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1.

INTRODUCTION

An intercountry consultation for development of guidelines for demand reduction in
substance abuse with special emphasis on injecting drug use was held in Beirut, Lebanon, 2527 November 1999. The meeting was attended by representatives from 15 countries of the
WHO Eastern Mediterranean Region together with WHO staff, temporary advisers and
observers from the host country. One representative each from UNAlDS and UNDCP
attended, and a participant from Belarus was sponsored by UNAIDS.
The objectives of the meeting were:
lo determine a clear estimate of substance abuse and injecting drug use in the Region;

To develop a set of guidelines for demand reduction including measures for prevention,
treatment, and rehabilitation; and
To make a set of recommendations on the issue of prevention of injecting drug use and
its health consequences.
The meeting was inaugurated by H.E. Dr Karam Shokrallah Karam, Minister of Public
Health, following an address by Dr Hussein A. Gezairy, WHO Regional Director for the
Eastern Mediterranean Region.

Dr Gezairy welcomed the participants and thanked the Government of Lebanon for its
support of the consultation. He then pointed out different moral, individual, health-related,
social and economic issues associated with substance abuse. Warnlng of the lncreaslng
dimensions of substance abuse, he stated that in 1999 the production of narcotics in
Afghanistan had increased 120% from the previous year and observed that most of this output
was used in countries of the Region. He described substance abuse as a highly complex issue
that could not be addressed with simplistic thcories and emphasized the need for programmes
to addrew all aspect4 of wpply and demand in a coordinated way. He then turned to the
emerging issue of injecting drug use and its associated health hazards, such as transmission of
HIV and other bloodborne diseases, and stressed that programmes to address this important
and potentially vcry scrious hcalth dilemma should be flexible, open to new interventions and

responsive to cultural realities.
*

Dr Karam welcomed the delegates and represenlalives and wislicd lhcrrt a succcasl'ul
meeting. He highlighted the fact that the substance abuse remained one of the great diseases
of humanity. Prevention, treatment and rehabilitation guidelines related to substance abuse
underscored its medical and social consequences, including HIV threat. He emphasized that
the Lebanese government was conscious of the dangers posed by substance abuse and its
impact on the population, particularly on youth. As a result the government had taken
measures towards both supply and demand reduction. In this connection a plan of action had
~
were to reduce drug production, particularly in the
been established of which the n l a i ~targets
Bekaa Valley; to control illicit dnlg use; to creatp a national hndy, compoqed of d i f f e r e n t
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concerned ministries, which would focus on the reduction of substance abuse; to strengthen
the prevention through mass campaigns and health education programmes; to establish and
strengthen partnership between governmental and nongovernmental organizations; to develop
education and training curricula related lo subslmce abuse; arid lo ex~harigeexperience
through intercountry meetings between professionals.

Following Dr Kararn's address the meeting officers were elected. Dr Samia Ghazavi
(Lebanon) was elected as Chairman, Dr Abdulrahman El Asfour (Kuwait) as Co-Chairman
and Dr Yousef Karnal Mirza (Oman) as Rapporteur. The agenda, programme and list of
participants of the meeting are included in Annexes 1 , 2 and 3, respectively.
2.

PRESENTATIONS

2.1 Global overview of substance abuse
Over the last decade three global trends in psychoactive substance use have been
observed. First, many countries around the globe have witnessed the introduction of
psychoactive substances that were not previously used in the country. For example, the
number of countries reporting the use of injectable substances rose from 80 in 1992 to 128 in
1998. Second, a global increase of psychoactive substance use has been observed with regard
to cannabis, amphetamine-type stimulants (ATS), cocaine and heroin. Among these, cannabis
is the most commonly used drug (141 million current users), followed by ATS (30 million)
and cocaine (13 million). ATS use shows the most dynamic growth. Heroin is currently used
by 8 million people but at the same time accounts for a major proportion of treatment costs.
Only opium use seems to be declining, which partially reflects a shift from traditional opium
smoking to heroin injecting. The latter provides an example of the third trend in global
substance use, namely rapid changes in local substance use pattern that occur with regard to a
variety of substances.
Both illicit and licit psychoactive substances are directly responsible for substantive
public health problems. In 1990, WHO estimated that 6.7% of the global burden of disease
was directly attributable to psychoactive substance use, including alcohol (3.5%), tobacco
(2.6%) and illicit drugs (0.6%). In addition, psychoactive substance use contributes to a range
of other health conditions, including the transmission of bloodborne infections such as HIV. It
is estimated that 11% of all AIDS cases reported between 1980 and 1997 occurred due to
injecting drug use. Experience shows that once HIV is introduced into a local drug injecting
pupulatiull it can spread cxplosivcly. Such a development was obscrvcd, for cxarnplc, in thc
cities of Svetlogorsk and Manipur, both of which showed increases in the prevalence of HIV
among injecting drug users from below 5% to more than 50% within 12 months.
In response to this situation the United Nations has significantly increased its
commitment to preventing psychoactive substance use and related adverse consequences. In
June 1998 all Member States convened to discuss the world drug problem. During this special
assembly the first UN resolution ever on drug demand reduction was adopted, Member States
committed themselves to strive for a more balanced approach between supply reduction and
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des~rrnldrcducliull, ~educzthc use of drugs through intcnsificd prcvcntion and trcatmcnt
efforts; and initiate activities to reduce the adverse health consequences of drug abuse, such as
HIVIAIDS. As a specialized United Nations agency, WHO supports countries in the
development of appropriate public health responses. Within WHO, the Substance Abuse
Department has taken the lead in identifying and developing effective prevention and
treatment programmes and in building national capacity. For these purposes a variety of
support materials have been published, among them a series of rapid assessment and response
guides and a manual on evaluation of psychoactive substance use disorder treatment.
2.2

Overview of substance abuse in the countries of the Eastern Mediterranean Region
Countries of the Region face n diverse group of drug abuse related problems. On the

supply side, many countries are either producers of different substances with abuse potential
or transit routes for such substances to the world markets. On the demand side, with the
exception of alcohol, which is consumed relatively lcss here t11a11oll~erp u t s o r the wo~ld,a
disproportionately high quantity of a diverse group of substances is consumed in this Region.
Cannabis and narcotics are the most cornmonfy used drugs, followed by oral
barbiturates, street drugs and prescription drugs. Cannabis is both produced and used in most
of the countries of the Region. Narcotics are mainly produced in Afghanistan, and the
cultivation and production of opium and heroin is rapidly increasing there. According to a
UNDCP report the production of narcotics during the first 9 months of 1999 already showed a
120% increase over the previous year Cocaine ure i q lerc, cnmmon in the Region, but the
more affluent and relatively less populated countries such as Bahrain, Cyprus, Kuwait, Saudi
Arabia and United Arab Emirates should be vigilant regarding the possibility of its emergence
as a 111aju1 yrul1~1~1.
Ballritu~atesaud prescription drugs arc also uscd in many countrics.
Tunisia reports a special problem with anticholinergic antiparkinsonian agents such as
trihexylphenidyl.
In most countries of the Region substance use disorders and addiction are regarded as
diseases, but there are several countries where addiction, in one way or another, is regarded as
a crime. One of these countries, the Islamic Republic of Iran, is in the process of adopting
more medically oriented policies to deal with the issue. It has already started both outpatient
and inpatient services for drug users who voluntarily come for treatment. Most countries
report that addicts are treated under medical supervision and in medical facilities, but almost
ail these facilities are centralized inpatient settings in which services are almost exclusively
limited to detoxification. Even where outpatient treatments exist. there is little or no real

rehabilitation involved. Little reliable information exists regarding the relapse rate, but based
on a few studies done with different methodologies it appears to be high. Integration of
services for those afflicted with subslance use disorder5 w i ~ l ~gi ~e i~ ~ ca11d
~ ~ p~i111a1
il
y llcill~11
care systems either doesn't exist or is in very early stages and faces a number of problems.
The reported number of persons afflicted by substance abuse disorders shows a level of
discrepancy between countries that seems to be significant. This points to the need for
developing a unified regional information system. injecting drug use and related cases of HIV
transmission are reported by all but two countries of Ihe Region. The results of two rapid
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assessment studies in Egypt and the Islamic Republic of Iran, as well as reports from Bahrain,

Kuwait, Pakistan and other countries, show that the associated dangers of injecting drug use
are quite alarming.
The countries report that the major determining factors for substance use disorders in
the Region, in order of importance, are cross-border supply, youth problems, cultural policies,
economic issues, existence of powerful interest groups, political issues and internal
production.
Major constraints in combating substance use disorders, in order of importance, have
been identified by countries as multiple decision-making centres with no or little
coordination, unchec.ked supply, ins~lfficientresoilrces, presence of special interest groups and

lack of public education.
Thc most important rcsourccs to combat substmcc usc disordcrs havc bccn idcntificd as

religion and faith, sports, media, general health systems, universities, schools and medical and
psychiatric facilities.

2.3

Overview of HIVIAIDS in the countries of the Eastern Mediterranean Region

Injecting drug use and HIV are emerging health and socioeconomic problems in some
countries of the Eastern Mediterranean Region. Although no reliable estimate of the number
of drug users exists. it can be said with certainty that millions of people from the Region are
afflicted by substance abuse disorders. The countries most affected by narcotic drugs
originating in the Region are Afghanistan, Islamic Republic of Iran and Pakistan. Substance
abuse exists everywhere, however, and is increasingly becoming a concern in many countries

including Bahrain, Cyprus, Egypt, Jordan, Kuwait, Lebanon, Libyan Arab Jamahiriya,
Morocco, Oman, Saudi Arabia, Syrian Arab Republic and Tunisia.
The recent introduction of HIV in this part of the world has warranted concern about
drug injecting groups, especially since all countries with the exception of Sudan and the
Republic of Yemen have reported HIV transmission through injecting drug use. Between 1989
and 1998, a total of 295 injecting drug users with AIDS was reported to the Regional Office,
about 4% of the total AIDS cases reported in the Region. The number of HIV-infected
injecting drug users reported from 1993 to 1998 was 992, however, representing 5% of the
total reported HIV cases for the same period. The Islamic Republic of Iran has documented
repeated HIV outbreaks among injecting drug users, especially those in prisons. This is a
serious warning about the progress of the HIV epidemic in the Region. In this early stage lowlevel HIV epidemic, the transmission of HIV among drug injectors has a significant influence
on the patterns of thc IIIV cpidcmic in thc Eastern Mcditcrrancan Rcgion.

