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1. INTRODUCTION 

 The Regional Advisory Panel on Impacts of Drug Abuse (RAPID) was established by 
the Regional Office for the Eastern Mediterranean (EMRO) of the World Health Organization 
(WHO) in 2002 to review the current situation in the Eastern Mediterranean Region with 
regard to substance abuse, determine the key elements of a strategic plan of action and advise 
WHO on ways and means of achieving its objectives. Its establishment reflects recognition of 
substance abuse as a growing problem in the Region, which is one of the most important 
transit areas of the world for illicit drugs. Not only is drug use increasing, but the traditional 
patterns of abuse are also shifting to potentially more dangerous forms such as injecting drug 
use. There is a need for a strategic plan for improving the information gathering system and 
innovations in approaching the drug abuse issue. The role of RAPID is to advise in this area. 
Specific terms of reference of the Pane l are to: 

• Perform in depth study of different available data on substance abuse with particular 
emphasis on injecting drug use and its related health consequences including 
HIV/AIDS; 

• Assist and advise on creating a unified data collecting system for the Region; and  

• Advise on the development of a regional strategy on all health-related aspects of 
substance abuse including demand and harm reduction interventions. 

The second meeting of RAPID was held in Teheran, Islamic Republic of Iran on 1 4  
December 2003 to follow up on the actions taken since its first meeting in September 2002. 
The meeting was opened by Dr El Fatih El Samani, WHO Representative, Islamic Republic 
of Iran, who delivered a message from Dr Hussein A. Gezairy, WHO Regional Director for 
the Eastern Mediterranean. In his message, Dr Gezairy expressed satisfaction at the follow-up 
actions taken since the first meeting of RAPID and urged that the second meeting should lead 
to the development of an evidence-based strategic plan for the Region, encompassing analysis 
of the drug abuse situation, prevention, treatment and rehabilitation. The meeting would also 
address the issues of primary prevention and demand and harm reduction, employing an 
intersectoral collaborative approach. 

 Dr R.S. Murthy, Medical Officer, Mental Health and Substance Abuse, WHO/EMRO, 
briefed the participants on the expected products of the meeting, which included: a regional 
report on the drug abuse situation; finalization of the regional strategic planning document on 
substance abuse; and prioritization of activities to be undertaken by countries of the Region in 
the field of substance abuse (in particular, practical actions that could be addressed across the 
Region). He emphasized the importance of taking account of the multiple factors influencing 
levels of drug misuse in the countries of the Region, namely economic, political and social 
change and conflict situations. 

 Dr Ahmad Mohit, Director, Health Protection and Promotion, highlighted the need for a 
systems-based integrated approach to address the multidimensional problem of substance 
dependence. He emphasized the unique position of WHO to be able to take the leading role in 
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coordinating such an approach. He briefed participants on the objectives of the second 
meeting of RAPID, which were to: 

• review the situation in the Region regarding substance abuse, with particular emphasis 
on injecting drug use and its consequences including HIV/AIDS; 

• set the regional priorities regarding the sites for future data collection and strategic 
actions; and 

• finalize the draft for strategic planning on substance abuse addressing the issues of 
prevention, care and rehabilitation. 

The opening session ended with the election of officers and adoption of the agenda. 
Dr Emran M. Razzaghi (Islamic Republic of Iran) was elected Chair, and Dr Khaled Saeed 
(Pakistan) and Dr Mark Prunty (London) served as Rapporteurs. The agenda, programme and 
list of participants are given in Annexes 1, 2 and 3 respectively. 

2. OVERVIEW OF THE SITUATION OF SUBSTANCE ABUSE AND HIV/AIDS 

2.1 Global perspective 
Dr V. Poznyak 

Worldwide, an estimated 2 billion people use tobacco, while 3 billion people consume 
alcohol. Cannabis, amphetamine type stimulants (ATS), cocaine, opioids are used by 163 
million, 42 million, 14 million and 15 million people worldwide, respectively. Tobacco, 
alcohol and illicit drugs figure among the 20 leading risk factors responsible for the global 
burden of disease, as measured by disability-adjusted life years (DALYs). This does not take 
account of social consequences that are particularly relevant for illicit drugs. The global HIV 
epidemic has developed into an unprecedented threat to the social and economic stability of a 
large number of countries, especially in sub-Saharan Africa. Dr LEE Jong-Wook, WHO 
Director-General, has said that

Worldwide, an estimated 40 million people are living with HIV/AIDS, while 5 
million people get infected each year. The most dynamic growth of the epidemic is being seen 
in Eastern Europe, South East Asia and Central Asia, where injecting drug use (IDU) is the 
major, or one of the major, routes of transmission. 

In 2003, WHO launched the 3 by 5 Initiative, aiming at providing antiretroviral drugs to 
3 million HIV/AIDS patients by the year 2005. Human resource development, development 
of effective information systems, strengthening national health systems and preventive efforts 
are the other pillars of the strategy to face the challenge of HIV/AIDS. Hepatitis C is also a 
major problem of injecting drug use in the Region. 

In this regard, the WHO mental health global action programme focuses on advocacy 
and information for integrated policy and service development and treatment of drug 
dependence as an HIV/AIDS intervention strategy, as well as continuing research. 

The actions carried out so far to generate information for better decisions and advocacy 
against stigma and discrimination include publication of the forthcoming WHO report 
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Neuroscience of psychoactive substance use and dependence (due in March 2004) and an 
interagency position paper on substitution therapy in management of opioid dependence, and 
the mapping of available prevention and treatment services through development of a 
substance use atlas (Atlas-SU). 

Developing drug dependence treatment as part of the comprehensive package for an 
HIV/AIDS intervention strategy involves reducing drug injecting, reducing high-risk injection 
practices and high-risk sexual behaviours, promoting rehabilitation, and serving as the 
platform for HIV/AIDS treatment and rehabilitation services. 

The WHO collaborative project on drug dependence treatment and HIV/AIDS has been 
launched in 8 sites and a number of tools have been developed to help in the assessment, 
surveillance and in providing treatment, care and psychosocial support for people with drug 
dependence and HIV/AIDS. 

The need for an integrated approach has been recognized and efforts have been 
launched to translate it into action; however, it is only the beginning of a long and hard 
struggle. Efforts are needed on all sides, and RAPID should be in the forefront of these 
efforts. It was pointed out that there is no public health benefit of detoxification treatment 
alone and so this should not form the sole option in achieving public health goals for 
substance misuse treatment. 

Discussion took place on the importance of finding effective methods to communicate 
the value of substitution therapy. This should be based on the strength of the evidence and a 
clear exposition of its role as a medical treatment with advantages over illicit opiates (rather 
than characterizing it as simply an alternative legal supply of opiates). Promoting active 
treatment should not be presented as contradictory to preventive approaches but both as 
important components of demand reduction. The variation in legal approaches to drug use 
among the countries of the Region was discussed with no early mechanism to harmonize 
these. It was suggested that advocacy approaches to improving understanding of drug misuse, 
including the value of demand and harm reduction, could inform future shifts in interventions 
in countries from the current largely penal approach to a public health approach. 

