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Editorial

A regional framework for action on substance use

and public health

Khalid Saeed ' and Mahshid Taj?

Substance use is a public health prob-
lem worldwide. According to United
Nations Office on Drugs and Crime
(UNODC) estimates, there has been
an increase of more than 10% over re-
centyears in cannabis use in 9 countries
in the Region; while the prevalence of
opiate use in Afghanistan, the Islamic
Republic of Iran and Pakistan is among
the highest in the world. The estimated
prevalence for drug dependence in the
North Africa and Middle East region
is 0.29%, which is 1.3 times higher than
the global prevalence (1). Emergencies
and civil unrest are known as important
factors in the exacerbation of the situa-
tion (2)

At an international level increasing
attention is being paid to adopting a
more public health-oriented approach.
This was highlighted in the outcome
document of the United Nations Gen-
eral Assembly Special Session on Drugs
(UNGASS) in 2016, which called
for a balanced approach between law
enforcement and the health sector to
counter the world drug problem and
inclusion of substance use targets under
the health goal of the 2015 Sustainable
Development Goals (SDGs) agenda
(34).

The Eastern Mediterranean Region
(EMR) faces particular challenges in
implementing the operational recom-
mendations of the UNGASS 2016
outcome document and reporting
on the SDG targets. It comprises 22
economically diverse countries, with
their own cultures and characteristics.
A substantial number of these countries
are experiencing insecurity, war and

humanitarian crisis. In complex hu-
manitarian situations, there is attrition
in the capacity of the health and social
systems to respond to the increased
needs and demands. Since different
countries in the Region are at varying
stages of development, including the
development of their mental health
systems, WHO Regional office for the
Eastern Mediterranean (EMRO) has
devised a classification of countries into
three groups that are similar in terms
of their population health outcomes,
health system performance and level
of health expenditure. This facilitates a
more meaningful comparison between
countries, and for recommendations
appropriate to countries” current levels
of health system and socio-economic
development ($).

The Substance Use Atlas 2015 is
designed to collect information and
report on the agreed upon indicators
and targets (6). The current iteration of
the Atlas includes contributions from
all countries of the Region and provides
data on the status of substance use ser-
vices and will serve as a benchmark to
monitor progress. The key findings from
the Substance Use Atlas as pertains to
EMR countries indicate that (§):

o The estimated prevalence of opioid
use varies greatly, but some countries
have the highest rates in the world.

e More than 60% of the countries have
alegislative provision for offering vol-
untary treatment for drug use disor-
ders as an alternative or in addition to

criminal sanctions.

«  Government financing is the most
common financing method for treat-
ment services for substance use dis-
orders.

o 60% of countries have specialized
treatment facilities for substance use
disorders, but the regional median
number of beds reserved for the treat-
ment of substance use disorders is 0.7

per 100 000 population.

« Cannabis and opioids are the main
substances reported as the primary
drugs at treatment entry; pharmaco-
therapies for opioid dependence are
available in less than 25% of coun-
tries; needle/syringe exchange pro-
grammes are available in one-third of
the countries.

«  Most countries have not implement-
ed screening and brief interventions
for substance use in primary health
care.

e More than half of countries do not
have an epidemiological data collec-
tion system for substance use; 45% of
countries do nothave a system of data
collection based on health services
delivery for substance use.

In order to implement the operational
recommendations of the outcome doc-
ument of the UNGASS 2016 Health
Action Plan within the Region, EMRO
has developed a framework to opera-
tionalise the proposed actions by con-
verting them into practical and concrete
recommendations for intervention. The
principles guiding the development of
the proposed Regional Framework are
evidence-informed, specific, relevant,
feasible and internally consistent. It also

" Regional Advisor for Mental Health and Substance Use, WHO Eastern Mediterranean Regional Office, Cairo, Egypt.
2 Consultant to WHO Eastern Mediterranean Regional Office, Cairo, Egypt
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incorporates a set of SMART indicators
that will be used to monitor and evalu-
ate progress.

In order to inform and support
the Framework for Implementation,
EMRO commissioned teams of inter-
national experts to develop evidence
briefs on key issues in strengthening
the public health response to drug use
problems. The remit of these briefs is
to review and summarize national and
international evidence relevant to coun-
tries in the Region, and suggest strategic
interventions for ministries of health
that are affordable, cost effective and
feasible to strengthen the public health
response to the substance use prob-
lem in countries of the Region. These
briefs, which are brought together in this
theme issue along with the Framework
for Implementation, represent the cur-
rent best evidence for strengthening the
public health response to the drug use
problem.

References

The key recommendations include:

Integration of screening and brief
interventions for substance use
problems in primary health care in-
terventions packages.

Ensuring availability of essential med-
icines for management of substance
use disorders while strengthening
regulatory systems to minimize mis-
use of prescription medicines.

Building up the capacity of the work-
force in the health and social welfare
sectors to provide evidence-informed
care for substance use disorders.

Allocating a specific budget within
the health and welfare sector to ad-
dress substance use disorders.

Revising policies, plans and legis-
lations conforming to international
standards and conventions.

Assessing national resource needs
and corresponding prioritization of
budgetary allocations; taking care to

La Revue de Santé de la Méditerranée orientale

protect people from potentially cata-
strophic costs of treatment.

« Implementing specified “best buy”
interventions for promotion and pre-
vention programmes.

« Routine collection and reporting
on resources, service availability,
and coverage for substance use dis-
orders, and developing systems for
monitoring drug-related deaths and
communicable diseases prevalence
associated with substance use.

o Enhancing capacities to carry out pri-
ority research to inform policy and
service development.

WHO will continue to provide system-
atic support to the Member States in
order to strengthen the public health
response to the drug use problem. It
will be coordinating our support with
relevant national and international or-
ganizations and entities to achieve the
targets set out in the 2015 Sustainable
Development Agenda.
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Report

Situational analysis: regional review of the substance
use Atlas 2015

Elise Gehring " and Khalid Saeed ?
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ABSTRACT The Atlas project on substance use is a global WHO project that aims to collect and disseminate data
on resources for the prevention and treatment of substance use disorders. Information on resources available in
the WHO Eastern Mediterranean Region was first published in 2012. The Atlas questionnaire was updated in 2014
and data were collected in all WHO Member States. All countries of the Region submitted the Atlas questionnaire.
This report presents the latest key information on resources for the prevention and treatment of substance use
disorders in the Eastern Mediterranean Region based on the responses of the countries to the questionnaire. Current
estimates show that the burden attributable to drug use disorders in the Region is high. Health system resources for
the prevention and treatment of substance use disorders vary across countries, but are generally still insufficient to
provide adequate care and treatment for people with these disorders. Countries need to strengthen prevention and
treatment of substance use disorders, particularly by increasing coverage of treatment interventions.

Analyse de situation : examen régional de I’Atlas 2015 sur I'utilisation de substances psychoactives

RESUME Le projet d’Atlas sur l'utilisation de substances psychoactives est un projet mondial de I'OMS visant a
collecter et a diffuser des données sur les ressources portant sur la prévention et le traitement des troubles liés a
I'utilisation de substances psychoactives. Des informations sur les ressources disponibles dans la Région OMS de
la Méditerranée orientale ont été publiées pour la premiere fois en 2012. Le questionnaire de I'’Atlas a été mis a
jour en 2014 et des données ont été collectées dans tous les Ftats Membres de I'OMS. Tous les pays de la Région
ont soumis le questionnaire de l'atlas. L'article en question présente les informations essentielles les plus récentes
sur la prévention et le traitement des troubles liés a 'utilisation de substances psychoactives dans la Région de la
Méditerranée orientale sur la base des réponses au questionnaire fournies par les pays. Les estimations actuelles
montrent que la charge attribuable aux troubles liés a I'utilisation de substances psychoactives dans la Région
est élevée. Les ressources des systemes de santé pour la prévention et le traitement de ces troubles varient d'un
pays a l'autre, mais elles sont généralement insuffisantes pour assurer des soins et des traitements adéquats pour
les personnes atteints de ces troubles. Les pays doivent renforcer la prévention et le traitement des troubles liés a
I'utilisation de substances psychoactives, notammenten augmentantla couverture des interventions thérapeutiques..

"Department of Mental Health and Substance Abuse, World Health Organization, Geneva, Switzerland (Correspondence to: Elise Gehring: gehringe @
who.int). °Mental Health and Substance Abuse Unit, Department of Noncommunicable Diseases and Mental Health, World Health Organization,
Regional Office for the Eastern Mediterranean, Cairo, Egypt.
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Introduction

The use of alcohol and other psychoac-
tive substances alters brain functions,
such as mood, perception and con-
sciousness (1). It can lead to physical
and psychological dependence, coerc-
inga person to continue taking the drug
despite adverse consequences. People
with substance use disorders may suffer
from psychological and psychosocial
problems, loss of employment or legal
problems (2,3). It is a chronic mental
disorder characterized by remissions
and relapses and frequently accompa-
nied by other mental conditions, such
as depression or anxiety disorder, or by
physical conditions such as HIV/AIDS,
hepatitis B and C and tuberculosis.

Information is limited on substance
use in the countries of the Eastern
Mediterranean Region of the World
Health Organization, which include
Afghanistan, Bahrain, Djibouti, Egypt,
Islamic Republic of Iran, Iraq, Jordan,
Kuwait, Lebanon, Libya, Morocco,
Oman, Pakistan, Palestine, Qatar, Saudi
Arabia, Somalia, Sudan, Syrian Arab
Republic, Tunisia, United Arab Emir-
ates and Yemen.

Alcohol use in the Region is among
the lowest worldwide. According to the
Global Status Report on Alcohol and
Health 2014 (2), the total alcohol per
capita consumption in 2010 was 0.7 L,
which is almost 9 times lower than the
global estimate (6.2 L). However, more
than half of the alcohol consumed in the
Region is unrecorded, which means it is
not accounted for in ofhicial statistics on
alcohol taxation or sales.

Information on the prevalence of
drug use in the Region is scarce. Data
from the World Drug Report 2016 are
available for 6 to 13 countries depend-
ing on the drug type (3). Cannabis is
reported as the most commonly used
substance in the Region. The regional
median annual prevalence of canna-
bis use for the population aged 15-64
years is estimated to be 3.6%. Some
countries of the Region (Afghanistan,

Islamic Republic of Iran and Pakistan)
have among the highest annual preva-
lence of opioid use in the world, ranging
between 2% and 3% of the population
aged 15-64 (4). This estimate is lower
(< 0.5%) for the other countries of the
Region for which data are available.

As mentioned above, drug depend-
ence is one of the consequences of drug
use. Based on the findings from the
Global Burden of Disease Study 2010
(5), the prevalence of cannabis depend-
ence was estimated to be 0.14% in the
North Africa and Middle East region,
which is slightly less than the global
average (0.19%). Opioid dependence is
the most prevalent drug dependence in
this region at 0.29%.

Given the complexity of the health
and social consequences of substance
use disorders, management of sub-
stance use disorders involves a range
of prevention, treatment and rehabilita-
tion approaches. In addition to special-
ized services for drug use disorders, a
good treatment system should include
non-specialized services such as primary
health care services as well as social care
services (6). A wide range of treatment
methods should be available ranging
from targeted prevention programmes,
screening and brief interventions, to
pharmacological treatment and reha-
bilitation.

Delivery of adequate care and treat-
ment to people with substance use
disorders requires a well-functioning
prevention and treatment system. Such
a health system should have 6 core
components: service delivery, health
workforce, health information systems,
access to essential medicines, financing
and leadership/governance (7). These
building blocks represent the essential
features of a functioning health system.

In 2010, the WHO launched the
Atlas project on resources for the pre-
vention and treatment of substance use
disorders. The objective of this project
is to collect, compile and disseminate
information on resources for the

La Revue de Santé de la Méditerranée orientale

prevention and treatment of substance
use disorders (8). A first assessment
was conducted in 2012 in order to
map resources available in the Eastern
Mediterranean Region (9). Fourteen
countries, representing 92% of the Re-
gion’s population, participated in this
assessment. Scarcity of available infor-
mation was one of the main challenges
in developing the report. The following
key findings were reported. Cannabis
was the most prevalent substance used
in the Region. Opioids were the main
psychoactive substances reported at
treatment entry. Even though a drug
unit was available in most countries, few
countries reported a specific budget for
the prevention and treatment of sub-
stance use disorders, and out-of-pocket
payment was the main financing source
for treatment services for substance use
disorders. Opioid substitution therapy,
which is recommended by WHO as
treatment for opioid dependence (10),
was reported by 14% of the countries.
Mental health care services are the main
providers of treatment for substance
use disorders. Of all the WHO regions,
the Eastern Mediterranean Region has
the lowest number of groups and agen-
cies working in the area of substance
use, as well as of screening and brief
intervention programmes. With regard
to information systems, only 36% of the
countries of the Region had a system
for collection of epidemiological data
collection about substance use and sub-
stance use disorders.

Important United Nations resolu-
tions have been adopted and published
over the past 10 years, the most recent
being the Special Session of the United
Nations General Assembly on the
World Drug Problem held in 2016. In
2009, Member States of the United Na-
tions adopted the Political Declaration
and Plan of Action on International
Cooperation towards an Integrated
and Balanced Strategy to Counter the
World Drug Problem (11).1n2010, the
World Health Assembly endorsed the
Global Strategy to Reduce the Harmful
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Use of Alcohol (12). In view of these
political changes, the WHO regularly
monitors the resources available in an
attempt to assess the treatment gap for
substance use disorders and what is
being done to address this gap. In this
regard, the Atlas project on substance
use was updated in 2014

The Sustainable Development
Goals that were adopted by leaders
worldwide in January 2016 include a
specific goal related to substance abuse.
Countries around the world are all
urged to “strengthen the prevention and
treatment of substance abuse, including
narcotic drug abuse and harmful use of
alcohol”. In view of this recent political
engagement, information on resources
available for the prevention and treat-
ment of substance use disorders is need-
ed. The aim of this review is to present
the main findings of the Atlas project
update for the Eastern Mediterranean
Region. The data presented in this re-
view represent the latest information on
resources available in the Region.

The Atlas project refers to specific
treatment services for substance use
disorders that are defined as follows.
Detoxification refers to a relatively
short-term treatment aimed at with-
drawing an individual from the effects
of psychoactive substance use. Treat-
ment refers to the different treatment
methods beyond detoxification that are
implemented on an outpatient/ambu-
latory basis (i.e. without formal hospital
admission), or on an inpatient basis.
Rehabilitation is defined as a longer-
term process aimed at enabling people
with substance use disorders to achieve
an optimal state of health, psychologi-
cal functioning and social well-being
through a combination of approaches.
Opioid agonist maintenance therapy
refers to the administration of thor-
oughly evaluated opioid agonist for the
management of opioid dependence
(10).

The information provided in this re-
view may assist countries to assess their
current resources and to compare them

with countries with a similar situation as
well as to assist in developing evidence-
based policies, plans and programmes
to effectively address the issues of sub-
stance use and related problems.

The Atlas project on resources for the

prevention and treatment of substance
use disorders was launched in 2010
by WHO in order to map resources
available for the prevention and treat-
ment of substance use disorders. To
update this information, the project
was conducted again in 2014 and the
questionnaire updated based on the
response rate and quality of the initial
questionnaire. The final questionnaire
contained information on the following
areas: policy, legislation and financing,
human resources and training, services
and interventions, and health informa-
tion systems. In particular, the list of
indicators included governance struc-
ture, financing sources, number of beds,
availability of training for professionals,
availability of medications, treatment
coverage for substance dependence,
and availability of treatment services for
women or children and adolescents.

The Eastern Mediterranean Re-
gional Office collaborated with the re-
sponsible ministries in the countries to
nominate a focal point for completion
of the questionnaire. The focal point
was encouraged to consult with experts
and gather relevant information to an-
swer the questions. The questionnaire
was made available through an online
platform as well as in a Word document
upon request. Technical support was
provided by WHO during the submis-
sion period.

Once a filled questionnaire was re-
ceived, it was screened for incomplete
and inconsistent answers. To ensure
high quality data, respondents were
contacted again and asked to respond
to requests for clarification and to cor-
rect their responses. Data were analysed

onaregional basis based on the number
of countries that provided a response to
aspecific item.

All of the 22 countries of the Eastern
Mediterranean Region submitted the
questionnaire. However, the response
rate varied between the questions. Re-

sults are presented below by area.

Leadership and governance

Countries were asked about the pres-
ence of a government unit or focal
person responsible for a policy regard-
ing substance use prevention and treat-
ment. The majority of countries (18/22,
82%) have a government unit responsi-
ble for prevention policies, and for the
majority this unit is responsible for both
alcohol and drug use. The majority of
countries also had a government unit re-
sponsible for a policy on the treatment
of substance use disorders (18/20,
90%). Figure 1 shows the countries’
responses regarding the government
unit or focal person responsible for pre-
vention of substance use and treatment
of substance use disorders. The different
response options for prevention were: i)
1 unit responsible for the prevention of
both alcohol and drug use, ii) 2 separate
units for the prevention of alcohol and
druguse, oriii) 1 unit responsible for the
prevention of drug use only. Similarly,
the different response options for treat-
ment were: i) 1 unit responsible for
the treatment of alcohol and drug use
disorders orii) 1 unit responsible for the
treatment of drug use disorders only.

In most of the countries the unit
or focal person is responsible for poli-
cies covering other areas. In 12 of 15
countries (80%), the unit responsible
for treatment policy is also responsible
for mental health policy. A few countries
(3/15,20%) reported that this unit is
responsible for criminal justice. Preven-
tion is under the same unit as mental
health in most of the countries (10/14,
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Figure 1 Government unit/focal person responsible for prevention and treatment of substance use disorders in countries of

the Eastern Mediterranean Region

71%) and under health promotion in
just over a third (5/14,36%).

The Atlas questionnaire asked about
the ministry primarily responsible for
prevention of substance use and treat-
ment of substance use disorders. For the
majority of countries (17/19,89%), the
ministry of health is responsible for pre-
vention of substance use. The ministries
of interior (11/19, 58%), social welfare
(7/19, 37%) and education (7/19,
37%) were also reported to be respon-
sible for prevention in some countries.
Regarding treatment, again the ministry
of health was the responsible ministry in
most countries (19/20,95%), followed
by the ministry of interior (6/19,30%).

Financing

Fourteen out of 21 (67%) countries
have a specific budget at the ministry of
health for prevention of substance use,
and 15/19 (79%) countries report a
specific budget at the ministry of health
for the treatment of substance use
disorders. Almost half of the countries
have a budget line for prevention at the
ministry of social welfare and a third
at the ministry of criminal justice. On
the other hand, 4 countries (Jordan,
Lebanon, Somalia and Palestine) have

no specific budget for prevention and 2
(Jordan and Palestine) have no specific
budget for treatment.

Financing oftreatmentforsubstance
use disorders can come from different
sources, such as government, employ-
ers, households or through external
financing such as nongovernmental or-
ganizations (NGOs). In most countries
of the Region, the government is the
main financing source for treatment,
while 3-4 countries (depending on the
treatment type) report that households
are the main source of funding The dif-
ferent treatment services provided are
shown in Figure 2.

Service organization and
delivery

Treatment sectors and providers

Treatment services for substance use
disorders are provided by the public
health sector in the majority of the coun-
tries (between 50% and 77% depending
on the treatment service). The private
health sector is reported to be the main
sector for outpatient detoxification
by just over a quarter of the countries
(4/14,28%). One country (Sudan)
reported that the criminal justice sector
is the main sector providing treatment

for substance use disorders and 2 coun-
tries (Pakistan and Egypt) reported
that NGOs are the main providers of
rehabilitation services.