Few countries of the Region have been able to carry out HIV epidemiological
serosurveys on specific groups. It is interesting to note that HiV prevalence among injecting
drug users remains the highest compared to that found among other risk groups, such as
patients with sexually transmitted diseases or those who received blood and blood products.
Thus, injecting drug use may fuel the next wave of HIV spread in the Region.

WHO-EM/MNW156/E/L

Page 5

-

.

In the absence of systematic surveillance activity, the picture of HIV and injecting drug
use remains sketchy. In countries such as Bahrain and the Islamic Republic of Iran, injecting
drug use represents the core of the HIVIAIDS epidemic locally. In 1998 injecting drug use
accounted for two-thirds of all AIDS cases reported from Bahrain and half of all AIDS cases
reported from the Islamic Republic of Iran. In Tunisia, injecting drug use was responsible for
more than one-third of AIDS cases. In Egypt and Morocco, 10% of all reported AIDS cases
occurred among drug injectors. In 1998, injecting drug use accounted for 30% of all HIV
infections reported in the Islamic Republic of Iran. In Pakistan the prevalence of HIV was
rcportcd to bc 5.4% among 703 injecting drug uscrs who wcrc tcstcd in 1995. In thc same
year in Lahore, in a sample of 3 10 injecting drug users attending a major psychiatric centre,
11.5% were found to be HIV seropositive.
Factors that influence HIV spread among injecting drug users in the Region and the
implications for sexual transmission of HIV have not been the subject of any particular
studies and thus the available information is limited. There is a need to understand both the
general context of illidit drug use from which injecting drug use is evolving and the factors
behind the changing patterns of drug use from the traditional routes of consumption towards
injecting. At present, the number of injecting drug users is estimated at between 10% and 17%
of all illicit drug users in the Region. Considering the health and social hazards inherent in
this mode of drug consumption, this proportion is significant.

Few reports describe the psychosocial background of drug users in the Region. The
morbidity of the population in various forms, passenger and goods movement as well as
migration for work, all represent an added element of concern for HIVIAIDS and drug use in
the Region. The relationship between the current spread of HIV and the prison environment
poses a problem for the health of prisoners as well as for social, judiciary and political aspects
of the prison system. More information is needed from prisons to increase knowledge about
the sexual and injection practices of injecting drug users in prisons and what happens when
they return to their families and the community.
Little is known about the beliefs, practices and behaviours that place drug addicts at a

higher risk of acquiring HIV. Survey fndings from Egypt indicated little influence of religion
and family on most of the drug addicts in a rehabilitation centre. Promiscuous sexual
behaviour and a history of multiple sex partners were not uncommon. Injecting drug users
often shared and used unclean needles. Their knowledge of prevention aspects in HIVIAIDS
was very low. Similar results were noted among Lebanese drug users.
The potential danger of accelerated spread from injecting drug users to the general
population exists. More efforts are needed to better understand the dynamics of this HIV subepidemic among drug users. Often the gaps in behaviouraf information lead to lack of action
or inappropriate action. In low HIV prevalence areas, targeting those most at risk has the
greatest impact an preventing the progress of H1V into a generalized epidemic. As in other

places in the world, young populations represent the core groups who are more vulnerable to
drug addiction and unsafe sexual practices.
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2.4

Strategies for demand reduction and prevention of injecting drug use

The 20th century has seen the globalization and homogenization of substance use
disorders blurring traditional boundaries belwec~~
producer arid corlsurrler cuur~triesand
forcing the international community to consider new responses to substance abuse. It is
evident that supply reduction in isolation is insufficient, and demand reduction has received
greater emphasis culminating in the UN General Assembly adopting the Declaration on the
Guiding Principles of Demand Reduction in 1998.

Of all substance misuse problems, illicit injecting drug use (IDU) is by far the most
serious because of its serious consequences such as high physical and psychological
morbidity, high mortality, social harm, high risks for contracting hlnndhnrne viruses (UTV,
hepatitis B and hepatitis C) and high criminal activity.
Strategies for dcmand rcduction and prcvcntion of IDU comprise primary, secondary

and tertiary preventive programmes. These strategies should be part of a comprehensive
programme that is not limited to narcotic drugs and psychotropic substances and includes
problems associated with the use of tobacco, alcohol and other drugs. Demand reduction and
prevention strategies for IDU in any community should be based on an assessment of the size
of the IDU problems and their factors, including sociocultural factors. Moreover, these
strategies should be carefully designed to meet the needs of individuals and should also be
adapted to the community concerned.
Primary prevention education strategies should be devised to enlist the support of mass
media in raising public awareness concerning the dangers of drug misuse, particularly IDU.
Young people should be the principal target group for these strategies for the promotion of
healthy lifestyles.
Secondary prevenliori stralegies sl~uuldbt: devised fvl. tllc c a ~ l ydctectiori of substarlcc
misuse in high-risk groups, particularly young people. Young drug users are the most
vulnerable to developing IDU and its complications, particularly HIV, HBV and HCV. Studies
have established the effectiveness of prevention counselling for HIV infection by injecting
drugs.
Tertiary prevention strategies include the provision of treatment and rehabilitation of
injecting drug users. These treatment and rehabilitation programmes should be adapted to
10c.al cnnditinns and circumstances. The treatment of drug misuse could be provided in a
variety of settings including specialist community drug services and in primary care. Also,
these treatment and rehabilitation programmes should be evidence-based.
The success of demand reduction programmes will depend on two crucial factors: the
political will of governments to tackle the problem as evidenced by, among other things, the
provision of the necessary financial resources; and the community's willingness to cooperate.
Without adopting "top-down" and "bottom-up" approaches simultaneously, it is not realistic
to expect positive results from demand reduction and prevention programmes.

WHO-EM/MNH/156/E/L
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2.5

Planning fur denland reduction and p ~ . e v e n t i oin
~ ~ the Eastern Mediterraaeaa

Region

Substance use disorders are a complex phenomenon. Simple, rigid, cause-and-efiect
explanations and one-dimensional approaches fail to address complex issues. Humbleness,
willingness to learn and readiness to look at all existing possibilities are needed to plan
realistic programmes. In addition, planners should recognize that such programmes may not
be fully successful and remain prepared to adjust them and/or start new approaches.
The causes of substance use disorders are many, disputable and complex. Etiologic
theories range from biological and even genetic susceptibility to psychological, familial and
even sociological factors. In n deeper analysis, historical, political, moral, spiritual and cvcn

mythological factors come to play a role, and these are merely causes related to the demand
side. On the supply side, issues related to cultivation and production, marketing, border
crossing, law enforcement, distributors and dealers and major criminal gangs, who are
sometimes stronger and more heavily equipped than the local police, all play important roles.
There are also issues that equally affect both supply and demand, such as poverty,
unemployment, youth problems and social injustices.
For these reasons the causes of substance abuse cannot be regarded as the sole entry
points for confronting substance abuse. Instead, demand reduction programmes should be
based on regular assessment of the nature and magnitude of drug use and abuse and drug
related problems in the population. Demand reduction programmes should also cover all areas

of prevention, such as information, education, public awareness, early intervention, treatment
and rehabilitation. Regular assessment will show how to best use the available resources in
each country or situatiol~.Requir en~erltsof plarlrli~lgfol Jelntilld 1 eductiun include:
Conducting a situation analysis, which is the assessment of the extent of substance
abuse using data from both the supply and demand sides as well as techniques like rapid
assessment and the investigation of behavioural trends. It should seek to gain insight
into the existing possibilities, resources and constraints and use then as the basis for
developing adapted strategies for demand reduction. Drawing situation-specific plans
and activities to utilize the most useful resources for each one of the situations in a
flexible, dynamic way and evaluation of unique conditions or populations in need o f
special programmes like harm reduction are among other aspects of a situation analysis.

*
Studying and consideration of the underlying determinants of the persons (i.e. class

structure, religion, culture) and the communities (i.e, legal and economic conditions or
certain cultural specifications of a country or city or area).
a

Adapting norms to a given or changing situation.

a

Defining the levels and resources and dividing the tasks and responsibilities
accordingly.
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Only aftcr carcful analysis of situational needs can regional and country level

programmes be made. Two principles should be kept in mind while programmes to combat
substance abuse are being developed: there is no simple formula that works for all countries,
and even different areas of one country may have different situations and rcquirt: dilfcrent
approaches; and demand reduction programmes should be designed to address the needs of
the population in general, with special attention paid to the youth. Programmes should be
effective, relevant and accessible to those most at risk, taking into account differences in
gender, culture and education. Guiding principles for programmes are:
Be situation and need specific
See the problem in its entirety and depth
Foresee the impact
Recognize and deal with the constraints
Identify the supporting and opposing conditions and people
Set priorities
Learn from history and experience
Be realistic
Secure resources
Foresee the management structure
Be flexible
Be open-minded but sensitive to culture.
C k n ~ r nrhnrncteristics
l
of countries of the Eastern Mediterranean Region

Judging from the existing information and the results of a number of recent situation
analyscs and rapid assessment studies, a number of specific conditions can be identified for
this Region. These include the existence of long-standing conflicts along with extensive
illegal production of drugs, including narcotics; historical use of different substances in some
countries; situation of many regional countries as transit routes; existence of many stressful
conditions; important role of religion; very young populations with high rates of
unemployment and pseudo-employment; rapid transitions from tradition to modernization,
requiring very rapid adjustment and causing of a lot of confusion for the youth; and a recent
alarming increase in injecting drug use.