2.2 Situation analysis on drug abuse and response in the Region, 2002 
Dr Afarin Rahimi Movaghar 

The collection of country information has been an important activity since the first 
RAPID meeting. The methodology used to collect information from countries of the Region 
involved reviewing key available documents from WHO, UNAIDS, World Bank and United 
Nations Office on Drugs and Crime (UNODC) studies from individual countries (involving 
expert views, results of questionnaires and data from rapid situation assessments and other 
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studies) and the results of a newly developed assessment questionnaire, the WHO/EMRO 
Questionnaire for the Regional Situation Analysis on Drug Abuse1. 

The questionnaire collected information on the drug abuse situation (drug use, 
injecting drug use and consequences of drug use) and on drug abuse policies and interventions 
(national policies and laws, drug abuse prevention, and at drug abuse treatment, rehabilitation 
and harm minimization interventions). A range of standard sources were reviewed and 
adapted for developing the questionnaire, with modifications to include any licit or illicit 
drug, to allow for specified alternative definitions and to allow most recent available data 
(with year identified). More than half the countries (14 of 22) had returned data, mostly from 

e of the meeting. 

Analysis of the literature and the questionnaire on the drug scene in countries of the 
Region showed considerable variation across the Region. Almost all opium production in the 
Region, up to 3400 metric tonnes in 2002, is from Afghanistan. The largest amounts of opium 
and heroin seizures worldwide are from the Region (especially the Islamic Republic of Iran 
and Pakistan). Almost all countries have reported seizures of cannabis herb and resin. Most 
countries have reported seizures of cocaine and of amphetamine-type stimulants (ATS). 

In all countries, cannabis derivatives are the first or second most common drugs of 
abuse. In all countries, abuse of prescription drugs is common. Other important drugs of abuse 
reported are heroin (17 countrie s), opium (11 countries), inhalants, ATS and cocaine. No 

qat use is reported as common in Yemen 
and Saudi Arabia. Some countries reported abuse of anticholinergics as an issue. Most 
countries reported increased abuse in recent years (with only Saudi Arabia reporting a 
reduction). Drugs that received the most attention from the public and the policy-makers were 
opiates, cannabis, alcohol and sedatives. 

Eight countries have conducted epidemiological surveys in past 10 years with the most 
common methodology used being rapid situation assessments among drug users, high school 
and university student surveys and prisoner surveys. Household and emergency room surveys 
have been used, less commonly.  

The most common age group of drug users was 20 35 years, the most common age 
group in which drug use was initiated was 18 25 years and the main drugs used by youth 
were cannabis, alcohol, inhalants, sedatives and stimulants. Large differences between 
countries in female to male ratios were identified, with sedatives being the commonest drugs 
used by women, followed by opiates. Most countries have reported drug use to be more 

 

1 Copies of the questionnaire can be optained from the WHO Regional Office for the Eastern Mediterranean, Mental Health 
and Substance Abuse Unit, PO Box 7608, Nasr City, Cairo  11371, Egypt. Email: MNH@emro.who.int 
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prevalent in urban areas. While there were large differences between countries in the number 
of drug users identified, about 6 million people are estimated to be drug users in the Region. 

Most countries report intravenous drug use and reported increases in recent years. The 
most common drug of intravenous use was heroin, with other reported drugs used 
intravenously being opium, morphine, ATS, buprenorphine and sedative-hypnotics. Most 
study samples are from treatment populations of drug users but it is estimated that at least 
500 000 people in the Region are intravenous users. The practice of sharing is reported in 
30% 80% of injecting drug users (reported from Egypt, Islamic Republic of Iran, Lebanon, 
and Pakistan), with treatment populations showing lower rates of sharing. The information on 
consequences of drug use and injecting drug use is very limited. 

There are an estimated 600 000 HIV/AIDS cases in the Region, with an adult 
prevalence rate of 0.2% (among the positive individuals, the percentage of women with 
HIV/AIDS is 40%). The most important routes of transmission are heterosexual sex and risky 
injecting drug use. There are large differences across countries. The reports of HIV/AIDS 

s vary between 
0% and 27%. Countries reporting higher prevalence of HIV/AIDS in injecting drug users are 
Bahrain, Islamic Republic of Iran, Libyan Arab Jamahiriya and Tunisia. Other countries 
appearing particularly at risk include Egypt, Kuwait, Lebanon, Morocco, Oman and Syrian 
Arab Republic. Unfortunately most countries lack sound HIV/AIDS surveillance systems to 
monitor blood-borne viruses in injecting drug users. Information from the Libyan Arab 
Jamahiriya and Pakistan shows very high HCV infection in injecting drug users. 

The following conclusions on the drug abuse situation can be drawn from the survey: 

• A variety of drugs are abused in the Region, especially opioids, cannabis and ATS. 

• There is insufficient information on drug abuse. 

• There are large differences among countries in terms of the extent and intensity of drug 
abuse problems. 

• Countries with considerable drug abuse problems include the Islamic Republic of Iran 
and Pakistan. 

• Countries with moderate drug abuse problems include Afghanistan, Bahrain, Egypt, 
Jordan, Libyan Arab Jamahiriya, Morocco, Oman and Tunisia. 

In some countries of the Region such as Islamic Republic of Iran, Jordan, Kuwait and 
Oman, drug abuse is considered a serious problem, but even in these countries the most 
important and active strategy for combating the drug problem is a supply reduction strategy. 
Seventeen countries report the existence of a national programme on drug abuse, but in at 
least half of these countries the programme is not functional (and in others not fully 
developed). 
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In most countries, the main drug control body comes under the umbrella of the Ministry of 
Interior. Interministerial bodies, where they exist, do not have sufficient  power, while 
ministries of health lack the necessary infrastructure to combat the problem. 

Eleven countries reported prevention programmes, with most based on campaigns in the 
media, schools and universities. Afghanistan, Islamic Republic of Iran, Lebanon and Syrian 
Arab Republic report community-based drug abuse prevention programmes, but information 
is available only for the Islamic Republic of Iran. Drug education for different target groups 
such as teachers, health workers, police, parents and college students have been reported from 
some of the countries. Ten countries report the involvement of nongovernmental organizations 
in drug abuse prevention. 

Primary health care system involvement in drug abuse prevention was reported by eight 
countries. Drug testing as a prevention measure was described in some countries, such as 
upon arrest with suspicion of abuse, before employment, as part of random testing during 
employment, before marriage and before getting a driving license. Although five countries 
reported an inadequate evaluation mechanism, there were no published papers.  

In almost all countries, drug use is considered a crime. In all countries, those who are 
drug dependent can be treated if referred voluntarily (and in some cases these should be 
reported too). In all countries a drug user, if arrested, is subject to punishment (by fine in all, 
imprisonment in all except two, and lashing and hard labour in two other cases). Most 
countries have foreseen treatment as an alternative to punishment for those who are drug 
dependent, in special cases (offering between one to five opportunities at treatment). 

