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Executive Summary 
 
 
Background 

Since there was a shifting behaviour pattern on people who use drugs, from injecting became a 
methamphetamine user, Mainline decided to invest in harm reduction for PWUM to effectively 
address the changing drug reality. This fact is also supported by AIDS Research Centre (ARC) of Atma 
Jaya Catholic University Jakarta’s study that found many PWUM prefer to smoke (instead of injecting) 
methamphetamine. This was attributed to sexual risk behaviours such as low frequency of condom 
use and multiple casual sex partners.  

With support from Mainline and ARC, Karisma piloted a harm reduction programme for crystal meth 
(CM) users in 2017 for 6 months in two neighbourhoods in Jakarta. This project was the first outreach 
programme in Jakarta targeting PWUM. Operational research showed that the services were feasible 
to be implemented. The pilot was then continued and became the intervention program that was 
implemented for a year in 2018 and funded by Mainline. The program was focused on outreach 
activities to access and provide information to CM users in targeted neighbourhoods. The program 
also involved community health centres (CHC) in the targeted sub-districts to provide health services 
to CM users. By 2019, the program continued to expand the number of targeted CM users and 
strengthen outreach and the referral of mental health services from CHC in DKI Jakarta. Also, the 
programme scaled-up to Makassar, Sulawesi, In collaboration with PKNM.  

To assess the performance and outcome of the program, Mainline intends to conduct an evaluation 
of the program. Results of the evaluation will be used to strengthen strategies in the current harm 
reduction program of Karisma and Indonesia in general. The result also can be used as advocacy 
purposes to scale up harm reduction programmes for PWUM in Indonesia and in the Asian region.  

 

Method 

This evaluation employed a system approach as the framework to collect information relevant to the 
objectives of the evaluation. It consists of five elements, which are: 1) organizational arrangement; 2) 
Activity profile; 3) Performance; 4) Outcome; and 5) Contextual factors. By using this approach, the 
evaluation focused on exploring how the program functioned in practice, understanding how the 
program was working and how the program was interpreted by different relevant players, producing 
different perspectives, local influence, and its effect on the performance of the program and feedback 
for learning.  

 
A mixed method was used for data collection in this evaluation which includes in-depth Interviews, 
focus group discussions (FGD), and secondary data collection. The informants for in-depth interviews 
were the staff of Karisma (program manager, field coordinator, outreach workers, data manager, and 
director of Karisma Foundation) and eight PWUMs. On the other side, the informants for FGD were 
stakeholders from the health sector in DKI Jakarta. The secondary data about the program 
implementation from 2016 until January 2020, were collected through data manager of Karisma to 
assess the performance of the program. The secondary data also included minute meetings, OW 
reports, progress report of the program to Mainline or other stakeholders and guidelines or SOPs used 
by the program to run the program.  
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Result 
 

1. Activity Profile 
In program mechanism, there are five steps on outreach activities performed by outreach workers 
starting with (1) gaining access to PWUM, and (2) raising awareness through IEC and prevention 
material distribution, followed with (3) supporting PWUM to assess their risk, (4) providing referral 
health services, and (5) Engaging PWUM into outreach program (prevention awareness).  

 
Specific approaches to gain access to PWUM are starting with mapping of outreach spots, approaching 
key persons in the target community, visiting outreach locations, setting up meetings, building good 
communication and establishing trust with PWUM. IEC and prevention materials delivery are intended 
to increase PWUM’s awareness about the risk and harm of meth use. Prevention materials such as 
glass pipe (cangklong) is attractive for new clients, but at the same time worrisome for several PWUM. 
Outreach workers also supported PWUM in carrying out an assessment of their own health risk 
because of their meth use, specifically the risk of substance dependence, HIV transmission and mental 
health issues. The risk assessment result becomes the basis for OWs to determine follow up actions 
in referring PWUM to health service in CHC such as HIV test/VCT, TB, Hepatitis, STI, and mental health 
service.  

 
Some efforts need to be optimized to overcome challenges that have been encountered, which 
include lack of trust from new clients, suspicion of community figures and law enforcement officers, 
limited quantity of prevention materials, concern in glass pipe distribution, PWUM’s perception about 
not needing health service, and lack of commitment to access health service. The COVID-19 pandemic 
also limits outreach workers’ ability to perform field visits and hold meetings, resulting in a drop in 
outreach target for 2020. Outreach achievement in early 2020 shows that outreach workers also vary 
in their capacity to perform outreach.  

 
2. Contextual Factor 
Contextual factor that influenced the outreach program is Karisma’s interaction with health 
institutions, the community, and the security sector in the field. Factors that support outreach 
activities are a) collaboration between Karisma and DHO/CHC; b) openness of community figures and 
members in the outreach area. And the inhibiting factors are a) legality of glass pipe as a 
methamphetamine harm reduction material; b) interventions by BNN and the police during Karisma’s 
outreach activities; c) refusal from community figures and members in the outreach area; d) 
interference from certain individuals or groups (e.g., thugs) who are under the influence of drugs. 

 
3. Performance 

a. Program Achievement 

The total number of PWUM reached steadily increased between 2016 to 2018 but decreased in 
2019. The number of PWUM reached by the program in 2017 and 2018 exceeded the target, but 
the following year, in 2019, the number dropped to far below the target (56.41%), and the trend 
for 2020 shows another decrease as well. The majority of PWUM reached in 2017 were new clients 
(new reach), while in 2018, most PWUM reached were existing clients (recontact). No data is 
available on the quantity of IEC media and prevention materials that is targeted to be distributed 
to PWUM, or the percentage of PWUM who are targeted to receive IEC media and prevention 
materials each year. Information about targeted percentage of successful referral to health service 
and PWUM’s involvement in the program is also not available.  

 
b. Program sustainability 
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To ensure sustainability of field activities, Karisma implements a variety of strategies with different 
stakeholders. This includes initiating a collaboration with NGOs who work in the same location, for 
example those who focus their intervention on MSM, transgenders or sex workers. Karisma also 
collaborates with the local CHC to facilitate smooth referral of PWUM and help meet outreach 
goals. To create a conducive environment for outreach workers, Karisma also conducted a 
sensitization activity for local stakeholders, specifically RT/RW officials. And, to ensure the safety 
of outreach workers during outreach, Karisma approached the police units in the area and 
sensitized them about the outreach activity that Karisma is implementing. 

 
4. Program quality and behaviour change 
PWUM’s response varies to the outreach program, some PWUM welcome the program and others 
ignore it. But most PWUM receive benefits from the program, from gaining new knowledge and health 
information to obtaining prevention materials. Along with better knowledge and higher awareness, 
there is also behaviour change that some PWUM have started to visit health facilities and access health 
services they need.  

 
5. Organizational Arrangement 
Overall, Karisma has managed its organization in various aspects; governance, human resources 
management, resource mobilization, and utilization of strategic information to support program 
implementation. But some challenges are seen in the organizational arrangement of Karisma that is 
not yet able to support good program implementation. The main challenge lies in the high turnover 
rate of outreach workers caused by inadequate human resources management, and limited training 
and capacity strengthening of staff. Lack of experience in financial management and logistics 
procurement also creates difficulties in provision of prevention materials for PWUM. In addition, 
unavailability of a monitoring and evaluation framework that is specific for a methamphetamine harm 
reduction program limits the ability to get adequate data and inhibits program improvement efforts. 

 

Conclusion 
It can be concluded that Karisma have performed good practices on outreach activities throughout 
the harm reduction program for PWUM in the last three years. The program also receives strong 
support from the health sector, the community and other CSOs. But evaluation has identified some 
issues that require attention to improve program implementation. The issues range from some 
inconsistencies in field activities such as outreach, referral, and engagement of PWUM in the program, 
to weak program management specifically in human resource management and quality assurance of 
program activities.  

Recommendation 

Some recommendations that can be offered to strengthen the harm reduction program are directed 
to Karisma Foundation and its outreach team, health sectors (CHC/PHO/MoH) and Mainline (donor 
agency).  

• Karisma Foundation and its outreach team 
Karisma Foundation need to: 1) strengthen the human resources management of outreach 
personnel; 2) establish a competency standard for outreach workers; 3) develop a standard 
monitoring and evaluation framework for the institution including qualitative and quantitative 
indicators for the program; 4) develop a database and a standard reporting system; 5) strengthen 
socialization and advocacy to law enforcement agencies, and 5) utilize existing resources to support 
the program for PWUM after completion of the collaboration with Mainline. And the outreach 
team should improve their understanding and skills to perform outreach activities, strengthen the 
mentoring system to flatten the learning curve, and build outreach workers’ confidence to perform 
risk assessments. 
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• Health Sectors: 
Community Health Centres (CHC) or Provincial Health Office (PHO) need to develop a formal 
standard operating procedure (SOP) for health service referral and strengthen partnership with 
other CSOs who provide HIV testing for PWUM through a mobile HIV Counselling and Testing (HCT) 
platform (provided the COVID-19 pandemic can be managed well). Ministry of Health should 
incorporate harm reduction interventions for PWUM into the National HIV Program and 
incorporate mental health service for PWUM into the general mental health service in primary 
health care facilities. 

• Mainline (Donor Agency) 
Mainline need to strengthen the implementing partner’s organizational capacity that focus on 
human resources management and on use of strategic information for program planning and 
development, integrate the development of a monitoring and evaluation framework as part of the 
proposal development process, and strengthen advocacy at the national level to help the program 
gain higher visibility and credibility among stakeholders.  
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Evaluation on Harm Reduction Program for People who use 

Crystal Meth in Indonesia  

Karisma Foundation- Mainline 

A. BACKGROUND 

By the end of the first BtG Programme (2011-2015), frontline data from Indonesian harm reduction 
organisations confirmed that the number of people who inject drugs (PWID) in Indonesia decreased 
and methamphetamine use was increasing. However, harm reduction services still focused heavily on 
needle and syringe programmes (NSP) and methadone treatment for PWID, whereas specific 
interventions supporting PWUM remained underdeveloped. As a response, Mainline decided – as one 
of very few international donors – to invest in harm reduction for PWUM to effectively address the 
changing drug reality. 
 
AIDS Research Centre (ARC) of Atma Jaya Catholic University Jakarta set up an initial study in 2016 to 
gain a better understanding of the risk behaviours of PWUM, their social and sexual networks and the 
link with HIV incidence. The study showed that many PWUM prefer to smoke (instead of injecting) 
Shabu – Indonesian slang for crystal methamphetamine – and identified an increased risk of 
contracting HIV not only for people injecting, but also for people smoking crystal meth. This was 
attributed to sexual risk behaviours such as low frequency of condom use and multiple, casual sex 
partners. This study also uncovered misconceptions related to sexual risk behaviours among meth 
users that can be attributed to the lack of health services for PWUM. A two-track approach to further 
understanding and address harm reduction needs was needed. 

With support from Mainline and ARC, Karisma piloted a harm reduction programme for crystal meth 

(CM) users in 2017 for 6 months in two neighborhoods in Jakarta to test feasibility and acceptability 

of the services either for Karisma, CM users and its local stakeholders. Karisma was selected as the 

implementer of the intervention design due to their organizational and technical capacity in 

implementing HIV program targeting PWID in Jakarta. The foundation was mainly responsible for 

implementing the proposed intervention, while ARC was responsible for designing, monitoring, 

providing technical assistance and evaluating the proposed intervention. This project is the first 

outreach programme in Jakarta targeting PWUM and the result of the pilot showed the services was 

feasible in term of implementation and could be accepted by the CM users and the local stakeholders. 

The pilot was followed up by setting up the services as the intervention program that would be 

implemented for a year in 2018. The program was funded by Mainline. The program was focused on 

outreach activities to access and provide information to CM users in targeted neighborhoods. To 

support the outreach activities, EIC materials were developed to equipped to outreach workers when 

they did the field activities. As the enhancement of the services, the program also involved community 

health centers (CHC) in the targeted sub-districts to provide health services to CM users referred by 

the outreach workers. Prior to the collaboration, the CHC staff were trained on harm reduction and 

mental health services for CM users. The program had been scaled up to Makassar in 2018. 
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The program continued in 2019 to expand the number of targeted CM users and strengthen outreach 

and the referral of mental health services from CHC in DKI Jakarta. To monitor the progress and 

performance of the program, Mainline has set up main indicators of the programs that cover: 

•  A well-described outreach strategy (based on clients' needs) is developed, evaluated regularly 

and adaptable to the changing reality on the streets. 

• The partner organization meaningfully involves (female) PUD in the provision of service 

delivery. 

• The outreach team performs effective outreach work, based on a well-described, high quality 

outreach strategy, and conforms to Mainliner’s principles of harm reduction. 

• The partner organization provides clients with (referrals to) comprehensive health & rights 

services. 

To assess the performance and outcome of the program, Mainline intends to conduct an evaluation 

of the three-years program implemented by Karisma. Result of the evaluation will be used to 

strengthen strategies in delivering harm reduction services for CM users in the current program of 

Karisma and an Indonesia in general. The result also can be used as advocacy purposes to scale up 

harm reduction programmes for PWUM in Indonesia and in the Asian region.  

B. PURPOSE  

1.  To assess the achievement of the program implementation focusing on performance and 

outcome of the program as described in the M&E framework and its contextual factors that 

may influence the achievement. 

2.  To identify organizational arrangement to implement the program which focusing on the 

governance, human resources management, strategic information utilization and resource 

mobilization including networking with strategic partners. 

3.  To explore the quality of the program from the perspective of the beneficiaries that cover on 

access, utilization, participation/control of the program. 

4.  To provide a set of recommendation to strengthen the current harm reduction program for 

PWUM in Jakarta, and to provide more evidence to develop similar programs in other areas 

of Indonesia (and even abroad) 

C. EVALUATION FRAMEWORK 

The evaluation employed a system approach as the framework to collect information relevant to the 

objectives of the evaluation. The approach primarily looks at the program as the overarching elements 

that link together in a certain pattern (structure). Therefore, they can have mutual influence and 

change in one element influences the others, based on the interaction patterns. These elements are: 

1. Organizational arrangement which refers to arrangement of various inputs as basic needs to 

implement the harm reduction service provision. This arrangement covers governance of the 

program, human resources management, resource mobilization and strategic information 

utilization.  

2. Activity profile which describes the activities implemented in program to achieve the program 

objectives and their results.  
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3. Performance which describes as the output or results of the intended activities implemented by 

the program. The component covers assessment of program coverage, program sustainability and 

quality of service. Specific to the quality of service, the information mainly will be reflection of 

perspective of the beneficiaries. This beneficiary’s perspective focuses on the accessibility, 

utilization, and control/participation in the program.  

4. Outcome reflects the extent of intended behaviour changes have been occurred among the target 

population as the result of the program.  

5. Contextual factors refer to external factors of the program that influence the program 

implementation in the specific area. 

With this framework, the evaluation focused on exploring how the program functioned in practice. 

Rather than just asking evaluation question about the status of the program, the evaluation also 

sought to understand how the program was working and how the program was interpreted by 

different relevant players, producing different perspectives, local influence, and its effect on the 

performance of the program and feedback for learning. It is expected that the evaluation can 

contribute new knowledge and understanding to a complex program evaluation. Therefore, collection 

of these five elements of the program evaluation provided comprehensive description of each 

objective of the evaluation. Elements and the interactions among these elements can be seen In the 

graph below. 

 

 

 

 

 

 

 

 

 

 

Each objectives of the evaluation were assessed by collecting Information as categorized in the framework: 
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Objective Element of the 

System 

Detailed Information 

To assess the achievement of the 

program implementation 

focusing on performance and 

outcome of the program as 

described in the M&E framework 

and its contextual factors that 

may influence the achievement.  

Activity Profile  Mechanism of the program: 

• Gain access to PWUD community and maintain 

contact. 

• Education methods 

• Service provision or referral 

• Engaging PWUD in the program (promoting 

behaviour change to their peers) 

Coverage of the program 

# area outreach 

# PWUD reached 

# PWUD received IEC & Prevention materials 

# PWUD referred to health services 

# PWUD attending peer group meetings 

Sustainability → how the service could be provided 

routinely.  

• Frequency of outreach/week 

• Engaging stakeholder in the program at local level 

(youth groups, health cadres, etc) 

• Integration of the outreach into CHC program 

To identify organizational 

arrangement to implement the 

program which focusing on the 

governance, human resources 

management, strategic 

information utilization and 

resource mobilization including 

networking with strategic 

partners 

Organizational 

Arrangement 

Governance: 

• Programmatic Planning 

• Outreach guideline used by the team. 

• Role and responsibility of the team members (PM, FC, 

and OWs) 

• Mechanism of coordination and feedback  

• Work ethics 

HR management: 

• Recruitment/placement 

• Basic Training (outreach & HR) 

• Advance Training 

• Rotation 

• Competency assessment/evaluation 

Resource mobilization  

• Budget allocation for each OR activity 

• Adequacy of the budget (needs vs allocation) 

• Mechanism for procuring IEC and prevention 

materials (budget and implementation) 

• Acquire additional materials for supporting the 

programs (condoms, syringes, lubricants) 

• Networking to strengthen service provision (CHC or 

Provincial Hospitals, Clinics) 

Strategic information utilization 

• Reporting system (format, content, and mechanism) 

• M&E mechanism for OWs or from the Foundation to 

HR team 

• Data utilization 



 

12 
 
 

To explore the quality of the 

program from the perspective of 

the beneficiaries that cover on 

access, utilization, 

participation/control of the 

program. 

 

Quality of Service Access 

• Variation of background characteristics of PWUD 

• Variation of gender reached by the program. 

• Variation of places where the PWUD hang out. 

• Acceptability of PWUD to OWs 

Utilization/Benefit 

• Perceived benefit to be reached by the program 

(usefulness of the information, referral to the 

services, broadened social network, etc) 

• Perceived behaviour changes (increased health 

seeking behaviour, having safer drug use, having 

healthy lifestyle, etc) 

Participation 

• Involvement in program/strategy development at 

local/neighbourhood 

• Provide feedback to OWs/program when needed. 

• Engaged in the program promotion to their peers 

Cross-cutting issues of the three 

objectives 

Contextual Factors • Perceived benefit of PHO and CHC to the program 

• Perceived benefit of community leaders to the 

program in their neighbourhoods  

• Drug enforcement dynamics in the targeted 

neighbourhood 

• Collaboration with other PWID/PWUD programs 

funded by different donors. 

D. DATA COLLECTION  

A mixed method was used for data collection in this evaluation which include in-depth Interviews, 

focus group discussions, secondary data collection. Different informants were selected based on the 

domain of Information that would be collected. The Interviews were conducted for two type of 

participants. The Informants were the staff of Karisma which include program manager, field 

coordinator, outreach workers, data manager and the chief of Karisma Foundation to explore the 

organization arrangement, activity profiles, and performance of the program. In-depth interview also 

conducted with PWUM including female, represent the areas covered by the program, to assess the 

quality of service and outcome of the program. Eight participants representing the neighbourhoods 

participated in the in-depth interview. Selection of the participants was determined purposively by 

the outreach team of Karisma. 

Focus group discussions were conducted for stakeholders of the programs particularly from health 

sector in DKI Jakarta. Programmatic data for three years of the program as the secondary data were 

collected through data manager of Karisma to assess the performance of the program. The secondary 

data also included minute meetings, OW reports, progress report of the program to Mainline or other 

stakeholders and guidelines or SOPs used by the program to run the program.  

 

Information Collected Method Informant 
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Organizational Arrangement 

(governance, HR management, 

resource mobilization and 

strategic information 

utilization, sustainability) 

Interview = 5 Karisma Management (Director, 

Program Manager, Field Coordinator) 

Activity Profile (outreach, 

community education, referral 

services) 

Interview (n=4) 

Secondary Data 

(Monthly Report, 

Meeting Notes 

etc.) 