Resources to conzbat substance use disorders
Religion, faith and belief systems
Family
Educational system (schools and universities)
Employmcril
National will
Media
Law enforcement
Health infrastructure, including medical, psychiatric and counselling facilities
Academic community
Nongovernmental organizations (NGOs) and international organizations.
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The establishment of programme should start with a situation analysis, which includes
identifying the resources and a plan to put each of the resources in the best possible use. It
should be remembered that the situation regarding a complex issue like substance use
disorders is always fluid and rapidly changing. Drug scenes, resources and their importance
change rapidly. Therefore, mechanisms for updating the situation analysis should be a part of
all programmes, and enough flexibility should exist to adjust the programmes to new
conditions. The following are examples of some specific activities related to some of these
resources. These are just examples; each country needs to identify its resources, guiding
principles and activities.

Religion, faith and belief systems
Guiding principles
Faith can help through promotion of the essence of spirituality and adherence to
certain principles; not by preaching alone
It is important to use the positive messages and indirect advocacy of good
behaviour
Combating substance use disorders can become a common cause for different
faiths
Religious institutions can function as NGOs with an open mind towards the
regional and national concept of an NGO.
-

Suggested programme activities
-

Training for religious leaders and preachers
Formation of interreligious local, national and regional councils with the mandate
of assisting in demand reduction
Inclusion of religious institutions in the national committees.

Schools and universities
Guiding principles
Educational institutions are extremely important social settings
Everything related to schools has a tremendous impact on all aspects of health and
attitudes of children and adolescents
Schools are very important in setting the trends and lifestyles.
-

Suggested programme activities

-

Making school and university health programmes action-oriented, dynamic and
involving the students
Promotion of sport, art and healthy extracurricular activities
Formation of student councils for healthy living and lifestyle
Support for anti-smoking campaigns in schools and universities.
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Guiding principles
Having a secure and steady job means economic certainty, hope for the future, less
stress, better self-esteem, stronger family life and a disciplined schedule
Stresses, satisfactions and relations in the workplace can be both a cause of and an
asset to combat substance use disorders.
-

Suggested programme activities
Training of the workers and supervisors
Prevention campaigns using both the employers and the employees as in the joint
ILO/WHO project
Promotion of healthy lifestyles
Provision of diagnosis, treatment and rehabilitation integrated into the health and
social welfare system of workplaces.
2.6

HIV prevention among drug users

A summary of the major principIes that are most often offered as a guide when looking
to reduce the risk of HIV infection among drug users are as follows:

Early intervention is a must for reducing the risk of HIV infection. Intervention is
needed in a serious way before HIV prevalence exceeds 5% among injecting drugs users.

A comprehensive package of interventions that uses various delivery approaches
(outreach, peer education, etc) is much needed, since not ail drug users respond in the same
way. Such a package should include: provision of sterile injecting equipment, raising
awareness and educating drug users and their sex partners; availability of drug treatment
programmes; access to counselling, care and support for HIV drug users; access to health and
social services; and provision of condoms.
Supportive environments should include a11 levels and entail looking at the problem with
a multisectoral view. There is a need to address the underlying socioeconomic and cultural
reasons for drug use. This can begin to happen by addressing: education and employment
opportunities. Rethinking restrictive policy and legislation that may hinder HIV prevention
intervention will help to create supportive environments, as will creating better awareness
among all of 'the population about the relationship of wear drug abuse and HIV, including
among injecting drug users.
The best way to reduce the risk of HIV in relation to drug use is to prevent drug use in
the first place. This is especially essential among young people. Practical and full information
about drugs, including alcohol use and sexual behaviour, and ways to protect against HIV
needs to be given in schools, in the home and in cultural settings that are open to young
people.

WHO-EM/MNH/ 1561EIL
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There is a need for partnerships Lo address both drug use and HIV. Effective rcspollses
to HIV among injecting drug users arise when the issue is recognized as everyone's problem
and not as someone else's problem. For this to happen, partnerships need to be made at
intersectoral levels, including between law and health agencies. In addition, partnerships need
to be made in the drug user community, the family, the larger community including religious
groups, government services and officials as well as to the community that act as a catalyst in
addressing this problem, such as NGOs, community-based organizations, etc.
Coverage is a key aspect of slowing down the spread of HIV in the drug using
community as well as stopping it from moving into the non-drug using community. Pilot
projects must go to scale quickly in order to cover as close to 100% of the drug using
c o r ~ ~ ~ r l uas
~ ~yussiblt;.
ily

Methods to deliver strategies
Availability of services means that services are accessible, acceptable (free of
discriminatory attitudes and practices), affordable, and that quality care is offered. Services
include: treatment and care programmes for drug users, including those with HIV infection;
sexually transmitted infection (STI) diagnosis and treatment; national sex education
programmes; condom provision: and counselling and social services.
When these services do not reach the community it is often necessary to go directIy to
the drug users through outmach services and very importantly through peer education,

including the drug community itself in on these interventions. This is often in combination
with offering ST1 treatment services, distributing condoms and offering counselling, referrals
and information.
It has also been that mobilizing the community plays an essential role in creating a
supportive environment by reducing marginalization and responding to some of the basic
causes of drug use.
2.7

P

Rapid assessment and response

In response tn the emerging HIV prnhlem among drug using populations around the
globe, WHO launched a project on injecting drug use (IDU) in 1989. As a result of the
project's first phase, which included a survey among more than 6000 drug users from 13
cities, it was 1-ecommcndcd that public hcalth rcsponscs nccdcd to: be carefully tailored

toward local conditions; build on existing resources and experience; involve the community
and the target group; and rapidly alleviate health and social problems. These
recommendations represented the foundation for the development of a rapid assessment and
response (RAR) manual on injecting drug use to guide local researchers, policy-makers and
service providers through a process of comprehensive situation analyses and subsequent
intervention development. RAR is based on the use of multiple methods and data sources;
collaboration between researchers and service providers; the involvement of community key
stakeholders. and rapid translation of findings into sustained action.
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The process of initiating and implementing rapid assessment and response can be

described along five basic steps. (1) As an RAR is unlikely to achieve its aim unless it
receives broad community support, it is crucial to involve key stakeholders in the RAR
process from its plarlnir~gyhax, e~llbracirlgheaItfl autl~orities,~eseacheis,scive providers
(nongovernmental organizations and government organizations), law enforcement, religious
leaders, and substance users. (2) Methods should be chosen, such as exploiting existing data
and gathering new data through surveys, focus groups, interviews, observation and estimation
techniques. (3) These methods are used to conduct an investigative assessment cutting across
a variety of areas to determine the nature of the problem and factors that potentially impede or
enhance interventions. Such areas include the cultural and societal context of drug use, the
nature of drug use and risk behaviours, health consequences of drug use and substance abuse
interventions and pnliciec: (4) Data analyqis through a cnnwltative results in the development
of an action plan proposing interventions at various levels, including the refinement of
existing interventions, the design of new interventions, policy and strategy development and
the initiation of hrthcr in-dcpth rcscarch. (5) Evcn though RAR can lead to results within
weeks or months, it is not seen as a "one-shot-exercise". Structures built during the RAR
process shouid be used to maintain a sustained cycle of ongoing response improvement, their
evaluation and further development.
To date, RARs have been undertaken in more than GO cities from developing and
industrialized countries. Even though these assessments have differed significantly according
to their scope and focus, experience supports that RAR can significantly contribute to the
development of locally appropriate and effective public health responses through: generating
a comprehensive understanding of needs and resources; identifying strategic approaches for
improving existing interventions and resources; and initiating new ones; gaining political and
community support and acceptance for drug use treatment and prevention; and increasing

local capacity to tackle public health problems.
2.8

Programme experience in Svetlogorsk, Belarus

The introduction of substance abuse and the spread of HIV/AIDS in Belarus began in
the mid 1980's when drugs started to arrive In Svetlogorsk trom a large seaport nearby and
became an entertainment for a small group of students from well-to-do families. The demand
started to increase, though for a long time many people, including government authorities, did
not give serious attention to the issue and thought it was a transient phenomenon. Drug users
at the time were considered criminals and any preventive activities were forceful in nature and
supervised and carried out by the police (militia). Several years passed before the problem of
drug use was at last recognized as a major issue by top government authorities. Efforts were
then made to set up a comprehensive programme for the prevention of drug use in
Svettogorsk, with many ministries involved. Unfortunately, this coincided with dramatic
changes in the political system, economic situation and social foundations in Belarus. In the
midst of it all came the epidemic of HIV infection, in August-October 1996. Looking back at
the circumstances of that time, one can easily observe that this epidemic could have been
forecast earlier and fought more easily. Fortunately, the constraints have been overcome and
important steps are being undertaken. The current prevalence of HIV in Svetlogorsk is 170
per 10 000.

WHO-EM/MNHI156/E/L
Page 13
The city authorities, with the support and understanding of the national government and

the United Nations office in Belarus, have initiated a number of measures to provide safer
conditions. The national programme for the prevention of HIVIAIDS and other diseases that
reyresellt svcial danger prvvides a venuc fur a~tivitiesf u ~tile p ~ c v r ~ l t iuul ~&-ug
~ usc and

.