A few countries reported the involvement of the private sector and nongovernmental 
organizations (Egypt, Islamic Republic of Iran, Jordan, Oman and Pakistan). In most 
countries, treatment consists of hospital-based detoxification (almost always done with 
tranquilizers; the use of clonidine, opioid antagonists and methadone for detoxification was 
rare). Other services exist in some areas of a few countries, which includes counselling and 
drug education. 

No country has substitution treatment except the Islamic Republic of Iran (as a pilot 
programme). There are legal limitations for using methadone for treatment in a number of 
countries. Over-the-counter sale of syringes is allowed in Afghanistan, Egypt, Islamic 
Republic of Iran, Iraq, Jordan, Lebanon, Morocco, Pakistan and Syrian Arab Republic. 
Needle exchange provision is available in Islamic Republic of Iran, Morocco and Pakistan as 
pilot projects. There is some harm reduction education in Islamic Republic of Iran, Jordan, 
Oman, Pakistan and Saudi Arabia. 

A number of conclusions on drug abuse policies and interventions can be drawn from 
the survey: 

• Legislation in many countries is not very supportive to treatment and harm 
minimization activities. 
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• Treatment, rehabilitation and harm minimization services are not quantitatively and 
qualitatively well developed.  

• Current programmes are not evaluated. 

• There are examples from the Region showing that good interventions can be developed. 

• Egypt, Islamic Republic of Iran, Morocco and Pakistan have started various 
interventions that should be promoted and extended more rapidly in other countries. 

• Jordan and Oman have high political commitment for starting health response to the 
problem. 

• Afghanistan, Bahrain, Libyan Arab Jamahiriya and Tunisia are in the preliminary stage 
of recognition of the problem and developing appropriate solutions. 

During the discussions it was noted that the International Society for Addiction 
Medicine (ISAM) and World Psychiatric Association (WPA) have developed a consensus 
glossary for 18 or 19 terms related to drug addiction, for international use 
(www.isamweb.org/pages/posdefinitions.html)
for those drug users consenting to HIV and HCV testing was raised, in view of health hazards 
of a positive status. General population prevalence figures of HCV of 40% 55% (reportedly 
confirmed with PCR) in Egypt and very high rates of the same in Pakistan were reported in 
the general population. These data need to be checked. No clear transmission route has been 
determined to explain such high prevalence, given the role of blood in transmission. It was 
agreed that greater emphasis on illicit use of licit drugs would be useful in future work. 

Some contradictions in the report were identified due to nature of the survey. Care must 
be taken in how the data are presented. A key conclusion that was brought out was that all 
countries are recognizing the substance abuse problem, which is a significant conclusion, 
given the lack of any such recognition in the past. 

There is scope for further analysis of data sources to identify trends, rather than just 
presenting cross-sectional data, to give the report of the survey more context and power. 
Possible methods for strengthening the data and verifying or validating it were discussed. 
Identification of a focal point (such as Ministry of Health) or committee of key informants in 
each country was proposed. It was also suggested that sending draft results back to key 
informants would possibly encourage important corrections to be made for any 
misrepresentation arising in the report. However, it was also suggested that recognizing the 
value of the report was important (despite limitations) and clear ideas were needed for how to 
use it effectively, and as soon as possible, in view of the urgency of addressing the risks of 
blood-borne viruses in the Region. 

A question was raised about the relative harm of opiates versus ATS. The risks of 
effects of stimulant use on blood-borne virus risk behaviour and the potential for developing 
polydrug rather than alternative use was noted. The problems of the WHO Western Pacific 
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Region with ATS with very high admissions for ATS-related psychosis, the risks of multiple 
daily injections and the possible closer link with adolescent youth behaviour were also raised. 
The value of qualitative methods in exploring some of the questions was suggested. 

Discussions focused on the central role of ministries of health in addressing this 
problem. Discussion also took place about the opportunities offered by prisons for health 
improvement (despite often limited association between prison health services and health 
provision options and policies more generally). The pilot study of methadone treatment in 
prison in the Islamic Republic in Iran was seen as a good example. 

It was proposed that the role of legal changes with regard to substance abuse in 
countries may be most effective after changes in public awareness and perception have been 
effected. Hence, it is important for addiction experts to continue to explain to opinion formers, 
policy-makers and ministers the importance of treatment (such as substitution treatment, in 
terms of its use as appropriate health care treatment and not simply as alternative supply 
sources). 

 The group suggested that it was important before publication to: check fact validity and 

document; provide references (as part of database development and for additional trend data 
to be referred to); and, importantly, consider how to use the report most effectively.  It was 
also agreed that a more comprehensive literature review should be considered and the legal 
status of prescribing and harm minimization approaches should checked. 

3. RESPONSE TO SUBSTANCE ABUSE AND RELATED HARM IN THE 
REGION: COUNTRY REPORTS 

3.1 Patterns of substance abuse in Egypt 
Dr T. Gawad 

 The most common drugs of abuse, following a rise in the mid 1980s in Egypt, are 
cannabis (particularly as bango), alcohol, psychoactive medicines and opiates. There is an 
increasing trend among the young people to experiment with drugs, and seizure data confirm 
this. Males mostly smoke cannabis or drink alcohol, while psychoactive drugs seem to be 
preferred by females. The ratio of male to female drug users has been reported as 30:1, but 
this is from inpatient treatment data. 60% are polydrug users. It is estimated that between 
500 000 and 1 million people use hashish, while 11 000 to 22 000 use heroin. The combined 
cost for the Egyptian economy is estimated to be about US$ 230 million. 

 The National Trust Fund provides the budget for university training with international 
support for delivery of substance abuse services. While there is no specific health promotion 
programme, the university and nongovernmental organizations contribute to prevention 
programmes for specific groups. 

There are fewer than 1000 public psychiatric beds for addiction in Egypt, and 60% of 
the facilities are private. Of the 22 treatment facilities, 15 are located in greater Cairo. There 
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are no community-based or outreach facilities, very few rehabilitation centres and no 
coordination between various treatment centres or with other national systems (such as 
judicial bodies or nongovernmental organizations). However, recently Narcotics Anonymous 
and Alcoholics Anonymous have initiated activities in Cairo and Alexandria. 

There is no database to monitor drug trends in Egypt. Voluntary registration of drug use 
allows access to free treatment (but more than half the facilities are private, so users of these 
facilities are not identified by registration). Only 30% are treated by general practitioners or 
psychiatrists. Religious and traditional healers are widely used in areas such as southern 
Egypt, where more culturally specific services may need to be developed. There is a need to 
formulate an evidence-based, culturally appropriate policy, embracing the value of 
community-based services, rehabilitation, inter-agency working and harm reduction with 
delivery based on local assessment of needs. 