Outreach Workers 

Data Manager 

Performance (coverage, 

access) 

Secondary Data 

(M&E Report) 

Data Manager 

Quality of Service (access, 

utilization, 

control/participation), 

Outcome (behavior change) 

Interview (n=8) CM Users (represent the targeted 

neighborhoods) 

Contextual Factors Focus Group 

Discussion (n=5)  

Health Sector (Puskesmas and PHO) 

E. DATA ANALYSIS 

Quantitative data were tabulated in accordance with predetermined data categories (neighbourhood, 

total client, sex, type of services, age) and then presented in charts or tables according to the 

performance indicators. Qualitative data from interview and focus discussion were categorized into 

themes (organizational arrangement, activity profile, performance and quality of services, contexts, 

problems/barriers, and perceptions of beneficiaries) and if necessary were categorized into sub-

themes. The data were used to describe the process of the program implementation. 

F. RESULT 

1.  Profile of Activities 

a. Program Mechanism 

There are five steps of the strategy of outreach based on the interviews with all outreach workers, 

the field coordinator, and several PWUMs: 1) gaining access; 2) raising awareness; 3) supporting 
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PWUM to assess their risks; 4) providing referral service; 5) Engaging PWUM into harm reduction 

program (prevention awareness). 

 

1) Gaining access 

Gaining access to people who use methamphetamine (PWUM) is the first step that an 

outreach worker (OW) will have to do before starting their outreach activities. This is typically 

performed by making visits to their targeted outreach site and creating a map of spots that 

will be the main target sites for outreach such as PWUM’s residence (rental room) in areas 

where methamphetamine is known to be widely used, and several hangout places, 

entertainment venues, and coffee houses/cafes. A total of four OWs are assigned to cover the 

five municipalities of DKI Jakarta Province (Central, West, North, East, and South Jakarta), one 

OW is assigned to cover two municipalities, and the remaining three are each responsible for 

one municipality. Initially there were five OWs assigned by Karisma but later they have 

reduced it to four OWs.  

 

“Their location is quite variable. Meth users tend to use places that are more closed up, 

so a lot of them do it at home. Some go to a hotspot, like in North Jakarta, the areas called 

Kebon Pisang, Bonpis. Those areas are quite well-known. Some may also do it in various 

rental rooms, or some may hang out in places like cafes” (Outreach Worker 01) 

 

In any new location, the first thing an outreach worker does is approach a local community 

figure or a person who is key in the targeted community (e.g., Head of the Neighborhood 

Group or RT / Community Group or RW) and request permission to conduct outreach activities 

in the community. Involvement of a key person (community and key population) who the 

community knows and is familiar with is essential to effectively open access for the OW to 

reach out to new PWUM.  

 

“First, ask the one who owns the area. For example, meet with the elder there, or the 

Head of the local RT or RW. So basically, introduce myself and my institution”. (Outreach 

Worker 01).  

 

“When I go to a spot, first I have to know the key person there. The transgender who is 

considered as the elder there. The transgender who usually uses drugs there will for sure 

be known by people. If we go to a location without knowing people, without knowing 

anybody, then no doors will be opened for us, you know” (Outreach Worker 04) 

Outreach activities are conducted on Mondays through Thursdays each week following a 

schedule that each OW sets. Fridays are reserved for coordination meeting with all team 

members who are involved in the program. Every OW is targeted to reach out to one new 

PWUM and six recontacts in a day, making a total of seven PWUM contacts daily. Visits are 

typically conducted in the afternoon or evening, about 5 pm until midnight.  

“So in one week, Monday, Tuesday, Wednesday, Friday, there are five working days, but 

from those five working days, on Fridays we stay at the office to coordinate. No one goes 
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to the field on that day. So, we go to the field in the four working days.” (Outreach Worker 

01) 

“I go to the field in the afternoon, from around 5 pm to midnight at the latest.” (Outreach 

Worker 04) 

The COVID-19 pandemic has limited outreach workers’ ability to make visits, so the 

management of Karisma seeks the assistance of peer PWUM as volunteer (satellite) who helps 

OWs gain access to new PWUM. A satellite basically helps link an outreach worker with new 

PWUM in their social circle and neighborhood. Outreach workers also utilize social media to 

gain access to new PWUM. 

“We actually just started having satellites these past two months. Because of Corona, we 

cannot meet or have face-to-face meetings with our client in the field, so we recruit this 

Satellite, we recruit volunteers who are willing” (Field Coordinator) 

 

“In addition to leveraging this Satellite, we also utilize social media so we can reach out 

to many more PWUM. We get information through social media and follow up on the 

information.” (Outreach Worker 02) 

To reach out to PWUM, Karisma’s outreach workers would visit hotspots to distribute IEC 

materials and provide health-related information. Building communication and fostering trust 

is a challenge as PWUM are generally quite sensitive and do not easily connect with strangers. 

Inviting PWUM to a place where conversations and information sharing can be held more 

comfortably is one strategy that one resource person has applied: 

“Usually, the strategy that I apply…, if I cannot talk with them directly and ask about their 

concerns, etc., then I will find a place like a food stall or somewhere and we chat there 

first, get information first, that’s what I do” (Outreach Worker 03). 

One most crucial aspect in the process of gaining access is the ability of an outreach worker to 

build an effective communication with a PWUM and gain his/her trust. This will not be 

accomplished immediately but may be established over several meetings. It essentially 

requires an outreach worker to create a comfortable atmosphere while interacting with the 

PWUM, treating the PWUM as a friend, not as a client.  The first meeting with a PWUM will 

serve as an introduction where OWs provide a description about Karisma and outreach 

activities. The next meeting will also start with a casual conversation that revolves around 

daily activities, work, and family. Further on, an outreach worker can start explaining about 

the harm reduction program for PWUM that Karisma is implementing.  

“So initially, we are just getting acquainted, so in the first, and second meeting we 

probably just talk casually about families. “Hey, what was it, you mentioned last time 

…. …” We talk about him for example, “How are your family”, something like that. So, 

we do not just directly talk about the program’s objectives. We get information about 

his family first, about people around him, you know, make small talks first. Then 

afterwards, eehhh “Hey, do you smoke?” If he does, then he will be pleased if we give 
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him a cigarette. So yes, we do have to approach a new person several times.” (Outreach 

Worker 01) 

“The strategy is not to regard them as our client, or as someone we coach, but basically 

we have to consider them as our friend“. (Outreach Worker 01) 

Despite the effort to build a trusting relationship right from the start, PWUM’s suspicion that 

they are being framed is a constraint that outreach workers continue to face in the field. 

Persistent effort is required to gain the trust of a new PWUM. Distrust of the surrounding 

community, and of law enforcement officers have also created barriers to outreach activities, 

primarily during the early phase of the harm reduction program since community figures often 

perceive outreach activities as supporting substance abuse practices. 

“Initially there was a lot of suspicion, I got arrested by the police once, I was suspected as 

a drug dealer, that was by the community, I had experienced those. Now I already have 

my own strategy”. (Outreach Worker 02) 

“In the community group (RW) there may be a slight difference in perception. How should 

I put it? The neighborhood/community group would like to eradicate drug use, destroy 

the practice, while we have a different perception”. (Field Coordinator) 

The COVID-19 pandemic creates difficulties in reaching the outreach target, even after 

Karisma decided to reduce the 2020 outreach target from a total of 1700 to 1300 new PWUM, 

divided among 4 outreach workers. However, OWs vary in their capacity, and the number of 

new PWUM reached by each OW in the first five months of 2020 (January to May 2020), can 

range from as few as 26 to as many as 140-150. 

“I’ve only managed to reach out to fewer than 26, still very few since when I first joined the 

program in early March, COVID already arrived”. (Outreach Worker 02). 

The situation described above illustrates that outreach workers employ a specific approach to 

gain access to PWUM, starting with mapping of outreach spots, approaching key figures in the 

target community, visiting outreach locations, setting up meetings, to building good 

communication and establishing trust with PWUM. Suspicion and mistrust of newly reached 

PWUM, the local community and even the authorities are some of the challenges that 

outreach workers will have to overcome, while the COVID-19 pandemic adds another layer of 

complexity for accessing new PWUM. As a result, Karisma decided to reduce the 2020 

outreach target and based on the data so far, outreach workers vary in their capacity for 

reaching out to new PWUM. 

2) Delivery of information, education, and prevention materials (raising awareness) 

Once an outreach worker has gained a PWUM’s trust, the next step is to raise awareness about 

the harmful impact of meth use and promote harm reduction. This step includes two primary 

activities, namely delivery of information, education, and communication (IEC) and 

distribution of prevention materials.  
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● Information, Education and Communication (IEC) 

IEC is used to provide PWUM with information and education that can reduce the harm 

stemming from unsafe meth use, which can be divided into two broad categories, namely 

health issues that may arise, and trouble with law enforcement officers that PWUM may get 

into as a consequence of using meth. The bulk of information that is provided revolves around 

health issues, the adverse impact of methamphetamine, the risk of communicable diseases 

such as HIV, sexually transmitted infection (STI), Tuberculosis (TB) and Hepatitis, also mental 

health and reproductive health issues and referral services that are available for PWUM. These 

range from HIV testing and counseling or better known in the field as VCT, antiretroviral 

treatment (ART) to mental health support. 

“So information about HIV AIDS, basic facts about HIV, about substances, addiction, then 

VCT, STI, reproductive health, sexual health. There is also information about service 

management, or legal issues, ARV, Hepatitis, TB, there is quite a lot of information, mental 

health”. (Outreach Worker 01) 

Information is generally provided directly during field visits or through PWUM group meetings 

facilitated by outreach workers of Karisma. Multiple opportunities exist to provide 

information and education, including during distribution of prevention materials, and the 

most important thing that an outreach worker must remember is to maintain a non-

judgmental attitude such that PWUM will readily accept the information provided. Leaflets or 

a short video are the most common IEC media that OWs are equipped with when they make 

their visits. Sometimes PWUM are reluctant to read leaflets, so OWs will then employ a game 

approach that allows them to pose questions and provide answers. During the pandemic, OWs 

also deliver the information through phone/video calls and social media platforms.  

“We usually carry leaflets, leaflets about crystal meth, methamphetamine. There are also 

leaflets about HIV, TB, Hepatitis, something like that, so like I said earlier, the strategy is 

today I go to the field and I am going to talk about HIV. So, I bring leaflets about HIV. I 

don’t bring all leaflets.” (Outreach Worker 01) 

“…but sometimes they’re not interested in reading, so we turn it into sort of a game.” 

(Outreach Worker 01) 

Group meetings are usually held to provide information about a specific topic on 

methamphetamine harm reduction. Each outreach worker will invite several clients in their 

coverage areas to gather at one place, meet a resource person who will give a presentation, 

and be given an opportunity to discuss and ask questions. Topics that have been covered 

include the short- and long-term effect of meth use, legal issues around meth use, risks of 

disease transmission (e.g., HIV, TB, STI), and referral health service that PWUM can access. 

Women-specific meetings, called Women who uses meth Meeting, have also been held, in 

addition to meetings that are open to all PWUM. A meeting will generally be attended by all 

outreach workers, plus 8-15 PWUM from all sites, and will be held at a park, a massage parlor, 

or a food stall. 
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“In that meeting we talk about for example HR of meth, for meth users. The short-term…. 

or the harm of short-term use, long-term use. We usually… for every activity., each staff, 

each outreach worker has to bring their client, two people, two people, it’s like that, two 

people from each area.” (Outreach Worker 01) 

● Distribution of prevention materials 

Distributing prevention materials to reduce the harm of meth use has been used as one 

outreach strategy and the range of materials that OWs have been providing include meth 

smoking equipment such as glass pipe (known as cangklong), foil, matches, condoms and 

lubricant. Sterile injection devices are also provided to PWUM who inject drugs and during the 

pandemic OWs have been including face masks and hand sanitizer in the prevention material 

package that they give out to PWUM. The distribution of prevention materials provides 

another opportunity to give education, so outreach workers always couple each material with 

an explanation about its benefit. 

“Err.. like condom, lubricant, eerr… foil or cangklong, matches.” (Outreach Worker 03) 

“They usually become very interested when I bring things like Foil, or Cangklong, basically 

equipment that they use. But those are accompanied with education. For example, with 

the glass pipe (cangklong), why I distribute cangklong, something like that. So, when you 

use the pipe, if the pipe has developed ‘crusts’, it can cause you lung infections, it’s like 

that.” (Outreach Worker 01) 

Glass pipe (cangklong) becomes a critical prevention material. It reduces the harm of meth 

use, but it is also a tool that OWs use to reach out to new PWUM. It opens a communication 

door for OWs to provide education and information.  

“With cangklong, our main target is new clients. It’s a way for an outreach worker to meet 

new users.” (Field Coordinator) 

“….like cangklong, especially for them who use it, it makes it easier to communicate with 

them, so they will be more open to us.” (Outreach Worker 03) 

Prevention materials can be distributed by the outreach workers themselves or by the 

satellite. New clients usually receive a package that contains a glass pipe (cangklong), condom, 

matches and foil. Afterwards prevention materials will be provided based on request that 

PWUM make to an OW or satellite. During the pandemic, the satellite has an essential role in 

distributing prevention materials. Outreach workers will send prevention material packages 

to satellites in each area for further distribution to PWUM. 

“…prevention materials that can be accessed through a satellite are condom, cangklong, 

mask and hand sanitizer. That is to help clients who need some since we’re all working 

from home (WFH), nobody goes to the Drop-in Center (DIC), so only the satellites are 

there.” (Field Coordinator) 

While prevention materials are useful for outreach, their quantity is limited, and stockouts 

have occurred. This limits OWs’ ability to give equal quantities to every client. PWUM who are 
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satellites also highlight the need for more prevention materials, especially since the number 

of PWUM continues to increase, and distribution becomes unequal. PWUM do express 

concern and suspicion when they must provide a copy of their identity card to receive a glass 

pipe (cangklong).  

“Inadequate, very much inadequate, since there is an explosion of users in my area.” 

(PWUM 02) 

“The other day we ran out of condom, but we’ve got some now.” (Outreach Worker 01) 

“I was told to ask for a xerox copy, … a copy of their ID card, and a picture, but it’s a 

problem for me, it’s challenging, because there’s no way people will be willing to do it, 

like Ipeh gives them a cangklong, and then request a copy of the ID card, and take their 

photo, I mean, people will certainly be suspicious.” (PWUM 01) 

The above paragraphs illustrate that IEC and delivery of prevention materials is the main 

activity that OWs carry out to increase PWUM’s awareness about the risk and harm of meth 

use. Information is provided through leaflets during field visits or through presentation and 

discussion on a specific topic facilitated by a resource person in a group setting. Prevention 

materials such as glass pipe (cangklong) is attractive for new clients, but at the same time 

worrisome for several PWUM. Some prevention materials can be limited or unavailable due 

to stockout at Karisma and an increase in the number of new PWUM.  

3) Risk assessment support (supporting PWUM to assess their risk) 

In addition to raising awareness, OWs also help PWUM assess their own health risk and 

identify health problems that they experience as a consequence of meth use. Risk assessment 

is one method that OWs use to educate PWUM to access health service and OWs rely on DAS 

(Drug Abuse Screening) test to assess PWUM’s drug dependence risk, IRA (Individual Risk 

Assessment) to evaluate an individual’s risk for HIV infection, and SRQ (Self-reporting 

Questionnaire) as a mental health screening tool.  The three instruments come in easy-to-use 

forms that do not take a long time to administer and are therefore appropriate for use in a 

field setting. 

“During outreach the other day I tried using that DAS, the simple one …so for DAS, the 

client fills in the questionnaire. It didn’t even take him three minutes and he was done”. 

(Outreach Worker 01) 

One OW had received training on the use of ASSIST (Alcohol, Smoking and Substance use 

Involvement Screening Test) that provides each person with a substance-use score. The tool 

however has not been used in the field as the number of questions and their relative 

complexity may require a longer time to complete.  

“For the Assist questionnaire, I once was trained on this, but I haven’t used it in the field. 

The constraint is, well, what can I say, there are quite a number of questionnaires.” 

(Outreach Worker 01) 
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A formal risk assessment using a specific form is usually performed on new clients or existing 

clients every six months and the form is completed during face-to-face meeting and field visits. 

OWs however are constantly carrying out an informal risk assessment as they communicate, 

meet, and interact with PWUM. They would often ask PWUM to share their history of meth 

use, their complaints or symptoms that relate to physical or mental health, their needs, and 

risk behavior (e.g., having unprotected sex). Mental health is one issue that OWs note as quite 

prevalent among PWUM and OWs base their intervention on the risk assessment result such 

as whether a PWUM needs to be referred to a community health center (Puskesmas) and the 

type of health service that he/she may need.  

“For IRA .. so usually we will use IRA on a new client, while for the others, as time goes by, 

we will contact them, we ask them again “do you still have multiple partners?”, “Do you 

use condom?” It’s like that.” (Outreach Worker 01) 

“Well if he has some complaints, like it hurts when he pees, or something that is not just 

about sex. For example, fungal infection, or he said he often hallucinates, so follow up 

actions will depend on what he needs. If he has pain when he pees, I will refer him to an 

STI clinic, or if he hallucinates, I will refer him to a mental health service.” (Outreach 

Worker 01) 

As described above, outreach workers support PWUM in carrying out an assessment of their 

own health risk as a consequence of their meth use, specifically the risk of substance 

dependence, HIV transmission and mental health issues. Risk assessment is done utilizing 

several forms that are based on IRA, DAS, and SRQ instrument or is administered verbally 

through questions that revolve around PWUM’s risk behaviors, and health complaints or 

symptoms. The risk assessment result forms the basis for OWs to determine follow up actions 

in referring PWUM to the right health service. 

4) Providing referral service 

To facilitate health services for PWUM, Karisma initiates a formal collaboration with a 

community health center/CHC (Puskesmas) where PWUM can access a range of services, from 

HIV testing / VCT, to STI, TB and Hepatitis test. In early 2019, Karisma also encouraged CHC to 

provide mental health service for PWUM. Currently, Karisma has established a memorandum 

of understanding (MoU) with 42 CHC in Jakarta that will be referral health facilities for PWUM. 

To strengthen CHC services, Karisma worked with Jakarta Provincial Health Office and 

facilitated a training for CHC staffs on management of people who use methamphetamine and 

management of mental health issues. 

“We actually have an MoU in 42 sub-districts. Karisma has an MoU with the 42 sub-

districs. We have an MoU with all CHC in Jakarta, but only 14 MoUs include mental health 

service. So, we have an MoU with 42 CHC in Jakarta.” (Field Coordinator) 

Information and education that an OW provides will depend on the risk assessment result or 

any health issue that a PWUM may experience. Referral to a CHC is made so that PWUM can 

receive the health care that they need, and OWs will not just provide referral, but will also 
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explain the administrative procedure in a CHC such that PWUM have a clear idea on how to 

access service. 

“For example the situation is like this, he’s at risk in relation to sex, it’s like that. So, he is 

at risk with sex, “oh okey … for example in Puskesmas in this area, Tanjung Priok area for 

example”. “There is a service in this area for VCT, for HIV test, it’s free. Maybe if for 

example you do not have BPJS card (health insurance), then you just pay the registration 

administration fee, it’s around Rp.15,000 and after that you don’t have to pay for 

anything else. The lab test is covered by the government. It is like that. You can even wait 

for the result.” (Outreach Worker 01) 

OWs also help several PWUM in their first visit to a CHC. Before the actual visit, the OW will 

make an appointment with a CHC’s health worker and will accompany the PWUM as they 

access service, from registration to service completion. 

