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The Regional Office for the Eastern Mediterranean (EMR) of the World 
Health Organization (WHO) organized an intercountry workshop on 
prevention of human immunodeficiency virus (HIV) transmission through 
injecting drug use, in Cairo, Egypt, from 16 to 18 October 1995. 

The objectives of the workstlop were to: 

- review the magnitude of drug abuse, particularly through 

injection, in the Region; 
- discuss the extent of HIV transmission through injecting drug 

use; and 
- develop strategies and approaches for prevention of HIV 

transmission through injecting drug use. 

The agenda and programme of the workshop are given in Annex 1 and 
Annex 2 respectively. The workshop was attended by participants from 
ten countries, as well as by WHO staff from EMRO and headquarters and a 
temporary adviser (Annex 3). Dr Mussarat Hussain (Pakistan) was 
elected as chairperson and Dr Nadia Kadri (Morocco) as rapporteur. 

A message from Dr Hussein A. Gezairy, WHO Regional Director for the 
Eastern Mediterranean Region, was delivered by Dr M.I. A1 Khawashky, WHO 
Representative to Egypt. In his message, Dr Gezairy highlighted the role 
of injecting drug use in the transmission of HIV infection in the 
Region. 

Dr GeZairy stated that the extent of drug abuse in general in the 
Region is not known, nor the extent of injecting and of sharing of 
syringes. However, they are not considered to be not insignificant, 
according to information available from a number of countries. 

Drug abuse is illegal and socially unacceptable. Hence, drug users 
are marginalized and are not easily accessible for educational and other 
preventive measures. Nevertheless, efforts must be made to reduce or 
prevent HIV transmission through injecting drug use. Such efforts should 
be based primarily on technical and public health grounds, without 
seriously compromising the laws of the land. The experience gained in 
other countries can also be utilized in designing preventive measures. 
Because of the wider implications of the HIV problem among injecting 
drug users, a multisectoral approach is essential involving health 
workers, social workers, drug control workers, behavioural scientists, 
law enforcement officers and nongovernmental organizations. 

Dr Gezairy hoped that the workshop, being the first in the Region on 
the subject of HIV among drug users, would generate a lot of useful 
information and would bring forth appropriate strategies and 
interventions for prevention of HIV among injecting drug users. 

* 
2 .  OVBRVIBU OF DRUG ABUSE IN THE BASTEM WEDITERRAWBAW REGION 

Drug abuse is a major health, human and development issue throughout 
the world and countries of EMR are affected considerably by this menace. 
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In addition to traditional use of certain substances in some parts of 
the Region, which was being practised for a long time, there is evidence 
of an alarming increase in the abuse of more dangerous substances, 
particularly heroin in many parts of the Region, and naturally the more 
the number of abusers, the higher the prevalence of the most harmful way 
of abuse--injection. There is hardly any country of this Region which 
can be regarded as drug-free. The degree differs considerably, but this 
may also be disappearing due to a number of socioeconomic reasons. The 
countries of the Region can be divided into different groups, with 
shared problems. 

In Maghreb countries, although the statistics do not show an 
alarming situation, there is enough cause for concern. Increasing 
tourism and regular intercourse with Europe, particularly through 
migrant workers, are among important causes for alarm. The condition is 
the same for Egypt, and concern is warranted. 

The massive production of opium in Baqava Valley in Lebanon seems to 
have decreased, but has not completely stopped. Naturally, it endangers 
mainly Lebanon and the neighbouring countries, the Syrian Arab Republic 
and Jordan. 

In the countries of the Gulf, there is a growing concern regarding 
the spread of drug abuse. Sharp increase in air traffic and tourism, the 
presence of many foreign workers and very rapid socioeconomic change may 
be some of the causes. Treatment and rehabilitation facilities exist, 
but need improvement. 

Continued war and internal conflict in Afghanistan has made opium 
production one of the main economic sources and, as it is always true, a 
prvducing country and its neighbours always suffer most from drug abuse. 
In the Islamic Republic of Iran, where the policy was until recently 
mainly aimed at supply reduction, there is a new movement for treatment, 
rehabilitation and social intervention. This needs strengthening. 
Treatment centres exist in Pakistan but follow up and rehabilitation 
needs strengthening. In Yemen, Somalia and Djibouti the main drug of 
abuse is khat which is a leaf containing stimu,lants. 

It is estimated that 1-5% of all heroin users use needles. Drug 
abuse cannot be addressed through the causes gentioned above, because 
they are too varied and too difficult to overcome. In each society the 
best social resources should be used. Punishment should shift from petty 
criminals to big drug dealers, and treatment facilities should be made 
available for addicts. The establishment of better-functioning drug 
abuse information centres and more effective regional cooperation in 
exchanging information are important steps in developing a control 
programme. Supply reduction alone has not proved successful; it should 
go hand in hand with innovative approaches to decrease demand and harm. 

3 .  E P I D E M I O ~ Y  OF EIV/AIDS M D  HIV AllONG IMJBCTING DRUG USERS 
II TAE RBGIOn 

T 

AIDS is essentially a sexually transmitted disease (STD), but like 
many other STDs, it can also be transmitted through blood and blood 
products and from infected woman to the newborn baby. Sexual 
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transmission is the predominant mode of transmission of HIV because of 
the large number of sexual exposures every day, although the probability 
of transmission in any single exposure is low. About one-third of babies 
born to infected mothers become HIV infected, about half of them through 
breast milk. 

