n the complexity of

‘addiction science’, the spectacular success dhs#h group beginning with AA, and
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the resource shortage of Cambodian health seriticestrongly advised to dispel any
notion that treatment cannot commence without nadidic, and to clarify the idea of
detoxification. The PC is fully aware that detocation is only a small part of
treatment and could play a role in this endeavour.

While informants at the NACD concurred with the gesgtion that MOH was

reluctant to get involved, they emphasised thapecation had already become much
better. The TGW-DAP and NCHADS were indicators afgress. Moreover at health
centre level there was good cooperation betweelthh&aff, community team
members and law enforcement.

Sustainability
The sustainability of the project pivots on sixttas

(i) Resource requirements — the operational coat@CTs come in at under US
1,500 p.a. A continued intervention in some ofwlest affected areas of
Cambodia is therefore feasible with only a smati@occommitment. But
international donors have yet to commit themselaed, there have been
complaints about the project lacking entry poimtsdther partners. As for
national funding, NACD reported to be considerimgling internal
Cambodian funding mechanisms from central govermmdmile at provincial
level the idea to use communal funds from the $ivand strategy could
generate local funding.

(i) Government commitment to the approach — théddal Strategic
Development Plan also known as the rectangulatesyehas a clear view of
local implementation. This is further articulatedthe ‘Strategic Framework
for Decentralisation and Deconcentration ReformthefGovernment of
Cambodia’ which envisions the promotion of locatelepment and public
service delivery. H 83 fits perfectly with the poged method of ‘learning by
doing’.

(i Technical capacity — there is a cadre of magtners who are conducting
training activities. It is possible to roll out theogramme as it stands to other
areas using existing training capacity in Cambodia.

(iv)Policy and Strategy — the commitment to prongldrug treatment, with the
different elements of assessment, referral andintia are incorporated into
the health strategy. It has plugged into institudildnfrastructure by adding
new functions to existing services. The challeregeains to ensure that MOH
delivers against these commitments. There are elsnoé resistance both at
central and provincial level. In Battambang, on¢hef pilot areas, the
representative of the Provincial Health Departntiaitnot recognise drug
treatment as a health issue
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Goal 3 To reduce the burden of non-communicabl diseases and other

health problems

Objective 4 To reduce risk behaviours leading to non-compalle diseases

(KAP): diabetes, cardiovascular diseases, cancemtah health,
substance abuse, accidents and injuries, eyearatdjealth , etc

5 To improve access to treatment and rehabilitfoMNCD: diabetes,
cardiovascular diseases, caneeental health and substance abuse
, accidents and injuries, eye care, oral health, etc

6 To ensure Essential Public Health Functions:renmental health:,
food safety, disaster management and preparedness

Moreover, the strategy states as one of its guidmiples to establish
“Universal access to mental health care and substalnuse services,” and
describes these as:

(v)

(vi)

Facilitate access to equitable, affordable and higfality mental health care
and substance abuse treatment to all persons byiging services that are
geographically accessible and adapted to the Canamoculture

Establish referral mechanisms within and betwediedint partners in the
health and social care systems to ensure a contmaoiucare.

Policy support and law enforcement cooperatittre-NACD is committed to
drug treatment provision. When asked about the®gfeness of drug
treatment provided in the ‘secure settings’ rudvy enforcement and
military agencies the Vice Chairman of the NACDIieg “It is a temporary
solution dealing with what we are facing now.” Tdmmmander of the
Military Police run treatment centre in Battambdamgented how poorly he
and his team were prepared for the therapeutic Atlocal level in the pilot
sites, police have been very supportive allowirgg@CTs to work freely
and have adjusted their own activities. It is déwikithat without police
cooperation the CCTs could work effectively.

The Secretary General of the NACD referred to HBBi$ discussion of a
wider shift in policy priorities. Having prioritisesupply reduction in the
Master Plan 2005-2010, he said that demand redushiould take top
priority in the next five year Master Plan.

