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Preface
The project was designed to be implemented over a 42 months period. UNODC was
working with the National Authority for Combating Drugs in (NACD). The project
budget comprised a donor contribution of US$ $1,143,634.
The evaluation was conducted over a four week period by an international drug
control expert with no connection to any of the implementing organisations. The
evaluation was conducted in conjunction with evaluations of three other projects,
which added to the workload, but helped to consolidate the evaluator’s grasp of drug
demand reduction issues in the region and the operation of UNODC in particular.
.
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Summary matrix of findings, supporting evidence and recommendations
Findings, problems and
issues
Grass roots approach
taken – involvement of
community

Cadre of village /
community level data
collectors trained up and
working
Baseline survey
conducted
Data collection system
adopted by MOH for
other data gathering
purposes
CCTs in place and active

Supporting evidence

Recommendations

Project documents, Policy
documents, informants

In line with national
policies, good
development principle to
be extended to other
activities
Publicise this as good
example of practice

Project documents,
informants

Project documents
Project coordinator

Project documents,
informants
Project coordinator

Training instruments and
tool kits
Long gestation from
Project documents
project sign off in 2005 to
pilot activity in 2009
Project relevant to the
Interviews, reports
country in view of rising
drug use and levels of
incarceration
Project design of grass
roots delivery, highly
relevant and promises
sustainability
Good institutional
linkages from centre to
local government
Communication strategy

Professional training
needs to continue
Hand over updating and
adaptation to NACD
Speed up recruitment
process
Continue working with
partners to consolidate
public health centred
approach

Project documents,
informants

Support national roll out

Focal Points at the NACD
and the MOH

Backstop and monitor

informants

Intensify efforts to
include donor community
Communication strategy
to maximise support from
all stake holders
Develop community
treatment services

Major change of direction Project documents,
at inception meeting
informants
Nowhere for referring
clients onto

Valuable for community
ownership
Publicise this as good
example of practice

Project documents, NACD
document, informants
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Executive Summary
•
•
•
•
•
•
•
•

•
•
•
•
•
•
•

The programme has succeeded in setting up Commune Counselling Teams
that have managed to access very hard to reach population
A data collection system has been set up using grass roots data collectors and
data managers
The approach has been participatory involving community members, village
leaders, commune and provincial authorities
At commune level the project has pioneered a novel approach to dealing with
drug issues in Cambodia
Working partnerships have been created and integrated at the NACD and at
provincial level
Project relevant to perceived needs of political leadership at national and
regional level
The original project objective to create drug treatment centre has not been
realised
The project suffered from long delays, one revision, changes in management
structure, and then a dramatic change of direction. While the project was
signed off in 2005 activities have in fact only been running since February
2009. Some of the delay owing to recruitment procedures for Project
Coordinator, government elections and the opening of a project bank account
beyond control of project.
The project goal was over ambitious and the outputs are no longer in line with
activities
Design revisions at the inception meeting changed the original vision of a
centralised, treatment centre focused approach for a community outreach
programme
The Commune Counselling Teams have nowhere to refer their clients onto
The CCTs do not engage in counselling. They have contact with clients, which
does have therapeutic and re-integrative benefits, but counselling per se does
not take place as yet
The information gathered by the local data collectors does not, as yet, inform
planning or strategy.
The project has not connected as well with the donor community and UN
family as it could have
Project activities have not contributed to raising the profile of UNODC on
matters of drug treatment, where WHO and UNAIDS are regarded as the most
active agencies.
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I

Introduction

A. Background and Context
The need for a new approach to drug treatment is clearly spelled out in the project
document as well as several UNODC publications on drugs in Cambodia. Because of
the historical hiatus there is little experience with drugs, drug use and drug treatment
among the country’s political leadership. Regional experience of sending drug
offenders into ‘boot camps’ is being recognised as neither meeting the demand for
different forms of drug treatment, nor does it deliver treatment of sufficient quality.
Since the early 1990s, drug use has become widespread and according to one
informant has become ‘almost normal’ for young people. There is little information
about health risks, very little understanding about the dynamics of addiction, and a
growing disillusionment with the resource to police interventions.
Yet there is widespread reluctance among medical professionals to become involved.
According to the Secretary of State at the MOH drug users are dangerous and should
are the proper preserve of the police. He cites cases of medical staff in hospitals being
threatened by drug dealers after seeing to people presenting with drug problems. The
NGO run treatment centres, of which there are reportedly two, may provide an
alternative model but are wholly inadequate for meeting the needs of the country.
Meanwhile the police who have been left with the task of running the boot camps are
themselves aware of their limitations. The commander of the ‘treatment centre’ in
Batambang was quite clear that he was poorly equipped and even worse trained for
this task. His therapeutic expertise had been gathered in a number of seminars and
workshops held in Phnom Pen. Given the high prevalence rate of ATS use
particularly, there is a widely recognised need for different interventions that assist
drug users in coming off their substances. This has been one of the key needs
identified by the NACD and the UNODC was asked to provide assistance.

B. Purpose and scope of the evaluation
The evaluation reviews the problem addressed by the project and the effectiveness of
the activities. More specifically:
•
•
•

If the outcomes and outputs listed in the project document have been achieved
Whether the needs of the beneficiaries at the time of project formulation were
properly addressed
Whether the project’s approach has been appropriate

