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1. INTRODUCTION 

The first meeting of the Regional Advisory Panel on Impacts of Drug Abuse (RAPID) was 
held in Cairo, Egypt, fiom 23 to 26 Scptcmber 2002 by the Regional Office for the Eastern 
Mediterranean (EMRO) of the World Health Organization (WHO). The objectives of the meeting 
were to review the current situation, to determine the key elements of a strategic plan for action 
and to advise WHO on ways and means of achieving its objectives. 

The meeting was opened by Dr Hussein A. Gezairy, WHO Regional Director for the Eastern 
Mediterranean, who emphasized that substance abuse was more than a health problem; it was a 
formidable moral, social and economic challenge with pandemic dimensions. He noted that not a 
single country or place in the world could he certified as drug free", and added that thc Eastern 
Mediterranean Region was also one of the most important transit areas of the world for illicit 
drugs, and was therefore increasingly vulnerable to drug-related health, social and economic 
problems. Drug use was not showing a dccrease and tl-aditional patterns of abuse were converting 
to potentially more dangerous forms such as injecting drug use. He emphasized the need for a 
strategic plan for improving the information gathering system and innovations in approaching the 
drug abuse issue. He requested the panel to advise in this area in order to aid implementing 
efficient strategies. 

The opening session continued with an address by Dr Mehdi Ali, Regional Director, Off~ce 
of Drug Control and Crime Prevention (ODCCP) in Cairo. He emphasized that drug use was not a 
problem to deny, and that there was a need to critically evaluate current interventions, design 
systems for rapid assessments and develop networks for drug demand prevention. By this means, 
a hub for strategic planning could be shaped. Drug control and drug abuse were multi-faceted 
prnhlems requiring a similarly multi-track rcsponse. Gover!lrnents of the region had become much 
more responsive to this growing threat and societies were more openly discussing the issue. 
However, much still needed to be done, and given the limited resources available to the 
international corrlrnunity to tackle the problem of drug abuse in North Africa and the Middle East, 
a prioritized and strategic response to the problem was indispensable in this respect. Studies had 
been by ODCCP in Egypt, Palestine and Lebanon and support had been provided to treatment and 
rehabilitation facilities for drug abusers in Egypt and Jordan. It was planned to hold a series of 
three workshops to provide operational guidance on joint priorities for action in the countries of 
the region on drug abuse and HIVJAIDS. 

Dr M.H. Khayat, Senior Policy Adviser to the Regional Director, WHOiEMRO described 
WHO'S mandate, which was to help all peoples to attain the higlicst possible level of health, and 
its main function, which was to act as the directing and coordinating authority on international 
health work. He argued that contrary to some other health issues, substance abuse had arguable 
definition, cause and outcvrnes, thus planning in this area would be different fiom well-defined, 
causally clear conditions with predictable outcomes. Addictive behaviour had one of the most 
complex and inter-related webs of causations, yet was not quite fully understood. This highlighted 
the fact that there was a need for deeper understanding of different issues, and that only through 
understanding the complexity of the problem could one define realistic goals and expectations 
fiom each organization, programme or intervention that was mandated and/or intended to make a 
change. In order to address the issue with a systematic approach, the Regional Director had 
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convened the Regional Advisory Panel on Impacts of Drug Abuse (RAPID). The formation of 
RAPID was also a part of Region's response to the changing pattern of health issues in the 
Region. The terms of reference of the RAPID were as follows: 

Perform an in-depth study of different available data on substance abuse with particular 
emphasis on injecting drug usc m d  its rclated health consequences including HIV/MDS; 

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

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

The opening session ended with description of the agenda by Dr A. Mohit, Regional 
Adviser, Mental Health and Substance Abuse. The agenda, programme and list of participants are 

given in Annexes 1 ,2  and 3, respectively. 

2. OVERVIEW AND PROBLEM IDENTIFICATION OF SUBSTANCE ABUSE AND 
HIVIAIDS 

2.1 Overview of the drug abuse situation globally and linkages to HIVJAIDS: resources 
and WHO response 
Dr G Weiler: Targeted Interventions Team, Prevention Department of HIV/AIDS, WHO/HQ 

The global HIV epidemic has developed into an unprecedented threat to the health and 
ecol~ornic and social stability of socielies in large parts of the world, with 40 million people living 
with HIVIAIDS in 2001. Although the biggest numbers of people living with the virus are found 
in Sub-Saharan Africa and Asia, the most dynamic growth has been observed in Eastern Europe, 
Central Asia as well as in the Eastern Mediterranean. In these regions, injecting drug use is the 
main, or among the main, routes of transmission. 

Eastern Europe is a powerful example of how no country with unsafe sexual practices and 
drug use is spared by the epidemic. Not only do many parts of eastern Europe now report 
explosive epidemics, but there is also epidemiological evidence pointing to the generalization of 

the epidemic. The spread of HIV from initially concentrated epidemics among injecting drug 
users (IDUs) to the general population has also been observed in other regions of the world and 
was confirmed as a natural course of tlle epidemic tlu-uugIi rnalhcmalic modelling. 

However, there are also manifold examples of cities that succeed in preventing HIV among 
IDUs. Comparative analyses of such scenarios have identified the timely implementation of 
comprehensive responses, including information, education and communication (IEC), voluntary 
counselling and testing (VCT), needle syringe programming, and treatment (in particular drug 
substitution treatment) as critical conditions for successful HEV prevention among IDUs. 
Different agencies of the United Nations system have endorsed the adoption of such responses in 
a joint position paper and recommended their introduction. The United Nations General Assembly 
Special Session (UNGASS) declaration on HIV/AIDS reiterates the urgency of implementing 
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harm reduction for drug users and all signatory states have committed to the introduction of such 
responses by the year 2005. There is a definite need to make sure that political declarations get 
translated into strategic plans and programmes. 

2.2 Drug abuse in the Region and linkages to the HIV epidemic 
Dr A, Mohit, Regiortal Adviser., hlenful Health and Subsrance Abuse, WHU/EMKO 

In countries of the Eastern Mediterranean Region, substance abuse is no longer an ethical, 
behavioural, personal, family and even social issue with mental health implications alone. It is a 
public health probIem with grave implications and consequences, one of which is HIVfAIDS. 
There is breaking news showing new epidemics of injecting drug use and HTV/ATDS cases in 
some countries of the Region. 

Narcotics basically originate in Afghanistan. According to ODCCP, thc production of opiu~rl 
and heroin in Afghanistan more than doubled in 1999 in comparison with 1998, In 2001, there 
was a decrease in production. Production seems to continue to rise and at present has reached the 
level of 1999. Opium and hcroin from Afgl~aniutm transit through the Islamic Kepublic of Iran, 
Pakistan, central Asia and the countries of the Gulf Cooperation Council. Minimum illicit opium 
cultivation exists in the Sinai peninsula but the government seems to be vigorousIy fighting it. 
Nalcvtics transit in the Mediterranean area and North Africa. There is also a transit route from 
sub-Saharan Africa. Narcotics are major drugs of abuse in Afghanistan, Bahrain, Egypt, Islamic 
Republic of Iran, Kuwait, Libyan Arab Jamahiriya, Oman, Pakistan and Saudi Arabia They are 
used in Cyprus, Jordan, Morocco, Syrian Arab Republic and Tunisia. Cannabis use is also very 
common in the Region. It is the main substance abused in most of the countries, and is produced 
in many places. Barbiturates and prescription drugs are also abused in somc countries. There are 
reports from some countries like Tunisia of the abuse of anticholinergics such as trihexyphenidyl. 
In most countries of the Region that answered a questionnaire sent from WHOJEMRO, addiction 
was regarded as a disease. Therc arc countlies buch as the Islamic Republ~c ot Iran where it is 
officially regarded as a crime, but treatment by medical professionals in both private and public 
sectors is no longer against the law. Most countries reported that treatment and rehabilitation of 
addicts is durit: in medical facilities. In a iew countries this is done under the supervision of law 
enforcement authorities. 

Major determining factors are identified by the order of priorities: cross-border supply, 
youth problems, cultural policies, economic issues, interest groups, political issues and internal 
production. Some social and familial factors play an important role. The extendcd family syste111 
is breaking down in many parts of the Region and the nuclear family is appearing as the 
predominant mode of life. Alongside, a kind of pseudo-urbanization is spreading in the Region, 
and such factors are fuelling the problcrn of drug depeiidence. The Region also faces constraints 
in management such as multiple decision-making centres with no or little coordination, 
uncontrolled supply, insufficient resources and lack of public education. 

Millions of individuals and famiIies are already suffering from substance abuse, and this 
number is increasing every day. Both substance abuse and HIV/AIDS exist in the Region and the 
two are perhaps more inter-related in this Region than anywhere else. 
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2.3 Regional update on the HIVfAIDS situation and linkages to drug use in the WHO 
Eastern Mediterranean Region 
Dr J. Tmuilnh, Regional Adviser, AIDS and Sexunlly Transmitted Diseases, WHO/EMRO 

Using the latest epidemiological data, the estimated number of people living with HIV in 
~ht: Region is 700 000. Cumulative cases of reported HIV/AIDS are 45 106, witlr a11 adult 
prevalence rate of 0.2%. Main modes of transmission in the Region are by heterosexual 
relationship and injecting drug use. 

The Eastern Mediterranean Region has a high vulnerability to HIV. Special geographical 
settings, poverty, political instability and conflict, population mobility, expanding injecting drug 
use, STD epidemics, globalization, changing youth culture, and gender gaps all are contributing 
factors. Afghanistan is the leading producer of opium in the world; large amounts are trafficked 
through the Region. Neighbours of that country are also in a very risky situation. Eastern Europe 
has the fastest growing epidemic; Asia has a highly mobile population; Africa is the hardest-hit. 

The pattern of HIV/AIDS cases is chmlging and becomirlg Illore dangerous. Estimates have 
more than tripled in the past two years. The proportion of female cases, which was 17% in 1989, 
reached 32% in 2000. A generalized epidemic exists in countries with complex emergencies, 
Djibouti, Somalia and Sudan, and is reaching to alarming numbers in the Republic of Yemen. 
There are epidemics in specific groups: injecting drug users in Libyan Arab Jarnahiriya and the 
Islamic Republic of Iran, and men who have sex with men in Egypt (1.47% HIV in a small 
group): GCC and Near East countries have few data and are thought to be at low epidemic level. 
The measures for infection control are insufficient in the Region. Studies from Djibouti, Sudan 
and Republic of Yemen show unsatisfactory Ievels of protective measures by health care 
providers. 

HIV among injecting drug users has reached a very almning rate in sornc countries oC the 
Region. In the Islamic Republic of Iran, the HIV rate among drug users in prisons was 1.37% in 
1999 but increased significantly to 2.8% in 2000; in certain prisons HIV rates exceed 18%. In 
Somalia, anecdotal evidence of high risk injecting drug use in Mogadishu has been reported. In 
Bahrain, around 60% of detected AIDS cases are among drug users. In Pakistan, more than 5% of 
drug, users are HIV positive. In the Libyan Arab Jamahiriya, 571 new HIV cases were identified in 
2000, mainly among injecting drug users. In Tunisia, around 20% of all reported AIDS patients 
are IDUs. In Egypt, Jordan, Morocco and Syrian Arab Republic, 5% of all reported AIDS cases 
are from among injecting drug users. 

