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Introduction
Harm reduction programmes in Indonesia have
been officially recognised and in operation since
2007,3 beginning with their implementation
in primary-level healthcare facilities.4 Harm
reduction programmes differ from the majority
of drug rehabilitation programmes in Indonesia,
with the latter focussed on the achievement of
abstinence. From when they were established
in the late 1990s, rehabilitation programmes
in Indonesia typically adopted the approach
of setting behavioural change and abstinence
from drug use as the only goals. No compromise
on these goals were allowed in determining a
client’s successful completion of a rehabilitation
programme. Harm reduction on the other hand,
refers to a set of policies, programmes and
practices aimed primarily at reducing the harms
associated with drug use, which could range
from health, social to economic harms, without
necessarily focussing on ending drug use.5
However, as harm reduction programmes rolled
out in Indonesia, misperceptions about them
have arisen, particularly amongst policymakers
and service providers working with people
who use drugs. Many stakeholders perceive
harm reduction interventions as an attempt to
condone and legalise drug use, making it difficult
for rehabilitation service providers to embrace
them. At the same time, there is a strong
perception amongst harm reduction advocates
that rehabilitation service providers stigmatise
people who use drugs by considering drug use
and relapse as signs of moral failure, which

deters people who use drugs from accessing
health services. There is a need to overcome
current barriers undermining harm reduction
interventions, and for them to be integrated into
rehabilitation programmes that currently only
offer abstinence-based programmes. In addition,
evidence-based drug prevention and treatment
programmes need to be integrated into harm
reduction programmes, in order to improve the
quality and accessibility of all programmes and
services for people who use drugs.6
This policy paper is based on an analysis of data
and evidence produced from a desk review of
literature, and focus group discussions and indepth interviews with clients who have undergone
both types of programmes: abstinencebased rehabilitation programmes, and those
integrated with harm reduction services. The
paper concludes with recommendations for the
Indonesian government to implement policy
reforms that enable the integration of harm
reduction measures into drug rehabilitation
programmes. These reforms will enable Indonesia
to achieve its commitment to implement the 2016
United Nations General Assembly Special Session
on the World Drug Problem (UNGASS) Outcome
Document, particularly the section entitled
‘Treatment of drug use disorders, rehabilitation,
recovery and social reintegration; prevention,
treatment and care of HIV/AIDS, viral hepatitis
and other blood-borne infectious diseases’,
which promotes ‘effective measures aimed at
minimizing the adverse public health and social
consequences of drug abuse’.7
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Treatment and rehabilitation
framework in Indonesia
Indonesia’s Narcotics Law No. 35 (2009) splits
the concept of rehabilitation into two types:
medical rehabilitation and social rehabilitation.8
In principle, each type of rehabilitation could
be delivered as either in-patient or outpatient programmes, by government and
non-government organisations.9 The National
Narcotics Board’s (BNN) rehabilitation centres
provide in-patient programmes for the main
period of treatment, while the after-care
programme could be undertaken as either an
in-patient or out-patient programme. Some
clients enter rehabilitation programmes to fulfil
compulsory requirements, enforced by provisions
in the Narcotics Law No. 35 (2009) that criminalise
the use of drugs and require people arrested
for drug use to be diverted into a rehabilitation
programme or a term of imprisonment. This
practice is contrary to international standards
for drug dependence treatment.10 These
international standards recommend providing
a range of treatment options for clients to
choose from, as doing so ensures more positive
treatment outcomes because the treatment or
rehabilitation programme is tailored to meet the
individual needs of clients, e.g. by enabling them
to continue upholding commitments such as with
family, employment or education.11
Under BNN Regulation No. 24 (2017)
Rehabilitation Standards for Drug Addicts and
Victims of Drug Abuse, medical rehabilitation is

defined as ‘a process that consists of a holistic
drug treatment to cure a drug addict from
drug dependence’ while social rehabilitation
is defined as ‘a process that consists of a set of
holistic rehabilitative activities, be it physical,
mental, or social, aiming to make drug addicts
able to carry out their social function in society’.12
These definitions are severely stigmatising of
people who are dependent on drugs, do not
distinguish between drug use and dependence,
and inaccurately characterise drug dependence
as a social dysfunction.
Combined with the criminalisation of people who
use drugs, and requirements for their compulsory
reporting, under Narcotics Law No. 35 (2009), it is
apparent that drug dependence is considered as
a moral (and criminal) rather than health issue in
Indonesia. As a result, the service providers for
these types of rehabilitation, which are monitored
by the BNN, the Ministry of Social Affairs (MoSA),
and the Ministry of Health (MoH), typically adopt
abstinence as the only goal and success indicator
of their rehabilitation services,13 although this
is not mandated by any national regulations
covering medical and social rehabilitation.14
Table 1 shows the numbers of rehabilitation and
treatment centres, some of which also operate
as Compulsory Reporting Institutions (CRIs), to
which people who use drugs are obliged to report
themselves under Narcotics Law No. 35 (2009),15
along with relevant responsible government
agencies.