-

HIVIAIDS. This system was officially ratified by the town's executive committee and
involved many city agencies in different aspects of the work through the formation of the City
Coordinating Council for Prevention of AIDS (CCCPA). Many political and technical
decision pertaining to various aspects of problem were made. To guide and monitor the
activities, a technical city coordinating council for AIDS prevention was established.
The pattern is gradually changing and injecting drug use is becoming less of a factor in
HIV/AIDS transmission in Belarus. Injecting drug use is still prevalent, however, and an

analysis of data collected by different authorities (police, health sector and UN experts) shows
the following as the most important factors in relation to the spread of drug use by the
younger part o f the population:

Easy access to drugs
Peer influence
Contacts with high-risk groups
Absence of close ties with parents
Lack ofjoint activities for parents and children
Low level of discipline in the family.
Based on these analyses and the work of the committee the following activities were
undertaken to decrease the risks in the city:
Law-enforcement agencies: An anti-drug squad was formed, which has allowed drug
dealers to be fought more effectively. Recent changes in the country's criminal law
thi-ough new lcgislativll pluvides i~wuunityfiu~lip r u ~ ~ c u l iLuu ~Ll~ose
~
who surrender
drugs voluntarily andlor actively help to disclose or prevent drug-related crimes.
Public health services: The assumption is made that any patient may be a potential
carrier of HIV, and disposable syringes and means for individuai protection are provided
for free. To cover the cost the public health budget has increased 10%.
Other public services and institutions: Town authorities have engaged educational and
cultural institutions and other community services in preventive activities. In e ~ c hof
such centres, there is a person who represents the CCCPA. The city supports them with
printed material, video films and other relevant items.
Employment for teenagers and the youth: A special budget has been for the creation of
more useful employment opportunities for youth. Considerable financial assistance is
also provided for supporting extracurricular activities.
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Harm reduction strategy, public initiative: The epidemic has urged planners to approach
injecting drug users as a high-risk group. In this connection local NGOs such as Real
World and Parents for the Future of Children have been actively used as agents for new,
iiulovative interventions. UNAlDS has also helped considel-ably in the success of tlese
interventions. The activities in this area include:

2.9

-

Awareness-raising and educat~onwork among the target population of injecting
drugs users and the town population on the whole through distribution of many
leaflets, booklets and eight video clips.

-

Reduction of the risk of HIV infection through the use of drugs and sexual
contacts through establishing two "Points of Confidence" for the exchange of
syringes and distribution of condoms and disinfectants. These centres also provide
consultations by the lawyers and help from the former drug addicts.

-

Provision of free medical and to injecting drug users for the treatment of sexually
transmitted diseases.

-

Psychological and social support to injecting drugs users and HZV patients. This
includes counselling, social rehabilitation and creating self-help groups.

UNDCP activities in the Islamic Republic of Iran

UNDCP, which has the mandate of controlling illegal drug use and abuse in all nations,
began supporting drug control efforts in the Islamic Republic of Iran in 1994 by helping to
strengthen law enforcement capacity in the border areas with Pakistan. The first joint

programme addressing the drug abuse problem was the implementation of a rapid situation
assessment of drug abuse in the year 1998, which was carried out by the Social Welfare
Organization of the Islanlic Republic of Iran. This assessment resulted in very comprehensive
and interesting findings about the patterns and trends of drug abuse, some of its risk factors
and important consequences, strengths and weaknesses of prevention and treatment
interventions.
In 1999, the UNDCP office in Teheran was opened and a 4-year joint was initiated with
four important objectives:
Increasing the capacity of law enforcement authorities to intercept and seize illicit drug
transiting the country
Enhancing the national 5 year drug demand reduction programme

Enhancing legislative and investigative tools for responding to the challenges posed by
drug trafficking and international organized crime
Increasing public awareness so that opinion leaders, intellectuals, mass media, and the
general public will actively participate in the antidrug efforts.
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As far as demand reduction is concerned, UNDCP will cvrltribute in training specialists
in different aspects of prevention, treatment, rehabilitation; analysing drug-taking trends and
patterns; supporting innovative pilot prevention and treatment projects; and monitoring and
reduc~ngdrug abuse phenomena in the penitentiary system.

- .

3.

COT JNTRV PRESENTATTONS

3.1

Bahrain

The Psychiatric Hospital in Bahrain houses the drug rehabilitation unit, which is the
only place in the country where drug and alcohol abusers can receive treatment. Registration
of substance abusers were started in July 1983; by the end of Uecember 1983 a total of 527
cases of substance abuse were referred to the Psychiatric Hospital. The majority of these cases
were opium abusers.
Testing for HIV was introduced in Bahrain in 1987, and since then the prevalence of
HIV in blood donors has varied from 0.01 during 1989 to 0.2 per cent in 1992. The first HIV
case among drug addicts was recorded in 1985.
Findings from two studies have shown that the ~eroprevalenceof HIV is 21.19'0. Thc

study sample comprised 242 Bahraini adults. They showed higher rates of HIV infection in
the lower socioeconomic group. The highest incidence of HIV infection was found among the
age gruup 21-30 years.

3.2

Cyprus

The use of illicit drugs in Cyprus was quite limited until the 1970s. It was confined
mainly to persons of low socioeconomic status in large towns. A minor increase in the use of
illicit drugs was noted empirically and also supported by law enforcement data at the
beginning of 1980.
The current impression is that the phenomenon has spread, breaking through the
existing socioeconomic class barriers. An increasing trend of drug use has been noted, as well
as changes in age groups and in the drugs used.

It seems now that the number of Cypriots using drugs is on the increase. No
epidemioIogica1 survey has been conducted in the general population so far m order to
determine the extent of the problem, the psychosocial, cultural and other characteristics of
drug dependent persons, so the exact size of the drug abuse problem in the country is
unknown.
Although there are no reliable data on the involvement of young people in drug use and
drug trafficking, there seems to be a marked increase in the use of cannabis in conjunction
with alcohol and licit psychotropic substances (such as benzodiazepines). This has been noted
erpecially in ynunger people belonging to the 16-25 year age group.
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The use of heroin and cocaine, as well as the new synthetic drugs, appears to be more
limited. However, data collected by the mental health service in Cyprus indicate an increasing
trend in the use of opiates and a 40% increase in treatment demands in the last four years
(1995-1999). Although cannabis seems to be the drug of choice in people seeking help, the
use of heroin, cocaine and amphetamine derivatives is now much more visible.
In terms of HIV infection due to intravenous drug usc, thc nurnbcr of intravc~lousdrug

users seems to be low; consequently the prevalence of drug-related HTV transmission is also
low (only 5 cases have been reported).

3.3

Egypt

Egypt occupies a strategic location on the African continent. Less than 5% of the total
land area is inhabited. According to the 1986 census nearly 42.2% of the total urban
population live in two cities, Cairo and Alexandria. The total population 1999 was 60.6
million, including an estimated 2.2 million residing abroad. The Egyptian economy, which is
the second-largest in the Middle East, has expanded steadily during the past several decades.
Around 51% of the population (ten years and over) is literate, and 37% of the female
population is literate (1995). Life expectancy at birth was 64.7 years in 1996. The majority of
the population (84.1 %) is Muslim, most of the remainder are (Coptic) Christians.
Over the last two decades there have been marked changes in the addiction pattern in
Egypt. Cannabis is still one of the prevalent addictive substances, but bango, which is a plant
~onlainingthe same addictive material (tetrahydrocannabinoid), has now become prevalent.
There is estimated to be about one million or more bango users. There is also a marked
increase in the cultivation of plants with addictive products in Egypt, mainly in the Sinai and
in Upper Egypt. The estimated number of heroin users is about 10 000 which equals one-tenth
of the users of all opium derivatives.
The number of psychotropic drug users is gradually increasing; these drugs include
mainly benzodiazapines, barbiturates and drugs containing opium derivatives (cough syrup).
In additinn, the inhalation of benzene, thinner and other volatile substmccs is widespread in
Egypt, mainly among children.
Intravcnous drug usz is L U ~ I I I I I U I Iiri Egypt (heroin, amphetamines), which may result In
the spread of AIDS and infective hepatitis. The number of drug users is increasing among
youths (students in universities and schools).

3.4

Islamic Republic of Iran

The Islamic Republic of Iran was successful in dramatically improving the healthrelated indices and expanding public health facilities all over the country, but unfortunately
the results of drug control efforts have not been successful in controlling the drug abuse
problem.
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Drug abuse has a long history in the Islamic Republic of Iran. In addition to the
domestic opium consumption problem, Iran has been one of the main conduits for illegal
substances destined for foreign markets. Officially, it is estimated that 2% of the population
(1.2 million) are drug abusers. A rapid situation assessment was done in 1998 and found that
73% of drug abusers used opium and 29% used heroin. The mean age of abusers was 33.6
years and the mean age of first drug use was 22.2 years. Almost all (93.4%) abusers were
male. There was not any significant different between drug abusers and the general population
in level of education. There was a history of needle sharing in 49.8% of abusers.
I

p

Drug control has been one of the priorities of the Islamic Republic of Iran. Most of the
activities focused on supply reduction. Intensified demand reduction initiatives began in 1994.
There are different facilities such as specific: oulpalient 1rcalIrlerlL c;cnLrtts arid resiclenlial
rehabilitation centres provided by welfare organizations. Psychiatric hospitals, private
psychiatrists and general practitioners as well as self-help groups are involved in treatment
and rehabilitation. There are also comprehensive community-based prevention programmes
that have been implemented in six provinces.
For the time being addition is considered a criminal act, but the health sector is
permitted to treat and rehabilitate drug abusers.
'The national 5-year drug demand reduction programme of the Ministry of Health was
launched in 1999. The strategies of the programme are increasing the scientific capability of
the medical and psychological cducation systcm in rcscarch, cducation, prcvcntion and
treatment, integration of demand reduction activities into the existing extensive primary
health care network, promoting the development of community-based demand reduction
initiatives and supporting NGO activities in this regard. The draft of the national programme
for integration of substance abuse within the PHC system and its plan of action were
prepared. The Islamic Republic of Iran is going to start some pilot projects for this
programme.
Of the number of recognized HIVIAIDS cases in 1998, 67% were IV drug abusers,
especially prisoners. The National Committee on AIDS was established in 1987 just after
recognizing the first case of AIDS. The programme of this committee includes health
education, resource management, training and counselling, blood and blood product safety,
follow-up of infected individuals and data gathering.