Injecting drug use is a serious HIV threat. There are approximately 500 000 chronic heroin 
abusers in Pakistan, out of which 60 000 injecl drugs. A study corlducted UII 1200 drug addicts all 
over Pakistan showed that more than 90% of injectors shared needles, and approximately 35% 
sold blood. Condom use was very low. Four hundred injecting drug users were tested for 
HIV/AIDS, Hepatitis C and B and syphilis. No HIV case was found; however, 89% of those 
tested were hepatitis C positive and approximately 23% had sexually transmitted diseases. 
Knowledge of use of clean needles and safe sex was as low as 12%. 
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Drug injecting yres~nls a great risk that may fuel the HIV epidemic in the Region. 
Considering prevailing heterosexual HIV transmission and prevalent STDs, it can trigger wider 
transmission in the general population. Current efforts are clearly not sufficient* as the size of the 
risk group is large and is rapidly increasing. Response should be brought to scale. There is a need 
to increase the understanding on how drug users interact with other risk groups and the general 
public and raise the capacity for tracking the trends of HIV among drug users. Prcvcntive activity 
should focus not only on reducing injections and their risks, but also on safer sexual practices. 
More attention needs to be given to marginalized groups such as prisoners. Drug use problems are 
concentrated in populous countries in the Rcgion, thus creating the risk of explosive epidemics. 

2.4 Drug supply, prevalence of drug abuse and linkages to HIV: results of the ODCCP 
desk review and assessment studies in countries of the region 
Mr R. Bless, Ofice ofDrug Control and Crime Prevention (ODCCP), Cairo 

Although the Middle East and North Africa region officially ranks low on the global scale 
of drug use, injecting drug use and HIVIAIDS, there is no hard evidence to support this ranking. 
Based on fragmentary information. drug abuse occurs in all countries and thcrc are endemic; 
patterns in specific areas or subgroups. There are also great variations between countries. For 
some countries such as Bahrain and the Libyan Arab Jarnahiriya, injecting drug use is the main 
transmission mode for HIV/AIDS. Most countries only rcyort AIDS cases and have no estimates 
of HIV prevalence. It should also be acknowledged that there are great variations within the 
region, and some countries in the region rank at or above the global average. 

There are deficiencies in service provision. More specialized services for drug abusers are 
needed, such as detoxification combined with psychologicaI services. followed by rehabilitation 
programmes. Low-threshold and outreach facilities are also needed to make initial contacts with 
drug abusers. In addition, specialized services for treatment of drug-related HIV/AIDS cases 
should be made available. 

There is also need to improve awareness and data collection capacities. "Deviant" 
behaviours that can resi~lt in HIV/AIDS are oftcn assumed r~ut LU exist because of the difficulty in 
finding them. Even if deviant behaviours exist only in small and restricted groups, HIV/AIDS can 
spread rapidly fiom them. In conclusion, it is necessary to increase data collection capacity, 
enhance the monitoring systems, dcsign surveys and apply estimation methods. 

Comments from the floor stressed that the linkage between IDU and HIV/AZDS needs no 
further- emphasis, but the general feeling is that there is a need for strengthening data collection 
and reporting systems in the area. 
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2.5 Drug supply, prevalence of drug abuse and linkages to HIV: results of the ODCCP 
review and assessment studies in the Islamic Republic of Iran 
Mrs F Soltmi, Expert Drug Demand Reduction, Ofice of Dr~ig Control and Crime 
Prevention (ODCCP), Teheran, hiantic Republic of Iran 

Afghanistan is the Region's major opium producer. Major trafficking routes are the castcrn 
border with the Islamic Republic of Iran northwards into Central Asian Republics, and the 
southern sea coast for shipment to countries of the Gulf Cooperation Council. A rapid situation 
assessment done in the Islamic Republic of Iran 1999 estimated that 1%-2% of the Iranian 
population (800 000 to 1.5 million in a population of 65 million) was affected by serious health 
problems caused by drug abuse. Common drugs of abuse were opium, opium residue, cannabis 
and heroin. The methods of intake of drugs were smoking and oral ingestion, followed by 
injection. Sixteen per cent of the respondents had injected drug in the past month. Half of them 
had a history of sharing injection equipment. 94% of the drug using sample was male, 90% lived 
with their families. More than 50% of the sample was married, 12.4% were illiterate. 80% were 
employed (mainly labourers) and the remainder was unemployed. 47% had at least one family 
member who used illicit drugs, commonly opium. Drug use creates important conscqucnccs. 65% 
of all HIV/AIDS cases are due to injecting drug use, and 65% of the total prison population was 
arrested on drug-related charges. The role of the United Nations Drug Control Programme 
(UNDCP) in the Islamic Republic of Iran has been mainly maximizing the potentials already 
present in the country especiafly with regard to skilled and professional human resources. It has 
also assisted in advocating for dmg demand reduction activities and supply reduction and helping 
the national institutions get a higher profile. As a result of these activities, Drug Control 
Headquarters (DCHQ) has allocated more than 50% of its budget for 2002 to drug demand 
reduction activitics. UNDCP in its supported projects has tried to bridge the gap between the 
Iranian academia and the operational activities and services which are provided. 

'I'here has been a rational development in the expansion of drug demand reduction activitics, 
and the positive and proactive stance of UNDCP and DCHQ has enabled the development of 
operational activities unthinkable several years ago, such as methadone maintenance treatment 
and the establishment of the National Harm Reduction Committee. The role of UNDCP has 
mainly been advocating, providing input and participation and support but not leading, as the 
national counterparts are very strong and capable in conducting drug demand reduction activities. 

3. ADDRESSING THE PROBLEM OF SUBSTANCE ABUSE AND HIV/AIDS 

3.1 Approaches to drug demand reduction, treatment and rehabilitation 
Dr A. Mohit, Regional Adviser; Mental Health and Substance Abuse, WHO/EMRO 

There are many names for drug use, e.g. addictive behaviour, addiction, drug dependence, 
psychoactive substance dependence. S~lch diversity in naming is probably related to philosophical 
beliefs and underlying concepts that are rooted in belief systems, background training and a 
variety of psychosocial moderators. This parameter should always be kept in mind when 
approaching substance abuse, which is a highly complex, multifaceted human behaviour. It is 
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over-simplistic ro talk about treatment and rehabihtation for such, a condition in terms of classical 
medical approaches of one etiology and one treatment model. 

Objectives of drug abuse treatment include abstinence of consumption, rebuilding of a new 
drug-free life, prevention of relapse, decreasing the health and social side effects, increasing the 
lifeskills in work. family life and social interactions, decreasing the health- related and social side 
effects and treating them, increasing the personal, familial and social life abilities and improving 
the quality of life. 

Methods of treatment include physical and nonphysical treatments. Physical treatments 
consist of detoxification with agonist/antagonists, antagonists and other drugs like minor and 
major tranquilizers and antidepressants, maintenance treatment with agonists or antagonists, and 
relapse prevention with antagonists. There are also a variety of nonphysical treatments, such as 
motivational interviewing, counselling and dmg education, cognitive behavioural relapse 
prevention approach, humanist and spiritual therapy, family therapy and the self help twelve-step 
approach. Rehabilitation is a long process, which can hardly be achieved through classical 
institutions. Involvement of peer groups and ex-addicts and approaches such as hurnanc 
therapeutic communities and long term follow-up are necessary for at least a proportion of drug 
users. 

Recovery of substance use is a process that in severe cases can start with hmn reduction 
and end in total abstinence and return to normal life. It is very important to be aware of the 
individual differences, cultural sensitivities and various treatment methods and have a range of 
treatments available to the drug users and their therapists to choose from. 

Demand reduction programmes should be designed to address the needs of the population in 
general, special attention should be given to the youth. Programmes should be effective, relevant 
and accessible to those most at risk, taking into account differences in gender, culturc and 
education (UN Political Declaration 1998). There is no simple formula that works for all the 
countries, even different areas of one country may have different situations and require different 
approaches. 

3.2 A global view on control of drug abuse and dependence 
Dr H. Chodse, Direcfor; Deportment ofAddiction, St Joseph 's Hospital, London, United 
Kingdonr 

There is no dichotomy between supply reduction and demand reduction. They should be a 
continuum of efforts that go together. There. are various measures and efforts that can be 
undertaken for supply reduction, and suppression of illicit drug trafficking. This is also true for 
demand reduction. Demand reduction, being inclusive of prevention, treatment, rehabilitation and 
social reintegration, is a major contributor to reducing the drug abuse problem. Assessment, 
evaluation and development of human resourccs training art: the key elements of demand 
reduction. The objectives of preventive measures are to increase knowledge and understanding of 
drug use and its hazards, engender appropriate attitudes and behaviour, develop individual coping 
skills to resist pressures, iind generate individual: group and community involvement in 
programmes aimed at reducing demand for illicit drugs. Preventive measures include informative 
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measures and provision of counselling, accommodation for homeless youth, availability of 
alternatives to drug use, and job placement. There are controversies as to whether stigmatization 
of drug abuse, punishment of drug use and encolimgement of fear of personal harm, all of which 
can prevent drug use, should be reinforced. 

Treatment measures include managemerit of the cficts of overdose, management of 
emergencies associated with withdrawal state, detoxification, administration of a narcotic 
antagonist which blocks the effects of opiates, maintenance of an appropriate agonist and helping 
addicted persons to achieve a drug-free existence. Maintenance treatment for opioids is regarded 
as an important measure that can be used as transient short-term assistance to help the drug users 
in their way towards "a drug-free existence". Rehabilitation and social reintegration should 
include educational upgrading and vocational training, supportive familial, social and 
occupational approaches and therapeutic communities. 

Questions and comments from the floor involved highlighting the risk of switching to less 
safe modes of drug intake when supply of drugs is decreased, as well as highlighting the need for 
intervention for HZV prevention Lhruugh decreasing injating drug use, which is cxpcctcd to be 
the driving force of the HIVIAIDS epidemic in the Eastern Mediterranean Region if action is not 
taken. It was responded that there are many social and developmental factors leading to a general 
trend towards an increase in injecting drug use and other harmkrul drug habits and it cannot be 
supposed that supply reduction is the only causative factor. 

3.3 HIV and injecting drug use in the European Region 
Mr M. Donogue, Sexually Transmitted Infections, HlV and AIDS Programme, WHO/EURO 

With 51 countries and almost 900 million people, the WHO European Region is an 
extremely diverse region. Social, cultural, political and economic differences are great. These 
differences are reflected in differences in 1lt.alth status of the populations, bctwccn and within 
countries. The extent and nature of HIV/AIDS is also different. 

In Western Europe, HIV/AIDS has stabilized or decreased as a result of widespread 
prevention efforts, including harm reduction for injection drug users, and the introduction of 
highly active antiretroviral treatment. While the number of new HIV cases has fallen steadily 
among the "especially vulnerable" populations of injecting drug users and men who have sex with 
men, there has been an increase in heterosexually infected persons. 

Eastern Europe is experiencing an HIV/AIDS epidemic of devastating dimensions. The vast 
majority of those infected are injecting drug users. However, cases attributed to heterosexual 
transmission are also increasing at an alarrrlirlg rate. High rates of other scxunlly transmitted 
infections are thought to be contributing to HIV transmission. Countries in central Europe have 
yet to experience the full force of the epidemic. However the enabling conditions for HIV 
transmission (including high-risk drug injecting and sexual behaviour) are present. 

Since the beginning of the epidemic, over 255 000 AIDS cases and 150 000 AIDS deaths 
have been reported, most of them in western Europe. The number of new AIDS cases in the west 
has been decreasing significantly since the introduction of highly active antiretroviral therapy 



WHO-EM/MNH/l64/E/L 
Page 9 

(HAART). Over reccnt ycars, rates of 11rwIy reported HIV cases have also generally stabilized or 
decreased in western Europe. 