3.2 Drug use and abuse phenomenon in Morocco 
Dr M. Paes 

 There is a long history of cannabis cultivation in northern Morocco, as well as demand 
for cannabis in nearby Europe. There is increasing demand for drugs both internally and 
externally, including traffic of heroin and cocaine into Morocco. Considerable societal change 
has occurred within a liberal tradition. Harm reduction approaches are lacking in Morocco, 
and there is a limited network of professionals and few specific treatment programmes. There 
are few preventive programmes and no substitution programmes. 

Currently, Morocco is in the process of analysing data from the first national household 
survey on mental disorders (including alcohol, tobacco and other drug use). However, some 
small-scale studies have shown that tobacco, cannabis, alcohol, sedatives, hypnotics, 
inhalants, cocaine, heroin and ecstasy are used. Predominantly young, unemployed people, 
street children and commercial sex workers are at risk. A national high school survey 
conducted 10 years ago showed that more than one third of the high school children had used 
tobacco, alcohol and/or cannabis at some point. 

There are active programmes for providing preventive interventions to street children 
and drug abuse-and AIDS patients. These activities are mostly carried out by 
nongovernmental organizations with technical support from UNODC, the National Centre on 
Drug Abuse Prevention and Research and Al-Razi Hospital. 

A national commission on drugs was created in the late 1970s and a national action plan 
has been in place since the 1990s. There is no central data collection or monitoring system 
except for arrest and seizure data. Treatment facilities are based in the government sector and 
follow the abstinence model of management. Some care is delivered privately to assist 
detoxification. There are no opiate substitution or rehabilitation programmes. The need has 
been identified to develop a network of key agencies/persons to develop a national 
comprehensive plan. This should aim to enhance the coverage and range of interventions to 
include prevention, harm reduction and rehabilitation. Furthermore, the need for collection of 
data to feed the process of policy and programme planning has also been identified. 



WHO-EM/MNH/168/E 
Page 10 

 

3.3 Innovative experiences in drug abuse in the Islamic Republic of Iran 
Dr M. Vazirian 

The Islamic Republic of Iran has the highest percentage of opioid drug users in the 
Region and is on the main trafficking route. The Islamic Republic of Iran has 3.7 million 
opiate users, 2.5 million problem drug users, 1.2 million dependent users and 137 000 
injecting drug users. There are 1.9 million alcohol users and 250 000 alcohol dependent 
individuals. There are 390 000 cannabis users and 4.8 million abusers of addictive 
medications such as codeine (1.5 million of these are also using illicit drugs). 

The problem of substance abuse has been growing with an annual increase in the 
number of drug abusers at 8% per annum (1978 1998), which is three times the growth rate 
of the population. The annual increase in the number of infecting drug users has been greater 
at 33% (1988 1998), with significant rates of injecting drug use related HIV levels (mid-rank 
worldwide). Rates of HIV in the general population are low, but rates of HIV among injecting 
drug users are reported at between 5% and 25% (with injecting drug use accounting for two-
thirds of infections). There are concerns about crossover through sexual partners. 

Active cooperation between government ministries and key organizations through the 
Drug Control Headquarters (DCHQ), headed by the President of the Islamic Republic of Iran, 
is the policy driver for drug control. Since 1997, the laws have maintained drug use as a crime 
(with punishments of fines and lashing) but have enabled recognition of routes to treatment. 
New agreements between members of DCHQ have supported a 3-level approach: voluntary 
treatment; harm reduction; and drug court approach with the option of vo luntary treatment 
diversion. 

 A number of key studies in the Islamic Republic of Iran that have informed policy are: 
rapid situation assessment of substance abuse (Welfare Organization, 1998 and 1999); 
epidemiological study of substance abuse (Ministry of Health and Medical Education, 2001); 
and rapid assessment of IDU in Teheran (Welfare Organization, 2001). 

 Primary prevention has been delivered through the Welfare Organization over the past 
10 years through the drug education programme and the comprehens ive addiction prevention 
programme, with initial evaluation suggesting that these have not been particularly effective 
in influencing behaviour. More recently, life skills training programmes have been developed 
by the Ministry of Health and Medical Education, Ministry of Education and the Welfare 
Organization, as these have proved to be of help in many countries. In addition, more recently, 
a programme of health promoting schools has been initiated (supported by UNODC). 
Treatment has received greater attention since the late 1990s with development of public and 
private outpatient and hospital substance abuse treatment facilities (with approximately 
120 000 annual admissions). Methadone maintenance treatment (MMT) has recently been 
introduced and promoted due to the failure of abstinence-based approaches (with successful 
detoxification rates as low as 5% and relapse prevention with naltrexone achieving success in 
only 20% of cases). The first MMT clinic opened in September 2002 and the second in 
February 2003, both in Teheran. Preliminary reports show high compliance and high patient  
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satisfaction rates. The overall treatment is much cheaper than abstinence-based treatments. 
Pilots of MMT in prisons have also been developed to reduce injecting in prisons. 

Integration of substance abuse in to primary health care has been in development for 
some years. Field work has recently started with a view to delivering substance abuse 
treatment in primary health care over three districts with access to abstinence-based treatment 
and MMT, and involving nongovernmental organizations and with access to Narcotics 
Anonymous. Thousands of general practitioners have been trained in recent years with a view 
to delivering higher quality treatments, and also some psychiatrists and anaesthesiologists 
(particularly in view of the evidence that ultra-rapid approaches and the use of induction onto 
naltrexone with deep sedation are not cost effective or beneficial). Nongovernmental 
organizations and Narcotics Anonymous have thousands of members. 

 The National Harm Reduction Committee developed a harm reduction policy in 
September 2002. The committee membership includes the Ministry of Health and Medical 
Education, Welfare Organization, Prison Organization, Training Institute of Psychiatry and 
DCHQ. The committee developed a 5-year strategic plan for harm reduction in 2003, 
involving multisectoral interventions including working with prisoners. 

 Voluntary counselling and testing centres for HIV (available for drug users and their 
families) have been developed. MMT is supported. Outreach with needle and syringe 
exchange and drop- in centres (including mobile services) are also promoted. DCHQ and law 
enforcement agencies have accepted the plan including these measures. 

 Drug research centres include the Darius Institute (Welfare University and Iran UNODC 
Darius Project) and, more recently, the establishment of the Iranian National Center for 
Addiction Studies (INCAS). Significant research projects and activities include the rapid 
situation assessment, the epidemiological study of substance abuse, an MMT study, an 
evaluation of naltrexone treatment, outreach evaluation for street drug users, data collection 
for treatment centres, evaluation of health promoting schools, study of drug mortality and 
workshops (mass media and prevention, agonist treatments, drug prevention for 
nongovernmental organizations, harm reduction in prisons and substance abuse 
epidemiology). 

 A key feature of recent success in the area of drug abuse in the Islamic Republic of Iran 
has been the cooperation of all key agencies (international bodies, health and welfare and 
judicial agencies). The best programmes were suggested to be the MMT, health promoting 
schools (no evaluation as yet), outreach projects, workshops and the triangular clinics in 
prisons. 