It assesses the outputs, outcomes and any impact achieved by the project as well as
the likely sustainability of project results, when applicable. In keeping with the
objectives of he Regional Programme Framework 4.4, the focus is on results, namely
outputs and outcomes and the direct contribution made by the programme.
Recommendations for any future action in respect of issues related to the
implementation or management of the project, as well as concerning replication of the
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project approach and strategy in other regions or in specific countries covered by the
project follow. Lessons learnt and opportunities for follow up are listed.
C. Executing Modalities of the programme
The programme is managed by the UNODC Cambodia country office working with
the Cambodia National Authority for Combating Drugs (NACD), the Ministry of
Health, local communities in 10 selected communes- (linked to 12 Health Centres and
9 district referral hospitals and providing outreach services to about 50 badly affected
villages),.
D. Methodology
The report follows the multi method evaluation model laid out in the UNODC
guidance literature, 1 including the study of secondary sources (project document and
its revision, progress and monitoring reports, where available previous evaluations,
self evaluations and client feedback, policy documents, documents from other projects
by UNODC or other donors, scientific literature). This was followed by collecting
data from a range of primary sources, key of which are interviews with key stake
holders (both face to face and by telephone), field visits to project sites in Tonle
Bassac and Rattanak commune, and observation.
The evaluation was carried out in partnership with a Cambodian evaluator conducting
an independent evaluation for the Ministry of Health. This unanticipated circumstance
has allowed the external evaluator to tap into the expertise of a national health
professional and work in partnership during interviewing sessions.
E. Limitations of the Evaluation
It was difficult to conduct evaluations of two very different projects over the course of
six working days. It was therefore not possible to interview many potential
informants. Some members of the international community with key insights had been
transferred or were travelling and thus unable to contribute to the evaluation. The
nature of the project made conducting field visits imperative, but these took time and
were physically demanding, so not all pilot sites could be visited. The evaluator has
only limited understanding of Cambodia and had to be guided by colleagues through
the cultural particularities and the political realities of the country.
Hostility of other UN agencies to the project did make it difficult to discuss
constructive future action short of managerial changes being made at UNODC and the
discarding of the baseline survey.

1

UNODC, 2008. Evaluation Handbook: A practical Guide for use by UNODC Staff to plan, manage
and follow up an evaluation. Vienna: UNODC, Independent Evaluation Unit.
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II Major Findings and Analysis
A Relevance of the programme
The original project proposal was carried by a vision of developing four different
treatment modalities in the country, which were then to be evaluated, and the best
performing model to be rolled out. The provision of quality treatment is highly
relevant to Cambodia, drug use is rising and the actual treatment provision is sorely
underdeveloped. The predominant modality is not treatment as such, but the coerced
incarceration of the drug user in a secure facility that is run by the military police, the
army or other uniformed services. The emphasis is on re-education, and the means
used to that end consist of military drills and physical exercise.
It is recognised within the NACD, among the international donor community
concerned with health, drugs and HIV, and members of the community that a
different, health focused approach is needed. As one informant, a village chief said
about drug uses “they are our children and should not be put in prison.” The project
has contributed to some extent to changing attitudes at various decision making
levels.
The project therefore meets a recognised need. There were, however, the shift in
project direction and the time delay for this revision to be approved by UNODC HQ,
postponing project activity from 01 January 2005 until 10 March 2007. The changes
were in part a response to weaknesses in the conceptualisation of the project,
particularly the formulation of outputs formulated by former staff members.
1. Problems with proportion - Output one was a mere activity – “Meeting of all
relevant stakeholders”
2. Some of the outputs were results, e.g. output 5 – “Increased number of people
reached through outreach, counseled, treated and rehabilitated from the abuse
of drugs.” And output 6 “adoption into Cambodian drug abuse service network
of selected best practices”
More significantly, however, was that the original project was a centralised,
managerial model, which would create a centre of excellence. Though the treatment
centres were to develop their own modalities, the evaluation, and subsequent
determination for roll out left project and programming control in the hands of the
central decision making authority, be this the UNODC or the TGW coordinated by
NACD. It is likely that there would have been interference in activities in each centre.
The revision undertaken by the current Project Coordinator therefore marked a major
shift in direction to a bottom up community approach. The administrative
responsibility was now in the hands of Focal Points, who coordinated care delivery in
different settings, and were working towards a referral networks for drug treatment as
well as HIV. An integrated approach involving local authority, down to village level,
local health care centres, the police and community members. Sustainability could be
provided by accessing commune funds, allowing for roll out to all 1,621 plus
communes in Cambodia in keeping with the principle of the RGS and D&D
strategies, as well as the vision of the Deputy Prime Minister and Chair of NACD.
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The re-design has altered the project in a way which was perhaps difficult to foresee.
This has created some tensions with partners in the UN family involved in the original
design, but these, it seems, are a consequence of poor communication (possibly the
result of interpersonal dynamics) rather than a difference over issues of substance.
The shift from creating model treatment centres to establishing an infrastructure of
community counselling centre did find support among Ministry of Health officers.
The Focal Point officer of the Ministry of Health said that “I like the philosophy of
the project”. According the vice chair of the NACD the delivery of the project at
community level benefited the very people who were most affected by drug problems
and least able to respond – the poor. The NACD FP reiterated the importance of
having a treatment approach at ground level that did not include the police as they
“confuse” the issues.
Support for the community approach was also voiced by some international partners
(US embassy, GTZ, FHI). There was strong criticism from UNAIDS about the lack of
policy dialogue and the lack of engagement by the project in the Drug HIV/AIDS
Working Group.
The implementing agencies being the NACD and the Ministry of Health, with support
from village communes, operational district health systems and structures and the
NGO sector. This provides an opportunity for integrating Substance Abuse
intervention in the existing health system under the Health Coverage Plan 2006,
which was used by the project as a policy planning and dialogue tool. There is a
commitment in the Mental Health and Substance Abuse Strategic Plan 2010-2015, to
which CMBH83 was invited by its focal point from mental health to contribute, to
improve access to treatment and rehabilitation for substance misuse.
Goal 3