L

3.5

~brdan

In the last forty years, drug dependence has emerged as an international public health
problem. Drugs are not produced, cultivated or manufactured in Jordan. However, there has
been a considerable increase in recent years in drug traffic and persons involved in drug cases.
Most of the seized quantities, as shown by statistics, will cross the border into other countries
and only a small percentage will stay in Jordan, which shows that Jordan is a vital
transportation point for drug traffickers. 'The highest infection rate of AIDS is through sexual
intercoin-se, fnllnwed hy hlnnd transfirsion. The lowest infection rate is among injecting drirg
users sharing needles.
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This Inw percentage n f cases among injecting d n ~ g
users is p s s i h l y dlie tn the fact that

only a low percentage of the addicts use intravenous drugs. The most commonly abused drugs
are psychoactive drugs in the form of tablets, and sometimes hashish. However, although
thcrc is currcntly a wcak relationship between AIDS and drug addiction in Jordan, statistical
evidence shows that in the future this relationship will increase. Already there has been a shift
of drug traffic from hashish to drugs used by intravenous routes (heroin, opium and cocaine).
Good efforts in prevention, such as education and awareness-raising, play an important
role in preventing the spread of both AIDS and drug abuse. New laws and policies to combat
drug abuse are under consideration in Jordan, and a national drug committee and national plan
to combat drugs, which has been already formed, will help Jordan to prevent this problem
from spreading.

3.6

Kuwait

Kuwait is situated on the Arabian peninsule and has approximately 2.1 million
inhabitants, of which 803 945 are Kuwaiti nationals, with 97 males per 100 females. The
literacy rate in the population older than 10 years is 91.5%. Substance abuse is estimated to
involve 25 000 people. About 90% of addicts are multisubstance addicts, the majority of
whom use the intravenous route. Addiction is considered a disease. Treatment and
rehabilitation are done in addiction centres, which are part of the Ministry of Health, and to
some extent in other facilities such as law enforcement agencies. A national committee for
drug prevention has been established by decree to coordinate activities of the concerned
parties. HIV cases are present in Kuwait but the number is small. Out of 65 cases of HIV, 5
are related to drug injection.

3.7

Lebanon

Thc qucstion of whcthcr a drug uscr is vicwcd as a criminal or a paticnt is still undcr
debate in Lebanon. The law of 1946 considered the drug user to be a criminal, but a new law
of 1998 regards the user as a patient under special circutnstances. Furthermore, this new law
has strengthened the importance of coordination between the different partners in drug control
and drug abuse treatment and rehabilitation. Because of the lack of psychiatric facilities in the
public sector, the responsibility for detoxification and rehabilitation are partially assumed by
the private sector and NGOs. There were 250 cases treated in 1998.

~ c c o r d i nto~the Ministry of Interior, about 500 drug users are caught annually. Each
year an increasing quantity of illicit drugs are seized. Illicit psychotropic drug use remains
another issue in Lebanon, where there is excessive use of tranquillizers, with a great
dependence rate among the general population.

A short assessment of illicit drugs in Beirut (1994) highlighted some problems. A new
genrra~iorl uT illicit drug uscrs seeined tu have appeared after 1990. Thest: included

intravenous drug users (about 10% of drug users), and any of whom (40%) shared needles.
For drug users, HIV seemed to be viewed as a sexually transmitted disease. The crucial
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problem faced by drug users and their families in searching for treatment is access to
detoxification and rehabilitation programmes.
Infectious diseases, such as hepatitis B and C do threaten the Lebanese population.
Almost 20% have or had been in contact with HBV, and 2% were still carriers. Of the
HIV/AIDS cases reported (527 up to 1998),9% are related to drug injection.
Recently there have been government efforts focusing on the application of the new law,
the control of licit drug delivery and drug abuse reve en ti on through health education.

3.8

Libyan Arab Jamahiriya

Drug abuse in the Libyan Arab Jamahiriya is illegal and most of the drug abusers inject
heroin. The estimated number of people afflicted is thought to be 7000. Addiction is
considered a disease, and no laws limit the medical profession in treating addicts.
Heroin abuse is found mainly in Tripoli, and cannabis abuse is most common in
Benghazi and outside the capital. Psychotropic drugs abused are barbiturates,
benzodiazepines, thioridazine and some sedatives. The population group considered at highest
risk is h ~ t w e ~30
n find 30 years of age, and addiction is higher in single abusers then in
married ones. Most abusers are male, but the incidence of drug abuse among females is
increasing. The heroin addiction rate is highest in self-employed persons. Only two cases of
substance abuscrs infcctcd with HIV have been reported: one male, and one female. About
90% of the cases of hepatitis C among drug abusers could be attributable to sharing needles
and syringes.
Primary prevention strategies concern education, awareness and healthy lifestyles, and
treatment rehabilitation is based on detoxification by withdrawing the abused substance all at
once. Some medications used are according to individual needs. Other methods of
detoxification (methadone or naltrexone HCL) are unavailable.
The most important determining factors in the spread of addiction in the Libyan Arab
Jarnahiriya are: cross-border transit supply, youth problems, economics and the opening of the
country. Religion, sports, media, school systems, and universities could he used as good
resources for the prevention of substance abuse. The development of more prevention and
rehabilitation programmes is needed.
3.9

Morocco

The population of Morocco is approximately 2'1.3 million, of which 2% are estimated to
be drug addicts. In 1999 the ratio of male to female drug addicts was 453 cases to 214 cases,
and there is a predominance of males in all types of drug abuse. In October there were 673
reported cases of HIV infection (69% males and 3 1% females), 7% of which were drug
related.
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Epidemiological studies in Morocco show that 90% of drug users are less than 25 years

old and that 70% started drug use between 15 and 18 years of age. Abuse of certain kinds of
substances, such as solvents, can start as low as 8 years in some populations. Other research
shows that in the universily, 20% uf stude~ltsa-evccasioilal uscrs and 3% to 5% are regular
drug users (including tobacco and alcohol). In schools, about 10% are occasional users and
2% are regular users, mainly of cannabis derivatives.
The main drugs that are abused are: cannabis and its derivatives, alcohol, some
prescription medicines, heroin and cocaine. The number of users of heroin and cocaine is not
high, but the incidence is increasing in some regions of the country. Polysubstance abuse is
frequent among drug users.
Prevention, detoxification and rehabilitation of drug users are done in outpatient
facilities as well as inpatient centres under the Ministry of Health. There are other parallel
institutions, and recently a referral centre was created for detoxification and rehabilitation of
drug users. There is also growing participation by several NGOs who participate in many
aspects of reducing drug demand. These aspects include reinforcement of actions for reducing
drug availability; reinforcement of actions for reducing demand; reinforcement of actions f i r
medical care and rehabilitation; and other measures such as international cooperation,
evaluation, coordination and research.

3.10 Oman
The total population of Oman is 2.3 million (1999), of which 391 535 are males
between 15 to 50 years. There were 75 and 125 new cases of drug abuse in 1998 and 1999,
respectively. About 10% of injecting drug users are HIV positive The. typical drlig addict in

Oman is male, and started using drugs at between 16 to 20 years of age. The majority of
addicts are under 30 years, unemployed, are from high-risk pockets along northern coastline
and belong to dys~unclivrialfa111i1it.s.
Under new drug laws in Oman (Royal Decree 17/99A), drug trafficking is a crime for
which the sentence may be death. Selling drugs is a crime, and selling drugs to children
carries a death sentence. Registration of drug abusers is done by the Ministry of Health and is
confidential. Therapeutic activities are undertaken by the Ministry of Health. Addiction is
considered an illness for which voluntary treatment is available. Abstinence from drugs
following treatment results in protection against legal charges. The addict is allowed two
fnr t r ~ f i t m e n t l l e ~ a
protection
l
in 5 years. Chronic abusers and those noncompliant
with treatment can face prison sentences.
A suddcn incrcasc in cases, street drugs and police seizing was noticed in 1498 and

1999. The government drug policy puts emphasis on a balance between treatment, prevention,
rehabilitation and control. The national psychotropic control committee oversees and audits
control activities. All psychotropiss are prescription items and are audiled regularly.
Treatment is provided free to all nationals. Narcotic abuse is rare in expatriates.
Prevention and rehabilitation efforts are managed by the Ministry of Health through a drug
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treatment clinic at Ibn Sina Hospital. The government remains alcrt to thc problcrn, and thc

Royal Oman Police play a very effective role in controlling the supply.
3.11 Pakistan

s

.

Pakistan is facing a major drug addiction problem. It is no longer a major drug producer,
but is still a conduit country for drugs originating in Afghanistan. The resources of the
country to combat substance abuse are very limited considering the magnitude of the problem.
Pakistan has a population of approximately 135 million, of which 4 million are
estimated to be drug abusers. The most significant aspect of this huge figure is that at least
half of those ahi~sersare heroin addic.ts. In 1980 there were only 20 000 heroin addicts, a

figure that grew alarmingly to 1.6 million in 1993, according to a survey on nationaI drug
abuse. Over-the-counter availability of prescription drugs due to poor enactment of legislation
contributcs to thc phcnomcnon of drug usc.

As far as HIVIAIDS cases are concerned, the reported figures until June 1999 was 178.
However, the estimated conservative figures range from 50 000 to 80 000. Migrant workers
and commercial sex workers form the bulk of this figure. Data regarding HIV/AIDS are
primarily derived from screening done for hepatitis B and C in relation to blood transfusion.
Injecting drug use is relatively uncommon in Pakistan. Intravenous use is contrary to the
mass psyche and is discouraged by strict law enforcement on street selling alnng with easy
access to psychoactive drugs and dominance of the customary practice of smoking heroin.
Demand reduction for injecting drug use is a multidimensional professional activity that

involves different disciplines and the support of the family and community. FortunateIy,
countries of the Eastern Mediterranean Region have close access to international activity
models whose outco~nehas bee11 tried in olher countries.