“Yes, so we set a date, like for example today we agree that on Wednesday we’ll meet at 

the health facility at a certain time. I will be waiting in front, near the registration area, 

at the lobby, so when he arrives, we’ll go through registration first. But the day before, I 

will have contacted the health worker. For example, “Doctor, or Nurse, I’ll be bringing a 

patient who wants to access service, will you be around?” I will have to confirm things 

first with the health worker that I am going to bring a client. After registering, then we 

will wait for a bit, we wait for the PWUM to be called to the doctor’s room, at the 

outpatient polyclinic”. (Outreach Worker 01) 

Despite the availability of referral services, the majority of PWUM are reluctant to visit a CHC, 

even when they are accompanied by an OW. One OW notes that overall, only 50% of his 

PWUM clients are willing to be referred to a health care facility. Some PWUM believe they do 

not have any health issues, and the lack of commitment to access health service is reflected 

in PWUM’s tendency to cancel a previously agreed plan to go to a Puskesmas. 

 

“So as a comparison, let’s say from 10 people, maybe about 50:50 I guess because some 

of them still block the idea to access service, they feel they have no problems.” (Outreach 

Worker 01) 

“So we’ve already agreed on a day and time, but on the very day “oh I’ll have to cancel it, 

I can’t go because of this this this”. It is like that. “Okey, it’s okey if you can’t make it. So, 

so when do you want to reschedule it?” We must confirm again. We set another date and 

time. So, we do not just accept that we cannot go on that day, that we cannot access 

service.” (Outreach Worker 01) 

Several PWUM have independently visited a CHC for VCT, or for services that relate to 

communicable diseases like Hepatitis and TB, and for mental health service. On the other 

hand, there are PWUM who have never accessed services at a CHC, and some do not even 

have information about service availability at a CHC. Currently, the COVID-19 pandemic 

becomes the main barrier for PWUM to access health services at a CHC.  
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“So, to my knowledge, they don’t have people who raise the issue, for HIV AIDS, but people 

from YPJ (Pesona Jakarta Foundation), YSS (Srikandi Sejati Foundation), from social 

media, they raise the issue, let’s get tested, know your status, this and that. So, through 

ads in social media, all those invites, but from Karisma, to my knowledge, Karisma hasn’t 

done it.” (PWUM 02) 

“Barrier, and … well…, eerrr… currently it’s simply COVID, that’s all.” (Outreach Worker 

02) 

The above description shows that referral service for PWUM is focused on health services that 

are available in a CHC (Puskesmas). Following a risk assessment by an OW, a PWUM is referred 

to the health service that he/she needs like HIV test/VCT, TB, Hepatitis, STI, and mental health 

service. OWs would accompany PWUM who need support in accessing service, though actual 

receipt of service may depend on whether PWUM truly feel the need for service and are 

therefore committed to the agreed day and time to go to a CHC. The COVID-19 pandemic also 

presents some unique challenges in referring PWUM to a CHC. 

 

5) Participation in harm reduction program (engaging PWUM in prevention awareness 

program) 

To meet new clients, an outreach worker will have to continually devise some innovative 

outreach strategies and one strategy is by involving existing clients in the outreach process. 

OWs can guide PWUM to pass on the information that they receive to peers in the 

neighborhood / community. They share about the benefit of Karisma’s harm reduction 

program, the legal aid, and the assistance for health service referral. The approach has proven 

useful and has brought several new clients. 

“So I was introduced to his friend, and this new person, since he trusts his friend, when he 

was introduced to me, he was already open. It’s like that.” (Outreach Worker 01) 

“So this first person I met and I gave him information, he passed it on to his friend. For 

example, “Oh yes, I got this information from Bro Marchel, it’s education about law, yes 

we do have rights, as a suspect we have rights, you know” It is like that. Or another 

example, “I got some information from Bro Marchel, if you want to get an HIV test, you 

can go to this Puskesmas, you only need to pay Rp.15,000 if you don’t have a BPJS card. 

If you have BPJS, then it is free”, that’s what happened.” (Outreach Worker 01) 

Subsequently Karisma established several peer educators who are mainly PWUM who are 

active and willing to be the liaison between outreach workers and other PWUM in information 

and education delivery. Generally, peer educators are key individuals who are well-respected 

by their peers in their area and Karisma facilitates some capacity building meetings to 

specifically equip peer educators. 

“Peer Educators are actually an extension of Outreach Workers. They are the ones who 

know the area the best, and they’re considered as key figures in the community as well.” 

(Field Coordinator) 
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During the COVID-19 pandemic, Karisma established satellites that include seven PWUM 

within the five districts of DKI Jakarta Province. The satellites are directed to help OWs in the 

methamphetamine harm reduction program, specifically in delivering health information and 

education, providing legal aid, and distributing prevention materials to other PWUM clients. 

Some satellites are peer educators who are familiar with the coverage area and are active 

meth users. Karisma gives them incentives for their work. 

“It’s a strategy. We drop some stocks with satellites, so distribution through the satellite 

is smooth. Sometimes, we as an outreach worker, like for example myself, I cover two 

districts, so I must divide my time between North Jakarta and South Jakarta. With 

satellites, since these people have settled there and are known by the community, they 

greatly help me so when I am working in North Jakarta, the people in the South can pick 

up things at the satellite” (Outreach Worker 01) 

PWUM who are assigned as satellites do not perform field visits. They do not carry out mobile 

service. Instead, they act as a bridge between OWs and PWUM clients, primarily in distribution 

of prevention materials. OWs will send prevention material packages to the satellite, and 

clients pick up the package at the satellite in their area. Communication between OWs and 

satellites is done through social media. A satellite also explains the benefit of prevention 

materials to the PWUM clients in their area. 

In general, satellites extend OWs’ reach to clients. Volunteers, peer educators, and satellites 

all assist OWs in gaining access to a new spot, provide new clients information and education 

on health and legal issues, and during the COVID-19 pandemic, play a role in distributing 

prevention materials. 

As described in the program mechanism, key activities that are part of an outreach strategy are already 

implemented starting with gaining access to PWUM, and awareness raising through IEC and 

prevention material distribution, followed with assessment of the adverse risk due to meth use, 

provision of referral health service and PWUM’s engagement in the outreach program. Some efforts 

need to be optimized to overcome challenges that have been encountered, which include lack of trust 

from new clients, suspicion of community figures and law enforcement officers, limited quantity of 

prevention materials, concern in glass pipe distribution, PWUM’s perception about not needing health 

service, and lack of commitment to access health service. The COVID-19 pandemic also limits outreach 

workers’ ability to perform field visits and hold meetings, resulting in a drop in outreach target for 

2020. Outreach achievement in early 2020 shows that outreach workers also vary in their capacity to 

perform outreach. (Please see figure 5 in page 29) 

b. Contextual Factor 

1) Health Institution 

Karisma has an established relationship with health care providers and has coordinated health 

screening services (mental health, TB, and Hepatitis screening) for PWUM in CHC, as well as having 

outreach workers conducting joint field visits with health workers. Health care providers are 

strongly supportive of outreach activities as evidenced by their testimony about outreach services 

and their hope for continued and improved outreach in the future. District Health Offices (DHOs) 
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and CHC as local stakeholders also provide a positive response to Karisma’s outreach activities. 

DHOs believe to have gained more insight while CHC health workers acknowledge to have 

increased competence in preventing and controlling substance use. Outreach service that Karisma 

provides also helps decrease some of DHO’s financial burden for their drug abuse intervention 

program. In addition, Karisma had provided several trainings for CHC staff on methamphetamine 

and mental health to implement an integrated service.    

“Yes it helps give us more insight and the health team also becomes more competent in 

preventing and controlling drug use” (Health Stakeholder – DHO) 

“We did several trainings, there were meetings too and finally they chose 5 or 6, there were 

6 Puskesmas in the DKI Jakarta area to conduct training on crystal meth and mental health 

and they tried to provide more integrated services.” (Director) 

From the DHO perspective, outreach has had a positive impact on CHC service uptake by PWUM 

as seen in the increased number of services that CHC provides to PWUM. Health workers 

appreciate the role of Karisma’s outreach workers who promote health services to PWUM and act 

as a bridge between PWUM and health facilities. A focus group discussion respondent stated that 

trusting relationship and open communication that outreach workers have fostered with PWUM 

are two most critical skills that health workers may not be necessarily have. 

“They may not necessarily be willing to open up to a doctor. They may not readily visit a 

Puskesmas. But if Karisma’s outreach team is around, you know how some clients perhaps 

feel the need for communication and trust, they need the outreach team too” (Health 

Stakeholder_CHC 03) 

Some expectations that the health sector has of Karisma’s program is 1) that there will be more 

outreach workers to reach out to more PWUM, 2) that the knowledge and capacity of outreach 

workers will increase, and 3) that outreach workers’ deployment to a particular CHC will be for a 

longer period to minimize confusion among CHC health workers.  

“Improvement is probably because so far the personnel of Karisma changes all the time, so 

for health workers …., for myself it is because I know you all, so I know you. But for doctors 

and nurses, they become confused, which staff of Karisma are we dealing with now” (Health 

Stakeholder_CHC 04) 

In addition to expectations of Karisma, health workers in Puskesmas 04 also expect that 

stakeholders establish a regulation that guarantees harm reduction interventions among PWUM. 

The current pandemic situation has required CHC workers to limit the number of PWUM who can 

access health service, which affects the overall outreach process. Aside from coordinating with 

DHO and CHC, Karisma collaborates with several non-government organizations to intensify its 

outreach program and expand OWs’ coverage. Karisma recognizes that PWUM can also belong to 

other key populations, such as People Living with HIV/AIDS (PLWHA) and Men who Have Sex with 

Men (MSM) communities.  

 

The willingness of DHOs and CHC health workers to work with outreach workers in coordinating 

health service delivery provides support that is critical for sustained outreach. This is possible as 
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DHO and health workers realize how important harm reduction interventions are for PWUM. 

Karisma also realizes that a different strategy that can scale up outreach coverage is necessary. One 

approach is by partnering with key population organizations, who welcome the idea since 

partnership will provide benefits to their members who are PWUM as well. This is one example 

where health institution’s support plays a role in expanding the coverage and performance of an 

NGO’s outreach activities. 

 

 

2) Community 

In field visits, before performing any outreach, the first activity an OW will do is explain their goal 

and objectives to the local community figure (Head of Neighborhood Group or RT/Head of 

Community Group or RW). Approval from the local community leaders is essential for outreach, 

and people’s openness and acceptance of outreach workers vary from place to place, depending 

on the community’s familiarity with the concept of outreach and the issue of methamphetamine 

use. OWs also need to skillfully highlight aspects of Karisma’s program that may generally be 

considered more positive by the general population for example the running of a rehabilitation 

facility.  

“Well it depends on the area. Some areas like for example Berlan, in Matraman. In one 

community in that area, the RT RW no longer see meth use as taboo, so we can build 

communication and synergize with them. But there are areas where we must protect the 

PWUM so that …. so that their status will not be revealed, etc. It’s like that” (Program 

Manager)  

 

“We need to first inform the RT/RW, educate them, at least we have a rehab facility. We 

provide rehabilitation service. In the end they, “Oh so Karisma also provides rehabilitation.” 

(Field Coordinator) 

 

As mentioned previously, Karisma’s outreach workers need to be able to manage community 

leaders who may be less open and perceive methamphetamine harm reduction intervention as 

an indication of supporting methamphetamine use. There are times when OWs encounter an 

individual or a group of individuals who are under the influence of drugs such as what one OW 

experienced with several thug-looking people who roughly demanded to be given a glass pipe. 

This creates an uncomfortable feeling that may impede OWs’ performance or even potentially 

be life-threatening as OWs carry out their task. 

 

PWUM who are being reached may also respond differently to the outreach attempt. Some 

associate outreach activities with an opportunity to earn money and will indirectly request some 

financial compensation for their participation in activities. OWs will usually try to reassure them 

that a souvenir will be provided as compensation. Other PWUM tend to cancel a previously 

agreed appointment at the last minute, causing OWs time and resources (e.g., transport cost) 

and requiring OWs to renegotiate an alternate appointment time with the newly reached PWUM. 
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“some of the PWUM, they’re sort of.. how do I say it…? I mean everything is very commercial 

and is tied with money. For example, we invite them to a discussion, a group discussion, 

this, and that. They will for sure say do we get money or not.” (Outreach Worker 03)  

The local community can provide support to outreach, such as when the leader in the community 

or neighborhood is open to the goal of harm reduction as minimizing the adverse impact of 

methamphetamine use on PWUM. On the other hand, the local community can also hamper 

outreach activities. First, some communities regard discussions about methamphetamine as 

taboo, and may reject OWs’ presence. Second, there are areas where activities can be disrupted 

by individuals or groups under the influence of drugs who roam about the neighborhood. Third, 

PWUM may have other activities that cause them to cancel an appointment with an OW at the 

last minute. 

 

3) Security  

Security is influenced by two government agencies, i.e., the National Narcotics Board (BNN) and 

the police force. On one occasion Karisma’s activity in an area was abruptly taken over by the BNN, 

whose activities are geared toward identifying and arresting people who use drugs. This created 

a lot of anxiety on the surrounding community and the PWUM themselves as well as reduced the 

respective OW’s credibility in the eyes of PWUM.  

“We explained to them that it wasn’t us, that activity was not ours. It turned out, BNN then 

swept the area, and had the community go through urine testing. The next day the 

community called us again, and we clarified to them that it wasn’t us who did it.” (Field 

Coordinator) 

The police force had a different approach. Prevention materials that OWs carry around, 

specifically the glass pipe, can create controversies. OWs sometimes express concern going to the 

field with prevention materials, specifically the glass pipe and foil, after an OW was arrested by 

the police for carrying prevention materials. Other OWs got into a similar predicament for buying 

glass pipes, and the time in detention cost OWs time and energy, as well as loss of materials that 

were confiscated by the police. Therefore OW 03 hopes that police-Karisma coordination and 

collaboration can be established to prevent a similar problem in the future. 

“When they ordered some glass pipes in Taman Sari, in Glodok. They bought glass pipes 

and were arrested. As they were going home, the police arrested them, put them in a 

car, and interrogated them for around one hour (laugh). Luckily, they had their 

assignment letter with them and other stuff. They were questioned for one hour and 

were later released. But the pipes were seized” (Director of Karisma) 

In this study, the two agencies that function to maintain security were less supportive of Karisma’s 

outreach program, which is thought to be due to a difference in perspective and goal. The BNN 

and police force are mostly focused on one goal, which is to eradicate methamphetamine use and 

distribution (through arrests and/or rehabilitation), while Karisma is focused on addiction 

recovery for PWUM who are ready, as well as prevention of, or recovery from the harm caused by 

methamphetamine use. 
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The above paragraphs describe the contextual factors that surround Karisma’s interaction with 

health institutions, and the community, and the security aspect in the field. Some interactions are 

planned, while others are incidental, and through the interactions, some supporting and inhibiting 

factors can be identified. Factors that support outreach activities are a) collaboration between 

Karisma and the DHO and HC; b) openness of community figures and members in the outreach 

area. Inhibiting factors are a) legality of glass pipe as a methamphetamine harm reduction 

material; b) interventions by BNN and the police during Karisma’s outreach activities; c) refusal 

from community figures and members in the outreach area; d) interference from certain 

individuals or groups (e.g., thugs) who are under the influence of drugs. 

c. Program Achievement 

1) Program coverage  

Program coverage is obtained from secondary data that consist of 1) Karisma’s report to Mainline 

from 2016 to 2019 (Mainline Narrative Report); 2) Karisma’s Year-End Report (2018-2019), 3) 

Compilation of January 2020 activity reports, and 4) Minutes from coordination meetings with the 

Mainline Team in June 2020. Most program coverage data are documented in those reports, 

primarily in the annual reports that Karisma submitted to Mainline. However, data on the number 

of PWUM who completed risk assessment forms (IRA/DAS/SRQ) are not available. A reporting 

template that Mainlines provides, which is used in Karisma’s reports to Mainline, has facilitated 

report preparation, but some differences were observed in the report content, in data 

completeness and presentation. Tables and graphs in the report from different years do not 

contain the same data components, limiting one’s ability to specifically compare program coverage 

data. 

 

a. Number of PWUM reached by the program. 

The harm reduction program for PWUM started as a pilot project that Karisma implemented in 

2016 with support from Mainline. The project has continued till today. In 2019, the project 

performed outreach in 102 spots in 25 sub-districts that are spread throughout the five 

municipalities of DKI Jakarta Province. The number of PWUM that Karisma’s outreach workers had 

reached between 2016 and June 2020 is shown in Figure 1 below. 

 

Figure 1. Number of PWUM Reached between 2016 to June 2020 
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Sounce: Karisma’s 2016 – 2019 narrative reports; Minutes from coordination meetings with 

Mainline Team June 2020 

 

Figure 1 shows that the number of PWUM reached steadily increased between 2016 to 2018 but 

decreased in 2019. The achievements in 2017 and 2018 exceeded the target but failed to reach the 

target in 2019. The target became progressively higher between 2017 and 2019 but had to be 

reduced in 2020. Interview with the field coordinator revealed that the initial target for 2020 was 

1,700 PWUM but was later reduced to 1,300 to consider the COVID-19 pandemic situation. Figure 2 

shows that the majority of PWUM reached in 2017 were new clients (new reach), while the 

following year, in 2018, most PWUM reached were existing clients (recontact). There is no data 

available for new reach and recontact in 2019 and the majority of PWUM reached in January 2020 

were new clients.  

 

Figure 2. Number of new clients (new reach) and existing clients (recontact) in 2017-2018 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Ssource: Karisma’s 2017 narrative report; Karisma’s 2018 Year-End Report  

 

The gender characteristics of PWUM who were reached between 2017 and 2020 (January) is 

illustrated in Figure 3. The majority of PWUM were male, followed by female, and only a small 

proportion of PWUM were transgenders. Age wise, from 959 PWUM who were reached, the largest 

proportion was between 31-40 years of age (41%), while the 21- to 30-year age group was the 

second largest group (34%).  

 

Figure 3. Characteristics of PWUM by Gender, Year 2017-2019  
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Source: Karisma’s 2017 & 2019 narrative reports; Karisma’s 2018 Year-End Report 

 

Figure 4. Age Characteristics of PWUM, Year 2019 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: Karisma’s 2019 narrative report  

Figure 5 shows the characteristics of PWUM reached based on secondary data. Most (111) of the 

187 PWUM reached by the five outreach workers in January 2020 were recontact, and most 

PWUM, both recontacts and new reaches, were male. 
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Figure 5. Characteristics of PWUM Reached in January 2020 

 

 

 

 

 

 

 

 

 

 

 

Ssource: Karisma Narrative Reports, January 2020 

 

b. Number of IEC media and prevention materials distributed to PWUM. 

Information, education, and prevention materials are efforts to increase PWUM’s awareness about 

the harm reduction of meth use. Leaflets are IEC media, while prevention materials that PWUM 

receive consist of glass pipe (cangklong), condom, lubricant, matches, foil, alcohol swab, and 

injection device. The quantity of leaflets and prevention materials that were distributed to PWUM 

in each area in 2019 is detailed in Table 1.  

 

Table 1. Quantity of IEC media and prevention materials distributed to PWUM in 2019. 

Municipality  Leaflet  Condom 

 

Lubrica

nt  

Syringe 

and 

Needle  

Alcohol 

Swab 

Match

es 
Foil 

Glass 

Pipe 

(Cangklo

ng) 

Central 

Jakarta  126 55 0 4 0 41 23 45 

North Jakarta  47 194 21 0 0 30 23 1 

West Jakarta  439 957 268 86 22 402 12 12 

South Jakarta 212 252 4 27 12 106 94 40 

East Jakarta 292 230 6 11 9 275 145 41 

Total 1116 1688 299 128 43 854 297 139 

Ssource: Karisma’s 2019 narrative report 

 

Table 1 shows that 1116 leaflets were distributed to PWUM in the five municipalities of DKI Jakarta 

Province in 2019, while the most common prevention materials distributed were condom and 

matches. Only 139 glass pipes (cangklong) were given out, while some syringes and needles were 
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given to PWUM who inject drugs. It can also be seen from the table that most IEC media and 

prevention materials were distributed to PWUM in West and East Jakarta. 

