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1. Foreword

When the HIV epidemic started in Vietnam in the mid 1990s, it was concentrated among (usually adult male) injecting drug users in Ho Chi Minh City and An Giang.  Today, however, the epidemic has entered the sex industry, and has spread into what is often misleadingly called ‘the general population’. The epidemic appears to affect people who are younger, with more than half (51.2%) of new HIV infections among 15 to 24 year olds, and nearly a quarter (23%) of new infections occurring among 25 to 35 year olds.  The proportion of teenagers (10 to 14 years old) among the population of people living with HIV/AIDS is also increasing, and reached 9.7% of the total by the end of 2001 (MOH 2001).  UNAIDS and UNICEF estimate that there are 8,500 children living with HIV/AIDS in Vietnam, and up to 265,000 who are ‘affected’ by the epidemic – meaning that a family member has the virus, is sick or has died already.

These data suggest that improving prevention and care among vulnerable young people should be an immediate and very high priority for UNICEF; indeed, HIV/AIDS is one of a few priorities has been streamlined across UNICEF’s sectors in the most recent Country Action Plan for Vietnam (UNICEF 2006).

At a recent regional meeting held in Vietnam, delegates ‘recognized that information on the numbers and circumstances of children vulnerable to, infected and affected by HIV/AIDS is extremely limited and therefore hampering effective planning and an adequate, evidence-based response’. The delegates therefore called for ‘Country level analysis of the situation of children and HIV/AIDS and qualitative assessments of their circumstances – to guide efforts to plan, 

strengthen and scale up the response’ (Hanoi Call to Action, 24 March 2006).

Therefore, UNICEF Vietnam has commissioned a research project to study the vulnerability of young people in the country, focusing on those young people who are most vulnerable.  The aim of this research is to help UNICEF and the Ministry of Labor, Invalids and Social Action (MOLISA) design new or improve existing strategies and interventions for reducing HIV vulnerability and improving (access to) care and support for most-at-risk Vietnamese youth. 

This document presents a literature review, as a first step in the development and implementation of research on HIV vulnerability of young people in Vietnam. I have found a large quantity of relevant documents, studies and reports, but it is almost inevitable that I have missed out on important studies and documents. For this I apologize in advance.

I would like to thank UNICEF Hanoi for giving me the opportunity to conduct this literature review. I would especially like to thank Mrs Ngo Thanh Loan of UNESCO’s HIV/AIDS Clearing House in Bangkok for providing invaluable support in searching for documents to be reviewed.


2. Introduction

HIV vulnerability is a broad concept. It relates to factors that make it more likely that an individual or group gets infected or affected by HIV/AIDS. Reducing vulnerability therefore often entails the improvement of structural elements in an individual or a group’s context or environment. Promoting correct knowledge about HIV and STI is the easiest part, and many organizations focus on this – not in the least because measuring an improvement in knowledge or attitudes as a result of project activities is easy to do, and looks good in reports to donors. It has been widely recognized, however, that factors like gender (i.e. being a woman or a man, being homosexual or heterosexual), poverty or access to education have an equally important influence on whether an individual or group might be at risk of HIV.  HIV/AIDS is therefore increasingly linked to broader development objectives, and is generally accepted to be a social and development issue as much as a medical problem.

The literature and research studies reviewed in this paper, however, are often focused on small aspects of vulnerability, dependent on the focus of the organization or researcher involved. In Vietnam, by far most studies appear to focus on behaviors related to HIV transmission and prevention – measuring their frequency and the extent to which these behaviors are / were ‘safe’. Some studies focus on specific groups of children or youth (for instance, street children, working children, children involved in sex work), describing not only their behavior but also their background and the context of their life. Other studies focus on particular factors of vulnerability (poverty, inequality, education, gender). 

These three different ways in which researchers and analysts have looked at HIV vulnerability make an overall review of the literature on it difficult. In presenting the literature on HIV vulnerability in Vietnam this review will follow the three types of research referred to above. The first part reviews studies on risk and risk behaviors in Vietnam. Most of these studies do not focus specifically on children and adolescents, but sometimes adolescents and youth were part of the study population. In the second part of the review, the focus is on particular groups of children and their vulnerability – often, these studies do not focus directly on HIV/AIDS but on the more general situation of these children and adolescents. In the third part, the focus is on more general factors causing HIV vulnerability, looking at different factors that make children and adolescents more likely to become exposed to HIV.

It is realized that presenting the data this way may lead to overlap and sometimes it is difficult to decide where to present the data. Due to the complexity of HIV vulnerability I could not find a better way of doing it; suggestions for improvement are most welcome.

3. A review of studies on HIV risk behaviors in Vietnam

This section is organized along the lines of four main situations in which HIV is most commonly transmitted in Vietnam today: 

1. (Unprotected) injecting drug use

2. (Unprotected) sex in exchange for money or favors (sex work);

3.  (Unprotected) sex between boys or between boys and men;

4. (Unprotected) sex between girls and boys;

Studies on each of these behaviors will be looked at in detail below.

3A Drug use

Factors that need to be in place for drug use-related HIV epidemics to start or to grow are a demand for intoxication among potential users, availability of heroin and the availability of needles.  Drug use is not, in itself, a risk for getting HIV. It becomes so, however, in three situations:

1. When people (for several reasons) share needles/syringes and other injecting equipment, mixing infected and uninfected blood and sharing it;

2. When intoxication caused by drug use leads to unprotected sex;

3. When the urge to obtain money for drugs leads addicted people to agree to unprotected sex.

Many studies in Vietnam have focused on drug use. This is not surprising, since the first cases of HIV and the first serious HIV epidemic in Vietnam occurred among people injecting drugs, especially in Ho Chi Minh City and in the central coastal region (Gertig 1996; Lindan et al. 1997). Reid and Crofts, in their 1997 literature review of drug use and HIV in Southeast Asia, mention that Vietnam has a ‘culture of ‘professional injectors’’ and that there has been an important shift from smoking opium to injecting heroin – similar to Thailand, Myanmar and China. This shift may have been caused by Government crackdowns on opium cultivation, especially in Thailand and Lao PDR (see also Ngo Duc Anh and Le Minh Giang 2004). Reid and Crofts quote a number of more than 50,000 injecting drug users (IDUs) in Vietnam, out of a total of 185,000 to 200,000 drug users (Reid and Crofts 1999:116-7). 

Nguyen Tran Hien et al (2000) attempted ‘to contextualize risk behaviours among IDUs in Ho Chi Minh City’ in order to make recommendations for interventions for this group. This research, conducted in April 1997 among 630 IDUs in Ho Chi Minh city, both inside and outside rehabilitation centers, found that most of them were between 30 and 49 years old – only 4.6% of IDU on the streets and 10.3% in the rehab center were younger than 30. A staggering 76% of the sample had been using drugs for more than 10 years – indicating that many of them started when they were much younger, and possibly pointing to a bias in the study. In fact, Serge Doussantousse and Nguyen Thanh Hoa found an average age of 27 (n=33, 95% CI = 24.34 thru 28.87) with over half this small sample starting to use before the age of 20; however, because the researchers did not use random sampling methods no conclusions about the IDU population as a whole can be derived from this finding (Doussantousse and Hoa 2001a, 95% CI calculated by the author). .  

In a later study during the same year in Hanoi, 15 young heroin smokers were interviewed; their average age was 17 years old, ranging from 13 to 22; the average age of initiation to heroin was only 15.5 years old. The authors as well as their respondents said they perceive more and more youngsters are taking up smoking and injecting heroin in recent years (Doussantousse and Hoa 2001b:6).

Further findings from Nguyen Tran Hien included that the use of clean needles partly depended on the wealth of the user, with richer IDU able to afford clean needles and better quality service and drugs in shooting galleries. Only about half the users injected at home; the rest depended on galleries, often in order to keep their drug use secret from their families. Shooting opium needs to happen quickly, as there is constant fear of police crackdowns – this was often mentioned as a reason to not clean or sterilize needles in galleries. A pilot needle exchange program was mentioned by several respondents, but apparently the outreach workers in the program wore uniforms and were, as a result, helpful markers to betray the location of shooting galleries to the police. Nguyen also mentions the stigma experienced by drug users – even after they are coming out of the rehabilitation center ‘clean’ – making it difficult for them to find a job and start a new life, and increasing the chance that they start using drugs again. 

Not surprisingly, most studies found that drug users have sex too, and that condom use is low, especially outside the context of sex work (Nguyen Tran Hien et al, 2000:487-9; Trung Nam Tran et al., 2004a:185).  Sex appears to be more important for new, ‘starting’ users – sexual activity seems to rise and risk taking is more common in this phase; later, when heavier addiction occurs, sexual appetite appears to lessen – this was partly due to lack of money to visit sex workers, partly due to erectile dysfunction and partly due to preoccupation with drugs above all other matters in life (Trung Nam Tran et al 2004a:185). 

Serge Doussantousse and Nguyen Thanh Hoa, as well as the FHI study (2006:40) found that most people starting to use drugs do so because they are introduced to it by peers – often the same age or a bit older. Often, the first time heroin was offered to them for free. In the FHI study, it appeared some users were literally tricked into using it, and they were unaware of how addictive heroin use could be (FHI 2006:18). Smoking heroin is trendy in certain entertainment circles, and after becoming addicted some users move from smoking to injecting. Many of them end up in a circle of friends involved in drug use and become excluded from mainstream society – the social evils campaign made the separation between drug users and mainstream society even sharper (Doussantousse and Hoa, 2001a, 2001b). The importance of peer pressure and networks in the introduction to drug use was confirmed in a 2005 study in Haiphong and Cam Pa by FHI and the Sociology Department (FHI 2006:12-14, 40-42).

The social scientist Nguyen Tran Lam studied the meaning and contexts of needle sharing among drug users in more detail. He identified 10 patterns of needle sharing, and noted that the process of shooting heroin and sharing needles has specific gender characteristics, with women more likely to use heroin at home and perhaps more likely to use the same needle after the husband or boyfriend has already used it first, increasing her relative risk of HIV infection. Second, he found that sharing was not only a practical necessity, but that it also has an important social function, with relationships being formed, strengthened or changed depending on who shoots first, who facilitates, who buys, who brings the equipment. He also found symbolic meanings in shooting patterns, related to relative power and poverty between users (Lam 2004:7). In a different publication he concludes:

Indeed, many IDUs share syringes not only because of syringe unavailability or drug scarcity but also because sharing is an expression of trust and necessity. Many women don’t use condom not because they lack negotiation skills but because the non-use of condom is a denotation of love and attachment. It is emotional need that’s at stake (…) which are motivations for having unsafe sex among IDUs. Paradoxically, messages of prevention stress the use of condom in sexual relationships, but do not take into account the positive aspects of non-condom use (and syringe sharing) in a loving- trusting relationship. (Lam 2003)

This is a finding with important consequences for the design of prevention programs, and points to the need to change prevention messages; for example, it becomes important to link HIV not to risk or fear, but to link the protection of a partner or a fellow drug user with a sense of moral responsibility, love and ‘care’ on behalf of the person who decides to share and / or who to share a needle with.  

Trung Nam Tran et al, as well as Doussantousse and Hoa and others, report that needle sharing is diminishing, at least among certain sub-groups. This is the result of improved availability of cheap disposable needles and syringes, increased awareness of HIV and possibly increased trendiness of heroin smoking rather than injecting (Trung Nam Tran et al, 2004a; Doussantousse and Hoa, 2001a+b). The FHI study in Haiphong (2006:30) found that many drug dealers now provide a free needle if a minimum amount of drugs is purchased; nevertheless, it also found that drug users, when asked, will share their needles with others, even if they know they are HIV positive.

Doussantousse and Hoa (2001a) present some interesting data on incarceration and detoxification, with some of their interviewees spending about a quarter of their time behind bars. FHI found that the lack of proper treatment and detoxification options for drug users might be a main reason for drug users not to try to stop – many of the users in their study had tried to stop in vain for several times (FHI 2006:26). Drug use is common – but clean needles are rare – inside prisons, and according to Nguyen Tran Lam (2004) drugs are regularly smuggled into detoxification centers by family members, friends or dealers, leading to situations where intense craving is being satisfied among a group of inmates, often with only one needle and no cleaning equipment at their disposal – sharing of dirty needles is the result (Nguyen Tran Lam 2004, see also FHI 2006:25 and 27).