Up to mid-1995, a cumulative total of 1 169 811 AIDS cases had been 
reported to WHO from all over the world. However, the actual number is 
estimated to be more than 4.5 million, the vast majority of them in 
sub-Saharan Africa. As AIDS represents the late stage of HIV infection, 
an estimate of the latter gives a better indication of the magnitude of 
the current AIDS problem. More than 18.5 million adults and 1.5 million 
children are estimated to have been already infected with HIV. 
Sub-Saharan Africa is the worst affected area, but the epidemic is 
spreading very fast in south and south-east Asia. 

In the Eastern Mediterranean Region (EMR), a cumulative total of 
3 835 cases of AIDS and AIDS-related complex have been reported up to 
1 October 1995. But the actual number is considered to be many times 
more and the number of new cases reported is increasing every year. More 
than 200,000 HIV infections are estimated to have already occurred in 
the EMR. Three-quarters of the AIDS cases are among males, but the 
female-to-male ratio is increasing every year. Ninety per cent of the 
cases have occurred among the productive age-group of 15-49 years. 

About 74% of cases are due to heterosexual transmission and a 
f u r t h e r  5% d u e  t o  homosexual t r a n s m i s s i o n .  The p r o p o r t i o n  o f  AIDS cases 
due to transmission through blood and blood products has been decreasing 
over the years. So far, 159 cases of AIDS ( 5 %  of the total AIDS cases) 
among injecting drug users have been reported from 10 countries of the 
Region. 

Available information indicates that HIV infection is spreading 
rapidly in the EMR, particularly among people at increased risk, such as 
STD patients, prostitutes and bar girls. In a few countries, the 
infection has also spread within other groups, such as tuberculosis 
patients, pregnant women and blood donors. 

The spectrum of HIV infection has several stages through all of 
which an infected person may or may not pass. These stages are: 

- Acute illness: with influenza-like symptoms which appear about 
two weeks after infection and last for 1-2 weeks. 

- Latency period: the infected person feels fully normal, but the 
virus continues multiplying. 

- Pers i s tent  generalized lymphadenoprhy; e n l a r g e d  l y m p h  nodes in 

two or more extrainguinal sites, persisting for more than three 
months, with no other i"ntifiab1e cause. 

- AIDS-related complex: develcpment of generalized symptoms, such 
as weight loss, diarrhoea, fever. + 

- AIDS: signs and symptoms of opportunistic infection or cancer 
appear. Patient dies usually within 1 to 2 years of diagnosis. 
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An HIV-infected person is highly infectious during the acute illness 
stage. However, it takes six weeks or longer before the antibodies become 
detectable in blood. This period is called the "Window Period". This must 
be kept in mind if a person who has been exposed to the risk of infection 
wants to find out the infection status. 

4. HIV AmmG INJECTING DRUG USERS I N  EMR -1ES 

The participants presented their country situation about drug abuse in 
general, injecting drug use and HIV among IDUs. It was clear from the 
presentations that very little information is available about the extent 
of the problem in the Region. Estimates of the drug users, including IDUs, 
and of HIV among IDUs have been made in a few countries only. It was 
generally felt that the problem of drug abuse exists in the countries of 
the Region and that there is a potential for further increase of this 
problem. A wide variety of drugs is being used. Attempts are being made in 
the countries to study the prevalence of HIV among drug users, but 
accessibility remains a limiting factor. HIV prevalence has been found 
very low among those tested. Treatment and rehabilitation facilities exist 
on a limited scale in a number of countries, but no specific intervention 
for prevention of HIV among drug users. 

In Bahrain, in a 12-month study carried out to identify risk factors 
for HIV infection among IDUs, the seroprevalence of HIV was 21.1%. The 
majority of the IDUs were between 21 and 30 years. HIV infection was found 
significantly associated with injection and needle-sharing. A follow-up 
study showed that 13.5% tested positive for HIV. Health education and 
emotional support are the two main preventive measures to limit the spread 
of HIV infection. A committee was formed to identify target groups among 
the public, plan for health education and provide follow-up and treatment 
services. 

In Egypt, 15 cases of AIDS have been reported among IDUs. A rapid 
increase in HIV prevalence among IDUs is anticipated due to the increasing 
number of injecting drug users. Also, increased risk of abnormal sexual 
behaviour had been found in the drug users in Egypt. Women in Egypt are 
relatively free of injecting drug use. The Ministry of Health is carrying 
out a survey of drug use involving different social strata to ascertain 
the actual situation regarding this problem and the risk groups in the 
society. Multisectoral efforts should be exerted to put into action the 
collaborative programmes that allow the drug users to seek help without 
feeling stigmatized or socially rejected. 