During discussion following the country reports, the following points emerged: one of 
the most important challenges is the attitudes and lack of knowledge of some stakeholders and 
policy-makers. It is agreed that it is hugely important to provide key information, to keep 
pushing these issues and not to assume that any agency or individual will not be able to 
change through advocacy. It was noted by a number of participants that this can be a key 
method of engaging change (through invitations to meetings or individual contacts/meetings). 
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Members of judicial organizations should be invited to participate in strategic groups as much 
as possible to maximize ongoing engagement. In support of such advocacy, WHO has 
published or is producing documents such as the forthcoming report on the neuroscience of 
psychoactive substance use and dependence (due March 2004), a position paper (with other 
UN agencies) on substitution therapy and a report on prevention of psychoactive substance 
abuse. 

4 DRAFT REGIONAL 4-YEAR STRATEGIC PLAN: DISCUSSION 

 The draft plan was discussed to provide suggestions for revision. With regard to the 
structure of the report, it was suggested that a re-drawing of the report focusing on a structure 
that linked to the needs of policy developers in individual countries would be more useful as a 
policy tool. The structure would cover 4 key stages: 

• policy and legislation 
• programmes (e.g. prevention, treatment, harm reduction) 
• implementation of priority activities (e.g. MMT or life skills training in schools) 
• evaluation and feedback. 

Each stage would have a menu of sub-headings that addresses the content of the current 
draft report and each country would determine priority policy options and evaluate and give 
feedback. 

RAPID needs to focus on global approaches for promoting key priorities such as 
improving data collection, deficits identified and possibly the development of a central 
database. It is important to coordinate with other organizations, and not simply do parallel 
work to that being done by other agencies (for example, work under the UNDCP Global 
Programme on Drug Abuse (GAP) that may soon involve the Islamic Republic of Iran). It is 
also important to consider joint work and encourage joint efforts with WHO and UNODC. 
Cost e ffectiveness analyses would be useful to promote effective policy but it is important 
that such studies are sophisticated enough to recognize time resources needed as well as direct 
costs. 

The draft plan overall has covered all key issues with some specific amendments 

 

It is important the Regional Office has a RAPID-approved clear and balanced statement 
of principles that is comprehensive enough to be flexible in use, while clearly reflecting the 
evidence base, and the current draft provides this. Further consideration of the structure may 
be needed to enhance how countries can use this plan as a tool. The plan reflects accurately 
the evidence and balances the range of activities and programmes needed. It would be useful 
for RAPID to confirm that the emphasis on different approaches is balanced and reflects 
priorities (such as the importance of advocacy, and sufficient data collection systems to 
inform policy). However, once agreed, the plan needs to be able to be used effectively. 
RAPID will be able to advise on key priorities across the Region and for individual countries. 
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Hence the plan will form a basis for developing differing priorities in different countries and 
may suggest promotion of its elements in phases kept under review by RAPID and WHO. It is 
important that the plan is good enough and the data available are good enough to inform 
prioritization of actions, but the focus should then be on advising on policy and action 
planning and delivery.  

The role of RAPID is to advise WHO EMRO on what to do (in the context of the plan) 
and that should become the main focus of RAPID hereafter. WHO is keen for RAPID to 
suggest life skills training in schools and proper prevention measures to be supported and 

affected by unplanned pseudo-urbanization. 

5. OVERVIEW OF CONTROL AND PREVENTION ISSUES 

5.1 Substance dependence  a holistic view 
Dr A. Mohit 

There is growing evidence to show that efforts to date on HIV/AIDS and substance 
abuse control have failed. One of the problems is the terminology. Multiple terminologies 
may exist for a range of reasons, but addiction is a multi etiological, bio-psychosocial human 
behaviour looked at often from a narrow perspective by administrators. This applies also to 
approaches to treatment and rehabilitation (such as punitive methods, ultra-rapid methods, 
etc.). However, it is important to consider that even the most effective treatment has a high 
relapse rate. 

biological, psychological as well as social models and their relations; stressing the range of 
issues as a whole to address the range of needs. Historical, moral and attitudinal issues also 
need to be taken into account. 

There is a need to recognize that successful responses in one country may not be 
automatically transferred to another country. One etiological and one treatment model (as the 
classical medical model) will not be successful. Historically, traditional use of drugs has 
different characteristics to pre-modern usage, which is quite different from modern drug use. 

What factors explain the changing behaviours of adults and cultural shifts in drug use? 
A large range of factors influences such changes (including biological, psychological, social, 
moral, economic, geographical and political factors). It is important to determine how to 
address and promote such complexity to be able to take action (including psychiatric 
treatments, skills training, parental support, recreational activities as alternatives for young 
people and by developing other agents of change from outside the health sector as much as 
possible).  

Planning is important with an honest situation analysis to inform planning priorities. 
Clear, multisectoral rational policies need to be developed with situation specific responses. 
Problems need to be addressed in their entirety. Recognition of constraints will also form a 
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priority. It is important to identify constraints (situation and people) and factors. There is need 
to learn from questions and experience and be realistic, secure resources, identify the 
management structure, be flexible, open-minded and sensitive to cultural issues. Harm 
reduction approaches are necessary for treatment and prevention of addiction. Harm reduction 
is just an element of prevention. It is important to give guidelines on providing harm 
reduction (such as careful provision of methadone to avoid later problems). Treatment centres 
have differing values and effectiveness. Therefore, WHO should give guidance by any 
credible centre needing a clearly defined approach and evaluation of its success (with 
technical advice and assistance with indicators and evaluation). Advice from WHO can help 
developing countries to address their issues. It is important that approaches to treatment are 
not limited to substitution therapies and include post-detoxication support. 

5.2 Prevention of drug abuse and promotion of healthy living 
Dr R.S. Murthy 

The WHO document Selected review of what works in the area of prevention is a useful 
source of evidence on preventive approaches. However, most of the data are from the 
industrialized world. The role of the media in substance abuse control can be both positive 
and negative. Substance abuse is a complex concept to address and to respond to. Prevention 
should form part of a comprehensive response. 

The WHO document reviews a range of preventive approaches. Educational approaches 
need to address developmentally appropriate terms (for inoculation phase, early and late 
relevancy phases). One-time training is ineffective. Interventions need to be integrated into 
the overall curriculum. Approaches need to be culturally specific with the school population 
(incorporating feedback before programmes are introduced). Harm minimization has the 
strongest evidence. Incorporating a parental component is useful. Interactive approaches are 
the most effective, while didactic approaches are least effective.  

Providing utility knowledge related to the needs of the young people is very important. 
The focus should be on behaviour change (not just change in knowledge and attitudes). It is 
important to provide time for interaction during intervention programmes. Measures of 
success should include use and harm reduction. Sub-group effects need to be studied.  