Drug use is expensive – not only the drugs themselves, but also the bribes paid to get out of police stations, or the cost of being admitted to detoxification centers. Drug users often do not have a formal income, and often steal from their families or others, or they find employment to transport or sell drugs or sometimes sell sex to finance their habit (Doussantousse and Hoa, 2001a:19)

Due to the illegality of drug use in most countries, including Vietnam, Governments have repressed drug users and declined to initiate services for them, especially in the early stages of the epidemic. Partly as a result, staggering HIV infection rates have been found among injecting drug users across the region (Beyrer 2000, UNAIDS 2005). The Vietnamese Government established the National Program on Drug Abuse Control in January 2003, and its policies included suppression of opium dens, suppression of opium cultivation and compulsory treatment of drug addicts (VNDCP 1995, in: Nguyen 2000). Nguyen found that the hard-line ‘social evils’ approach of the Government might have made the epidemic among drug users bigger rather than smaller:

The pressure to inject quickly before attracting the attention of the police means that drug users pay less attention to the (…) cleaning of injecting equipment, where sharing of injecting equipment (…) [is] likely to occur. The same pressure also makes it difficult to reach IDUs for interventions against drugs or HIV, especially the young IDUs who have more recently started to use drugs. (Nguyen et al. 2000:493)

Therefore, Nguyen Tran Hien and others plead for HIV prevention programs for IDU ‘based on harm reduction principles’ – i.e. separating the problems of drug use from the problem of HIV infection, and consider these separately. Three important major components need to be put in place: early action, provision of sterile equipment and community outreach (Nguyen Tran Hien et al 2000:493). The Vietnamese Government has in recent years become more open to harm reduction principles – needle sharing programs are becoming more common, but the only other option to drug users remains detoxification ‘the hard way’. Recent advocacy efforts with Vietnamese authorities to allow the use of methadone to replace dependence on heroin have, so far, failed (Vuong Thi Huong Thu, personal communication 2006). 

Doussantousse and Hoa further point out that the ‘social evils’ campaign portrays drug users themselves in a negative light, which show ‘a lack of understanding and empathy towards the addiction of the users and the suffering of the parents’ and leads to their and their family’s further marginalization’ (Doussantousse and Hoa, 2001a:13; this was also found in FHI’s study (2006:36)). Trung Nam Tran further adds that there is a major link between sex work and drug use, and between the upcoming youth cultures in urban areas of Vietnam and drug use, combined with less stringent morals regarding premarital sex among some groups of young people. Targeted and emphatic, research based prevention strategies need to be employed to reach out to these groups (Trung Nam Tran et al., 2004a, 2005).

Tim Bond, in his study on street children in Ho Chi Minh for Terre des Hommes, describes how heroin use has increased dramatically over the past 12 years (he did another study on street children for Save the Children in 1992, when no drug use was found). Many of the street children must be infected with HIV (Bond 2004:80). Forsyth (2005) also notes an increasing drug use problem among street children. FHI, however, notes conflicting opinions about whether drug use among young people is rising or not (FHI 2006:12).

How many young people use drugs? In a Population Council survey in six Vietnamese provinces, only 1% of ‘general population’ adolescent boys aged 15-22 and less than 1% of girls admitted to experimenting with drugs. This is almost certainly underreported – when asked whether they had a friend who used heroin or cocaine, 10% of boys and 9% of girls said they did (Mensch et al, 2002:21). In a baseline survey in five Vietnamese provinces, it was found that drug use among young people (aged 15-24) varied widely per province – 2.5% of young people in Lai Chau admitted to using drugs, but in the other four provinces the percentage was lower than 1% (NCPFC 2002). 

It shows, again, how important it is to view drug use as a behaviour happening in the so-called ‘general population’ – recognizing, in particular, its links with other situations of risk, particularly sex work – rather than conceptualizing drug use as confined to a separate group of ‘drug users’ (see also FHI 2006). 

3B Sex work

Providing sex in exchange for money is, not without reason, often called ‘the oldest profession in the world’. Sex work occurs in all countries, cultures and societies, and Vietnam is no exception. One early official estimated number of (female) sex workers in Vietnam is given as 300,000 (Hien and Wolffers 1994, in: Giang et al, 2000).  It is important not to see ‘sex workers’ as a group separate from mainstream Vietnamese society. They are part of Vietnamese society, and so are their clients. Portraying them as ‘separate’ or ‘different’ creates a false sense of security for people who do not see themselves as ‘sex workers’ or who do not use sex workers’ services – even though many people may still fall under a broader definition of sex work (see above). Sex work and drug use can not be separated either– as Tran et al found, many sex workers have intercourse with (clients who are) drug users, and many women in sex work use drugs themselves (Tran et al, 2004b, 2005). 

Thuy et al conducted a survey of male patients of STI clinics in two semi-rural provinces in Southern Vietnam during a one year period in 1996-7. It was found that all men had visited sex workers in the past, and that 58% of the men had their first sexual experience with a sex worker. 73% had visited sex workers in the past three years. Married and single men were equally likely to have visited sex workers. Interestingly, in contrast to the situation in Cambodia and Thailand, most men recruited sex workers from the streets rather than from brothels or other entertainment venues. 22.6% of the male STI patients in the survey were 14-20 years old; 25.6% were between 21 and 24. 11% had had their first sexual intercourse when they were 17 years old or younger; the mean age of first intercourse was 20. Important risk enhancing factors were the very low level of condom use (70% had never used a condom; only 7.7% always used condoms with sex workers – what these last group were doing at an STI clinic, then, remains a mystery) and a high level of alcohol consumption before visiting sex workers (52.5% did use alcohol before sex) (Thuy et al 1999). It seems, however, that condoms have become more accepted and their use more widespread in recent years (Russell 2001).

During a surveillance study in 2002, high levels of STI were found in sex workers working in five border provinces in Vietnam (Laichau, Quangtri, Dongthap, Angiang and Kiengiang) by a survey conducted by the Vietnam Commission for Population, Family and Children, the Ministry of Health AIDS Division and the Pasteur Institute in Ho Chi Minh City.  4.5% of the women had HIV, 11% had syphilis, 11% had gonorrhoea, 11% had chlamydia and gonorrhea and 20% had only Chlamydia (Project Community Action for Preventing HIV/AIDS 2003, Thuong et al 2005). Five years later, however, rates of chlamydia and gonorrhea had declined by nearly half, suggesting that interventions had been successful – however, there was an increase in syphilis infection (Project Community Action for Preventing HIV/AIDS 2005).

Giang et al, in a 1997 survey exploring HIV/STD prevention needs of 250 non-brothel based sex workers (100 of whom were interviewed in a ’06’ rehabilitation center), found that 17.7% of them were under 20 years old; 46.6% were in the 20-29 age group. Nearly half of the women in the study were divorced or widowed, pointing to an important general reason for Asian women to enter sex work. More than 40% indicated to be ‘always’ – and an additional 38% ‘sometimes’ – in debt. 85% had or was living with children in their care. (Similar percentages were found in a study in Na Thrang by Minh et al, 2004). Self-reported condom use was fairly high – 97% claimed to use condoms ‘sometimes’ or ‘regularly’, but only 38% used condoms regularly with non-clients. Main barriers to seeking HIV testing or STI treatment services included an unfriendly attitude of health staff and lack of money. Most women wanted to quit sex work, but said they would need credit to start a business, or a well paid job, in order to do so. Only 7.7% said they wanted to get vocational training to enhance their chances on the labour market (Giang et al 1999).

A study of women working in the entertainment sector in Vung Tao found nearly 32% of them being 20 years old or younger, with a mean age of 24 (range 15-51). Half of them were migrants. The mean age of first sex was 19.6 years old – close to that found among semi-rural male clients of STI clinics (see above), with a range of 12-35) (Thuy et al, 2000).  

A similar study in Na Thrang found 21.1% of indirect sex and 7.9% of direct sex workers to be under 21 years old; direct sex workers were significantly older than indirect sex workers. It was found that the older sex workers usually supported their or other people’s children, whereas younger (indirect) sex workers supported their parents or siblings (Minh et al, 2004). A further analysis of the same data set found, not surprisingly, that sex workers with fewer clients, higher knowledge about HIV and no reported STI symptoms were more able to negotiate consistent condom use (Grayman et al, 2005). 

Sex workers in FHI’s 2005 study in Ho Chi Minh City report that many clients are drunk while having sex with them, and find it difficult to control their behaviors – i.e. use condoms. Also, condom use with regular clients and rich customers was low (Nguyen Nguyen Nhu Trang and Hang Thi Xuan Lan 2005).

Joanna Busza and Bettina Schunter describe a group of 300 Vietnamese female sex workers in Svay Pak (Cambodia), many of whom were sold to brothel owners by family members, and now paying off their debt. Most of them were under 20, and they stay in Cambodia from 6 months to several years, servicing 1-4 clients per night. Interesting is the finding that it was difficult to ‘empower’ or mobilize this group, since many of them were in fierce competition with each other, wanting to pay off their debt in order to return to Vietnam. Many of the women were illiterate or uneducated, and they had difficulty accessing appropriate health care services in Cambodia, especially since few of them spoke Khmer (Busza and Schunter 2001).

Tran et al conducted in-depth interviews with 37 sex workers in Hanoi. Most of them were also drug users; participants estimated that 90% of the street-based sex workers were drug users, and that most inject. They classified sex workers into 6 different categories – a hierarchy of ‘classes’, with call girls with motorbikes and mobile phones being the most ‘expensive’, followed by dancers in dance clubs, those working at karaoke bars, massage parlors or barber shops, followed by ‘wholesale’ service women (i.e. a group of 4-5 sex workers renting a house together, usually with a phone), followed by street-based sex workers, and lastly, those working in brothels. Interestingly, the ’values’ in this classification appeared related to the (perceived) number of clients these women served per day – ranging from 1-2 clients per day for the ‘high-class’ to 7-8 clients per day for the ‘low-class’ sex workers (Tran et al 2004b). In a survey of 400 female sex workers in Hanoi, it was found 27% of ‘middle class’ sex workers used drugs (of whom 79% injected), and 46% of ‘low class’ sex workers (with 85% of them injecting). Sharing of needles / syringes and other equipment happened more frequently among the ‘low class’ sex workers than among middle class sex workers; only 33% of those sharing did ‘always’ clean their equipment. Tran finds statistical proof for earlier findings indicating strong links between sex work and drug use in the capital, and finds that most women enter sex work first and then become involved in drugs, not the other way around (Tran et al 2005). Similar evidence is found in FHI’s study in Haiphong and Cam Pa (FHI 2006).

Drug use and sex work do not always go together: low levels of drug use were reported in sex workers in Na Thrang (Minh et al. 2004:402).

As a study of Rosanne Rushing et al in Haiphong points out, young Vietnamese women are often lured or forced into selling sex as a result of migrating from rural to urban areas to find work. The study found that high levels of rape / forced sex were experienced by the majority of the young women interviewed, especially during their initiation into sex work. Although access to health care was available, the young women perceived the stigma attached to sex work as a barrier to receiving health care, and thus, preferred health education and care from peers. Rushing concludes that health education programs focusing on peer education and support are essential for HIV prevention programming with young migrant women, and she urges that policies and programs be developed toward effective strategies to protect young migrant women (Rushing et al 2005).

Some studies indicated that the government’s strategy to rehabilitate women in rehab centers – either to deter women from entering the sex trade, or to force women engaged in sex work to quit – is not effective, with most women re-entering the sex trade after being released from rehab, and the women themselves finding their admission to rehab centers not useful (Minh et al, 2004; Tran et al, 2004b). Similar conclusions can be drawn for the drug user rehabilitation centers. Vu Ngoc Bao, in his study on sex work in Can Tho, even found that fear of being arrested during the ‘social evils’ campaign was the primary reason for practicing unsafe sex or non-use of condoms among female sex workers and their clients; possibly because carrying condoms could be construed as ‘evidence’ for engaging in sex work (Vu Ngoc Bao 2004).