In Jordan, a total of 122 HIV seropositive cases has been reported, 
since 1986 until July 1995, while 5 cases acquired the infection through 
intravenous injection of drugs. Prevention of HIV infection through this 
route must depend on the following steps, taking into consideration the 
situation in the country: identification of high-risk groups, especially 
those with personality disorder; education through the mass media and 
other possible means; special efforts against. drug use in groups; special 
action against injecting drug use of injectable drugs; and the establish- 
ment of a national programme with necessary human and 'financial resources. 

In Lebanon, three ways of substance abuse are used: oral 
tranquilizers, sniffing or smoking, and intravenous drug use (subjects who 
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use needles share their equipment in many cases, and thus they run the 
risk of transmitting HIV from one to another). Eighty-six cases of AIDS 
have been reported in Lebanon until June 1995, three of which were among 
IDUS. 

In Ibrocca out of 280 cases of AIDS reported  u n t i l  June 1995, 32 
(11%) were among IDUs. A national committee, 'La lutte contre les 
Stupefiants", was set up in close collaboration of the Ministries of 
Health; Justice, Interior, Education and Social Welfare. Its functions 
include elaboration of plans of action, and supervision and 
coordination. The Ministry of Health has established "ComitBs 
prefectoraux de lutte contre la Toxicomaine". IDUs are being provided 
with education and counselling for prevention of HIV. 

Pakistan has about 2.2 to 3.0 million drug dependent persons. 
Emphasis on "heroin abuse" is due to the influence of donor agencies. 
Though needle-sharing phenomenon is increasingly observed in clinical 
setting, the reported prevalence of HIV seropositivity in drug 
dependents is virtually nil. Besides hard core addicts, medics and 
paramedics are high-risk groups. Promotion of the concept of "dual 
disorder" and "scientific correlation" of "street wisdom" through family 
sessions (an innovation evolved at the Jinnah Post Graduate Medical 
Centre, Karachi) has been of great help in exploring drug subculture 
with reference to drug prevention education and intervention strategies. 

In the Syrian Arab Republic, three cases of AIDS and 15 cases of 
HIV infection have been reported s o  f a r .  The problem of drug abuse h a s  
been increasing over the years. The most commonly used drug is 
hashish, followed by heroin. Sniffing and smoking are the common 
practices, but lately injection is being used more often. Disposable 
syringes are used for injection. Eighty per cent of the drug users are 
from the age-group of 20-40 years. There is a law against drug abuse. 

In Tunisia, drug abuse is not a major problem, but has a potential 
for increase. Drugs are used mostly orally and include cannabis, 
psychotropic drugs and volatile solvents. Injecting drug use is uncommon 
in the country, but is known to occur among Tunisians working abroad. 
Eighty-seven (36% of the total) cases of AIDS have been reported among 
IDUS, mostly among emigrant workers. The national strategies for 
prevention are related to health, social and legal aspects of the 
problem and include activities for training, sensitization and 
information and education. 

In the Republic of Yemen, use of such drugs such as hashish 
and heroin is not a serious problem, although they are used. Yemen has 
been used as a transit point in drug trade. Drug dealers have been 
arrested but not drug users. Educational messages on AIDS include 
messages on prevention of H I V  among drug users. 

5. GAPS, PROBLEHS AND BARRIERS IN DEVgIDPING AND IIIPLEWENTING 
INTERVENTIONS TARGETED AT INJECTING DRUG USERS 

Although there are numerous obstacles to developihg and implementing 
effective HIV prevention strategies targeting injecting drug users 
(IDUs), negative attitude towards IDUs is a common linking theme. What 
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is now known is that epidemics of HIV among and from IDUs can be 
prevented provided vigorous action is taken early to implement 
strategies now known to be effective. 

The lack of accurate information about the number, characteristics 
and distribution of IDUo--a group characterized by a stigmatized and 
illegal activity--is common to most countries. But existing technology 
to estimate these parameters is sufficient for health planning purposes. 
Intensive implementation of law enforcement measures against IDUs makes 
a difficult task even more problematic, just as it makes an already 
stigmatized group even more marginalized. This also complicates efforts 
to develop some trust in the relationship between authorities and IDUs. 
Many countries have increased the allocation of resources to law 
enforcement efforts to reduce drug supplies and increased the severity 
of penalties although there is little evidence that this use of scarce 
resources actually restricts the availability of drug supplies in the 
long term. However, intensification of supply reduction has, on a number 
of occasions, around the world resulted in the disappearance of bulky, 
relatively non-harmful and non-injectable substances and may have 
influenced the subsequent appearance of more toxic and injectable drugs. 
From the HIV perspective, these policies have the disadvantage of 
exposing large populations to the risk of HIV and other infections. Law 
enforcement will always have a role in responses to illicit drugs. The 
question rather is whether illicit drug use is considered more as a 
health and welfare issue, or as a law enforcement concern. 

Available data on the HIV/AIDS epidemic provide a falsely reassuring 
picture. AIDS incidence is usually underreported. Although AIDS data are 
the best available indicator of the epidemic, they actually reflect the 
state of the HIV epidemic a decade earlier. Data on HIV incidence are 
expensive and difficult to collect. HIV prevalence data must be 
interpreted cautiously as there are always problems of sampling to be 
considered. Stable seroprevalence can appear to suggest stability, while 
the epidemic is actually spreading rapidly. 