Experimenting with drugs is common across Europe. Injecting drug use is increasing in 
eastern Europe. According to UNDCP estimates, more than 2.75 million people in eastern Europe 
are opiate users, of whom many are injectors. Social behavioural research shows that the rate of 
sharing of drug equipment, such as needles and syringes, is high. Interventions to modify these 
behaviours are poorly developed, particularly in the east. An epidemic of injecting drug use, 
coupled with a culture o f  sharing and restricted access to stcrilc injecting equiprncnl, has fueled 
the current HIV epidemic in the east, where 75% of all new HIV cases are among injecting drug 
users. In some countries more than 80% of HIV cases are among injecting drug users. Significant 
HIV prevalence ratcs among have also been recorded in some western European countries. 
Countries providing widely accessible harm reduction services in the west have successfully 
decreased the rates of HIV transmission among IDUs. Some, such as the United Kingdom with a 
substantial drug injecting population, avoided widespread HIV epidemics among IDUs. Other 
countries with poor or no harm reduction interventions, those that introduced such interventions 
late and those with repressive drug laws, have experienced significant HIV epidemics in IDUs. 

There are many examples of good practice in the European Region: 

The Central and Eastern European Harm Reduction Network based in Lithuania, with 
members from NGOs in all Central and Eastern Europe and Central Asian countries, 
provides capacity building suppurl and information on harm reduction. 

A strong national response (including harm reduction) supported by governments in the 
Czech Republic, Poland, Slovenia and the United Kingdom successfully stopped epidemics 
among injecting drug users and prevented more generalized epidemic in those countries. 

More than 150 harm reduction projects operate across the eastern European region 
(including in the Central Asian Republics). 

National AIDS programmes are receiving increased financial support in Bulgaria. Romania, 
Russian Federation and Ukraine. 

Successful prison projects (including a small number of syringe exchange programmes) 
operate in Germany, Spain and Switzerland. In Belarus and other countries, bleach is 
provided to sterilize injecting equipment in the prisons. 

Several countries (Kazakhstan, Republic of Moldova and Ukraine) have been successful in 

soliciting hnds  from the Global Fund to fight AIDS, Tuberculosis and Malaria. 

The challenge for both the Eastern Mediterranean and Europcan regioi~s is to expand 
coverage. ensure sustainability and develop and implement more comprehensive approaches to 
the prevention of HIV. 
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3.4 Overview of drug harm reduction and replacement treatment 
Dr A. Wodak Director, Alcohol and Drug Service, St Kncent 's HospituZ Sydney, 
Darlinghurst, Australia 

Harm reduction can be defined as reducing the adverse health, social and economic costs of 
all mood altering drugs without necessarily reducing consumption. With this concept, reducing 
adverse consequences is an even greater priority than reducing consumption. This is an approach 
that is commonly practised in clinical medicine and public heatth. 

Substitution treatment is used for decreasing the harms of many abusive substances such as 
nicotine for smoking cessation, dexamphetamine for amphetamine dependence and methadone 
and heroin-assisted treatment for heroin dependence. Substitution treatment is part of a 
comprehensive treatment system. It is used to substitute more harmful with less harmful forms of 
drugs in order to attract and retain users in treatment. 

Methadone substitution programmes were started in 1964. It is the most extensively studied 
intervention in medicine and there is good evidence of its safety. Evidence has proved its 
effectiveness in reducing death, HIV infection, crime and drug use. Thirty-two papers have shown 
reduced HIV risk behaviour, sero-prevalence and sero-incidence with methadone treatment. When 
adopted early, and vigorously, it controls HIV. Its use is cost-effective. It dues riot iricrease d ~ v g  
use. Increasingly, it is receiving more national and international support. 

3.5 Care of people living with AIDS (PLWA): what are the issues? 
Dr J. Tawilah, Regional Adviser; AIDS and Sexually Transmitted Diseases, WHWEMRO 

Health risks for drug users with HIV/AIDS are higher than other people living with AIDS 
(PLWAs). Drug users with HIVIAIDS have higher death rates from non-HIV conditions 
(pneumonia, liver disease, overdose and suicide) and higher co-morbidities such as abscesses, 

tuberculosis, septicaemia, sexually transmitted diseases, malnutrition and neuro-psychiatric 
conditions. However, pain control is more difficult. 

A variety of challenges are faced when confronting the problem in drug users. First and 
foremost is negative public opinion, which is enhanced by repressive policies and stereotyped 
media images. Wealth sector response is inadequate, and delivery systems are separate for IDUs 
and PLWAs. There are limited options for treatment of substance abuse, and HAART treatment is 
costly. We need to prepare the general health system to deal with both problems, and an increase 
in health care worker capacity is necessary. An increase in the size of the risk group mainly 
younger drug users, and also associated morbidities of injecting drug use complicate coverage and 
quality of the services. 

Due to multiple needs of the drug users with HIV/AIDS, a package of care delivered by 
multiple approaches and partners is necessary. These include voluntary counselling and testi~ig 

(VCT), treatment of sexually transmitted diseases and condom availability, hepatitis B virus 
vaccination, treatment of tuberculosis, primary and supportive medical treatment, highly active 
anti-retroviral therapy (HAART), needle exchange programmes, substitution drug treatment, and 
prevention of mother-to-child HIV transmission. Experiences from all over the world show that 
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drug users can change their behaviours, can protect themselves and their sexual partners, and can 
comply with medical regimens. 

Injecting drug users who are eligible for antiretroviral treatment (ART) should be ensured 
access to this life-saving therapy. Special considerations for this population include dealing 
prospectively with lifestyle instability, which challenges drug adhe~ence and accounts for the 
potential drug interactions of ART with agents such as methadone. Development of programmes 
which integrate care of drug dependence and HIV is encouraged. h such settings, approaches 
such as directly obse~ved therapy may be considered. Once-daily ART regimens are already being 
explored in this arena and lend themselves to such approaches. More research on care service 
delivery for drug users with HIV is needed in the countries of the Eastern Mediterranean Region. 

4. RESPONDING TO SUBSTANCE ABUSE AND RELATED H A M  IN THE REGION 

4.1 Experiences in research, outreach and the role of NGOs 
Ms J. Hermez, National AIDS Programme, Ministry ofPubiic Health, Lebanon 

No drug abuse prevalence figures are available for Lebanon. Due to legal constraints, social 
stigmatization and lack of drug treatment and harm reduction services. the drug abusing 
population is hidden and difficult to reach. 

Within the context of a project entitled "HIVfAIDS prevention through outrcach to 

vulnerable groups in Beirut, Lebanon", a situation assessment study on female sex workers, males 
having sex with males and injecting drug users was carried out. The study had two components, 
interviews with key informants and professionals in the field and a qualitative component 
consisting of a closed end questionnaire filled by drug abusers. Data were collected by 
"snowballing" from 98 injecting drug users. 

According to professionals in the field of drug abuse, and to drug users themselves, the 
intravenous (IV) mode of use is the least prevalent. As noticed by professionals in the past few 
years, numbers are increasing and age of starting drug use is decreasing. Of all reported 
HIV/AIDS cases, 6.3% are among injecting drug users, all males. There were dificulties in 
implementation of rapid assessment. Injecting drug Ilsers, especially females, were n hidden 
population. Due to Iegal and social taboos they did not trust the rest of the population. There was 
no social or health security coverage for most drug users. The success of the work was attributed 
to the collaboratinn hetween the researchers, expcrts in the field, police, members of the target 
groups and NGOs. This collaboration has ensured access to the target groups, and cover from law 
enforcement authorities, and has also provided expertise. 

The results of the study show that pharmacies are the main source of clean needles/syringes, 
and pharmacies are often located "too far" from users. The feeling of urgency to use and high 
price for clean syringes are other barriers against use of clean needlesisyringes. The rate of ever 
borrowing a syringe was 64.7%. 24.7 % of males had ever had male sex partners; 32.9% had a 
commercial sex partner in the past month; 39.3% reported always using a condom wit11 

commercial sex partners. Awareness about the routes of transmission was good. 95.2% identified 
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sharing incision and cutting instruments as a mode of transmission. All identified unprotected sex 
with an infected partner as a mode of transmission. 83.5 % identified all 4 modes of transmission. 
79.5 % were ever tested for HIV. Although there was a good level of knowledge, high-risk sexual 
behaviour and sharing injections were common among the drug user groups. 

4.2 Comprehensive model for preventiun of drug use and treatment for drug users living 
with HIV in Kermanshah province 
Dr K. Alaei, HlV/AIDS/STP Counselling and Care Clinic, Kermanshah, Islamic Republic of 
Iran 

Kermanshah, a city with a population of 1 800 000, is located in the west of Islamic 
Republic of Iran. In 1997, the results of the first sentinel surveillance in the city showed high 
prevalence of HIV infection among high-risk groups in the prison. This finding motivated local 
health authorities to set up a national AIDS treatment centre in the city which, d ~ i e  to the negative 
attitude of the city residents, was given up. 

In March 2000, efforts were renewed for HIV counselIing, education and information. In 
contrast to the failed effort in 1997, the activities raised minimum opposition and resistance in the 
public. A centre for prevention, counselling and care was established for 3 groups, HIV positive 
patients, STD patients and injecting drug users, and named the triangular clinic. 'I'he project was 
set up in a srnall premises located in an accessible part of the city, 

At the beginning, only a few people were referred to this clinic. They were very anxious 
about the stigma related to AIDS. The small number of clients who received the comprehensive 
services in an atmosphere which allowed them to maintain their dignity referred their drug using 
friends. Gradually, new cases of drug use and MIV started coming to the clinic. The authorities 
recognized the effectiveness and popularity of this activity and founded the provincial AIDS 
Committee. I t  was then formally requested thai police put rio pressure on thc clicnts; 

consequently, a positive attitude toward harm reduction grew in the judiciary system. Former 
injecting drug users and HIV positive ex-prisoners constituted the majority of clients. They 
transferred the information they received from the centre to the community and prisons, which 
assisted in building trust of the comnlunity and providing peer counselling. This provided, in turn, 
the impetus for the establishment of a triangular clinic in the prison with coordination of the 
prison organization. 

Thcrc arc between 30 and 90 cases every day. The services incliide training, voluntary 
counselling and testing, and family counselling for acceptance of the PLWAs. Preventive services 
are: bleach and condom promotion and provision; needle exchange programme; family planning; 
post exposure prophylaxis (PEP) to HIV infected pregnanl wulrlen and their newborns and also 

health care workers, by HAART; treatment of opportunistic infections such as tuberculosis and 
toxoplasmosis; care of STD; hepatitis B virus vaccination; and HAART for AIDS cases. All of the 
services are free of charge. 

The cnmmrinity receives information on prevention programmes by the student committee 
to combat against AIDS and addiction. They disseminate information to their families and friends 
and refer them to the triangular clinics. Governnlent related sectors and nongovernmental 
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organizations such as the Red Crescent Society have also been mobilized to support orphans, 
divorcees or widowed HIV positive women. In conclusion, harm reduction, HIV prevention and 
care is possibIe and can be very productive even with minimum resources. 

4.3 Experiences in harm reduction interventions including replacement treatment 
Dr A. Mokri, Assistant Professor of Psychiatry, Roozbch Hospital, Tieherun University of 
Medical Sciences, Teheran, Islamic Republic of Iran 

In the Islamic Republic of Iran the official policies are based on an abstinence model, with a 
variety of physical and nonphysical treatments. Considering the high-risk drug abuse scenarios 
and the tremendous number of HIV positive individuals detected, there was a need for urgent 
acceptance of opioid agonist replacement treatments. The results and subsequent 
recommendations of the recent workshop implemented on this issue in the Islamic Republic of 
Iran indicated that 70% of the participants agreed that the country needs an opioid agonist 
maintenance treatment protoco 1. 