 

c. Number of PWUM who completed risk assessment forms (IRA, DAS, or SRQ).  

Risk assessment is one outreach indicator that a PWUM harm reduction program needs to monitor. 

However, data on the number of risk assessment forms (IRA, DAS, and SRQ) that PWUM had 

completed throughout the program between 2016 and 2019 cannot be derived from the secondary 

data obtained. 

 

d. Number of PWUM who were referred to services (health and non-health service) 

The number of PWUM who were referred by outreach workers and accessed health service in 2017 

to 2019 is listed in Table 2. 

 

Table 2. Number of referred PWUM who accessed health service in 2017 – 2019. 

Health Service  
Year 2017 Year 2018 Year 2019 

Referred Accessed Referred Accessed Referred Accessed 

HIV Test/VCT 235 174 n/a 303 651 218 

STI Test 49 46 n/a 155 94 44 

ART Service 8 2 n/a 35 140 70 

TB Screening 3 2 n/a 55 356 73 

Hepatitis C Test n/a n/a n/a 49 487 137 

Mental Health n/a n/a n/a 13 173 80 

CD4 Count n/a n/a n/a n/a 1 1 

Viral load Test n/a n/a n/a n/a 5 5 

Ssource: Karisma’s 2017 – 2019 narrative reports 

Tabel 2 shows that in 2019 PWUM had access to eight types of health service, four of which were 

already accessible since 2017. These included HIV test/VCT, STI test, ART, and TB screening. In 2018, 

Hepatitis C testing and mental health service were added to the list of accessible service, followed 

with CD4 count and viral load testing in 2019. Over the years, most PWUM who were referred for 

HIV test/VCT did access the service. In 2019, 173 PWUM were referred for mental health service, 

but only 80 of them admitted accessing the service. 

 

In 2019, Karisma had targeted to establish a collaboration with 44 CHC in the five municipalities of DKI 

Jakarta Province, i.e., Central, West, East, South, and North Jakarta, for provision of mental health 

service for PWUM who are reached. Figure 5 details the frequency PWUM access mental health 

service in various health facilities in 2019.   

Figure 5. Frequency of Mental Health Service Access by PWUM categorized by Health Facilities in 

2019 
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Ssource: Karisma’s 2019 narrative report 

 

Figure 5 shows that in 2019, mental health service was already available in 12 CHC. PWUM are also 

able to access mental health service in several hospitals, and most PWUM went to Cengkareng 

Hospital and Jatinegara CHC for their mental health service.  

 

During outreach, outreach workers do not just refer PWUM to a health service. Instead, PWUM 

can be referred to a peer support group, or to a legal assistance service, as listed in Table 3.  

 

Table 3. Referral to Non-Health Services in 2017-2018 

Other Referral 
Year 2017 Year 2018 Year 2019 

Referred Accessed Referred Accessed Referred Accessed 

Support group 204 112 n/a 490 133 120 

Legal assistance 23 3 75 24 15 12 

Ssource: Karisma’s 2017 – 2019 narrative reports 

 

 

e.  Number of PWUM involved in an outreach program (cadre/volunteer/satellite) 

PWUM’s involvement with the program started in 2016 as volunteers and peer educators who 

assisted outreach workers in program implementation. In 2017-2018, Karisma had five outreach 

workers to cover the five municipalities of DKI Jakarta Province. However, in 2019 only four OWs 

remained, so one OW had to cover two municipalities. Volunteers assisted OWs to gain access in a 

new outreach site, while peer educators are clients who are specifically trained to help provide 

information and education on harm reduction of meth use within their own community. The 

number of PWUM who were involved as peer educators and volunteers between 2016 and 2019 

is illustrated in Figure 7.  

 

Figure 7. Number of PWUM who were involved as peer educators (PEs), volunteers, and satellites 

in 2016-2020 
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Ssource: Karisma’s 2017 – 2019 narrative reports; in-depth interview with field coordinator 

 

Figure 7 shows that the number of PWUM clients who were involved as volunteers and peer 

educators peaked in 2017, but gradually decreased in 2018 and 2019. Direct data on the number 

of volunteers who were involved in the program in 2019 was not available, but secondary data 

shows that in 2019 Karisma focused its attention on capacity strengthening of volunteers. Starting 

in early 2020, seven PWUM have been serving as satellites and helping OWs implement outreach 

and distribute prevention materials.  

 

Observation of the overall coverage data reveals that the number of PWUM reached by the 

program in 2017 and 2018 exceeded the target, but the following year, in 2019, the number 

dropped to far below the target (56.41%), and the trend for 2020 shows another decrease as well. 

Target data is also not segregated into the number of newly reached PWUM vs the number of 

recontacts in 2019. Similarly, no data is available on the quantity of IEC media and prevention 

materials that is targeted to be distributed to PWUM, or the percentage of PWUM who are 

targeted to receive IEC media and prevention materials each year. Information about targeted 

percentage of successful referral to health service and PWUM’s involvement in the program is also 

not available. 

d. Program Sustainability 

To ensure sustainability of field activities, Karisma implements a variety of strategies with different 

stakeholders. This includes initiating a collaboration with NGOs who work in the same location, 

for example those who focus their intervention on MSM, transgenders or sex workers. These 

NGOs also provide information about methamphetamine to their clients, which is followed up by 

Karisma’s outreach workers in the form of joint outreach to provide further information and offer 

follow up services as appropriate. 

“… YKB (Kusuma Buana Foundation), YIM (Inter Medika Foundation), those in Jakarta I mean, 

YPJ (Pesona Jakarta Foundation), YSS (Srikandi Sejati Foundation), so we try to create a 

network with those who work with clients, can we do joint outreach, we open a door …if they 

want to refer a client, they can say, here’s a friend of mine, a client of mine who uses drugs, 
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please refer him directly to Karisma, here’s a phone number, so they give out the phone 

number of Karisma’s staff, something like that”  (Director) 

Such collaborations have enabled Karisma to reach out to a larger variety of groups that previously 

was not possible through a location-based approach that focused on areas known to be locations 

of methamphetamine smoking. Referral from NGOs who work with key populations has allowed 

messages on the impact of methamphetamine use to reach other communities and other regions.  

Karisma also collaborates with the local CHC to facilitate smooth referral of PWUM and help meet 

outreach goals. Instead of just receiving prevention information, PWUM can have access to a 

range of services that relate to HIV, substance dependence or mental health. This also supports 

sustainability of field activities. 

“Yes, so everyone can access whatever services that are available in the CHC. They will be 

screened first in the General Outpatient Polyclinic, then if their condition is specific to 

substance abuse, they’ll be sent to the drug dependence service. It is a drug dependence 

service, not the drug dependence polyclinic. Not all CHC have a Polyclinic for drug dependence.’ 

(Health Stakeholder) 

To create a conducive environment for outreach workers, Karisma also conducted a sensitization 

activity for local stakeholders, specifically RT/RW officials. This is to avoid any misperception in 

the community about the work of outreach workers considering that drug use is still an issue that 

the society considers sensitive. Buy-in from the RT/RW officials will provide outreach workers 

more freedom to routinely visit PWUM in the area. Sensitization activity can strategically be used 

to gain information from the community and local stakeholders about the PWUM network in the 

area. It also adds credibility to the outreach worker who will be doing formal activities and are 

affiliated with a real institution. 

To ensure the safety of outreach workers during outreach, Karisma approached the police units 

in the area and sensitized them about the outreach activity that Karisma is implementing. 

Sensitization is essential to avoid any misunderstanding in the field considering that most 

outreach locations are also areas under police surveillance for crime control. Coordination and 

collaboration with the police provide Karisma with the opportunity to perform education and 

advocacy on the health needs of drug users to reduce the harm of drug use. Currently people who 

use drugs are perceived as criminals rather than victims who need help to overcome their 

dependency. Through collaboration with local police units, one can advocate for support for 

health service for drug users.  

“The relationship that we have fostered with the police is. I can’t say we have a good 

relationship, sometimes it’s good, sometimes we all know that ATS (amphetamine-type 

stimulant) is still a sexy project for police officers … we cannot deny that some officers are quite 

objective, they treat users well, and regard users as victims, not as perpetrators, etc., but 

overall, the reality that we all see is that the number of PWUM who are considered as 

perpetrators is still quite high.” (Program Manager) 

Another support that Karisma try to cultivate is collaboration with the health sector, namely the 

provincial health office, district health offices and CHC. The collaboration helps build the capacity 

of CHC’ staffs on drug-related health issues and opens a service referral path between CHC and 
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Karisma. Positive impact is also seen in other strategic aspects such as in CHC or health offices’ 

policy development and Karisma’s program evaluation. Overall, stakeholders in the health sector 

in Jakarta are familiar with Karisma’s general and specific HIV prevention activities among PWUM. 

“We build a relationship with the Ministry of Health through the issue of injected drugs, and 

then injection and HIV, and then with the provincial health office, district health offices. Then 

we also have MOUs with several CHCs in the area as referral centers” (Program Manager) 

Collaboration with various stakeholders, in the field all the way to the provincial level will provide 

long-term benefits for outreach workers’ daily activities and facilitate future sustainability once 

funding support from Mainline comes to an end. Exposure to Karisma’s program is hoped to 

encourage stakeholders, specifically health care providers or CHC, to continue providing services 

to PWUM as part of outreach activities to HIV key populations in their respective area.  

“For us this presents values that are unique, it is how we can continue the program as we go 

forward, and our condition is supported by Mainline for activities that are outside the program 

like I said earlier. Sometime ago we had a national dialogue on HR, and we did some lobbying 

during development of a national action plan in which PWID was changed to PWUD. It raised 

hopes that after Mainline’s support ends we can get another funding support to continue our 

work” (Program Manager) 

Efforts to create a conducive environment in the field will be meaningless without outreach 

workers who routinely and consistently do their activities. It illustrates Karisma’s commitment 

toward behavior change interventions and access provision for PWUM in the area. Generally, 

outreach workers are on the road, carrying out their responsibilities, for four days each week. This 

translates to 4-5 hours a day. The remaining 3 hours each day will be spent on administrative 

duties at the office (writing daily reports, preparing for discussion or field meeting, daily activity 

planning, field coordination and logistics preparation i.e., prevention materials that consist of 

condom, glass pipe, sterile injection devices or IEC).  

Routine visits to the field are generally done with attention to the need of PWUM in the area. If a 

client needs to access health service at a CHC that is open from morning to afternoon, then visits 

to the field will be performed from afternoon to evening, for example between 4 pm to 8:30 pm. 

Otherwise, outreach workers can go to the field earlier, right after they complete their routine 

activities in Karisma’s office.  

“For example, at a certain time, then we agree to meet, for VCT or TB test or Hep C, something 

like that. So, we tailor our schedule to the need. If there is no appointment to access a certain 

health service, then I will go to the field at this hour” (Outreach Worker 1) 

In routine field visits outreach workers try to meet PWUM who were contacted previously to 

establish routine contacts. This is key in outreach since repeated contact encourages behavior 

change, allows assessment of risks, and exploration of health service need. PWUM who are 

routinely contacted can also help direct OWs to other unreached PWUM. On average, each PWUM 

will be recontacted by an OW at least once or twice in a month. This is based on the size of each 

OW’s coverage area and the relative distance between one location to another that can be quite 

far. OWs usually create their own schedule of visits to locations in their coverage area. 
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2. Program Quality  

a. Characteristics of PWUM 

Interventions that Karisma performs reveal that some PWUM in Jakarta started as injecting drug 

users and switched to methamphetamine due to the ease of obtaining crystal meth in the black 

market and shortage of heroin because of frequent raids. PWUM who started as PWID tend to 

use more than one narcotic. Some of them participate in Methadone Maintenance Treatment 

(MMT) and use other narcotics such as alprazolam, tramadol, and other mixed drugs, as one 

focus group discussion participant shared below:  

“In fact, if we do urine testing on MMT participants, it is possible we’ll find some of them 

mixing drugs. Most of them will be positive for meth. So, we stop them. Then 50% of 

Methadone patients also obtain HIV treatment” (ERV-FGD with Stakeholder). 

Several MMT facilities apply sanctions on participants with positive drug screen as it indicates 

they are using other narcotics outside methadone. Punishment ranges from immediate 

exclusion from the program to methadone dosage increase to methadone dosage decrease to 

deter further violation. 

Methamphetamine users are not limited to adults but have also included adolescents between 

the age of 15-18, junior high school as well as university students. People who enjoy 

methamphetamine belong to all economic levels, the bourgeois all the way to workers in the 

informal sector such as parking attendants, street children, and the unemployed. Each has their 

own way to obtain methamphetamine, as one FGD participant mentioned below:  

“Even new users. Junior high school students are already affected. So Mr. L can say, crystal 

meth is a drug that hits everyone. Street cleaners, food vendors, even elite politicians are 

affected. Basically, it is a total sweep. It does not matter where they are from, which group 

they belong to, whether they’re part of a key population or not. Crystal meth is at all 

levels. It is more…errr. everyone is affected. All groups of the population are affected. Even 

children, junior high school student, Rp.50,000 and you get it. 5 people, each gives 10, and 

they buy meth” (FGD with Stakeholder). 

So far Karisma has been focusing its interventions on the middle to lower-income level 

community since the upper income level groups are relatively harder to reach and tend to be 

closed to outsiders (hidden population). To comfortably use meth, these individuals typically 

like to form their own group consisting of 3-4 people who engage in a “ritual” such as what DY 

shared during an FGD: 

“They won’t use meth alone. For sure they will do it in groups of 3 or 4 people. That is at 

a minimum. The maximum can be more. If they use meth alone, they will end up like 

Lukman, dead meat” (DY-FGD with Stakeholder).     

Use of crystal meth as a group is associated with a stronger euphoria compared to the feeling 

one gets in using meth individually. In a group, everyone will also contribute funds to buy crystal 
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meth, which is another incentive to belong to a group, and the activity is always accompanied 

with food and drink, particularly when the activity is carried out in a private location such as a 

house, apartment, or hotel room. Since methamphetamine stimulates the central nervous 

system, entertainment venues are quite often the favourite location for crystal meth users. 

It can be concluded that PWUM in Jakarta come from a variety of background, from those who 

started as PWID, to female sex workers and late-night entertainers, to office employees. 

Everyone, regardless of age, is relatively vulnerable to this drug, including teens and university 

students. PWUM can also come from middle to low-income level communities, where Karisma 

works, or upper-income level community which is relatively harder to reach. 

Methamphetamine use is not associated with any specific gender, and PWUM who are reached 

by Karisma are mostly adult men and women, with a small proportion of teens. Transgender is 

rarely encountered. In terms of sexual orientation, a large proportion of PWUM would be 

heterosexual and homosexual. Crystal meth has been a recent trend among men who have sex 

with men (MSM), and an outreach worker shared how some communities he had reached out 

to like to invite friends from out of town for a crystal meth use session at a hotel or rental room. 

“On Saturday night, those MSM friends, perhaps from all over the province would gather 

there. Like for example from Padang, and somewhere else. They will transit at a hotel, or 

spend the night in their friend’s rental room, just for one “happy-happy” night. On Sunday 

they will all return home” (Outreach Worker 04). 

The weekend is considered by MSM communities as the best party time after a week of hard 

work and methamphetamine use is mostly intended for sexual pleasure (fun sex), for a longer 

sexual intercourse with their partner. 

“MSM I think are riskier than friends who are heterosexual. Hetero friends use meth to 

relax, but MSM do so more for high fun. 90% of them use meth for that, right?”  (PWUM 

06) 

The majority of PWUM who are heterosexual are former PWID who turn to crystal meth. A small 

group of PWUM are female sex workers and they are often encountered during afternoon or 

evening outreach following the habit of PWUM who tend to prefer evening entertainment 

venues. Karisma’s outreach started with the basic PWID community, so the starting point was 

PWID who become PWUM. However, it has become clear that PWUM in Indonesia are no longer 

dominated by men, but have included all genders (male, female, transgender) of various sexual 

orientation, heterosexual, bisexual, and homosexual (gay, MSM, and lesbian). 

The location where PWUM can be found is slightly more difficult to characterize than that of 

PWID but can be predicted based on the effect of the substance. Methamphetamine is a 

stimulant, while heroin that PWID use is a depressant. Consistent with its stimulant effect, 

PWUM prefer evening entertainment venues such as discotheque, cafes, and food stalls. They 

also like to carry out their activity in a house, rental room, hotel, or apartment as stated by one 

resource person: 
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“Their location varies. PWUM prefer closed up places. So, they mostly do it at home, in 

someone’s house. There are hotspots like for example in North Jakarta, it’s that Kebon 

Pisang, Bonpis area. That’s quite well-known, yes, that area is. Some also choose rental 

rooms, or others like to hang out in cafes, something like that” (Outreach Worker 01). 

Outreach workers can also meet PWUM in a health facility such as CHC, particularly those who 

use a mixture of drugs, methadone, and methamphetamine. Others can be found as they do 

activities in a studio, or a satellite’s place where they hang out. As a closed population, outsiders 

may find PWUM difficult to access but they can be found easily in cafes and entertainment 

places.  

b. Access 

In this context, access is broadly defined as the extent the target group is exposed to program 

interventions. Outreach that consists of contact with PWUM and information delivery is part of 

access. Initial approach to introduce outreach workers and Karisma as an institution is a strategy 

to give PWUM access to services that they need. Access also includes distribution of IEC media, 

condom, glass pipe, and facilitation of health service for PWUM. 

The paragraphs above describe that the outreach process whereby outreach workers interact 

with PWUM, provide information, counselling, and referral, also how PWUM respond are all 

part of PWUM’s initial acceptance of the harm reduction program. PWUM’s response varies. 

Those who welcome the program are those who have interacted with outreach workers or an 

outreach organization in the past. They may also be former PWID who have worked with 

Karisma and switched to crystal meth when heroin became scarce. Most outreach workers are 

also former drug users who can easily interact and integrate with the target group. This is stated 

by a PWUM below: 

“Overall, they’ve known Icut for a long time, since year 2000 or something. Then the other 

day he messaged me on WhatsApp. in terms of communication, meeting face-to-face, we 

do it almost every day, then suddenly he made an offer this this this, so I was surprised” 

(PWUM 04). 

PWUM’s positive response toward the program can also be attributed to the outreach strategy 

that Karisma applied, such as distribution of glass pipe since the early stage of the program until 

today. Prevention materials help create a smooth interaction and a trusting relationship 

between outreach workers and PWUM. 