Lack of resources to fund prevention strategies is a significant 
problem in all countries, although this is far more important in 
developing countries. The data from the World Bank suggest that funding 
allocated to HIV prevention is an effective form of investment for most 
communities . 

Adoption of some prevention measures may be more difficult in 
certain countries where traditional influences are particularly strong. 
However, some developed countries have had major difficulty implementing 
similar and effective strategies, while other developing countries have 
adopted the same strategies early in the course of their epidemics. The 
lack of concern about preventing HIV spread in some communities is best 
explained by denial.. Indeed, denial has been practised at local, 
regional and global levels. Denial can sometimes be explained by 
concerns to protect other interests such as the tourism industry. Many 
countries have indulged in "immunity myths". They refuse to accept the 
possibility that their own communiLien include homosexuals, prostitutes 
or IDUs, even though these groups seem to be present in almost all 
communities when looked for. 
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At the heart of these attitudinal obstacles is the problem 
experienced in many communities of separating the issue of illicit drug 
use from individual drug users. While negative attitudes to drug use may 
be understandable, the same attitudes extended to individual drug users 
often make the adverse consequences of drug use even more severe and 
complicate efforts to reduce such problems. 

IDUs are often assumed to have readily defined personality 
characteristics. However, no simple set of such characteristics have 
been identified and follow up of IDUs over time shows that their 
characteristics often normalize after their drug use has stopped. 

Some assume that IDUs are unchangeable risk-takers. Experience has 
shown that risk-taking is more a feature of the environment. When 
provided with support, risk-taking behaviour declines substantially 
although drug consumption may continue for some time. This has much to 
do with the way in which drug-taking is often influenced by group 
processes. The group can also provide beneficial influences encouraging 
risk-reduction. This may be more likely if non-injectable drugs are 
available as an alternative to drugs which can only be injected. 

Drug education can provide modest benefit over some time in terms of 
redurtinn in drug use. But improved general education for groups which 
suffer from social and economic deprivation may be just as important. 

The estimated USS500 000 million annual turnover of the illicit drug 
industry is a major obstacle. While drug trafficking is immensely 
profitable, it is hard to see global drug production or use declining 
significantly. In fact, global drug production, use and especially 
injecting have been increasing for some years suggesting that efforts to 
control drug production and use are ineffective at best and possibly 
even counterproductive in some cases. Globally, the HIV epidemic among 
IDUs is uncontrolled, especially in developing countries, even though 
there is now evidence that such epidemics can be controlled (and 
possibly even reversed in some instances). What is not known is how to 
gain political acceptance of some effective, but possibly controversial, 
prevention measures. Early education of IDUs is critical. If HIV reaches 
a population of IDUs before knowledge and awareness of HIV/AIDS, more 
rapid spread of HIV can be anticipated. HIV has also brought an 
awareness of many other blood-borne viral infections (such as hepatitis 
C) which add further justification to the adoption of prompt and 
vigorous action without waiting for proof that HIV is spreading among 
IDUs. 

6. SITUATION ANALYSIS FOR DEVELOPING HIV/AIDS IWTERVENTIONS 

Planning and conducting HIV prevention intervention measures among 
injecting drug users involve three interrelated major steps. These are: 
conducting a situation assessment, selecting an appropriate mix of HIV 
intervention activities, and implementing, managing, monitoring and 
evaluating intervention activities. 

.T 

A situation assessment is conducted to help understand the nature 
and extent of drug use and injection drug use, and the potential for the 
spread of drug use by injecting in the community. It can help identify 
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the potential for the spread of HIV among people who inject drugs, among 
non-injecting drug users (through sexual behaviour), and from either 
group to their sexual partners. It helps to identify individual and 
structural factors of risk behaviours and helps in the design of an 
appropriate mix of intervention activities. 

For conducting an assessment, both quantitative and qualitative 
methods should be used. Ethnographic research methods are very 
appropriate to reach the drug-using population. 

In conducting an assessment, data need to be collected on the 
following: 

- Estimated size of the drug injecting population in the community; 
- Location where drug users can be reached; social and cultural 

characteristics of drug users--who injects drugs, their literacy 
levels, etc.? 

- Risk behaviour 
- Individual determinants of risk behaviour, such as perception of 

risk--do the drug users perceive themselves to be at risk of HIV 
infect ion? 

- Levels of awareness and knowledge of HIVIAIDS--what information 
do they have regarding prevention of HIV? 

- What do they lack, perception of self-efficacy--do they feel or 
think that they can change their behaviours to avoid getting 
infected with HIV? 

- Perception of social/community norms--do they feel or think that 
there are norms that would be supportive for their risk reduction 
measures, physical and social skills? do they have the skills, 
means, access to change behaviours? 

- Structural factors that hinder or facilitate risk reductions, 
such as laws, regulations that may constrain taking risk 
reduction measures and affect the possibilities of behaviour 
change, services and supplies they have access to, costs and 
other economic issues and how they affect risk-reduction 

- Entry points for interpersonal contacts for possible channels of 
access to drug users 

- Channels of communication through which the target population can 
be reached 

- Other programmes that have access to drug users. 