Community support — it was clear from twoetiags at commune level that
at local level there is support for activities loat sort. Much will depend on
the attitude and efficacy of particular teams, thetgeneral model of
outreach and village self help is one that has eeth and tested in
Cambodia in HIV/AIDS prevention. In Rattanak, orie¢h® pilot
communities, CCTs have created partnerships witaragencies — using
the facilities of one NGO (OEC) for interviewingnfidies, and to run
meetings for the self help group, and using thisdd@ansport.

At Tonle Bassac commune one informant said thattfemefited from the
project but if it no longer exists we will still wiofor the city.” The key
issue is therefore the support of the provincia¢ler city level government.
If directives are sent out to the communes thel/aailry on.
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Lessons Learned and Best Practice
Lessons Learned

1. Sudden and dramatic changes to project outpiltsreate disquiet among partners
and have to be negotiated carefully. The tensidwdxn visionary and inclusive
management styles are perhaps irreconcilable lautdbeost. Management has to be
clear about the consequences of its actions akdtserutralise the most
counterproductive consequences.

2. The dilemma for drug treatment projects is thay are always caught between the
need for delivering a throughput of clients on alesufficient to meet national needs
and the quality of service. By taking the projecgtass roots level a model has been
developed to allow for meeting large scale needstige problem lies in the quality

of the service provided. It is certainly not treatrj and as it stands, not even
counselling.

3. Without infrastructure in place there is no wayefer clients onto. There are no
treatment centres other than the boot camps whiathers the ‘referral’ process a
meaningless exercise.

4. The move away from the original project prop@sal the vision of developing a
suitable treatment model, while difficult to exez@ind exposing the management to
criticism and the risk of failure against projeatuts has put the project firmly in

line with overall development strategy designedhi®gyGovernment of Cambodia.

The National Strategic Development Plan clearlyesta preference for capacity
building strategies that aim at local level, throdgarning by doing, participation and
direct engagement with citizen;’ need and rejestamary approaches of stand alone
and technical assistance projects.

V Recommendations
Actions recommended

1) The achievements of the project at communitgllare promising, the
dynamic that has unfolded is impressive and thefsattivities carried out by
the CCTs is worth continuing. By taking the projecthe community,
recruiting community counsellors from the communisglf, the project has
succeeded in minimizing resource requirements.clineent MOU between
UNODC and MOU for the support of the CCTs amouatgd $$ 29,000. A
team can be kept in the field for a year for |éss1tUS$ 1,500. The resource
requirements are so modest as to make roll ouher communes feasible.

2) There are a number of options for putting thegget on secure, long term
funding. One option raised by the deputy goverridaitambang province
(who is also the chair of the provincial drug cohtommittee) is to access
funding at commune level, where money is alloc#befive strands. It was
suggested that the funds from the security stramtbidoe accessed. This
would be a first step towards financial autonomy, dxternal support will
have to be sought for the foreseeable future. Support has to be both
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financial, but also in terms of ongoing capacitylding and trainings. Last not
least, there has to be a project manager behinprtect to keep enthusing
stakeholders and provide the vision.

3) More concretely, the project should enhanceskilés of the community
counsellors by providing a series of workshopsaarselling. Some work is
already scheduled but there will have to be ongseesgsions to build up
expertise and to set up a cadre of Master Traifiérsre is already a core
group of 15 national, 24 provincial trainers inqgdafrom the national mental
health programme who received WHO ASSIST trainini @irect project
resources and could be employed to roll out trgimin substance misuse
counselling.

4) The original vision of the project, to set upuanber of quality drug treatment
centres has to be revisited. There is an obvioed f@ quality residential
drug treatment, and the most cost effective og8dn engage with existing
boot camps to develop therapeutic interventionsetheThe impression
carried away from the one DTC visit was that manag@ and staff are ready
for such a dialogue, but it will take time and nas®s. In the meantime, the
combination of community care, with health centrpport, self help, and a
referral mechanism for severe cases provides stieallternative.