To reduce the burden of non-communicable diseases and other
health problems
Objective 1 To reduce risk behaviors leading to non-communicable diseases
(KAP): diabetes, cardiovascular diseases, cancer, mental health,
substance abuse, accidents and injuries, eye care, oral health , etc
2 To improve access to treatment and rehabilitation for NCD: diabetes,
cardiovascular diseases, cancer, mental health and substance abuse
, accidents and injuries, eye care, oral health, etc
3 To ensure Essential Public Health Functions: environmental health:,
food safety, disaster management and preparedness
B Attainment of the programme of project objectives
The project objective was “contribute to the broad development goal of, ‘reducing the
rapidly increasing trend of drug abuse and to thereby positively impact upon the
social and economic development of Cambodia.”
It is the opinion of this evaluator that the phrasing of such an ambitious goal is more
an expression of hope, than a realistic or realisable goal. In many countries with far
better technical competence, more effective law enforcement, and much larger
resource investment drug use prevalence has been rising in spite of best efforts. The
idea of reversing this trend is therefore a distant goal, borne perhaps by confidence
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inspired from the successful HIV/AIDS prevention programme, but reflective of a
serious misunderstanding of the complexity of substance use.
The goal is furthermore illusory as there are no reliable studies for establishing either
current prevalence rates, or for measuring trends. The methods used, while useful for
generating ‘management information’ for guiding interventions are not robust enough
to validate achievement of this goal.
What the project document, a study of other documents and the interviews have
revealed, however, is that the main rationale of the project is in the project summary
and repeated as the project purpose:
“In view of the increasing level of drug abuse, there is a pressing need to
transfer technical skills and knowledge to Cambodian health and social service
professionals to allow them to identify the most effective approaches and
techniques to deal with drug abuse within the context of the country and to
thereby enable abusers to develop self-coping mechanisms from the receipt of
such services. To achieve this, the project aims to increase the capacity of
Cambodian healthcare professionals, both at the governmental and nongovernmental level, to respond to the needs of people using illicit drugs,
through development of coordinated, through development of coordinated,
community-based drug abuse counselling, treatment and rehabilitation care
programmes.” 2
The project has certainly contributed to enhancing the technical capacity of
Cambodian health care professionals, though not perhaps in the areas originally
envisaged.
A community-based programme addressing the needs of drug users and their family
has also been established in ten communes, two each in five provinces identified. The
question is whether the service that is now running meets the project objectives, in
that what is currently being delivered does not constitute ‘treatment and
rehabilitation.’ It is even debatable whether it is counselling. These issues will be
discussed in detail below, but it should be emphasised at this point that the project has
made a valuable contribution at grass root level. The site visit to one of the pilot
communes established that the interventions by project trained and funded Commune
Counselling Teams were effective in dissuading some young people from continuing
with their drug use. They also provided families with a drug using member and the
community with an alternative to calling the police. It emerged from interviews that
the standard practice for dealing with young people – almost always young men –
who were recalcitrant and using drugs was to call the police. But in interviews
community members expressed their reluctance to do so. Several informants said that
it was not right for the children to be punished. It was also feared that if they did go to
a treatment centre or a prison it would do them more harm then good. At other times
calling the police was ineffective because too often they just released the young men
anyway, with no action taken. The project therefore succeeded in introducing a new
modality for dealing with the incidence of drug use. What is quite beyond the remit of
this evaluation is to assess whether the intervention meets the needs of problem users,
2

UNODC, 2005, Signed Project Document "Development of CommunityBasedDrugAbuse Counselling, Treatment and Rehabilitation Services in Cambodia
(AD/CMB/H83)
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with pattern of compulsive use, or if it only affects recreational users. The Cambodian
literature makes little distinction between these different categories, and the project
has therefore broken new ground by establishing criteria for drug use severity in the
screening tool used by community teams. It is still valuable for an early intervention
with casual users and as a support mechanism for families and the wider community.
The skill transfer component of this project was achieved through a series of training
workshops, starting with national level training where 15 Master Trainers acted as cofacilitators and trained 24 Provincial Trainers (two from each province) and then the
Master Trainers (with Provincial Trainers acting as co-facilitators) in turn trained 240
Provincial Trainees (20 each from the 12 survey provinces) through six bi-provincial
workshops. Some of the most able Provincial Trainers (six out a total ten in the five
pilot provinces) now function as CCT mentors (some of whom were the grassroots
workers who established the project baseline). The establishment of Focal Points at
the NACD and the MOH, and the commitment on paper by the MOH to develop
treatment and rehabilitation for substance abusers carries the promise of embedding
the programme and ongoing skill training in existing health service structures. The
Technical Working Group also provides a vehicle for continuing to develop and refine
the outputs, and the NACD is in the process of ‘considering’ ongoing support for the
programme.
C Achievement of the programme outputs
Considering the relatively modest budget the project took a long time to get off the
ground. It is not clear why these delays occurred, but it seems that in country project
management was ready to go and waiting for authorization. At the inception meeting
a number of significant alterations were made which have distorted the alignment of
activities with the programme outputs listed in the project proposal. The discussion of
the outputs has to be placed in the context of a new project vision, which does
however, remain faithful to the project purpose.
Output 1
Hold an Inception workshop of key stakeholders to discuss the
development of drug abuse treatment and rehabilitation services, form working group
to guide project activities
This first output was achieved and in the process of the Inception meeting changed the
course of the project. A technical working group that is coordinated by the Director of
Planning at the NACD and with a Focal Point at the Ministry of Health