As drug use in most of the countries is an illegal activity, 
existing secondary data sources should be explored before accessing the 
drllg users directly. For indirect data sources, the following can be 
explored: local police, local hospital records for drug-related deaths 
and drug-related emergency room episodes, local medical clinics and drug 
treatment facilities, local doctors/pharmacies, STD clinics and/or HIV 
surveillance system, any official registration of persons addicted to 
opiates. 

For direct data sources, drug users themselves should be approached. 
This can be done through the use of ethnographic methods, observation, 
use of key informants and focus group discussion%. Snowball sampling 
should be considered when no prior information exists about the group. 
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In addition to the above, a brief questionnaire survey of drug users 
could also be conducted to collect data. The purpose is not to attempt 
to collect such detailed information that development and implementation 
of intervention activities are delayed. It might be necessary to 
reassess the situation after implementation of the intervention. 

7. PLANNING OF HIV PRBVBNTION STRATEGIES FOR IDUS 

Planning of interventions follows a situational assessment which 
will indicate the magnitude and urgency of the risk of an uncontrolled 
epidemic of HIV among IDUs. The assessment has two dimensions: 

1) What is the nature and extent of drug use? 
2) What is the nature and extent of HIV infection? 

Opportunities for prevention of HIV also has two dimensions: 

1) Reducing drug consumption by restricting supplies or decreasing 
demand; and 

2) Reducing the adverse consequences of existing drug use by 
reducing harm. 

Efforts to reduce supplies of drugs involve reduction in cultivation 
of illicit crops (such as opium poppies or coca), reducing refining, 
reducing transport from the source area or country to the destination 
area or country, distribution in destination area and interrupting the 
financial operations which underpin these elements. 

Although supply reduction is usually generously funded, evidence of 
effectiveness is limited and there is some evidence of instances where 
supply reduction measures have been counterproductive. Law enforcement 
authorities have generally estimated that only 5-10% of drugs are 
intercepted. However, this increases the price of street drugs which 
increases the likelihood of administration by injecting, rather than 
smoking of drugs such as heroin. Injection carries the risk of HIV 
spread associated with sharing of injection equipment (including 
needles, syringes, spoons, cookers, etc.). 

Efforts to reduce demand are somewhat more effective, but gains from 
drug education are usually only small in the long term. Demand reduction 
resulting from treatment of drug users is more effective. For example, 
methadone maintenance treatment has been shown in 16 studies to reduce 
HIV spread. A study in 1994 by the Rand Corporation (commissioned by the 
US Army) showed that for each US$1 invested to reduce cocaine 
consumption in the U.S.A., source country activities returned 15 cents, 
interdiction 32 cents, police and customs 52 cents, while treatment for 
cocairie users returned U.SS7.48. 

"Harm reduction" is a term which refers to an emphasis on efforts to 
reduce the harmful consequences of drug use in the short term, excepting 
that for some individuals or commxnities, reduction or elimination of 
drug consumption is a longer term goal. Needle avaifability schemes or 
methadone programmes are good examples. 
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Tools for Prevention 

Raising the level of awareness of risk of HIV through injecting. 
This can be achieved through education of IDUs by targeted 
campaigns. In some countries, governments have funded organizations 
of IDUa which have had a major influence on reducing risk behaviours 
of IDUs. 

Increasing the availability of clean injection equipment. This can 
be achieved by providing support for pharmacy sales of sterile 
equipment. Some countries have needle-and-syringe exchange schemes, 
while some have developed vending machines. There is now little 
doubt that increasing the availability of sterile injection 
equipment is highly effective in reducing the spread of HIV and does 
not increase drug use or injecting. 

Reducing sexual transmission. Many countries have provided free 
condoms and provided education to IDUs to reduce sexual practices 
associated with HIV transmission, but evidence of effectiveness is 
limited. 

Reducing vertical transmission. There is little, if any, evidence 
of effectiveness. 

Education of injecting drug users. This is a key strategy. 
Education should be early, explicit and must be credible. Although 
"a little is good", there is no evidence that "more is better1'- Some 
education needs to be continued to reinforce behaviour change and 
also to educate new recruits to drug use. 

Decontamination. A variety of agents are used, but bleach is 
probably the best. Even so, effectiveness is less than ideal and 
decontamination practices are often very poor. 

Responsible disposal of used injection e q u i ~ n t .  Irresponsible 
disposal of used equipment jeopardizes survival of efforts to 
provide sterile needles and syringes to IDUs. Authorities need to 
work with IDUs to ensure that disposal of used injection equipment 
is responsible. Special disposal schemes may be helpful. 

Education of alcohol and drug workers. Health professionals may 
play a significant role in changing the course of the epidemic, but 
will usually need some education to facilitate attitudinal change. 
Some other special groups may need education about HIV and IDUs, 
including policy-makers, prison officers, police officers and 
members of the community in general. 

Ph-cological treatments. Methadone maintenance is more 
effective than all other treatments for heroin IDUs in terms of 
attracting and retaining patients and has been shown to reduce drug 
use, HIV incidence and crime. Other forms of treatment for IDUs seem 
to be much less effective and are often more expensive. Other 
pharmacological treatments are being developed. Tincture of opium is 
a cheaper alternative to methadone, but has not yet been evaluated. 
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10. Reducing drug injecting. It is now recognized that it is critical 
to prevent initiation of drug injecting, but it is not yet clear how 
this can be achieved. Banning of equipment for smoking of drugs 
seems to be counterproductive. 