Not all PWUM readily accept outreach workers’ approach. Avoidance, ignorance, fear, and 

suspicion are also common responses, mostly from PWUM who are not yet familiar with the 

harm reduction program and do not perceive problems with their substance use. These 

individuals tend to have a more closed attitude and are resistant to the program, as stated by a 

Program Manager: 
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“So, they’re open when we want to implement a program, but ATS users are more closed, 

they don’t feel that they have a problem so indeed there are more challenges with them 

compared to when we implemented an HR program among PWID.” (Program Manager) 

Outreach workers acknowledge PWUM’s resistance and their relative difficulty to accept 

outreach effort and program intervention compared with PWID. A specific strategy is therefore 

necessary to meet PWUM’s needs such as establishing satellites or utilizing PWUM’s network 

to obtain support. Satellites act as a bridge between outreach workers and these exclusive, 

extra-hidden PWUM groups. Satellite is a place or site run by a peer affiliated with Karisma who 

is also a former PWUM. Satellite coordinates and facilitates PWUM to access service, though 

such effort requires a significant amount of time as stated by an outreach worker below: 

“Rejection is more with…, usually there are more rejections from meth users, PWID. If 

there are no refusals … but we still have a strategy, we go through a satellite, or a 

stakeholder, or through health care providers, we can do those.” (Outreach Worker 02) 

Karisma’s strategy to reach out to PWUM using glass pipes can sometimes also raise PWUM’s 

suspicion, particularly in the introduction stage. PWUM worry that they will fall into a trap, or 

that they are dealing with a cepu. Cepu is a term used for an individual who is a police informant 

/ spy. Explanation about glass pipes being part of outreach activities is often not enough to 

soothe PWUM’s concern as there are instances where glass pipe results in problems with law 

enforcement officers. A PWUM expressed his concern below: 

“My fear is that there will be surprises, there’s a glass pipe inside. I’m surprised, I mean, 

how come you’re giving out glass pipes. How do you distribute these, so it’s scary, I’m 

afraid of cepu” (PWUM 01) 

Concern about carrying glass pipes is also raised by Karisma’s Program Manager as well as the 

outreach workers since there is no regulation that specifies glass pipe as a prevention material, 

unlike injection devices for PWID that have been known as harm reduction devices and are 

supported by the government. Without a formal policy that legally establishes glass pipe as a 

prevention material, Karisma’s management will not be able to make a strong enough argument 

for the release of outreach workers or PWUM who are caught carrying glass pipes. This poses a 

barrier to program intervention, as stated by Karisma’s Program Manager: 

“... well, as far as procurement we don’t have a problem, while from the legal side we’re 

quite nervous actually since there is no legal basis for this. It’s different with PWID, we 

can carry sterile needles wherever we go, it’s already legal, but in this case when we bring 

foil, there is no legal foundation for that.” (Program Manager) 

Concerns raised by Karisma’s management and PWUM are not without reason since law 

enforcement officers have engaged in a practice of using glass pipe as an indicator that an 

individual is using methamphetamine, even though in the absence of actual key evidence, no 

criminal charges will be filed. Distribution of glass pipes also receive mixed responses from 

PWUM, with some interpreting it as Karisma’s act of supporting and facilitating 
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methamphetamine use. Explanation about glass pipe from outreach workers can confirm 

PWUM’s knowledge and conviction about the program, as stated by one PWUM: 

“Yes, that’s why my concern is that instead of eradicating the practice, you’re actually 

multiplying it, you’re giving more freedom to users, by supplying the equipment. That’s 

all, but I understand your education, it makes sense, so I’m keeping a positive thought and 

looking at it from the health perspective” (PWUM_02) 

How outreach workers approach PWUM and establish communication with them significantly 

affects PWUM’s acceptance of the program. Treating PWUM as an equal peer in communication 

is key in order to create a comfortable atmosphere where PWUM do not feel they are being 

regarded as clients or objects of a program. Instead, they feel they have friends and outreach 

workers are supporting them to obtain their health rights. An outreach worker shared his 

experience below: 

“So, the strategy is not to regard them as a client or as someone you have to coach but 

just consider them as your friend” (Outreach Worker 01) 

Overall, PWUM’s acceptance of a program depends on the strategy that the respective 

institution implements. Karisma develops its strategy with an emphasis on utilization of local 

resources such as peer groups from the target community, satellite establishment, and 

provision of media – glass pipe – to gain access into the target community. Communication is 

another determining factor. New outreach workers who may be unsure in their first interaction 

with PWUM can often spark suspicion on the part of PWUM, causing difficulties to gain access 

to the community. Communication therefore must be more relaxed, and less rigid, using a “I 

know you, we’re buddies” principle, regarding PWUM as friends, not as clients or objects of a 

program. This facilitates trust. 

c. Benefit of the Program. 

PWUM receive a variety of benefits from Karisma’s intervention program, from gaining new 

knowledge and health information to obtaining prevention materials. They appreciate the 

information that glass pipe is not evidence of a criminal offense and advocacy can be made for 

eliminating arrests or detention of individuals based on this prevention material. PWUM feel 

comfortable that an NGO will defend them when they are arrested because of this material. A 

PWUM stated this below: 

“Yes, so let’s say we’re caught red-handed that we’re carrying that device, we can call 

Karisma, because we have data, it’s there. That’s what we heard” (PWUM 04) 

Another PWUM expressed a similar opinion in relation to legalization of prevention materials 

(glass pipe). Initially there was fear and worry about carrying prevention materials, but with 

increased knowledge about the lack of statement in the criminal code that prevention material 

is a crime, PWUM become aware that glass pipe performs a similar function as injection devices. 

“It’s just that, I mean, how do I say it, so I mean a sense of security is that if there is ever 

an incident, I can talk to Bro Heru regarding that issue if one day I’m carrying a glass pipe, 
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or there is a chat conversation inquiring about meth, about the act. You see, Bro Heru said 

that there’s actually no article in the law about it, so I can, … I can share this to Bro Heru 

so that. so that … let’s see, ... Bro Heru can say so, and I can in turn tell the police officer.” 

(PWUM 01) 

Another benefit cited by PWUM is the added knowledge about health, about transmission of 

TB and COVID-19 through sharing of equipment. This is new information that truly raises 

PWUM’s awareness since most of the information they received in the past has revolved around 

prevention of HIV, and it has never occurred to them that there can be other diseases associated 

with methamphetamine use. 

“Yes, it’s really useful, particularly for me since I kind of have a better understanding, so 

for friends who … most friends who use meth, they’re not aware about this, like for 

example, what do you call it…. Like there’s COVID now, so you can be infected when you 

share a glass pipe so it’s this kind of deep information, one that we didn’t know before, it 

turns out it’s like that, that’s all.” (PWUM 06) 

The new knowledge about the risk of sharing equipment raises PWUM’s awareness and 

encourages them to change their behaviour. They also share the information to their friends, 

and through persistent suggestions and counselling from outreach workers, psychologically 

PWUM learn to care about themselves. 

“It’s this part, the part about mental health and legal issues. It’s true, isn’t it… most people 

here are given advice, counsel about this, that, so some of them start to care about 

themselves. It’s like they feel it, they start to feel they care.” (PWUM 08) 

Interventions performed also have improved some PWUM’s health after realizing that sharing 

equipment carry risks that can harm their health. Real behaviour change is observed when each 

PWUM starts to bring their own glass pipe, even when they are using meth together as a group. 

This is stated by one resource person: 

“The benefit I feel now, thank God I’m better. So, in terms of health, I’m better now.” 

(PWUM 07) 

Along with better knowledge and higher awareness, there is also behaviour change by PWUM 

who previously were reluctant to access health care. Facilitation by outreach workers to visit a 

primary health care facility like CHC is particularly appreciated, as PWUM can receive care and 

medicine free of charge, even though PWUM did not specifically mention the type of service 

they access in CHC. 

PWUM also benefit from the glass pipe that is distributed as they will not have to purchase the 

glass pipe on their own, such as what one resource person shared below. 

“I don’t need to buy it then; I don’t have to take the trouble to buy it. You’ll get another 

one, so I was told. Each time there’s a shipment, a supply, you’ll get another one, I was 

told, if yours breaks, or becomes dirty or whatever, we’ll drop another one. Wow, thank 

you, so when will it be. Well, I don’t know, basically you’ll get more, so don’t worry about 
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buying. They also tease people, see…, so you each should have one, don’t share, he can 

use his, no need to use yours, do it in your own room.” (PWUM 02) 

Program’s benefit and the quality of outreach meetings are also assessed in terms of the 

frequency of contact between PWUM and an outreach worker in a month. Two meetings a 

month indicate that the meetings have met the standard quality. Meeting frequency depends 

on the need of each PWUM and the extent their need is met during a one-month period. One 

example is PWUM’s need for prevention materials (condom and glass pipe), and on average the 

estimate is that an outreach worker will have 1-2 contacts a month with a PWUM. However, 

the current COVID-19 pandemic has reduced the frequency of contact as stated by one outreach 

worker below: 

“we haven’t had face-to-face meeting anymore because of the Corona situation, so we 

only contact each other through the WhatsApp group.” (PWUM 01) 

It can be concluded that interventions that Karisma Foundation conducted for PWUM have 

received positive responses, particularly the establishment of satellites as PWUM’s centre of 

information. PWUM have also started to access health services though PWUM are not yet 

convinced about mental health service in CHC. Paranoia due to substance use has posed 

challenges for outreach workers who would like to encourage PWUM to access mental health 

service in CHC. PWUM also tend to feel that they do not have any health issues and finding a 

suitable strategy to address this issue is part of Karisma’s plan for follow-up action so that the 

goal of providing PWUM with expanded access to services can be achieved. 

d. Behaviour Change 

Karisma’s work had resulted in some clear behaviour change in some PWUM who started to 

visit a health facility and access health service. Previously these PWUM were reluctant and even 

anxious to go to a CHC as they could not imagine that services exist for PWUM, as one person 

stated below: 

“But when we find out ‘Oh, it turns out our country gives us free medicine and we can live 

normally.” At first none of us believed this, but it turns out we have a lot of brothers at 

Karisma, we say brothers, as they’re older, they’re positive, they can have families and 

lead a normal life without any problem, “Oh it turns out we can do it, why should we be 

afraid?” In the past all we know is that with HIV for sure you’ll be dead, HIV means a 

definite death, dead, and in fact you’ll even suffer.” (PWUM 07) 

For several PWUM, behaviour change also means a change from having no knowledge about 

risks to being more informed and aware about the danger of not adopting any protection such 

as condom. Since methamphetamine stimulates the central nervous system and enables 

individuals to have prolonged sexual intercourse, PWUM realize that they need to protect 

themselves by using condom during sex. A PWUM shared the following: 

“I’m more reminded about those things, when you use it, if you like those things, prepare 

all the protection that you need, so things like that. Yes, I’d do the same thing to my friend 
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“yes, why don’t you prepare some condom, carry them everywhere you go”, things like 

that.” (PWUM 06). 

PWUM are becoming more aware about the danger of sharing smoking equipment with a group of 

people, as well as the risk of drug tolerance that may cause an overdose, or even their life. The 

awareness has resulted in an initiative to start decreasing the dose of methamphetamine that they 

consume and preparing their own equipment. 

The outreach program that Karisma has been implementing starts with gaining access into the PWUM 

community, delivery of information, risk assessment and referral to health services. They are all part 

of access. Karisma’s strategy to establish satellites also enables PWUM to access information more 

easily, and the extent satellites have facilitated delivery of information, prevention materials and have 

met PWUM’s needs can be seen in the indicator below.  

On average, in one month an outreach worker will make one to two face-to-face contacts with a 

PWUM. If this number is converted to the need for information and prevention materials, these 

contacts are considered minimal, which means that it will still be difficult for PWUM to have their 

needs regularly met. Access to information will also still be limited unless information is supplemented 

with technology such as mobile phones. One remaining challenge will be in PWUM’s limited utilization 

of mental health service in CHC, which is thought to be caused by two reasons. One, outreach workers 

need some capacity strengthening to be able to provide information about mental health condition 

that can be better understood by PWUM. Two, stigma in the community about mental health service 

is still relatively strong and individuals who access mental health service are associated with severe 

mental health disorder or “insanity”. PWUM’s relative closed character and paranoid tendency as a 

result of their substance use is another challenging aspect. 

Overall, PWUM respond well to the program that Karisma offers even when access to service has been 

hampered by the COVID-19 pandemic. One barrier that is seen primarily relates to prevention material 

such as glass pipe that has not been formally acknowledged in regulations as a standard disease 

prevention tool for PWUM such that there continues to be fear and worry among OWs and PWUM. 

PWUM have demonstrated behaviour change from being fearful of outsiders to becoming more 

trusting and accepting of outreach workers. This gives outreach workers access to PWUM’s social 

network. The risk of sharing a glass      pipe is well understood and each PWUM has started to use 

his/her own equipment. Nevertheless, improvement is needed in service uptake, primarily among 

PWUM who pure meth users are. 
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3. Organizational Capacity 

a. Governance  

Karisma has been implementing the harm reduction program for people who use methamphetamine 

(PWUM) with support from Mainline since 2016 until today. Program components starting from 

planning, organizing, implementation, to monitoring and evaluation (M&E) are managed by a team 

that consists of a Director, Program Manager, Field Coordinator, Outreach Workers (OWs) and Data 

Manager. There are also volunteers (peer educators / satellites) who are involved in planning and 

implementation of outreach activities and monitoring and evaluation staffs who are involved in M&E 

report preparation. 

“We have a director, then program manager, also field coordinator, data entry staff, outreach 

workers, volunteers” (Program Manager) 

Interview with the Director and Program Manager of Karisma revealed that there is a clear separation 

of tasks and responsibilities for each staff, as well as a clear chain of command / line of vertical 

coordination. The role of each program team member is as follows: 

● The Director oversees the program at a macro level, including budget execution and program 

integration with existing services.  

● The Program Manager is responsible for the overall program. He/she coordinates with the 

Field Coordinator, oversees, verifies, and analyses program achievement as well as performs 

coordination with external parties such as the Provincial Health Office, law enforcement 

officers and other stakeholders. 

● The Field Coordinator coordinates outreach workers, verifies outreach reports before their 

submission to the Data Manager, mentors or trains new outreach workers and establishes 

collaboration with CHC as referral health facilities. 

● Outreach workers are responsible for field activities, which include working with clients, 

providing them with education on methamphetamine, and HIV, promoting health service 

uptake by clients. Outreach workers are also responsible for establishing relationships with 

relevant services in their respective area. 

● The Data Manager enters data from outreach workers’ daily reports from the Field 

Coordinator into the system and presents the data as weekly and monthly reports for 

evaluation of outreach activities. 

● Volunteers or satellites assist outreach workers in delivering information and education, also 

distributing prevention materials to PWUM. 

In the early part of the Harm Reduction for PWUM Program, Karisma uses a Guidebook and Pocket 

Book that were published by the HIV AIDS Research Center of Atma Jaya Catholic University. As the 

program continues, Karisma started to develop a book on outreach strategy that documents all the 

experience, and input from outreach workers. In addition to having the Guidebook as reference for 

their work, outreach workers are also bound by an outreach code of conduct that is incorporated into 

their work contract. Each new staff will receive an orientation about the outreach SOP and Code of 

Conduct, and the consequence of violating the code of conduct. Currently one outreach worker has 

not received the outreach guideline.  

 

“Last year we started to explore this, we’d like to try writing 1 separate book that we call a book 

on outreach strategy. That’s still ongoing since the person who was originally in charge of this 
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had some problems and he then resigned, so around the end of February we started over. We 

started with identifying the core information, and then we got some input from friends in the 

field, so we’re working on a book about outreach strategy” (Director of Karisma) 

 

“We have an outreach code of conduct that we usually include in the initial contract before the 

outreach worker starts his/her work. So, when we first recruit someone, we will explain to 

him/her what the field SOP is, including the code of conduct while they’re in the field, etc. That 

becomes their reference. Any violation will be reprimanded, once, twice, up to termination of 

employment.” (Director of Karisma) 

 

Outreach workers are also equipped with a letter of assignment and a badge (ID card / Name Tag). 

These are two most important documents that OWs must have with them as they go out to the field 

as these give OWs security. One outreach worker however reported that he has yet to receive a badge 

(ID card / Name Tag) from Karisma.  

 

“Letter of assignment, we do have that one. But we’re, we are, I am quite critical when it comes 

to name tags. I am new, and I did mention this to several friends at Karisma, the one with 

Mainline. I think we need name tags. Then they say, no need. Some say yes that’s needed, some 

say no, that’s the situation.” (Outreach Worker 04) 

 

Before starting outreach activities, a coordination meeting is held, attended by the Program Manager, 

Field Coordinator, Outreach Workers and the Data Manager. The meeting will discuss and agree on a 

monthly plan that will later be further broken down into weekly plans for each outreach worker. The 

plan will include the outreach area, target clients, outreach materials, also constraints and outreach 

strategy. Outreach workers’ performance against the target will also be reviewed based on a 

recapitulation of each OW’s daily reports. 

 

“Every end of the week, we will plan for the following week. We make a weekly plan, a timetable, 

for example today is Friday, this is just an example. I will make a plan for Monday, Tuesday, 

Wednesday, Thursday, and Friday next week. So, on Monday, where I want to go, what time, 

who I want to meet, what I want to do there, what materials I’ll be bringing. “(Outreach Worker 

01) 

 

Weekly coordination meetings between Outreach Workers, Field Coordinator and Data Manager help 

ensure smooth program implementation. The meetings serve as venues for information exchange 

where staffs discuss strategies, provide feedback/input regarding different outreach areas, also 

feedback on report’s data quality.   

 

“My scope, I monitor outreach workers, that’s where I function. How they implement their work, 

and the program, develop strategies, control reports of outreach workers.” (Field Coordinator) 

 

Monitoring and evaluation staffs control the quality of data, and they will provide feedback to the 

Data Manager who will forward the information to the Field Coordinator. The Field Coordinator is 

responsible to discuss the feedback with respective outreach worker(s) so improvement can be made. 
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“Usually it will go to me, and I will convey it to the Outreach Worker. He’ll verify the data with 

his own note. Check your magic notebook, “Oh yes it’s the same. How come it’s different in the 

data entry? That means there needs to be a correction somewhere.” (Field Coordinator) 

 

The description about governance shows that Karisma already has an adequate team structure to 

manage the harm reduction for PWUM program, from planning, implementation, coordination to 

monitoring and evaluation. Karisma has also equipped outreach workers with an outreach SOP and 

code of conduct to guide their work. An assignment letter and badge (ID Card / Name Tag) are 

important components of outreach activity, though one OW does not yet have an SOP and badge (ID 

Card / Name Tag). 

b. Human Resources Management 

1) Recruitment process 

Recruitment is carried out based on needs. The direct supervisor for the vacant position will be 

responsible for the recruitment process. Candidates undergo an interview where their capability, 

experience, communication skill and knowledge are evaluated. For outreach workers, priority is given 

to selected cadres who may have started as clients (were methamphetamine users) and later became 

volunteers. After gaining some experience as volunteers, and showing some potential to be involved 

in outreach, the individuals will be recruited to be outreach workers.  

 

“If for example the vacant position is for a Program Manager, recruitment will be the task of the 

Director. If we need a Field Coordinator, then the Program Manager will be responsible for it. If 

what we need is an Outreach Worker, then that’s the responsibility of the Field Coordinator. 

(Director of Karisma) 

 

“In the interview I was asked why to be an Outreach Worker, and which areas am I familiar with, 

where are the spots I know, something like that. Can I do outreach in those spots. After the 

interview process, I became a volunteer for 4 months. That’s when they observed how I make 

progress in the field, whether I can perform quite well, or maybe I’ll get stuck at one point only. 

So, after 4 months, actually before 4 months, I was already offered to be a staff at Mainline but 

at that time I declined. “(Outreach Worker 01) 

During the pandemic, Karisma recruited seven volunteers as satellites to help outreach workers 

perform outreach, primarily in delivering information and prevention materials since the pandemic 

situation has made it difficult for outreach workers to meet PWUM directly face-to-face. 

“We actually just started this Satellite approach these past two months. It’s because of Corona, 

we cannot give materials directly or meet clients face-to-face in the field, so we recruit Satellites, 

volunteers who are willing to work with us, give information, education while continue to use 

PPE (personal protective equipment) as they meet clients who come to pick up prevention 

materials at the Satellite’s place.” (Field Coordinator) 
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2) Basic and advanced training  

Outreach workers will initially undergo training to introduce them to the program, also a training on 

outreach methodology, field communication skills, and legal assistance (paralegal), harm reduction 

among PWUM, as well as basic information about HIV, TB, and reproductive health. Most outreach 

workers receive training when they were volunteers. Personnel turnover has created a gap in outreach 

workers’ capacity, which is overcome through a mentorship program by a senior staff to a new 

outreach worker. Sharing session during meetings also helps address the capacity gap. 