Output 2
Establishment of Drug Abuse Service Centres that will provide both
open access services, such as outreach and counselling, as well as “structured”
treatment and rehabilitation services to people at-risk from the habit of using illicit
drugs
This has not been achieved. There has been no investment, no resource provision and
not training for existing drug treatment centres or drug treatment centre staff. Existing
drug centre staff have only been sensitised to the need of open access care and
support. FHI provides pilot training and WHO initiated process which have yet to
proceed beyond pre-testing of a manual for closed settings in Cambodia. There has,
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however, been contact with some Drug treatment centres who took part in the base
line survey and have provided names for former clients for placement as CCT
members.
Output 3
Improvement in capacity of service providers who will be working with
each of the four Drug Abuse Service Centres so that they can respond to drug abuse
issues through providing coordinated, community-based counselling, outreach,
treatment and rehabilitation services to existing drug abusers, vulnerable groups and
their families
The project reports against this indicator the training of 15 Master Trainers, 24
Provincial Trainers and 240 grass root workers. Participants were trained up in
different skills, including data collection, processing and inputting, and a range of
therapeutic interventions. From the interviews it became clear that the uptake of
screening, counselling and psychotherapeutic skills remains rudimentary, and that
more trainings are required.
Detailed list of training activities provided by Project Manager
1. Sensitization meeting provided to 5 PDCCs, 10 Deputy District Governors, 9
Operational District Chiefs, 10 Drug Treatment Centres Chiefs, 8 Provincial
and District Referral Hospitals, 12 Health Centre Chief, 10 Commune Chiefs,
50 Village Chiefs, 6 Provincial Trainers who mentored CCTs and 32 CCT
members from the 10 communes.
2. Practitioners Guide: Substance Use Disorders, Screening, Treatment and
Aftercare - 8 trained NPMH staff, 4 Khmer Soviet Friendship Hospital Focal
Points, 6 District Referral Hospital Focal Points, and 12 Health Centre Focal
Points and 12 CCT team leaders on Screening, Brief Intervention, Stages of
change counselling, detoxification and documentation for drug dependency
and HIV, drug-drug interaction between street level drug, prescription drug,
anti-TB drugs, ART etc., whole substitution therapy, training is based on
WHO UNODC resource materials.
3. Field Practitioners Guide: Toolkit for Outreach and Referral Services 6
Provincial Trainers, 32 CCT members.
4. Refresher course on Screening and documenting case record and referral data
for 32 CCT member, 6 Provincial Trainers and 5 Secretary PDCC through a
placement learning, field visits to Sihanoukville province with practicum on
current drug users yes Sangkat 4 commune, 5 Affected family member and 5
drug users facilitated practicum. Entire refresher course was facilitated from
NACD through direct project funding, signifying transfer of ownership
process. 5 Secretary PDCC and 6 Provincial Trainers separately develop
outreach and referral workplan till December 2009.
5. Refresher course on screening and brief intervention for 6 NPMH staff, 6
Khmer Soviet Friendship Hospital Focal Points, 9 District Referral Hospital
Focal Points, and 9 Health Centre Chiefs and 12 CCT team leaders. Practicum
conducted at the Municipal Drug Treatment Centre facilitated through NACD
and involving 36 Drug Users institutionalized in the centre facilitated by
NMPH with (4 Trainers) and 1 psychiatrist from Battambang province who
had undergone WHO ASSIST and Brief Intervention Training at Bali.
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Output 4
Established models of coordinated, community-based best practice
drug abuse outreach, counselling, treatment and rehabilitation approaches and
techniques for effective implementation within the socio-economic environment of
Cambodia.
Output 5
Increased number of people reached through outreach, counselled,
treated and rehabilitated from the abuse of drugs
These two outputs should be discussed jointly as the key activity that was observed at
the two communes visited comprised of the Commune Counselling Teams. These are
made up of three people, one staff member from the local health centre, a former drug
user and an ‘affected family member’. In both districts the participants were selected
and then introduced to some basic training on drug issues and in community research
methods. Then they mapped out the local area to identify ‘hot spots’ before
conducting interviews with drug users. One member said that his only experience of
drugs was watching kids sniff glue but that after the joining the CCT he discovered a
lot of young people taking yaba and ice. The team then talks to these drug users,
informing them on the dangers of drugs. The questionnaire on drug use patterns is
used to make an ‘assessment’ and then to recommend action. The referral system
consists of advising people to (i) attend the health centre (ii) a referral hospital (iii) a
drug treatment centre. In neither community had any referral been made, largely
because the health centre charges R 1,000 for a check up which clients are unwilling
to pay. It is furthermore questionable what this can achieve. The Prime Minister has
declared that drug treatment will be free of charge but clients are reluctant to pay for
transportation to health or drug treatment centres, or any fees that may be charged
locally. This matter is beyond the locus of control of the project and has led to
innovation in some teams with help from mentors.
But variations are emerging as CCTs take advantage of opportunities. In Rattanak
commune, Batambong the team uses its good relations with HIV organisations to
refer its clients to HIV testing. They have also accessed facilities belonging to an
NGO in which self help group meetings are held. Blood tests are also carried out in
Tonle Bassac commune. Once again none of this is treatment, nor is it outreach as
there is strictly nowhere to refer people onto. And yet, according to the young people
interviewed, and the families of drug users as well as according to CCT members
themselves the project is effective. It provides a caring, supportive alternative to the
boot camp and is a first point of contact for people contemplating stopping. More
effective still are the interventions with casual users. The very assessment process
does also have a therapeutic quality, which could be expanded.
While the two outputs have not, in the strictest sense of the word, been achieved, the
activities initiated by the projects are heading towards very similar goals. What they
lack in technical sophistication they make up in breadth and reach.

Output 6
Adoption into Cambodian drug abuse service network of selected best
practices portfolio of medical, psychiatric and social training courses and curriculum
for community-based drug abuse outreach, counselling, treatment and rehabilitation