Of the 22 countries, 7 (32%) have
specialized treatment facilities available
in all different areas of the country (in
major cities as well as in other urban and
rural areas), 5 (23%) have such facilities
in the capital city only, 3 (14%) have
facilities in the capital city and other
major cities and 1 (4%) has only in rural
areas. However, 6 countries (27%) re-
ported having no specialized treatment
facilities for substance use disorders,
whether integrated with other health
care facilities or stand-alone:

In terms of the most important
providers of treatment services, stand-
alone specialized treatment services
were reported to be the main providers
in 8 countries (45%), while 7 (39%)
reported mental health care facilities as
the main providers.

Legislative provisions for treatment

The Atlas questionnaire asked about the
existence of a law that protects the con-
fidentiality of people in treatment for
substance use disorders. Six countries
(Irag, Lebanon, Libya Pakistan, Sudan,
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Palestine) reported that they did not
have such alaw.

People in treatment for substance
use disorders may have entered under
their own volition or through formal
or informal coercion. More than half of
the countries have legislative or admin-
istrative provisions to offer voluntary
treatment to people who come into
contact with the criminal justice system,
either as an alternative (13/20, 65%) or
in addition (11/18, 61%) to criminal
penalties. Mechanisms for compulsory
treatment as an alternative or in addi-
tion to criminal penalties were reported
less often than legislation for voluntary
treatment: 9 out of 20 countries (45%)
reported having such mechanisms in
place as an alternative to criminal penal-
ties and 10 out of 19 countries (53%)
had compulsory treatment in addition
to criminal sanctions.

Main substance of concern

The Atlas questionnaire asked about
the main substances that resulted in

entry into treatment. Opioids and can-
nabis were both reported by just over
a quarter of the countries (6/22, 27%)
as the main substances responsible
for treatment entry. In addition, 5/22
countries (22%) reported them as the
second most used substances. Four
countries (Jordan, Qatar, Somalia and
Sudan) reported alcohol as the main
substance that led to treatment entry.
Sedatives, anxiolytics and sleeping pills
were reported as the third most used
substances that led to treatment entry
by 45% of the countries.

Service coverage, capacity and utili-
zation

Treatment coverage is defined here as
the proportion of the estimated num-
ber of people with drug dependence
that are currently receiving treatment.
It is a key indicator to assess service
gaps. Most countries (13/22) could
not provide information on treatment
coverage as the data were not available.
Out of the 9 countries that provided

data, 4 (Bahrain, Islamic Republic of
Iran, Saudi Arabia and the United Arab
Emirates) reported treatment coverage
of greater than 20%. Regarding canna-
bis dependence, 3 countries (Bahrain,
Oman and Saudi Arabia) reported
treatment coverage of more than 20%.

In addition to treatment coverage,
countries were requested to provide
information on the proportion of peo-
ple who seek treatment for substance
dependence who actually receive such
treatment; this reflects access to treat-
ment. Ofthe 11 countries who provided
data for opioid dependence, 4 (Jordan,
Kuwait, Oman and Qatar) reported
that more than half of the people who
sought treatment for opioid depend-
ence receivedit. Ofthe 10 countries that
provided data for cannabis dependence,
3 (Kuwait, Oman and Qatar) reported
that more than half of those who sought
treatment for cannabis dependence re-

ceived treatment.
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Service availability can be assessed
by the number of beds available for the
treatment of substance use disorders,
bearing in mind that not all treatment of
substance use disorders requires hospi-
talization. Thirteen countries provided
data on the number of beds. The median
number of beds for treatment of sub-
stance use disorders in the Region was
0.73 per 100 000 population (Table 1).
[t ranged from 0.0S (in Iraq) to 7.88 (in
Kuwait) per 100 000 population.

In terms of service utilization, the
Atlas questionnaire asked about the
annual number of treatment episodes
for substance use disorders. In this
context, treatment episodes refers to
the total number of annual treatment
admissions to inpatient and outpatient
specialized treatment facilities, includ-
ing the repeated treatment admissions
for the same person during the year.
Seven countries provided data on the
number of outpatient treatment epi-
sodes in public sector specialized treat-
ment facilities. The regional median
was 32 annual treatment episodes per
100 000 population, ranging from 2.4
(in Jordan) to 663 (in Bahrain) per
100 000 population. For inpatient treat-
ment episodes, the median was 9 annual
treatment episodes per 100 000 popula-
tion with a low of 1.5 (in the United
Arab Emirates) and a high of 57.5 (in
Afghanistan).

Pharmacological treatment

Countries were asked about the avail-
ability of different medications in pub-
licly funded treatment services. More
than half of the countries (14/22, 63%)
have at least 1 medication for detoxifica-
tion treatment available from among the
following: methadone, buprenorphine,
buprenorphine/naloxone, clonidine
and lofexidine, the most commonly re-
ported being methadone and clonidine.

Almost half of the countries (10/22,
45%) reported the availability of at least
1 medication for maintenance treat-
ment, which can be either methadone,
buprenorphine or buprenorphine/
naloxone. With regard to opiate over-
dose, 11/19 (58%) countries reported
that naloxone was available for opioid
overdose. National guidelines on phar-
macological treatment of substance
use disorders are available in half of the
countries (11/22).

Prevention

Countries were asked whether specific
groups and agencies such as religious
groups, schools, NGOs, law enforce-
ment agencies or international organi-
zations were involved in prevention
activities related to drug use. NGOs
were reported by 17 out of 19 (89%)
countries, followed by schools (16/19,
84%) and religious groups (15/19,
79%). International organizations were

Table 1 Bed availability for inpatient treatment of substance use disorders in the

Eastern Mediterranean Region

Facility

Public general health care facilities (n = 2)
Public mental health care facilities (n = 3)

Private mental health care facilities (7 =1)

Public specialized health care facilities' (n =10)

Private specialized health care facilities' (n = 2)

Other public health care facilities (n = 2)
Total (n=13)

Median number of beds (per
100 000 population) for treatment
of substance use disorders

11
0.17
0.92
0.80
0.70
1.33
0.73

'Includes specialized health care facilities for substance use disorders only and does not include specialized
mental health care facilities that offer specialized treatment for substance use disorders

La Revue de Santé de la Méditerranée orientale

reported by just over half of the coun-
tries (10/19, 53%).

Prevention programmes ex-
ist in different settings in the Region.
School-based prevention programmes
for drug use are available in 14 of the
22 countries (64%), with 3 reporting a
high coverage. Fewer countries (50%)
reported community-based prevention
programmes; 3 of them report a high
coverage. Three countries (Lebanon,
Somalia and Sudan) have no preven-
tion programmes for drug use.

Substance use prevention pro-
grammes are available for different
population groups; for young adults
and prisoners in 14 out of 18 coun-
tries (78%) and for people living with
HIV/AIDS in 11 countries (61%). We
considered prevention programmes for
people living with HIV/AIDS differ-
ent from harm reduction programmes
as they likely target people with HIV/
AIDS who do not use substances. Less
than a quarter of the countries (4/18)
have specific drug use prevention
programmes for people with mental
disorders.

Screening and brief interventions
for harmful and hazardous drug use in
primary health care services and antena-
tal services are rare: 14% (3/21) of the
countries reported that screening and
brief interventions are implemented in
1-10% of primary health care services
and antenatal services.

Special programmes and
services
Harm reduction programmes are not
widely available in the Region. A third
of the countries (7/21) have needle/
syringe exchange programmes and
7/22 have condom distribution pro-
grammes. Outreach services for inject-
ing drug users are available in a quarter
of the countries (5/20), 3/20 countries
have drop-in services and 2/19 have
naloxone distribution services.
Treatment programmes specifi-
cally allocated to women with drug use
disorders are available in a third of the
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countries (7/21); they are mainly lo-
cated in the capital city or other major
cities. Children and adolescents also
represent a population group with
specific needs; 4/19 (21%) countries
reported having special treatment pro-
grammes for children and adolescents
with drug use disorders.

Housing and employment services
for people with drug use disorders were
reported by 3 countries (Islamic Re-
public of Iran, Saudi Arabia and the
United Arab Emirates). Open access
interventions such as telephone help-
lines, web-based or mobile phone based
interventions are available in a small
number of countries (7/20). Mutual
support/self-help groups are available
in 8/22 (36%) countries and mostly lo-
cated in the capital city and other major
cities of the country.

Workforce

A relatively wide range of professionals
provide treatment and care for the man-
agement of substance use disorders.

100

80 —

D
o
|

n
)
|

% of countries

20

Psychiatrists were reported by all 22
countries in the Region, and psycholo-
gists by 20. Psychiatric nurses and social
workers were reported by 14 and 16
countries respectively. Addiction spe-
cialists were less frequently reported (in
S countries).

National standards of care were
common for psychiatrists (in 16/18
countries, 88%) and psychologists (in
11/18 countries, 61%). Half of the
countries (9/18) have standards of care
for social workers, but they were less fre-
quently reported for other professional
categories (Figure 3).

Education in prevention and
treatment of substance use disorders
such as short-cycle tertiary education
(i.e. vocational, academic and profes-
sional education), and graduate and
postgraduate degrees are available in
less than half of the countries in the
Region. When education programmes
are available, short-cycle tertiary educa-
tion in prevention of substance use was
the most common and was reported

by 9 of 22 (40%) countries. A third of
the countries (7/21) have no training
programmes for substance abuse. Simi-
larly, 9 (41%) countries have no specific
postgraduate training programmes for
professionals. The highest availability
of postgraduate training programmes
is for psychiatrists (11/22) (Figure 4).
Continuing professional education for
substance use prevention and treatment
is available in 15/21 (70%) countries,
with programmes for psychiatrists be-
ing the most common (available in 14
countries).

Information systems

Data collection is a key element of a
functioning health system and is the
basis to inform relevant stakeholders.
Only 8 of 20 (40%) countries in the
Region have a system that collects epi-
demiological data on substance abuse.
These dataincorporate results of regular
epidemiological studies on the preva-
lence of substance use and substance
use disorders, as well as patterns of
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Figure 3 National standards of care for professionals providing treatment for substance use disorders (N=18)

137




EMHJ - Vol.23 No.3 - 2017 Eastern Mediterranean Health Journal
La Revue de Santé de la Méditerranée orientale

B Prevention (n=22)
B Treatment (n=22)

% of countries

Figure 4 Availability of postgraduate training programmes in prevention and treatment of substance use disorders for
different professionals

100
80 —
70 — B Two separate data collection systems for
" alcohol and drugs
-2 60 1
= [T One data collection system for
§ 50 drug use only
5 B One data collection system for
40 both alcohol and drug use
30 B None
20
10
O -
National system of National system of
epidemiological data collection based
data collection for on health services
substance use (n =20) delivery (n =20)

Figure 5 Existence of data collection systems for epidemiological data and data based on health services delivery for
substance use and substance use disorders
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prevention of substance use is almost
the same as the global average (69%). A
slightly higher proportion of countries
in the Region had budgets allocated for
the treatment of substance use disorders
compared with the global average (79%
and 72% respectively). Budgets are
structured differently in the Region as
budgets for substance use are integrated
with mental health and not with health
promotion or noncommunicable dis-
eases as is the case in other Regjons.

The availability of human resources
and training in the Region is similar to
global averages. A lack of training for
professionals is commonly reported,
particularly in lower income countries.

Although there is a lack of recent
epidemiological data on the extent of
drug use, nonetheless the prevalence
of drug use in the Region appears to be
comparable with the global estimates,
but the overall availability of services
is low. Medications for maintenance
treatment of opioid dependence are
available in only half of the countries
despite their benefits and the afford-
ability of methadone, for instance. Open
access interventions such as telephone
help-lines or web-based interventions
are half the global average. Needle/
syringe exchange programmes are one
of the harm reduction interventions
recommended by the WHO (14) to
reduce the overall burden attributable
to drugs. However, such interventions
are available in only a third of the
countries of the Region. Similarly, na-
loxone distribution programmes were
reported by only 2 countries; recent
WHO guidelines recommend the use
of naloxone in emergency management
of suspected opioid overdose (15).
Compared with other WHO regions,
the Eastern Mediterranean Region
has the lowest proportion of countries
implementing screening and brief in-
tervention programmes. Globally, 23%
of countries report that screening and
brief interventions are implemented in

1-10% of primary health care services
and antenatal services, while 14% of
countries in the Region reported these
interventions were implemented. Such
programmes have been shown to be
effective in addressing harmful alcohol
use in primary health care settings (16).

The economic context varies across
the countries in the Region. According
to the World Bank classification, S are
high income countries, 6 are high-mid-
dle income, 8 as low-middle income and
2 as low income countries (Table 2).
Some indicators reported in this review
seem to be related to the income group.
For instance, all high income countries
reported having a government unit/fo-
cal person as well as a budget line at the
ministry of health. Among the high mid-
dle income countries, 2 reported having
no budget line at the ministry of health
for prevention of substance use (Jordan
and Lebanon). Treatment coverage
also seems to correlate with the income
category. Countries that reported treat-
ment coverage for opioid dependence
of more than 20% were all high income
countries, with the exception of the
Islamic Republic of Tran. Harm reduc-
tion measures, such as the availability of
needle/syringe exchange programmes,
however, do not appear to be related to
income group. Apart from the Islamic
Republic of Iran and Tunisia, which
are high middle income countries, nee-
dle/syringe exchange programmes are
available in low and low middle income
settings (Afghanistan, Egypt, Morocco,
Pakistan and Palestine).

The data presented in this review are
based on the Atlas project and were re-
ported by the focal points at the ministry
of health or other responsible ministry.
Focal points were strongly encouraged
to consult with experts in the country
but external data verification was not
part of the process, and this should be
borne in mind when considering the
findings. As already mentioned, the
lack of information reported for some

indicators makes it difficult to assess
the treatment gaps and properly inform
decisions. A few components that are
essential for a comprehensive treatment
package for substance use disorders,
namely structured psychosocial inter-
ventions, were not surveyed in the Atlas
and therefore the relevant data could
not be presented in the current review.

Conclusion

The current estimates show that the bur-

den attributable to drug use disorders in
the Region is high, which highlights the
importance of considering substance
use and substance use disorders in
health policy. Health system resources
for the prevention and treatment of sub-
stance use disorders vary across coun-
tries, but remain overall insufficient to
provide adequate care and treatment for
people with these disorders.

Social supports, such as govern-
ment benefits, housing or employment
services, are rarely available for people
with substance use disorders. Interven-
tions that have proved eflicient, such
as pharmacotherapy or screening and
brief interventions, are only available
in a small number of the countries of
the Region. Such services should be
scaled up to be available in all parts of
the country and not limited to the major
cities. Information systems should be
strengthened and data collected in a
systematic way in order to provide the
information needed for planning ser-
vices and resources. More importantly,
to successtully implement the Sustain-
able Development Goals, countries are
urged to strengthen the prevention and
treatment of substance use disorders,
particularly by increasing the coverage
of treatment interventions for substance
use disorders.
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Report
International drug control system and the United

Nations General Assembly Special Session (UNGASS)
on the world drug problem: an overview
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ABSTRACT The international drug control system is one of the oldest consensus-based multilateral systems in
existence. It provides the basis for the international community and the individual Member States to effectively
put in place the mechanisms to address the problem of drug production trafficking and use of illicit substances
at different levels. Currently, the international drug control conventions enjoy near universal adherence, with
over 180 states party to the three international drug control conventions. This level of consensus is impressive
given the highly contentious nature of the subject matter. Since the global drug situation remains very dynamic,
the multilateral system has the ability to adjust and respond to the changing situation over the years. This report
summarizes for healthcare managers those developments and theirimplications post UNGASS for the development
of policies and in identifying the challenges and priorities for their responses to address the drug situation in order
to achieve the targets set for 2019 and the 2030 agenda for sustainable development.

Systeme international de controle des drogues et session extraordinaire de I'’Assemblée générale des Nations
Unies sur le probléeme mondial de la drogue : présentation générale

RESUME Le systeme international de controle des drogues est I'un des plus anciens systémes reposant sur un
consensus multilatéral. Il constitue la base qui permet a la communauté internationale et aux Ftats Membres a
titre individuel d’établir des mécanismes efficaces pour s’attaquer au probleme de la production et du trafic de
drogue, ainsi que de la consommation de substances illicites a différents niveaux. Actuellement, les conventions
internationales sur le controle des drogues jouissent d’'une adhésion quasi universelle, avec plus de 180 états
parties aux trois conventions internationales sur le controle des drogues. Le degré de consensus est considérable
eu égard au caractere grandement controversé de la question. La situation mondiale de la question de la drogue
subissant des changements perpétuels, le systeme multilatéral permet d’opérer des ajustements et de s'adapter a
cette situation en rapide évolution au fil des années. Le présent article synthéthise, a l'intention des gestionnaires
des soins de santé, ces évolutions et les implications qu'elles auront pour la période succédant la session
extraordinaire de I’Assemblée générale des Nations Unies en termes d'élaboration de politiques futures ainsi
que pour identifier les défis et les priorités dans leurs interventions pour faire face a la situation de la drogue sur la voie
de la réalisation des cibles établies pour 2019 et du programme des objectifs de développement durable pour2030.
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Introduction

It has been over a century since the first
international gathering to take stock
of the global drug situation, emanating
at that time from misuse of opium in
China and its implications on other
countries. Since then the world com-
munity have adopted different conven-
tions that provide the legislative and
normative framework for the control of
the production, trafhcking and misuse
of the substances of concern while en-
suring that these are available for medi-
cal and scientific purposes. Through
intergovernmental processes under the
aegis of the United Nations the interna-
tional community has also developed
consensus-based measures that are
based on the principles of shared re-
sponsibility, in developing policies and
responses to address the global drug
problem, and in protecting the health
of people. This report aims to provide
for healthcare managers an objective
overview of international developments
in order to enable them to reflect and
objectively review their own national
policies and programmes in light of
these international measures.

Historical Development

The Shanghai Opium
Commission, 1909

The first international conference to dis-
cuss the world’s narcotics problem was
convened in February 1909 in Shang-
hai, China. The Shanghai conference
was convened as a result of the concerns
shown by the opium epidemic in China
and the import of opium from British
India. The conference was attended by
13 states which for the first time dis-
cussed international drug control meas-
ures. This forum became known as the
Opium Commission and it laid down
the ground work for the elaboration of
the first international drug treaty, the
International Opium Convention of

The Hague, which was heldin 1912 (1).

The Hague Convention

The recommendations that were made
in Shanghai were enshrined in the first
legally binding, multilateral treaty in
January 1912 — the International
Opium Convention that was signed
in The Hague. Parties to the Hague
Convention agreed to control the pro-
duction and distribution of opium and
to impose limits on the manufacture
and distribution of morphine, heroin,
cocaine and the derivatives of these sub-
stances. The Convention also imposed
a mandatory system of record keeping
of the production and distribution of
controlled substances on the Parties
that had signed the Convention. The
principle of allowing the use of drugs
for medical and scientific purposes was
enshrined in the international law for
the first time. Since it required that all
signatory states should ratify the con-
vention, it eventually came into force
after seven years as “the 1919 Treaty of
Versailles” (1).

Conventions between 1920-
1960

In 1920 the international drug control
came under the auspices of the League
of Nations, and in the pursuing years
further international drug control trea-
ties were enacted under its auspices.

These include:

o The International Opium Conven-
tion that was signed in Geneva in
1925 and included measures such
as the furnishing of statistics on the
production and stocks of opium and
coca leaf; and the system of import
certificates and export authorizations
for licit international trade in con-
trolled drugs and controls over “In-
dian hemp”; as cannabis was referred
to at that time (1).

« The Convention for Limiting the
Manufacture and Regulating the
Distribution of Narcotic Drugs was
signed in Geneva in 1931. This con-
vention limited the world manufac-
ture of narcotics drugs to the amounts
needed for medical and scientific pur-
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poses by introducing a mandatory
system of estimates.

o The Convention of 1936 for the
Suppression of the Illicit Traffic in
Dangerous Drugs signed in Geneva
became the first international instru-
ment to make certain drug offences
international crimes.

o The Protocol for “Limiting and Regu-
lating the Cultivation of the Poppy
Plant, the Production of, Internation-
al and Wholesale Trade in, and Use
of Opium” was signed in New York
in 1953 under the auspices of the
United Nations and introduced strict
provisions on the consumption of
opium for non-medical purposes, the
production, export and stockpiling of
raw opium.