A large number of reviews, multi-centred trials and comprehensive me ta-anal ysis have 
shown the effectiveness of replacement treatment in reducing illicit drug use, criminal behaviour, 
HIV transmission arid other high-risk behaviours. Such interventions also increase general health, 
patient compliance and treatment retcrition. Altllvugh such effects are clearly established, caution 
should be exercised in extending these interventions throughout the Region. In the Eastern 
Mediterranean Region, despite the prevalence of HIV risk behaviour including injecting drug use, 
there is littlc e~pe~ier~ct: with replacement treatment. 

Preliminary results from the methadone replacement programme at Roozbeh Hospital show 
that the public drug treatment culture is dominated by abstinence models, and clients usually 
perceive replacement treatment as not treatment but rather as discrimination. Unlike clients, first- 
degree famity members perceive replacement treatment as positive action and endorse it. 
Methadone maintenance in the Islamic Republic of Iran costs US$ 30 for methadone for each 
person per year; therefore, it is inexpensive in relation to incarceration of drug users, which cost 
50 times more. 

Discussions were raised on the issue of the potential abuse of buprenorphine and methadone 
hy practitioners. It was cvrlcluded that caution should be taken when extending replacement 
treatments in the Region. Extensive attitude change, high quality auxiliary care, family member 
involvement and availability of abstinence treatment methods alongside were suggested. 

4.4 Harm reduction activities by Nai Zindagi and the impact on HIV prevention among 
drug users 
Mr T Zafar, Director, Nai Zindrrgi, Islamabad, Pakislun 

Attitudes towards drug abusers arc changing from stigmatization and discrimination to pity. 
Caution should be taken when developing programmes specific to injecting drug users, as this 
might promote injecting drug use behaviour among poor drug abusers in order to access services. 
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identifying changes in drug abuse patterns for street drug abusers is imporlant fur 
responding to the new trends. Priorities should also be specified when drawing specific objectives 
for the programme. The objective of the Nai Zindagi harm reduction programme is to improve the 
health (especially prevent the transmission of HIV and other blood-borne diseases), livelihood 
and rehabilitation of street drug users in the major cities of Pakistan. Specific objectives are to 
collect information and analyse data; provide street-based nutreachharm reduction services, 
detoxification and socioeconomic rehabilitation services (skills and jobs); establish and provide 
follow-up and aftercare services; and involve families in the re-integration process. One of the 
most important elements of the programmt: is rnarket-oriented vocational skills and cmploymcnt, 
as this provides income and resources for the non-governmental organization and gives the clients 
much-needed self-esteem. 

In addition, data collection is in process in order to monitor the changes and respond to 
them. Data to date show that the programme has had significant impacts. Over 63% of drug users 
in Lahore, Quetta and Rawalpindi have left the street drug scene. Sharing of syringes among 
IDUs has decreased from 60% to 12% in Lahore. Knowledge on HIVIAIDS and safer injecting 
and sexual practices has improved considerably. Access to drug treatment has increased from 25% 
to 79% among street drug users. Condom use has increased fiom 24% to 39% among those 
having sex. The prevalence of HCV infection has decreased fiom 89% to 44% among injecting 
drug users. 

The challenges being faced include: standards of service deliveryhuman rights issues; 
funding to sustain andfor scale up; and addressing and responding to the needs of new emerging 
target groups (homeless children using drugs and refugees in Lahore). 

4.5 Prevention and harm reduction approaches for special groups: experiences with street 
children and other groups 
Dl- M, Pam, Director, A1 Razi Hospital, Rabat, A4orocco 

Street children have many socioeconomic and health problems. They are a priority in 
prevention strategy, and they need a special programme. Thc 111a11ual on drug use prevention for 

young people has been published in an English version by WHO and the Mentor Foundation. This 
manual has been adapted and translated into Arabic in Morocco. It is a good tool to promote 
health skills among young people and provides useful guidelines for educators working in the 
field with street children. It seems to be possible to make it consensual, useful, understandable 
and cilltl~rally adaptable to all Arab countries. 

The project has been implemented as initially scheduled. Experience shows that the manual 
is an instnimcnt capablc of helping many professionals working in the field of health education, 

particularly those working in drug use prevention in children and adolescents in poor conditions. 
The good implementation of the project is mainly related to good response by the governmental 
parties. Independent of its main objectives, the project is generating a positive dynamic in the 
field of drug abuse prevention and awareness. 

The project was successful as a first step in a long-term preventive plan. It  facilitated new 
dynamics in prevention and networking with NGOs and it is applicable in other similar countries. 
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It may be concluded that the harm reduction and prevention policies are no Ionger controversial 
and should not be viewed in isolation from each other and fiom other issues. 

4.6 Substance abuse and primary health care 
Dr E. Razzaghi, Director General Youth Afairs and Menial Health, Ministry ofHealth and 
Medical Edz~mf ion, Teheran, Islamic Republic of Zr-arr 

A community based drug abuse primary prevention programme was established in 1996 by 
the Iranian Welfare Organization. The programme had a comprehensive approach and a 
provincial-based plan of action. It covered 15 provinces and a population of about 20 000 000. It 
included a large training component and was rnuItisectoral and integrated into already existing 
infrastructure. Officials were involved, but not the grass roots communities. 

The current project for the integration of drug demand reduction into the primary health 
care (PHC) network derived fiom the five year national programme of drug demand reduction, 
2000-2004. As the workload of PHC personnel is already quite high, it is difficult to include the 
programme, but there is a capacity. A literature rcvicw on the subject was presented. Conducting 
outcome evaluation of community participation raises challenging methodological problems. 
Partnership needs to become an integral part of primary health care. The goals of drug prevention 
agencies and thc mission of tilt: hosting community may need to be adjusted. Although harm 
reduction models are urgently needed, equal attention must be given to primary prevention as 
well. 

Conclusions reflected apprehension concerning the work at the Welfare Organization and 
the integration of drug demand reduction into primary health care. More time should bc taken to 
design projects rather than rushing into activities. The Iranian experience can be shared with 
countries of the Region and can be evaluated by other countries. 

Discussions focused on the workload of the PHC workers and whether they could be 
persuaded to be involved in drug abuse issues. There were also questions regarding the possibility 
of mobilizing communities in the region without political mobilization. The difficulties in 
implementing and evaluating an effective drug abuse primary prevention programme also were 
discussed. 

A long discussion was held regarding whether careful planning for a comprehensive 
approach, including prevention of drug use and injecting drng use, was more suitable for the 
region or whether a harm reduction approach should be started which seemed to be urgent in 
order to prevent HIVIAIDS. It was concluded that the starting point should be comprehensive 
strategic planning. in which different approaches for various targel groups are included and 
supported, with priority given to the short-term measures that can stop the spread of drug use 
related infections. 
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4.7 Programme development at ministeriai level 
Dr N. El Sayed, National AIDS Programme Managel; Ministry ofHealth and Population, 
Cniro, Empf 

Three studies were conducted in Egypt. The first revealed 6% lifetime use of illegal 
subslar~ce a111ong 1G 000 young adults. The second study found that 16% of drug addicts wcrc 

IDUs. The third study found that 41% of drug users in treatment were IDUs. These studies also 
found that the level of sharing and re-use of needles was considerable among IDUs as well as 
sexual risk behaviour among those in treatment. The overall knowledge of preventive measures 
was very limited. 

In a recent prevalence study on sexually transmitted diseases (STD), it was found that 35% 
of prostitutes, and 15% of men who have sex with men and 5% of injecting drug users had STD. 
In relation with HIVJAIDS situation, Egypt has 1621 cases. Although TDIJs account only for 4% 
of overall AIDS cases, there is significant evidence of substantial risk of WIV infection. 
Collectively, these data revealed that the drug injecting practice in may be more important that 
previously thought. 

The drug control programme in Egypt has high level support and includes several 
components such as a hotline and counselling services. A committee has been established recently 
and three nongovernmental organizations are working with street drug abusers. 

5. WHAT INFORMATION IS NEEDED? 

5.1 Methods for assessing and monitoring the drug abuse situalion and its impact 
Dr Afarin Rahimi Movaghar: Short-term Professional, Mental Health, WHC)/EMRO 

Any type of planning without sound evidence and data is guesswork, and at the end may be 
more harmful than usehl. Whatever resources are spent to make planning evidence-based are 
resources well spent. In addition, evidence gathered with inappropriate methodology is not useful 
for planning. 

A sound and effective data collection system determines the importance, i.e. extent and 

magnitude, of a drug abuse problem and shows the changes in the patterns of drug abuse. It helps 
in reaching common ground on understanding the drug abuse situation and identifying the most 
appropriate policies to address it, heips in policy dcvt.lop~r~t.~lt and advocacy, provides the 
possibility of comparing the situation of various communities, societies, countries and regions. It 
also shows socio-cultural differences between countries or within countries in relation to the 
importance of drug abuse problem, types of target groups and needed strategies, and helps to 
assess the results of different interventions. 

There are difficulties in studying drug abuse. Drug abuse is illegal, it is against the norms of 
many families and communities and is stigmatized. It is therefore a hidden problem, and random 
sclcction and generalizing of information is very difficult. In addition, there is no global 
agreement on definitions of drug-related behaviours and disorders. 
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There are many indicators that should be assessed in a comprehensive situation assessment. 
The main indicators in drug abuse epidemiology and assessments are: drug abuse prevalence rate; 
incidence rate; risk md protective factors of drug use; drug use patterns, risk behaviaurs 
associated with drug use; drug abuse-related harms; policy-related indicators; intervention-related 
indicators; and supply-related indicators. Precision is very important. 

'l'he methods of data collection and study on drug abuse are: household surveys; school 
surveys; surveys on specific groups; surveys on drug abusers, ethnographic studies; studies on key 
informants; and using the data that are provided by routine surveillance systems. The instruments 
or methods that are usually used in the studies on the prevalence arid patterns of drug use are self- 
reports, key informant reports, professional assessments, laboratory tests and estimation methods. 
Methods of assessment and data collectio~~ should be viewed as complementary to each other, not 
as to be preferred over one another. 

Examples of international data collection systems and studies are: annual report 
questionnaire, global assessment programme on substance abuse, rapid situation assessment of 
drug abuse, rapid assessment and response study on injecting drug use, study on global burden of 
diseases attributable to substance abuse and the questionnaire of the Commission on Narcotic 
Drugs. 

There are reasons for designing region-specific data collection systems. Rough information 
and estimates necessary for programme planning are scarce. Some countries of the Region have 
very low technical and financial resources. Must international data collecting systems are not 
applicable for the Region and are not sensitive to certain drugs, situations and cultural 
specificities. Unification and standardization of the indicators used in the countries of the Region 
will help in monitori~lg Lhe changes and also in comparing the situation in different groups and 
geographical areas. 

In any planning for creating a sound and effective data collection system different methods 
should be used for data gathering. Ongoing improvement of the surveillance system should be a 
priority. There should be a continuous plan for drug abuse situation assessments at global, 
regional and national level. 

During discussions it was questioncd whether some of the epidemioIogica1 methodologies, 
such as the household survey, were feasible in the Region. Successful experiences from some 
countries of the Region were presented to show the feasibility, despite difficulties. 

5.2 Global Assessment Programme on Drug Abuse 
Mr K Scheijer; Programme Managemenf of ice^ Ofice ufDrug Control and Crime 
Prevenrion, Cairo 

The United Nations Drug Control Pmgramme Global Assessmcril Programme on Drug 
Abuse (GAP) was launched to assist Member States in compiling reliable and internationally 
gathered data and information, and to collect, summarize and analyse data fiom Member States 
for reporting to the Commission on Narcotic Drugs (CND) on patterns and trends in global 
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consumption. Both the Political Declaration and Guiding Principles of Demand Reduction 
adopted at the 1998 WN General Assembly Special Session call for such enhanced data collection. 