A recent FHI study in Ho Chi Minh City found that the sex industry is changing rapidly, and that sex workers and establishment owners find creative ways to continue their business under influence of repressive policies. Mimicking a trend found in Cambodia, sex work may become less obvious, covered under different guises – it becomes more sophisticated, complex and better organized, with local policemen providing protection to sex establishment owners, in some instances (FHI 2005:36). 

Interestingly, FHI’s research indicates that more and more women are interested in a career in sex work – not driven by poverty, but rather to ‘fund extravagant lifestyles’, as the FHI researchers call it; a less judgmental way of saying this might be ‘to catch up with the increased importance of money and consumption in Vietnamese society’. The FHI study also finds that mobile phone networks between clients and sex workers are increasingly important (Nguyen Nguyen Nhu Trang and Hang Thi Xuan Lan 2005:26).

An important and apparently new phenomenon found in HCMC was the close and trust-based relationship between female pimps and female sex workers under their ‘supervision’. FHI is considering to what extent female pimps could be used for HIV prevention purposes with sex workers. It is necessary to find new approaches to reach sex workers, since the peer education approach mainly implemented by the Vietnamese Women’s Union ‘seemed less effective compared to earlier years’, FHI says. Part of the reason for this is that the peer educators can reach only street-based sex workers, whereas in recent years many sex workers appear inside entertainment venues and restaurants, where peer educators are not welcome for fear of providing evidence that sex work takes place in the premises (Nguyen Nguyen Nhu Trang and Hang Thi Xuan Lan 2005:38-9).  

The Survey Assessment of Vietnamese Youth (SAVY) survey asked young people about their attitudes / views of sex work. The response was overwhelmingly negative – however, males seemed less disapproving of the practice than females, and the percentage declined with age (67% of 14-17 year old urban males found sex work ‘immoral’, versus 44% of 22-25 year olds) (SAVY 2005:46).

UNICEF has conducted a large and in-depth study on child sexual exploitation in Vietnam. A large part of the study is devoted to children and adolescents involved in sex work. It is expected that the results of this study will be published during 2006.

In conclusion, it seems most of the studies done on sex work in Vietnam seem to have focused on behavioral aspects related to HIV risk, especially on condom use and linkages to the heroin-driven epidemic. Few studies have focused on the most pressing concerns of sex workers themselves (i.e. drug use, violence by clients and partners, child care, police harassment, etc). In other countries and settings it has been shown that HIV prevention in the sex industry is difficult (if not impossible) unless other factors increasing sex workers’ vulnerability are also addressed.

3C Homosexual sex

In this section homosexuality refers to men having sex with men only. The HIV risk of women having sex with women is extremely small. Men having sex with men (MSM) are especially vulnerable to HIV, not only because their sexual behaviors can put them at increased risk for HIV
, but also because prevailing stigma and discrimination against homosexuality in society often prevent them from seeking appropriate information, care and support related to HIV/AIDS. MSM also often have more casual sex partners than heterosexual men and women, which may be related to the societal disapproval and non-acceptance of steady love relationships between men.

Homosexuality is now relatively well accepted across Western societies, and in certain urban areas in Asia men MSM have become more visible in the past 20 years – Bangkok, Singapore, Kuala Lumpur and Hong Kong are good examples. Vietnam, however, appears to be more conservative than neighboring countries, including China (Colby et al., 2004). In the above-mentioned SAVY survey among Vietnamese youth, 40% said they did not know about homosexuality, and of the 60% who said they knew what homosexuality was, 80.2% of Kinh and 54.3 of ethnic minorities said they would not accept a homosexual as a friend. 7% of ethnic minority youth and 4.5% of Kinh youth said they did have a homosexual friend (SAVY 2005:47). The relatively high acceptance of homosexuality among ethnic minority youth is a surprising finding. Whether this has to do with translation / methodological pitfalls in the SAVY survey, or with a ‘sense of solidarity’ of ethnic minority youth with homosexuals as a ‘fellow minority’ remains to be seen. 

Homosexuality in Vietnam is largely ignored by the Government. As a positive consequence, there is no legislation against it, as in some conservative religious countries, and the general population appears to combine very negative views about homosexuality with a total lack of attention to the subject – even often a belief that homosexuality does not form part of Vietnamese culture or society (see also http://www.globalgayz.com/g-vietnam-saigon.html).  

Interestingly, in contrast to Thailand, Lao PDR, Cambodia, China and India, ‘indigenous’ expressions of homosexuality – i.e. effeminate men, presenting themselves as feminine entities, appear to have no historical roots or presence in Vietnam. As Colby notes, the most influential writer about sexual matters in Vietnam, Dr Tran Bong Son, propagates the view that only a very small minority of MSM are ‘real’ homosexuals; the majority, he says, are ‘fake’- following fashion, or Western influences (Colby et al 2004:47-8). Dr Son fails to explain why men would follow such a ‘homosexual fashion’ when it is so heavily stigmatized and ostracized in Vietnamese society. As Colby notes, Dr Son admits that he is propagating his own beliefs, not based on scientific evidence – these beliefs appear to be accepted, at least by many in the Vietnamese media, as ‘the truth’. 

Of course, male to male sexual behavior does exist in Vietnam – hundreds of men have now been recruited and interviewed for several studies on vulnerability to HIV of men having sex with men, and in Ho Chi Minh city and Hanoi entertainment venues operate that are largely thriving on the patronage of men having sex with men. A conservative estimate done in the UK and the US concluded that biologically, a bit more than 4% of men are largely or entirely attracted to the same sex – this is separate from the percentage reporting to have experienced homosexual sex, which was much higher (see http://www.avert.org/hsexu1.htm) – this would make Dr Tran Bong Son’s estimate of 70,000 MSM in Ho Chi Minh City
, with a population of 7 million, seem rather conservative. In a survey of Hanoi secondary school students in 2000, 1.6% of male students and 0.9% of female students admitted to being sexually attracted to people of their own sex; 1.2% of male and 1.7% of female students said they were attracted to people from both sexes; nearly 37% of male students and 75% of female students answered ‘not sure’ (Institute of Sociology and La Trobe University 2001). In a study of street children in Hanoi, 4.3% of youths aged 17-18 admitted to having or having had homosexual relationships (Doan et al. 2001:25).

Vu Ngoc Bao et al. has recently conducted a study among MSM in Ho Chi Minh City for FHI, in which interesting insights on Vietnamese identity labels were obtained. 16 out of the 40 MSM in the study were in the 19-25 age group, and 7 out of 40 listed ‘sex worker’ as their occupation. The researchers found that MSM divide themselves into two broad categories – bong kin, referring to masculine looking and dressing MSM who are closeted in everyday life, and bong lo, referring to men who wear female clothes and present themselves as women. Within these categories, MSM distinguish different sub-types, based on appearance, mannerisms and (perceived) levels of ‘masculinity’ or ‘femininity’’. 

Bong kin preferred to have sex with other bong kin, whereas bong lo – similar to kathoey in Thailand, Lao PDR and Cambodia – preferred ‘real men’ as sex partners. The social network of MSM is characterized by close peer relationships. They obtain both financial and emotional support from their friends rather than from their families. Many MSM live away from their families, even if these families live in Ho Chi Minh City, in order to have privacy. Many had experience with physical violence and verbal abuse by family, particularly by fathers and brothers. Their knowledge of HIV and STI appeared low and many of them were at high risk of HIV infection due to unprotected sex. The researchers recommended a peer-driven behavior change communication program to reduce this risk (Vu Ngoc Bao et al, 2005).

Recent studies have shown HIV/AIDS prevalence among MSM frequenting parks, saunas and entertainment venues of more than 28% in Bangkok in 2004 – this was significantly higher than the 17.3% found in 2002. Most worryingly, it appeared that 11% of those found infected with HIV had been sexually active for less than 1 year, indicating the very high incidence and vulnerability of male adolescents (Van Griensven et al, 2005). For Vietnam, HIV prevalence in the MSM population is unknown – however, there is data from a VCT center in Ho Chi Minh City, which found an HIV prevalence of 5.8% in a group of 208 MSM during the year 2000 (Colby 2003:81). This was the same year when prevalence of 15% was found among MSM in Phnom Penh (Girault et al, 2003). 

Colby et al mention that the lack of attention for MSM by authorities, on the positive side, leads to a relative freedom in expressing their preference, and little police harassment – but on the other hand, due to the total ignorance of MSM and their risk to HIV in public health campaigns, MSM have a very low perception of personal risk to HIV. This explains the intriguing finding that MSM use condoms much more frequently and consistently with their female sex partners than with each other (Colby et al 2004:48).  

Colby calls for more quantitative data on HIV and STI prevalence among MSM, and also for additional social science research to explain and ‘map’ the culture and socio-cultural contexts of male-to-male sex in Vietnam (Colby et al., 2004:52).  Indeed, the lack of information about male-to-male sexuality and the vulnerability of men having sex with men to HIV/AIDS in Vietnam is remarkable, especially when compared to neighboring Thailand and Cambodia. FHI’s most recent study in Ho Chi Minh city is an important step in the right direction; it is necessary to do similar social research studies among MSM in Hanoi and in rural areas.

3D Heterosexual sex before marriage

Vietnam has a young population. According to UNFPA, more than 60% of the population is under 25 years of age. Around 22% of the population are teenagers (Vietnam Census Bureau 2000); one third of the population is aged between 10 and 24 years old (UNICEF Hanoi website). Despite rapid economic development, mainly in the urban areas, Vietnam remains a predominantly rural society, with about 80% of the population living in rural areas (UNFPA 2001). 

Vietnam is changing rapidly due to globalization and economic expansion. Due to urbanization, moral rules and regulations tend to change; there is less social and societal control, and less societal disapproval of behavior that may be still forbidden or taboo in small rural communities. In many societies undergoing the process of globalization, premarital sex among youngsters has increased and sexuality has become less taboo, at least for certain groups in urban settings – including homosexuals. It then also becomes easier for people to talk about sexuality – according to Phuong et al (2001) this is already happening in Vietnam.  Peer-based responses have also been found successful in enabling young people to talk about the sensitive issue of sexuality, with a degree of success (Hennesy and Yen, 1999).

Traditionally in Vietnam, marital status has important consequences for people’s social and sexual dispositions (to use a term popularized by the French philosopher Pierre Bourdieu). Marital sex, presumably only aimed at procreation and to preserving ‘the family’, is socially acceptable; non-marital sex (be it pre-marital or extra-marital) is generally seen as socially illegitimate and morally inappropriate (CARE and MOH 1997). 

In Thailand, China and Indonesia, processes of globalization have led to more sexual freedom for teenagers in urban areas – with STI and HIV epidemics as a result. When 15-19 year olds are compared in Thailand, the Philippines and Vietnam, it is found that in Thailand 27% of 15-19 year old boys have had sex, in the Philippines 12%, but in Vietnam the percentage is only 6%. The numbers for girls also vary relatively widely – Thailand 3%, Philippines 1% and Vietnam 2% (Singh et al 2000, in: Mensch 2002:12). There is no reason to believe the situation in Vietnam will be any different from that in Thailand and Philippines, which have been opening their economies and societies up to influences of globalization for a much longer period of time than Vietnam has. The growth in the number of urban migrants – often young people on their own – will likely lead to the emergence of ‘freer’ practices, norms and values among at least certain subgroups of urban-based young people.

In a survey of Hanoi secondary school students – all of whom were unmarried (15-18 years old), only 2% of the boys and 0% of the girls admitted to having had sex (Institute of Sociology & Latrobe Institute 2001). A survey of unmarried students aged 17-24 conducted by NCPFP in Ha Noi and Ho Chi Minh City revealed that 14.8% of male students and 2.4% of female students reported having had sex. The average age at first intercourse was 19.5 years old (Khuat 1998). In another survey of adolescents aged 15-22 conducted in 1999, 10% of male adolescents and 5% of female adolescents reported having premarital sex (Population Council and Institute of Sociology, 2000; Mensch et al, 2002:10). It is important to note the different age groups in each of these surveys.

In a NCPFC study among young people (15-24) in five provinces, in each of which about 480 young people were interviewed, rates of premarital sexual behavior were found to be much higher, which is not surprising considering the fact that the respondents were on average older: nearly 31% of young people in Lai Chau, 22% in An Giang, 28% in Dong Thap and 28% in Kien Giang reported to have had sex, but only 6% of young people in Quang Tri. The mean age of first sex varied between 18.3 and 21.0 years old across provinces (NCPFC 2002)
.