Single Convention on Narcotic
Drugs, 1961, as amended by
the 1972 Protocol

The 1961 Convention merged all
existing multilateral treaties in the
drugs field, in order to streamline the
mechanisms of drug control and to
extend the existing control system to
the cultivation of plants grown as the
raw material for narcotic drugs. Under
the Single Convention control was ex-
ercised over 119 narcotic drugs, mainly
natural products, such as opium and
its derivatives, morphine, codeine and
heroin, but also synthetic drugs such
as methadone and pethidine, as well
as cannabis and coca leaf. Its aim, as
with the previous treaties, was to ensure
the provision of adequate supplies of
narcotic drugs for medical and scientific
purposes, to prohibit all non-medical
consumption of such drugs, and to pre-
vent the diversion of such drugs into the
illicit market. The 1972 Protocol that
amended the Single Convention on
Narcotic Drugs of 1961 included provi-
sions for increased efforts to prevent the
illicit production of, traffic in and use of
narcotic drugs and to provide treatment
and rehabilitation services for drug us-
ers. In accordance with the provisions
of the Convention, the production and
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distribution of controlled substances
had to be licensed and supervised, and
governments are required to provide
estimates and statistical returns to the
International Narcotics Control Board
(INCB) on the quantities of drugs
required, manufactured and utilized
and the quantities seized by police and
customs officers (1,2).

Convention on Psychotropic
Substances, 1971

The 1971 Convention established an
international control system for psy-
chotropic substances such as central
nervous stimulants, sedative-hypnotics
and hallucinogens, the misuse of which
had resulted in public health and social
problems in countries. The 1971 con-
vention came into effect in response to
the diversification and expansion in the
spectrum of drugs used for abuse due to
the number of synthetic substances.

By implementing the provisions of
the Convention, parties to the 1971
Convention comply with the dual aim
of 1) limiting the use of psychotropic
substances to medical and scientific
purposes, and 2) ensuring their avail-
ability for those purposes. The number
of substances placed under control
continues to increase; as ofjanuary
2017, 130 psychotropic substances are
controlled under the 1971 Convention
(3). Substances included in the Sched-
ule I of the convention are to be made
available only for scientific and limited
medical purposes by duly authorized
persons, while schedule 2 substances
have little to moderate therapeutic
usefulness and whose liability to abuse
constitutes a substantial risk to public
health. Substances placed in Schedule
III are those whose liability to abuse
constitute a substantial risk to public
health and have moderate to great ther-
apeutic usefulness. Finally, substances
under Schedule IV are those whose
liability to abuse constitutes a smaller
but still significant risk to public health
and which have a therapeutic useful-
ness from little to great (4). Under the

1971 conventions governments must
provide statistical returns on manu-
facture, imports and exports of these
psychotropic substances within the four
schedules to INCB. Essentially, under
the 1961 Convention narcotic drugs
were considered hazardous until it was
proved otherwise; psychotropic drugs
remained uncontrolled unless WHO
through the work of its Expert Com-
mittee on Drug Dependence (ECDD)
advised there was “substantial evidence”
that they were liable to abuse or consti-
tuted a public health and social problem
that would warrant their placement
under international control. However,
under article 2 of the 1971 Convention,
the final decision to place them under
international control is taken within
the Commission on Narcotics Drugs

(CND) (4).

United Nations Convention
against lllicit Traffic in Narcotic
Drugs and Psychotropic
Substances, 1988

The 1961 and the 1971 Conven-
tions had not addressed the issues of
the growing threat and involvement
of transnational organized crime, drug
trafhcking and money laundering. The
aims of the 1988 Convention therefore
were to harmonize the definition and
scope of drug offences at the global
level; to improve and strengthen inter-
national cooperation and coordination
among the relevant authorities; and to
provide them with the legal means to
interdict international drug trafficking
more effectively. Compared with the
other two conventions, the 1988 Con-
vention is a more practical, *hands-on”
legal instrument, with specific recom-
mendations on the use of law enforce-

ment techniques (35).

Key provisions
of the current
international drug

control conventions
and implications
for national

policies and laws

This section addresses some of the key
provisions of the three international
drug conventions. In particular, it in-
dicates how these provisions need to
be reflected in the national policy and
responses in ensuring the availabil-
ity of narcotic drugs and psychotropic
substances for scientific and medical
purposes, while ensuring their misuse

and diversion (6).

Drug control system
protecting the health of
people

To reiterate, the Conventions had en-
visioned protecting public health by
providing a legislative and normative
framework that addresses the use of
controlled narcotics drugs and psy-
chotropic substances within qualified
clinical interventions; i.e,, the controlled
substances should be used under the
responsibility of medical doctors or
licensed health professionals to avoid
substantial health and security chal-
lenges to individuals and communities.

Ensure availability of
controlled drugs for medical
purposes

The preamble to the Conventions
stipulates the availability of and access
to essential drugs for the people in need
as the primary aim of the international
drug control system (S). Thus the Con-
ventions call for and guarantee the avail-
ability of essential drugs for medical
interventions as “indispensable” tools
for the treatment of a variety of medical
conditions, particularly pain manage-
ment and many psychiatric and neuro-
logical conditions. While the countries
aiming at protecting the health and wel-
fare of the people, prevent the misuse
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of substances that is not for medical or
scientific purposes, they should not cre-
ate barriers to their appropriate clinical
utilization (7).

As also stated by WHO, the rational
use of controlled medicines — i.e. medi-
cines controlled under the international
drug treaties — is crucial to health. Their
appropriate medical prescription and
administration are essential aspects of
good medical practice for pain treat-
ment and other clinical interventions

(63).

Drug users are not criminals
who require punishment

Drug use disorder is considered by
science to be a multi-factorial chronic
disease affecting the brain. The repeated
exposure to drugs, genetic predispo-
sitions and adverse live experiences
contribute to the changes in brain func-
tion and constitute the neurobiological
basis for the development of addictive

behaviours (9).

The Conventions aim to protect
the human rights of people including
that of children and adolescents and
other vulnerable populations from the
dangerous effects of controlled sub-
stances, and from the health and social
consequences of drug use disorders.
The Conventions therefore repeat-
edly call for social cohesion and the
reintegration of drug users, and do not
treat people who use drugs and those
suffering from drug use disorders as
criminals to be marginalized. The trea-
ties recognize the right to health as es-
sential and that those affected by use of
drugs, in particular people with drug use
disorders, do not need punishment but
social protection, health care and social
reintegration.

The 1961 Convention (Article 36
para. 1.b) clearly states that, “... when
abusers of drugs have committed such
offences, the Parties may provide, ei-
ther as an alternative to conviction or
punishment or in addition to convic-
tion or punishment, that such abusers
shall undergo measures of treatment,

education, aftercare, rehabilitation and
social reintegration.” A similar provision
is included in the 1971 Convention
(Article 22 para. 1b). Therefore, the
Conventions do not absolutely require
the punishment of possession, purchase
or cultivation for personal use. Similarly,
treatment as an alternative to prison
and punishment is mentioned in many
provisions of the Conventions, clearly
indicating that such people suffering
from drug use disorders need not be
punished criminally and be provided

science-based interventions.

Requires implementation of
qualified interventions for
prevention of drug use and
treatment of drug dependence
The Conventions emphasize that
prevention of illicit drug use and treat-
ment of drug use disorders cannot
rely on spontaneous and unqualified
initiatives and recognize the necessity
to train qualified professionals in these
fields. The interventions must be based
upon appropriate scientific methods,
evidence-based, cost-effective, and to
be delivered by well-trained health and
social professionals (10).

The lack of measurable results or
the impossibility to compare results be-
cause of unqualified and spontaneous
initiatives have reduced the confidence
of politicians and policy-makers in drug
demand reduction activities, in turn
negatively affecting the resources made
available by and for the countries in this
area.

Declaration on the
Guiding Principles

of Drug Demand
Reduction

Having adopted the legislative and
normative framework of the drug con-
trol systems, the need was felt to adopt
some principles that would guide the
development of national strategies with
regard to drug demand reduction and
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other measures to address the global
drug problem. At the 20th special ses-
sion of the UN General Assembly in
June 1988 the Member States for the
first time discussed the issue and as a
result adopted the Political Declaration
on countering the world drug problem.

In contrast to the Conventions, the
Declaration provided States with the
principles on which to design their na-
tional strategies with regard to demand
reduction (11). Most importantly the
declaration stipulated that while observ-
ing cultural and gender sensitivities a
balanced approach between demand
reduction and supply reduction strate-
gies was needed.

Paragraph § of the Declaration
stipulated that “drug demand reduc-
tion” programmes should be part of a
comprehensive strategy and integrated
to promote cooperation among all con-
cerned (stakeholders), should include
a wide variety of appropriate interven-
tions, promote health and social well-
being among individuals, families and
communities and reduce the adverse
consequences of drug abuse of the in-
dividual and for the society as a whole.”

In Paragraph 7 of the Declaration,
the Member States “Pledge a sustained
political, social health and educational
commitment to investing in demand
reduction programmes that will con-
tribute towards reducing public health
problems, improving individual health
and well-being, promoting social and
economic integration, reinforcing fam-
ily systems and making communities
safer.”

Political declaration and

plan of action 2009

At the high-level segment of the 52nd
session of the CND, held in March
2009, Member States evaluated the pro-
gress made since 1998 towards meet-
ing the goals and targets established at
the 20th special session of the General
Assembly. They also identified future
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priorities and areas requiring further
action and established goals and targets
for drug control beyond 2009. This was
expressed in the Political Declaration
and Plan of Action on International
Cooperation towards an Integrated
and Balanced Strategy to Counter the
World Drug Problem (12).

In the 2009 Political Declaration the
Member States reaftirmed “the Political
Declaration adopted by the General As-
sembly at its twentieth special session”
and further reiterated the commitment
of Member States, in full conformity
with the purposes and principles of the
United Nations Charter “to promote,
develop, review or strengthen effec-
tive, comprehensive, integrated drug
demand reduction programmes, based
on scientific evidence and covering a
range of measures, including primary
prevention, early intervention, treat-
ment, care, rehabilitation, social rein-
tegration and related support services,
aimed at promoting health and social
well-being among individuals, families
and communities and reducing the ad-
verse consequences of drug abuse for
individuals and society as a whole.”

The Plan of Action identified the
following 8 areas for the Member States
to focus their attention while planning
for drug demand reduction policy and
programmes:

1. Address human rights, dignity and
fundamental freedoms in the context
of drug demand reduction

2. Develop demand reduction meas-
ures based on scientific evidence and
amultidisciplinary approach

3. Ensure availability and accessibility of

demand reduction services

4. Mainstream community involve-
ment and participation in demand
reduction programmes

5. Target vulnerable groups and con-
ditions (e.g. children, adolescents,
vulnerable youth, women including
pregnant women, people with medi-
cal and psychiatric comorbidities,

ethnic minorities, and socially mar-
ginalised individuals)

6. Address issues of drug use disorders
in the criminal justice system through
either alternatives to prosecution or
imprisonment and provision of drug
dependence treatment and care ser-
vices within the criminal justice sys-
tems.

7. Address issues of quality standards
and adequate training of staff for de-
livery of services.

8. Ensure data collection to under-
stand the changing nature and the
extent of drug use and monitoring
and evaluation of the implemented
programmes.

Furthermore the Plan of Action en-
couraged Member States to develop
treatment systems offering a wide range
of integrated and evidence informed
pharmacological interventions such as
opioid agonist and antagonist treatment
and psychosocial interventions such
as counselling, cognitive behavioural
therapy and social support (12).

Considering the HIV epidemic
among people who inject drugs, the
Plan of Action also called for address-
ing the adverse consequences of drug
abuse for individuals and society as a
whole, taking into consideration not
only the prevention of related infectious
diseases, such as HIV, hepatitis B and
C and tuberculosis, but also all other
health consequences, such as overdose,
workplace and trafhic accidents, somatic
and psychiatric disorders, and social
consequences such as family problems,
the effects of drug markets in communi-
ties and the resulting crimes (12).

The Plan of Action also emphasized
the need to develop a broad range of
science-based interventions that would
serve to address the needs and chal-
lenges faced by vulnerable groups. Con-
sidering the new challenges posed by
new psychoactive substances, the Plan
also emphasized the need to deepen
knowledge on identification, the trends
and possible health consequences and

other impacts of the new psychoactive
substances.

Midterm Review of
the Plan of Action

and preparations
for UNGASS 2016

In March 2014, the Commission on
Narcotics Drugs in its S7th Session
conducted a high-level review of the
implementation of the Political Dec-
laration and Plan of Action 2009 and
adopted a Joint Ministerial Statement
on the mid-term review of the imple-
mentation by Member States of the
Political Declaration and Plan of Action.
The Statement determines the progress
achieved and challenges faced in its
implementation (6).

In the Statement the Member States
recognized that drug use disorder is a
health problem and while many Mem-
ber Stateshad adopted such measures, it
encouraged other countriestoadopt na-
tional drug strategies with drug demand
reduction components that include the
main elements of demand reduction
identified earlier. Most importantly,
realizing the disparity in availability
and access of controlled substances for
medical purposes in most parts of the
world, the Statement also called for the
countries to address that situation of
low to nonexistent availability of inter-
nationally controlled drugs for medical
and scientific purposes, particularly for
the relief of pain and for palliative care.

In its S8th session in March 2015,
the CND conducted a special segment
on the preparations for the special ses-
sion of the General Assembly on the
world drug problem to be held in 2016.
The deliberations outlined the five the-
matic areas for interactive discussions
during the United Nations General
Assembly Special Session (UNGASS)
2016 on drugs that would be devoted
to demand and supply reduction, cross-
cutting issues and new challenges as
well as new developments. CND also
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produced a substantive, concise and
action-oriented document comprising
a set of operational recommendations
termed as the “Outcome Document”
for adoption of the UNGASS plenary
in2016.

Sustainable Development
Goals

In September 2015, the world leaders
also adopted the 17 Sustainable De-
velopment Goals (SDGs) of the 2030
Agenda for Sustainable Development.
The SDGs recognize that ending pov-
erty must go hand-in-hand with strate-
gies that build economic growth and
address arange of social needsincluding
education, health, social protection, and
job opportunities, while tackling climate
change and environmental protec-
tion (13). Within these, Goal 3 aims
to ensure healthy lives and promote
well-being for all at all ages. Target 3.5
of the Goal aims to “Strengthen the
prevention and treatment of substance
abuse, including narcotic drug abuse
and harmful use of alcohol”. Thus, for
the first time addressing the preven-
tion of substance use and treatment
of substance use disorders has been
recognized as an integral component of
health for all within the aims of promot-
ing sustainable development.

United Nations

General Assembly
Special Session 2016

In April 2016, the Member States
convened another special session of
the General Assembly to review the
progress made in implementing the
Political Declaration and the Plan of
Action and adopted the outcome docu-
ment entitled, “Our joint commitment
to effectively addressing and countering
the world drug problem”. The global
leaders reaffirmed their commitment to
the goals and objectives of the three in-
ternational drug convention including

the health and welfare of humankind
as well as the determination to prevent
and treat the abuse of substances. The
global leaders also resolved to reinforce
national and international efforts and
further increase international coopera-
tion to face the challenges faced in ad-

dressing the world drug problem (9).

The outcome document through
operational recommendations outlines
the essential elements of the interven-
tions to address different aspects of the
world drug problem. For prevention of
drug use, among others, the outcome
document calls for the need for scien-
tific evidence-based prevention meas-
ures and tools that target the relevant
age and risk groups in multiple settings
as also outlined in the International
Prevention Standards (10). With re-
gard to treatment of drug use disorders
and health consequences, the Member
States expressed the need to promote
the International Standards for Treat-
ment (9). They also reiterated the need
to develop and implement treatment
systems, giving special attention to the
specific needs of women, children and
youth, and ensure the access to a range
of interventions including psychosocial,
behavioural and medication-assisted
treatment, as well as to rehabilitation,
social reintegration and recovery-
support programmes, including access
to such services in prisons and after
imprisonment. The operational recom-
mendations also reiterate minimizing
the adverse public health and social
consequences of drug use, including
appropriate medication-assisted ther-
apy programmes, injecting equipment
programmes, as well as antiretroviral
therapy and other relevant interven-
tions that prevent the transmission of
HIV, viral hepatitis and other blood-
borne diseases associated with drug use.

With regard to ensuring the
availability of and access to controlled
substances for medical and scientific
purposes, the Member States called for
addressing the existing barriers
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including those related to legislation,
regulatory systems, health-care systems,
affordability, the training of health-care
professionals, education, awareness-
raising, estimates, assessment and
reporting, benchmarks for consump-
tion of substances under control, while
preventing their diversion, abuse and
trafhcking. Finally it encourages mem-
ber states to promote and improve the
systematic collection and sharing of
information on reliable and comparable
data on drug use and epidemiology in-
cluding on social, economic and other
risk factors (14).

| Conclusions

The International Drug Control
Conventions and the multilateral pro-
cesses under the auspices of United
Nations and its afhiliates have served
the basis of providing the framework
for rights and health based approach
to countering the world drug problem.
An approach that ensures science and
evidence informed interventions are
available and accessible to population
in need of those interventions as well
as ensuring the availability and acces-
sibility of controlled medicines for pain
management and palliative care. The
UNGASS 2016 has further provided
the opportunity to take stock of the situ-
ation and determine the priority actions
to address the world drug situation to
be reviewed again in 2019. In order
for these intergovernmental processes
to have the intended impact, it is im-
perative that policy makers and health
managers at national levels ensure that
the key elements of a balanced and a
health based approach that have been
outlined in these processes are adopted
and implemented.

The views expressed in this report
do not necessarily reflect those of the
United Nations.
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Out-of-pocket cost of drug abuse consequences:

results from Iranian National Mental Health Survey
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ABSTRACT Drug abuse has significant cost to the individual, the family and the society. This study aimed to assess
out of-pocket costs of consequences of drug use disorder. Data were drawn from the Iranian Mental Health Survey
(IranMHS) through face-to-face interviews with 7841 respondents aged 15-64 years. We used a bottom-up cost-of-
illness method for economic analysis. Out-of-pocket costs for treatment of mental and drug problems, treatment of
medical illnesses, as well as costs of crimes were assessed. The average of total annual expense was US$ 2120.6 for
those with drug use disorder, which was 23.5% of annual income of an average Iranian family in the year 2011. The
average of total out-of-pocket cost was US$ 674.6 for those with other mental disorder and US$ 421.9 for those with
no mental disorder. Catastrophic payment was reported in 47.6% of the patients with drug use disorder and 14.4%
of those with other mental disorder. Thus, considerable amount of family resources are spent on the consequences
of drug use.