3.12 Saudi Arabia
The population of Saudi Arabia is estimated to be 18 million, about 4 million of whom
are foreigners. The male to female ratio is 1 :2, and about 40% of the popuiation is under 25
years old.
The most common substances abused are: cannahis, oral stimulants, volatile solvents
(inhaled), alcohol and khat, prescribed drugs (e.g. benzodiazepines, anticholinergics, etc)
opium, heroin (inhaled or injected) and cocaine.
Addiction is considered both a disease and a criminal act. The addict can undergo .
treatment for addiction in specialized hospitals for a maximum four times without any legal
conviction. After the fourth time the substance abuser is considered a criminal.
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In Saudi Arabia, there are three specialized hospitals and one 40-bed centre. All are
under the supervision of law enforcement (Ministry of Interior), although the Ministry of
Health is the prime executive agency which provides the treatment programme.
Admission constitutes a detoxification period in specialized wards, after which the
addict is placed in a pre-discharge ward according to the type of substance used. The total
cnmp11sn1-yadmission period is 30 days. Thereafter, if thc addict chooses to continut- Llierapy,
shehe will be admitted to a rehabilitation/convalescence ward for up to 3 months maximum.
Upon discharge from the hospital, the patient has the opportunity to choose follow-up at an
outpatient department or at a long-icrm care unit. Each hospital has a department for public
education.
In Saudi Arabla, religion is used in therapy education and to support preventive

measures in the country. In addition, more stress is now being placed on health education as a
preventive measure against addiction.
Cross-border supply and youth problems are considered the most important factors
determining the spread of addiction in the country. Multiple decision-making with minimal
useful coordination between different agencies who provide the treatment and support to the
addicts is considered one of the major obstacles in developing a strong policy against
addiction.
3.13 Syrian Arab Republic
Compared with some other countries in the Near and Far Eastz disorders of substance
use are not a major social or economic problem in the Syrian Arab Republic. Both
government actions and NGO involvement have been important factors in decreasing the
dangers of drugs. The adoption of new legislation regarding drugs in 1993 is an example.
However, despite all efforts there are still some cases of substance abuse. They are
treated and followed up in two centres of drug abuse treatment, Ibn a1 Nafees in Damascus
and A1 Hareth in Homos Rnth of these centres are controlled by the Ministry of Ilealth,
which is considered the main governmental authority in the development of all activities
related to demand reduction in the country. One centre, Ibn a1 Nafees, has treated 2083 cases
since its establishrncnt in 1993. This iluinber irlcludes users of a range of drugs such as
alcohol, sedatives and narcotics. It also reflects both first and multiple admissions. Admission
is voluntary. The majority of these cases are heroin addicts. The recurrence rate is estimated at
about 80% and it is usually due to lack of follow-up programmes after discharge from the
centre. Almost all activities of these centres are limited to detoxification with very little
facility for follow-up.
Regarding the route of administration, a comparison study between the first and the last
100 cases admitted to the centre shows an increase in injecting use. It constituted 30% of the
first and 50% of the last 100 cases. All the cases admitted to the two addiction centres are
screened for HIV infection and, fortunately, no HIV positive cases have been found so far.
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3.14 Tunisia

. .

Tunisia has ratified United Nations and Arab conventions against narcotic and
psychotropic drug trafficking and has promulgated legal measures to prevent and suppress the
abuse of drugs. The most important measures are that the drug addict is given one chance
before being apprehended to voluntarily present a written detoxification treatment request,
which protects the addict from legal action, and that the government is obligated by law to put
the convicted drug addict through detoxification treatment. The incidence of HIVIAIDS is
around 80 cases/year (9 were linked in 1998 to dnlg use; these cases lived abroad).
Tunisia has a national bureau of narcotics with representatives from different concerned
ministi-ies. The tasks of this bureau are to make sure that addictive drugs are only used for
medical and scientific purposes, to control their legal sate (pharmaceutical industries), to
propose necessary recommendations to limit drug addiction and to participate in health
education programmes by proposing methods for prevention and mass education. '1 his bureau
was responsible for the establishment of Hope, a service of education, prevention and
treatment of drug addiction in 1998. In addition, over 800 health clubs have been created
since 1990 in high schools and universities (more than 13 000 members covering 76% of high
schools and colleges) to serve as an important link for relatives and families.
4.

GROIJP WORK
The participants were divided to three groups, each attended by a facilitator. All three

groups were asked to discuss four subjects as follows:
general guidelines
primary prevention of substance abuse
treatment and rehabilitation
HIV prevention among injecting drug users.
The group work was reported in a uniform format provided by the secretariat. It was

then analysed and amalgamated into the four tables shown below. The deliberations of the
groups then became the basis for the meeting recommendations.

Tabfe 1. General guidelines
Grridinrnrinciples
Promote rational, healthoriented drug abuse policies
including a balanced
app-oach beween demand
reduction, supply reduction
and prevention of harmful
hea:th and social
conjequence

Target groups1 lead agencies
Policy-makers and legislators

Obstacles
Lack of technical
understanding, political
will; substance users are
considered as criminals,
inadequate research,
disparity of resource
distribution

Existing resources
Local, national, regional and
international organizations
and committees

Pro
Or
ma

Ensure coordinated drug
abuse policiesfapproaches
among various sectors,
leadership by health sector in
demand reduction

Health authorities, service
providers, Law enforcement, NGOs,
researchers, other governmental
sectors

Drug abuse
predominantly perceived
as legat problem; lack of
comprehensive national
strategy

Good evperience with
establishment of
intersectorai committees in
other areas (HIVtAIDS
programmes)

Fo
mu

Balanced distribution of
resource aliocalion between
sup?ly and demand reduction

Policy-makers and legislators

Lack of recognition of
effectiveness of demand
reduction strategies

UN Declaration on guiding
principles of drug demand
reduction

Ad
dis

Ensure a system of regular
assessment and monitoring of
the national situation and
related responses in support
of evidence-based
interventions

Teams of service providers, healrh
and law authorities, NGOs,
substance users

Lack of training and
technical expertise, lack
of infrastructure, taboos
and political sensitivities

Relevant scientific
institutes, NGOs,
international experience
(WHO, UNDCP, UNAIDS)

Develop and promote
environments supportive to
effective evidence-based
strategies for drug demaad
reduction inchding HIV
prevention

Mass media, NGOs, communities,
religious leaders, celebrities, role
madels, parents, youth leaders,
human right advocacy groups,
women's groups, substance users'
organizations

Taboos, stigma,
discrimination

International and national
research and experience

Ad
res
cap
mu
nat
ep
nat
ad
De
me
gro

Human rights

dru

hig

Table 2. Primary prevention of substance abuse
Obstacles
Absence of baseline information,
culturally bound taboos, lack of
financial and human *esources,
advertising of harmful substanc:~
(alcohol, tobacco)

Existing resources
Existing guidelines and
experience, model
programmes, research
institutions and universities

Guiding principles
Pronotion of clear,
comprehensive and
evidence-based
information, education and
communication strategies

Target groups1 lead agencies
Education system, appropriate
government services, religious
institlltions and leaders, NGOs,
professional organizations, mass
medi2

Provide targetcd
information, education and
communication to
vulnerable groups

Hard to reach, cultural taboos,
Youth, out of school youth and
children, street children, military, peer pressure, lack of financial
resources, lack of social visibility
mobile populations, UN staff
of vulnerable groups, indifference

Integrate substmce abuse
prevention and life skills
education in curricula of
school systems and
professional education

Primlry, secondary and tertiary
education, training of hea'th care
professionals, teachers, and law
enforcement officers

Lack of harmonization between
health, education and social
welfare systems, inadequate
expertise and financial resources,
negative community attitude

International examples and
experiences, national model
curricula

Encourage extracurricular
activities, sports, arts and
healthy lifestyles

Youti leaders, parents, teachers,
religious institutions, peer
leaders, NGOs and CBOs

Lack of technical and financial
resources, lack of awareness and
facilities

Youth organizations, sports
cenhes and clubs, religious
centres

Encouraging partnerships
between healtk sector and
local communities, NGOs
and civil socie:ies

Peer leaders of vulnenble
groups, former drug users

Table 3. Treatment and rehabilitation
Guiding principles
P-ovide specialized services for
comprehensive drug treatment,
including psychosocial services
and day care, separated from
mental health units

Target groupsflead agencies Obstacles
Health care providers
Lack of infrastructlre and
resources, lack of zpecialized
medical personnel, attitudes of
health personnel, legal constnints,
high costs for spec7alized services

Existing resources
Model programmes in
national, rezional and
international settings

1r.crease drug treatment quality
through development of
evidence-based treatment
guidelines

Providers of drug treatment Lack of evaluation of drug
services
treatment services

International guidelines,
national and regional
evaluation research

Foster early detection of
substance use disorders in
primary health care setting and
appropriate referraI systems

Primary health care
personnel

Lack of iraining and awareness,
time constrains in PHC workers,
lack of referral opportunities and
systems, lack of training materials

Ensure follow-up of
detoxif cation by relapse
p ~ v e n t i o nand long-term
re~abilitation,social ard
pnfessional re-integration by
encouraging community-based
approaches

Community-based
organizations, sociat
workers, teachers,
employment agencies,
religious leaders, family
members, ex-substance
users

Lack of follow-up due to lack of
human resources, inadequate
intersectoral collaboration and
coordination: cost

Model integration of substa
abuse detec:ion in prinary
hcalth care and educational
institutions; national, region
and international guidelines
Religious institutions,
Narcotics Anonymous grou
community volunteers and
health educators social wor
and counselling support,
Healthy city projects, ex
substance users, emplcyme

Erplore drug substitution
treatment for H[V prevzntion

Specialized drug treatment
centres, health authorities,
policy-makers

International body of rzsear
on evidence-based practice,
model programmes in -esou
poor settings