 

“For outreach workers, we usually will conduct a training during the early part of the program. 

We’ll train them on outreach until … what’s it called… introduce them to the program.” (Program 

Manager) 

 

“The Field Coordinator will appoint someone, maybe if there is a new staff, then he will appoint 

one of the senior staff to accompany the new one for a certain period of time. The intention is 

to do coaching, to help the new one gets used to the work.” (Director of Karisma) 

 

“An official training from the institution, not yet. But simple sharing like for example …. A real 

official one I think not yet … no, not yet I think. But it’s more like “hey, let’s meet, we’d like to 

discuss about harm reduction”, those meetings” (Outreach Worker 04) 

The Field Coordinator has attended a training on harm reduction in methamphetamine use, also a 

training on narcotics, psychotropics, and addictive substances (NAPZA), basic counselling, 

motivational interviewing (MI), and risk assessment using IRA and ASSIST tools. These trainings were 

received before and after the individual has become Karisma’s Field Coordinator, and the trainings 

were facilitated by external donor agencies. So far, Karisma has not provided regular training for 

implementers of the harm reduction for PWUM program.  

“For ASSIST it’s from the rehab team, IRA is from the outreach team. The IRA training was given 

in relation to HIV, not in relation to drugs. The ASSIST training was facilitated by the 

rehabilitation team of Karisma who went to the outreach team.” (Field Coordinator) 

“Internal training, no. We have never had something that requires an overnight stay. From other 

programs, like for example we have a program with Linkages or GF, they may have it. We from 

the Mainline’s program can participate.” (Field Coordinator) 

One outreach worker stated that he has never received any formal training from Karisma. Knowledge 

transfer and exchange of experience were performed during meetings and discussion about harm 

reduction and legal issues. But, based on secondary data (Karisma’ report to Mainline in 2018), 

Karisma conducted capacity building with some trainings with external source: 1) Mental health (dr. 

Vivi from RS Tarakan), 2) Outreach techniques (Ferry, Mainline), 3) Communication techniques and 

behavioural change, 4) The impact of using meth, 5) Technical handling of people with mental 

disorder; and some trainings with internal source: 1) Training writing TOR; 2) Public speaking; 3) Harm 

Reduction Program; 4) Hepatitis C; 5) Role play how to reach and communication  to client. 
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3) Personnel turnover 

Frequent turnover of outreach workers is an issue, particularly if the new staff has minimal knowledge 

about reaching out to PWUM, requiring the new outreach worker to repeat the initial process of 

gaining the trust of PWUM. 

 

“Outreach workers do outreach daily. We currently have a lot of new outreach workers, and as 

I said earlier, personnel turnover at Karisma is very high. A lot of outreach workers who work on 

the Mainline program are new and have little knowledge about reaching out to PWUM. In the 

end, it’s our homework in the Mainline program to repeat all the steps from the beginning. The 

first thing we do is create a map since certainly there will be new areas.” (Field Coordinator) 

Karisma’s Director, Program Manager, and Field Coordinator stated that the main barrier to program 

implementation is the high rate of staff turnover, specifically outreach workers. This has caused them 

loss of some clients who already feel comfortable with the previous OW. The Field Coordinator also 

needs to bear the burden of providing orientation on program activities to the new OW. One reason 

for the high rate of personnel turnover is addiction, resulting in reduced work performance. 

4) Performance evaluation 

Karisma has a system to evaluate staffs’ competence based on weekly and monthly monitoring. 

Performance evaluation is divided into individual performance and team performance and is based on 

set targets and key performance indicators (KPIs). Evaluation is performed by a panel of team whose 

members represent the Mainline program and other programs of Karisma.  

 

“monitoring is done weekly and monthly based on data that are submitted. That becomes the 

reference for performance, as an individual and as a team. We also do annual evaluation, that’s 

an evaluation of the overall performance, from the performance in the field, and in other 

aspects, reporting, attendance, and technical knowledge. A panel does the evaluation, the panel 

involves people from the program itself and other programs that Karisma has.” (Director of 

Karisma) 

 

The description about human resources management shows that there are no constraints in the 

recruitment process and performance evaluation of team members. The main barrier in human 

resources management is the high turnover rate of staffs, specifically the outreach workers, which 

affect program performance. Change of OWs also creates an additional responsibility for the field 

coordinator who will need to mentor and transfer knowledge to the new OW. Limited training or 

capacity strengthening opportunities for outreach workers and the field coordinator partly hamper 

program activities and is one finding that should be followed up. The Field Coordinator and most 

outreach workers receive training when they were volunteers or were not yet directly involved in the 

harm reduction for PWUM program. 

c. Resource Mobilization 

Observation of resource allocation in the harm reduction for PWUM program reveals that Karisma 

needs to improve its budget planning process to match the actual activities. During the course of 

program implementation, funding shortfall was experienced for several components of outreach, such 
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as for procurement of prevention materials, recruitment of adequate number of outreach workers to 

match the large coverage outreach area, and insufficient frequency of meetings between OW and 

PWUM. 

 

“In my opinion, the annual budget can be inadequate, like I said earlier, 4 people need to cover 

5 districts. This can pose unique challenges, so if we can recruit more, it’ll be better.” (Director 

of Karisma) 

 

“It’s actually not enough. Like those meeting, we only get a lump sum, and that’s from the 

institution. A lump sum means only Rp.250,000 per meeting. I think it’s not enough.” (Field 

Coordinator) 

One factor that contributes to this funding constraint is the fact that harm reduction program for 

PWUM is a relatively new program in Indonesia. The total budget amount is actually adequate, but 

funds are not properly allocated since there are no similar programs that Karisma can use as reference, 

specifically at the start of the program. This requires Karisma to make some modification in the middle 

of program implementation, which directly affects the programmatic cost.  

“Yes, programmatically what Mainline provides is adequate. It’s just that in some situation, as 

we know ATS program is a relatively new program in Indonesia, so we have to frequently make 

some modifications as we go along, and it’s quite costly, and it’s not in the program, though so 

far, we see that Mainline is quite good in addressing the issue. As far as they can help, they will 

certainly help us with funds outside the program.” (Program Manager) 

 

In addition to funding allocation, Karisma’s lack of experience with harm reduction for PWUM also 

hampers the procurement of prevention materials (specifically the non-medical device such as glass 

pipe and aluminium foil). Since at the start of the program, Karisma did not have a supplier for 

procurement of non-medical devices, the budgeting process was also delayed. Lack of legal foundation 

for this non-medical prevention material also inhibits the procurement process, and outreach workers 

who carry prevention materials have to be equipped with complete documentation to avoid any legal 

troubles. 

 

“So far no. At first it was a bit difficult since we had no idea what a harm reduction package 

contains. For example, the harm reduction package is quite unique, what is this, aluminium foil, 

that’s not for health, glass pipe, that’s not a medical device, so it was difficult to find a supplier 

for it. But once we get it, it was no longer a problem.” (Director of Karisma) 

 

“Yes, it’s right, it’s aluminium foil. So far in terms of procurement we don’t have a problem, while 

in terms of the legal aspect we’re still kind of nervous since there’s no legal basis for this. This is 

different from PWID, we can carry needles anywhere we go, there’s already a legal foundation 

for it, that’s if we bring needles, but now with aluminium foil, there’s no legal basis for it.” 

(Program Manager) 

 

Karisma still faces a few constraints with regards to resource mobilization, namely in financing and 

provision of non-medical prevention material. Karisma experienced difficulties in allocating budget 
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components to suit the needs in the program. This is caused by Karisma’s relative unfamiliarity with 

the details of a harm reduction program for PWUM. Suboptimal budget planning results in suboptimal 

outreach process in the field. The fact that the prevention material itself (e.g., glass pipe) does not 

have any legal basis also inhibits outreach. Outreach workers and the Field Coordinator will always be 

at risk of criminalization by the police. Despite all the constraints, the Program Manager hopes to 

continue Karisma’s harm reduction program even after funding support from Mainline ends as 

Karisma hopes to obtain funding from another agency or institution that focuses on the issue of harm 

reduction for PWUM. 

d. Utilization of strategic information 

The monitoring and evaluation framework that Karisma applies for this program was not specifically 

developed for a harm reduction program for PWUM. Instead, it is based on Karisma’s general M&E 

framework that is adapted to incorporate the outcome indicators from Mainline. The adaptation is 

performed by the M&E staff. 

 

“We’re currently working on designing a formal monitoring and evaluation framework. We’ve 

done it in a non-formal way like for example we review the available data. We’ve done it but it’s 

not well documented. That is one of our weaknesses these past few years. Then in 2020 we try 

to formulate it and design a standard form. That can be done.” (Program Manager) 

 

The harm reduction M&E framework of Karisma is processed using the Epi Info software. Epi Info can 

basically analyse raw M&E data and turn it into more meaningful data. However, Karisma’s Data 

Manager finds analysis in Epi Info challenging and currently the software is only used for data entry. 

Analysis is then performed using Microsoft Excel which makes the work less efficient for the Data 

Manager. 

“So, we enter the data using …. it’s like a software. The software is called Epi Info so we enter 

the data in that. It’s manual, the entry is more manual, but after that we’ll analyse. For the 

analysis, we’ll use the pivot again. So, it’s double work. Well, this is just one input, if possible, 

there should be one system that is online and managed, hahaha. That’s all, so it’s easier and 

we don’t have to do things twice.” (Data Manager) 

 

In terms of reporting, Karisma already has a structured reporting system that is running properly. 

Reports are verified as part of monitoring, and verification starts with the Field Coordinator who 

receives outreach workers’ daily reports and verifies them before forwarding them to the Data Entry 

Staff or Data Manager. As necessary, the Field Coordinator and Data Manager also perform field 

verification to confirm the accuracy of the data reported.  

 

“Outreach workers submit their daily report every day. For example, today is Monday, tomorrow 

the report has to be in by noon. The Field Coordinator verifies it, and then I verify it, I’ll pass it to 

the Data Entry staff, and I also report it under program activities.” (Field Coordinator) 

 

“So, at certain times, the Field Coordinator will divide the work with the Data Entry staff to do 

monitoring and evaluation in the field.” (Program Manager) 
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The Data Manager and M&E staff also perform field visits to do monitoring and verify data accuracy, 

both data on outreach visits and service uptake. Visits can be performed together with the Field 

Coordinator or Outreach Workers, or independently without the knowledge of the Field Coordinator 

or Outreach Workers. Unfortunately, the COVID-19 pandemic has made visits to partner CHC difficult 

and it has become more difficult for Karisma and its management to identify problems that may be 

faced in the field and propose a suitable solution. 

 

“For the evaluation we from the M&E team will usually visit the health facility, and we confirm 

those names … did those names truly access service or not” (Data Manager) 

 

“Unfortunately, since February when COVID started to be a problem, then our monitoring and 

evaluation …. We actually should be doing monitoring, visiting puskesmas, identifying 

constraints, identifying whether they came up with solutions, what were the solutions, we 

should’ve been doing that. But since COVID appeared, things become a bit difficult.” (Director 

of Karisma) 

 

M&E reports that have been received and verified will be recapitulated on a weekly basis and be part 

of monthly and quarterly analysis. Data Manager’s analysis of weekly reports will guide the Field 

Coordinator and outreach workers in their weekly planning, while monthly and quarterly analysis will 

be verified by the M&E staff for feedback and any necessary revision. Finally, the reports and analysis 

will be submitted to the Program Manager. The monthly reports will be compiled with monthly reports 

from other programs of Karisma and shared with all program partners. 

 

“One thing that we implement in data entry is the generation of weekly recaps. That serves as a 

reference for outreach workers to make plans for subsequent weeks.” (Program Manager) 

 

“Yes, we have a monthly reporting mechanism and the compilation of reports as an organization 

will be shared with all partners, government partner and also donor agencies.” (Program 

Manager) 

 

Program evaluation is performed every quarter, and at the end of the year, a final program evaluation 

will be conducted that involves all the staffs. The process for annual evaluation starts in November 

with a gathering of information and description about the field situation, continued with data 

finalization in December.   

 

“We usually start the process for annual evaluation in November, so we start to look at the field 

situation first, then after December is the final data, then we enter the data.”  (M&E Staff) 

 

The M&E Staff believe that the M&E tool used in the harm reduction program needs improvement 

since the current tool is only able to record the implementation process of harm reduction activities. 

It is not monitoring outcomes that are able to demonstrate actual behaviour change of PWUM as a 

result of participation in a harm reduction program. Yet, these outcomes will provide Karisma with a 

better reference for future program development. 
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“Actually, the barrier in this Mainline’s activity is, maybe because I feel that the monitoring 

feature that I have, I mean the monitoring tool that I have cannot adequately capture the 

needs of the program in a comprehensive manner, that’s what I think.” (M&E Staff) 

 

The above paragraphs illustrate the utilization of strategic information that is obtained through the 

monitoring and evaluation process of the harm reduction program. The M&E process itself is 

performed through reports and field visits. The current reporting system is structured and is running 

properly.      The constraint is the lack of a M&E framework that is specifically tailored for a harm 

reduction for PWUM program. As a result, M&E outcomes are not consistently recorded from one 

reporting period to another. In addition, even though the M&E activities are running smoothly, the 

M&E tool is not yet able to generate data that can document actual behaviour change of PWUM.  

 

Each team member also expresses their expectation for future strengthening of Karisma’s harm 

reduction program. Outreach Workers and the Field Coordinator both hope for training and capacity 

building of staffs, specifically outreach workers and volunteers/satellites. In addition, the Field 

Coordinator would like to conduct a focus group discussion to assess the current needs of PWUM, 

develop IEC media as well as increase uptake of mental health service by PWUM in year 2020. There 

is also interesting to involve CHC health workers in field outreach activities to sensitize them to the 

specific problems of PWUM. M&E Staff, as well as the Data Manager and Karisma’s Director hope for 

a stronger recording and reporting system. This includes digital data collection (rather than manual), 

incorporation of behaviour change indicator following exposure to program intervention into the M&E 

software, specific data entry and analysis software that can be conducted online, and a program-

specific database and dashboard. The Program Manager hopes that Karisma’s harm reduction 

program can be sustained after the completion of funding support from Mainline. 

 

In general, Karisma has managed its organization in various aspects; governance, human resources 

management, resource mobilization, and utilization of strategic information to support program 

implementation. In terms of governance, there is a clear division of roles and good coordination 

mechanism between each team member. Some challenges are seen in the organizational 

arrangement of Karisma that is not yet able to support good program implementation. The main 

challenge lies in the high turnover rate of outreach workers caused by inadequate human resources 

management, and limited training and capacity strengthening of staffs. Lack of experience in financial 

management and logistics procurement also creates difficulties in provision of prevention materials 

for PWUM. Finally, unavailability of a monitoring and evaluation framework that is specific for a 

methamphetamine harm reduction program limits the ability to get adequate data and inhibits 

program improvement efforts. 
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G. LESSONS LEARNED  

Evaluation on the harm reduction program for PWUM in DKI Jakarta Province shows that overall 

Karisma Foundation has had an impressive performance in implementing field activities and in 

developing a set of organizational arrangement procedures to support field activities. The evaluation 

also confirms that a harm reduction program for PWUM in Indonesia is feasible and possible to 

implement. It is evident that the program is well accepted by PWUM, by stakeholders in various health 

and non-health sectors, and the program implementers themselves. Implementation of activities since 

2017 to today has not encountered significant barriers. The large number of PWUM who have been 

reached, the increased utilization of services (for HIV as well as for mental health service) shows that 

harm reduction is necessary to meet the needs of PWUM in Jakarta. It is noteworthy that this is the 

first and the only methamphetamine harm reduction program in Jakarta Province. There is only one 

similar program and it is being implemented in Makassar City, South Sulawesi. Smooth 

implementation of field activities can be attributed to program management that strategically 

optimizes all the existing resources such as professional networking, institutional credibility, 

procedure, and coordination between program components and with additional programs of Karisma, 

as well as human resources management. 

 

Good practices that Karisma have implemented throughout the harm reduction program for PWUM 

in the last three years can be summarized as follows: 

1.  Contextual outreach strategy 

Karisma’s outreach strategy consists of five stages that in essence summarize the actual purpose 

of outreach, namely: (a) gain access to PWUM, both to individual PWUM as well as groups of 

PWUM, (b) provide information and knowledge that revolve around drugs and substances, ways 

to reduce the harm of drug use, and prevention materials, (c) assess PWUM’s risk based on their 

drug use behaviour, sexual behaviour and symptoms of mental health issues, (d) refer PWUM to 

a health service that they need, and (e) engage PWUM in prevention activities and program 

development effort. The strategy is described in an outreach guidebook that Karisma developed 

in 2017 when it started to conduct outreach among PWUM. Over time, the guidebook has guided 

field activities and has undergone some refinement based on input from Mainline. 

The outreach strategy specifies indicators that should be reached in each stage and gives outreach 

workers a clear direction in carrying out their activities. General program indicators were then 

derived from the strategy. Nevertheless, some improvement is needed such as in the risk 

assessment stage, which needs a clearer set of core indicators and target. Similarly, the indicators 

for involving PWUM in prevention activities and program development have not fully reflected 

the main purpose of the stage, which is to specifically engage PWUM in the harm reduction 

program. 

 

The outreach strategy shapes the way Karisma’s program is managed and becomes the basis for 

several decisions that are made in order to facilitate field activities such as: 1) decision on the 

criteria of outreach workers, 2) decision on the type of capacity strengthening that outreach 

workers need in order to have the basic competence in outreach, 3) decision on the different 

collaborations that should be created with the community and health sector stakeholders in order 

to meet the needs of PWUM, and 4) decision on how to manage PWUM so they can contribute to 

the program as volunteers or satellites. 
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For smooth application of the strategy, it is essential that all relevant parties, from the 

management team to outreach workers, understand the strategy through several mechanisms. 

This includes distribution of the outreach guidebook, refresher training or discussion, also 

mentoring of outreach workers by a program manager or field coordinator during meetings with 

PWUM groups or networking dialogues with stakeholders. The outreach guideline also needs to 

be modified into a standard procedure for ease of monitoring of each stage of the strategy. A 

standard procedure will also help address any knowledge gap that may arise during changes of 

personnel at the management and/or field level. 

2.  Culturally adapted approach to ensure acceptance by PWUM and the surrounding community. 

The success of a program can in essence be measured by the extent the target group and 

community accept the program, its activities and outreach workers. Facilitating acceptance of the 

program is therefore key and should be approached carefully considering most drug-related 

interventions that have been carried out in the community to date are drug control activities by 

law enforcement agencies or the National Narcotics Board (BNN). 

Recognizing the sensitivity of the situation, Karisma follows a cultural practice that is common in 

Indonesia, which is visiting or seeking an audience with several influential figures in the 

community. They can be leaders of a formal group like neighbourhood group (RT) or community 

group (RW), as well as some informal figures such as religious leaders, educators, youth leaders 

or people who can reach and influence drug users in the area or members the local community 

(e.g., thugs in the area). The visit to community figures is usually performed by the Field 

Coordinator together with outreach workers, or by the outreach workers themselves before 

starting actual outreach activities in the respective area. In general, the objective of the meeting 

is to request support for the harm reduction program by providing information about the 

program, the activities, and the benefits that the community will gain. 

Karisma’s high level success of reaching out to PWUM can be attributed to this cultural approach. 