Conclusions

The project can register a range of achievemermsigsolid indicators. By June
2009 the Community Counselling Teams had reachddantacted some 462 drug
and alcohol using clients. Involving community lees] members of affected families
and ex users is an inclusive approach that propdesgle in the community with the
means to tackle the immediate problem of drug usiwt involving the criminal
justice system. Whatever shortcomings discuss#usireport, the rudimentary skill
levels of the CCTs, the lack of treatment centoasttich clients could be referred,
the cumbersome data collection and reporting peasgshey are all compensated for
by the vibrant activity of grass roots teams engggiients in a constructive and
humane process. It is hoped that these teams cdim@® to receive training and
resources from the project. But there is a strdrance that some at least will
continue working with minimal support and will der ways and methods for
addressing at least some of the problems assoaciatiedrugs that are suitable for
their communities. Given the success of other gadtory projects in Cambodia,
particularly on HIV/AIDS prevention the project k®promising and should be
interesting to review in another two years.

21



Annexe 1 List of Documents Reviewed

1.

9.

UNODCNACD- Training module and toolkit: Ramduation and response
assessment, commune mobilization and basic frankefwodeveloping
intervention in Cambodia

UNODCNACD-MOH, Field practitioners guide farstance use disorders: a
toolkit for outreach and referral services

UNDP-MoH, Memorandum of Understanding TDCMBH83

UNDP and NACD, Memorandum of Understanding MEH83

MoH, NACD and UNODC, Report for joint monitog on H83 project in
Phnom Penh city and Siemreap Province

UNODC, AD/CMB/H83 project document

NACD, The 5-year national plan on drug cong@05-2010

UNODCNACD, Provincial training module and tkitl Rapid situation and
response assessment, commune mobilization andfbasiework for
developing intervention in Cambodia

UNODCNACD-MoH, Practitioners guide: substanse disorders screening,
treatment and after care

10. UNODC — NACD, Report: Rapid situation and resmgmassessment,

commune mobilization and basic framework for dep#lg intervention in
Cambodia

11. UNODC —NACD, Report: commune-based baselineesun 60 communes

in 12 provinces in Cambodia,

12. UNODC-NACD, Training module: data collectiordaamnalysis methodology
13. MoH, Health sector strategic plan 2008-2015

14. MoH, Outcome Framework 2009-2011, Joint AcfemResults

15. UNODC, Semi-Annual Project Progress Report
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Annex 2 List of Persons Interviewed
Date and Name Organisation
country
Thailand | Mr Gary Lewis UNODC, Regional Representative, RCEAP
01/09
Cambodial Dr. Anand Chaudhur] Project Coordinator, UNODC Cadiba
07/09
Lt-Gen. Lour Ramin | Permanent Vice Chair, NACD
Tony Lisle UNAIDS
Dr. S Vonthanak NIPH Expert
Graham Shaw WHO
08/09 Amy Canon US Embassy
Phalla Hour Labour Assistant, US Embassy
H.E. Prof. Eng Hout | Secretary of State, MOH
Ms Iv Sry Director Planning and Training Department
Dr. Seng Vuthy NCHADS focal point
Dr. Chee Meng Hear MoH focal point
Dr. Chhit Sophal MoH focal point
Mr Martin German Integrated Expert (GTZ/CIM)
Lutterjohann
Dr. Peter Cowley Director FHI
Dr. Caroline Francis | Associate Director, FHI
09/09 H.E. Chan Sam An Deputy Governor- Phnom Penh
Mr. Ean Sok Khim Chair, municipal drug control coittee
Mr. May Mon Dep. Chief khan chamkamorn
Mr. Ouch Sam Dep Director, Phnom Penh municipalthea
department
Mr. Yim Deth Dep. Director, Kandal operational dist,
phnom penh
Mr. Lim Meng Hour Provincial Trainer
Mr. Sok Thy Dep. Commune chief
Mr. Hem Oeun Commune council member
Mr. Heng Mala CCT team leader- Tonlebassac commune
Ms. Ou Nearyrith CCT team member- Tonlebassac camemu
family of DU
Mr. Yim Yuth CCT team member- Tonlebassac commune
ex. DU
Mr. Nhem Sovann Chief- village 2 - Tonlebassac camen
Mr. Chin Yan Chief- village 8- Tonlebassac commune
Mr. Ouch Sam Oeun| Vice chief- village 9- Tonlebassammune
Mr. Hun Tong Han Vice chief- village 15- Tonlebassammune
10/09 Mr. Soun Saphin Dep. Chief- Rattanak commune