11. outreach. This involves contacting IDUs in their territory. 
Activities may include education, provision of bleach, condoms or 
sterile injection equipment. 

12. Organizations of IDUe. Government-funded organizations of IDUs now 
exist in several European countries, North America and Australia. 
They have generally been found to be extremely useful and government 
departments have learned how to work with them. 

13. HIV testing. It is unclear whether HIV testing promotes behaviour 
change, but the experience of Sweden suggests that it may be helpful 
under certain circumstances. 

14. Research. Research helps to indicate the nature and extent of the 
problem, identify additional possible interventions and evaluate 
their effectiveness, assist health services planning and provide 
quantitative and qualitative information which helps to monitor the 
epidemic. 

15. Prisons. In most countries, establishing HIV prevention in the 
community has been a struggle, but in prisons it has been even more 
difficult. Education of inmates and correctional officers is 
generally possible. Bleach is provided in prisons in a few 
countries, methadone is given to inmates in about five countries. 

16. Tattooing. Many IDUs like to get tattoos either in the community 
or in prison. It is important that tattooing procedures follow 
suggested guidelines and that the operation itself is supervised to 
ensure that risk of HIV infection is minimized. 

17. Responding to HIV-infected individuals continuing to place others 
at risk. Although it seems at first that this should be a high 
priority, especially early in an epidemic, experience has shown this 
to be often costly and time-consuming and benefits are minimal. If 
this task is regarded as a high priority, other more important and 
effective strategies may be neglected. 

18. Vaccination. Although it is hoped that safe, effective and 
affnrdahle vaccines are rlevalnped q~~irkly, this m a y  not  be the case. 
Authorities should not be encouraged to avoid politically difficult 
decisions about implementing effective prevention measures today 
simply because a useful vaccine might be available in the future. 

8. DBVMBPMRNT AND IXPLEMENTATIOR OF HIV/AIDS PREVENTION STRATEGIES 
AND INTERVENTIONS FOR INJECTING DRUG USERS 

8.1 Selection of HIV Prevention Stratesies 4 

Following a situation assessment of a country's risk of an epidemic 
of HIV among, and from, IDUs, countries would be expected to review the 
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range of HIV prevention strategies and select for implementation those 
considered appropriate for their own particular situation. It is now 
generally accepted that maximum benefit is achieved by implementing a 
broad range of strategies, although each of these is only partially 
effective. The combined effect of multiple strategies seems far greater 
than could be expected from maximum implementation of only one or two 
strategies. Health authorities need to ensure that the rate of reduction 
of risk behaviour is greater than the rate of increase of HIV infection. 

Strategies should only be considered if they are plausible. That is, 
is there a reasonable mechanism which would likely benefit from the 
strategy? Next, authorities need to consider whether the strategy is 
feasible. Are there, for example, sufficient numbers of appropriately 
trained health or other professionals who might be required for 
implementation? Planners also need to consider the speed of 
implementation of prospective strategies. Can a particular strategy be 
introduced quickly enough to have an impact on the epidemic? One of the 
most important considerations is the effectiveness of potential 
strategies. However, effectiveness is harder to assess than might be 
expected as, in most countries, multiple strategies were implemented 
simultaneously. Lack of knowledge of unintended negative consequences is 
another important factor. Cost and cost-effectiveness are important 
considerations in any country, hut particularly important in developing 
countries where resource are scarce. Many prevention strategies are 
controversial. Opposition from more traditional components of 
communities may prevent further consideration of a strategy; so the 
acceptability of a strategy needs to be cons~dered. Opposition to a 
strategy often declines over time as communities become more aware of 
the likely consequences of not responding adequately to the threat of an 
uncontrolled H I V  epidemic. 

This again raises the importance of attitudinal factors in 
determining responses to HIV and the consequent course of the epidemic. 

8.2 Im~lementation of Strateqies 

Following the situational assessment and selection of strategies, 
the next task is to ensure that the chosen interventions achieve 
implementation. The national plan will provide a framework for planning, 
but appointment of a committee will help ensure that the plan is 
translated into action. The committee needs to have a representation of 
the most important stakeholders, but committee members should be 
appointed to act as individuals rather than as representatives of their 
organizations. The choice of a chairman is critical. The chairman mllsk 
be acceptable to all stakeholders, but also be prepared to act 
independently if circumstances so require. 

Building alliances is one of the most important tasks of health 
professionals seeking to assist the control of HIV. This requires 
persistence, advocacy and some strategic thinking. Establishing and 
maintaining a network of like-minded colleagues is a major task because 
an effective network can then become a driving force for the necessary 
change. It is important to maintain a dialogue ev"e with opponents of 
strategies regarded as critical. Face-to-face meetings to identify 
common ground often works; argument by telephone or letter rarely 
changes the situation. 
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Informing the public of the arguments through the media can help to 
achieve change. This requires spending time briefing journalists or 
sometimes preparing material for them. It is important to keep a focus 
on the actual choices, including the decision to do nothing. Focus 
should be kept on the costs and benefits of the options, rather than the 
philosophical implicationn. Emphasizing the possible financial and 

national security implications of uncontrolled epidemics often helps to 
clarify the choices even if consideration of health or social costs has 
failed to convince key policy-makers. 