In the Survey Assessment of Vietnamese Youth (widely known as ‘SAVY’), conducted by a coalition of agencies in late 2003, it was found that 19.8% of 18-25 year old boys had had sex in urban areas, and 13.6 % in rural areas. For girls, the percentages were 2.6% and 2.2%, respectively. SAVY admits that its sample of interviewees did not include those groups most likely to have had sex (i.e. children and adolescents on the streets, out of schools, in juvenile jails or in institutions to rehabilitate drug users and young sex workers). Furthermore, even though the questionnaires were self-administered, due to Vietnam’s ‘double standard’ in the judgment of boys’ and girls’ sexuality, it must have been much more difficult for girls than for boys to admit to sexual experiences, especially if one considers the social consequences in case the information is not kept confidential. Why would a sexually active unmarried girl take that risk? 

Interestingly, SAVY found that the average age of first sex was 18.6 years for ethnic minorities, one year earlier than for the Kinh majority. Ethnic minority youth also reported a slightly higher frequency of sex than their Kinh peers (SAVY 2005:41).

A study in Halong found that ‘most young people aged 19-25 told us that had had sex’ (p.17) and that pre-marital sex was ‘widely accepted by young people’, especially by young men (Phuong et al. 2001).

In the same study, there were also young people who insisted that it was important for a woman to enter marriage as a virgin – the authors conclude that women are torn between traditional values respecting virginity (adhered to by parents, family and society), and modern values (especially adhered to by young men and some young women) viewing premarital sex as natural and positive (Phuong et al 2001:18). Many people appear to view the price of economic progress to be (traditional) cultural regression (Gammeltoft 2002:487). Illustrating this, the SAVY survey found that views on premarital sex were negative, but under certain circumstances (i.e. couple is planning to get married, or both partners are willing, and given that pregnancy is prevented) a significant minority (over 30%) found it acceptable; as was the case with opinions about sex work, acceptance grew higher with age (SAVY 2005:45).

None of the adolescents interviewed in Puong’s study used condoms during their first intercourse – for men it was deemed impolite to carry condoms, because it would look as if the sexual encounter was carefully planned, rather than spontaneous and natural – whereas girls did not want to insist on condoms, since exposing their knowledge of contraceptives and reproductive health could project a promiscuous, over-knowledgeable image of themselves upon their boyfriends (Phuong et al 2001:18-20). Gammeltoft, in her rare ethnographic study of youth sexuality in Hanoi, adds that young people interviewed about their sexual experiences “often emphasized their passionate and uncontrollable character, and stressed the tendency of sexual arousal to erase all capacity for rational thought or action” (Gammeltoft 2002:490). The non-use of contraceptives, in her words, ‘can be seen as a product of socio-moral structures which deny the existence of sexual activity outside marriage’ (ibid, 493). In other words, ‘doing it’ is not as bad as ‘carefully planning to do it’, and carrying condoms shows evidence of the latter.

Mensch et al, in a paper for the Population Council, casts doubt on the findings that premarital sex in Vietnam is on the rise. She suggests that the focus on premarital sex linked to abortion and to HIV and STI problems takes the focus away from the main problem that young people in Vietnam face, and which is more likely to place them in situations of vulnerability: a lack of adequate employment opportunities (Mensch et al 2002).  She admits, however, that underreporting may be a problem in the figures about sexual activity presented so far. Indeed, when asked ‘has your best friend ever had sex’, the percentages for boys and girls across her survey were much higher than self-reported sexual activity: 14% and 9% for boys and girls. Unless the underreporting in Vietnam is higher than in surrounding countries, however, the data still suggest that premarital sex happens less in Vietnam than in surrounding countries, Mensch concludes (Mensch et al 2002:15). 

Gammeltoft (2002), in her above-mentioned ethnographic study of young Vietnamese women and their boyfriends recruited at an abortion ward, conducts a remarkable exploration below the surface of behavior and knowledge, percentages and numbers, and pays attention to the challenges young people face in establishing and maintaining love and sexual relationships in a new, globalized world. Due to the traditional taboo on premarital sex, young people – especially girls – take a great risk by engaging in sex with their boyfriends; they risk spoiling their reputation and damaging their chances of getting married to a suitable partner in the future (CARE and MOH 1997). Gammeltoft continues:

Fears of exploitation [among girls] therefore loom large, compelling youth to make concerted efforts to define the moral identity and trustworthiness of their sexual partner. […] To the young people participating in this study, then, what was at stake in sexual situations was not merely the pursuit of pleasure or intimacy, but also their moral integrity and worth as persons (Gammeltoft 2002:491)

Gammeltoft urges her audience to view sexual expression not only as a bodily urge or ‘superficial’ pleasure, but as an expression of ‘urgent existential importance’, in which young people emphasize ‘the true and overwhelming love that lies behind their sexual moves’; she continues that ‘young people define themselves as morally upright persons whose sexual activity springs from genuine, serious commitment and pure feelings, rather than from lasciviousness or cool deliberation’ (Gammeltoft 2002:491). This, says Gammeltoft, explains the low use of contraceptives among young people (see also Phuong 2001). One of her interviewees said that she would only have sex with a person she truly trusts and loves; contraception is an indication of distrust, in her opinion, and she felt that having sex with someone you do not trust ‘is a form of exploitation’ (25 year old female, in: Gammeltoft, 2002:492)

The fact that premarital sex is still a taboo for most Vietnamese leads young people to keep their relationship deeply secret – not only from their parents and family members, but also from peers. While in public, lovers would keep a distance from each other; they would pretend to be sexually innocent and inexperienced. Gammeltoft interestingly notes that this innocence is not only portrayed in the public sphere, but even in private, when lovers are out of society’s sight. When reflecting on it, young people keep focusing on the passion and loss of control that ‘overcame’ them, as if they did not really do it themselves – following the societal patterns of condemnation of premarital sex that they have brought up with, it is difficult to expect otherwise. Gammeltoft offers a convincing explanation of this paradox:

By casting their sexual activity in terms of passion and transcendence, youth manage to uphold socially defined sexual limits while simultaneously transgressing them, thus maintaining both the illusion of their own sexual innocence and the social myth of the non-existence of premarital sex (Gammeltoft 2002:493)

By not acknowledging their sexual activity, Vietnamese youth in fact contribute to the reproduction of the existing norms, values and rules regulating sexuality in mainstream Vietnam – this is an important difference with the ‘sexual revolution’ that occurred in the 1960s in many urban areas in Europe and the US, where there was a direct attack on the sexual culture
 of former generations.  

All considered, most behavioral evidence available suggests that few young people are sexually active compared to other countries in the region, although the research techniques and data collection processes, as well as the strong societal and moral taboo on premarital sex in Vietnam may all lead to serious under-reporting of sexual behavior among teenagers. There is evidence that more adolescents are becoming sexually active during high school and in the years immediately following high school, especially in urban areas. There is also reason to believe that young people out of school might be underrepresented in the data, most of which is collected in school or other formal settings, and that their sexual activity (as well as drug taking habits) might be higher than that of young people in schools. These increasing levels of sexual activity, combined with low levels of knowledge about sex, sexuality, HIV and STI and an aversion to using contraceptives, suggest that Vietnamese adolescents are ill prepared to deal with a rapidly emerging HIV epidemic (Institute of Sociology and La Trobe University, 2001).

Apart from the study of Gammeltoft, none of the research studies I reviewed paid much attention to the deeper meanings and motivations of young people. Gammeltoft rightfully states that focusing on sexual behavior does not explain anything about why it occurs in the first place, and basing prevention programs on behavioral data alone is therefore not likely to be effective:

In order to account for human sexual practices, we need to consider not merely sexual activity as such but also the ways it intertwines with social being and moral identity in a much more fundamental sense (Gammeltoft 2002:492)

Research efforts among youth should therefore move beyond describing, measuring and reporting on levels of behaviour and knowledge, and focus on the social, cultural and moral contexts in which sex and sexuality of Vietnamese adolescents take place. 

4 A review of studies on groups of vulnerable youth in Vietnam

This part of the review will look at different vulnerable groups of children and adolescents and review existing evidence and research findings from Vietnam. The groups are chosen partly based on what I found in the literature – with many organizations and agencies using different definitions and terms, including and excluding different categories of children. The confusion starts with the definition of ‘child’, ‘youth’ and ‘adolescent’, and continues with the number of vulnerable children, youths and adolescents.  

According to the Vietnamese government, there are 2.5 million vulnerable children (meaning: under 16s) in Vietnam (including children living in poverty) – this amounts to 9% of the total child population (MOLISA/UNICEF 2003). UNICEF has earmarked ethnic minority children as a vulnerable group – who account for 4 million children in Vietnam (Gallina and Masina 2002:18). In UNICEF’s State of the World’s Children 2005 report the number becomes even higher, focusing on poverty as a source of vulnerability. 10 million children in Vietnam are ‘poor’ according to international standards – which means having less than 1.08 USD
 per day at his/her disposal  (UNICEF 2004). 

In this section I will describe research and reports on different groups of children and adolescents in Vietnam. 

4A Street children

The studies of Tim Bond (in 1992, 2000 and 2004) contain a wealth of high quality information about the life, problems and needs of street children in Ho Chi Minh City. Bond builds on earlier work done by Gallina and Masina (2002). Bond proposes the following definition of ‘street children’: 

Those children (under 18 years) who earn money in ways that are typical of street children in many countries, as scavengers, beggars, street vendors, porters, pickpockets and so on, and who have no employer or fixed income”. (Bond 2004:17)

Bond notes that there are four very distinct groups / types of street children in Ho Chi Minh City, each with quite distinct problems and needs. The classification, which has since been used by many organizations, is listed below:

A: Children who have run away from home or have no home



A1: Sleeping on the street



A2: Sleeping off the street

B: Children sleeping on the street with their family or guardian

C: Children living at home, but working in an ‘at risk’ situation 

D: Migrant child workers engaged in casual street activities



D1: Sleeping on the street



D2: Sleeping off the street

The definition of street children used by Bond is very broad. It is likely that the HIV vulnerability between the different groups he distinguishes is very different – factors of vulnerability would include parental supervision (whether sleeping on or off the streets), whether they inject drugs and their main means of earning an income (i.e. are they involved in sex work or not), as well as the stability of their income.

The number of street children is a contentious issue. As a result of the rapid economic growth and a drop in poverty, as well as increased action and commitment on the part of the Vietnamese government to tackle the problem, some observers, including Tim Bond as well as the Vietnamese government, claim that numbers of street children have been dropping drastically since 2000 (Bond 2004). MOLISA estimates their number at around 10,000 now. As recent as 10 years ago, several organizations estimated the number of street children in Vietnam to be as high as 200,000 (Gallina and Masina 2002:19). Lillian Forsyth, however, claims the opposite – that the number of street children has increased since the onset of doi moi. This is due to the fact of a sharp increase of the number of migrant children (category D), which more than offset the decrease in the number of children under categories A-C. As Forsyth rightfully notes, ‘the changing nature of street children in Vietnam makes them difficult to identify, and the causes of the growing problem complicated to discern’ (Forsyth 2005:8). 

Three reasons are given in Forsyth’s paper for the growing numbers of street children under category D: First, the economic growth works as a pull factor on children and adolescents from the poorest regions, who believe they will have a chance to work and make money in the city; second, there are social problems in families that get exacerbated by economic hardship or increasing differences between rich and poor – these reasons include divorce and lack of parental supervision; some parents actively send their children to the city to find work. A third reason mentioned is faulty Government policies, especially inflexible policies for regulating migration (see below) Forsyth 2005:9).

Both Bond and Forsyth note that the vulnerability of some categories of street children to HIV/AIDS have increased in recent years; this is mainly due to their growing habit of drug abuse, but also because a perceived growth in the number of street children involved in sex work (see below). It is well known that street children have a higher risk to be sexually or otherwise exploited; being dependent on drugs increases the chance of sexual exploitation, since sex work is one of the few ways for children to make money.  Tim Bond found surprisingly little sex work among the street children he studied in Ho Chi Minh City; most of them made a living by begging, scavenging and petty theft.  