Increase availability of drug
treatment and rehabilitation to
drug users in prisons

Health care providers,
health authorities, prison
authorities

Professional, political and
community attitudes, legislation,
previous experiences with
inappropriate substitution
programmes
Lack of prison infrastructure and
trained personnel, attitude of staff
within prsons

Foster rational prescription of
anridepressants

Health authorities, specialists
and general practitioners

Inappropriate regulations and ack
of technical expertke of prescribers

International guidelines and
m ~ d c legislation
l

Model programmes and
international guidelines

Table 4. HIV prevention among injecting drug users
Guiding principles
Education and awareness raising
about relation jetween drug use
and HIV prevention
Explore outreach and peer
education strategies to drug users
and accessibility of sterile
injecting equipment

Target groups1 lead agencies
Drug users, family, community,
political and religious leaders,
school teachers and mass
media, NGOs
Health and social services, legal
system, NGOs and former drug
users, religious leaders, and
pharmacies

Encourage transition from
injecting to less harmful patterns
of substance use, e.g. oral use

Health personnel, NGOs,
outreach workers

ldertify HIV risk-refated
behaviour among injecting drug
user;, including sexual risks and
develop appro?riate strategies

Drug users, researchers, policp
makers, drug user families

Inte~rationlestablish~nen;
of
counselling services on HIV
preyention

Drug users, prisoners, mobile
populations, heath care
providers, religious leaders,
workplace
Ministry of Health AIDS
programmes, social services,
NGOs, community, PLWHA

Promote and support HIVIAIDS
self support groups

Obstacles
Cultural taboos, lack of
awareness and
indifference
Legal and social barriers,
no expertise in outreach,
difficulties in identifying
drug users, inadequate
services
Difficulties in addressing
substance use patterns,
legal constraints in
promotion of "safe use"
Legal: inadequate
knowledge and
experience of
methodologies
Lack of awareness,
experlise, financial
resources, lack of
integrltion
Stigma, fear

Existing resourcesiexperience
Religious networks and
messages, Best Practice material
from regional and international
levels
International best practice
experiences

International models, guidelincs

RAR guidefines, international
technical expertise and
experiences, universities and
research institutions
National, regional and
international model and
experiences, technical guidelines
Self help groups in other areas,
NGO networks, best practice
examples, guidelines

WHO-EM/MNH/l56/E/L
Page 28
5.

CONCLUSIONS AND RECOMMENDATIONS

Substance abuse constitutes a major health, social, and economic challenge to the whole
world, including Mcmber Statcs uf tl~t: WHO Eastern Mediterranean Kegion. 'l'he dangers
inherent in substance abuse have increased dramatically, and are mainly the result of a
dramatic increase in injecting as a main route of drug taking and the associated increased
lransmission of HIV and other bloodborne diseases. Aware of these serious health
consequences, the WHO Eastern Mediterranean Regional Office, in colIaboration with
UNAIDS, UNDCP and WHO/Geneva held a consultation from 25 to 27 Novemher 1999 in
Beirut, Lebanon. After examining different aspects of the issue and based on country
situations and experiences, as welt as the UN political declaration on drug demand reduction
of June 1998, participants have formulated the following major ~uidingprinciples on dcmand
reduction for the Eastern Mediterranean Region.
There should be a balance between the importance given and resources allocated to
demand reduction and supply reduction, as well as to prevention of harmful health and
social effects of substance abuse.
Demand reduction programmes should be established/strengthened and should include
all aspects of health promotion, primary prevention of substance abuse, treatment.
rehabilitation and social reintegration, and should also address the health related
consequences of drug use, especially hepatitis, HIV/AIDS and other sexually
transmitted diseases.
Demand reduction programmes in all their components should be developed based on
situation assessment/evidence-based infannation on substance abuse and related adverse
social and health consequences. Such programmes should make use of all available
resources and positive cultural wealth and attitudes in each community and country.
There should be specific approaches to fostering environments conducive to positive
change in political will and community attitudes towards more effective evidence-based
drug demand reduction strategies.
Prevention strategies for hepatitis and HIV among drug users should be established in
all countries, even where no visible HIV drug injecting problem has been identified.
Based on these principles, participants recommended the following:

To Member States
Policy development
1.

Comprehensive rlativr~alprogrammes on prevention and demand reduction should be
established/strengthened. These programmes should include health promotion and
primary prevention of substance abuse.
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2.

Comprehensive, community-based programmes should be developed to address all
diverse issues connected to substance use disorders; however, in planning for such
services certain steps should be taken as follows:
2.1 Member States should form or strengthen existing national coordinating
committees to combat substance abuse. Such committees can function best if
chaired by the highest level of government at a multi-ministerial level and should
equally represent the supply and the demand sides of governmental and
nongovcmmcntal scctors representing health, law enforcement, social welfare,
education, finance, planning, resources mobilization, international relations,
religious institutions and others.
2.2 Member States should distribute resources to combat substance use disorders more
harmoniously and equitably between supply and demand reduction activities.

3.

Drug demand reduction programmes should be based on adequate and comprehensive
knowledge of the situation of drug abuse. The use of new innovative methodologies,
such as the rapid assessment methodology, may be considered for assessing substance
abuse and related injecting and risky sexual behaviour.

4.

Demand reduction programmes should be regularly assessed and adequate monitoring
should be established for early detection of emerging trends such as type and patterns of
drug usc aild clla~lgillgdrug-taking behaviours, including i~ljccti~lg
drug use and thc
sharing of needles.

5.

Current drug-related legislation concerning the legal status of drugs users and the
provision of drug substitutes, medical care and psychosocial support need to be
revisited, taking into account scientific evidence-based information as well as the
existing global conventions on equity and human rights.

6.

More inclusive national policies for demand reduction are needed. Member States
should forge wider partnerships, identify networks and enhance NGO (particularly
national NGOs) involvement.

7.

Member States should work to foster enabling environments for the prevention of
harmful practices related to drug use, particularly injecting drugs and sharing needles. A
process should be initiated for sensitizing decision-makers, removing legal barriers and
building positive public attitude towards effective demand reduction strategies.

Primaryprevention of substance abuse
8.

Member States should reinforce the national strategies for health promotion towards a
drug-free society, using all possible resources both at the community level and
nationwide, in particular schools and universities, famiIy, mass media and religious
institutions.
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9.

National programmes should be established to identify vulnerable situations related to

drug use. Information, education and communication strategies should respond to the
needs of these specific vulnerable populations. Special attention should be given to
youth and to prison environments.
10. Substance abuse prevention and life skills education information should be coordinated
and methodologies should be integrated into education curricula.
11. Member States should work to foster awareness development and implementation of

leisure-time activities.
Treatment and rehabilitation

Diagnosis, treatment and rehabilitation of psychoactive substance use disorders should
be destigmatized and become an integrated part of health services. Availability of
readily accessible facilities run by health personnel and authorities is strongly
recommended. Consideration for substitution treatments should be evidence-based,
taking into account scientific facts in using various pharmacological substitutes as well
as standards of practice and applicability at local level. Drug substitution should more
seriously be considered when the risk of transmission of bloodborne disorders like
HIVIAIDS is estimated to be high. It is further recommended that the treatment of
psychoactive substance use disorders be comprehensive and include facilities and
approaches like psychosocial services and day care.
13. Follow-up of detoxification should be ensured by relapse prevention and long-term
rehabilitation, including social and professional

re-integration by encouraging

community-based approaches.
14.

In order to decrease the abuse o l subs~aric;cs,il is recurrn~~e~idcd
~llatp r i ~ r ~ mIy~ c a l care
~i~
physicians and personnel be trained in the area of common psychiatric illnesses and
substance abuse and be given the authority to prescribe selected psychopharmaceutical
medications, particularly for the treatment of common psychiatric illnesses.

15.

Drug treatment facilities should be made accessible to specially vulnerable groups,
particularly prison populations. Whenever extensive and nationwide programmes are not
possible the feasibility of provision of such facilities can be tested in pilot projects.

16. Integration of disorders of psychoactive substance use within the primary health care

system should be considered whenever possible.
HlVprevention among injecting drug users
1

Member States should intensify their efforts for information, education and
communication on injecting drug use and HIV prevention.
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18.

The use of different approaches and methodologies should be explored for outreach,
peer education and needle exchange for drug users. Pilot projects should be supported
and the legislation in these areas should be reviewed.

19. The use of integrated counselling services for drug users should be considered.

.

I

20. Efforts should be concentrated on generating relevant data on HIV and drug users and
disseminating it to all concerned bodies at the country level.

21.

P~uvidcsuypu~lLU the d c v c l u y ~ ~ul'~ el'Ic~tivc
e ~ ~ ~ r~aliu~ral
strategies hruugh advocacy

and regional policy development for demand reduction:
22.

Provide necessary technical support in epidemiological and behavioural studies as well
as rapid appraisal methodologies and approaches in outreach and peer education for
drug users.

23. Facilitate sharing of regional and international experiences and best practices in all areas
of demand reduction including strategies for the reduction of practices harmfill tn health.

24. Facilitate collaborative links between countries and regional and international networks
on drug use.

25.