Colt des paiements directs engendrés par I'abus de substances psychoactives : résultats de I'enquéte
nationale iranienne sur la santé mentale

RESUME L'abus de substances psychoactives entraine un colit important pour les individus, les familles et la
société. La présente étude avait pour objectif d’évaluer le colt des paiements directs engendrés par les troubles
liés a l'utilisation de substances psychoactives. Les données ont été extraites de I'enquéte nationale iranienne sur
la santé mentale au moyen d’entretiens en face a face avec 7841 participants agés de 15 a 64 ans. Nous avons utilisé
une méthode du colitde lamaladie de type ascendant pourl’analyse économique. Les colits des paiements directs
pour le traitement des troubles mentaux ou des problemes de drogue, le traitement des maladies, ainsi que les
couts engendrés par les crimes ont été évalués. La moyenne des dépenses annuelles totales était de 2120,6 dollars
US pour les personnes atteintes de troubles liés a I'utilisation de substances psychoactives, soit 23,5 % du revenu
annuel d’une famille iranienne moyenne pour I'année 2011. Le colit total moyen des paiements directs était de
674,6 dollars US pour ceux souffrant de troubles mentaux, et de 421,9 dollars US pour ceux exempts de troubles
mentaux. Des dépenses catastrophiques ont été rapportées pour 47,6 % des patients souffrant de troubles liés a
I'utilisation de substances psychoactives, et pour14,4 % de ceux souffrant d’autres types de troubles mentaux. Une
part considérable des ressources des familles est donc dépensée du fait de |'utilisation de substances psychoactives.
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Introduction

In the Islamic Republic of Iran, preva-
lence of drug use disorder (DUD) is
higher than the global average. It is
mainly because of opioids being the
most common drug of use in the Islamic
Republic of Iran (1) in comparison to
most other countries where cannabis
is the most commonly used drug (2).
In the past 1S years, drug use, mainly
injecting drug use has contributed
significantly to infectious diseases like
HIV infection and viral hepatitis (3-5).
Drug abuse is also associated with
other psychiatric comorbidity, criminal
behaviour and violence (1). There is
evidence that the burden of DUD has
increased during recent decades in the
Islamic Republic of Iran (6).

Drug abuse imposes significant
costs on the individual, families and
society. These include costs of illness,
injury, crime, loss of productivity and
early death. Costs of drug abuse con-
sequences can be classified into several
categories (7-9): 1) direct costs that
include costs of treatment (ie., drug
costs, costs of treatment of other mental
health comorbidity, and costs of other
medical diseases and social costs (i.e,,
crime-related costs, and costs for com-
pensating impairment in usual roles and
functions); and 2) indirect cost of pre-
mature mortality and work absentee-
ism. There might be other costs, such as
intangible costs, which are not included
in these categories. These costs might
be covered by those with DUD and
their families, government, insurance
companies, charities and other sectors.

In this paper we present the first
national estimates of out-of pocket
costs of drug abuse consequences for
all the above categories, using the data
from Iranian National Mental Health
Survey (IranMHS). IranMHS was a
household survey that included a na-
tional representative sample of those
with DUD, those with other mental
disorder (MD) and those with no MD.
Out-of pocket costs of several main

consequences of DUD over the past
12 months were assessed in the survey
using a bottom-up cost-of-illness study
method. The results were compared in
the three groups.

[ranMHS was a cross-sectional house-

hold survey with a representative
sample of the Iranian population aged
15—64 years. It was conducted to assess
the 12-month prevalence and severity
of psychiatric disorders in the Iranian
adult population and to determine the
pattern of healthcare utilization and cost
of services.

Sample

The participants were selected from
a 3-stage clustered sample of non-
institutionalized household residents.
Those who were unable to understand
Farsi (the official and widely used
language in the Islamic Republic of
Iran) or people with severe medical or
psychiatric illness, which made them
unable to respond to the questions, and
those with non-Iranian nationalities,
were excluded.

Field procedures

The data collection was carried out by
a cohort of 232 trained interviewers.
Interviewers had a minimum of BA in
psychology and some clinical experi-
ence and were familiar with the culture
and language of the geographical area.
They underwent intensive training spe-
cifically on administration of Compos-
ite International Diagnosis Interview
(CIDI) using a standard protocol de-
veloped by the World Health Organiza-
tion, and on the other subjects including
general interview techniques, proper
administration of the other question-
naires, ethical considerations, sampling
and field work. The field work was car-
ried out between Januaryand June 2011
through a face-to-face interview and a
total of 7886 individuals completed the

interview. Almost all data were collected
through a face-to-face interview with
the selected participants except data on
cost of the services, which was provided
by the most informed member of the
household. Strict quality control pro-
cedures were applied at all stages of the
field work and data entry, as described
previously (10).

Measures
Mental disorders

To assess psychiatric disorders includ-
ing drug and alcohol use disorders,
we applied CIDI version 2.1. It is a
fully structured diagnostic interview
based on the Diagnostic and Statistical
Manual of Mental Disorders (DSM-
IV) and International Classification of
Diseases — 10th Revision (ICD-10).
The Persian version of the paper and
pencil interview form (PAPI) of CIDI
2.1 had been validated and had shown
adequate psychometric properties in a
clinical setting (11) and in the Iranian
general population (10,12).
Twelve-month substance use dis-
orders including abuse or dependence
to alcohol, cannabis, opioids, ampheta-
mine-type stimulants, hallucinogens, in-
halants and other drugs such as cocaine
were examined by CIDI 2.1. Other
psychiatric disorders consisted of mood
disorders including major depressive
disorder, dysthymia, bipolar I disorder;
anxiety disorders including panic dis-
order (with and without agoraphobia),
agoraphobia without panic, obsessive—
compulsive disorder, social phobia, and
post-traumatic stress disorder were also
assessed by the same instrument. Due
to inadequate psychometric proper-
ties of CIDI 2.1 for assessing psychotic
disorders, a 2-stage procedure was used
for detection of any psychotic disorders:
screening using the G section of the
CIDI 2.1 and then interview by a psy-
chiatrist using the Structured Clinical
Interview for DSM-IV Axis I Disorders
(SCID-I). The Persian translation of
SCID had shown acceptable to good
reliability and validity indices (13,14).
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Details of the procedure applied for as-
sessing psychotic disorders and dealing
with non-response and missing data
were published elsewhere (10,15).

Service utilization

We developed a questionnaire for as-
sessing service utilization, mainly based
on 2 other instruments: Services section
ofthe World Mental Health Survey, and
the questionnaire used in the Health
Services Utilization Study of Iran. Next,
it was modified culturally and tailored
according to the existing mental health-
care services in the Islamic Republic of
Iran. It consisted of an inventory, which
included the following items.

(1) Service use due to mental and drug
problems in the past 12 months:

« Health care: inpatient (hospitali-
zation and short-term stay for resi-
dential treatment) and outpatient
services, pharmacies, and harm re-
duction services from drop-in cen-
tres; by type of health care setting,
including drug treatment facility and
by provider;

o Non-health care: self-help groups and
traditional services.

(2) Healthcare service use due to medi-

cal problems:

 inpatient services in past 12 months

« outpatient services in past 2 weeks

Face and content validity and
inter-rater reliability of the service use
questionnaire were evaluated in the
preliminary phase of the IranMHS and
described elsewhere (10).

Out-of-pocket costs and economic
analysis

We used a bottom-up cost-of-illness
method for economic analysis. In this
method, cost data are collected by peo-
ple with a certain disease, assessing their
individual cost by interview or review of
their medical records. Next, the mean
cost per person is multiplied by the
number of persons to estimate the total
cost (16). For assessing out-of-pocket
cost of services, a series of questions ac-
cording to the type of service was added

to the end part of the questionnaire on
service utilization. The costs assessed in
this study included costs for treatment,
social costs and indirect costs.

(1) Out-of-pocket costs for treatment.

« Health costs of inpatient care: the
payments for all events of inpatient
treatment for mental and drug use
problems and the last hospitalization
for medical reasons were measured, if
it was in the past 12 months. Then, in
order to calculate the 12-month costs
of all hospitalizations for medical rea-
sons, the payment for each hospitali-
zation was multiplied by the number
of hospitalizations of each individual
in the last 12 months. The payments
for inpatient care included the bills
for the centres, as well as any separate
bill paid for the physicians, medica-
tions or medical supplies during the
hospitalization period.

« Health costs of outpatient care: a
list of items was provided to those
who had used the service and the
respondents were asked to report the
exact payment for the item. The items
included payment for a therapist’s
visit, medication, counselling and
psychotherapy, psychometric tests,
and the costs of any referrals by the
therapist for laboratory tests; electro-
encephalography; evoked potential,
body and brain scans; radiology; so-
nography; electrocardiography and
other cardiac diagnostic tests; gastro-
intestinal examinations; outpatient
electroconvulsive therapy; and other
costs. Healthcare cost for mental and
medical problems were gathered by
questioning the payments for using
the services in the past 3 months, and
past 2 weeks, respectively; then the
payments were multiplied by 4 or
26 to calculate the 12-month costs,
respectively.

o Other health costs: this included
costs of medication when the individ-
ual attended a pharmacy, or any cost
for receiving harm reduction services
from drop-in centres.
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«  Non-health costs of using any of the
above health services: the costs in-
cluded costs of transportation, as well
asaccommodation of the family, if the
location of service was out of the city/
village of the individual.

o Non-health care costs: it included
costs of self-help groups and tradi-
tional services, as well as transporta-
tion and accommodation.

(2) Out-of-pocket social costs: social

costs in the past 12 months included

payment of fines set by courts, and costs
related to the police and prisons.

(3) Indirect costs have been defined as
the value of the days of work lost due
to absenteeism in the past 12 months.
They were assessed by asking the indi-
viduals about the number of days out of
work due to mental problems and their
average wage for 1 day.

Data on costs were collected and
calculated in Iranian rial and are pre-
sented in the text and tables in US$
(2011). All currency conversions were
conducted post-analysis based on the
average official exchange rates for 2010,
which was 10 290 Iranian rial for each
US$1.00 (17).

Catastrophic payment: with a series
of questions we assessed the financial
burden of the mental disorder imposed
on the respondent or the family. This
indicator was assessed for 2 situations:
1) psychiatric hospitalization in the past
12 months; and 2) general financial
burden of the mental disorder in the
past 12 months. When the person/fam-
ily spent their savings, sold their assets or
borrowed money for treatment/com-
pensation of the disease it was defined
as catastrophic payment.

Statistical analysis

Survey weights were used in all analy-
ses. The consolidated weights were the
joint product of inverse probability of
unit selection into the sample (w1),
non-response weights (w2) and post-
stratification weights (w3). wl included
weighting by the number of eligible

individuals in each household and w3
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was calculated by dividing the propor-
tion of individuals in each stratum in the
2006 National Census by the propor-
tion of the same group in the sample.
Based on S-year age groups, sex and
urbanicity status in each of 31 coun-
try provinces, 1240 post—stratiﬁcation
weights were generated. All the results
are based on complex sample survey
analysis, in which, provinces are con-
sidered as strata and blocks as clusters.
Principle component analysis of house-
hold asset data was applied to create
a socioeconomic status indicator for
each household, which was categorized
into 3 levels with approximately equal
numbers of individuals: low, middle and
high. Analyses were conducted using
STATA version 12 (STATA Corpora-
tion, College Station, TX, USA). All
findings presented in this paper, includ-
ing percentages and costs are weighted
and are provided for the DUD, other
MD and no MD groups.

Ethical considerations

The research protocol was approved by
the Ethics Committee of Tehran Uni-
versity of Medical Sciences in Iran (No.
IR TUMS.REC.1394.1900). Informed
consent was obtained from all partici-
pants. They could refuse to respond to
any question. The interviews had to be
held in privacy. Data processing and
analysis were done anonymously.

A total of 9150 individuals were ap-
proached by interviewers and 7886

(86.2%) agreed to participate. These
included 3387 (42.9%) men and 4499
(57.1%) women. Characteristics of
the study sample have been described
elsewhere (15). A total of 7841 indi-
viduals (85.7%) completed the drug
section of CIDI, of whom, 2.1% met the
DSM-1V criteria for 12-month DUD
and 21.4% met the criteria for other
MD. Those with DUD were more likely
to be unemployed and be from lower
socioeconomic groups and less likely to
have a supplementary health insurance
than those with other or no MD (Table

0.

Service utilization

One hundred (67.3%) of those with
DUD and 914 (50.4%) of those with
other MD had used any kind of health
or non-health services for mental or
drug problems in the past 12 months.
Receiving inpatient care and attending
self-help groups were higher in those
with DUD than those with other MD
(14.9% vs 1.2% and 30.1% vs 1%), re-
spectively. Using pharmacies and tradi-
tional services was also more common
inthose with DUD (40.7%vs 23.5% and
40.5%vs 24.7%), respectively. However,
utilizing outpatient service for mental/
drug problems was almost equal in the
two groups (29% and 29.4%) (Table 2).

Hospitalization for medical reasons
in the past 12 months was higher in
those with DUD (14.3%) and other
MD (10.2%) than in those with no MD
(7%). Outpatient service use for medi-

cal reasons was higher in those with
DUD (28.4%) and other MD (28.9%)

than those with no MD (20%) (Table

2).

Out-of-pocket cost for
treatment

Costs for mental health care in the past
12 months, including health and non-
health costs, were assessed separately,
and both for those who had used the
specific service and the average for those
who have used any services (Table 3).
Mean total cost for mental health care
for the 100 patients who had used any
services and were diagnosed with DUD
was US$ 439.6, while it was US$ 144.7
for 914 with other MD. Health and
non-health costs of inpatient, outpatient
and traditional service use for mental/
drug problems were higher in those
with DUD than in the other 2 groups.
Catastrophic payment in the past 12
months for hospitalization for men-
tal and drug problems was reported
by 26.4% of those with DUD and by
25.6% of those with other MD. Out-of-
pocket costs of medical care in the past
12 months were significantly higher
in those with DUD (US$ 427.4) than
those with other MD (US$ 267.2) and
no MD (US$ 238.7), which was mainly
due to the higher payments for inpatient
care (Table 4).

Social costs

Illegal acts resulting in fines and incar-
ceration were more common in those
with DUD (8.5%) than those with other
MD (1.1%) and no MD (0.5%) (Table
S). Payments for those convicted for
illegal acts were also higher in patients
with DUD. The average last 12-month

Table 1 Characteristics of individuals with DUD, other MD and no MD

Lo 1 32 denall Aol

DUD Other MD No MD
Weighted % Weighted % Weighted %
Unemployed* 24.9 (17.0-32.8) 12.1(10.3-14.1) 8.3(75-9.2)

43.0(33.7-52.4)
69.5(60.7-78.2)

25.4(22.8-28.0)
76.4(73.8-78.9)

20.8(19.4-22.3)
81.5(80.1-82.8)

Low socioeconomic status
Having health insurance

Having supplementary health

. 5.2(0.7-9.7)
insurance

16.7 (14.4-19.0) 17.6 (16.2-19.0)

“Those who had not worked in the past week and could not be categorized as housewife, student, soldier and retired were categorized as unemployed. DUD = drug use
disorder; MD = mental disorder.
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Table 2 Service use for mental/drug and medical problems in the past 12 months in individuals with DUD, other MD and no MD
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Types of services

Health care for mental/drug

problems
Inpatient care 23
Outpatient care 42
Pharmacy 57
Drop-in centres 1

Non-health care for mental/

drug problems
Services for self-help group 41
Traditional services 61

Health care for medical illness
Medical hospitalization 23

Outpatient service for
medical illness?® 39

DUD Other MD No MD
(n=151) (n=1729) (n=5961)

Weighted % Weighted %

Weighted %

14.9 (8.1-21.6) 22 1.2(0.7-1.8) 11 0.2 (0.05-0.3)
29.0(20.1-37.8) 560 29.4(26.7-32.1) 534 8.3(74-9.1)
40.7 (31.2-50.2) 416 23.5(21.2-25.9) 345 5.8 (5.0-6.5)

0.6 (0-1.8) 0 0 1 0.03 (0-0.08)
30.1(21.0-39.2) 18 1.0 (0.5-1.6) 29 0.5(0.3-0.7)
40.5(31.3-49.8) 458 24.7 (22.1-272) 379 6.2 (5.5-7.0)

14.3 (75-21.0) 188 10.2 (8.5-11.8) 432 7.0 (6.2-7.8)
28.4(19.5-37.3) 498 28.9 (26.4-31.5) 1209 20.0 (18.7-21.3)

“Outpatient service for medical illness was determined only for the past 2 weeks. DUD = drug use disorder; MD = mental disorder.

social costs for a patient with DUD was
US$655.6, which was higher than for
the other groups (US29.1 for other MD
and US$9.7 for no MD).

Indirect costs

Number of days out of work due to
mental/drug problems during the
past 12 months was ascertained from
those who were employed. The mean
(95% confidence interval) was 44.3
(29.2-59.5), 183 (13.0-23.6) and 5.8
(3.9-7.6) days in those with DUD,
other MD and no MD, respectively.
Daily income was also reported by the
three employed groups to be US$ 17.6,
US$ 16.5 and US$ 19.6, respectively.
Therefore, the weighted average of
indirect cost due to the work absentee-
ism in the past 12 months is calculated
as 598 (364.1-831.9) in those with
DUD, 233.6 (146.8-320.5) in those
with other MD and 93.6 (51.0-136.2)
in those with no MD.

Total costs

The total last 12-month costs of the 3
groups for 2011 are shown in Figure 1.
The expenses were US$ 2120.6 for
individuals with DUD and US$ 674.6
for those with other MD. For those

with DUD, receiving care for mental/  the total expenses, respectively. These
costs were 21.4% and 39.6% of the total

costs in those with other MD. For the

drug problems and medical problems
accounted for 20.7% and 20.2% of

2200 A
2000 B Costs for loss of productivity
1800 [ Costs for crimes
598
1600 [l Treatment cost for medical illness
1400 [[] Treatment cost for mental/drug problems
1200 -
1000 +
800
600 - 4274
400 A 93.6
267.2
200 439.6 238.7
144.7
’ 79.9
0 T T 1
Drug use disorder ~ Other mental No mental
disorders disorders

Figure 1 Total out-of-pocket costs (US$) in individuals with DUD, other MD and no
MD in 2011. DUD = drug use disorder; MD = mental disorder.
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Table 5 Social problems in the past 12 months in individuals with DUD, other MD and no MD

Social problems DUD Other MD No MD
(n=151) (n=1729) (n=5961)
Weighted % Weighted % Weighted %
Fined by court 12 8.5(3.3-13.7) 18 11(0.5-1.6) 28 0.5(0.3-0.8)
Arrested or
imprisoned 13 9.5 (3.7-15.3) 22 1.5(0.8-2.2) 30 0.5(0.3-0.7)

DUD = drug use disorder; MD = mental disorder.

with other MD. The out-of-pocket cost
of the inpatient treatment care was also
higher for each event of hospitalization.
More than 25% of patients reported
catastrophic payment for receiving
inpatient care in the past 12 months.
Longer duration of stay and more fre-
quent hospitalization might have been
the reasons for higher costs. Similar
findings have been reported in other
studies. Olsson et al. reported a high
frequency and high cost of inpatient
treatment (detoxification and short-
term rehabilitation) among women
with substance dependence in Sweden
(21).

One of the main reasons behind
higher out-of-pocket costs of health
services for drug users is the lack of cov-
erage of insurance for DUD. In 2011,
there was no such coverage for people
with any type of insurance, as well as
supplementary insurance in the Islamic
Republic of Iran. Insurers refused to
reimburse outpatient and inpatient ser-
vices when the patient was diagnosed
with substance use disorder. In recent
years, there have been efforts to improve
the coverage and reimburse the first 6
months of methadone maintenance
treatment in public drug treatment clin-
ics; however, this regulation is still not
operational. In the meantime, about
one third of those with DUD are not
insured and they or their family pay
all health expenses. Insurance cover-
age for DUD is a global issue and the
improvements have been slow. Even
in countries with such improvements,
its impact on receiving adequate levels
of treatment might not happen in the
short term (22).

Self-help groups are the most com-
mon services used for drug treatment
in the Islamic Republic of Iran (1). The
cost of using these services is lower than
other services and they do not impose
any burden on the government. Using
these services is also associated with
long-term benefits, such as reduced
substance use, improved psychosocial
functioning and reduced healthcare
costs (23). Such benefits have also
been reported from inside the Islamic
Republic of Iran (24). Promoting self-
help group involvement can improve
outcomes while reducing the costs of
long-term care (25).