Bond asked the street children what they liked most about their life. Their answers were that they had an opportunity to earn money by themselves; that they had a loving family (this applied to 25% of the children interviewed), that they were free / working independently and that they had many friends. Then, he asked the street children what they disliked most about their life – i.e. what their biggest problems were. The responses receiving more than 5% of mentions are listed below:

	Problem
	Total (% of children per response)

	Being bullied / beaten by other children
	22%

	(Fear of) arrest by the police
	19%

	Nothing / don’t know
	17.8%

	Being poor / hungry
	17.8%

	Living from day to day / having no future
	11%

	Having no (secure) house or shelter
	8.3%%

	Having to work hard
	7.4%

	Street life
	5.9%

	Drug abuse
	5.3%


Asked what the biggest dangers to street children are, the following list emerged:

	
	Girls (% mentioning)

(n=116)
	Boys (% mentioning) (n=221)
	Total (% mentioning)

	Drug addiction
	48.3
	49.8
	49.3

	An accident
	23.3
	20.8
	21.7

	Being beaten by other children
	12.9
	22.2
	18.7

	Being rounded up by police/other authorities
	16.4
	17.2
	16.9

	Being robbed
	13.8
	10.9
	11.9

	Being fined by the police/other authorities
	12.1
	8.1
	9.5

	Turning to crime / going to prison
	4.3
	11.8
	9.2

	Getting HIV/AIDS
	7.8
	7.2
	7.4

	Being exploited
	6.0
	5.9
	5.9

	(Sexual abuse)
	10.3
	0.0
	3.6


Drug addiction is seen as the biggest danger. Indeed, 41.8% of the children said they knew at least 10 other children who were drug users. Self-reported drug use was, not surprising, much lower at 6.2% - 4.2% gave no answer and 89.6% of the children said they did not use drugs (Bond 2004:56-7).  In a 2001 study among drug use of street children in Hanoi, it was found that 16.5% of them used drugs; 83% of those who used drugs used heroin (UNICEF/Doan et al, 2001). It should be realized that the heroin use epidemic was only relatively recent in 2001, and that many more could be using heroin as of 2006.  In the Hanoi study, drug abuse is also overwhelmingly mentioned as the biggest danger facing street children, ahead of HIV/AIDS, sexual abuse, delinquency and labour exploitation. Peer pressure and the influence of child and adult drug dealers are given as the most important reason for children to also start using drugs (Doan et al 2001:11).

The UNICEF/Doan et al study in Hanoi also found that 14% of street children interviewed had had sex with either peers or adults, both consensual and forced. 

Bond also interviewed people working in organizations and drop-in centres for street children. They also viewed drug addiction as the biggest problem, but also mentioned the negative influences from family / friends / gangs, prostitution and sexual abuse, emotional and psychological disorders, and ‘indifference’ (i.e. a lack of concern or direction regarding the future). Physical abuse was also mentioned, as well as homosexuality; Bond clarifies that homosexuality occurs among the children themselves in some of the institutions, which is a concern to the staff. Interestingly, HIV/AIDS was only mentioned as problem number 12 in the priority list provided by 13 staff interviewed for this exercise (Bond 2004:88).

Like children affected by HIV/AIDS (CABA), the term ‘street child’ disguises a huge variety of children in differing situations and with different vulnerabilities. In this review, I have separated children and adolescents that are working in more or less steady occupations (i.e. in construction or in the service sector) under the category ‘working children and adolescents’ and ‘migrant youth’. 

4B Children involved in commercial sex, including trafficked children

(This entire section was taken from an unpublished UNICEF report on the commercial sexual exploitation of children in Vietnam, expected to be published in 2006)

One of the first significant inquiries into child sexual exploitation in Vietnam was conducted by ESCAP in 2000.  The researchers interviewed a total of 75 children and young people with an age range of 4 to 24 years: of these interviewees, 21 had been sexually exploited, 19 had experienced both sexual abuse and sexual exploitation, and the remaining 35 participants had experienced sexual abuse. They found that the age of the child sexual abuse victims were generally between 6 and 12 years, and the child sexual exploitation victims were generally between 13 and 17 years.  In the majority of cases, child sexual exploitation cases occurred in the cities, in particular Hanoi and Ho Chi Minh City. The researchers found four major factors contributing to child sexual exploitation: “the economic benefits of the commercial sex trade; unfavorable family situations; lack of awareness about laws and appropriate sexual relations; and the changing culture and socio-economic situation of Viet Nam (2000:38). The report concludes that there is a dramatic increase in the extent of sexual abuse and sexual exploitation of children in Viet Nam and for these phenomena to be effectively eliminated would require the involvement and cooperation of national legal, social and health institutions.  A specific and comprehensive national policy to prevent and combat child sexual abuse and child sexual exploitation was recommended. 

In 2002 UNICEF Vietnam commissioned research into child abuse in Vietnam.  The researcher (Michaelson 2002) found that child sexual exploitation was a significant emerging issue that required urgent attention, particularly in the greater Mekong region.  Michaelson found that young people were increasingly entering commercial sex work ‘willingly’ with little to no awareness of the emotional, psychological and physical impacts of the activity.  Michaelson noted that while the supply factors driving child sexual exploitation were receiving some investigatory focus, the demand factors were receiving very little attention.  

The International Labor Organization’s 2002 study by Le Bach Duong provides insight into the demand factors that influence child sexual exploitation in Viet Nam.  ILO’s report provides an analysis of the historical, cultural and socio-economic context of child sexual exploitation in Viet Nam and links this analysis to the findings conducted for the research component of the study.  For example, the strong tradition of filial piety in Viet Nam was a causal factor to emerge in the research where many of the children included in the assessment revealed that their involvement in prostitution was for the sole purpose of helping their parents out of poverty (2002:15).  The ILO researchers circumvented the official sources of data, i.e. government statistics and information gathering with children and young people who had been affected by prostitution and were in government facilities.  The research objective instead was to reach into the community and collect information from and about children who were involved in prostitution at the time the research was conducted.  In addition to interviewing children and young people currently involved in commercial sexual activities, the researchers included the recruitment and management process via interviews with employers and brothel owners.

Tibbetts’ evaluation of the Thao Dan Street Children Program (2002) provides interesting insight into gender differences of children involved in commercial sexual activity in Ho Chi Minh City.  Tibbetts found that girls were more likely to enter commercial sexual activity knowingly as a way to earn money for their families, and were indeed more likely to send the money to their families.  Conversely, the boys were likely to fall into commercial sexual activity following a first time experience with a foreign client.  The boys were found to be less likely to send money home to their families, and more likely to spend their money on heroin (2002:17).  The report introduces the cycle between commercial sexual activity and drug addiction.  Key informants reported typical scenarios whereby children begin involvement in commercial sexual activity to earn money for drugs, or were already involved in commercial sexual activity and began taking drugs to numb the pain of their experience.  The drug addiction / commercial sexual activity cycle is a familiar theme and has appeared as a feature in commercial sexual activity studies in Australia (Martyn, 1998), Indonesia (Farid, 2000) and the United Kingdom (Taylor-Browne, 2002).

The above reports all indicate great scope for future studies in Viet Nam to focus on child sexual exploitation and to look both at the supply and demand dynamics driving the child sexual exploitation in Viet Nam.  This recommendation was endorsed by the ILO (2002), and Michaelson (2002), Tibbetts (2002) which concluded that the sexual exploitation of children in Viet Nam was increasing and warranted further and specific study.

Regarding trafficking of children for sexual purposes, the majority of literature on this subject is focused on transnational trafficking of children for sexual purposes.  Child sex trafficking does, however, occur within Viet Nam’s national boundaries.  The report ‘Stop the Traffic’ (Somerset et al, 2003) describes the dynamics of internal trafficking of children with most being moved from rural to urban areas where the demand for cheap labor and for commercial sex is greater.  The report says that children in Viet Nam, along with Cambodia and Myanmar, are usually trafficked from rural areas for commercial sexual activity, and to a lesser extent for forced labor.  At the Forum ‘Children Speak Out on the Prevention of Child Trafficking and Labor” held in Hanoi in 2004, it was described how some children in Viet Nam must travel far from their home to help their impoverished families earn a living.  Once in the city, only a rare few street children find assistance through the charity shelters, the remaining majority face to various social problems including sexual abuse and exploitation, human trafficking and drug use (Kieu 2004).

Reports by Derks (1998), Pettifer (2004), Boonpala & Kane (2002) and Perrin et al (2001) speak of the extensive trafficking network of children and young people from Viet Nam to the brothels of Cambodia.  ESCAP (2001) reported that the sexual exploitation of children and attendant trafficking of children has been increasing in Cambodia since the early 1990s, with Vietnamese girls being specifically trafficked to Cambodia for the sex trade.

Derks’ (1998) research focuses on Cambodia as the receiving country.  Recruiters were generally women procurers for brothels who befriend children and young women and peddle the promise of restaurant or sales jobs to them.  These recruiters were frequently Vietnamese themselves and Vietnamese also featured in the population of employers and as a source for the recruiters and employers.  The report describes the migration of Vietnamese to Cambodia during the 1980s and 1990s, some of whom now act as important intermediaries because of their contacts in both countries.  

The notorious brothel district in Cambodia, Svay Pak, 11 kilometres north of Phnom Penh, is an area where Vietnamese are alleged to dominate the business as brothel owners and as sex workers.  Another area of Cambodia where Viet Nam’s children dominate the sex market is Sihanoukville in the province of Kampong Som.  This area has achieved notoriety not only because allegedly 50% of the sexually exploited people are children but nearly two thirds are from Viet Nam (Perrin et al, 2001).  

The trafficking of Viet Nam’s children to China for sexual purposes is also an issue for concern.  Young girls from Viet Nam are regularly supplied (frequently abducted or purchased from families) to Chinese-run hotels where their virginity can be sold for around US$500 (Pettifer 2004). The supply of women and children from Viet Nam to China is no small matter: official sources alone indicate that 22,000 women and children were sent to China as human trade in the period 1991 – 1999; many were destined for forced marriages or in sex work (UNICEF 2001a).  There is little doubt though that women and children from Viet Nam are being trafficked beyond China and Cambodia for exploitation in the sex trade with reports of children presenting in commercial sexual activity in Thailand (Akkara, 2000), Macau and as far abroad as Europe (UNICEF 2001a, Boonpala & Kane 2002).

The predicament for children repatriated to Viet Nam following trafficking experiences is complex and difficult.  These children are frequently discriminated against, particularly those who have been involved in sex trafficking (Somerset et al, 2003).  Kelly & Doung Back Le (1999) found that victims return with low self-esteem and believe the experience has ‘ruined’ them for life.

Child pornography appears to be a new area of inquiry in Viet Nam and as such no reports addressing child pornography in Viet Nam were identified.

4C Children affected by HIV/AIDS (CABA)

Compared to adults, children and adolescents affected by HIV/AIDS (CABA)
 are disproportionally impacted by the HIV epidemic. The effect of the epidemic can be felt at different levels: material impact, pertaining to increased chances of poverty and decreased access to education and health services; social impact, related to stigma and discrimination by the community and society where children live (which, in turn, affects their and their family’s ability to access education facilities and health care), and psycho-emotional impact, related to stress and trauma experienced by children and young people affected by HIV/AIDS. These three impacts tend to reinforce each other (Wijngaarden and Shaeffer 2005).

Children can suffer severe trauma when they care for ill parents or family members because the process of dying from AIDS is long and often painful. Sick parents, out of fear for infecting their child, may emotionally and physically distance themselves from the child, leading the child to feel rejected and lonely. Children sometimes face further trauma after being orphaned, particularly if they are separated from their siblings or other family members.  Some children affected by HIV/AIDS end up facing risk of infection themselves, especially when they end up using drugs, selling sex or living on the streets – often in combination
.

It is not unthinkable that the trend of decreasing numbers of street children observed by Tim Bond (2004) might be reversed with the progression of the HIV epidemic in Vietnam – with more and more adults becoming infected, the number of orphans is likely to grow. This has in other countries led to higher numbers children forced to eke out a living on the streets.