12

Achievement of this output is strictly speaking contingent upon the realisation of the
original project concept, and the comparison of effectiveness and efficiency of four
different treatment centres. As a different approach was taken this output could not,
therefore, be delivered. But there has been some work on adapting the UNODC
Treatnet modules for community based treatment and counselling. While this is not as
ambitious a result as anticipated under this output there is potential for further
development.
Output 7
Not listed in the project proposal, the Baseline Survey has been one of
the principal achievements of the project to date. At the inception meeting it was
agree to conduce a field research exercise to set up “a baseline for drug users who are
involved in criminal act and whether the project can develop a mechanism to track
this issue and document decline in the crime among and by drug users.” 3 While the
baseline survey did not generate any information on drug related crime it did provide
the authorities and service providing government agencies at commune and provincial
level with information about drug users. In all some 1,381 drug users, 274 of their
partners and 1067 problem alcohol users and 528 or their partners were reached.
The research was conducted by four field interviewers in each commune trained for
that purpose by the cadre of 24 provincial trainers. The result was the largest
commune based survey carried out in Cambodia, 4 and complemented by qualitative
research Provincial, District and Commune level, involving key informant interviews
and focus groups.
It provided information for the targeting of services and to guide the operation of the
CCTs (outputs 4 and 5). Informants from participating villages reported their initial
confusion about the purpose and relevance but pronounced themselves as extremely
satisfied with the result. The Baseline Study laid the groundwork for the data
collection system now employed by CCTs in their outreach work. They collect data
on drug use patterns from each client which is then gathered at the level of the
commune and sent from there to the Provincial Health Department, who pass it on to
the Focal Point in the MOH. Another reporting line goes to the NACD where the data
is gathered at their Focal Point. Sometimes a third set of forms has to filled in to go to
UNODC. The data collection process and the data analysis was facilitated by a
coalition of different organisations including the NACD, the Drug Information
Centre, the Ministry of Health, and the NGOs FHI, Khana and KYA
The end result has been an effective data collection system. What is perhaps most
impressive is that data is recorded at village or commune level. Commune outreach
workers with basic training are involved in gathering data on illicit activities and hard
to reach population. What is not clear is how this data can be employed usefully
without further resource injection. When asked NACD and MOH officials said that
they were using the information for planning but could not cite any activities that had
been planned. It therefore seems that the Baseline Survey and the drug user
information system that it has spawned are for the time being exercises conducted as
an end in itself.
3

UNODC, 2007. Inception Report “Development of Community-based Drug Abuse Counseling,
Treatment and Rehabilitation Services in Cambodia”TD/CMB/04/H83
4
UNODC, 2008. Quarterly Report: January-March, 2008. Phnom Pen: UNODC
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But the project leaves a legacy of data collection, data processing and information
sharing, which sets it in line with the stated intention by the Government of Cambodia
as reported in the Aid Effectiveness Report and the Harmonization-Alignment-Results
plan (HAR) to make better use of information and planning. The NACD has called a
meeting in November 2009 for formulating a 3 year action. A review of information
from Commune level is slated by NACD for formulating a three year action plan in
November 2009 and will be based on the prototype designed by CMBH83 for
gathering the data.

D Institutional and management arrangements
The delays to the project began during the recruitment process. The Project
Coordinator joined only in October 2006, and organised a participatory inception
workshop in the last week of December. At this event decisions were taken to
dramatically change the project direction, while staying in alignment with the overall
project objective which was to build capacity in the drug and health sector at GONGO levels.
Working groups and sub-working groups were established and operational from
August 2007; some 300 Cambodians were trained to collect data which informed the
planning for community based interventions in 2008 at pilot sites. Two delays postinception due to elections and hold up in opening a public bank account by Ministry
of Health as was directed by UNDP when the MOU/MOA by UNODC/UNDP with
MOH was signed in August 2007, all beyond the project control.
The delay has led to frustrations among Cambodian and international partners. It is
against this background that the unease occasioned among some of the project
partners by the sudden and dramatic departure from the original project proposal has
to be seen. The fact that people who were closely involved in the project design early
on are still working in Cambodia albeit now for other UN agencies, accounts for some
of the difficulties in moving towards a more cooperative approach.
At this point the managerial style of the TA could have gone some way to offend
potential partners. It is clear that H83 as it stands is very much built on a vision of
participatory, grass root, public health outreach. The Project Coordinator has each
component clearly mapped out, but does not always communicate this vision with
similar effectiveness. Some partners may have thought the process too rigid and
predetermined. This, combined with the focus on province level delivery may indeed
have left the project, in the words of one Cambodian informant “a little lonely.”
At the same time, there were also positive comments from the donor community. The
US embassy commented that ODC played a cohesive role and that Dr. Anand’s work
in the community was commendable, and that the US would consider supporting it
once funds became available. Other partners, including GTZ and FHI were also
pleased with the way in which information from the Baseline study had been
disseminated.
The management strategy with regard to embedding project planning in existing
structures, and drawing on community resources for project delivery is exemplary.
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After a little more than half a year of operation ownership of the project is being taken
by stakeholders at ground level and within the provinces. It has become a Cambodian
issue on how to proceed with it, though at this point continued external support seems
critical.
III Outcomes, Impact and Sustainability
Outcomes
The major outcome of the project is the trained CCTs in 10 communities. There is
therefore an existing service for drug users, which is a combination of outreach and
early intervention. In concrete terms the project has assisted a few hundred drug users
in the pilot communes by providing information on drug related harms, by making
assessments, and providing blood tests. A support service has been set up for families
affected by the drug use of one of their members and self help groups have been
initiated.
Summary of DUs reached by the project in all ten pilot communes:
Establishing Treatment Baseline for Outreach and Referral Services: CMBH83

Province

BMC
BTB
PNP
SRP
SHV

Commune

Poi Pet
Preah Punlea
Tamoeun
Rottonak
Tunle Bassac
Tuol Sangke
Puok
Sala Kamreuk
Sangkat No. 3
Sangkat No. 4
Grant Total

Total
Total DUs
DUs
(in
(in pilot
Commune)
villages)