Use of traditional services for men-
tal/drug problems is also prevalent and
is associated with considerable cost.
It has long been considered that herb
selling and its illegal involvement in
treatment of drug abuse and mental
problems are a public health issue (26)
and need attention from health regula-
tory bodies. Public education in this
domain is also of importance and can
decrease the burden of costs imposed
by using services with no evidence,
which might cause more harm than

benefit.

We found that hospitalization for
medical purposes was more common
and was associated with a higher cost
in those with DUD than those with
no MD. However, receiving outpatient
care and its costs were almost similar
in those with DUD, other MD and
no MD. Overall, the costs of care for
medical purposes overcome the costs
of drug/mental problems. This find-
ing might be due to the higher costs
of diagnostic tests, medications and

procedures needed for the manage-
ment of medical illnesses.

It was also reported from the United
States of America (USA) that the costs
of medical care were ~2-fold higher than
the costs of drug-related services (7).
The utilization of healthcare services,
including outpatient, emergency de-
partment and inpatient services and the
associated costs were higher in patients
with than those without substance use
(27). There is evidence that patients
with untreated substance use disorders
have higher service utilization for medi-
cal and emergency problems. Rockett
et al. reported that patients with unmet
substance treatment need had 46%
excess utilization of emergency depart-
ment services and generated US$ 1568
per patient, in annual extra emergency
and hospitalization charges (27).

In our study, the highest costs for
individuals and their families were for
compensation for crime, followed by
work absenteeism. Similar findings
have been reported from the USA
and France (7,28-30). A person with
DUD is more likely to be involved in
criminal activities. This includes both
drug-defined criminal activities (e.g,
distribution, sales and possession of
drugs) and drug-related criminal activi-
ties (e.g, participation in illegal activity
to obtain money to purchase drugs, or
criminal acts performed under the influ-
ence of drugs) (31). Our study showed
that drug abusers were 8 times more
likely to be fined by court and 6 times
more likely to be arrested or imprisoned
than a person with other MD.

One of the main aspects of cost of
drug abuse consequences is the indirect

Lo 1 32 denall Aol
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Table 6 Out-of-pocket costs for social problems in individuals with DUD, other MD and no MD in past 12 months

Other MD
Average cost for a

Other MD
Average cost for a

Type of costs

=
]
=
L
-
7]
(=]
Q
(]
en
s
S
<

Average cost for an

Average cost for a

Average cost for a

patient with DUD patient with the patient with MD individual without individual without

patient with the

MD

MD, with the

1729)

(n=

experience

experience

(n=5961)
9.7 (1.6-17.9)

experience

29.1(4.3-53.9)
22.4(0-45.7)

655.6 (0-1491.0)

Total social costs

(0.5-11.3)
3.9 (0-7.9)

59

1142.8 (153.8-2131.8)
827.8 (0-1674.8)

351.4 (0-756.9) 2496.7 (62.4-4930.9)
484.6 (133.8-835.4)

304.2 (0-771.6)

4145.3 (0-8630.9)

Fined by court

6.7 (0.9-12.4)

3209.3(0-7949.6)

Law enforcement and prison

mental disorder.

=drug use disorder; MD =

Costs given in US$. DUD

cost. It is usually considered as loss of
productivity and measured by the value
of the days out of work (32). Using this
method, our study showed that an em-
ployed person with DUD is out of work
for an average of 44 days a year, which is
more than twice that of those with other
MD. This costs US$598 for an average
employed person. Drug abusers tend to
have low participation in the legitimate
labour force. On average, employed
addicts work infrequently or in low-
paid jobs because of drug intoxication
or associated health problems. Others
turn away from the legitimate economy
to obtain income from the drug trade or
otherillegal activities. Lastly, others may
not work while they are incarcerated for
drug-related crimes (31). The estima-
tions we provided by assessing the cost
of work absenteeism are lower than the
total costs due to loss of productivity.
We only assessed the number of days
out of work for those who were em-
ployed. However, the extent of loss of
productivity was greater than this. This
measurement did notinclude losses due
to unemployment and disablement. We
showed that the probability of being
unemployed in those with DUD was
2 times higher than in those with other
MD and 3 times higher than in those
with no MD. In addition, reduced job
performance while at work was not as-
sessed. Decreased productivity of other
family members for compensating the
roles of patients when they are disabled,
hospitalized or imprisoned are other
sources of indirect cost that were not
calculated in our measurement.

This study is significant in that it
is believed to be the first attempt in
the Islamic Republic of Iran and the
Middle Eastern Region to investigate
out-of-pocket costs of drug abuse from
a nationally representative sample. We
have quantified the main expenses that
the patients or their families pay for the
consequences of drug use. The other
out-of-pocket costs not included in
our study are costs of using traditional

Eastern Mediterranean Health Journal
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services for medical illnesses and driving
penalties.

We benefited from using a bot-
tom-up cost-of-illness study method.
Gustavsson et al. have described the
benefits and disadvantages of this meth-
od. Bottom-up studies are often more
complete, in terms of the resources, and
more accurate in selection of persons,
because information on diagnosis is
usually scant in the available national
statistics. The disadvantage of bottom-
up studies is the probability of double-
counting costs when a person suffers
from several disorders. It is difhicult to
determine which one is causing the
costs. This problem is handled in most
cost-of-illness studies by trying to sepa-
rate and only count the specific costs
due to the disorder, rather than the total
cost of a patient with the disorder (16).
We used this method and asked the
person to report separately for the costs
of mental/druguse problems and medi-
cal illnesses. In some cases like inpatient
care, we did not separate costs for drug-
related problems with costs of mental
problems, therefore, we reported both
costs together. We also used the ap-
proach of comparing the cost for pa-
tients with DUD with 2 control groups
with other or no MD, and considered
the difference to be caused by DUD.
This approach was first described by
Hodgson and Meiners (33) and was
used for cost analyses thereafter.

In addition to the findings of this
study, which was from the patients’
perspective, there is a need to study the
aggregate costs of drug use from payers’
and societal perspectives. This can be
examined by estimating the direct costs
of the drugs, as well as costs attributable
to drug use in different sectors of health,
criminal justice, employment, victim
costs and premature mortality. In ad-
dition, estimating intangible costs due
to the lower quality of life of the person
and significant others are important,
but are difhcult to assess. Analysis of
the payers of the costs is also essential.
Governments pay for most of the health
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services (such as for HIV infection),
criminal justice and welfare services (for
lost productivity). Moreover, a large
budget is spent on combating drug traf-
ficking, including manufacture, distri-
bution and sales, in the Islamic Republic
of Iran. Charities and victims are other
sources for such services. The Islamic
Republic of Iran has had a drug prob-
lem for several decades. It is important
to investigate the whole expenditure
of the country on illicit drugs and its
trends over those decades and moni-
tor its effects on the extent of drug use
and the associated consequences. Such
an effort has been made for 2004, and
the total expenditure of the country
for drugs was calculated as US$ 11.7
billion, which was 2-fold higher than the
annual income of the country through
taxation. Half of the total expenditure
was paid by the 2.5 million drugabusers;
most of which was direct payment for
buying drugs. Drug users’ costs for the
consequences comprised only a small

References

proportion (34). However, our estima-
tion of US$ 2120 out-of-pocket costs
for several drug use consequences foran
average person with DUD, or US$ 5.3
billion for the 2.5 million drug abusers
is higher than the previous estimation.

In conclusion, those with DUD have
lower socioeconomic status and greater
probability of being unemployed or
disabled, and less probability of being
insured. A considerable amount of
family resources are spent on the con-
sequences of drug use. The findings sug-
gest the necessity of greater investment
in evidence-based drug prevention and
treatment interventions, in order to stop
the vicious cycle of loss of resources and
poverty in the families of individuals

with DUD.

Acknowledgements

We wish to thank Professors Ronald C.
Kessler and Ramin Mojtabai for their
invaluable contributions to our study.

We also acknowledge support received
from Drs. Minoo Mohraz, Hassan E.
Razavi, Ali R. Mesdaghinia, Moham-
mad B.S. Zafarghandi, Abbas A. Nasehi,
Emran Razaghi and Mohammad R.
Mohammadi, and contributions from
Drs. Samaneh Kariman, Maryam
Gholamrezaei, Leila M. Goodarzi, Fari-
deh K. Heshmat and Fahima Farrahi
in conducting the study. We also wish
to thank provincial executive manag-
ers and interviewers, as well as all the
participants in the study.

Funding: The IranMHS was financially
supported by the Ministry of Health
through the contract number 132-1491
of Tehran University of Medical Sci-
ences and the contract number 89-D-
432-143 of the Mental Health Research
Network. The funding source had no
role in the study design; the collection,
analysis and interpretation of data; writ-
ing of the report; and in the decision to
submit the article for publication.

Competing interests: None declared.

1. Amin-Esmaeili M, Rahimi-Movaghar A, Sharifi V, Hajebi A, 7.

Radgoodarzi R, Mojtabai R, et al. Epidemiology of illicit drug
use disorders in Iran: prevalence, correlates, comorbidity
and service utilization results from the Iranian Mental Health
Survey. Addiction. 2016 Oct;111(10):1836-47. PMID:27177849

World drug report 2015. Vienna: United Nations Office on
Drugs and Crime; 2015 (https://www.unodc.org/documents/
wdr2015/World_Drug_Report_2015.pdf, accessed 15 March
2017).

Rahimi-Movaghar A, Amin-Esmaeili M. Haghdoost AA, Sad-
eghirad B, Mohraz M. HIV prevalence amongst injecting drug
users in Iran: a systematic review of studies conducted during
the decade 1998-2007. Int) Drug Policy. 2012 Jul;23(4):271-8.
PMID:22000694

Malekinejad M, Navadeh S, Lotfizadeh A, Rahimi-Movaghar A,
Amin-Esmaeili M, Noroozi A. High hepatitis C virus prevalence
among drug users in Iran: systematic review and meta-analysis
of epidemiological evidence (2001-2012). Int] Infect Dis. 2015
Nov;40:116-30. PMID:26460088

Amin-Esmaeili M, Rahimi-Movaghar A, Haghdoost AA, Mohraz
M. Evidence of HIV epidemics among non-injecting drug users
in Iran: a systematic review. Addiction. 2012 Nov;107(11):1929-
38. PMID:22551085

Naghavi M, Shahraz S, Sepanlou SG, Dicker D, Naghavi P,
Pourmalek F, et al. Health transition in Iran toward chronic dis-

eases based on results of Global Burden of Disease 2010. Arch
Iran Med. 2014 May;]7(5):321—35. PMID:24784861

10.

1.

12.

Cartwright WS. Economic costs of drug abuse: financial, cost of
illness, and services. ) Subst Abuse Treat. 2008 Mar;34(2):224~
33. PMID:17596904

French MT, Martin RF. The costs of drug abuse consequences:
asummary of research findings. ) Subst Abuse Treat. 1996 Nov-
Dec;13(6):453-66. PMID:9219142

Rehm J, Baliunas D, Brochu S, Fischer B, Gnam W, Patra J, et
al. The costs of substance abuse in Canada 2002: highlights.
Ottawa: Canadian Centre on Substance Abuse; 2006 (http://
www.ccsa.ca/Resource%20Library/ccsa-011332-2006.pdf,
accessed 15 March 2017).

Rahimi-Movaghar A, Amin-Esmaeili M, Sharifi V, Hajebi A,
Hefazi M, Rad Goodarzi R, et al. The Iranian Mental Health
Survey: design and field procedures. Iran J Psychiatry. 2014
Apr;9(2):96-109. PMID:25632287

Arabgol F, Alaghband-rad J, Sharifi V, Hakim Shooshtari M,
Shabaani A, Davari Ashtiani R, et al. Reliability of a Persian
translation of the Composite International Diagnostic Inter-
view (CIDI), section for substance use disorders: in a multi-
center study in Iran. Adv Cogn Sci. 2005;7:38-45.

Alaghband Rad J. Study of the reliability, validity, and feasibility
of Farsi translation of the Composite International Diagnostic
Interview (CIDI). In: Ahmadi Abhari SA, Malakooti K, Nasr
Esfahani M, Razzaghi EM, Sadeghi M, Yasamy MTs, editors.
Mental health effects of Iraqi invasion of Kuwait in a war - torn
population of Iran: an epidemiological and financial study of
the consequences of the Kuwaiti oil well fire disaster in the
aftermath of Iraqi invasion of Kuwait in 1991, United Nations
Compensation Commission (UNCC) Monitoring and Assess-

T g1 G2 L)l Al

159



EMH] . Vol.23 No.3 . 2017

160

13.

15.

18.

19.

20.

21.

22.

Eastern Mediterranean Health Journal

ment Project. Tehran - Iran: Islamic Republic of Iran Ministry of
Health, Committee for Assessment and follow up for Damages
Resulting from the Irag-Kuwait War; 2003.

Sharifi V, Assadi SM, Mohammadi MR, Amini H, Kaviani H,
Semnani Y, et al. A Persian translation of the Structured Clini-
cal Interview for Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition: psychometric properties. Compr
Psychiatry. 2009 Jan-Feb;50(1):86-91. PMID:19059520

Hajebi A, Motevalian A, Amin-Esmaeili M, Hefazi M, Rad-
goodarzi R, Rahimi-Movaghar A, et al. Telephone versus face-
to-face administration of the Structured Clinical Interview for
Diagnostic and Statistical Manual of Mental Disorders, Fourth
Edition, for diagnosis of psychotic disorders. Compr Psychia-
try. 2012 Jul;53(5):579-83. PMID:21820651

Sharifi V, Amin-Esmaeili M, Hajebi A, Motevalian A, Rad-
goodarzi R, Hefazi M, et al. Twelve-month prevalence and
correlates of psychiatric disorders in Iran: the Iranian Mental
Health Survey, 2011. Arch Iran Med. 2015 Feb;18(2):76-84.
PMID:25644794

Gustavsson A, Svensson M, Jacobi F, Allgulander C, Alonso
J, Beghi E, et al. Cost of disorders of the brain in Europe
2010. Eur Neuropsychopharmacol. 2011 Oct;21(10):718-79.
PMID:21924589

Central Bank of the Islamic Republic of Iran. Foreign exchange
rates (http://www.cbi.ir/exrates/rates_en.aspx, accessed 15
March 2017).

Statistical Center of Iran. Household expenditure and in-
come 2011 (https://www.amar.org.ir/Portals/0/Files/
abstract/1389/n_h_sh89.pdf, accessed 15 March 2017) (in
Persian).

Moghadam MN, Banshi M, Javar MA, Amiresmaili M, Ganjavi
S. Iranian household financial protection against catastrophic
health care expenditures. Iran J Public Health. 2012;41(9):62-
70. PMID:23193508

McCollister KE, French MT, Pyne JM, Booth B, Rapp R, Carr
C. The cost of treating addiction from the client’s perspec-
tive: results from a multi-modality application of the Client
DATCAP. Drug Alcohol Depend. 2009 Oct 1;104(3):241-8.
PMID:19574000

Olsson TM, Fridell M. Women with comorbid substance de-
pendence and psychiatric disorders in Sweden: a longitudinal
study of hospital care utilization and costs. BMC Health Serv
Res. 2015 Jun 6;15:224. PMID:26048811

Thomas CP, Hodgkin D, Levit K, Mark TL. Growth in spend-
ing on substance use disorder treatment services for the pri-

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

La Revue de Santé de la Méditerranée orientale

vately insured population. Drug Alcohol Depend. 2016 Mar
1;160:143-50. PMID:26781063

Humphreys K, Wing S, McCarty D, Chappel J, Gallant L,
Haberle B, et al. Self-help organizations for alcohol and drug
problems: toward evidence-based practice and policy. ] Subst
Abuse Treat. 2004 Apr;26(3):151-8. PMID:15063905

Jafari S, Rahimi-Movaghar A, Craib KJP, Baharlou S, Mathias R.
A follow-up study of drug users in Southern Iran. Addict Res
Theory. 2010;18(1):59-70.

Humphreys K, Blodgett JC, Wagner TH. Estimating the ef-
ficacy of Alcoholics Anonymous without self-selection bias:
an instrumental variables re-analysis of randomized clini-
cal trials. Alcohol Clin Exp Res. 2014 Nov;38(11):2688-94.
PMID:25421504

Rahimi-Movaghar A. Khastoo G, Fekri M, Akhondzadeh S.
Treatment of addiction by medicinal herbs sellers in Tehran.
Hakim Res J. 2008;11(3):11-9 (in Persian).

Rockett IR, Putnam SL, Jia H, Chang CF, Smith GS. Unmet sub-
stance abuse treatment need, health services utilization, and
cost: a population-based emergency department study. Ann
Emerg Med. 2005 Feb;45(2):118-27. PMID:15671966

Fenoglio P, Parel V, Kopp P. The social cost of alcohol, to-
bacco and illicit drugs in France, 1997. Eur Addict Res. 2003
Jan;9(1):18-28. PMID:12566794

Mark TL, Woody GE, Juday T, Kleber HD. The economic costs
of heroin addiction in the United States. Drug Alcohol De-
pend. 2001 Jan 1;61(2):195-206. PMID:11137285

National Institutes of Health, National Institute on Drug Abuse.
The economic costs of alcohol and drug abuse in the United
States - 1992 (https://archives.drugabuse.gov/Economic-
Costs/Index.html, accessed 15 March 2017).

Harwood HJ. Societal costs of heroin addiction. In: NIH Con-
sensus Development Conference on Effective Medical Treat-
ment of Heroin Addiction 1997:53.

Chisholm D, Diehr P, Knapp M, Patrick D, Treglia M, Simon G.
Depression status, medical comorbidity and resource costs.
Evidence from an international study of major depression
in primary care (LIDO). Br J Psychiatry. 2003 Aug;183:121-31.
PMID:12893665

Hodgson TA, Meiners MR. Cost-of-illness methodology: a
guideto current practices and procedures. Milbank Mem Fund
Q Health Soc. 1982 Summer;60(3):429-62. PMID:6923138

Mokhtaryan H, Hashemi A. The economy of illicit drugs: an
estimation of costs in Iran. Iranian ) Soc Probl. 2011 Winter/
Spring;1(4):151-75 (in Persian).




O paall 5 &Il Lo g1 6 2 Eoeaall Al
S sl

Level of khat dependence, use patterns, and
psychosocial correlates in Yemen: a cross-sectional

Investigation
Motohiro Nakajima,’ Richard Hoffman’ and Mustafa al’Absi’

rbaie Gad (el Y1 dnddl BLIYI ol g 5 asliseinl BTy ol Hles] (g grame

. el laas Ol 52 5,05 e SU e 5350
u_,aj_md.aw!_}_u:uawlétjwjg;@‘,ngij,igui\Jl.WW)ULOJ;\Qw\gbqu:Z_.pau-l
55l s ey s WU Gyt G ol OLas ik M sl Y- il 5 55— sl Y1 sl gl 3 1 s
C\j_\\jww\q%uupiygmauwgupb_,.:\sj‘O_ﬁ.ug(siﬂnmr_@)aw;mzmuﬁu@
o Al oy 2 TS O e DL (5 gms i "Ll e OLas¥ 130 " il g p sl e g5 ¢ g
G Lag 57501523 = 5 bl Gl V1) Jas il 3L gy deln 5.2 50 4 sblazy LAl blaze OF s . bl LU
Loy b ol L e Al ot Jdlondl o gl oy 01,81 5T (2.0 = (g5l G o) g5
Sl sl el ) e JosT e o |yt S s gl JosTa 5 Ll bl (Ln gy Sl Sl 3y b
453l DIV LA & g oedl i 5 0 ety (P < 0.05) bolaall dmy pgele oy o1 eT ) - glal S 58714518 5 ¢ 51
RCH ] I PN P U RPN

ABSTRACT Chronic khat use is associated with negative health consequences. However, no study has fully
characterized individuals who are khat dependent. This paper examines socio-demographic and psychosocial
correlates of adult khat dependence. A total of 270 khat users (129 women) in Yemen completed face-to-face
interviews and provided demographic information and data on patterns of khat use, subjective mood, and sleep
quality. The Severity of Dependence Scale-Khat (SDS-khat) was used to assess level of khat dependence. A series
of analysis of variance was conducted. Khat users, on average, used khat for 5.2 hours a day (SD = 2.3) for 5.7
days a week (SD = 2.0). Individuals who screened positive for khat dependence reported longer duration of khat
sessions per day, higher frequency of khat use per week, greater levels of negative mood and sleep disturbances,
and were more likely to endorse physical symptoms after khat use (P < 0.05). Future research should elucidate
mechanisms responsible for khat dependence symptomatology.