Establish a mechanism for follow-up on the situation of substance abuse and the status
of development and implementation of comprehensive national reduction demand
strategies through:
25.1 Developing user friendly information gathering, monitoring and regular reporting
systems and tools

25.2 Organizing a follow-up regional meeting in 2 years.
26. Provide technical support to Member States in the development of programmes for
integration of disorders of psychoactive substance use within the primary health care
system whenever requested.
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Annex I
AGENDA
Registration
Inauguration
Election of oficers
Adoption of agenda
Global overview of substance abuse
Regional overview of substance abuse
Situation of injecting drug use and HIV in the Eastern Mediterranean Region
Country experiences in demand reduction as well as HIV prevention among drug users
Kapid assessment, methodology and results
Strategies for demand reduction and prevention of injecting drug use
Planning for drug demand reduction and prevention in the Eastern Mediterranean
Region

HIV prevention among drug users
Guiding principles for demand reduction strategies including HIV prevention among
drug users in countries of the Region
Agenda for action for countries of the Region and for the Regional Office in drug
demand reduction, HIV prevention for drug users
Recommendations
Closing session
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Annex 2

PROGRAMME
Thursday 25 November 1999
08.30-09.00

Registration
Inauguration
Address by Dr Hussein A. Gezairy, WHO Regional
Director for the Eastern Mediterranean
Address by Dr Kararn Shokraliah Kararn, Minister of
Public Health, Lebanon
Election of offrcers
Adoption of agenda and programme
Objectives of the meeting

nr A. Mnhit
Global overview of substance abuse
Dx M. Jansen
Discussion
Regional overview of substance abuse
Dr A. Mohit
Discussion
Situation of injecting drug use and BIV in the Eastern
Mediterranean Region
Dr J. Tawilah
Discussion
Report of activities of UNDCP in the Islamic Republic of
Iran
Dr A. Rahirni Ivluvaghar

Country reports by countries of the Eastern
Mediterranean Region
Country reports by countries of the Eastern
Mediterranean Region
Friday 26 November 1999

Strategies for demand reduction and prevention of
injecting drug use
Dr M.T. Abou Saleh
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Planning for dcmand reduction and prcvcntioll in the

Eastern Mediterranean Region
Dr A. Mohit

HIV prevention among drug users
Dr M. Munz
Rapid assessment, methodology and results
Dr G. Weiler
Special experiences of Belarus
Mr Victor Zvingin

Group work
Guiding principIes for:

-Primary prevention
-Treatment and rehabilitation
-HIV prevention among drug users.
Facilitators: Dr M.T. Abou Saleh, Dr E. Karam, Dr F.
Mehrabi
Plenary presentation of group works
niscussion

Saturday 27 November 1999
09.00-10.00

Presentation of consolidated guiding principles
Dr A. Mohit and Dr J. Tawilah
Agenda for action for the countries of the Eastern
Mediterranean Region
Moderated by Dr E. Kararn
Presentation of draft final report and recommendations
Closing session
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LIST OF PARTICIPANTS

-

"

BAHRAIN
Dr Abdel Nabi Derbas
Physician in Charge
Bahrain Psychiatric Hospital
Manama

CYPRUS

Dr Andreas Demetriou
Acting Director Mental Health Services
Ministry of Health
Athalassa Hospital
Nicosia

EGYPT
Dr Ossama El Brince Khalifa
Director of Training Section
Centre of Psychiatric and Addictive Studies
Ministry of Health and Population
Cairo

ISLAMIC REPUBLIC OF IRAN
Dr Davoud Shahmoharnmadi
Head of Mental Health
Disease Control Department
Ministry of Health and Medical Education
Teheran

Dr Bahram Yeganeh
Senior Expert
Disease Control Dcpartmcnt
Ministry of Health and Medical Education
Teheran

JORDAN
Ms Maha AI Mo7akat
Director, Dangerous Drugs Department
Ministry of Health
Amman

WHO-EM/MNH/lS 61EL

Page 36
KUWAIT

Dr AbdeI Rahman A1 Asfour
Director
El Gahraa Health District
Ministry of Health
Kuwait

LEBANON

Dr Sarnia Ghazawi
Drugs Directorate
Mir~ist
y u l Public Health

Beirut
L)r Nada Cihosn
Directorate of Preventive Health
Ministry of Public Health
Beirut

LIBYAN ARAB JAMAHIRIYA
Dr Emhemmed Khesheba
Ministry of Health
Tripoli

MOROCCO
Mrs Soumaya Rachidi
Physician in Biology
Mental Health Unit and Degenerative Diseases
Directorate of Epidemiology and Diseases Control
Ministry of Health
Rabat

OMAN
Dr Yusuf Mirza
Senior Consultant Psychiatrist
Head, Mental Health Section
Ibn Sina Hospital
Ministry of Health
Muscat
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PAKISTAN
Professor Mussarat Hussain
Professor of Psychiatry
Jinnah Postgraduate Medical Centre

Karachi
Mr Anwar Hafiz Khan
.

. -

Deputy Secretary, Narcotics Control Board
Ministry of Interior
Islamabad

SAUDI ARABIA
Dr Khalil Ibrahim A1 Qouaifly
Deputy Supervisor General of Amal Hospital

Riyadh

SYRIAN ARAB REPUBLIC
Dr Nabil Baiazeed
Ministry of Health
Damascus

TUNISIA
Mr Taoufik Zid

Vice Director
Department of Pharmacy and Drugs
Tunis

UNI'I'EU AKAB EMIRATES

Yehia Hamza Ben Yehia
Head, Department of Psychiatry
El Amal Hospital
Dubai

OBSERVERS
LEBANON
Mr Elic Aaraj

SIDC
Monseigneur Guy Nljelm
Urn El Nour
Dr Mustafa Nakib
NAP Manager
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Mrs Rana Ibrahim

NAP Health Educator
Ms Reel11 Raba11

Makassed Hospital
Dr Abdelrahman Bisri
Lebanese AIDS Society
Mr Elie Lahoud
President
Youth for Drug Enforcement
Dr Fouad Antoun
Focal Point for Mental Health

OTHER ORGANIZATfONS
UNDCP
Dr (Mrs) Afarin Rahimi Movaghar
Expert from Prevention of Disabilities
Welfare Organization
Teheran
Islamic Republic of Iran

UNAIDS
Mrs Monique Munz
Vulnerable Populations Adviscr

Department of Policy, Strategy and Research (PSR)
UNAIDS
Geneva
Switzerland

Mr Victor Zvyagin
Deputy ~ a ~ofother City of Svetlogorsk
Svetlogorsk
Belarus
WHO SECRETARIAT

Dr Hussein A. Gezairy, WHO Regional Director for the Eastern Mediterranean, WHO/EMRO
Dr Ahmad Mohit, Regional Adviser, Mental Health, WHO/EMRO

Dr Jihane Tawilah, Regional Adviser, AIDS and Sexually Transmitted Diseases, WHOIEMKO
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Dr Mary Jansen, Director, Department of Substance Abuse, WHO/HQ
Dr Gundo Weiler, Department of Substance Abuse, WHO/HQ
Dr M. Abou Saleh, WHO Temporary Adviser, WHOIEMRO

Dr Elie Kararn, WHO Temporary Adviser, WHO/EMRO
Dr Fereydoun Mehrabi, WHO Temporary Adviser, WHO/EMRO
*

Mrs Hala El Shazly, Senior Secretary, WHOiEMRO

Ms Christine Fares, Secretary, WHO/EMRO
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QUESTIONNAIRE
To be Jilled by the participants in the Intercountry Consultation for Development of
Guidelines for Demand Reduction in Substance Abuse with Special Emphasis on Injecting
Drug Use, Beirut, Lebanon, 25-27 November 1999
Dear Participant:
You are kindly requested to fill this questionnaire based on the best data available to you. You
are specially asked to consult other authorities and departments or ministries that might
provide the necessary information.
1.

General de~uugraphicinformation of the coulrtry

(population, malelfemale ratio, age ratio, literacy rate, GNP and GDP, unemployment rate
etc.. ..)
What is the most agreed upon number of people afflicted with substance use
2.
disorder (drug abuse or substance abuse) in the country?
3.

What are the substances are routes most commonly used?

Please identify in order of prevalence.
Opium eating
Opium smoking
Heroin smoking or inhaling
Opium or heroin injection
Cannabis
Cocaine
Oral barbiturates
Iniecting barbiturates
Street drugs such as glue
Oral stimulants
Injecting stimulants

Prescription drugs
Benzodiazepines (like diazepam = Valium)
a11d a~ltiparkinsoniandrugs (like trihexylyhe~~idyl
= Artwe)
Ai~ticllvli~lz~gics
Other (please specify)
Other substances (please specify)
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4.

What are the national guiding principles regarding Substance Use Disorders

(i.c. addiction)?

Here, you are kindly requested to address issues like:
Addiction considered a disease or a criminal act?
Are there any laws to limit the medical profession in treating addicts?
Is

treatment

and

rehabilitation

of

addicts

done

in

medical

facilities

or

facilitiessupervised by law enforcement agencies?
Are there any religious decrees against addiction?

5.

In your judgment, what are the most important determining factors in the
spread of addiction in your country?

Internal production and supply
Cross border supply
Cultural and historical factors

Political factors
Economic hardshipshnd or factors
Cultural policies

Youth problems
Other
6.
What are the major obstacles or constraints in development of useful
policies to control Substance Use Disorders?

Multiple decision making organs with no useful coordination
Unchecked supply
Special interests that stand against effective pnlici~s

Lack of human and financial resources
Other

7.
What are the opportunities and resources that a r e available and in
judgment can be utilized for prevention of Substance Use Disorders?
Religion
Sports

your
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Media
General Health System

Universities
School System
Medic,al facilities

Psychiatric facilities
International Organizations
Cnmmunity leaders

Political leaders
Other

8.

How big is your estimate of the problem of Injecting Drug Use?
Please provide all the available information including the estimated number and
pattern of sharing Needles and Syringes.

What are the available facilities in the country for prevention, detoxification
9.
and rehabilitation of Substance Use Disorders?
What is the current situation of drug-related transmission of HIV in the
10.
country?
11.
What specific HIV prevention strategies are being implemented for
prevention of HIV infection among injecting drug users in your country?

12.
What specific HIV prevention strategies among drug users are you aware of
that are being used in other countries? What are their achievements and
constraints?

Which HIV prevention strategies among drug users, may be realistically
13.
feasible to pilot in your country that are not already being used? What may be the
constraints you foresee in them?
14.
What national, regional or international support may be useful to you in
helping to adopt strategies for HIV prevention among drug users in your work?