GAP activities are implemented at the global, regional and national levels and aim at 
disseminating best practices, harmonizing indicators, encouraging networking, providing training 
arid generating information. Such cooperation is based on an agreed core set of indicators reached 
at a meeting of technical experts representing international bodies and networks held in Lisbon in 
January 2000. These core indicators are: drug consumption among the general population; high 
risk drug abuse; service utilization for drug problems; drug-related morbidity; and drug-related 
mortality. The GAP will also facilitate reporting by Member States through the annual reports 
questionnaires (ARQ) to the CND. This support will be provided via toolkit modules. In addition 
to the ARQ data management toolkit module, modules are being prepared on developing an 
integrated drug information system with school surveys and estimation techniques. The GAP is 
active in a number of world regions and UNDCP plans to start up activities in North Africa in 
2003, subject to the availability of funds. 

5.3 Methuds for IIIV surveillance among drug users: the role of second-generation 
surveillance methods 
Dr G Weilec Targeted Interventions Team, Prevention Department of HIV/AIDS, WHO//HG! 

Increasing demands on the relevance of surveillance systems have Ied to the 
conceptualization of second generation surveillance in HIVfAIDS. In building on previous 
experiences with HIVIAIDS surveillance, it is recommended that countries broaden the range of 
methods to generate policy and programme relevant data, including methods of biological 
surveillance (i.e. HIV and AIDS case reporting and targeted and community wide HIV sentinel 
surveillance in fixed locations and through community samples), behavioural surveillance (i.e. 
targeted and general population based cross-sectional surveys), complemented by other methods 
such as rapid assessments, estimation techniques and biological surveillance on STDs arid 
Hepatitis. It is acknowledged that the composition and extent of surveillance efforts need to 
reflect the local epidemiological situation (i.e. focusing on targeted biological and behavioural 
surveillance in the context of low-level and concentrated epidcrnics). 

In low-level epidemics, in which HIV prevalence has not consistently exceeded 5% in any 
defined sub-population, surveillance should include cross-sectional surveys of behaviour in sub- 
populations with risk behaviour, surveillance of STDs and other biological markers of risk, HIV 
sentinel surveillance in suh-populations at risk, HIV and AIDS case reporting and tracking of HIV 
in donated blood. Surveillance in concentrated epidemics (HIV prevalence consistently over 5% 
in at least one defined sub-population but below 1% in pregnant women in urban areas) should 
consist of folluwi~lg methods: HIV/STD behavioural surveillance in nuh-populations with risk 
behaviour, HIV and behavioural surveillance in bridging groups, cross-sectional surveys of 
behaviour in the general population, and HIV sentinel surveillance in the general population, 
especially urban areas. Surveillance in generalized epidemics (HIV prevalence consistently over 

1% in pregnant women nation-wide) should include sentinel HIV surveillance among pregnant 
women. in both urban and rural areas, cross-sectional surveys of behaviour in the general 
population, cross-sectional surveys of behaviour among young people, HIV and behavioural 
surveillance in sub-populations with high risk behaviour and data on morbidity and mortality. 
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Case examples fiom Bangladesh and the Russian Federation demonstrate the potential of 
such systems to increase the understanding of IDU associated HIV epidemics and guide the 
development of appropriate policies and programmes. It is expected that the future development 
of surveillance systems will also include components that monitor the provision and coverage of 
prevention and treatment responses. 

6. DRUG HARM REDUCTION INTERVENTIONS: GUIDING PRINCIPLES 

6.1 Making sterile syringes and needles available 
Mr M. Donope, Sexually Transmitted Infections, HIV and AIDS Progumme, WHO/EURO 

The provision of sterife needles and syringes must be seen in the context of a 
comprehensive harm reduction package that includes a range of interventions. Not all 
interventions are feasible or necessary. Necdle and syrirlge provision w&SP) has been a major 
public health success in many countries. It is a relatively simple intervention, employing simple 
technology. Global evidence shows that N&SP prevents and reduces syringe sharing and thereby 
prevents md reduces HIV ~ransmission and other infections, notably hepatitis B and C and 
abscesses. 

Common criticisms of N&SP include the assertion that such programmes send out the 
wrong message and condone, support or encourage drug use. There is also concern that NNSPs 
deter lDUs from entering treatment. Syringes in the community (on the strcct, in prks) are also 
an argument against such programmes. However such an initiative does not condone or encourage 
drug use. Rather there is an acceptance that HIV is a greater threat to individual and public health 
than drug use per se. Such programmes providc opportu~lities to work with IUUs to reduce risk of 
HIV and other infections. N&SPs do not deter IDUs from treatment. N&SPs as a first contact 
point often refer clients into drug treatment services. There is no evidence that N&SPs increase 
injecting drug use. Drug use often decreases among lDUs attending such programmes. Strategies 
for the proper collection and disposal of injecting equipment are important. 

Several models are available: dedicated needle and syringe exchange programmes, 
provision through medical prescription and pharmacies, prison exchange programmes, vending 
machines and over-the-counter sales. Examples of evidence supporting such programlnes include 
a syringe exchange programme operating in Bratislava, Slovakia since 1994. Low prevalence of 
HIV in IDUs in the city (0.01%) is attributed to the success of the programme. A global review of 
the evidence (1988-1993) frrnnd that in 29 citics with N&SPs, HIV among 1I)Us fell by an 
average of 5.8% per year and the number of drug users did not increase. In 52 cities without 
N&SPs, HIV among IDUs increased by an average of 6% per year. 
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6.2 Outreach to hard to reach populations and addressing special situations such as 
prisons and refugees 
Dr .4. Wodak, Director, Alcohol and Drug Service, St Encent b Hospital Sydney, 
Darlinghurst, Australia 

Outreach meals going to IDUs to provide HIV prevention. Dn~g  ahusers may have no 
access to traditional services due to stigma and discrimination. Rationales for outreach are to 
reach adequate coverage and to cover high risk groups. 

Few data are available on drug use in prisons and among refugees. What information is 
available fiom Australia suggests that drug users in prisons are at a higher risk than the ones using 
drugs in the community. Almost all countries rely on law enforcement based drug policy. So, there 
is high proportion of inmate drug users. Half of inmates are IDUs. Half of IDUs inject in prison. 
The frcqucncy of injecting drug use in prisons is very high compared to the community. The 
prison population is non-static and highly mobile and there is a high rate of partner sharing 
resulting in 100-200 sharing partners in one year. Drug users serve frequent but short prison 
sentences, so they move in and out from prisons to communities and so does infection. Few data 
are available to assess risk to community from inmate ZDUs, especially in the developing world. A 
history of incarceration is a strong predictor for HIV infection in many countries, e.g. Thailand. 
Also, poor implementation of programmes in prisons is observed. Some countries have started 
HIV prevention in prisons. The interventions consist of peer-based education of inmates about 
risk, bleach for disinfection, needle and syringe provision programmes in 4-5 countries, 
methadone in 6 countries, and heroin-assisted treatment in 2 countries. However not much is 
known about the outcomes. 

There is a global increase in the refugee problem, especially in the Eastern Mediterranean 
Region. Political, social and economic turmoil often is followed by rapid increase in drug use. 
Many examples show twin epidemics aficr turmoil, e.g. eastern Europe and Indonesia. But data 
and information on refugees are less. It is recommended that information related to these two 
groups, prisoners and refugees, is catlected and made available and that programmes based on 
evidence are initiated. 

6.3 Strategies to reduce sexual risks and prevent sexual HIV transmission among drug 
users 
Dr G Weiler, Targeted Interventions Team, Prevention Depuf men1 ofHIfi//IZ/DS, WHO/'ZQ 

As stated in the United Nations Position Paper on HIV Prevention among Drug Users, 
sexual transmission of HIV contributes significantly to the spread of HIV among IDUs and 
beyond. Hence, it has been s t ru~~gly  recommended that all HIV prevention efforts targeting drug 
use address sexual HIV transmission. These programmes can draw on a number of key strategies 
employed to prevent sexual HIV transmission in the general population, including provision of 
infom~ation, education and communication (IEC) via face-to-face culriillunication and the media; 
voluntary counselling and testing (VCT); condom promotion; and treatment of sexually 
transmitted diseases. While these methods are in principle not different from those employed for 
reaching the general population, they need to be adapted in terms of content (i.e. using a language 
understood by drug users, addressing specific issues such as involvenlent in sex work) and 
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reliance on the use of specific delivery channels, most notably by way of integration of harm 
reduction programmes. The development of specific drug use related activities should be 
accompanied by efforts to ensure full accessibility of existing prevention and treatment services to 
drug users. 

7. GROUP WORK: DEVELOPMENT OF A STRATEGY 

7.1 Data collection and monitoring of drug abuse and its impact in the Eastern 
Mediterranean Region 

What are the gaps in existing information on drug abuse in the Region? 

There are not enough data on the size of the problem in certain countries. 

National data on the characteristics of the drug user population are insufficient. 

- Information on the risk factors leading to drug use, incidence of drug use, 
identification of the at-risk of drug use groups, and attitudes of communities are 
inadequate. 

- There is lack of data on responses. 

- There are no concrete definitions and indicators. 

- There are differences betwccn officially cvllrcted data and the reality. 

- Information from the private sector is not fully accounted for 

Regional information is not available. 

What are the constraints in data collection and studies on drug abuse in the Eastern Mediterranean 
Region? 

Countries do not have the structure to collect national data 

- Diverse data collection structures exist, i .e, different ministries and organizations, 
different concepts, different definitiorls and different tools. 

Inter-ministerial commissions exist in some countries, but they are not very 
functional. 

- Political commitment and appreciation of the utiIity of research for policy 
development are limited. 
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- There is lack of collaboration and cooperation between the different bodies within and 
between the countries. 

There is lack of motivation of the private sector and NGO sector in some countries. 

- Cullural arid legal stignddenial exist. 

- Criminality is associated with drug use. 

- Research that may be very informative is not accessible to many concerned parties 

- Technical deficiencies lack (lack of culturally and politically sensitive tools for data 
collection, insufficient human resources). 

- Financial resources are lacking. 

What are the solutions for ovttrcoining the constraints? 

Advocacy and education at the policy and decision-maker levels. 

Creation of integrated national bodies or systems where everyone can report or feed in data 
and integrate the private sector and NGO expertise. 

Use of unified data collection forms for different entities who have contact with drug users 
and development of appropriate cu!turaliy sensitive tools 

Introduction of a mechanism for dissemination and receiving feedback on the executed 
research, such as a database. 

Strategic planning, setting clear goals and objectives intended from the data collection, and 
redefining the concepts and indicators. 

Capacity building and sharing experiences inside and among the countries. 

Raising funds for research. 

What are the preferences in data collection methodology for the Region? 

Depending on the specificilies or the different countries: 

National surveys. 

Rapid assessments. 

Anonymous case-profile reporting. 



WHO-EM/MNH/164/E/L 
Page 23 

National level behavioural surveillance surveys. 

Improving surveillance systems. 

What types of technical collaboration for data collection are necessary and desirable? What 
should he the role of WHO and other UN parties? 

Providing help in advocacy at the policy making level. 

Encouraging governments to share the information. 

Conducting advocacy at the level of law enforcement authorities. 

Establishing a country theme groups on d n ~ g  abuse. 

Establishing a regional databank of expertise in the field. 

Establishing a regional databank of the avaiiable research. 

Increasing capacity building and funding, by training professionals and developing kits and 
academic curricula. 