Niveau de dépendance au khat, modes de consommation, et corrélats psychosociaux au Yémen : enquéte
transversale

RESUME La consommation chronique de khat est associée a des conséquences néfastes sur le plan de la santé.
Cependant, aucune étude n’a permis une caractérisation complete des individus dépendants au khat. Le présent
article se penche sur les corrélats socio-démographiques et psychosociaux de la dépendance au khat chez
I'adulte. Au total, 270 consommateurs de khat (129 femmes) au Yémen se sont soumis a des entretiens en face a
face et ont fourni des informations démographiques et des données sur les modes de consommation, ['humeur
subjective et la qualité du sommeil. L'Echelle de la sévérité de la dépendance pour le khat a été utilisée pour
évaluerle niveau de dépendance a cette substance. Une série d’analyses de variance a été réalisée. Les utilisateurs
de khat en consommaient, en moyenne, pendant 5,2 heures par jour (ET =2,3) 5,7 jours par semaine (ET =2,0).
Les individus dépistés positifs pour la dépendance au khat signalaient des séances de consommation de khat
de durée plus longue par jour, une fréquence plus élevée de consommation par semaine, des niveaux plus
importants d’humeur négative et de troubles du sommeil, et étaient davantage susceptibles de ressentir des
symptomes physiques apres en avoir consommé (p < 0,05). La recherche future devrait s’efforcer de déterminer
les mécanismes responsables de la symptomatologie de la dépendance au khat.
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Introduction

The burden of addiction and mental
health problems continues to increase
globally (1,2). Khat is used commonly
in East Africa and the Arabian Peninsula
(3), with reports indicating that 80—
90% of East African males use khat daily
and 10-60% of East African females use
khat daily (4,5). Khat is also consumed
by immigrants from these regions who
reside in western countries, including
the United Kingdom (UK) and the
United States of America (6).

The primary psychostimulant com-
ponent of khat is cathinone, which is
released within 15-4S minutes during
chewing and activates dopaminergic
and noradrenergic transmission (7).
Cathine or d-norpseudoephedrine has
also beenidentified as a psychoactive in-
gredientinkhat (7),althoughithasbeen
noted to have more limited psychostim-
ulant properties at roughly 7-10 times
less potent than amphetamine (8).
Khat ingestion produces several central
nervous system effects that are similar
to those of amphetamine, including
increased motor stimulation, feelings
of increased alertness, euphoria and a
sense of excitement and energy (3).
Following a khat session, the user may
experience depressed mood, irritability,
anorexia and difficulty falling to sleep
(9). Habitual khat users and concur-
rent khat and tobacco users in Yemen
have reported sleep problems, which
were correlated with negative mood
(10). Functional mood disturbances
(anxiety and depression) have also been
reported during khat sessions, but these
are temporary and may disappear the
next day (11). Evidence indicates that
long-term or excessive khat use is a risk
factor for progression of ongoing men-
tal health problems (4,12,13).

Inseveral countriesitisreported that
users of khat consume large quantities
of tobacco, which may exacerbate the
health burden associated with khat use
(14), and we have observed previously
that approximately 55% of all khat users

are also regular smokers (15,16). One
study reported that 65% of their sample
of UK resident Yemeni subjects were
regular cigarette smokers and that khat
users smoked to enhance the impact of
their khat chewing (6). Increased sever-
ity of dependence correlated positively
nicotine dependence (6).

There is evidence of a khat with-
drawal syndrome and low-level drug
tolerance. Khat chewing has been
found to induce increased sympathetic
tone, and some degree of physiological
tolerance to the sympathetic effects of
khat as evidenced by increased blood
pressure, increased respiratory rate,
and increased body temperature in
chronic khat users (17). Withdrawal
symptoms after prolonged khat use are
mild and may consist of lethargy, mild
depression, slight trembling and recur-
rent nightmares (3,18). There is also
evidence to indicate that khat users can
develop a psychological dependence
to khat (19,20) and a valid measure of
khat dependence has been developed
(21). Studies have found positive as-
sociations between khat dependence
and khat-related biological measures
(22), psychological and physical symp-
toms (23) and health problems (24).
Another study found that khat depend-
ence was higher in men than women
and that a positive link between age and
khat dependence in women only (20).
This suggests that there are gender dif-
ferences in the patterns of dependence
symptomatology.

Associations between khat depend-
ence and sleep disturbances or negative
affecthave notbeen examined, although
this is an important question in light
of studies showing insomnia (25) and
negative mood (11) among khat us-
ers. This question is clinically relevant
because insomnia and negative affect
are related to one another (26,27) and
both have implications for many health
conditions (28,29). This study aimed
to examine the extent to which psycho-
logical khat dependence was related
to reported khat use, subjective sleep
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quality, and negative affect as well as de-
termine the role of gender differences in
these relationships. It was hypothesized
that greater levels of khat dependence
would be associated with more frequent
and intense khat use, higher levels of
negative affect, and poorer subjective
sleep quality. We also anticipated that
the link between khat dependence and
psychological and behavioral measures
would be more pronounced in males
than in females.

Subjects and study design

Using convenience sampling and
cross-sectional methods, this study was
conducted in two cities in Yemen, Taiz
and Sana’a, between September and
November 2012. Recruitment was con-
ducted in markets and shopping centres
around the two cities. Eligibility criteria
were: aged 18 years and above, Yem-
eni, chewing khat at least once a week
over the last 12 months, able to speak
Arabic or English, and free from any
major medical and psychiatric condi-
tions. Trained and culturally competent
interviewers approached potential par-
ticipants in the community and asked if
they were interested in participating in
the study. Potential participants were in-
formed that they were free to withdraw
at any point from the study without
consequences, and that their responses
would be kept strictly confidential. In-
formed written consents were obtained
from all participants prior to the inter-
views. Upon obtaining the consent the
staff conducted face-to-face interviews
on the spot that lasted 30-45 minutes.
The Institutional Review Board in Taiz
and Sana’a Universities gave ethical
approval for this study. A total of 401
individuals completed this study.

Measures

The Severity of Dependence Scale
(SDS) (30) is a widely used scale that
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was developed to assess psychological
dependence in illicit drug users. The
SDS consists of § items with each re-
sponse measured on a scale between 0
and 3, giving a total possible score of 15.
It focuses on loss of control over drug
use and preoccupation or anxiety about
drug use (30). Predictive validity was
demonstrated in relation to the need
for treatment amongst drug users (30).
The bilingual (Arabic and English) ver-
sion of the Severity of khat dependence
(SDS-khat) (21) was used in this study,
and a total score of 6 was used as a cutoft
to examine differences between those
who are unlikely to be psychologically
dependent on khat (total SDS-khat
score = 5 or lower) and those who are
likely to be khat dependent (total SDS-
khat score = 6 or higher) (21).

The Pittsburgh Sleep Quality Index
(PSQI) consists of 19 questions that
evaluate qualitative and quantitative
dimensions of sleep disturbances (31).
These items are calculated into 7 com-
ponent scores each with a range from 0
(good quality) to 3 (poor quality). The
sum of these 7 component scores yields
the global PSQI score, with the highest
score of 21 indicating the worst subjec-
tive sleep quality (31). Internal consist-
ency reported by the original authors
was 0.83 (31). Good PSQI test—retest
reliability has been reported (31). With
the permission of the PSQI authors, we
translated the original English version
into Arabic and then back-translated
into English (32). A total score was used
in the current analysis.

In addition, we used a modified ver-
sion of a subjective mood questionnaire
(33), which asked participants to de-
scribe themselves as relaxed, depressed,
sad, discontented, afraid, angry, anxious,
or hungry during the past week. Par-
ticipants rated each of these items on a
scale of 1 (not at all) to 8 (extremely).
Our preliminary analysis showed that
reliability was highest when only nega-
tivemood items (i.e, depressed, sad, dis-
contented, afraid, angry, and anxious)
were included (Cronbach’s a = 0.79).

Therefore, mean scores of these 6 items
were combinedinto oneindex, hereafter
referred to as negative affect and used in
the analysis. The items where subjects
rated themselves as either relaxed or
hungry were used in the analysis as two
separate indices.

Demographic questions included
age, gender, years of education since the
first year of primary school, and marital
status. Questions on khat consisted
of use status (daily or occasional use),
age of first exposure to khat, number of
hours chewing per khat session, number
of days chewing per week, whether the
respondent had any physical symptoms
(e.g, headache, tremor, drowsiness,
and fatigue) after stopping khat use,
whether the respondent had thought
about quitting khat use in the past, and
whether the respondent had attempted
to quit khat. We also asked whether the
respondent currently smoked tobacco
products to determine concurrent khat
and tobacco users and khat-only users.
Those who mentioned current tobacco
use were classified as concurrent khat
and tobacco users. Self-report measures
of major medical and psychiatric con-
ditions (e.g, cardiovascular diseases,
liver diseases, cancer, stroke, depression,
anxiety disorder, substance use disor-
ders) were also collected.

Data analysis

Descriptive statistics were conducted
to check for data adherence to assump-
tions of the relevant tests as well as to
report sample characteristics. A series of
2 khat dependence levels (unlikely to be
psychologically khat dependent [UKD:
SDS-khat score 5 or lower], likely to
be psychologically khat dependent
[KD: SDS-khat score 6 or higher]) by
2 gender analyses of covariance (AN-
COVA) controlling for tobacco use was
conducted on continuous measures of
khat use, sleep disturbance (PSQI total
scores), and mood measures (negative
affect, relaxed, and hungry). These mod-
els were tested in light of a significant
gender difference and no tobacco use

difference in SDS-khat found in this
study (see below). If a significant khat
dependence levels by gender interac-
tion was found, a post-hoc analysis was
conducted with the Bonferroni correc-
tion (P-value of 0.5/2 tests = 0.025 as
a significant P-value). Chi-square tests
were conducted to examine relation-
ships between khat dependence levels
and categorical measures of khat and
tobacco use, as well as relationships be-
tween gender and categorical measures
of khat and tobacco use. Demographic
information was tested by 2 khat de-
pendence levels by 2 gender ANOVAs
(for age and length of education) and
a chi-square test (for marital status).
Analyses were conducted by SPSS ver-
sion 22 (Chicago, IL, USA).

Out of the 401 participants who were
enrolled in the study, 292 (73%) identi-
fied themselves as khat chewers but
22 (5.5%) of them did not complete
the SDS-khat. These individuals were
excluded from the analysis, which left a
final sample of 270 (67%) khat chewers
(129 [47.8%] females and 141 [52.2%]
males). Among the 270 participants,
110 khat users (41 females and 69
males) were included in KD group
and 160 khat users (88 females and 72
males) were included in UKD group.

Khat users, on average, used khat for
52 hours a day (SD =2.3) for 5.7 days
a week (SD = 2.0). SDS-khat scores
did not differ between khat users who
smoked tobacco (mean=5.2,SD=32)
and khat users who didn’t smoke (mean
=52,SD=23;F<0.1,ns.).

As illustrated in Table 1, there was a
significant khat dependence by gender
interaction in age. A follow-up analysis
with the Bonferroni correction (ad-
justed P value: 0.05/2 = 0.025) revealed
that females were older than males in
the KD group (P = 0.001); however,
this gender difference was not found in
the UKD group (P = 0.56). Men had
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Table 1. Khat dependence and gender differences on demographic, khat use patterns, mood, and sleep disturbance.

Unlikely to be khat Likely to be khat dependent Khat Gender effect Khat /
dependent (UKD; n=160) (COER 1) dependence gender
effect interaction
Female (n=88) Male (n=72) Female (n=41) Male (n=69) F or 2 Fory?
Age (years) 29.8(1.0) 30.7(1.1) 35.1(1.5) 28.5(1.2) 154 5.54* 9.31**
Married (%) 60.2 55.6 68.3 52.2 0.00 219 =
Education 12.0(0.5) 16.0 (0.5) 12.2(0.8) 14.4 (0.5) 1.56 26.8*** 217
(years)
SDS-Khat total 2.8(0.2) 3.6(0.2) 75(0.3) 8.4(0.2) 408.4*** 12.0** 0.02
score
Regular khat use 46.6 68.1 73.2 87.0 19.27%%* 15.07%* =
(%)
Age of first 19.5(0.5) 14.8 (0.6) 19.1(0.8) 13.9(0.6) 113 59.2%%* 0.18
exposure to khat
(years)
Hours spent per 4.5(0.2) 5.8(0.3) 4.3(0.3) 5.7 (0.3) 0.39 26.1%%* 0.04
khat session
Days of khat use 4.9(0.2) 5.6 (0.2) 6.1(0.3) 6.5(0.2) 20.4%* 5.20* 0.39
(week)
Have physical 28.4 54.2 58.5 68.1 15.7%%* 14.3%%* -
symptoms after
khat use (%)
Thought about 46.6 73.6 56.1 72.5 1.60 15.7%** -
quitting khat (%)
Tried quitting 31.8 33.3 244 26.1 1.55 0.01 =
khat (%)
Tobacco user (%) 511 52.8 46.3 55.1 0.000 0.50 =
Negative effect 21(0.0) 11(0.1) 2.2(0.2) 1.9(0.1) 8.80** 15.9%+* 4.55%
Relaxed 3.5(0.2) 3.8(0.2) 3.7(0.3) 3.5(0.2) 0.01 0.08 117
Hungry 1.5(0.2) 0.9(0.2) 1.4(0.3) 1.5(0.2) 1.02 0.77 2.04
PSQI total score 6.3(0.3) 5.2(0.4) 7.9(0.5) 6.8(0.4) 15.3%%* 8.02** 0.002

KD = likely to be khat dependent; UKD = unlikely to be khat dependent.
Continuous measures are presented in mean and standard error of the mean with brackets. Categorical measures are presented as a percentage.

*P<0.05 **P<0.01, ***P<0.001I.

F-values are shown for outcome measures that are continuous in nature. y? values are shown for outcome measures that are presented in categories.

more years of education than women.
Regarding influences of khat depend-
ence, the KD group was more likely
to use khat on a daily basis, hold more
khat sessions during a typical week, and
report having physical symptoms after
stopping khat use than the UKD group.
The KD group had greater levels of
negative affect and poorer sleep quality
relative to UKD group. With respect
to gender differences, men were more
likely than women to initiate khat use
earlier in life, use khat longer in one ses-
sion, hold more khat sessions per week,
report having physical symptoms after
stopping khat use, and to have thought
about quitting khat use in the past. Sleep
disturbance and negative mood were

higher in women than in men. No other
khat dependence or gender main ef-
fects were found. A significant khat
dependence by gender interaction in
negative affect and a post-hoc analysis
revealed greater levels of negative effect
inwomen (mean=2.1,SEM =0.1) than
inmen (mean = 1.1, SEM =0.1) among
the UKD F(1,157) =22.7, P=0<.001);
however, this was not the case among
the KD group (P = 0.19; see Figure 1).
No other interactions were observed.

Discussion

The observed prevalence rate for khat

dependence in male subjects in this

study is 48.9%, which is consistent with
prevalence rates previously reported of
51% in the UK (21), of 52% in Saudi
Arabia (23), and of 44% in Australia
(24). It is a clear public health concern
that roughly half of male khat users
sampled in four different countries are
khat dependent and likely candidates
for treatment intervention. Our study
is the first to report the prevalence of
screening positive for khat dependence
in a sample of adult women from cities
in Yemen. The observed prevalence rate
for khat dependence in female subjects
in our sample is 31.8%. Further investi-
gation is needed to determine whether
this is representative of the true preva-
lence rate for women, but this raises the
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Figure 1. Negative affect as a function of khat dependence and gender. A gender difference was found in khat users who were
unlikely to be khat dependent (UKD) but not in those likely to be dependent to khat (KD).

question of a need for specific treatment
services for khat dependent women.

An average khat user chewed khat
at a rate of about 5 hours per day and
nearly 6 days a week. Severity of khat
dependence was associated with greater
frequency and intensity of khat use, im-
paired sleep quality, and increased nega-
tive affect. Khat dependence was also
higher in males than in females. Prob-
lems with sleep and negative affect were
greater in individuals who are clearly
more psychologically dependent upon
khat, and this should be a consideration
in the design and implementation of
treatment strategies for patients seeking
treatment for khat dependence. Our
findings also highlight the importance
of the assessment of physical aspects of
khat dependence.

The finding of increased negative
affect in khat dependent individuals is
consistent with reports of enhanced
distress and emotional reactivity of khat
users seen in a laboratory stress environ-
ment (34) as well as reports of verbal
aggression and disruptive behaviour in
some chronic khat users (4,17). This
is also consistent with observational
reports that khat chewers experience

a negative emotional state beginning
2 hours or so after the onset of a khat
chewing session, a state that can last
for several hours (34). It has been hy-
pothesized that frequent khat chew-
ers may experience multiple episodes
of negative affect within and between
khat chewing episodes, thereby increas-
ing the likelihood of more persistent
negative emotional states (34). Our
results further suggest the role of khat
dependence in the link between gender
and negative affect since it was only
found in non-dependent khat users.
The mechanism responsible for these
differences has not been defined and
warrants future investigation.

The finding of an increased likeli-
hood of impaired sleep in khat depend-
entindividuals is consistent with clinical
observations of khat users (10,17) as
well as evidence from other investiga-
tions of habitual khat users (19,32). It
is certainly possible that impaired sleep
quality and/or sleep quantity may also
increase the likelihood of negative affect
in khat dependent individuals, therefore
interacting in a synergistic manner.

Drug dependence produces seri-
ous mental and physical health burdens

especially in low- and middle-income
countries (1). It has been reported that
khat users, typically men, get together
with their peers in the afternoon and
chew khat for several hours, leading to
financial and familial problems (35).
Khat use has been linked to altered
neurobiological mechanisms related to
stress and emotion regulation (36), and
there is evidence to suggest that khat is
associated with worsening of ongoing
psychopathology (4,5,13,37,38). Al-
though concurrent and khat-only users
in this study showed comparable levels
of khat dependence, it is possible that
variants of tobacco use (duration of use,
exposure, and types of tobacco products
such as cigarettes and shisha) could
affect khat use patterns. More research
on addiction, including khat use, and
related conditions is clearly warranted
in a global health context.