Life skills education is useful for prevention of HIV/AIDS and to reduce harm 
associated with drug use. Life skill education may also contribute to other benefits in mental 
health. Community-based approaches may be useful but there is less research evidence to 
justify. Smell audiences and use of interactive skills-based methods are important. When life 
skills education is presented as a training package to students, it is appealing to include 
parents (on issues such as assertiveness, there is need for efforts parents and teachers). Prior to 
introduction of life skills, there is a need to consider life purpose of young people and their 
goals. The Region needs to develop the evidence base. Life skills education developed in one 
cultural setting may be inappropriate in another cultural setting. Programmes must be 
developed to meet cultural needs in each country and community.  
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5.3 HIV/AIDS and injecting drug use 
Dr A. Mohit 

The rates of HIV/AIDS are increasing rapidly among IDUs. The Islamic Republic of 
Iran and Libyan Arab Jamahiriya are showing very high sites of IDU-related HIV infection. 
Successful triangular clinics report a comprehensive approach of education, voluntary 
counselling and testing, treatment, family support and harm minimization approaches. 
Positive effects on knowledge of HIV status, prevention of transmission and providing access 
to treatment and care for individuals all have positive impact on the community. Commitment, 
advocacy, an integrated approach, involvement of primary health care centres and prisons, 
multiagency approaches and learning from HIV positive individuals are also important.  

There are 5780 cases of HIV/AIDS in the Islamic Republic of Iran. More than 60% 
were transmitted by injecting drug use. More than 95% of cases are among men; with some 
trends of increasing female infection. It is estimated 30 000 people are infected with HIV in 
the Islamic Republic of Iran. A 5-year participation work plan has been formulated with 
interministerial involvement. Sub-committees (education and information, harm reduction, 
counselling, care and treatment, monitoring and evaluation and social support) have been 
established at central and provincial levels. Governors with good provincial support head 
provincial committees. A plan for integration of HIV/AIDS control activities in the health 
care system is one of the most important activities, including triangular clinics. Triangular 
clinics are special referral centres. The national harm reduction plan includes methadone 
maintenance. All antiretroviral treatments are free. Agreements with prisons on HIV/AIDS 
and tuberculosis are important in meeting the needs of infected patients and those at risk of 
infection. Triangular clinics carry out a range of activities, including harm reduction, MMT, 
treatment of sexually transmitted diseases, tuberculosis treatment and antiretroviral treatment. 
Centres for peer education, psychosocial support and family support are also developing. HIV 
and AIDS patients, those with sexually transmitted diseases, tuberculosis patients, those 
engaged in risky behaviour and family members are among the target groups. 

The programme is based on principles of confidentiality, free service provision, close 
working with other organizations, such as prisons, welfare, and the Red Crescent Society. The 
positive involvement of governors and medical universities and partnerships with people 
living with HIV/AIDS are very important. Establishing similar clinics in universities and 
prisons will allow a good referral system, especially for people infected with HIV. Provision 
of voluntary counselling and testing and active case finding is also very important. 

Cooperation with nongovernmental organizations is very important to access high-risk 
groups. The Red Crescent Society has a huge network of young volunteers who can provide 
peer education and help with primary prevention. Hotlines have been established for HIV 
information requests, with women accounting for 70% of callers, and allow for encouraging 
the use of condoms with partners. Networks of people living with HIV/AIDS have developed 
with international workshops to enhance peer-counselling approaches. Integration into the 
primary health care system is difficult and requires greater success in reducing stigma among 
the whole population. Some clients found it very difficult to access the referral clinics 
(triangular clinics). 
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There is limited information on sexual behaviour of young people at present, and there 
is need to explore this area further. Other organizations are contributing to local surveillance 
activities. Some rapid local assessments have shown high prevalence in young people with 
high-risk sexual behaviour (but other areas have shown low prevalence in such groups). 

Many agencies and ministries are implementing preventive and educative approaches. It 
is very difficult to overcome stigma and discrimination but work has started. The media is a 
key to reach the general population. A model of community-based, NGO-based approaches 
working on the ground was presented. Continued financing of the programme is possible in 
the Islamic Republic of Iran, but cooperation of the key agencies is important. With increased 
prevalence and surveillance, the number of patients identified in need of antiretroviral 
medicine will rise dramatically. Support from WHO through the 3 to 5 initiative has been 
requested. Preventive approaches need more funding. WHO involvement will be important in 
these efforts. 

It is important to monitor current activity among drug users in order to predict future 
needs and demands. Prevention of further rapid increase in HIV prevalence is closely related 
to reducing trends in infecting drug use. There is a very close collaboration in the Islamic 
Republic of Iran between UNAIDS, UNODC and other drug control stakeholders, with the 
UN agencies serving a facilitative role that is very important. Avoiding parallel efforts and 
enhancing mutual communication and cooperation between agencies and governments has 
been very important. 

Challenges to integration of HIV/AIDS in the health care system in the Islamic 
Republic of Iran may give pointers to addressing challenges to integration of drug misuse 
interventions in general health care in other countries. Development of focal points and 
conducting annual workshops and regular training are important components of deve loping 
capacity. Doctors in triangular clinics are general physicians supported by specialists. 

There is a large (65 000) annual turnover of prisoners with drug related offences. 30% 
continue to use drugs in prison, and 15% of these drug users (males) are injecting drug users. 
2.2% of injecting drug users in prisons are HIV positive. 60% of HIV infection in women is 
due to sexual transmission. Condoms and training for both partners are needed. A Red 
Crescent booklet including condom training has been banned, but condom training is 
gradually developing. Reform of legislation regarding the criminal status of drug users and 
commercial sex workers is needed, as law enforcement agencies have raided outreach 
services, thereby frightening off the drug users. Modification of the law is being considered 
(and orientation of judges is being carried out). Information on HIV prevention for the general 
population is being developed. Harm reduction strategies including drug substitution 
treatment, outreach activities and needle and syringe exchange programmes at national level 
are being developed. Inclusion of HIV and substance abuse prevention in life skills 
programmes are important. The methadone maintenance programme needs high- level 
approval, including senior police support. The issue of homosexuality is not being addressed 
but drug user males having sex with other males are an important population. Among 
injecting drug users, there are reports that up to 30% of men have sex with other men. 
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5.4 Education on prevention  
Dr M. Bina 

Dr Bina presented a model for delivery of good education on mental health. Schools 
have been chosen as the focus, as they provide the environment to meet educational and 
personal development goals. Evidence was published in 1996 showing improvement in 
knowledge and in attitudes and reduced complaints by pupils, and also reduced problems 
reported in the family. 

Living with sexuality is a key component of high school programme. A workshop with 
parents addresses the role of condoms in HIV/AIDS to educate children. Challenges include 
uncooperative parents, school rules, poor student education and economic conditions, among 
other factors. A range of techniques is used along with specific learning tools. Skills 
development is seen as more important than knowledge delivery.  