DUs
reached
by CCTs
up to
June 2009

Affected
Family reached
by CCTs up to
June 2009

93
23
73
35
61
48
13
49
20
47

70
23
62
35
52
48
12
49
20
47

34
32
55
56
41
27
22
41
29
39

4
0
15
54
28
6
0
0
9
12

462

418

376

128

The project has run a baseline study that was a first attempt at accessing hard to reach
populations at community level. Data on drug use patterns has been gathered and
disseminated, both at policy level but perhaps more significantly, locally.
A web of reinforcing policy and practice networks has been created, with a TWG at
the NACD, and working groups at provincial level, down to communes and villages.
Project related activities are therefore taking place at different levels creating a
momentum of their own.
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Impact
In policy terms the delay in the project, with capacity building starting in August 2007
and actual implementation only occurring in February 2009 (four years after the
project document was signed), led to a change in direction and the loss of momentum.
One shortcoming has been the eclipse of UNODC from the drug treatment policy
discussion by WHO. At the DHA most of the initiatives on harm reduction, including
introduction of methadone substitution have been led by WHO. It was confirmed by
FHI that if there was an issue they would call WHO not UNODC. The lead on the
Cambodian side is taken by the MOH, with the NACD playing a supporting role.
Where the agency will go in the mid term remains to be seen, but for UNODC an
opportunity has been lost to become a more active player in the DHA.
On the other hand, by locating the project at community level the project has opened
new ground in the drugs field. Most interventions are aimed at policy level or work
closely with government agencies. Here project delivery is in the hands of local teams
supported by local government. As long as provincial authorities lend support and the
NACD ensures that law enforcement remains on board activities are set to continue.
While it is difficult to assess the ‘treatment dynamic’ evolving at commune level, the
very engagement of drug users in this positive, non-penal way has provided the
Cambodian state with an opportunity for exploring an entirely different set of policy
options. This may prove to be the most remarkable achievement in the long term.
In the immediate future, however, the basic challenge that was facing the country at
the outset of the project remains. There are still no high quality drug treatment
facilities able to provide a service to the growing number of Cambodian drug users.
While the project has set up an infrastructure for assessment and early intervention it
has not delivered the much needed improvements in drug treatment. The original
project proposal, by enhancing and monitoring four separate treatment facilities could
possible have provided a more effective method for achieving this aim. Yet it would
not have been as community oriented, replicable or cost effective. Any scaling up
would have required extensive and continuing external funding and support
There are also indications that the original project team was closer aligned with the
MOH. There is palpable resistance within MOH to the project. We mentioned the
attitude of the Secretary of State that drug treatment was a police matter, the
reluctance by the PHD representative to acknowledge drug use as a medical matter.
We also note comments by the Deputy Director of General Hospital services that
there could be no hospital based drug treatment in the absence of medication. When
pressed he referred to a list of medications drawn up by an UNODC consultant. These
were basic painkillers that could ease discomfort occurring to intense users in the
early stages of cessation. Yet it is widely recognised in treatment circles that there is
no strict need for medication at any stage of treatment for clients presenting with ATS
dependence. Withdrawal is at most slight, resulting in irritation and sleep disturbance.
The stated requirement seemed like a spurious reason intended to delay activity.
There was also the risk of medicalising an outreach and counselling approach that was
in essence community based and self help oriented. Given the complexity of
‘addiction science’, the spectacular success of self help group beginning with AA, and
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the resource shortage of Cambodian health services it is strongly advised to dispel any
notion that treatment cannot commence without medication, and to clarify the idea of
detoxification. The PC is fully aware that detoxification is only a small part of
treatment and could play a role in this endeavour.
While informants at the NACD concurred with the suggestion that MOH was
reluctant to get involved, they emphasised that cooperation had already become much
better. The TGW-DAP and NCHADS were indicators of progress. Moreover at health
centre level there was good cooperation between health staff, community team
members and law enforcement.
Sustainability
The sustainability of the project pivots on six factors
(i) Resource requirements – the operational cost of a CCTs come in at under US
1,500 p.a. A continued intervention in some of the worst affected areas of
Cambodia is therefore feasible with only a small donor commitment. But
international donors have yet to commit themselves, and there have been
complaints about the project lacking entry points for other partners. As for
national funding, NACD reported to be considering finding internal
Cambodian funding mechanisms from central government, while at provincial
level the idea to use communal funds from the five strand strategy could
generate local funding.
(ii) Government commitment to the approach – the National Strategic
Development Plan also known as the rectangular strategy has a clear view of
local implementation. This is further articulated in the ‘Strategic Framework
for Decentralisation and Deconcentration Reforms of the Government of
Cambodia’ which envisions the promotion of local development and public
service delivery. H 83 fits perfectly with the proposed method of ‘learning by
doing’.
(iii)Technical capacity – there is a cadre of master trainers who are conducting
training activities. It is possible to roll out the programme as it stands to other
areas using existing training capacity in Cambodia.
(iv) Policy and Strategy – the commitment to providing drug treatment, with the
different elements of assessment, referral and treatment are incorporated into
the health strategy. It has plugged into institutional infrastructure by adding
new functions to existing services. The challenge remains to ensure that MOH
delivers against these commitments. There are elements of resistance both at
central and provincial level. In Battambang, one of the pilot areas, the
representative of the Provincial Health Department did not recognise drug
treatment as a health issue

17

Goal 3

To reduce the burden of non-communicable diseases and other
health problems
Objective 4 To reduce risk behaviours leading to non-communicable diseases
(KAP): diabetes, cardiovascular diseases, cancer, mental health,
substance abuse, accidents and injuries, eye care, oral health , etc
5 To improve access to treatment and rehabilitation for NCD: diabetes,
cardiovascular diseases, cancer, mental health and substance abuse
, accidents and injuries, eye care, oral health, etc
6 To ensure Essential Public Health Functions: environmental health:,
food safety, disaster management and preparedness
Moreover, the strategy states as one of its guiding principles to establish
“Universal access to mental health care and substance abuse services,” and
describes these as:
 Facilitate access to equitable, affordable and high quality mental health care
and substance abuse treatment to all persons by providing services that are
geographically accessible and adapted to the Cambodian culture
 Establish referral mechanisms within and between different partners in the
health and social care systems to ensure a continuum of care.
(v)

Policy support and law enforcement cooperation– the NACD is committed
to drug treatment provision. When asked about the effectiveness of drug
treatment provided in the ‘secure settings’ run by law enforcement and
military agencies the Vice Chairman of the NACD replied “It is a temporary
solution dealing with what we are facing now.” The commander of the
Military Police run treatment centre in Battambang lamented how poorly he
and his team were prepared for the therapeutic role. At local level in the pilot
sites, police have been very supportive allowing the CCTs to work freely
and have adjusted their own activities. It is doubtful that without police
cooperation the CCTs could work effectively.
The Secretary General of the NACD referred to H83 in his discussion of a
wider shift in policy priorities. Having prioritised supply reduction in the
Master Plan 2005-2010, he said that demand reduction should take top
priority in the next five year Master Plan.