Holding periodic experience sharing events. 

Establishing a sustainable regional network nn drug use with an institutional link. 

7.2 Development of drug demand reduction strategies in the Eastern Mediterranean 
Region 

What should be the goal and objectives of a regional strategic plan for a comprehensive approach 
to decrease the consumptioll uT drugs and preventing its related harms? 

Goals 

Minimizing all health, social and economic consequences of substance abuse. 

Minimizing the spread of HTV related to substance abuse as one of the highest priorities. 

Objectives 

Implementation of primary prevention programmes. 

Establishing comprehensive treatment centres to offer voluntary, easy to reach, and 
evidence-based services, preferably free of charge or low-cost. 
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What are the key elements of a comprehensive programme? 

The services may comprise different modalities including primary prevention covering 
various target grohps, detoxification, residential rehabilitation, counselling, self help groups, 
substitution treatment, outreach programmes and aftercare. These services may be provided 
through government and nongovemllental organizations and should cover special groups, 
dual diagnosis individuals, hard to access groups such as prisoners, and refugees. 

The services should be integrated at all levels of health care including primary health care. 

The services should cover a substantial number of high-risk drug users with some kind of 
programme in 5 years. 

Priority should be given to: 

- Countries with higher prevalence of drug use and its impacts. 

- Drug manufacturing countries and neighbouring states. 

- Countries dealing with refugee problems and major population displacement. 

What nhstacles exist for launching a comprehensive programme? 

Lack of funds. 

Lack of unified decision making centres and authorities. 

Lack of clear jnformatjon. 

Lack of skilled, trained human resources. 

7.3 Policy development and advocacy 

How can a comprehensive strategic plan acceptable by Member States for reducing the context of 
the health impacts of substance abuse be developed? 

The policy should be defined: 

- Drug abuse is a serious public health threat, and it can be remedied through 
implementation of appropriate and urgent interventions. 

- Drug abuse is a problem of the Region, and thus, facing this problem shou!d become a 
policy of the governments of the Region. 

Steps that should be taken are: 
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- Advocacy. 

- Legislative reform. 

- Mobilization of human and financia1 resources. 

- Development and implementations of programmes. 

- Evaluation of the programmes. 

What are the suggested methods for effective advocacy of such a plan? 

Building political and popular support to effect policy change and mobilize resources 
through legislative reform. 

Partnership building especially maximization of the involvement of the NGOs and other 
members of the civil socicty (including the private sector). 

Building professional capacity. 

What is the role of WHO and other UN agencies? 

Facilitate the process. 

Support with tools and evidence 

Participate in programme development and implementation. 

7.4 Comprehensive care and treatment for drug users in the context of HIV in the Eastern 
Mediterranean Region 

What are the best interventions for providing comprehensive care in HIV infected drug users? 

Early detection. Elements should include: 

- Family, workpface, and school environment. 

- Easy referral system, non-criminal. 

- Awareness raising for parents, teachers, youth, health providers, police. 

-- Routine testir~g for IDUs: free, contidential, and with counselling. 

Treatment, which should: 

- Be available to all IDUs and HIV-positive patients. 
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- Involve the patients in the treatment process. 

- Include provision of all measures for HIV prevention to the families and the 
community. 

- Include HAART regime, alternative drug treatrnenls, adequate additional health care. 

- Have measures to assure that HIV/AIDS treatment centres have close working 
relationships with drug abuse treatment and referred centres. A referral system 
between the two is required. 

Aftercare, which should include support to the patient and the family 

What are t l~c constraints for applying these interventions in the countries of the Region? 

Cost. 

Insufficient experience. 

Social repercussions (especially attitude of health professionals). 

Lack o f  monitoring. 

What are the solutions for overcoming these constraints? What is the role of WHO and other UN 
ilgcncies? 

Give priority to subsidization of treatment for clients (by the governments, private sector, 
international bodies j. 

Implement massive scientific-based training programmes. 

a Change the attitudes, de-stigmatize the issue and involve NGOs and volunteers. 

What are the best interventions for providing care for drug dependence in high-risk drug users in 
the Region? 

Providing counselling, treatment and rehabilitation. 

Providing HIV preventive education. 

Providing a hierarchy of harm reduction measures if abstinence is not possible. 

What are the constraints for applying these interventions in the countries of the Region? 

r Lack of finds. 
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e Lack of training. 

Lack of priority-setting and health programmes. 

Social stigmatization. 

No political decision for cooperation. 

7.5 Community mobili;taliun, partnership and networking 

What are the barriers to community mobilization in the Region? 

Lack of awareness and consensus about the problem. 

Lack of collective responsibility in some countries. 

Legislative harriers and official position. 

Stigma associated with drug abuse behaviour. 

Negative media in many countries. 

High illiteracy rate in some countries of the Region. 

Poor capacity of NGOs. 

What are the opportunities for partnership and networking? 

Strong family ties and sense of community. 

Religious slfEIintcd groups. 

Existing NGOs, e.g. women's groups and youth groups. 

Highly skilled human resources and existing professional associations. 

Similarities among the countries of the Region such as language and religion. 

Accessibility and availability nf communication technology in most of the countries. 

Opportunity to start early and using the experiences of other countries before large 
epidemics occur. 
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What concrete facilities and methods are necessary to advance partnership and networking at 
national and regional levels? 

National and regional data banks. 

Natioxial, regional and international collaborativc programmes. 

Regional network for minimization of adverse health and social consequences of drug 
abuse. 

Provision of encouragement to NGOs and other organizations to be involved in efforts to 
reduce the adverse consequences of drug abuse. 

Optimal utilization of the multidisciplinary human resources available in universities. 

Organization of a major regional meeting on drug abuse and HIV/AIDS. 

What is the role of WHO and other UN agencies? 

Encouragement of greater involvement of drug abusers, HIVIAIDS patients or groups in the 
design and implementation of HIV prevention activities. 

Expanding the role of RAPID. 

Preparation of tools for promotion of cornmiinity rnohilization. 

Identification of gaps in community mobilization, partnership and networking. 

7.6 Capacity building 

What are different areas in which capacity building has priority? 

Financial resources for: 

- Funding-training, pilot studies and projects, building evidence and programmes, 
making capital investments 

- Sustainability-multiple donors/stakeholders; local governmentlcornmunities. 

Human resources 

- Training: service delivery, research, advocacy/policy, programming, organizational 
management. 
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Centres uf  reference 

- In-service training. 

- Networks (local, national, regional) in research and drug abuse interventions. 

- Research/docurnentation. 

What are the concrete recommended stra~egies for each of these areas? 

Financial resources 

- Improved access to donors (1ocalIinternationaI) by making information, needs and 
responses known and advocacy (localfinternational) to increase investments. 

- Develop capacity in fund raising/proposal making or income generating for related 
nongovernmental organizations. 

- Focus on cost-effectiveness of the programmes. 

- Broadening service delivery base and target groups. 

- Shifting investment from bricldcement more towards human resource development. 

- Increased involvement of volunteers/affected communities. 

Human resources 

- Development of training packages/curriculum. 

- Training the trainers. 

- National and regional staff exchanges, professional and non-professional. 

- Involvement of affected cornrnunities in programmes and service delivery. 

- Introducing systems to minimize staff burnout and related issues. 

Centres of reference 

- Make available data bank: researchers, trainers, best practices. 

- Establish linkages and networks (local, national, regional). 

- Arrange natiunat/regional meetings to share experiences. 
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- Arrange in-service/on the job training. 

- Programme management and service delivery. 

a Monitoringlevaluation 

- Establish ethical code of reference (standards of service delivery). 

- Develop protocols for quality assurance and supervision. 

- Provide and disseminate documentation and research to key stakeholders. 

What is the role of WHO and other UN agencies? 

a Financial resources 

- Advocate for increased mobilization of international aid national support. 

- Provide technical support to local organizations in elaborating fund raising 
proposals/strategies. 

r Human resources 

- Assist in developing training packages. 

- Adapt global training packages regionally. 

- Support regionalhational staff exchanges. 

Centres of reference 

- Provide technical and financial support. 

- Support establishment of regional networks (ham reduction/tesearch). 

- Support regional events. 

7.7 Community outreach: what solutions for the Eastern Mediterranean Region? 

What are the objectives of outreaching drug abusers? 

Survey the extent, pattern, etc. 

Reach special groups like schoolchildren and women. 

Build confidence and contacts. 
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Providc fully accessible and available help. 

Enable negotiation. 

What are obstacles to outreaching to drug users in current situation of the Region? 

Legal barriers. 

1 .ack of recognition and invisibility of the problem. 

Community attitudes and suspiciousness. 

Family attitudes. 

PersonaIity traits of injecting drug users (manipulative, non-compliant, nontrusting). 

How can these obstacles be addressed? 

Building confidence. 

Developing comprehensive approachable programmes, providing multiple options for 
treatment like basic needs, detoxification, rehabilitation and follow-up. 

Developing political orientation about the problem. 

What are the most appropriate interventions to reach drug abusers? 

Addressing attitudes of key informants and people. 

Raising the awareness of family and society. 

Provision of comprehensive and accessible needs. 

Including policc, NGOs, rriobile clinics, etc. 

Ensuring confidentiality. 

Testing any model before use. 

What is the role of WHO and other UN agencies? 

Facilitation. 

* Evaluation. 

Monitoring. 
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Support. 

7.8 Strategies to increase access to sterile syringes and needles and maintenance treatment 

Access to sterile syringes and needles 

Is there a necessity to plan for easy access to syringes and needles? 

Yes, syringes and needles should be available, accessible, bee or low cost, and free of legal 
constraints. 

What are the conditions? 

r Need to estimate the ideal target and work towards that (est. number o f  injectors x est. 
injections per year x 60% (coverage) = number of syringes needed per year). 

Need to educatc IDUs to use programmes. 

Need to use a diverse range of outlets suitable to the local context (e.g. NSPs, pharmacies, 
retail outlets). 

Need to be integrated with health and care services, and to be user friendly. 

What are the constraints? 

Legal constraints, particularly in prisons. 

Attitudes and prac1ict.s of professiunals. 

Lack of training for the staff (e.g. pharmacists). 

Police attitudes. 

Poor disposal facilities. 

1 Lack of involvement of drug users. 

Where, when, and for whom such planning should be made? 

Immediately, planning at the local level, planning for all stakeholders-government (local, 
provincial, national), NGOs-wherever injecting drug use and sharing practice are more 
prevalent. 

Priority should be given to the areas where a higher proportion of infections are found 
among IDUs; careful assessment is necessary. 
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What are thc rccomnlended principles and methods to increase access to sterile syringes and 
needles? 

Involve the community for gaining support. 

Involve drug users. 

Ensure NGO participation. 

Change/challenge the laws. 

- Ensure good disposaI (70% return rate). 

Seek support and leadership from UN agencies (e.g. WHO and UNAEDS). 

Maintenance treatment 

Is there a necessity to plan for maintenance treatment in the Region? 

Yes, there is a clear need to plan for substitution treatme~~i. 

What are the conditions? Where, when, and for whom such planning should be made? 

Immediate start. 

Ideal target: 70% of injection drug users in some form of treatment. 

Treatment system should have sufficient capacity to meet demand. 

Other treatment choices should be available. 

Strong link with PHC system should be foreseen. 

Monitoring and evaluation sl~ould be a rule. 

m Planning at the local, provincial and national levels. 

Planning for all stakeholders.Priority should be given to IDUs in prisons.Strong UN 
leadership (WHO, WAlDS and UNDCP). 

What venues and methods are more suitabIe for maintenance treatment? 