When family members get ill or die of AIDS (or other diseases), family structures tend to change from nuclear (parent and child) to three generation families (grandparent, parent and child) during the period of illness of / caring for the parent, and then become a two-generation family again (grandparent and child) after the parent dies. In the process of illness and death of the child’s parent, the family may impoverish, and on top of that grandparents often find it difficult to discipline their grand children, who are two generations younger and often face tough emotional and psychological processes after the death of their parent(s). Children may end up being split from their siblings, going to different guardians or institutions, all of which creates serious instability in the child’s living environment. In the process, a child may attach and lose more than one caregiver, causing further emotional turmoil (Wijngaarden and Shaeffer 2005, MOLISA/UNICEF 2005).

The group of children affected by HIV/AIDS is very diverse; the term CABA in fact disguises widely differing situations, urgencies and needs. The group includes children and adolescents with HIV/AIDS (nearly 10% of the people with HIV/AIDS in Vietnam are in the 13 to 19 age range (Hunter/UNICEF 2001); it includes children of drug users and sex workers who are infected with HIV, and sometimes living on the streets; it includes children who stay in relatively stable families, with one or both parents infected by healthy and working; it includes some street children, it may include children staying in Government institutions. 

A legal review on the status of CABA in Vietnam was conducted  by MOLISA and UNICEF in 2004. Illustrating the point made above, findings included that there was no commonly agreed definition of a ‘child affected by HIV/AIDS’, a definition needed to define legal protection, rights and entitlements; sometimes it was unclear if the Vietnamese Government system considers CABA ‘disabled’, or that they are a separate category. 

Furthermore, the Vietnamese definition of a ‘child’ (i.e. a person up to 16 years old) was different from the definition in the Convention for the Rights of the Child that the Vietnamese Government has subscribed to, in which a child is defined as younger than 18. 

During a major assessment conducted by MOLISA and UNICEF in 2003, it was found that children affected by HIV/AIDS (CABA) faced the following problems in Vietnam:

1. They were sometimes refused entry to schools out of fear for infection of other children;

2. They were facing difficulties accessing care and support, due to negative attitudes by health staff;

3. They suffered malnutrition more often than non-affected children;

4. They suffered from discrimination against their care-givers by the community they live in;

5. They are ridiculed, attacked and beaten by their peers;

6. If their owners own businesses, these are often boycotted by the community;

7. Their families move elsewhere, if they can afford it, to a place where their HIV status is unknown;

8. They are isolated because the parents of their friends often do not allow these friends to play or associate with them;

9. They are more often forced to work at an early age;

Nevertheless, many children from AIDS affected families have met with humane and swift community and extended family responses. UNICEF and MOLISA propose not only to find out more about numbers and situations of CABA in Vietnam, and to see what kind of coping mechanisms / safety nets are present in Vietnamese society for this category of children, how adequate these safety nets are, and how – if needed – they can be strengthened (MOLISA/UNICEF 2003).  

The MOLISA/UNICEF legal review noted that the fact that many children under 18 are locked up for sex work or drug use offenses together with former / present adults involved in drug use and in sex work in Government rehabilitation centers is a serious violation of children’s rights. It has been shown in studies elsewhere that children of sex workers and children of drug users have a higher vulnerability to HIV than other children (Hanoi Call for Action 2006). This is especially the case if their parents die of AIDS when the children are still young. These children most likely also have a higher chance to be in conflict with the law, to be out of school, and to be stigmatized and discriminated against. 

4D Migrant youth

The same economic boom that has reduced poverty dramatically in recent years has led to many new employment opportunities in the cities, attracting large numbers of older and young people looking for work. Inequality between rural and urban areas has increased as a result of the doi moi policies and the average yearly income in rural areas is now less than half the average for the whole country (400 USD). It is clear that most of the economic growth – and most of the people benefiting from it – must be sought in urban areas (Forsyth 2005:4). Paul Glewwe et al. has calculated that the difference of income between rural and urban areas increased by 71% in the five years between 1993 and 1998 (Glewwe et al, 2004).

Many rural families move to the city together with their children – sometimes children and adolescents come individually, either to work or to study. Both groups are of interest when studying HIV vulnerability. In Vietnam, young people who arrive in the city with their families are often excluded from access to education and other services because their parents are not registered in their destination city. Government attempts to move migrant families to new economic zones or camps have generally failed due to the harsh living and working conditions there; most of them try to escape and return to the city again. Children do have a secure family around them, but the insecure employment and living situation of the entire family often drives children and adolescents to find jobs to support their family – parental supervision of children is, as a result, low and vulnerability to exploitation results (Gallina and Masina 2002:22). 

For migrant youth who come to the city individually vulnerability might be even higher. Many live in overcrowded, rented rooms in cheap laboring quarters, usually in groups of 20, or with adult relatives. Often there is some social cohesion, in that ‘chain migration’ occurs, where people from the same village or province move to the same living quarters and into similar types of jobs (Gallina and Masina 2002:22). In many countries it has been shown that the AIDS epidemic thrives in an environment of social exclusion. Migrant youth have a larger chance to become separated from their family, village / community structures and away from shared norms and values, language and social support. As a result, they could be more likely to engage in risk behaviors. Their new environment often lacks strong community cohesiveness or social control, thus increasing the risk of HIV infection (ADB 2002). 

4E Children in ethnic minority populations
UNICEF stated in 1999 that the largest group of disadvantaged children in Vietnam are ethnic minority children, of whom there are around 4 million in the country. Ethnic minority people face several disadvantages in modern Vietnam: their child and maternal mortality rates are much higher than among the Kinh majority, they have no access to education and information in their own language(s), and partly as a result their school enrolment and literacy rates are lower (Gallina and Masina 2002).

There are some 58 ethnic minority groups in Viet Nam, each with a distinct culture and (sometimes) language. The overwhelming majority (87%) of Vietnam’s population are of the Viet (Kinh) group. Minority groups include the Khmer, Thai, Muong, K'ho or Koho, Hmong, Ede (Rhade), Chill, Maa, Mnong, Ba Na, Chinh, and Jarai. These groups vary widely, some having adopted much of the culture and language of the Kinh majority, others retaining greater differences.  There are similar variations between ethnic groups in terms of income, health and education, among others. For example, most Dao girls drop out before grade five while most Muong girls move on to lower secondary. Most Tay families have enough to eat throughout the year while many Ba Na families experience significant food insecurity for three months of the year. Most Nung can speak Vietnamese while most Ede cannot.  Because of the mountainous habitat of many of these groups (except the Khmer), the French called the tribes ‘Montagnards’, a term which is still in use. 

UNODC conducted a study among ethnic minorities in 2003. This study focused mainly on the history of opium production and opium use among ethnic minorities, and provides interesting ethnological insights in ethnic minority communities with a tradition of opium use. The rise of heroin injection was described, and low awareness of HIV/AIDS and low level of condom use were reported. Heroin use was especially high among the Hmong, Dao and Thai ethnic groups; by far most addicts in all groups are male. It is mentioned that ‘a growing number of young people are beginning to smoke and inject heroin in Son La [province] (Rapin 2003:130).

The SAVY survey (2005) made comparison between Kinh and ethnic minority youth. It found that knowledge and awareness about HIV/AIDS as well as about reproductive health were significantly lower among ethnic minority children and adolescents than under their Kinh peers. The SAVY authors hypothesize that this is due to lower IEC implementation in remote areas of Vietnam, low education levels which mitigate against understanding HIV prevention messages, a lack of appropriate targeting of HIV messages for different groups, and language barriers posed by media campaigns that are, as a matter of policy principle, only conducted in the Kinh language (SAVY 2005:58). The SAVY survey does not distinguish between different ethnic minority cultures, instead lumping all of them together in one group. Nevertheless the fact that SAVY included ethnic minority youth in the survey is a big step forward, and the findings indicate that more needs to be done for this group. 

The STD/HIV/AIDS Prevention Center (SHAPC) conducted a rapid baseline assessment of minority ethnic groups (Thai, Kho Mu, H’mong, K’ho and Hoa) and HIV/AIDS in Ky Son District, Nghe An Province, for the Rockefeller foundation in 2004. The assessment found all ethnic minority representatives could speak Vietnamese, be it with different degrees of fluency, and the health infrastructure was found ‘relatively adequate’. This might be related to the selection of the district, which is better connected to Kinh areas than some more remote areas where ethnic minority people live. HIV/AIDS knowledge was low – only 30% of the population could name 3 modes of HIV transmission, and 25% knew three ways to prevent HIV. Knowledge of transmission routes was highest among the 15-24 year olds; however, knowledge about prevention ways was lowest among this age group. The Thai and Kinh (Vietnamese) had the highest levels of knowledge, and the Hmong and Kho Mu had the lowest. Only 19% of respondents had ever used condoms. Drug abuse was prevalent, with a shift from smoking and swallowing drugs to shooting heroin after Government crackdowns on the former practices, which was encouraged by UNODC in 1996. Sex work was also reported (there were construction projects going on around the area), and there were 10 known cases of ethnic minority people infected with HIV in the communities studied – all among army conscripts and prisoners – who are regularly screened. This points to the possibility of a large, but as of yet unexposed, HIV epidemic in the area. No specific HIV prevention activities were reported, although HIV was integrated in sporadic general health promotion activities. It was recommended that IEC materials in ethnic minority languages be developed, as well as integration of HIV prevention and stigma reduction messages into cultural performances and expressions, including music and  dance, which are often performed at community festivals  (Ngo Duc Anh and Le Minh Giang 2004).

The Asian Indigenous and Tribal Peoples Network sent ‘an alternate report’ to the United Nations Committee on the Rights of the Child, asking their attention for the disadvantaged situation of ethnic minority children, in particular of the indigenous Degar people. The Network reported that Vietnamese government reports to the UN do not reveal enough about the discrimination against children belonging to indigenous mountain peoples in the Central and Northern highlands of Vietnam, including child refugees who are being returned to Vietnamese authorities by the Cambodians  (AITPN 2003).

In Thailand, Lao PDR, Southern China and Cambodia it has been found that members of ethnic minority populations are more vulnerable to HIV/AIDS than the so-called ‘general population’. This is due to the following reasons:

1. They often do not have citizenship of the country they live in. Therefore, they can not formally own land, marry, vote, or enter government-run education or health services. They also do not enjoy legal protection and other forms of protection and services provided by the Government.

2. As a result of (1), they often work in semi-legal situations, afraid of being found by the police. This enhances the possibility of labour or other forms of exploitation

3. As a result of (1), they are illiterate or uneducated. In fact, school dropout of ethnic minorities in Vietnam is very high, partly due to a lack of mother  tongue education. The World Bank (1999) estimated, for example, that only 41.5% of the Hmong and 57.8% of the Bana enrolled in primary school; for secondary schools, the rates were 4.5% and 8.9%, respectively. 

4. As a result of the three reasons above, they are much poorer than the rest of the population. There are strong links between poverty and vulnerability to HIV/AIDS.

5. Because they speak a different language, they often do not have the same access to information, news, or health services as members of the ‘general population’.

6. Some ethnic minorities have become involved in the production of opium, and many are opium addicts themselves; a shift from opium smoking to heroin injection has greatly increased their vulnerability to HIV/AIDS

7. Some ethnic minorities have particular sexual morals (for instance, regarding premarital sex) which are easily exploited by ‘visitors’ (i.e. sex tourists)

8. Many ethnic minority women and men (some of them under 18) enter the sex industry

(Source: ADB/UNESCO Bangkok project on reducing HIV vulnerability, trafficking and drug abuse among ethnic minorities in the greater Mekong subregion project document; see also the AITPN report).

Government plans to improve the situation of ethnic minorities, such as programme 135, the government’s poverty reduction programme for communes “with extreme difficulties in mountainous and remote areas” which provides assistance to over 2,000 poor communes, are not yet able to tailor themselves to the specific requirements of individual ethnic groups, and tend to approach ethnic minorities as an essentially homogenous group.  UNDP therefore suggests that future Government programming for ethnic minorities will benefit from greater availability of disaggregated data, and more locally-orientated and owned approaches to improving the situation of ethnic minorities (Situational Analysis report 2004). At the start of such an improvement is the collection of more accurate qualitative information about ethnic minority people.

Apart from the SAVY survey no research has been conducted specifically on HIV/AIDS and sexual health / rights related needs of ethnic minority youth. 