(vi) Community support – it was clear from two meetings at commune level that
at local level there is support for activities of that sort. Much will depend on
the attitude and efficacy of particular teams, but the general model of
outreach and village self help is one that has been tried and tested in
Cambodia in HIV/AIDS prevention. In Rattanak, one of the pilot
communities, CCTs have created partnerships with other agencies – using
the facilities of one NGO (OEC) for interviewing families, and to run
meetings for the self help group, and using this NGOs transport.
At Tonle Bassac commune one informant said that “we benefited from the
project but if it no longer exists we will still work for the city.” The key
issue is therefore the support of the provincial level or city level government.
If directives are sent out to the communes they will carry on.
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Lessons Learned and Best Practice
Lessons Learned
1. Sudden and dramatic changes to project outputs will create disquiet among partners
and have to be negotiated carefully. The tension between visionary and inclusive
management styles are perhaps irreconcilable but bear a cost. Management has to be
clear about the consequences of its actions and seek to neutralise the most
counterproductive consequences.
2. The dilemma for drug treatment projects is that they are always caught between the
need for delivering a throughput of clients on a scale sufficient to meet national needs
and the quality of service. By taking the project to grass roots level a model has been
developed to allow for meeting large scale needs. But the problem lies in the quality
of the service provided. It is certainly not treatment, and as it stands, not even
counselling.
3. Without infrastructure in place there is no way to refer clients onto. There are no
treatment centres other than the boot camps which renders the ‘referral’ process a
meaningless exercise.
4. The move away from the original project proposal and the vision of developing a
suitable treatment model, while difficult to execute and exposing the management to
criticism and the risk of failure against project outputs has put the project firmly in
line with overall development strategy designed by the Government of Cambodia.
The National Strategic Development Plan clearly states a preference for capacity
building strategies that aim at local level, through learning by doing, participation and
direct engagement with citizen;’ need and reject customary approaches of stand alone
and technical assistance projects.
V Recommendations
Actions recommended
1) The achievements of the project at community level are promising, the
dynamic that has unfolded is impressive and the set of activities carried out by
the CCTs is worth continuing. By taking the project to the community,
recruiting community counsellors from the community itself, the project has
succeeded in minimizing resource requirements. The current MOU between
UNODC and MOU for the support of the CCTs amounts to US$ 29,000. A
team can be kept in the field for a year for less than US$ 1,500. The resource
requirements are so modest as to make roll out to other communes feasible.
2) There are a number of options for putting the project on secure, long term
funding. One option raised by the deputy governor of Battambang province
(who is also the chair of the provincial drug control committee) is to access
funding at commune level, where money is allocated to five strands. It was
suggested that the funds from the security strand could be accessed. This
would be a first step towards financial autonomy, but external support will
have to be sought for the foreseeable future. Such support has to be both
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financial, but also in terms of ongoing capacity building and trainings. Last not
least, there has to be a project manager behind the project to keep enthusing
stakeholders and provide the vision.
3) More concretely, the project should enhance the skills of the community
counsellors by providing a series of workshops in counselling. Some work is
already scheduled but there will have to be ongoing sessions to build up
expertise and to set up a cadre of Master Trainers. There is already a core
group of 15 national, 24 provincial trainers in place, from the national mental
health programme who received WHO ASSIST training with direct project
resources and could be employed to roll out training on substance misuse
counselling.
4) The original vision of the project, to set up a number of quality drug treatment
centres has to be revisited. There is an obvious need for quality residential
drug treatment, and the most cost effective option is to engage with existing
boot camps to develop therapeutic interventions therein. The impression
carried away from the one DTC visit was that management and staff are ready
for such a dialogue, but it will take time and resources. In the meantime, the
combination of community care, with health centre support, self help, and a
referral mechanism for severe cases provides a realistic alternative.
Conclusions
The project can register a range of achievements against solid indicators. By June
2009 the Community Counselling Teams had reached and contacted some 462 drug
and alcohol using clients. Involving community leaders, members of affected families
and ex users is an inclusive approach that provides people in the community with the
means to tackle the immediate problem of drug use without involving the criminal
justice system. Whatever shortcomings discussed in this report, the rudimentary skill
levels of the CCTs, the lack of treatment centres to which clients could be referred,
the cumbersome data collection and reporting processes, they are all compensated for
by the vibrant activity of grass roots teams engaging clients in a constructive and
humane process. It is hoped that these teams can continue to receive training and
resources from the project. But there is a strong chance that some at least will
continue working with minimal support and will discover ways and methods for
addressing at least some of the problems associated with drugs that are suitable for
their communities. Given the success of other participatory projects in Cambodia,
particularly on HIV/AIDS prevention the project looks promising and should be
interesting to review in another two years.
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Annexe 1

List of Documents Reviewed

1. UNODCNACD- Training module and toolkit: Rapid situation and response
assessment, commune mobilization and basic framework for developing
intervention in Cambodia
2. UNODCNACD-MOH, Field practitioners guide for substance use disorders: a
toolkit for outreach and referral services
3. UNDP-MoH, Memorandum of Understanding TDCMBH83
4. UNDP and NACD, Memorandum of Understanding TDCMBH83
5. MoH, NACD and UNODC, Report for joint monitoring on H83 project in
Phnom Penh city and Siemreap Province
6. UNODC, AD/CMB/H83 project document
7. NACD, The 5-year national plan on drug control 2005-2010
8. UNODCNACD, Provincial training module and toolkit: Rapid situation and
response assessment, commune mobilization and basic framework for
developing intervention in Cambodia
9. UNODCNACD-MoH, Practitioners guide: substance use disorders screening,
treatment and after care
10. UNODC – NACD, Report: Rapid situation and response assessment,
commune mobilization and basic framework for developing intervention in
Cambodia
11. UNODC –NACD, Report: commune-based baseline survey in 60 communes
in 12 provinces in Cambodia,
12. UNODC-NACD, Training module: data collection and analysis methodology
13. MoH, Health sector strategic plan 2008-2015
14. MoH, Outcome Framework 2009-2011, Joint Action for Results
15. UNODC, Semi-Annual Project Progress Report
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Annex 2
Name