Communities and prisons. 

m Outpatient clinics, primary heal111 care and other community based facilities. 
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Range of treatment possibilities (including maintenance). 

Range of agents (methadone, hnprenorphine, oxycodone, codeine, opium). 

MUST include psychosocial interventions. 

7.9 Preventing HIV sexual transmission among drug users 

Is there a necessity to plan for preventing HIV sexual transmission in drug abusers in the Region? 

Yes, this should include dl PLWAs. 

What are the best interventions to prevent HIV sexual transmission in drug abusers in the Region? 

Awareness campaigns for the general public. 

Education of IDUs on risk behaviours. 

Condom distribution with information and counselling. 

a Access to effective STD services for drug abusers. 

Availability of treatment and care should be available for drug abusers as part of the general 
group of PLWAs 

Screening, which should be voluntary and combined with counselling services. 

What are the barriers for applying dlese irlterventions? 

Access and reach of target group. 

a Stigmatization. 

Limited availability of ART. 

Legislative constraints to easy access to drug abuse treatment services. 

Social and economic factors related to treatment services. 

Limited negotiation power of women to ensure safer sex practices. 

Insufficient public awareness and political commitment. 

Poor STD management due to lack of standard treatment protocols. 

What solutions does the group suggest for overcoming these barriers? 
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Outreach work and integration of ex-drug abusers. 

Public awareness campaigns to reduce stigmatisation. 

All other interventions on injecting dmg use shouId include condom distribution 

Low threshold services. 

Advocacy and information dissemination targeted at policy-makers with a view to adapt 
legislation. 

a Ensure adcquate and ac~essible network of VC1' centres. 

Enter into negotiations to make ART available at low prices. 

0 Provide special services for female drug abusers. 

STD prevention and social skills training for commercial sex workers. 

What is the role of WHO and other UN agencies? 

Provide technical and financial assistance regarding the above activities. 

e Undertake advocacy on the subject with policy-makers. Priorities are to: 

- foster development of integrated STDtdrug use/HIV services 

- compile and disseminate best practices hased on experts networks and field 
experience. 

8. CONCLUSIONS 

In an exclusive meeting of the Regional Advisory Panel on Impacts of Drug Abuse 
(RAPID) selected the members Dr Abdulrahman A1 Awadi as Chairman of the Panel, Dr Minoo 
Mohraz as Co-Chairman, Dr Emran M. Razzaghi and Dr Abdullah Mansour as Rapporteurs. 
During this meeting, members of RAPID formulated the following conclusiuns and 
recommendations using the deliberations of the group works as a basis. 

Drug, use and its impacts constitute a major public health threat globally and in the Region 
and require an urgent response. It is estimated that globally 185 million people consume illicit 
drugs, of whom 40 million are using potentially injectable drugs, out of which 10 million people 
are actually injecting drug users. The number of countries reporting injecting drug use rose from 
about 80 in 1992 to 136 in 1999, of which 114 report IDU associated HIV epidemics. The 
minimum estimation of the number of people using potentially injectable drugs in the Region is 
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Available evidence in the Eastern Mediterranean Region points to increasing production and 
consumption of drugs. Patterns of drug use are also changing rapidly. In particular, there have 
been reports from snme countries in the Region about recent sudden increases in injecting drug 
use, accompanied by explosive HIV outbreaks. 

Over the past two decades, thcrc have been 25 million deaths from HIVIAIDS globally. At 
present, 42 million people are living with HIV/AIDS. Already HIV/AIDS has become the biggest 
global public health catastrophe. It is estimated that by the year 2010 another 45 million people 
will become infected. In many parts of the Region, drug use is the driving force of the HIV 
epidemic. HIV rates among drug users are increasing at an alarming pace. This fact coupled with 
the high prevalence of sexual HIV transmission and the prevalence of sexually transmitted 
infections, represents an important potential for serious HIV spread in the general population. The 
dual epidemic of drug use and HIV appears to be affecting more the populous countries of the 
Region, and thus provides serious risks of further spread of HIV in the region, 

There are many other harms related to drug use, particularly injecting drug use. These 
include drug overdose deaths, hepatitis B and C and other blood-borne infections, tuberculosis 
and pneumonia, increased road traffic accidents, crime, violence and homicide, mental health 
disorders and impaired social fbnctioning. 

Experience from all over the world shows that early and vigorous implementation of a 
comprehensive approach to prevent, control and reduce the impact of drug use, including 
minimizing the harms of drug use, is effective in reducing drug use and controls HIV epidemics 
among and from IDUs. There is sufficient scientific evidence to conclude that in the absence of 
such interventions, explosive HIV epidemics are likely to occur. 

In the UN General Assembly special sessions on drug use in 1998 and on HIVIAIDS in 
2001, all Member Stales colnmitted to pursue the development and implementation of d n ~ g  ahuse 
and HIV prevention and care responses. Likewise, the 43rd World Health Assembly asked 
Member States to take clear steps in the areas of drug demand reduction, treatment and 
rehabilitation and research. 

Responding to drug abuse is among the highest priorities of the health and development 
agenda in the region. The primary goal of such a response is to minimize all health, socia1 and 
economic consequences of drug use, including HIV and other contagious and life threatening 
conditions. 

Existing information and surveillance systems on drug use and its impacts, including 
HIV/AIDS, arc deficient, especially in the Eastern Mediterranean Region. There is  a necessity to 
increase the understanding of the scale and patterns of drug use and related risk behaviours, 
sexual practices and the needs of drug using populations and linkages between drug using 
populations and their families and communities. 
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9. RECOMMENDATIONS 

To Member States 

1. Social, political and legal support should be strengthened in order to develop and implement 
adequate programmes, based on stakeholder analysis, partnership building and corrlrnur~ity 
mobilization. High priority should be given to multisectoraI strategies and mechanisms such 
as formation of a national drug abuse committee incorporating all the concerned ministries, 
appropriate nongvv~rnmental organizations and the representatives of private sector and 
other stakeholders. To ensure high Ievel support, such committees should be linked and led 
by highest level authorities and integrated in major policies of the national governments 

2. The adopted response should be comprehensive, effective and evidence-based. It should 
include targeted interventions, especially for vuInerable groups. It should aim at developing 
the capacity to respond to drug use and its impacts such as HIV/AIDS in the general 
population. Community-based and outreach programmes form a key part of such an 
integrated response to drug use and HIV. 

3. Such comprehensive responses should include drug demand reduction (including primary 
prevcntion, easily accessiblt: drug treatment and rehabilitation) and, where required, harm 
minimization programmes including providing basic needs of drug users, voluntary testing 
and counselling, drug substitution treatment, easy access to sterile needle and syringe and 
condoms, sex health education, STD treatment, treatment of opportunistic infections and 
access to HAART. 

4. Drug abuse primary prevention programmes should target all forms of drug use. These 
programmes should include raising public awareness, promoting social skills such as 
resisting drugs when offered, interpersonal communication skills, assertiveness, and 
strengthening attitudes against drug use. Such programmes should also reinforce the already 
existing protective factors such as family stability, community cohesion, cultural and 
religious vnlucs, and encourage Iicalthy lifestyles and ethics. [ 'hey should be tailored and 
adapted to population at risk and should be culturally sensitive. They should include 
effective and appropriate methods, such as interactive peer education. Prevention should 
address parents, teachers and other key figures and increase their drug related awareness 
and child-rearing skills. Such programmes should include both short-term interventions 
addressing high-risk groups, and long-term interventions, with a broader sense of skills 
promotion and longer childhood and adolescence period coverage. 'These should be 
provided through a11 important structures such as neighbourhoods, schools, workplaces, 
military camps and prisons, and by all available means such as the media, cur~~rrlunity and 
religious leaders, volunteers, law enforcement, civil society and all governmental and 
nongovernmental sectors. 

5. For communities with established injecting drug use, such a response should consider the 
establishment of harm minimization interventions as a matter of priority, while in other 
curnmunities careful monitoring should be conducted to ensure that if drug injecting 
commences, it is quickly responded to. Where required, drug substitution treatment should 
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be readily available, as long as clinically indicated, as part of a comprehensive treatment 
system that would also include psychosocial interventions and accessible drugs with 
appropriate quality (including safcgunrds for distribution). Scxual transmission of HIV is 
consistently addressed in HIV prevention efforts targeting drug users and their sexual 
partners, by way of information, education, communication, condom promotion and 
treatment of S71'L)s. 

6 .  The judiciary, law enforcement and prisons systems should work together with the health, 
welfare and other concerned sectors toward a harmonious response ensuring that drug 
abusers have easy access to drug treatment services and HIV prevention. 

7. Drug use surveillance, monitoring and research should be strengthened, including national 
and targeted surveys, case reporting and risk behaviour assessments. 

8. Public declarations should be made frequently on the extent of drug use in the Region with 
the aim of accelerating a realistic appraisal of the problem and adoption of effective 
policies. 

To WHO 

9. Technical support should be provided to Member States on drug use and HIV/AIDS 
surveiliance, monitoring and research. 

10. A regional network should be established to improve data collection, monitoring and 
surveil lan~e.  

11. Tools, evidence and opportunities for participation in programme development and 
implementation should be provided to facilitate the process of policy development and 
advocacy. 

12. A proactive role should be taken in the development of prevention, treatment and harm 
minimization guidelines, model programmes and training and evaluation of integrated 
approaches to d n ~ g  use and HTV/ATT)S services. Tonls should he prepared for community 

development, mobilization and outreach. 

13, Melrlber States sllould be supported in exploring possibilities for drug uscrs, whcncvcr 
subjected to criminal prosecution for drug consumption, to use alternative punishment and 
have access to a harm minimization approach. 

14. Advocacy efforts shouId focus on ensuring that all drug users have access to health and 
social support systems for promotion of quality of life and social function. 

15. Possible intercountry pilot interventions for prevention of drug abuse and treatment of drug 
abusers and reducing drug-related harm should be explored with Memher S t ~ t e s  
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16. A regional research and training network should be estabIished for reducing drug abuse and 
its impacts, and operational research on the issue should be supported. A regional rapid 
assessment should be commissioned for key Member States regarding drug use and 
associated harms including HIV infection. 

17. Technical support should be provided for the establishment of centres of izxccllence that will 
play a role in documentation of best practices, training, research and evaluation and in 
further strengthening of regional capacity. 

18. The development of integrated drug use/STD/HIV treatment services should be supported, 
and examples of good practice should be compiled. 

19. Greater involvement of drug users should be encouraged, in particular those living with 
HIV/AIDS, in the process of developing interventions and services by way of actively 
involving their representatives in fbture meetings. 

20. Efforts should be made to advocate for increased mobilization of inten~atiunill and national 
financial support for prevention and treatment of drug use and reducing harms including 
HIV/AIDS. 

21. Technical support should be provided to local organizations in elaborating hnd-raising 
proposals and strategies. 

22. Support shouId be provided for the development of applications to the Global Fund for 
AIDS, Tuberculosis and Malaria, ensuring that injecting drug use has a high priority. 