This enables outreach activities to expand to more areas, and more PWUM. No refusals or 

significant resistance were encountered from the community or PWUM, and field activities are 

supported by police officers, local government officials and health care providers in the outreach 

area. Some misunderstanding that arose in the field, for example between police officers and 

outreach workers, were amicably resolved through intensive communication between the two 

parties. Health care facilities, specifically HIV care providers, are highly accommodative of PWUM 

who are referred by outreach workers.  

3.  Comprehensive package of services that combines educational information, harm reduction 

interventions and HIV-related health service. 

One of Karisma’s strength is that Karisma Foundation is one of the few civil society organizations 

that work on drug use issues and provides comprehensive service from promotion, prevention, 

care and rehabilitation to legal assistance and harm reduction for people who use and inject drugs, 

to HIV treatment and care. This strength gives Karisma some advantages during outreach as OWs 

can provide a range of information to PWUM. Aside from information about prevention, 

treatment, and HIV services in health facilities in the area, legal counsel by paralegals and referral 

to a legal aid agency can also be provided for PWUM who need legal assistance. Experience in 

working with people who inject drugs (PWID) also gives Karisma’s OWs better access to PWUM 

who injected drugs in the past. As they give out sterile injection devices to people who still inject 

drugs, they can simultaneously perform outreach. 
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The breadth of experience that Karisma has in working with drug users means Karisma needs to 

have outreach workers who are competent and well-informed about various topics. Karisma then 

develops a capacity strengthening model that is integrated into outreach weekly meetings. During 

meetings, one session is dedicated as an enrichment session where staff who works with PWID or 

other programs, a paralegal, or an addiction counsellor who manages drug treatment and 

rehabilitation activities, presents some information to enrich outreach workers’ knowledge. While 

the amount of information outreach workers must comprehend may pose additional burden for 

staffs, it gives outreach workers flexibility and room to work with PWUM in the field as they can 

provide education on various aspects and will not be limited to the issue of reducing the harm of 

methamphetamine use. Outreach workers are essentially equipped with a variety of information 

and methodologies that they can choose from as they work with PWUM. Some information may 

be provided by approaching individual PWUM directly, while some may be better understood 

through a discussion on a specific topic. There may be other topics that are best disseminated 

through a group meeting and depending on the specific topic, outreach workers can tailor 

meetings to be area-specific or gender-specific.  

Overall, interventions in a harm reduction program carry one primary message which is “Drink-

Eat-Sleep”. This key message is incorporated into various forms of IEC materials that outreach 

workers distribute during outreach and is the basis for further discussion with individual PWUM 

as well as with several PWUM in a group discussion setting. Based on Karisma’s experience 

distributing syringes and alcohol swabs to PWID, a package of materials that can fulfil a similar 

preventive function was designed and distributed to PWUM. The said package contains aluminium 

foil, glass pipe and condom, all of which are intended to reduce the harm of methamphetamine 

use, but since existing regulations have not formally recognized these materials’ role in harm 

reduction intervention, distribution is carried out in an informal manner. This lack of formal 

recognition also has some legal implications since any individual who is caught with these 

prevention materials, primarily the glass pipe, can be accused as methamphetamine users. 

Outreach workers therefore bear a risk and have got into legal troubles with law enforcement 

officers as they travel with these prevention materials. An institutional approach was able to 

resolve the issue, and outreach workers can continue distributing prevention materials, though 

the quantity is relatively limited. 

The diversity of information provided and the boldness to distribute pipes is appreciated by 

PWUM and is seen as a form of positive support for their health. On the other hand, there are 

PWUM who have yet to be aware of, and to acknowledge the adverse effect of methamphetamine 

use. These PWUM also do not understand the function of pipes in preventing disease 

transmission. Several PWUM consider the glass pipe as a gift for being willing to be contacted by 

an outreach worker. This may partly be caused by some outreach workers who perceive pipes as 

a device to gain access to PWUM, such that prevention messages that should have been provided 

during distribution of glass pipes, etc. are not conveyed appropriately. 

4.  Strong and extensive support from the health sector 

Another positive effort of Karisma is the initiation of a collaborative working relationship with 42 

CHCs in DKI Jakarta Province, which shows the program’s strong commitment to facilitate 

provision of health service for PWUM. The collaboration is formalized in a Memorandum of 

Understanding (MoU) between Karisma Foundation and each CHC that provides health services, 

namely HIV and mental health services, for PWUM. As part of the collaboration, health care 

providers also receive training on harm reduction for PWUM and two training sessions have been 
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organized during the program period. The Provincial Health Office and District Health Offices are 

also supportive of Karisma’s activities, which contributes to this close and smooth working 

relationship with the different CHC. 

5.  Engagement of PWUM in the program 

This harm reduction program primarily targets people who use methamphetamine (PWUM), so 

PWUM are involved in the program as outreach workers or volunteers (commonly referred to as 

satellite). Individuals who become volunteers are not actual staffs of Karisma, and they are 

recruited as a way for Karisma to actively engage PWUM in promoting various prevention 

interventions and services for other PWUM in the outreach area. Being a PWUM, or former PWUM 

is a priority criterion in recruitment of outreach workers. It increases the program’s credibility in 

the PWUM community, since OWs are expected to be effectively reaching out to PWUM. PWUM 

who are involved in the harm reduction program are quite diverse and include men who have sex 

with men, women who use methamphetamine, and all of them belong to their specific 

community.  

A satellite is a PWUM who lives within the outreach area and is tasked with supporting PWUM in 

their area, providing access to information, and prevention materials also helping PWUM be 

referred to a health facility. Satellites are under the coordination of the outreach worker who is 

assigned to that specific area. 

Satellites were developed as a strategic approach that has proven effective during the COVID-19 

pandemic. Satellites provide PWUM with continued access to harm reduction services during a 

large-scale physical distancing policy that the Indonesian government implements at various times 

during the pandemic, which limits outreach workers’ mobility. Online outreach through social 

media or group chats has been less effective as communication is often hampered by various 

technical issues such as lack of internet access or poor connectivity, and unavailability of 

smartphone. Through close coordination with outreach workers, satellites can carry out their tasks 

optimally, particularly in making referrals to health services. 

While engagement of PWUM as outreach workers and satellites is a dominant part of the program, 

a clear mechanism to listen to PWUM’s aspirations and accommodate their priority needs should 

be developed. Up to this point, PWUM’s involvement is more on implementation of activities, and 

not in policy development and program planning. This is partly because the program relies on 

donor funding, and activities have been determined before actual implementation starts, which 

may have resulted in less flexibility to changes. 

During the COVID-19 pandemic, Karisma introduced some adaptations to optimize the 

involvement of PWUM as satellites and help outreach workers perform outreach and distribute 

prevention materials. In response to the pandemic, Karisma also includes additional materials 

such as masks and hand sanitizer in the prevention material package to reduce the risk of COVID-

19 transmission. Increasing the number of satellites is one program strengthening option for year 

2020, specifically in response to the ‘new normal’ period in the future. 

6.  Clear orientation about the need for programmatic and institutional independence 

Karisma Foundation has performed several efforts to ensure sustainability of the harm reduction 

program for PWUM after funding support from Mainline comes to an end. Though the efforts 

have not been documented into a document, Karisma Foundation continuously promote 

interventions on PWUM to the Global-Fund supported national HIV program. As a result, in the 

latest proposal to the Global 2020 Fund, PWUM are included as a sub-population of PWID that 

would be targeted for outreach, HIV prevention and treatment activities. While PWUM are not 



 

57 
 
 

yet considered a priority population, this is a major step forward to ensure sustainability of the 

effort that have been carried out in the past three years.   

     To sustain health service provision for PWUM, a collaboration is also created with the AIDS 

Research Center of Atma Jaya Catholic University to develop a guideline for mental health service 

for PWUM in CHC. Development of the guideline is supported by a psychiatrist from Tarakan 

District Hospital (RSUD Tarakan) and the guideline is hoped to guide CHC health care providers 

(including psychologists) in performing mental health screening among drug users, specifically 

methamphetamine users. While this effort is still in its early stage, an MoU between Karisma and 

CHC has paved a way for mental health service delivery for PWUM.  

As a civil society organization, Karisma Foundation has been working on the issue of drug-

dependence rehabilitation, reaching out to PWID for the past 20 years and has managed to sustain 

its activities in Jakarta with internal as well as external funding support. This indicates that Karisma 

would be able to continue utilizing its knowledge and experience to work on harm reduction 

among PWUM. The amount of funding support will dictate the intensity and scope of 

interventions that will be performed, and irrespective of the prospect of obtaining external 

support in the near future, the management of Karisma Foundation is highly committed to sustain 

the program in the future. 

 

Despite the impressive program achievement, evaluation has      identified some issues that require 

attention in order to improve program implementation. The issues range from some inconsistencies 

in field activities such as outreach, referral, and engagement of PWUM in the program, to weak 

program management (specifically in human resource management and quality assurance of program 

activities). Issues that have been identified are outlined below. 

1.      Lack of common understanding about outreach 

Outreach workers are required to demonstrate one basic competency, namely a skill that gives 

them access to a PWUM network. The ability to establish contact with a new PWUM is one key 

indicator used to measure an outreach worker’s success, and this is difficult to achieve without 

extensive social network with PWUM and individuals who can facilitate access to unreached 

PWUM. Strong relationship in the field is a prerequisite for an effective outreach, and to develop 

one an outreach worker needs to foster trust, and show credibility, all of which require time and 

persistence.  

The evaluation notes a different pattern of outreach coverage as the program moves from its first 

year (2017) to subsequent years (2019). In 2017, more of the PWUM clients were newly reached, 

which indicates that outreach workers were quite productive in establishing new relationships 

with PWUM who have not been reached previously. This is understandable considering 2017 was 

the first year of the program, and field activities were primarily focused on establishing contacts. 

The following years however, in 2018, the number of newly reached PWUM dropped to two thirds 

of the number in 2017, and in 2019 the number of recontacts indicates how many PWUM clients 

who were reached in 2017 and 2018 could be recontacted.      The large number of PWUM relative 

to the limited number of outreach workers translates to only one to two recontacts per PWUM 

per month, and outreach coverage varies from one outreach worker to another. Those with more 

experience as an outreach worker, who have worked on similar activities and are familiar with the 

outreach area are generally more productive in reaching out to new and existing clients (new 

contact and recontact). New outreach workers tend to need longer time to demonstrate a similar 
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performance, especially in the absence of any mentoring from the field coordinator or more senior 

outreach worker. 

In addition to different levels of experience and background, outreach workers also do not have a 

common understanding about the procedure of outreach. While field situation is regularly 

discussed in weekly meetings, systematic knowledge building about the concept of outreach is 

not provided, and one new OW has not even received an outreach guidebook/standard operating 

procedure (SOP). As a result, not all OWs understand the five stages of outreach that should be 

followed. Yet, this basic understanding is imperative for all OWs, as it is the basis for field strategy 

development, in seeking support from the community and PWUM, in providing information, 

assessing risks, and referring clients to a health service facility. It is likely that outreach workers’ 

varying performance is partly due to their insufficient understanding about the outreach 

procedure. 

2. Limited capacity and lack of confidence to perform a risk assessment. 

One striking finding of the evaluation is the low number of risk assessment that has been 

performed on PWUM and the lack of any risk assessment result. Yet, risk assessment is a critical 

component of outreach. It is essential to document any behaviour change toward harm reduction 

following information delivery. Any change, irrespective of the magnitude, will only occur when 

an individual understands the risks of their drug use, sex behaviour or mental condition. 

Documenting a behaviour change process as the goal of outreach is done through a risk 

assessment. Nevertheless, it is understood that it is more difficult to perform a risk assessment 

than to deliver information. Assessment is typically performed using a certain instrument and its 

administration requires outreach workers to exercise simple counselling and active listening skills, 

in addition to communication skills. The limited information about risk assessment activities and 

absence of risk assessment from the monitoring and evaluation framework indicates several 

scenarios. First, some outreach workers may have considered risk assessment as unnecessary 

during outreach as they believe their main task is to provide information and conduct referral to 

health services. This points to inadequate comprehension about the function and procedure of 

risk assessment. Second, other outreach workers are aware about the need to perform risk 

assessment but they do not know what behaviours should be assessed and are not familiar with 

the risk assessment instrument. Third, there are outreach workers who are familiar with the risk 

assessment procedure and instrument (IRA, ASSIST and SRQ), but are not confident to perform 

the assessment.  

Institutionally, the outreach program has not directed to risk assessment. Performance indicators 

and the various targets that are established to measure program success do not include risk 

assessment, hence the OWs’ decision to not perform the assessment. One factor that is key in a 

proper risk assessment is the extent a client (PWUM) feels comfortable talking about personal 

issues with an outreach worker. Such comfort and mutual trust can be cultivated through frequent 

meetings, while in practice outreach workers meet each client only once or twice a month. 

Meetings are also typically held as a group, limiting any opportunity to build an emotional 

connection and establish trust. This may cause clients to be reluctant to participate in any risk 

assessment. It is fair to conclude that clients’ tendency to declare that there are no issues or risk 

with their drug use is evidence of lack of a close bond with the outreach worker.      

3. Suboptimal utilization of health service 

Evaluation finds that utilization of health services is still relatively low, which is as expected based 

on what was observed in the outreach procedure. When an individual perceives his/her health as 
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non-problematic, justifying a need to access health service becomes difficult, especially when seen 

in the context that demand for health services within members of the general population is also 

low. This is an issue that requires attention since the majority of PWUM in Jakarta are categorized 

as moderate risk on ASSIST, and practice risky sex behaviour (ARC, 2017).  

It appears that OW’s and client’s reluctance to conduct risk assessment is the main reason for the 

low uptake of health service. PWUM who do utilize services are those with obvious symptoms or 

are PWID. This underlines that the frequency of meetings between clients and outreach workers 

determines the client’s desire to utilize health service. It is evident in the PWID community who 

have been reached through previous harm reduction programs and have established relationships 

with outreach workers.  

The low utilization of health service is more an issue about PWUM’s sense of need for service 

rather than service availability. The CHC has demonstrated strong support as revealed during 

focus group discussions, and as of 2019, 42 MoUs are in place between 42 CHC and Karisma to 

facilitate referral of PWUM clients to HIV and mental health service. Low service uptake by PWUM 

reflects a loss of opportunity to achieve an optimum health status which is the main goal of this 

harm reduction program. Karisma’s target is to provide mental health service in 44 CHC and has 

offered to accompany PWUM as they access health service. 

4. Rotation of program staff and staff turnover 

Another issue that contributes to the change in field performance in the last three years is the 

high rate of staff transfer and turnover in Karisma Foundation. This affects the harm reduction for 

PWUM program. The reason behind the staff changes is because in addition to the program with 

PWUM, Karisma also implements other programs that focus on different aspects of drug use and 

are supported by different funding sources. As commonly done in an organization with several 

different programs, certain staffs with specific expertise and skills can often be transferred from 

one program to another to fulfil a programmatic need. At the operational level, this policy results 

in frequent transfer of outreach workers, in addition to a high rate of OW turnover, either because 

of drug use or other personal issues. This situation is often seen in an organization that works on 

drug use issue or provides service to key populations. 

Despite it being common, frequent staff transfer and a high rate of staff turnover has impacted 

program achievement. The impressive productivity in year 2017 and 2018, in reaching out to new 

PWUM and recontacting existing clients, cannot be replicated in 2019 and 2020, which is when 

frequent staff transfer repeatedly occurred, at the managerial level (program manager or field 

coordinator) as well as at the field staff level (outreach workers). Management change affects the 

way teams are managed, requiring team members to make frequent readjustments. Change in 

outreach workers affects the dynamics in field activities, specifically in communicating with 

existing PWUM clients, and building trust with PWUM. Loss of PWUM’s contact information is also 

possible as some may only be known to the former OW. It is to be expected that staff turnover 

and rotation results in reduced number of PWUM who are reached.  

Nevertheless, staff rotation and turnover are a common issue encountered by institutions. In this 

case, the core problem lies in an institution’s readiness and strategy to anticipate staff turnover 

and ensure that the new staffs have the required capacity and competence. For example, when 

an outreach worker resigns, a new staff is recruited to replace the vacant position. However, no 

mechanism is in place to ensure the new outreach worker has the basic skills to fulfil his/her task, 

such as ensuring good understanding of the outreach guidebook. The new staff will instead have 

to adopt a learning-by-doing method, go directly to the field, and learn through discussion in 
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weekly meetings that is less individualized. Therefore, each outreach worker tends to have their 

own interpretation about their task, role, and responsibilities. Up to the time this evaluation is 

conducted, there is yet to be a training on outreach for outreach workers who are actively 

working.  

As part of an outreach supervision scheme, the field coordinator will go to the field to observe the 

activities of outreach workers. While this is good and essential, it has not addressed the need to 

equip new outreach workers. Intensive coaching and mentoring during the initial stage of field 

activity is essential, either by the field coordinator, a more experienced OW, or the departing OW. 

This ensures proper handover and transfer of knowledge, as well as increases the new OW’s 

credibility in the field.  

5. Lack of a standard institutional monitoring and evaluation framework.  

The program has been using a monitoring and evaluation framework that was developed by 

Mainline for a project that it supports. It is tailored to the objective, activities and outcomes that 

are expected from the project, and focuses more on the general application of harm reduction 

principles, the general understanding of outreach, human rights, and engagement of target 

population, including women, in the program. This monitoring framework does not include 

indicators that specifically reflect the five stages of outreach, such as a quantitative indicator that 

can be used as a proxy to measure the achievement of each outreach stage. Therefore, program 

achievement is difficult to measure. 

Lack of a standard monitoring framework for outreach also causes some important components 

of outreach to be neglected or undocumented, for example the risk assessment activity, the type 

of education provided to the community, or documentation of referral to a health facility. Reports 

between different reporting periods also lack consistency. For example, outreach coverage that is 

segregated by new contacts and recontacts, by gender and type of contact, by IEC material 

distribution are not necessarily included in each annual report. Lack of specific indicators and lack 

of consistency in data presentation can cause all the efforts that Karisma has devoted to the 

program to be undervalued. It will also limit the use of the data collected for strategy development 

and future program improvement. 

6. Insufficient use of data to inform strategy development. 

Data that are collected from outreach workers’ daily reports are used to monitor the achievement 

of each outreach worker in the field and are discussed in weekly meetings. Challenges faced in the 

field are also discussed, but the main focus of discussion is the outreach coverage of each OW. 

Other program indicators are qualitatively discussed as part of the discussion on field constraints, 

and as follow up, each OW then develops an outreach plan for the following week that details the 

number of visits, the area, and the quantity of IEC or prevention materials that will be needed. 

OWs’ overall performance as a team is not discussed since data on the overall coverage of 

outreach for the week will still be processed by the data manager.  As a result, the team does not 

have a picture of their overall performance and this limits their ability to develop an evidence-

based strategy that can be implemented as a team. Monitoring of routine program 

implementation also becomes difficult. 

At the institutional level, performance data are mostly used only in presentations of programmatic 

outcomes to various external parties to disseminate information about the program. Performance 

data, however, has not been used to inform program development and planning since planning 

primarily focuses on a set annual quantitative target and does not look at other needs or respond 

to issues that are identified during program implementation. Distribution of IEC or prevention 
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materials is an example of an activity that has been set in the beginning of the project without a 

careful estimate of the needed quantity and distribution schedule. As a result, limited availability 

and stockout of IEC and prevention materials often become a problem. Similarly, program 

planning did not pay attention to the lack of risk assessment data, and as a result the situation 

continues over the course of several years without any intervention.  