The use of face-to-face interviews in
this study may have introduced a social
desirability bias and thus constitutes
a study limitation. The results of this
study are also limited by the use of a
cross-sectional method, in that one can-
not infer causality relationships. The
correlational relationship between khat
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dependence and observed psychosocial
factors should therefore be considered
bi-directional and there should be no
inferences made regarding the tem-
poral sequence between the observed
psychosocial factors and khat use/khat
dependence. The present results on the
rate of khat dependence may not rep-
resent the entire population in Yemen
due to the use of convenience sampling.
Future work should validate results of
SDS-khat with standardized diagnos-

tic tools such as the Diagnostic and

Statistical Manual of Mental Disorders
(DSM) and the International Statistical
Classification of Diseases and Related
Health Problems (ICD)

In conclusion, severity of khat de-
pendence was associated with greater
frequency and intensity of khat use, in-
creased negative mood, and poorer sub-
jective sleep quality. Certain patterns of
khat use may therefore increase the risk
of a full-blown dependence syndrome.
The mediating role of khat dependence

in negative health consequences and

La Revue de Santé de la Méditerranée orientale

treatment outcomes should be eluci-

dated in future research.
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Pattern of addiction and its relapse among habitual
drug abusers in Lahore, Pakistan
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ABSTRACT This study assessed the pattern of drug abuse and the reasons for relapse of addiction among male
drug addicts seeking rehabilitative services in different centres in Lahore, Pakistan. A cross-sectional survey
was conducted on male drug abusers from April to December 2016. Nonprobability purposive sampling was
done to collect a sample of 119 participants. A structured questionnaire and in-depth interviews were used for
data collection. Out of 119 participants, 71.4% were in the age group 15-35 years. Educational levels were low in
the majority, with 68.1% below secondary education. Unmarried (51.3%) and unemployed (44.5%) participants
were at the greatest risk of using drugs. The age of addiction in 45% of patients was < 18 years and 40% had been
abusing substances for > 5 years. Reasons for starting drug abuse were recreation (37%), curiosity (34.5%), and life-
changing events (14.3%). Reasons for relapse included association with former addicts, negative reactions from
family, inability to manage the craving and work/social stress.

Schéma de dépendance et de rechute parmi les toxicomanes habituels a Lahore, Pakistan

RESUME La présente étude avait pour objectif d'évaluer les schémas d’abus de substances psychoactives et les
causes de rechute parmi les hommes toxicomanes recherchant des services de réadaptation dans différents
centres de Lahore, au Pakistan. Une enquéte transversale a été conduite sur les utilisateurs de substances
psychoactives de sexe masculin entre avril et décembre 2016. Un échantillonnage non probabiliste par choix
raisonné a été réalisé afin d’établir un échantillon de 119 participants. Un questionnaire structuré et des entretiens
approfondis ont été utilisés pour la collecte de données. Sur les 119 participants, 71,4 % appartenaient au groupe
d’age des 15-35 ans. Les niveaux d'éducation étaient faibles dans la plupart des cas, 68,1% n’ayant pas atteint
I'enseignement secondaire. Les hommes célibataires (51,3 %) et chomeurs (44,5 %) étaient exposés a un risque
accru de toxicomanie. L'age de la mise en place de la dépendance était inférieur a 18 ans chez 45 % des patients,
40 % d'entre eux consommant des substances psychoactives depuis plus de 5 ans. L'aspect récréatif (37 %), la
curiosité (34,5 %) et les changements de vie (14,3 %) comptaient parmi les raisons pour lesquelles les patients
commencaient a utiliser des substances psychoactives. Les causes de rechute incluaient le regroupement
avec d’anciens toxicomanes, les réactions négatives de la famille, I'incapacité a gérer le manque, et le stress
professionnel et social.
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Introduction

Addiction is defined as a maladap-
tive pattern of substance use leading
to clinically significant impairment or
distress, occurring any time in the same
12-month period. It is manifested by
tolerance, withdrawal and other symp-
toms (1).

Approximately 15.9 million people
inject drugs worldwide, with the larg-
est numbers found in China, America
and Russia (2). Annual prevalence of
all illicit drug use in Pakistan was re-
ported as 6% in 2013 (3). The annual
prevalence in Pakistan of cannabis use
is 3.6%, opioids 2.4%, tranquilizers 1.4%,
amphetamine 0.08%, solvents 0.03%
and cocaine 0.01%. (3). The highest
number of intravenous drug abusers
among all provinces is in Punjab (4),
which includes a high ratio of polydrug
abuse among addicts in Lahore using
heroin and opium together (3).

Internationally, two thirds of pa-
tients with addiction have a coexisting
mental health problem (§). In male
heroin users in Lahore, parental dishar-
mony, paternal absence or maternalillit-
eracy has been shown to increase risk of
addiction (6). Psychosocial factors like
loneliness, parental coldness and peer
pressure are major contributors to ad-
diction (7). Curiosity to try new things
is one of the most common reasons
reported by drug users themselves (8).

Alcohol consumption accounts
for loss of healthy years of life globally,
and in high-income countries causes
~19% of disability-adjusted life years
and ~27% of premature deaths among
young people (9). If children initiate
drug or alcohol abuse at age 1011
years, there is a greater chance that they
will be trapped in addiction at age 17—
18 years (10). Parents who have heavy
alcohol consumption are more likely to
have children who abuse alcohol (11).
Other childhood premorbid traits that

determine continuation of substance

abuse in adulthood are boldness and
less socialization (12).

Family ties have an important role
in the recovery process from addiction.
Family support and concern for one’s
own health are the most important mo-
tivating factors for quitting abuse (13),
whereas socializing with the same peer
groups and easy availability of drugs are
the biggest reasons for relapse (14).

According to the National Institute
on Drug Abuse of Pakistan, only 11.2%
of the addicts who need treatment ac-
tually seek it (15). Treatment of drug
addiction and rehabilitation services
are provided through a wide range of
public and private institutes in Lahore.
The present study targeted male addicts
seeking rehabilitation services in Lahore
to assess the practice of drug abuse and
reasons for relapse. Few studies have
been conducted in this area of research
and there is a dearth of scientific evi-
dence to target strategies to tackle this
important public health issue.

Material and methods

A cross-sectional study using a mixed-
methods technique was conducted
among addicts currently undergoing
treatment in Lahore. Total duration of
the study was 6 months (March—Au-
gust 2016). One hundred and nineteen
addicts from different rehabilitative
institutes in Lahore were selected by
using a purposive sampling technique.
A structured questionnaire was
developed for collection of quantita-
tive data and personal interviews were
transcribed for collection of qualitative
data. Analysis was done using SPSS ver-
sion 20 for the quantitative variables.
Thematic analysis was carried out for
qualitative questions. To explore the
factors and determinants of addiction
among the participants, initial codes
were generated in a systematic fashion.
Codeswereused to create “bigideas” (or
themes) from each interview and data
was coded on the basis of recurrence of

similar responses. Qualitative analysis,
including thematic and content analy-
sis, was carried out for qualitative data.
A subset of transcripts was also double
coded, that is, two members of the re-
search group coded the same transcript
to reduce personal bias. Disagreements
and insights were discussed and alter-
native interpretations were incorpo-
rated in the analysis. Finally, interview
transcripts were indexed and mapped
on the basis of recurring major themes
with corresponding sub-themes. To
ensure reliability, 2 researchers read the
interviews separately and agreed on the
coding framework. A general introduc-
tion to research design, interviewing
skills, gaining trust and adherence to
ethical boundaries were discussed at the
Institutional Review Board.

Forty-two (35.3%) respondents were
aged 18-24 years, 43 (36.1%) 25-34
years, 20 (16.8%) 35-44 years and 14
(11.8%) > 45 years. Sixty-one (51.3%)
respondents were single, 53 (44.5%)
married and S (4.2%) divorced. Two
(1.7%) respondents were illiterate, 29
(24.4%) were educated up to grade S,
52 (43.7%) up to grade 8, 28 (23.5%)
matric to grade 14 and 8 (6.7%) post-
graduate, which means that 68.1%
were below secondary level. Fifty-three
(44.5%) respondents were unemployed
and 66 (55.5%) were employed before
being admitted to the facility. Only one
of them was already in service and un-

dergoing treatment after being granted
medical leave from his employer. Ap-
proximately 42% had income less than
Rs 30,000 (US$300). The majority
of the respondents belong to lower so-
cioeconomic groups. Approximately
41% of the respondents have income
between US$ 100 to US$ 300..

Fifty-three (44.5%) of the respond-
ents started using drugs when they were
aged < 18 years, 43 (36.1%) at 18-25
years, 15 (12.6%) at 25-35S years and
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8 (6.7%) at > 35 years, which showed
that 82.8% of the respondents started
abusing drugs before age 25 years. The
reasons for initial drug use were rec-
reation (n = 46, 38.6%), curiosity (n
= 41, 34.5%), life-changing event (n =
17, 14.3%) and peer pressure (n=15,
12.6%). The mode of intake was sniffing
(n =39, 32.8%), oral ingestion (n = 37,
31.1%), inhalation (n = 29, 24.3%) or
intravenous injection (n=14,11.8%).
Forty-seven (39.5%) respondents used
drugs for > S years, 46 (38.7%) for 1-5
years, 13 (10.9%) for 6 months—1 year
and 13 (10.9%) for < 6 months. Sixty-
four (53.8%) respondents used a single
drug and S5 (46.2%) multiple drugs.
Ninety-four (79.7%) respondents re-
ported that their drug use had been
influenced by friends and 11 (9.3%)
by family. Other influences included
spouses, media and work colleagues.
The most common drugs used were
charas (n = 52, 44.4%), heroin (n =
48, 41%), hashish (n = 39, 33.3%) and
alcohol (n = 33, 28.2%), followed by
sedative pills, cocaine and naswar (n
=14, 12%; n = 4,3.5% and n = 3, 2.5%,
respectively).

Sixty-six (55.5%) respondents were
admitted to rehabilitation centres once,
23 (19.3%) were admitted twice and 30
(252%) > 3 times. Eighty-four (70.6%)
respondents reported family involve-
mentand 35 (29.4%) no family involve-
ment. Twenty-six (21.8%) respondents
had an associated chronic disease and
93 (78.2%0 did not, and 32 (26.9%)
had an associated psychiatric illness and
87 (73.1%) did not. Fifty-eight (48.7%)
respondents had drugs provided by
drug dealers, 29 (24.4%) by friends, 16
(134%) by pharmacies, 14 (11.8%) by
work colleagues and 2 (1.7%) by family.

Eighty-five (72%) respondents ad-
mitted to being financially burdened be-
cause of drug abuse, and often resorted
to borrowing money from friends or
taking from their family, especially their
parents. However, a large number (98,
83%) were now concerned for their

health and were motivated to find a

cure.

We conducted in-depth interviews
to establish the reasons for relapse into
drug abuse. Relapse was commonly
reported among all 119 respondents.
The following themes were identified
based on the participants’ responses.

Sleepy friends, sleepy places

Sixty-five (50%) participants blamed
their friends or social connections for
their relapse into drug abuse. Thirty-
eight (32%) respondents said that
friends were their source of provision
of drugs, and 95 (80%) respondents re-
ported that they obtained information
about drugs from friends. Participants
reported that when they returned to
the same community and encountered
the same people, they slowly began to
indulge in the same harmful activities
as before.

Family grief and sadness

Most of the participants said they ex-
perienced rude behaviour from their
family and wider society, which had
a negative effect. One participant re-
lapsed solely due to taunts he faced after
returning to the rehabilitation centre.
They spoke about many aspects such
as divorce, feeling hated by relatives,
family bereavement, living in poverty,

and being unemployed.

Inability to control craving

Thirty-six (30%) participants reported
that they were devoid of any social sup-
port after returning to familiar locations,
circumstances and people, which meant
that they were not able to control their
craving. Work stress and the same en-
vironment contributed negatively to
relapse. Some were misusing the detoxi-
fication centres to eliminate tolerance
developed by their bodies, to achieve
euphoriaand the same high that they felt
when they used drugs for the first time.
This means that they never intended to
be cured but, in complete knowledge
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of their disease, to use the treatment
centres to their own advantage.

Sick of being sick

Forty-eight (40%) participants re-
ported that they had come willingly to
the rehabilitation centre for treatment;
the others stated that they were being
brought forcefully by family members.
One participant was sick of spending
so much money on drugs. A govern-
ment employee said that alcohol was
readily available in their circumstances;
that they normally drank to relax and
smoked cigarettes with heroin and
other drugs to raise their energy levels
and performance. The respondent now
had tremors and hallucinations and
decided to seck treatment. One young
participant stated that he was undergo-
ing treatment because he did not want
to die, although he also stated his belief
that there was no cure for addiction.
Becoming a parent was a wake-up call
for one participant.

Dissatisfaction with doctors

One participant complained that he
was not educated sufhciently about his
disease and was not counselled properly
by his doctors, which resulted in relapse
into drug abuse.

Work and social stressors

The participants included healthcare
professionals, for example, a dentist and
a paramedic serving at the emergency
department of a government hospital.
Facing the same stressors that made
them initiate drug use was also a cause
of relapse, for example, work stress and
relationship breakdown. The mass me-
dia was considered to play a negative
role in their promotion of unrealistic
images of relationships, which acted as
a social stressor.

Discussion

In Pakistan, 4.25 million drug users re-

quired interventional treatment in 2011
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(1S). This signifies the burden of disease
due to addiction. There is a strong taboo
associated with addiction in Pakistan,
particularly among the younger age
group (<18 years) (16). Women
are particularly socially stigmatized if
they report drug use and seek treat-
ment (17), and there are no separate
rehabilitation centres for female drug
users. Our study targeted 3 different
rehabilitation centres in Lahore. The
various methods of addiction com-
monly practiced include sniffing, oral
ingestion, inhalation and intravenous
injection. Our study highlighted that
~50% of the participants were either
sniffing or inhaling the drugs. On the
contrary, the National Institute on Drug
Abuse states that injection and smoking
are the most common methods of drug
administration (18).

We found that the majority of par-
ticipants started abusing drugs before
18 or between 18 and 25 years of age.
Similar findings were reported in a study
in which 92.9% of the participants re-
ported substance use before the age of
2Syears (19). Drugabuse atan early age
can have detrimental effects on the psy-
chological, physical and social develop-
ment of the individuals concerned (20),
leading to troubled teenage years, poor
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academic performance and conflicts
with family and friends.

Another important indicator associ-
ated with drug abuse is the duration
of use. Approximately half of the par-
ticipants in our study reported using
drugs for > § years. A study conducted
in Rawalpindi, Pakistan (21,22) had
similar findings substantiating the fact
that mostly chronic drug abusers seek
rehabilitation services. Strategies should
be devised to trace drug abusers in the
early stage of their addiction to encour-
age them to seek help for cessation and
counselling,

The main reasons for initiation of
drug abuse highlighted by the partici-
pants in our study were recreation and
curiosity. A study conducted in Malay-
sia in 2013 highlighted similar reasons,
confirming the findings of our study
(23). Lack of recreational activities can
be one of the factors that trigger sub-
stance abuse. More emphasis should be
placed by provincial and national gov-
ernment on the provision of recreation-
al activities and places of entertainment.
Such initiatives will provide alternative
means to dissipate energy and become
involved in healthy leisure activities. The
issue of curiosity can be addressed by

health education campaigns targeted at
individual, group and mass levels.

The main limitation of our study
was the lack of female participants. Their
inclusion would have provided an op-
portunity to explore further the factors
associated with initiation of drug abuse
and associated factors of low compli-
ance to treatment and sociocultural
aspects of drug abuse. However, lack
of availability of female participants and
the strong social and cultural stigma and
sensitivity associated with female addic-
tion made it difhicult to recruit female
participants.

In conclusion, drug addiction
is a problem that is escalating glob-
ally among younger age groups (< 18
years). This can have negative implica-
tions on their physical, psychological
and social development. Policies and
health awareness campaigns should be
scaled up to address the prevalence of
drug abuse among young people and
highlight the factors associated with
initiation of substance abuse. A multi-
sectoral approach should be adopted
and addiction cessation services should
be prioritized at the primary healthcare
level.
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ABSTRACT The aim of this study was to assess drop-out rates and associated reasons among patients at the Iranian
National Center for Addiction Studies (INCAS) clinic. In a one-year period (April 2014 to March 2015), all patients
with drug dependence who had been referred for treatment and attended for a first assessment were included in
this study (N=242). Those who received treatment were followed until March 2016. Survival analysis showed that
70.2% had dropped out from treatment. Log rank test showed that treatment drop-out rates differed between
the different approaches used (P < 0.001), with the lowest slope inbuprenorphine maintenance treatment and
the highest in the detoxification programme. Drop-out rates within the first three months was 62% (SE= 0.05)
and 82.4% (SE=0.03) for opioids and stimulants dependence, respectively. Analyses were performed using SPSS
(Version 21.0) and STATA software, (version 13.0). From the patients' perspective, motivational inconsistencies
were considered as the main reason for not starting or leaving treatment. The findings of this study could give
service providers a better grasp of drop-out rates and the associated reasons.

Taux d’abandon dans un centre de traitement de la dépendance aux drogues et raisons associées

RESUME La présente étude avait pour objectif d’évaluer les taux d’abandon et les raisons associées parmi les
patients de la clinique du Centre national iranien d'études sur les addictions (INCAS). Sur une période d'un
an (avril 2014 a mars 2015), tous les patients souffrant de dépendance aux drogues ayant été transférés en vue
d’un traitement et consultant pour la premiere fois dans cette structure ont été inclus dans I'étude (n=242). Les
patients sous traitement ont été suivis jusqu’en mars 2016. L'analyse de survie a montré que 70,2 % des patients
avaient abandonné le traitement. Le test du log-rank a révélé que les taux d’abandon de traitement différaient
selon les approches utilisées (p < 0,001), la baisse la moins importante concernant le traitement d’entretien a la
buprénorphine et la baisse la plus forte les programmes de désintoxication. Les taux d’abandon durant les trois
premiers mois étaient de 62 % (erreur-type = 0,05) et de 82,4 % (erreur-type = 0,03) pour la dépendance aux
opioides et aux stimulants respectivement. Les analyses ont été réalisées a I'aide des logiciels SPSS (version 21.0)
et STATA (version 13.0). Selon les patients, le manque de motivation constituait I'une des raisons principales pour
ne pas commencer ou abandonner un traitement. Les résultats de cette étude pourraient offrir aux prestataires
de service une meilleure compréhension des taux d’abandon et des raisons associées.
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Introduction

Substance use disorder is a chronic re-
lapsing condition which requires long-
term treatment. In the Islamic Republic
of Iran, it is estimated that > 1 million
people are suffering from addiction to
an illicit drug (1). During the past 2
decades, drug treatment services have
expanded dramatically, both in service
coverage and diversity of services. There
are now > 5000 outpatient drug treat-
ment clinics in the country. However,
only 21% of people with drug use dis-
order have received services from these
clinics in the past 12 months (1).

Addiction treatment is a complex
process and achieving desirable out-
comes relies on several factors. Reten-
tion in the treatment and completion of
its course are some of the most promi—
nent factors. Completing the course
of treatment is associated with higher
abstinence, lower crime rate, lower
relapse and higher employment com-
pared to those who have dropped out
(2). At the same time, there are studies
indicating that drop-out might result in
wasting resources of the individual, the
healthcare system and society. There
have been several studies on treatment
retention, drop-out and associated fac-
tors; however, due to differences in the
types of treatment, treatment setting
and patients’ characteristics, different
rates of drop-out, from 0.4% to 90%,
have been reported (3).

Different reasons have been given
for drop-out. Lack of motivation, fear of
treatment failure and interpersonal con-
flicts have been reported as the reasons
for treatment drop-out (4-6). There-
fore, with proper detection and removal
of such obstacles, one may be able better
to provide the required services and
fulfil treatment protocols and decrease
the cost to the healthcare system.

Our knowledge regarding drop-
out usually comes from the results of
controlled trials in experimental set-
tings; however, the results might not

be applicable to the real world. The
clinic of the Iranian National Center for
Addiction Studies (INCAS) could be
considered as a prototype of a special-
ized drug treatment clinic and observa-
tions of treatment course and outcomes
from this centre can be applied to other
similar facilities. The INCAS clinic, with
more than a decade of experience in
the field of delivering drug treatment
services, is an academic centre affiliated
to the Tehran University of Medical
Sciences. The clinic is located at the
heart of the city of Tehran and receives
avariety of clients from all over Tehran.