Table 1. Responsible authorities for treatment and rehabilitation centres in Indonesia
Ministry of Social Affairs

Ministry of Health

National Narcotics Board

National AIDS Commission

166 institutions*

549 institutions*

160 institutions*

17 institutions**

* Including rehabilitation centres appointed as CRIs
** Community-Based Drug Dependence Treatment (CBDDT) centres incorporating harm reduction measures
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Clear mandate for integrating
harm reduction in rehabilitation
programmes
The legal and programmatic split of rehabilitation
programmes into two separate systems – medical
and social rehabilitation–has led to the division
of authority for drug rehabilitation in Indonesia.
Medical rehabilitation programmes fall under the
authority of the MoH, while social rehabilitation
programmes fall under the MoSA’s mandate. The
BNN, whose original mandate was to enhance the
capacity of all rehabilitation programmes, has no
legal authority over their provision. Nevertheless,
a wide array of medical rehabilitation facilities in
Indonesia, mainly in the form of health clinics,
remain under the BNN’s jurisdiction. This situation
has brought about a mix of legal and policy
documents which are ambiguous and subject to
multiple interpretation, resulting in a lack of clear
standards and guidelines for the implementation
of rehabilitation programmes.
According to the explanation for article 56(2) of
the Narcotics Law, harm reduction approaches
for people who inject drugs may be provided as
a component of medical rehabilitation to prevent
the transmission of diseases such as HIV/AIDS,
and fall under the strict supervision of the MoH.
Article 4 of the MoH Regulation No. 55 (2015) on
Harm Reduction for Injecting Drug Users outlines
details for the implementation of this mandate as
follows:
The implementation of harm reduction for
injecting drug users includes:
1. sterile needle and syringe programmes along
with behavioural-change counselling and
psychosocial support;
2. encouraging injecting drug users, especially
opioid addicts, to undergo opioid maintenance
therapy and other drug dependence
treatment;
3. encouraging injecting drug users to access
preventative measures for sexually transmitted
infections; and
4. HIV counselling and testing services, along
with measures for viral hepatitis prevention
and immunisation’.

According to international standards and
guidelines, comprehensive harm reduction
programmes should cover a wide array
of strategies, many of which are aimed at
prevention, treatment and care measures relating
to HIV such as needle and syringe programmes
(NSP), HIV testing and counselling, antiretroviral
therapy (ART), opioid substitution therapy (OST)
and other evidence-based drug dependence
treatment, as well as relating to the prevention of
sexually transmitted infections (STI), tuberculosis
(TB) prevention measures, and overdose.
The provision of evidence-based drug dependence
treatment, consistent with the harm reduction
approach, has been proven (cost-)effective in
improving the health and well-being of people who
use drugs, thereby resulting in improved outcomes
for communities. In Indonesia, MoH Regulation
No. 55 gives a clear mandate for MoH to provide
evidence-based drug dependence treatment as a
part of harm reduction programmes.
The Narcotics Law and MoH Regulation No. 55
both allow for the integration of harm reduction
and drug rehabilitation or treatment programmes.
However, the MoH’s Regulation No. 2415 (2011)
on Medical Rehabilitation Service Standards does
not outline an integral role for harm reduction
in the implementation of drug rehabilitation
programmes. The MoH has a vital role in ensuring
the integration of harm reduction into medical
rehabilitation programmes, as a crucial step in
improving the quality of rehabilitation services,
and more importantly, the quality of life of
individuals receiving those services. Despite
the ambiguity in the standards for provision of
medical rehabilitation services, the MoH has a
clear mandate to ensure the implementation
of harm reduction interventions as an integral
component of its programmes for people
who use drugs, including within rehabilitation
programmes.