6. GROUP WORK 

Two working groups were formed to make recommendations for priority activities by 
WHO/EMRO over the coming two years. The first working group addressed the issue of how 
to advocate for harm reduction strategies (emphasizing substitution programmes), particularly 
by identifying substance abuse as a major health risk. EMRO will implement these activities 
in the Eastern Mediterranean Region by piloting them in 3 centres with different levels of 
current service development: a) well developed health services; b) developing services; and c) 
minimally developed services. The specific activities required will differ depending on the 
state of development of such services in the country  

a) Countries with well-developed services 

• Re-evaluation of data and epidemiological and research programmes 
• Capacity building for epidemiological and cost effectiveness and effectiveness studies 
• Development of destigmatization activities 
• Promotion of centres and intrasectoral cooperation 

b) Countries with developing services 

• Re-evaluation of available data 
• Development of specific action plans for harm reduction (especially substitution 

programmes) 
• Training programmes aimed for health professionals 
• Exchange visits with functioning programmes elsewhere 

c) Countries with minimally development services 

• Rapid needs assessment 
• Human resource capacity building 
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• Establishment of a national body to adopt a harm reduction based strategy (special 
emphasis on substitution) 

• Training programme for health professionals dealing with addiction. 

 The second working group focused on ways to develop data collection systems on 
patient profiles. This is essential for each country of the Region. For implementation: 

• Each country must establish at least one sentinel site for data gathering and gradually 
develop this for six months. 

• A workshop must be organized yearly with the support of WHO/EMRO in a major city 
of each country for different organizations to attend and learn to collect and provide 
their national data. 

• A web page in WHO/EMRO must be developed to allow space for country data. 

7. FIELD VISITS 

 The participants visited in two groups different sites related to both drug demand and 
supply reduction. The first group visited the Anti Narcotics Force Permanent Exhibition, and  
an outreach clinic. The second group visited the Juvenile Correctional Facility and the 
Methadone Maintenance Treatment Center. 

The participants were particularly impressed by the coordination existing between the 
different sectors involved in drug demand and supply reduction, which was felt as one of the 
key ingredients of the progress made in the Islamic Republic of Iran. Another key ingredient 
was that simultaneous action is being carried out in different sectors, in areas ranging from 
legislation and public education to medical interventions. The diversity of interventions, 
including prevention, detoxification, harm reduction (MMT, needle exchange, etc.) and 
rehabilitation, was identified as another key ingredient. Lastly, but extremely important, was 
the involvement of HIV/AIDS patients and substance dependent people in providing 
counselling and out reach services, which not only enhanced the acceptability of the 
programme but also helped in reducing stigma and promoting the integration of these people 
into mainstream society.  

8. RECOMMENDATIONS  

To Member States 

1. All countries of the Region should recognize drug abuse as a priority public health 
problem and not only as a criminal issue. 

2. Countries should establish central coordinating bodies to enhance coordination of 
activities, prevent duplication of national efforts, develop national action plans and 
identify supporting resources. 
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3. Countries should initiate measures to develop reliable and valid data sets on substance 
abuse among different population groups. 

4. Countries should implement coherent evidence-based models for preventive education 
(such as life skills education programmes) in all schools. 

5. Countries should encourage research in areas such as the study of social, economic and 
political factors associated with changing rates of substance use and the cost 
effectiveness of interventions. 

6. Special programmes should be developed to address substance abuse among vulnerable  
populations such as street children and people living in slums. 

7. Countries should review legislation relating to substance use and treatment to give a 
greater emphasis on mitigating health aspects of substance abuse. 

To WHO 

8. The draft four-year strategic plan of action should be finalized and widely disseminated 
to countries. 

9. A RAPID website should be developed as part of the Regional Office website. 

10. Best practices in the area of substance abuse control and prevention should be identified 
and disseminated to professionals, organizations and countries in the Region. 

11. Consideration should be given to establishing at least two collaborating centres to work 
on substance abuse issues and to facilitate effective collaboration across centres 
working in the area of substance abuse. 

12. Linkages should be encouraged between substance abuse and  HIV/AIDS programmes, 
especially with regard to harm reduction strategies, and consideration given to 
reviewing annually the HIV/AIDS/HCV infections across the countries of the Region. 

13. Support should be given to the development of appropriate human resources for 
substance abuse programmes, both care and research. 

14. Countries should initiate, as a priority, two programmes: (i) promotion of harm 
reduction strategies (emphasizing substitution programmes), particularly by identifying 
substance abuse as a major health risk; and (ii) development of a data system on patient  
profiles from treatment centres from all countries. 

15. The RAPID should meet annually to review progress and plan future work.  
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Annex 1 

AGENDA 

1. Opening session and regional overview 

2. Report of the country situation analysis 

• Report of the analysis of the country responses to questionnaire for regional situation 
analysis on drug abuse Methodology 

• Report of the analysis of the country responses to questionnaire for regional situation 
analysis on drug abuse Drug abuse situation 

• Report of the analysis of the country responses to questionnaire fo r regional situation 
analysis on drug abuse Drug abuse policies and interventions 

• Report of the analysis of the country responses to questionnaire fo r regional situation 
analysis on drug abuse Treatment and rehabilitation 

3. Report of recent experiences of individual countries 

4. Review of recent developments 

• Development of care, treatment and rehabilitation for drug users 
• Integration of supply reduction, harm reduction and demand reduction measures 

including intersectoral coordination 
• Development of human resources for drug abuse services 
• Co-morbidity of drug dependence  panel discussion 
• College students and relationship with drug abuse 
• Developing linkages with HIV/AIDS programmes 
• Prevention of psychoactive substance use 
• Understanding the root causes of drug abuse in the Region  development and drug 

abuse issues; monitoring social changes; focused studies 

5. Finalization of strategic planning for the Region: 

• Development of a unified data system in the Region for monitoring 
• Routine data analysis from selected clinical facilities for understanding the clinical 

characteristics of the treatment seeking patients 
• Study of drug use in selected general population-school/college students 
• Special study to understand the association of drug abuse and other factors  Case

control studies (e.g. spirituality, hopelessness, life events, family cohesion, etc) 
• Capacity building for monitoring of drug use patterns 
• Training of personnel for data collection and data management 

6. Recommendations for future action 
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Annex 2 

PROGRAMME 

Monday, 1 December 2003  

08:00 09:00 Registration 

08:30 09:30 Introductory meeting of the Regional Advisory Panel on the Impact of Drug 
Abuse (RAPID) in the WHO Eastern Mediterranean Region (private, 
meeting of the RAPID) 

09:30 11:00 Session I: Opening 
 Message from Dr Hussein A. Gezairy, WHO Regional Director for the 

Eastern Mediterranean 
Introduction of participants and officers designation 
Introduction to the meeting and adoption of the agenda and programme of 
work, Dr A. Mohit 

 Overview of drug abuse in the countries of the Region/Dr R. S. Murthy 

11.30 16:15 Session II: Report of the country situation analysis 

 Global overview of drug abuse/Dr V. Poznyak 
Regional situation analysis on drug abuse, methodology/Dr A. Rahimi  
Report of the analysis of the country responses to questionnaire for regional 
situation analysis on drug abuse 
Report of the analysis of the country responses to questionnaire for regional 
situation analysis on drug abuse: drug abuse policies and interventions 
Report of the analysis of the country responses to questionnaire for 
Regional situation analysis on drug abuse: treatment and rehabilitation 