The Situational Analysis report of 2005 identifies ethnic minorities and adolescents as priority groups for further research and tailored interventions (SITAN report 2004). The SAVY report (2005) also lists ethnic minorities as a priority for further assessment and research. 

4F Child laborers

According to a 1997 report of MOLISA quoted in Gallina and Masina, in rural households it is common to rely on child labor for a significant part of the household income. Child labor is therefore sometimes part of common practice in Vietnamese families, and not always directly a result of poverty. The change in Vietnam’s economy towards a more capitalist, money-oriented model has probably also led to a push of more children onto the labor market. Globalization, by boosting demands for cheap exports from poor countries, provides an incentive for children to enter the workplace by either increasing their wages or expanding opportunities for their employment. 

However, there is also some evidence to the contrary. Edmonds and Pavcnik of the National Bureau for Economic Research (US) conclude that Vietnam’s efforts to become a significant player in global rice markets are linked directly to a decrease in child labor. The authors focus on the impact of Vietnam’s decision in 1993 to begin lifting export restrictions that, in the interest of domestic food security and suppressing domestic prices, had constrained the ability of rice farmers to sell their crop abroad. This liberalization allowed Vietnamese rice exports to more than double between 1993 and 1998, with the demand from global markets contributing to a 30 percent rise in the price of Vietnamese rice. Given that so many Vietnamese households are involved in rice production, rather than inducing more parents to put their children to work, the extra income produced by the price increase appears to have provided them with the means to take them off the job. Edmonds and Pavcnik discovered that a 30 percent increase in the price of rice was associated with a 9 percent drop in child labor. Overall, the authors note that between 1993 and 1998, 2.2 million children stopped working in Vietnam; they assert that almost half of that decline can be attributed to the export-fueled rise in rice prices. 

The positive effects of rice price increases were most pronounced for those children who bore the largest burden of household work: older girls. For girls 14 to 15, the 30 percent price hike resulted in a dramatic increase in school attendance. However, overall child labor rates actually increased in urban areas where the higher cost of rice placed additional burdens on household incomes without providing any benefits (Edmonds and Pavcnik 2002). Therefore, it remains doubtful how the apparent fall in child labor in agricultural settings relates to an increase of child / adolescent work-related migration to cities.

In a later paper, Eric Edmonds relates Government statistics on child labor to statistics on economic growth and finds that rom 1993 to 1997, GDP per capita in Vietnam grew by between 6 and 7 percent annually, during which period child labor declined by 28 percent. He found that improvements in per capita expenditure can explain 80 percent of the decline in child labor that occurs in households whose expenditures improve enough to move out of poverty. This finding suggests a positive influence of economic growth in the amelioration of child labor (Edmonds 2003). Edmonds admits that some of the children who are laboring are likely to be hidden and not included in the household data that he used for his analysis. 

Edmonds and Turk (2002) note that ethnic minority children and the children of recent migrants appear to remain particularly vulnerable to child labor even by the late 1990s. Children of all ethnicities in the Central Highlands appear to have missed many of the improvements in the 1990s while children in the rural Mekong and in Provincial Towns have experienced the largest declines in child labor (Edmonds and Turk 2002).
Beegle et al. looks at the influence of child labor on schooling and other social indicators. She found significant negative impacts on school participation and educational attainment, but also substantially higher earnings for those (young) adults who worked while they were children. This suggests that the working experience obtained as children has at least a short term positive effect on earnings as young adults. However, Beegle estimates that from age 30 onward the forgone earnings attributable to lost schooling exceed any earnings gain associated with child labor. Interestingly, the research shows that child labor is prevalent among households likely to have higher borrowing costs, that are farther from schools, and whose adult members experienced negative returns to their own education. This evidence suggests that reducing child labor will require facilitating access to credit and will also require households to be forward looking (Beegle et al, 2004).

In cities, child laborers are found mainly in the informal sector, and this category overlaps with street children and other categories mentioned above. Most children in more formal employment situations do not live or sleep on the streets. Girls are more likely to be working than boys; rural children are more likely to work than urban children, and ethnic minority children are more likely to work than Kinh children (Gallina and Masina 2002:24).

O’Donnel et al (2003) studied the health effects of child labor, by looking at agricultural labor performed by children in Vietnam. He concludes that ‘work undertaken during childhood raises the risk of illness up to five years later and the risk is increasing with the duration of work.’. However, he found no evidence that work impedes the growth of the child. Beegle et al. confirm that there appear to be no significant health effects from child labor (Beegle et al, 2004)

4G Children in institutions 

Children in institutions can be children who are orphaned or abandoned, children who are in conflict with the law (i.e. involved in petty crime, drug use or prostitution), or they can be the children of adults who are in conflict with the law. 

Civil society organizations, including UNICEF and Save the Children, have argued strongly against institutionalizing children, citing evidence of widespread infringements on the rights of children in many institutions around the world. Children in institutions are often cut off from family and community networks, which has a negative influence on several facets of their development. The setting of an institution often leads to abuse and violence among children, and in many countries physical, psychological or sexual abuse of children and adolescents by institution staff remains prevalent and is usually reported nor punished. The Vietnamese Government has traditionally favored institutionalizing children, including street children; recently, however, MOLISA and other Government entities have begun to become more interested in alternative, community-based care models for children that were previously placed in institutions (Forsyth 2005). 

No studies or reports were found about the HIV risk or vulnerability of children and adolescents in Vietnam’s institutions.

5 Reviewing cross-cutting factors of vulnerability

In this part of the literature review, factors of vulnerability cutting across different groups of Vietnamese children and adolescents will be studied. Most studies and reports included in this part of the survey do not directly deal with HIV/AIDS, but look at factors that enhance the likelihood for children and adolescence to engage in risk behaviors. For example, girls growing up in a rich family are less likely to become sex workers than girls from poor and / or broken families; girls from ethnic minority populations are less likely to be fluent in Vietnamese than Kinh girls, and therefore may have difficulty accessing relevant information about HIV/AIDS. ‘Poverty’, ‘Being a minority’ and ‘family situation’ are therefore factors that influence a child or adolescent’s vulnerability to HIV/AIDS.

The following factors have been identified from the literature and will each be discussed below:

A. Educational status

B. Family / residential status

C. Poverty

D. Stigma and discrimination

E. Mobility

F. Being part of a minority

G. Confucian morals about gender and sexuality

Each of these factors will be discussed in detail below.

5A Educational status (being in or out of school, educational level)

According to the UNESCO Hanoi website, the Vietnamese government’s promotion of Education for All has been most successful at the primary level, including a doubling of primary education expenditure, very high increases in net enrolment rates to levels close to universal primary education, and almost complete gender balance in primary enrolments. Lower secondary school enrolment rates have increased from less than 30% in the early 1990s to the current 74% in 2000 (Source: MOET). However, the dropout rate is still rather high. UNESCO notes that in developing the education sector Viet Nam has reached very good results in quantity, but that the quality of education leaves much room for improvement.
In many African countries where HIV epidemics are much bigger than in Asia, being in school appears to be a protective factor against the epidemic, especially for girls. Schooling does not only provide essential skills, including literacy, numeracy and critical analytical skills – it also prevents young people from being on the streets, where they are more vulnerable to sexual exploitation (See Wijngaarden and Shaeffer 2005; Kelly 2000).

In Vietnam, there is a big gap in school enrolment rates between rural and urban areas, with over 60% of both boys and girls enrolled in Grade 12 in urban areas, but only about 35% of boys and less than 30% of girls enrolled in grade 12 in rural areas. Since the introduction of school fees in Vietnam, it appears that access to education and higher quality schooling varies by income (Behrman and Knowles 1999, in: Mensch 2002:23) and in a recent study, the demand for education appeared substantially related to the financial status of a household (Glewwe and Jacoby 2002, in: Mensch et al, 2002:23). Indeed, more than a third of urban and rural boys and girls that left school reported poverty as the main reason for dropping out (Mensch et al, 2002:23).

In Vietnam, it was found that 25.6% of children and adolescents out of school did not know what HIV/AIDS was, compared to over 97% of their school-going counterparts (SAVY 2005: 58). Children and adolescents who are not attending schools are an important vulnerable group, which overlaps with several groups in this section (i.e. street children, child and adolescent laborers, migrant and adolescent children, many ethnic minority children and adolescents).

For ethnic minority youth educational attainment was low and drop-out rates for ethnic minorities were found to be huge (SAVY 2005). 

5B Family / residential status 

A small group of children not only drops out of school, but also drops out of a family setting and lands on the streets. Vietnam has an estimated 20,000 children living on the streets. Although most move from rural areas to the cities in the hope of providing much needed income for their families, as many as a quarter have run away from broken or abusive home environments (UNICEF Hanoi website, Bond 2004:15). 

Loss of parental protection and support, be it due to AIDS or otherwise, has strong negative effects on all aspects of children’s lives, including lost opportunities for schooling, the necessity of working at an early age, diminished access to health care, increased chance to be malnourished and increased chance to be sexually or physically abused.  

Lack of a protective family environment is an important vulnerability-enhancing factor. 

5C Poverty

According to the Vietnamese government, most vulnerable children and adolescents in Vietnam are vulnerable due to the fact that they live in poverty. UNICEF’s State of the world’s children report indicates that there are 10 million children living in poverty in Vietnam. It has been widely documented across the world that vulnerability is often caused by poverty, and that the reverse can also be true (i.e. people using drugs often drain resources of their family for other expenses, leading to increased poverty). Reducing poverty – or in other words, developing the economy – is increasingly seen as the biggest long-term hope in reversing the HIV/AIDS epidemic. The Millennium Development Goals (MDG) clearly link a reduction of HIV infection in the population to attaining higher levels of socio-economic development (UN 2000). In Vietnam, the recent reduction in poverty due to the economic growth of the past decades has already led to a reduction of poverty, child labor and numbers of certain types of street children (Edwards 2002, 2003, Bond 2004).

Poverty often goes hand in hand with ethnicity. A World Bank assessment found that in 1993, 54% of the Kinh were poor and 86% of the ethnic minority groups. In 1998, poverty had dropped dramatically among the Kinh to 31% - although there was a fall in ethnic minorities too, it was – on 75% - a lot smaller, indicating that ethnic minorities failed to benefit from the economic boom of Vietnam (World Bank, quoted in AITPN 2003:8)

5D Stigma and discrimination

Due to the linkages between HIV and sex work, drug abuse, infidelity, illness and death, in virtually all countries and communities HIV/AIDS has a bad image in the eyes of the public. People infected or affected by it have been reported to be stigmatized and discriminated against in nearly all countries where major HIV epidemics occur. In Vietnam as in most other societies, women living with HIV and AIDS tend to be more highly stigmatized than men, due to a combination of the popular belief that HIV is acquired through immoral means, and social expectations that women should uphold the moral integrity of family and society, while men are generally expected to be – and forgiven for being – more self-indulgent. (Khuat Thu Hong et al, 2003). 

Stigma is expressed in different ways, ranging from social isolation to the use of demeaning, judgmental language, to more dramatic forms of discrimination and social marginalization – expulsion from one’s job, from school, from one’s family or community, to beating or other physical or psychological assaults, and even murder (UN Country Team 204). 

Khuat Thu Hong et al. (2003) conceptualize stigma and discrimination in what they call a ‘stigma triangle’, where three issues reinforce each other: HIV/AIDS, social evils and drug injection/prostitution. The trinity of drug use, sex work and HIV infection is an acknowledged phenomenon in Viet Nam where it is known as ‘three-in-one’ (see also Rekart 2002).  

In Vietnam, as in other countries, people living with HIV/AIDS are found to stigmatize themselves – i.e. they withdraw from community and family life after knowing their HIV positive status, and do not access medical or other services, even though in practice they may be allowed / able to do so. This phenomenon was found in the ‘Understanding HIV and AIDS related stigma report (Khuat Thu Hong et al, 2003:32-34)

A recent UN Country Team report noticed that ‘there is a serious lack of information on the current situation of stigma and discrimination against PLWHA in general (…)’ (UN Vietnam, 2004:5). Khuat Thu Hong et al have made an important start – however, their study is mainly focused on women with HIV/AIDS, and to a lesser extent on men; children are largely absent from their analysis. Save the Children UK is currently conducting a major analysis of children affected and infected by HIV/AIDS, supported by PEPFAR funding; their report is expected to be published in October 2006 (Ha Ngoc Lan, personal communication).