Community-based drug
dependence treatment: Outcomes
of an evaluation
From 2009 to 2017, the National AIDS Commission
(NAC)16 conducted research to evaluate the
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Box 1 Community-based
drug treatment: an effective
alternative to compulsory
rehabilitation centres
A client of Rumah Singgah PEKA in Bogor,
West Java, described his experience at a
community-based drug treatment centre as
follows:
• ‘In other treatment centres, relapse
means the end of the story [suspension
of treatment]. That creates more feelings
of guilt for us… and we go deeper and
deeper down the cycle of addiction. Here
at PEKA, the staff really appreciate our
efforts to stop using or to reduce our
consumption. When we relapse, we’re
not forced to stop treatment and re-start
from zero again’.
• For a description of the services provided
by two CBDDT facilities (Rumah Cemara
and Rumah Singgah PEKA), see: Tanguay,
P. Stoicescu,C. and Cook, C. “Communitybased drug treatment models for
people who use drugs: Six experiences
on creating alternatives to compulsory
detention centres in Asia”, London: Harm
Reduction International (2015).

operation of community-based drug dependence
treatment (CBDDT) services that they funded, and
are available in 17 rehabilitation institutions in 12
cities, as part of wider efforts to integrate harm
reduction into voluntary, in-patient rehabilitation
services. After three rounds of evaluation, the
results were positive,17 with research outcomes
showing that rehabilitation and harm reduction
services can be implemented by the same service
provider in a complementary manner. The
evaluation research conducted by the NAC in 2014
illustrates a number of positive conclusions,18
especially in terms of client satisfaction and
improved quality of life outcomes, demonstrated
by:
• A statistically meaningful difference in terms
of clients’ physiological, psychological, and
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social well-being, with improved quality
of life following completion of the CBDDT
programme
• People who completed the CBDDT programmes
scored lower in the Addiction Severity Index
following completion of the programme,19 as
well as in terms of experience with legal and
health problems, e.g. there was a notable
decline in high-risk injecting practices
• The majority of CBDDT attendees reported a
high level of therapeutic engagement during
their participation in the programmes (with an
average score of 63 out of 75), which refers to
clients’ proactive (and voluntary) participation
in a treatment programme – and is widely
defined as an important indicator of success.20
Applying a harm reduction approach in treatment
and rehabilitation programmes means treating
drug dependence as a health condition, and
measuring success in terms of overall quality
of life instead of solely abstinence. Abstinence
should be seen as a long-term goal that not
every individual will aim to or can achieve.
Harm reduction involves a set of strategies
that are humane, measurable, and accessible.
Given its positive role in improving the quality
of life of people who use drugs, harm reduction
strategies should be integrated into treatment
and rehabilitation programmes as one of a range
of service options that also include abstinencebased services. Evidence-based treatment and
rehabilitation programmes should adopt a
holistic approach where a range of treatment
options are made available and programmes
tailored in accordance with the specific needs of
each individual’s drug dependence, on the basis
of voluntary and informed consent.21

Recommendations
The provision of evidence-based and holistic
drug treatment and rehabilitation programmes
requires synergy between ministries and
government agencies, provincial and municipal
governments, and local communities. In this
regard, a clear division of roles and functions
should be made between different ministries/
governmental bodies (especially MoSA, MoH and

BNN), provincial and municipal governments,
and community organisations in relation to
the implementation of drug treatment and
rehabilitation programmes, including the
development of standards and guidelines, along
with their monitoring and evaluation.22
The government of Indonesia should develop
one uniform national policy for the provision
of integrated and comprehensive drug
rehabilitation programmes, that applies to all
government agencies and non-government
organisations. This will require undertaking the
following recommended actions:
1. Review Narcotics Law No. 35 (2009):
• To replace the dual system of ‘Medical
Rehabilitation’ and ‘Social Rehabilitation’ with
one system of ‘Integrated and Comprehensive
Rehabilitation’
• To end the stigmatisation, criminalisation
and prosecution of people who use drugs,
particularly by removing the requirement
of compulsory reporting as outlined in
Article 55 (this will also necessitate repealing
Government Regulation No. 25 (2011) on
compulsory reporting of people who use
drugs) in order to eliminate the risk of arrest,
detention, imprisonment and compulsory
treatment/rehabilitation of people who use
drugs – as these deter people who use drugs
from accessing the treatment and harm
reduction services they may need.
2. Establish a clear set of guidelines to
incorporate harm reduction measures
into existing rehabilitation programmes,
by designing a National Action Plan on
Rehabilitation with the effectiveness of
programmes measured against a set of
quality of life indicators that covers health,
relationships, employment, and other
aspects of well-being, not solely abstinence.
The National Action Plan should:
• Support the implementation of evidence-based
and voluntary drug treatment programmes
such as the National AIDS Commission’s

CBDDT programmes which have been at the
forefront of integrating harm reduction into
drug treatment programmes in Indonesia
• Reflect international standards to be complied
with, as well as clarify the role and authority
of each government agency to ensure better
coordination. To this end, it is necessary
to develop regulations specific to each
government agency involved in the delivery of
rehabilitation programmes.
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