16:15 18.00 Report of recent experiences of individual countries: Islamic Republic of 
Iran, Egypt, Pakistan, Morocco 

Tuesday 2 December 2003 

08:30 09:00 Feedback on Day 1 

09:00 15:00 Session III: Regional strategic planning on substance abuse (2004-2007)  
discussion of draft document 

 Development of comprehensive care, treatment, harm reduction, and 
rehabilitation for drug users/Dr Mokri 
Drug dependence and mental illness: management principles/Dr N. Guebaly 

 Development of human resources for drug abuse services/Dr Mubbasshar 
Panel discussion: Integration of supply reduction, harm reduction and 
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demand reduction measures including intersectoral coordination 
Panel discussion: Developing linkages with HIV/AIDS programmes  Dr 
Guya, Dr Mohraz, Dr Prunty, Dr .Mubasshar, Dr Mansour, Dr Bayanzadeh 

15:00 18:00 Field visit to drug abuse care facility 

Wednesday 3 December 2003 

08:30 09:00 Feedback of Day 2 

09:00 10:00 Session IV: Prevention and promotion 
 Prevention of psychoactive substance use/Dr Rahimi 

10:00 11:30 Discussion: Understanding the root causes of drug abuse in the Region  
development and drug abuse issues; monitoring social changes; focused 
studies of specific groups, e.g. war/conflict affected groups/Dr Mohit and 
Dr Murthy 

11:30 12:00 Session V: Development of future strategies fo r the Region 

12:00 15:00   (Group work) Development of a unified data system in the Region for 
annual monitoring of the situation (Four groups will discuss the four topics  
and for presentation in the plenary session) 

15:00 17:00   Field visit 

Thursday 4 December 2003 

08:30 09:00 Feedback of Day 3 

09:00 11:00   Session VI: Planning for the future 

11:30 14:30 Group reports 
 Finalization of regional strategic planning on substance abuse (2004 2007) 

Capacity building for monitoring of drug use patterns 
 Training of personnel for data collection and data management 

14:30 17:00   Conclusions and recommendations for future action 
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Annex 3 

LIST OF PARTICIPANTS 

Members of the Panel 

Dr Abdulrahman Al Awadi* 
President 
Islamic Organization for Medical Sciences 
Kuwait 
KUWAIT  
 
Dr Khaled Al-Saleh (Representing Dr Al Awadi) 
Secretary General 
Kuwait Society for Smoking and Cancer Prevention 
Kuwait 
KUWAIT 
 
Dr Hamid Ghodse* 
Director, Department of Addiction 
St George Hospital 
London 
UNITED KINGDOM 
 
Dr Abdullah Mansour  
Director, Airport Hospital 
Researcher in Drug Abuse 
Cairo 
EGYPT 
 
Dr Minoo Mohraz 
Associate Professor of Infectious Diseases 
Teheran University of Medical Sciences 
Researcher in HIV/AIDS 
Teheran  
ISLAMIC REPUBLIC OF IRAN 
 
Dr Malik H. Mubbashar  
Vice Chancellor 
University of Health Sciences 
Lahore 
PAKISTAN 
 
* unable to attend
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Dr Mehdi Paes  
Professor and Chairman 
Al Razi University Hospital 
Rabat 
MOROCCO 
 
Dr Mark Prunty (Representing Dr H. Ghodse) 
Course Leader 
Department of Addictive Behaviour and Psychological Medicine 
St George Hospital Medical School 
London  
UNITED KINGDOM 
 
Dr Emran M. Razzaghi 
Director General, Mental Health and Youth Affairs 
Ministry of Health and Medical Education 
Teheran 
ISLAMIC REPUBLIC OF IRAN 
 

Temporary Advisers  
 
Dr Iraj Afshar 
Director, Health Department 
Prison Service 
Teheran, Islamic Republic of Iran 
 
Dr Akbar Bayanzadeh 
Institute of Psyciatry 
Teheran, Islamic Republic of Iran 
 
Dr Mehdi Bina 
Consultant Psychiatrist 
Imam Hossein Hospital 
Teheran, Islamic Republic of Iran 
 
Dr Jafar Bolhari 
Director, Institute of Psychiatry 
WHO Collaborating Centre for Mental Health 
Teheran, Islamic Republic of Iran 
 
Dr Tarek M.S. A. Gawad  
WPA Addiction Section Secretary 
ISAM Vice President 
Professor of Psychiatry 
Cairo University 
Cairo, Egypt 
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Dr Mahmud Golzari 
Professor of Psychology and Drug Prevention Expert 
Teheran, Islamic Republic of Iran 
 
Dr Nady El Guebaly 
President 
International Society of Addiction Medicine 
Calgary, Canada 
 
Dr Mehdi Guya 
Director, Center for Drug Control 
Ministry of Health and Medical Education 
Teheran, Islamic Republic of Iran 
 
Dr Azarakhsh Mokri 
Assistant Professor of Psychiatry 
Teheran University of Medical Sciences 
Roozbeh Hospital 
Teheran, Islamic Republic of Iran 
 
Dr Afarin Rahimi Movaghar 
Director, Department of Mental Health Research 
National Research Center for Medical Sciences 
Teheran, Islamic Republic of Iran 
 
Dr Hassan Rafii 
Director, Office for Drug Prevention 
Welfare Organization 
Teheran, Islamic Republic of Iran 
 
Dr Shahram Rafii-Far 
Director, Office for Health Education 
Ministry of Health and Medical Education 
Teheran, Islamic Republic of Iran 
 
Dr Khaled Saeed 
Institute of Psychiatry 
WHO Collaborating Centre for Mental Health, Research and Training 
Rawalpinidi General Hospital 
Rawalpinidi, Pakistan 
 
Dr Said Sefatian 
Director, Office for Drug Treatment and Rehabilitation 
Drug Control Headquarters 
Teheran, Islamic Republic of Iran 
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Dr Roshanak Vameghi  
Deputy for Prevention Affairs  
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Teheran, Islamic Republic of Iran 
 
Dr Mohsen Vazirian  
Director, Office for Drug Prevention and Treatment 
Ministry of Health and Medical Education 
Teheran, Islamic Republic of Iran 
 
Dr M. T. Yassemi 
Director, Mental Health 
Ministry of Health and Medical Education 
Teheran, Islamic Republic of Iran 
 

United Nations Office of Drug Control and Crime Prevention (ODCCP) 
 
Dr Mehdi Ali 
Regional Representative 
Office of Drug Control and Crime Prevention (ODCCP) 
Cairo, Egypt 
 
Dr A. Mozarreli 
Office of Drug Control and Crime Prevention, 
Teheran, Islamic Republic of Iran 
 
Mrs Fariba Soltani 
Expert, Drug Demand Reduction 
Office of Drug Control and Crime Prevention 
Teheran, Islamic Republic of Iran 
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