Adoption of additional components into the program seems to be based more on external 

experience, rather than identification of actual need in the field. One example is mental health 

service. While it is a crucial component of service that is provided for PWUM, its addition is 

perceived as an additional burden and not as a service strengthening effort. Addition of new 

components also must be accompanied with appropriate capacity building to ensure that staffs 

(management staff and outreach workers) are able to manage the activity, and the preparation 

requires time, causing delays in implementation and impacting coverage. To date, the number of 

referrals to a mental health service remains very low. 

The above two examples about program planning illustrate how data that have been collected 

(using a set of indicators that have been developed) during program implementation have not 

been optimally used to inform program planning. This may be due to the data being insufficient 

to meet the need or inadequately documented. In mental health case, this activity was introduced 

by external parties     who have experience in another place without considering. This results in 

various issues such as unavailability, delay, and negligence to perform the outreach core activity, 

all of which contribute to suboptimal field implementation. 
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CONCLUSION 

The goal of evaluation on the harm reduction program for people who use methamphetamine that is 

implemented by Karisma Foundation is: to assess program achievement and the contextual factors 

that affect achievement, to identify organizational arrangement that are implemented to achieve the 

target outcomes, and to measure program quality from the perspective of PWUM as beneficiaries. 

The evaluation utilized a qualitative approach with primary data collected through in-depth interviews 

and focus group discussions, and secondary data collection and analysis. The conclusion based on the 

evaluation result is as follows: 

1. Program achievement varies based on the stage of the program’s mechanism. 

In 2017 and 2018, harm reduction interventions reached more PWUM than the targeted number. 

However, the number of PWUM reached dropped quite significantly in 2019 and the program 

failed to achieve its outreach target (56.41%). In 2020, data trend shows a similar decrease in 

achievement, with a target that is set at 1,300 PWUM. In 2017 the majority of PWUM reached in 

2017 were new contacts, while the reverse was seen in 2018 when most PWUM contacted were 

those who have been reached previously (recontacts). In terms of gender and age, most of the 

PWUM reached are men between the age of 21- 40 years. In addition to gaining access to PWUM, 

Karisma also increases their awareness through distribution of IEC and prevention materials, 

assessment of the risk of methamphetamine use, referral to a health service facility, and 

engagement of PWUM in an outreach program from year to year. Ensuring uptake of health 

services by PWUM is the most challenging part of the harm reduction program, and the lack of 

completed standardized risk assessment forms indicates that there are also challenges to convince 

PWUM to participate in a risk assessment. 

 

2. Strong support from various stakeholders.  

The harm reduction program receives strong support from the health sector, the community and 

other CSOs. However, field activities are often negatively impacted by actions of law enforcement 

officers. Contextual factors play a role in implementation of activities and to ensure sustainability, 

collaborative working relationships are established with CSOs, the health sector (provincial and 

district health offices, and CHC), and the law enforcement agency. This facilitates continuation of 

outreach activities and health service referral for PWUM. In the long run, collaboration with 

various stakeholders at all levels, from the field to the provincial level, will ensure that daily field 

activities can proceed and continue more smoothly even when funding from Mainline ends. 

Nevertheless, security challenges and rejection by community figure or members in the outreach 

area do occur. The COVID-19 pandemic also decreases program achievement and has resulted in 

a reduced target for 2020. 

3. Limitations in organizational arrangement to support program implementation. 

Karisma’s organizational arrangement is not strong enough to support good implementation of 

activities. While there is a clear division of roles and good coordination mechanism between 

program staffs, and an outreach guidebook has been developed to guide field activities, there is 

an outreach worker who has not received the guidebook. The four outreach workers therefore 

have varied levels of knowledge about the program. The key issue is weak human resources 

management, as seen in the frequent staff rotation and turnover, along with insufficient training 

and capacity building. There is also a need to recruit more outreach workers. In 2017 and 2018 

there were five outreach workers to cover the five municipalities of Jakarta province, but in 2019 
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only four outreach workers remained. Another issue is the lack of financial management 

experience and unfamiliarity with prevention materials for PWUM for logistics procurement. 

Inadequate recording and reporting system are also another barrier while the monitoring and 

evaluation framework that is used is not able to capture the overall program need or to assess 

programmatic output and outcome.  

4. Good access to program interventions. 

How PWUM perceive the program depends on their ability to access program interventions easily, 

the benefit they receive and any behaviour change that they exhibit. In this program, gaining 

access to PWUM, for outreach workers who are former drug users, is relatively easier. PWUM can 

therefore be more exposed to harm reduction information and Karisma’s program can be better 

accepted by PWUM. On the other hand, refusals from PWUM do occur mostly due to poor 

understanding about the program, and lack of trust, which can be overcome by more intensive 

face-to-face contact. Aside from these personal approaches, distribution of prevention materials 

also shapes PWUM’s perception of the program. These prevention materials are distributed to 

reduce the health risks brought about by drug use, but their quantities do not match the number 

of PWUM who are reached each year. This creates an impression that prevention materials are 

“souvenirs” that are distributed to attract PWUM to participate in the harm reduction program. 

In terms of program benefit, the IEC provided help PWUM gain new knowledge about health and 

legal issues. Referral to health services also increases PWUM’s awareness about the harm of 

methamphetamine use. However, PWUM exhibit reluctance to utilize mental health service, 

which is thought to be caused by outreach workers’ inability to communicate how important 

mental health service is to PWUM, compounded by PWUM’s internal stigma toward mental health 

service and the fear that they would be seen as “abnormal” or “mentally ill” by the community. 

Methamphetamines use that often creates a closed and paranoid tendency also complicates 

matters. 

Concrete outcomes that are observed in the harm reduction program are PWUM’s adoption of 

safer practices to minimize health risks such as use of condom during sexual activity and use of 

individual glass pipe during joint methamphetamine use. This behaviour change reflects PWUM ‘s 

acceptance of Karisma’s harm reduction program. Further behaviour change is however limited 

by the limited number of face-to-face meetings that an outreach worker is able to have with each 

PWUM. It is observed that behaviour change can best be achieved when information, counselling 

and other communication is provided through intensive and direct contact. Having only 1-2 

meetings a month is insufficient to provide regular information updates and prevention materials, 

which in turn limits further behaviour change.  
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H. RECOMMENDATIONS 

1.  Karisma Foundation 

a. Strengthen the human resources management of outreach personnel. 

Improved human resources management is a primary recommendation that requires 

attention as it is observed to be the main constraint in outreach activities. Improvement 

includes standardization of the recruitment process, capacity strengthening, proper staff 

transfer and handover of roles and responsibilities, also suitable deployment, and 

mentoring/coaching during field activities. Standardization is important to ensure that 

structural and staff changes, both at the management and field level, will not decrease 

program performance in the field.  

b. Establish a competence standard for outreach workers. 

This recommendation is based on the observation that outreach workers have varying 

capability and confidence to carry out their task in the field. It is therefore necessary to 

establish a standard competence that an outreach worker should possess based on the 

outreach guidebook that is used. The competence standard should simultaneously be 

complemented with a capacity development mechanism that provides staffs with the 

knowledge and skills that they need to carry out field activities successfully. The weekly 

discussion model can be adopted and strengthened, followed with field mentoring of new 

OWs and standard training for other OWs. 

c. Develop a standard monitoring and evaluation framework for the institution. 

It was observed that the monitoring and evaluation activities of Karisma Foundation do not 

yet follow a standard framework and do not include indicators that are specific to the 

program. An adequate documentation system is also not available. It is therefore essential to 

develop a monitoring and evaluation framework by identifying the detailed program 

mechanism that are contained in the five stages of outreach. The M&E framework that was 

developed by Mainline can be adopted to strengthen the qualitative aspects of the program 

that includes application of harm reduction principles, understanding about human rights and 

principles of PWUM engagement in the program. Despite the qualitative indicators set by 

Mainline, Karisma need to set quantitative indicators based on data of outreach activities 

collected and documented by the outreach team which describe five steps of outreach 

activities for program mechanism. The proposed indicators can be found in the attachment.  

d. Develop a database and a standard reporting system. 

Another constraint of the harm reduction program is a weak reporting system. Reports that 

have been submitted have not illustrated the depth and achievement of activities and results 

are often inconsistently reported. A database and standard reporting system are therefore 

necessary in order to generate reports that are comprehensive and consistent, on a weekly, 

monthly, and annual basis. Reported data can be a basis for decision-making, field strategy 

development and program planning. The EpiInfo platform can be used as a basis for a 

database and reporting system with some modifications based on the M&E framework that is 

developed.  

e. Strengthen socialization and advocacy to law enforcement agencies. 
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It is important that a strong collaboration with law enforcement agencies be developed since 

police officers’ presence in the field has had a negative impact on outreach activities, 

specifically on outreach workers’ effort to build a trusting relationship with PWUM and the 

surrounding community. Local law enforcement officers need to be informed about Karisma’s 

outreach workers’ activities and the health-improvement interventions they conduct for drug 

users in the area. The hope is that with good understanding about what the outreach workers 

do, police officers will be supportive of their activities, including when OWs carry prevention 

materials to facilitate change in PWUM’s behaviour. Advocacy and socialization about the 

program should be performed intensively to the law enforcement office in each outreach area 

with periodic refresher meetings to anticipate any rotation of officers.  

f. Utilize existing resources to support the program for PWUM after completion of the 

collaboration with Mainline. 

Karisma Foundation already has a vision about the sustainability of the program by cultivating 

a stronger collaboration with parties that can potentially support future program 

implementation and combining the program with other ongoing projects to continue activities 

in the coming years. Karisma has also approached various stakeholders, including the 

provincial government and the Ministry of Health to sensitize them about this harm reduction 

activity for PWUM with the hope that there will be some concrete support for the future of 

the program, for example by incorporating interventions on PWUM into the National HIV 

Program. Currently people who use methamphetamine are not a target population of the 

National HIV Program but there is a positive tendency toward that direction in the next several 

years. Therefore, Karisma Foundation needs to intensify its initiative and turn it into a real 

program in the field. 

2.  Outreach Team 

a. Improve the outreach team’s understanding and skills to perform outreach. 

The evaluation shows that outreach workers have no equal understanding and skills about 

outreach and this affects their work productivity. A capacity strengthening strategy should 

therefore be developed to improve the knowledge and skills as a team, to balance the 

competence and skills, promoting continuous learning as a team by going through the 

outreach guidebook, holding weekly discussion, and performing field mentoring.  

b. Strengthen the mentoring system to flatten the learning curve. 

Capacity strengthening efforts through training or discussion often have limited results as they 

are more oriented toward improving knowledge or understanding about a topic and do not 

directly address the core aspect of capacity development, which is to develop field skills. On 

the other hand, independent learning in the field can potentially cause staffs to deviate from 

the mechanism that has been established in a program and may demand significantly longer 

time. These two methods can be bridged by a mentoring process in which a more experienced 

staff (field coordinator or senior outreach worker) mentors and coaches an inexperienced 

staff. Mentoring flattens the learning curve. It enables a new outreach worker to learn more 

quickly how he/she can apply the new theoretical knowledge in actual day-to-day field 

activities by observing and learning from those who have more field experience. It is hoped 

that mentoring will be incorporated into a standard capacity building system in Karisma 

Foundation such that staff rotation or replacement will not have a significant effect on 

program achievement. 
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c. Build outreach workers’ confidence to perform risk assessments. 

Risk assessment is the largest barrier that outreach workers face during outreach so they must 

be pushed or even be given a target to carry out a certain number of risk assessments as the 

results can be useful to further optimize health service utilization. Carrying out a risk 

assessment does require confidence and a good understanding about the assessment 

procedure and the instrument that should be administered. To build confidence, outreach 

workers must practice repeatedly and be accustomed to carrying out a risk assessment in the 

field. It is hoped that with increased capability in risk assessment, outreach workers will be 

better able to promote health service referral to their PWUM clients. At the same time, 

outreach workers should not only do referral, but also convince PWUM that follow up services 

will be provided in a health service facility.  

3.  Community Health Centre/CHC (Puskesmas) / Provincial Health Office 

a. Develop a formal standard operating procedure (SOP) for health service referral. 

To ensure PWUM receive service in CHC, a standard operating procedure (SOP) that can guide 

CSOs in referring their clients to a CHC is necessary. The SOP can list the types of services that 

are available such as mental health service, HIV, addiction counselling or sexually transmitted 

infection (STI) service. This SOP would be a useful guide for outreach workers as they share 

about the procedure for accessing service and encourage their clients to access CHC services. 

b. Strengthen partnership with other CSOs who provide HIV testing for PWUM through a mobile 

HIV Counseling and Testing (HCT) platform (provided the COVID-19 pandemic can be managed 

well). 

This evaluation finds that several PWUM have utilized the HIV testing service in CHC based on 

referral by outreach workers. Coverage can be increased further through an active approach 

in the form of mobile HIV Counselling and Testing (HCT) by a team that consists of CHC staff 

and outreach workers. This initiative warrants serious consideration since the HIV prevalence 

among PWUM ranges between 2-3%, specifically among those who do not inject drugs. 

Cumulatively, this prevalence can result in quite a large number of people since the number 

of PWUM in Indonesia is estimated to be as many as 800,000. Increasing testing coverage 

among PWUM will be a suitable strategy to contribute to the achievement of the national HIV 

target. 

4.  Ministry of Health 

a. Incorporate harm reduction interventions for PWUM into the National HIV Program 

Karisma Foundation has demonstrated that an outreach and mentorship program for PWUM 

is feasible to be implemented and is able to effectively create demand for health services in 

order to reduce the adverse impact of drug use, and to provide HIV service. Considering the 

high prevalence of HIV among PWUM, it is important that the Ministry of Health include 

PWUM as one of the key populations of the National HIV Program and target interventions to 

improve testing coverage, treatment, and care among PWUM. 

b. Incorporate mental health service for PWUM into the general mental health service in primary 

health care facility. 

One adverse effect of methamphetamine is that it can cause a range of mental health issues 

among its users such as depression, anxiety, insomnia, and stress. These symptoms are part 

of mental health conditions that can be managed at the CHC level, but unfortunately a 
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national technical guideline for such service in CHC is not yet available. It would be useful to 

collect all the mental health referral experiences that have been gained throughout this 

program and document them as best practices in mental health service delivery. Later, the 

best practices can be the basis for development of a mental health service technical guideline 

for primary health care facilities nationwide. 

5.       Mainline – Donor Agency 

a. Strengthen the implementing partner’s organizational capacity. 

This evaluation finds that Karisma’s organizational arrangement is not yet able to optimally 

support program implementation. Improvement should focus on human resources 

management and on use of strategic information for program planning and development. A 

standard monitoring and evaluation framework needs to be developed followed with stronger 

advocacy at the national level to target drug-related policymakers. Organizational capacity 

strengthening is imperative and should be included in any future technical assistance since a 

high level of competence without a strong ability to manage a program will not be able to 

effect the desired change. 

b. Provide On-going Technical Assistance 

Significant issues that should be considered in relation to the implementation of HR program 

is the limited capacity of the organization to conduct outreach creatively including in the 

management of the activity. In addition to provide financial support to the CSO, it is expected 

that Mainline could develop a generic learning module that contains technical (step by step) 

guidance in managing outreach including trouble shooting and Q&A related to outreach 

activities. It is expected that the module could be accompanied by a digital tutorial available 

in YouTube or other social media platform. A scheduled online meeting could also be set up 

to ensure the learning process could be fully attended by the CSOs staff. Due to Mainline has 

a local trainer in Indonesia, he can provide ongoing support to the capacity building process 

in collaboration with Mainline staff. By doing this, it is expected that the CSO would have a 

standard of competence for all staff involved in the HR program.  

 

c. Integrate the development of a monitoring and evaluation framework as part of the proposal 

development process. 

It can be concluded that the M&E framework that Karisma uses to evaluate the PWUM 

program implementation was not part of the overall proposal development. The M&E 

framework was developed by Mainline as an instrument to evaluate the progress of a program 

that is implemented by a partner. It was not intended to be an activity that the partner must 

conduct. This indicates a lack of a common understanding about the M&E framework between 

the implementing partner and the donor. It is recommended that a common M&E framework 

and indicators be developed, standardized, and used to monitor program progress. Data 

collection and analysis of indicators should ideally be performed by both the implementing 

partner and Mainline. Results should then be compared and any differences be discussed. This 

process will empower the partner to perform monitoring and evaluation independently.  

d. Strengthen advocacy at the national level. 

To help the program gain higher visibility and credibility among stakeholders, donor agencies 

should target advocacy efforts to national-level policymakers since drugs and HIV is a central 

government policy issue and one can therefore better influence policy change and receive 
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stronger programmatic support at the national level. Routine stakeholder meetings that are 

attended by donor agencies, government institutions and CSOs who provide service to 

marginalized groups will ease the transition of service responsibilities from CSOs to the 

government since traditionally the government is focused on service delivery, while donor 

supported CSOs focus on creating demands for service. Advocacy by donor agencies will help 

guarantee sustainability of CSO activities with funding support from the government. 
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Attachments: 

 

Framework for Monitoring & Evaluation of Intervention on Crystal Meth Users in Jakarta   

 

Strategy Output indicators 
(disaggregated by gender and age) 

Source of information 

Gain access to PWUD community and 

maintain contact. 

 

- Number of New contacts  

- Number of New hotspots 

- Number of cumulative hotspots 

- Number of Recontact 

- Number of total clients of PWUM 

- Number of key informants 

- Number of sex partner contacted 

- Outreach daily report 
- Weekly data analysis  
- Minutes of meeting 
- Interview OW & PM 
- FGDs clients & 

stakeholders 

Increasing awareness through 

community education  

 

- Number of PWUM informed the HR program. 

- Number of PWUM informed by HIV, Drug 

Addiction, Mental Health and General Health 

Service 

- Number of PWUM receive IEC. 

- Number of PWUM receive prevention 

materials (condoms, lubricants, pipe glass) 

- Number of PWUM discussion 

- Number of PWUM attended discussion 

- Number of IEC material distributed 

- Number of prevention materials distributed 

(condoms, lubricants, pipe glass) 

- Outreach daily report 
- Weekly data analysis  
- Minutes of meeting 
- Interview OW & PM 
- FGDs clients & 

stakeholders 

Conducting Risks assessment - Number of PWUM invited the individual risk 

assessment. 

- Number of PWUM invited the ASSIST 

Assessment. 

- Number of PWUM invited the SQR 

assessment 

- Number of PWUM completed the IRA 

- Number of PWUM completed the ASSIST 

- Number of PWUM completed the SRQ 

- Number of PWUM completed 2 risk 

assessments. 

- Number of PWUM completed 3 risk 

assessments. 

- Number of PWUM had 2 times or more the 

same risk assessment 

- Outreach daily report 
- Weekly data analysis  
- Minutes of meeting 
- Interview OW & PM 
- FGDs clients & 

stakeholders 

Utilization of Available Health 
Services 

- Number of health service for referrals 

- Number of HIV testing referrals 

- Number of rehabilitation referrals 

- Number of community-based treatment 

referrals 

- Number of PWUM received referral to 

general health.  

- Number of mental health  referrals  

- Number of WPUM referred to STI screening. 

- Number of PWUM reported their HIV status. 

- Outreach daily report 
- Weekly data analysis  
- Minutes of meeting 
- Interview OW & PM 
- FGDs clients & 

stakeholders 
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- Number of PWUM attended the support 

group for drug addiction 

- Number of PWUM attended support group 

for PLHIV 

Engaging PWUD in the program 
(prevention awareness) 

- Number of volunteer 
- Number of PWUD who became satellites. 
- Number of PWUD who became organizer of 

the organization activities 
- Number of group activities 
- Number of activities initiated and conducted 

by and for community. 
- Number of PWUD invited in the organization 

meetings 

- Outreach daily report 
- Weekly data analysis  
- Minutes of meeting 
- Interview OW & PM 
- FGDs clients & 

stakeholders 

 

 