Date and
country
Thailand Mr Gary Lewis
01/09
Cambodia Dr. Anand Chaudhuri
07/09
Lt-Gen. Lour Ramin
Tony Lisle
Dr. S Vonthanak
Graham Shaw
08/09
Amy Canon
Phalla Hour
H.E. Prof. Eng Hout
Ms Iv Sry
Dr. Seng Vuthy
Dr. Chee Meng
Dr. Chhit Sophal
Mr Martin
Lutterjohann
Dr. Peter Cowley
Dr. Caroline Francis
09/09
H.E. Chan Sam An
Mr. Ean Sok Khim
Mr. May Mon
Mr. Ouch Sam Dep
Mr. Yim Deth
Mr. Lim Meng
Mr. Sok Thy
Mr. Hem Oeun
Mr. Heng Mala
Ms. Ou Nearyrith
Mr. Yim Yuth

10/09

Mr. Nhem Sovann
Mr. Chin Yan
Mr. Ouch Sam Oeun
Mr. Hun Tong Han
Mr. Soun Saphin
Mr. Chhiev Kan Chet
Ms. Team Lynna
Mr. Ham Heng
Mr. Krouch Sam Ol
Mr. Sok Choy
Mr. Mogn sophy

List of Persons Interviewed
Organisation
UNODC, Regional Representative, RCEAP
Project Coordinator, UNODC Cambodia
Permanent Vice Chair, NACD
UNAIDS
NIPH Expert
WHO
US Embassy
Labour Assistant, US Embassy
Secretary of State, MOH
Director Planning and Training Department
NCHADS focal point
Hear MoH focal point
MoH focal point
German Integrated Expert (GTZ/CIM)
Director FHI
Associate Director, FHI
Deputy Governor- Phnom Penh
Chair, municipal drug control committee
Dep. Chief khan chamkamorn
Director, Phnom Penh municipal health
department
Dep. Director, Kandal operational district,
phnom penh
Hour Provincial Trainer
Dep. Commune chief
Commune council member
CCT team leader- Tonlebassac commune
CCT team member- Tonlebassac communefamily of DU
CCT team member- Tonlebassac commune ex. DU
Chief- village 2 - Tonlebassac commune
Chief- village 8- Tonlebassac commune
Vice chief- village 9- Tonlebassac commune
Vice chief- village 15- Tonlebassac commune
Dep. Chief- Rattanak commune
CCT team member- rattanak commune- ex. DU
CCT team member- rattanak commune- family
of DU
Vice chief- village rattanak
Vice chief- village romchek 2
chief- village romchek
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Annex 3

Question Matrix

Design
Verification
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? Who
designed that? Is it measurable
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? How
are they linked to the evidence
gathered?
7. Monitoring Indicators – are they a
goal – who defined them – who collects
the data? Is this sustainable
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 that
mean?
12. What is the referral route for clients
– do we have them come from the
police;
13. What is the realistic sustainability
of these community rehabilitation
centres
14. Has government committed to these
community rehabilitation centres? Have
any other donors been approached
15. Has there been resistance to this
project from any vested interests?
16. Explain, ‘discussions between
TWG and project’? I thought that
project TWG was part of project

Comment
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Annex 4 : Evaluation assessment questionnaire
Project/programme title: Developing Community based Drug Abuse Counselling,
Treatment and Rehabilitation Services in Cambodia
Project/programme number: CMBH83
The evaluators are required to rate each of the items shown below on a scale of 1 to
5 (1 being the lowest and 5 being the highest), as follows:
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 the evaluation and thus are a translation
of the evaluation results.
A

Planning

1
2
3
4
5
6

Project design (clarity, logic, coherence)
Appropriateness of overall strategy
Achievement of objectives
Fulfilment of prerequisites by Government
Adherence to project duration)
Adherence to budget

B

Implementation

7
8
9
10

12

Quality and timeliness of UNODC inputs
Quality and timeliness of government inputs
Quality and timeliness of third-party inputs
UNODC headquarters support
(administration, management, backstopping)
UNODC field office support (administration,
management, backstopping)
Executing agency support – field office

C

Results

13
14

Attainment, timeliness and quality of outputs
Achievement, timeliness and quality of
outcomes
Programme/project impact
Sustainability of results/benefits

11

15
16

Rating
1
2

3
x

4

5

x
x
x
x
x

Rating
1
2

3

4
x
x

5

x
x
x

Rating
1
2

3
x
x

4

5

x
x
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D

Recommendations
The evaluator should choose ONE of the
four options below

Rating

1

2

3

4

Continue/extend without modifications
Continue with modifications
Revise project completely
Sustainability of results/benefits
E

5
x

Comments
Provide relevant explanations and comment on issues such as clarification,
replicability, best practices etc.
The difficulties experienced in the beginning of the project, including the long
time it took to recruiting the coordinator drag down the score of what is a
promising and sustainable project. The linkages that have been achieved
between government agencies at local and central government, and the
information flow from local level, to region, to central government are
exemplary. The creation of CCT – local units to deal with arising problems in
the community is also worthy of showcasing and rolling out. The difficulties
resulting from delays and the shift in direction should not be counted against
the project as it is running now. The need for drug treatment centres, does,
however, remain in place and should be considered as the next phase.
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