The "visiting expert" is often able to achieve a change in opinion 
even if local experts are far more knowledgeable. Authorities who oppose 
a strategy may sometimes agree to a pilot scheme which often 
demonstrates that concerns are baseless. It also helps to gain support 
for a prevention measure if advantages of the strategy are clarified to 
its opponents. 

Advocates for HIV prevention need to be persistent, flexible, 
tolerant, patient and creative. They should be prepared for what is 
often a long battle. Support from colleagues, local, national and 
international, is often critical. 

9. MONITORING AND EVALUATION OF HIV/AIDS PREVENTION INTERVENTIONS 
YDR INJECTING DRUG USERS 

Population surveys to evaluate HIV programmes may sometimes 

underreport those who have been involved in high-risk behaviour, in this 
case injecting drug users. 

Evaluation enables measurement of changes over time and 
determination of the effectiveness of specific prevention activities. 

It is sometimes believed that evaluation of prevention activities 
targeted at high-risk behaviour is difficult and systematic collection 
of data to assess effectiveness is also difficult. For evaluation, the 
approach needs to be an integrated research action. For example, the 
opportunity presented by efforts to reach IDUs for prevention work 
should be used to gather data for evaluation. 

Rather than having one standardized evaluation design, it is better 
to have a combination of methods, both quantitative and qualitative. 

In conducting baseline and follow-up surveys, it is more effective 
if members of the target group are trained and supervised in collecting 
data. 

Evaluation should be planned from the s tar t  and not after 

implementation of an intervention. Evaluation should be integrated into 
the overall programme. Evaluation can help to keep an intervention 
"fresh". It should involve those vho are targeted in the intervention, 
and it should also benefit them. 

* 
While evaluation is generally s-ondl~cted periodically, *atmitoring 

should be continuou5. Monitoring hei,>s establish whethor ar not the 
activities have been carried out as planned, and i: not why not; in 
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addition, monitoring also helps in problem-solving. Monitoring and 
evaluation can help in taking stock of the intervention and, if needed, 
redesign and modify the intervention. If there is a need for 
modification, evaluation should identify which activities should be 
modified or whether modifications should be made in implementation. 

The simple carrying out an evaluation usually results in benefits to 
the programme under review. 

As with other health programmes, a programme for prevention of 
HIV/AIDS among injecting drug users passes through the cycle of 
planning, implementation and evaluation followed by replanning. 
Situation analysis is essential for preparing the plan of action which 
is facilitated by the formulation of national policies on HIV/AIDS among 
IDUs. The plan of action should include target groups; problems and 
sites, as well as indicators to monitor and evaluate the progress and 
achievement; set of strategies, interventions and activities for 
prevention of HIVIAIDS among IDUs; organizations to be responsible for 
implementing the programme; a mechanism for coordinating the activities 
of various organizatinns: t i m e  frame of the programme; and human, 
financial and material resources required for implementing the 
programme. Prevention interventions include activities for information 
and education; counselling; drug treatment services; harm reduction; and 
training of staff. Evaluation should be an integral part uf the 

programme to measure its efficiency and effectiveness and to guide the 
development and improvement of the programme. 

After due consideration of the above points, the participants 
prepared plans of action for prevention of HIV/AIDS among IDUs in their 
countries. These plans were presented and discussed at the workshop, and 
they will be further reviewed and refined by the authorities concerned 
in the countries. 

11.1 To Countries 

1. National workshops should be conducted in order to widely 
disseminate the current knowledge and understanding of the risks of 
uncontrolled epidemic of HIV amnng and from IDUS, and to increase 
awareness of the effectiveness of HIV prevention strategy, if 
implemented early and vigorously. 

2. National policies should be formulated for important aspects related 
to HIV prevention among IDUs to complement existing policies on 
illicit drug use. 

3. Rapid situation assessment should be conducted in all countries 
where drug injection has been reported. T 

4. Based on the above situation assessment, a national plan for HIV 
prevention amony IDUs should be developed and implemented. 
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5. In countries where injecting drug use is known or where potentially 
injectable drugs are consumed, HIV education about the risk of drug 
injecting should be carried out promptly in the community. 

6. Countries threatened by an epidemic of HIV infection among and from 
IDUS Should consider implementing pilot studies or programmes of 
harm-reduction measures, such as decontamination, methadone or 
tincture opium maintenance or needle exchange. 

7. In all countries where drugs are injected or potentially injectable 
drugs are used, drug treatment and rehabilitation should be expanded 
and strengthened aiming at attracting and maintaining in treatment 
large proportions of drug users, reducing risk behaviour and 
promoting long-term abstinence from drugs. 

11.2 To WHO and Other International Oraanizations 

8. WHO and other international organizations should provide technical 
and financial assistance to Member States for the development and 
implementation of interventions for prevention of HIV among IDUs. 