On the positive side, the SAVY survey found relative high levels of acceptance and understanding of people living with HIV/AIDS among youth aged 14 to 25. Only 13.4% of the young people in the survey said they would not help or support someone with HIV in their community; the rest saying they would help and keep normal contact with a person with HIV/AIDS. Interestingly, negative attitudes were stronger among ethnic minority youth (33.5% saying they would not help or support an HIV positive community member). This might be related to ethnic minority youth’s lower overall knowledge and awareness about HIV/AIDS, caused by limited access to such information (SAVY 2005:62).

5E Being part of a minority

Minorities include ethnic minorities (see separate section), religious minorities or sexual minorities (see section 3). Minorities, especially when they speak a different language than the majority or if their citizenship status is unclear (or denied), have less access to everything that is available to the majority: education, the right to own land, marriage, the right to register for health benefits or other forms of support, the right to vote – and as a result, their access to education, health care and work is usually hampered. Often these services are not, or not sufficiently provided by the Government in areas where minorities live. 

Furthermore, minorities often face stigma and discrimination from the majority population. This is especially the case for sexual minorities, who therefore often lead ‘double lives’. See the section on stigma and discrimination on aspects of vulnerability related to this.

5F Mobility

The optimal context for HIV transmission seems to be one where men have money, have few recreational options, are away from families, and are working in places where women have limited access to education, employment, credit or income – forcing them to provide commercial or transactional sex. Vietnam has several of these settings – be it in areas with construction projects going on, be it among transportation workers (see World Vision 2002) or among men working in ports. Mobile populations are especially vulnerable to HIV, and infection rates tend to be highest in areas beside major highways, military bases, mines, plantations, factories, timber estates and other migrant centres (UNAIDS and IOM 2003). 

Mobility can result in a multitude of risks. Preoccupied by the challenge of day-to-day survival, many people on the move regard HIV as a rather distant risk. The longer they spend away from home, the more likely it is that some will have casual sex – often without using condoms. The overcrowded shacks of labor migrants and their social isolation leads to a demand for companionship and the possibility of risky sexual conduct. Most migrants appear to be men; their wives or other sex partners in their region of origin may be put at risk of HIV after their return. 

In African countries, it has been shown that working environments, such as that of truckers, soldiers, mineworkers, agricultural workers and fishermen, contribute significantly to male notions of masculinity and sexuality. These notions can include ‘sexual bravado’, drinking and sexual risk taking. It is not known whether the same mechanism exists in Vietnam. However, it has been shown that truck drivers and seafarers, in particular, appear to face similar challenges in Vietnam as those found among mobile men elsewhere in the world (Uhrig 2002, Nguyen Quynh Trang 2002)

Another significant source of HIV transmission may be sex between mobile men, especially those working and living in predominantly male environments. 

In summary, the main factors increasing the vulnerability of mobile populations to HIV include: 

· work involving mobility, in particular the obligation to travel regularly and live away from spouses and family; 

· separation from socio-cultural norms that regulate behaviour in home communities; 

· work in isolated environments with limited recreation and easy access to sex workers, drugs and alcohol; 

· limited access to health facilities, including treatment for sexually transmitted infections (STIs) and HIV/AIDS prevention and care programs; 

· types of accommodation such as single-sex, overcrowded living quarters or having to sleep in trucks; 

· difficult and dangerous working conditions, with high risk of physical injury; 

· workplaces dominated by men; 

· transactional sex, sexual abuse and sexual violence; 

· a sense of anonymity which allows for more sexual freedom; 

· xenophobia and discrimination; 

· lack of legal rights and legal protection

(Source: UNAIDS/IOM 2003)
5G Confucian morals about gender and sexuality

As discussed in the section on premarital sex (3D), the strong disapproval (an even denial) of young people’s sexuality – including homosexuality and premarital sex – forms a cross-cutting obstacle for young people, preventing them to think about, ask about or use contraceptives, including condoms. This disapproval is even stronger for girls than for boys (Gammeltoft 2002, SAVY 2005). 

However, it seems that among young urban Vietnamese, there might be a change in thought, behaviours and morals about gender and sexuality (Hennesy and Yen 1999) - however, the silence still surrounding sex and sexuality remains a main obstacle for individuals and groups to analyze their HIV prevention and sexual health needs, which would be a first step towards increased use of prevention and care services. 

A longer-term strategy for preventing HIV among Vietnamese youth, and more practical approaches to keep infection levels low, should be considered, acknowledging the gap that exists between generations in terms of what is condemned and condoned in the area of gender relations and sexuality, as well as between current ‘cultural theory’ and common practice. As the Institute of Sociology and La Trobe University state, ‘These new ways would need to recognize the importance that Confucian morality and Citizen Education have in contemporary Vietnam yet they would also need to deal with the changing reality which young people experience.’ (Institute of Sociology and La Trobe University, 2001:35).
6. Ongoing and planned research on HIV vulnerability among children and adolescents in Vietnam

About a decade ago, several organizations noticed the lack of in-depth knowledge about HIV/AIDS, gender and sexuality in Vietnam. At the same time, the Government has given more public attention to the HIV epidemic, and acknowledged the fact that there is a serious problem in Vietnam. As a result, the number of research studies has increased dramatically over the past years. 

PEPFAR has contracted Save the Children Vietnam to conduct a major study, entitled Understanding the situation of children orphaned and made vulnerable by HIV/AIDS in Vietnam in the 5 most affected provinces (Hanoi, Ho Chi Minh City, An Giang, Quang Ninh and Haiphong). Data collection is ongoing; groups studied include children under 18 years old that are infected or affected by HIV/AIDS (the latter group includes orphans, migrant children, street children, young IDU and children living in communities with higher HIV prevalence). The study will also interview parents and care takers, service rpoviders and community leaders. The study uses peer researchers and aims for a high involvement of young people during data collection as well as the analysis (Ha Ngoc Lan, personal communication; SCUK research framework document, 2005).

The Institute for Social Development Studies is in the process of analyzing a major research study on sexuality, gender and sexual health that took place in 4 provinces (Ho Chi Minh City, Hanoi, Can Tho and Ha Day) in 2003. The study uses ethnographic research methods; the target audience is 15-65 years old. 100 people in the age range 15-24 are included in the study. The analysis is expected before the end of 2006.  ISDS is also planning for a major study on the sexual health needs of migrants in Hanoi, Ho Chi Minh City and Danang (Khuat Thu Hong, personal communication). 

Family Health International has recently completed qualitative research on sex workers, IDU and men having sex with men.

World Population Foundation (WPF) is apparently conducting research on the gender and sexuality of Vietnamese adolescents, using a peer-based approach.

The research group Consultation of Investment in Health Promotion (CIHP) is working to bring research findings on gender, sexuality and sexual health to a broader audience by assisting young researchers in publishing their findings. Philip Martin of CIHP has recently completed a mapping of gender and sexuality research and found a wealth of information, which is generally not well known. 

7. Gaps in our knowledge about HIV vulnerability of children and adolescents

As the UNICEF Child Protection Programme Strategy and Programming Process document points out – and this literature review has confirmed – child protection problems are extremely complex and overlapping (UNICEF 2006). By separating between risk behaviors, ‘groups’ and vulnerability factors or ‘themes’, this paper has tried to create some clarity.

What are the gaps found in our knowledge of HIV/AIDS vulnerability of young people in Vietnam? This section is divided in ‘gaps in our knowledge of the situation of vulnerability of children and adolescents’ and ‘other gaps’.

7A gaps in our knowledge of the vulnerability of children and adolescents

In terms of behaviors, there appears to be a clear picture of drug use and sex work in Vietnam – especially after the UNICEF report on child / adolescent sexual abuse will be published. The following gaps remain:

1. Still relatively little research has been done on the (presumably changing) norms and values about gender and sexuality among urban teenagers. Differences between rural and urban youth are found in the SAVY survey, but there is no in-depth knowledge explaining how these differences may result in freer sexual behavior and greater vulnerability, and what might be done to anticipate this, and by whom.

2. A small number of young MSM have been included in recent research by FHI in Ho Chi Minh city; for many other cities / provinces there remains little knowledge about the sexual culture and HIV vulnerability of this group.

In terms of groups of children, the following gaps remain:

1. Apart from the SAVY survey, which has little explanatory value beyond description, no information on the HIV risks and vulnerability of ethnic minority youth was found in this review. Key informants consulted all confirmed that ethnic minority youth are a main gap in our current knowledge.

2. The HIV prevention and care needs of children in institutions are largely unknown. The ongoing large-scale SCUK research focuses only on children in the community. Even though the Vietnamese government may, in the longer term, move away from institutionalizing ‘problematic’ children, it might be useful for the medium term to do a proper assessment on how the HIV prevention and care needs of different types of institutionalized children and adolescents can be best met, and by whom.

3. The situation of migrant children and adolescents is not clear from the current literature – however, it is assumed that for the youngest among them the SCUK research will provide necessary data. Knowledge about migrants aged 18-24 might still be collected in order to inform innovative HIV prevention and care programs – possibly thru their workplace.

4. Children infected and affected by HIV/AIDS are also part of the ongoing SCUK study – however, an additional study looking at the most vulnerable of these, i.e. children of drug users and sex workers – might lead to necessary insights on how to tackle their vulnerability. Due to the high infection rates among IDU and sex workers, it is assumed that a child of an IDU and sex worker is a child affected by HIV/AIDS, and is also extremely affected by stigma, discrimination, and likely poverty and family instability.  It should be noted that some – or perhaps many – of these children may also be classified as ‘street children’, especially if their parent(s) also lives on the streets.

The themes mentioned under section 5 (educational status, family / residential status, poverty, stigma and discrimination, being part of a minority, mobility and prevailing morals about young people’s gender and sexuality in Vietnamese society) will function as the ‘lenses’ with which the study could look at vulnerability of the children and adolescents mentioned above. 

7B Other gaps

It appears from the review and from stakeholder interviews (especially with CIHP) that there already is a lot of useful research on issues related to the situation of HIV/AIDS vulnerability / groups and / or sexual behaviors. What remains strikingly absent from the literature is research on responses to the situation itself. This might include:

1. Proper, in-depth evaluation research of current approaches and strategies for reducing HIV vulnerability of Vietnamese children and adolescents; focusing on their comparative effectiveness (i.e. outreach projects, IEC campaigns, school based education programs, peer education, drop-in centers, radio / TV programs)

2. Research on communication processes within behavior change or awareness raising programs themselves, especially between staff of projects and their target audience(s). This type of research could advise UNICEF and other partner agencies on how to improve the process of the design and implementation of projects, making them more ‘user friendly’, more efficient and, ultimately, more effective.
3. Research on the usefulness and effectiveness of processes of involvement of target audiences in program and strategy design (including child participation processes and GIPA); no research or evaluation of this in Vietnam were found.
Research on these topics might have a bigger impact on improving the quality of programming than any of the proposed study topics related to ‘the situation’ listed above. 
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� The chance of HIV transmission during anal intercourse is approximately 10 times higher than during vaginal intercourse.


� As quoted in Colby 2003:81


� The quality of the data of this study is doubtful – there appear to be many mistakes in the presentation of the data. 


� Sexual culture: the shared beliefs, � HYPERLINK "http://en.mimi.hu/sexuality/values.html" �values�, heritage, customs, norms, art, language, and rituals of a community as these relate to gender, sex and sexuality.


� This is 1 USD per day in 1985 dollars, adjusted for inflation up until 2000. ‘One dollar a day’ is the World Bank’s ‘poverty line’, which has been criticized for being too crude; try surviving on a dollar in Hanoi versus Tokyo, for example…


� According to Susan Hunter, children affected by HIV/AIDS include HIV positive children, children with one or more HIV+ parents, family members, or guardians, children orphaned by AIDS, and children at risk of infection. The official UN definition of adolescents is 10-19 years old, and youth is 14-24 years old. According to Vietnamese law, a child is under 16 years of age.


� Numerous studies have been conducted on the situation of HIV/AIDS affected children, and studies in Vietnam support these findings.  See Hunter, S. and J. Williamson, Children on the Brink 2000 (study conducted by UNAIDS, UNICEF and USAID)
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