Mr. Chhiev Kan Chet

CCT team member- rattanak comanex. DU

Ms. Team Lynna

CCT team member- rattanak commuameHy
of DU

Mr. Ham Heng Vice chief- village rattanak
Mr. Krouch Sam Ol Vice chief- village romchek 2
Mr. Sok Choy chief- village romchek

Mr. Mogn sophy
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Annex 3 Question Matrix

Design

Verification

Comment

1. Was the project developed in
consultation, was it requested from
Cambodia, identified by UNODC

2. Goal to reduce drug abuse — is that

realistic for such a small project? Wh
designed that? Is it measurable

A=)

3. Training — how many for how long
and to what level

4. Who trained — what expertise

5. Level of cooperation NGOs, police
etc? what mechanisms — are they
effective and sustainable?

6. Whose models of treatment? are they

being developed and if by whom? Ho
are they linked to the evidence
gathered?

W

7. Monitoring Indicators — are they a
goal — who defined them — who colleq
the data? Is this sustainable

~—+

S

9.Improve capacity — does project
provide funds for salaries,
accommodation, equipment — or only
training? If latter combine output 2
with 6

10 Output 5 is a result not output

11. Output 5 — how many clients have
been counselled — and what does tha
mean?

—

12. What is the referral route for clien
— do we have them come from the
police;

]

13. What is the realistic sustainability
of these community rehabilitation
centres

14. Has government committed to the
community rehabilitation centres? Ha
any other donors been approached

se

15. Has there been resistance to this
project from any vested interests?

16. Explain, ‘discussions between
TWG and project’? | thought that
project TWG was part of project
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Annex 4 : Evaluation assessment questionnaire

Project/programme title: Developing Community baBedg Abuse Counselling,
Treatment and Rehabilitation Services in Cambodia

Project/programme number: CMBH83

The evaluators are required to rate each of thesitghown below on a scale of 1 to
5 (1 being the lowest and 5 being the highestjokm®ws:

5 = Excellent (90-100 per cent)

4 = Very good (75-89 per cent)

3 = Good (61-74 per cent)

2 = Fair (50-60 per cent)

1 = Unsatisfactory (0-49 per cent)

These ratings are based on the findings of theuatiah and thus are a translation
of the evaluation results.

A Planning Rating
1 |2 |3 |4 |5
1 Project design (clarity, logic, coherence) X
2 Appropriateness of overall strategy X
3 Achievement of objectives X
4 Fulfilment of prerequisites by Government X
5 Adherence to project duration) X
6 Adherence to budget X
B Implementation Rating
1 |2 |3 |4 |5
7 Quality and timeliness of UNODC inputs X
8 Quality and timeliness of government inputs X
9 Quality and timeliness of third-party inputs
10 | UNODC headquarters support X
(administration, management, backstopping)
11 | UNODC field office support (administration, X
management, backstopping)
12 | Executing agency support — field office X
C Results Rating
1 |2 |3 |4 |5
13 | Attainment, timeliness and quality of outputs X
14 | Achievement, timeliness and quality of X
outcomes
15 | Programme/project impact X
16 | Sustainability of results/benefits X
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Recommendations Rating
The evaluator should choose ONE of the
four options below

Continue/extend without modifications X

Continue with modifications

Revise project completely

Sustainability of results/benefits

Comments

Provide relevant explanations and comment on issuels as clarification,
replicability, best practices etc.

The difficulties experienced in the beginning of fhroject, including the long
time it took to recruiting the coordinator drag dothe score of what is a
promising and sustainable project. The linkagetshhae been achieved
between government agencies at local and centvargment, and the
information flow from local level, to region, tomeal government are
exemplary. The creation of CCT — local units toldath arising problems in
the community is also worthy of showcasing andmglbut. The difficulties
resulting from delays and the shift in directiomsld not be counted against
the project as it is running now. The need for dregtment centres, does,
however, remain in place and should be considesedeanext phase.
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