9. Opportunities of various forums such as the International Meeting on 
nrl.lcj Treatmen+, Cairo, March 1996, should be utilized to exchange 
information and experience on HIV prevention among IDUs-in the 
Region. 
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Annex 1 

AGENDA 

1. opening session 

2 .  Magnitude of drug abuse in the Region 

3. Extent of HIV among injecting drug users (IDUs) in the Region 

4. Current HIV/AIDS prevention activities targeting IDUs in the Region 

5. Problems in effective interventions targeting IDUs 

6. Situation analysis of HIV/AIDS among IDUs 

7. Strategies and interventions for prevention of HIV transmission 
among IDUs 

8. Plan of action for HIV/AIDS prevention among IDUs 

9. Recommendations and conclusions 
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Annex 2 

PROGRAMME 

Monday, 16 October 1995 

08.00 - 08.30 Registration 

08.30 - 09.15 Opening session 
Message of the Regional Director of WHO, 
by Dr M.I. A1 Khawashky 
Introduction 
Election of officers 
Objectives of workshop, by Dr P.N. Shrestha 

09.30 - 10.15 Overview of drug abuse in the Region, by Dr A. Mohit 

10.15 - 11.00 Overview of HIV among IDUs, by Dr Shrestha 

11.00 - 12.15 Country reports on drug abuse and HIVIAIDS among 
drug users, by participants 

12.30 - 14.30 Gaps, problems and barriers in developing and 
implementing interventions targeting IDUs, 
by Dr A. Wodak 
Group work 
Presentation of group work 

Tuesday, 17 October 1995 

08.00 - 10.00 Situation analysis for developing appropriate 
HIV/AIDS interventions for IDUs, by Dr Abdul Quader 

10.15 - 12.15 Planning HIV/AIDS prevention strategies for IDUs, 
by Dr Wodak 

12.30 - 14.30 Development and implementation of HIVIAIDS 
prevention strategies and intervention for IDUs, 
by Dr Abdul Quader 

Wednesday, 18 October 1995 

08.00 - 10.00 Evaluation of HIV/AIDS prevention interventions for 
IDUs, by Dr Wodak 

10.15 - 12.15 Plan of action for HIVIAIDS prevention among IDUs, 
by Dr Shrestha 
Group/individual work 

12.30 - 13.30 Presentation of plans of action by*participants 

13.30 - 14.30 Conclusions 
Recommendations 



EM/GPA/115-E 
Page 19 

Annex 3 

LIST OF PARTICIPANTS 

Dr Abdel Nabi Derbas 
Psychiatric 
Responsible Officer for AIDS Prevention Among Drug Addicts 
Ministry of Health 
Manama 

EGYPT 

General Essam El Tersawy 
Director of Drug Control 
Ministry of Interior 
Cairo 

Dr Osama El Brince Khalifa 
Director of Training 
Psychiatric and Drug Research Centre 
Cairo 

Dr Mahmoud M.M. Ali Shareef 
Specialist in Mental Health 
Ministry of Health 
Amman 

Miss Jacqueline Sfeir 
Responsible Officer for Rehabilitation Centre for Drug Users 
Umm El Nour Organization 
Beirut 

Dr Abderrahman Didouh 
National Programme of Toxicomania Control 
Directurate of Epidemiology and Disease Control 

Ministry of Public Health 
Rabat 

Dr Nadia Kadri 
Psychiatrist at CHU Ibn Rochd 
Casablanca 
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Dr Aftab Asif 
Assistant Professor 
Psychiatry Department 
Mayo Hospital 

Lahore 

Professor Mussarat Hussain 
Jinnah Postgraduate Medical Centre 
Karachi 

SYRIAN ARAB REPUBLIC 

Dr Hassan A1 Joundi 
Director 
El Harith Hospital for Drug Addicts Rehabilitation 

TUNISIA 

Mme Neziha Cheikh 
Responsible officer 
Programme on Drug Abuse 
Department of Pharmaceutical 
Ministry of Public Health 
Tunis 

Dr Mohamed El Terkhani El Kazouni 
Branch Director of Drugs Control 
Ministry of Interior 
Tunis 

REPUBLIC OF m u  

Dr Abdul Razzak A1 Ssowmaly 
National AIDS Programme Manager 
Ministry of Public Health 
Sana ' a 

Dr M. El Guinady 
Short-term Consultant 
UNICEF 

Cairo 

Dr Nasr El Sayed 
National AIDS Programme Manager 
Ministry of Health 
Cairo 
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Dr Emad Geith 
Physician, Drug Control Unit 
Ministry of Interior 
Cairo 

WRO Secretariat 

Dr M.I. A1 Khawashky 
WHO Representative to Egypt 
Cairo 

Dr P.N. Shrestha 
Regional Adviser, Global Programme on AIDS and 
Other Sexually Transmitted Diseases 

EMRO 

Dr A. Mohit 
Regional Adviser, Mental Health 
EMRO 

D r  Abdu 9. Abdul Quader 
Global Programme on AIDS 
Geneva 

Dr A. Wodak 
WHO Temporary Adviser 
Director, Alcohol and Drug Services 
St. Vincent's Hospi ta l  

Sydney, Australia 

Mrs N. Zeid 
Secretary 
EMRO 