WHO-EM/MNII/ 1 & / E L  
Page 40 

Annex 1 

AGENDA 

Opening session 

Overview of the substance abuse situation globally, resources and WHO response 

Drug abuse situation in the Region and linkages to the HTV epidemic 

Addressing the problem: substance abuse and HIV; lessons learned 

Sound and effective methods for assessing and monitoring the drug abuse situation and its 
impacts including HIV surveillance 

Development of drug demand reduction strategies in the Region 

Comprehensive care and treatment for drug users in the context of the Region 

Drug harm reduction interventions in the Kegion 

Strategies to prevent sexual HIV transmission among drug users 

Policy development and advocacy 

Community mobilization, partnership and networking 

Capacity building 

Conclusions, plan of action of the RAPID and follow up steps 

Closing session 
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Annex 2 

PROGRAMME 

Monday, 23 September 2002 

08:OO-09:30 Registration 

08:30-09:30 Introductory Meeting of the Rcgional Advisoly Panel on the lmpact of Drug 
Abuse (RAPID) in the WHO Eastern Mediterranean Region (private meeting 
of Members of RAPID, attendance by invitation) 

09:30-I 1 .OO Session 1 : Opening 
Address by Dr Hussein A. Gezairy, WHO Regional Director for the Eastern 
Medi t e rmem 
Address by Dr Mehdi Ali, Regional Director ODCCP, Cairo 
Role of WHOEMRO and expectations from the RAPID, Dr M.H. 
Khayat, SPA 
Introduction of participants and officers designation 
Introduction to the consultation and adoption of agenda and programme of 
work, Dr A. Mohit, W M N H  

11 :00-12:30 Session 2: Overview and problem identification of substance ahllse and 
HIV/AIDS 
Overview of the HIV/AlDS situation globally and linkages to substance abuse, 
resources and WHO response, Dr G. Weiler 
Drug abuse situation in the Region and linkages to the HIV epidemic, by Dr A. 
Mohit and Dr J. Tawifah 
Drug supply, prevalence of drug abuse and linkages to HIV: results of the 
ODCCP desk review and assessment studies in countries of the Region, by Mr 
R. Bless and Mrs F. Soltani 

12:30-13.45 Session 3: Addressing the problem of substance abuse and HIV: lessons 
learned 
HIV and injecting drug use in the European Region, by Mr M. Donoghoe 
Approaches to drug demand reduction: prevention, treatment and 
rehabilitation, by Dr A. Mohit 
Overview of drug harm reduction including substitlltion treatment, by Dr A. 
Wodak 
Care of People Living With AIDS (PLWA): what are the issues?, by Dr 3. 
Tawilah 

14:30-16: 15 Session 4: Responding to substance abuse and related harms in the Region 
Experiences in research, outreach and the role of NGOs, by Ms J. IIern~ez 
Comprehensive model for prevention of drug use and treatment for drug users 
living with HIV in Kermanshah, by Dr K. AIaei 
National experience in harm reduction interventions including substitution 
treatment, by Dr A. Mokri 
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Harm reduction activities by Nai Zindagi and the impact on HIV prevention 
among drug users, by Mr T. Zafar 
Prevention and harm reduction approaches for special groups; experiences 
with street children and other groups, by Dr M. Paes 

16: 15-1 7: 1 5 Substance abuse and primary health care, by Dr E. Razzaghi 
Programme development at ministerial level, by Dr N. El Sayed 

Tuesday, 24 September 2002 

08145-09:00 Feedback on day 1 

09:OO-12 :00 Session 5: What information is needed? 
Methods for assessing and monitoring the drug abuse situation and its impact, 
by Dr A. Rahirni 
Global Assessment Programme on Drug Abuse by Mr W. Scheifer, ODCCP, 
Cairo 
Methods for HIV surveillance among drug users: the role of second-generation 
surveillance methods, by Dr G. Weiler 
Explanations of the work groups 

11 :00-12:OO Session 6:  Drug h a m  reduction interventions: guiding principles 
Making sterile syringes and needles available, by Mr M. Donoghoe 
Outreach to hard to reach populations and addressing special situations such as 
prisons and refugees, by Dr A. Wodak 
Strategies to reduce sexual risks and prevent sexual HIV transmission among 
drug users, by Dr G. Weiler 

I2:OO-14:30 Session 7: simultaneous thematic group discussions 
Group work 1: data collection and monitoring of drug abuse and its impact in 
the Eastern Mediterranean Region 
Moderated by Dr A. Rahirni and Mr W. Scheifer 
Group work 2: development of drug demand and harm reduction strategies 
Moderated by Dr A. Mohit and Mr L. Villadsen 
Group Work 3: policy development and advocacy 
Moderated by Dr Razzaghi and Ms Soltani 

1430-1 5:30 Plenary presentation and discussion of group work 1 ,2 ,3  

15:30-17:OO Session 8: Simultaneous thematic group discussions: 
Group work 4: comprehensive care and treatment for drug users in the context 
of HIV in the Eastern Mediterranean Region 
Moderated by Dr M. A1 Haddad and Dr M. Mohraz 
Group work 5: community mobilization, partnership and networking 
Moderated by Dr M. Donoghoe and Mr 0. Tawil 
Group work 6: capacity building 
Moderated by Dr A. Mokri 
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Wednesday, 25 September 2002 

09:OO-10:OO Plenary presentation and discussion of group works 4,5,6 

10:OO-11:30 Session 9: simultaneous thematic group discussions 
Group work 7: community outreach: what solutiolis fur ihe Region? 
Moderated by Dr M. Paes and Dr J. Tawilah 
Group work 8: strategies to increase access to sterile syringes and 
needles and substitution treatrncnt 
Moderated by Mr M. Donoghoe and Dr Wodak 
Group work 9: preventing HIV sexual transmission among drug users 
Moderated by Dr G. Weiler and Dr II.  Ziady 

11:30-12:OO Continued simultaneous thematic group discussions 7, 8, 9 

12:OQ-14:OO Plenary presentation and discussion of group work 7, 8 and 9 

14300-17:OO Field visit to airport hospital in Cairo organized by ODCCP in collabosatiun 
with Ministry of Health and Population, Egypt 

14:00-18:OO Drafting committee meeting: preparing thc strategic uutlint: for appropriate 
health response to drug use and related harms in the Region 

Thursday, 26 September 2002 

09:00-09:30 A global view of substance abuse and prediction of some regional trends, by Dr 
H. Ghodse 

09:30-11:30 Presentation and discussions of the consolidated report of the drafting 
committee 

11 :30-13:OO The meeting of the Regional Advisory Panel on the Impact of Drug abuse 
(RAPID) (private meeting of Members of RAPID) 

13:OO-14:OO Reconvening of the meeting participants with RAPID members, by RAPID 
Chairman 

- Conclusions, recommendations and plan of action of the RAPID 
FolIow up and next steps 

14:OO-14:30 Closing session 
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Annex 3 

LIST OF PARTICIPANTS 

MEMBERS OF THE ADVISORY PANEL 

Dr AbduIrahman A1 Awadi 
President 
Islmnic Organization for Mcdical Sciences 
Kuwait 
KUWAIT 

Dr Mohammad El Haddad 
Associate Professor of Psychiatry 
Arabian Gulf University 
Expert on substance abuse and behavioural aspects of HIV/AIDS 
Manama 
BAHRAIN 

Dr Harnid Ghodse 
Director, Department of Addiction 
St George Hospital 
London 
UNITED KINGDOM 

Dr Abdullah Mansour 
Director, Airport Hospital 
Researcher in Drug Abuse 
Cairo 
EGYPT 

Dr Minoo Mohraz 
Associate Professor of Infectious Diseases 
Rcscarcher in HIV/AIDS 
Teheran University of Medical Sciences 
Teheran 
ISLAMIC REPUBLIC OF IRAN 

Professor Malik H. Mubbashar * 
Director, Institute of Psychiatry 
WHO Collaborating Centre for Mental Health Research and Training 
Rawalpindi 
PAKISTAN 

* unable to anend 



WHO-EM/MNH/I64/E/L 
Page 45 

Dr Mehdi Paes 
Director Al Razi Hospital 
Rabat 
MOROCCO 

Dr E m 1  Razzaghi 
Director General Youth Affairs 
and Mental Health 
Ministry of Health md Medical Education 
Teheran 
ISLAMIC REPUBLIC OF IRAN 

Dr Adel Sadiq 
Professor and Chairman 
Depart~~xent of Psychiatry 
Ain Shams University 
Cairo 
EGYPT 

Dr Abla Sebai * 
Associate Professor or Epidemiology 
Faculty of Public Health Sciences 
American University 
Beirut 
LEBANON 

TEMPORARY ADVISERS 

Dr Adel Abdel Salarn 
Head of Addiction Unit 
Abbasia Hospital 
Cairo 
EGYPT 

Dr Jamal A1 Anany 
National Centre for Drug Abuse - Ministry of Health 
Amman 
JORDAN 

Dr Karniar Alaei 
HlV/AIDS/STD Counselling and Care Clinic 
Kermanshah 
ISLAMIC REPUBLIC OF I M N  

+ unable to attend 
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Dr Nasr M. El-Sayed 
AIDS Programme Manager 
Ministry of Health and Population 
Cairo 
EGYPT 

Ms Joumana Hennez 
National AIDS Programme 
Ministry of Public Health 
Beirut 
LEBANON 

Dr Azarakhsh Mokri 
Assistant Professor of Psychiatry 
Tehran University of Medical Sciences 
Koozbeh Hospital 
Teheran 
ISLAMIC REPUBLIC OF IRAN 

Dr Alex Wodak 
Director, Alcohol and Drug Service 
St Vincent's Hospital Sydney 
366 Victoria Street 
Darlingllursl 
AUSTRALIA 

Mr Syed Tariq Zafar 
Director, Nai Zindagi 
Islamabad 
PAKISTAN 

OTIXER UN ORGANIZA'I'IONS 

Joint United Nations Programme on HIV/AIDS (UNAIDS) 
Mr Oussama Tawil 
Team Leader 
Inter-Country Programme 
Cairo 
EGYPT 

United Nations Office of Drug Control and Crime Prevention (ODCCP) 
Dr Mehdi Ali 
Regional Representative 
Ofice of Drug Control and Crime Prevention (ODCCP) 
Cairo 
EGYPT 
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Mr Ruud Bless 
Office of Drug Control and Crime Prevention (ODCCP) 
Cairo 
EGYPT 

Mr Wolfgang Scheifer 
Programme Management Officer 
Offlce of Drug Control and Crime Prevention (ODCCP) 
Cairo 
EGYPT 

Dr Fariba Soltani 
Expert Drug Demand Reduction 
Office of Drug Control and Crime Prevention (ODCCP) 
Teheran 
ISLAMIC REPUBLIC OF IRAN 

Mr Leif Viiladsen 
Office of Drug Control and Crime Prevention (ODCCP) 
Cairo 
EGYPT 

OBSERVERS 

Dr Arash Alaei 
HIVIAIDSISTI Counseling and Care Clinic 
Kermanshah 
ISLAMIC REPUBLIC OF IRAN 

WHO SECKE'J'ARIAT 

Dr Hussein A. Gezairy, WHO Regional Director for the Eastern Mediterranean Region 
Dr M. Haytham Khayat,Senior Policy Adviser to the Regional Director, WHOtEMRO 
Dr Mohamad A. Jama, Deputy Regional Director, WHOJEMRO - 
Dr Anna Verster, Director, Health Protection and Promotion, W HOIEMRO 
Dr Zuhair Hallaj, Director, Communicable Disease Control, WHO/EMRO 
Dr Ahmed Mohit, Regional Adviser Mental Health and Substance Abuse, WHOIEMRO 
Dr Jihane Tawilah, Regional Adviscr AIDS and Sexually Transmitted Diseases, WHOIEMRO 
Dr Gundo Weiler, Targeted interventions Team, Prevention Department of HIV/AIDS, WI-EO/HQ 
Mr Martin Donoghoe, Sexuajly Transmitted Infections HIV and AIDS Programme, WHOIEMRO 
Dr Afarin Rahimi Movaghar, Short Term Professional, Mental Health, WIIO/EMRO 
Dr Hany Ziady, Short Term Professional, ASD/AlEC, WHO/EMRO 
Mrs Mona Shaheen, Secretary, WHO/EMRO 