For opioid dependence, the INCAS
clinic offers an assortment of services in-
cluding methadone and buprenorphine
maintenance treatment, short-term
detox programmes with counselling,
and other psychosocial rehabilitation
approaches. The provided treatment
modality for each patient is based on
patient characteristics, severity of de-
pendence, previous treatment attempts
and patient preference. Maintenance
treatments could continue for several
years but usually buprenorphine main-
tenance treatment (BMT) is provided
for 1 year and detox programmes are
followed by 6-months relapse-preven-
tion counselling. For amphetamine-
type stimulants dependence, the centre
offers a treatment package, called the
Matrix model, which is a structured
24-session individual psychotherapy
with a cognitive—behavioural approach
along with family education. The
therapy sessions are provided 2 or 3
times a week. These sessions cover areas
such as: trigger and craving manage-
ment techniques; basic required skills
for remission (e.g, managing boredom
and other negative emotions, building
trust, stress and anger management) ;
and relapse-prevention counselling.
For cannabis dependence, similar core
cognitive—behavioural techniques, as
in the Matrix model, are provided for
the patients. Group family education
sessions are also provided. Patients are
encouraged to attend group therapy,
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focusing on relapse prevention, after the
completion of the structured therapy
sessions. After 1 session of initial assess-
ment and development of a treatment
plan, the second appointment for all
modalities is made within the next 7
days.

This study was carried outin a group
of treatment-seeking clients of the IN-
CAS clinic. The aims of this study were:
(1) to assess the rates of drop-out in the
total sample and in different treatment
categories; and (2) to assess the rea-
sons for drop-out in those who had left
the treatment and provide pragmatic
recommendations in order to achieve
higher treatment retention rates.

We included 242 clients from April
2014 to end of March 2015 who had
been referred to the INCAS clinic for
treatment of opioids, amphetamine-

type stimulants, prescription drugs and
cannabis dependence. The INCAS
clinic benefits from an electronic reg-
istry system, called Addiction Treat-
ment Centers Automation Software
(ATCAS). ATCAS was used to obtain
the clients’ sociodemographics, con-
tact information, and data regarding
the pattern of substance abuse and the
treatment approach at each entry point.
The study was conducted in 2 phases.
First, drop-out was assessed using the
ATCAS registry up to the end of March
2016 and survival analysis was carried
out. Second, the reasons for drop-out
were gathered via telephone interviews
using a questionnaire.

Drop-out was defined either as not
attending at all after the first assessment
or otherwise according to the specific
treatment modality started. For opioid
substitution treatment, a > 7-day leave
of treatment, and for psychotherapy
and detox and relapse-prevention pro-
grammes, failure to show up for the
next therapy session, even after setting
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another appointment were considered
as drop-out.

The interviewer contacted all indi-
viduals who dropped out (either those
who did not start treatment or those
who had left after treatment initiation )
from April to September 20185. The in-
terviewer was a trained nurse making
telephone calls with the use of ATCAS
registry. For ethical and professional
considerations, interviews were con-
ducted after confirmation of the identity
of the respondent. This was achieved by
asking for national identity and birth
certificate numbers and other identify-
ing data. After confirming the identity of
the client, the interviewers introduced
themselves and gave the reasons for
calling. After obtaining oral consent and
stating the participant’s right of refusal,
the interview began. First, an open-end-
ed question regarding the client’s overall
opinion toward treatment obstacles was
asked. Then the interview continued by
using a structured questionnaire.

Instruments

A modified version of Reason for Leav-
ing Treatment Questionnaire (RLTQ)
was implemented (6). RLTQ_consists
of 28 true/false questions and covers 7
domains: motivational inconsistencies
(4 questions), staff conflicts (3 ques-
tions), boundary concerns (S ques-
tions), outside influences (4 questions),
programme expectations (4 questions),
problem severity (4 questions) and
logistic problems (4 questions). Re-
spondents were asked to determine if
the statement related to their decision
not to start or to leave the treatment. A
domain was considered positive if one
of its related questions was true. In order
to implement RLTQ, the questionnaire
was translated and modified according
to the cultural context of the addiction
treatment services in the country. Two
other questions for boundary concerns
and 2 questions to assess pharmacologi-
cal adverse effects for those receiving
maintenance treatments were added to
the questionnaire. Therefore, the total

number of questions for those on main-
tenance programmes and nonpharma-
cological approaches were 32 and 30,
respectively. Content validity of the
questionnaire was assessed by an expert
panel of drug treatment specialists.

Ethical considerations

The research protocol was approved
by the Ethics Committee of Tehran
University of Medical Sciences in Iran
(No. IRTUMSREC.1394.2136). Par-
ticipationin the study was onavoluntary
basis, and oral consent was obtained
before all interviews. All questionnaires
and the database of the study were kept
confidential by the research team.

Data analysis

SPSS Statistics for Windows version
21.0 (IBM Corp,, Armonk, NY, USA)
and Stata Statistical Software version
13 (Stata Corp, College Station, TX,
USA) were used for data analysis. For
quantitative variables (such as age), t
test and analysis of variance were used.
For qualitative variables (such as gen-
der, marital status, type of treatment and
substance of abuse) y* test was applied.
Survival analysis (Kaplan-Meier: log
rank test and Cox regression) was used
to assess days staying in treatment. For
those who started treatment, the period
of survival of each case was calculated
between the date of admission to the
clinic and the date of leaving treatment
or completion of treatment. For the case
of methadone maintenance treatment
(MMT), survival was calculated until
the end of the study period in March
2016. The survival data were considered
to be subject to right censoring, Pvalues
< 0.05 were considered statistically sig-
nificant in all tests.

Between April 1, 2014 and March 31,
2015, 242 individuals with substance
use disorders (226 men and 16 wom-
en) were referred to the INCAS clinic

for treatment and attended for initial
assessment. A total 16 689 person—days
of services were delivered. Following
the initial assessment, treatment need
was identified as solely for stimulants
(56.2%), solely for opioids (32.6%),
both for stimulants and opioids (7.4%)
or solely for cannabis or prescription
drugs (3.8%). Among the clients, 61
(252%) visited only once and did not
return again, although the initial as-
sessment was done and the treatment
approach was determined and recom-
mended. Treatment initiation failure
was 26.4%, 26.9%, 21.0% and 8.3% for
psychotherapy, MMT, BMT and detox
programme, respectively. Moreover,
treatment initiation failure was 28.7%,
25.3% and 11.1% for stimulant, opioid
and combination of opioid and stimu-
lant dependence, respectively and zero
for cannabis and prescription drugs.

In addition to the 61 clients who,
following the first assessment, did not
take up further treatment offered at the
centre, from the remaining 181 clients
who did engage further, 127 (70.2%)
subsequently dropped out. Drop-out
rate after treatment initiation was 74.3%
for psychotherapy and 63.0-66.7% for
the other 3 medically assisted treatment
modalities. The overall incidence rate of
drop-out from the treatment was 7.6 per
1000 person—days of service [95% con-
fidenceinterval (CI): 6.4-9.1]. Twenty-
five percent had left the treatment in the
first 12 days and 50% in the first 42 days.
Drop-out during the first 3 months
was seen in 62.0% [standard error
(SE) 0.05] of opioid-dependents and
82.4% (0.03) of stimulant-dependents
(P<0.001).

Comparison of those who had
dropped out with those remaining on
treatment revealed that age, gender,
marital status, employment, substance
of abuse and treatment modality were
not significantly correlated with drop-
out (Table 1).

Rates of drop-out from different
treatment approaches (detox pro-
grammes, psychotherapy, BMT and

T g1 G2 L)l Al

175



EMHJ -

Vol.23 No.3 . 2017

Eastern Mediterranean Health Journal
La Revue de Santé de la Méditerranée orientale

Table 1 Characteristics of participants who either remained in treatment or left/not started treatment

Patient characteristics

Patients who did not
start or left treatment

176

Age, yr, mean (SD)
Min-Max
Sex, male (%)
Marital status (%)
Married
Never married
Previously married
Educational status (%)
Illiterate or elementary school
Middle school
High school
Higher education
Occupation (%)
Employed
Unemployed or not in labour force
Reason for referral (%)
Stimulants
Opioids
Opioids+ stimulants
Prescription drugs
Cannabis
Treatment (%)
Methadone maintenance treatment

Buprenorphine maintenance
treatment

Detoxification + relapse prevention
program

Psychotherapy

All patients Patients who stayed in
(n=242) treatment
(n=54)
36.1(9.4) 36.9 (10.6)
15-74 18-63
226 (93.4) 49 (90.7)
137 (57.3) 29 (54.7)
79 (33.1) 18 (34.0)
23(9.6) 6 (11.3)
21(9.2) 6 (11.3)
47 (20.6) 6 (11.3)
104 (45.6) 33(62.3)
6 (24.6) 8 (15.1)
147 (61.5) 34 (64.2)
92 (38.5) 19 (35.8)
136 (56.2) 24 (44.4)
79 (32.6) 23 (42.6)
8 (74) 5(9.2)
5(2.0) 1(1.9)
4(1.7) 1(1.9)
63 (26.0) (31.5)
19 (7.8) (9.3)
12 (5.1) 4(74)
148 (61.2) 28 (51.8)

(n=188)
35.9 (9.1)
15-74
177 (94.2)

0.49

0.37
0.86
108 (58.1)

61(32.8)

17(9.1)
0.02*

0.65
113 (60.8)
73(39.2)
0.39
112 (59.6)
56 (29.8)
13 (6.9)
4(2.1)
3(1.6)
0.43
46 (24.5)

14 (74)

8(4.3)
120 (63.8)

*Level of significance < 0.05.

MMT) are demonstrated in a Ka-
plan—Meier curve (Figure 1). Log rank
test showed that treatment drop-out
differed significantly for different ap-
proaches (P < 0.001), with the lowest
slope for BMT and highest for detox.
Cox regression analysis showed that
detoxification resulted in a significant
decrease (hazard ratio: 327, 95% CI:
1.10-9.78) in remaining on treatment,
after adjustment for education and type
of substance.

To assess the reasons for not start-

ing or leaving treatment, a minimum

of 3 and a maximum of 7 telephone
calls were made to the 188 individu-
als who either did not start treatment
or had dropped out after initiation.
Seventy people (37.2%) could not be
reached due to several possible reasons:
wrong number in the registry, change
of phone number, disconnected line or
non-response to the call. Contact was
made with 118 individuals, from which
40 (33.9%) refused to participate in
the study. In addition, 2 were incarcer-
ated and 2 were in a residential drug
treatment facility. Another 2 had passed
away, both opioid dependent, 1 due

to accidental electrocution and 1 had
committed suicide. The questionnaire
was filled out for 76 individuals (Figure
2). Those who could not be reached or
refused to participate did not signifi-
cantly differ in age (P = 0.66), gender (P
=0.29), type of substance (P = 0.29)
and treatment modality (P=0.42) from
those who completed the telephone
interview.

While answering the initial open-
ended question regarding the reason
of not stating or leaving treatment, the

following answers were found to be




O3 il 5 I Al

I sadl

1.00

0.75-

— BMT
MMT

Detoxification

R
c
g ................... Psychotherapy
[+
¢ [
1
£ 050~ L.
o0 1
; [
o] H
2 L e e e e e e e — -
£ 025
0.00
T T T T T T T
0 100 200 300 400 500 600 700 800
Time (days)

Figure 1 Rates of drop-out demonstrated in a Kaplan-Meier curve for staying in treatment (n = 181). BMT = buprenorphine
maintenance treatment; MMT = methadone maintenance treatment

more common: commuting difficulties,
dissatisfaction with the services, cost
of treatment and finally lack of motiva-
tion. Some indicated adverse effects
of methadone; another group had dif-
ficulties matching themselves with the
working hours of the centre, had con-
flicts in the family or were concerned
about treatment failure. Few indicated

medical conditions or stigma regarding

Results of the interview with RLTQ
(Table 2) showed that outside influ-
ences (86.3%) followed by motivational
inconsistencies (65.8%) were the most
common reasons for not starting or
leaving treatment. Staff conflicts were
reported by 27.6% of respondents. In
the outside influences domain, 61.6%
believed that they could get better on
their own or through self-help groups.

In the motivational inconsistencies do-

changed their minds about being in
treatment at that moment.

Apart from the outside influences
domain (P = 0.01), others were not
significantly correlated with treatment
modality. Three clients from detox
programmes, 43 from psychotherapy
services, 13 in MMT and 4 in BMT
indicated outside influences for not
starting or leaving treatment. Moti-
vational inconsistency did not have a

attending a drug clinic. main, 50.0% mentioned that they had  significant association with gender (P
Admission at INCAS
and treatment plan
determination
N=242
I
Y Y Y Y
BMT MMT Detoxification Psychotherapy

Assigned for treatment =19

Did not start treatment offered = 4
Started the treatment plan =15
Left treatment =10

Completed RLT questionnaire = 8

Assigned for treatment = 63

Did not start treatment offered =17
Started the treatment plan = 46
Left treatment = 29

Completed RLT questionnaire =15

Left treatment =7

Assigned for treatment =12
Did not start treatment offered =1
Started the treatment plan =11

Completed RLT questionnaire = 4

Assigned for treatment = 148

Did not start treatment offered =39
Started the treatment plan =109
Left treatment = 81

Completed RLT questionnaire= 49

Figure 2 Flow diagram indicating participants' responses.
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Table 2 Participants' reasons for not starting or leaving treatment

Item

Motivational inconsistencies (n = 76)

I changed my mind about being in the treatment at this point

I had no good reason to stop using drugs

I did not feel motivated enough to keep coming

I lost hope in my ability to change right now

Staff conflicts (n = 76)

I had a negative interaction with another staff member

| did not like or trust some of the staff

| felt that staff did not like, respect or want to help me

Boundary concerns (n =75)

I had a personality conflict with people at the programme

I was worried that the therapist would talk about my situation to my family

I was worried that the therapist would give my personal information to the police

| felt my privacy or confidentiality might not be respected

Somebody I know is a client or staff member in the programme

I said or did some things that would make it hard for me to go back
I was worried | would get involved in the wrong things like drugs, sex or crime

because of people around the programme

Outside influences (n=73)

Problems with family or acquaintances kept me from coming in

I felt that | could get better on my own or with self-help meetings

I did not have enough support from people in my life to stay in the programme

I decided to go to another programme for help

Program expectations (n = 73)

I did not like the rules the programme had

I was confused about what the programme wanted me to do

I did not like the kind of services offered at the programme

The wait to start the programme was too long

Problem severity (n =73)

My medical problems kept me from coming

My drug use was so heavy | could not come in

My alcohol use was so heavy | could not come in

My mental health or psychological problems kept me from coming

Logistical problems (n =73)

I had transportation problems that kept me from coming

I had childcare problems that kept me from coming in

The hours of the programme were not good for me

I did not have money or insurance to pay for the programme

Drug treatment problem (n =12)

I thought that | would become dependent to methadone or buprenorphine

I thought that | would experience side effects of methadone or buprenorphine

n %
50* 65.8*
38 50.0
21 27.6
25 32.9
27 35.5
21* 27.6*
11 14.5
15 19.7
15 20.0
34* 45.3*
19 25.3
11 14.7

6 8.0
12 16.0
9.3
9 12.0
8 10.7
63* 86.3*
16 21.9
45 61.6
21 28.8
32 43.8
42* 57.5*
24 32.9
13 17.8
20 274
25 343
34* 46.6*
7 9.6
17 23.3
2 2.7
27 37.0
42* 575*
26 35.6
1 14
24 32.9
22 30.1
7* 58.3*
50.0
25.0

“Any item endorsed.

=0.20), marital status (P = 0.29), level
of education (P = 0.56), employment
(P=0.83) and the type of substance (P
= 0.28). Clients aged < 30 years men-

tioned motivational inconsistencies

significantly more that those aged > 30
years (P = 0.03). Among those who
completed the questionnaire, 3 were
women. All 3 mentioned motivational

inconsistency as the main reason and

none reported conflicts with staff or
severity of the problem.

Service-related factors constituted
a lower, but still considerable propor-

tion of the reasons given for not starting
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or leaving treatment. Long waiting list
before the initiation of the treatment
package (34.3%), service delivery hours
(32.9%), having difficulties with fol-
lowing the regulations of the centre
(32.9%), cost of services and lack of
insurance coverage (30.1%), disinterest
in the proposed treatment modality
(27.4%) and ambiguities regarding ex-
pectations from treatment outcomes
(17.8%) were the mentioned reasons in

this regard.

A higher number of those who had
not started treatment following their
initial assessment reported motivational
factors, staff conflicts and logistic prob-
lems as their main reasons for drop-out.
A significant number of these clients
mentioned that they decided to go to
another programme after their first visit
to this centre.

Discussion

This study showed that more than two
thirds of the clients had dropped out of
treatment, even after excluding those for
whom the treatment had not been initi-
ated. Other studies have also indicated
high drop-out rates. In a systematic
review, Brorson et al. indicated that in
more than one-third ofthe 122 included
studies, attrition rates of 50-90% were
reported (3). Drop-out differed accord-

ing to the definition and the treatment

setting and the time span of evaluation.
A systematic review of randomized clin-
ical trials showed that 47.9% on BMT
and 37.7% on MMT had dropped out
within 2—-52 weeks (7). The studies
included in the mentioned systematic
review benefitted from a structured and
highly supervised treatment plan. How-
ever, the effectiveness is not usually the
same in the real world. For instance, a
study reported 67.6% drop-out within
18 months in MMT clinics (8). In an-
other study half of the patients dropped
out within 12 months (9). Another
study showed that the rate of 12-week
opioid abstinence was 16% in BMT

and 8% in those on oral naltrexone (10).
The result of a national household study
in the Islamic Republic of Iran indicated
that nearly 40% of those receiving an
outpatient health service for addiction
have dropped out of treatment (1).

Several factors influence treatment
retention. Treatment modality has been
proposed as one of the most important
factors. In the current study, treatment
drop-out happened earlier in the detox
programme and later in BMT. Opioid
substitution treatment programmes are
associated with lower mortality, crime,
injecting drug use, HIV acquisition, and
also benefit from higher retention rates
(11). Although, maintenance treat-
ments are associated with more desir-
able outcomes, the cost of the treatment
and the associated financial burden
could influence the individual's choice
(12,13). When comparing MMT
with BMT, MMT was associated with
lower cost and higher effectiveness and
higher retention rates in randomized
trials (7,14). Better retention rates of
BMT in our study might have been
due to the selection of patients. Those
with less severe opioid dependence are
preferably offered BMT. Although all 3
approaches of detox, MMT and BMT
are provided in this centre and most of
the clients were married, literate and
employed, MMT was preferred. Cli-
ent preference has an important role
in treatment choice and could be the
reason for higher rates of methadone
implementation at the centre.

The type of substance can also influ-
ence treatment retention. In the current
study, drop-out in the first 3 months
was significantly higher in those with
stimulant compared to opioid depend-
ence. The review by Brorson et al. indi-
cated that in most of the studies, type
of substance was not correlated with
treatment retention (3). There have
been a few studies on retention rates
for stimulant dependence (15-17). A
study on the trend of drop-out in this
group indicated 53-64% rates of drop-
out (15). Another study indicated that

treatment attrition was not significantly
different in heroin versus amphetamine
users. For decades, opium has been the
main substance of abuse in the Islamic
Republic of Iran, while methampheta-
mine is a new phenomenon. The results
from 3 repeated national studies on
drug use show that methamphetamine
appeared in the mid-2000s (18-20).
Since amphetamine-type stimulant
treatment has just recently started in the
country, it is necessary to enhance staff
training and supervision to improve
the quality of such services and to try to
optimize retention rates.

In the current study, 25.2% of the
clients attended only a single visit at the
clinic, and although a thorough assess-
ment was done and the treatment plan
was agreed, the client did not return
for initiation of the programme. Other
studies have also reported significant
attrition after the first visit. For example,
drop-out rates of 15% (21),27% (22)
and 25.9-41% (23) have also been
reported after the initial assessment.
Therefore, the first contact is crucial.
Building a proper rapport, providing
useful information and raising aware-
ness regarding treatment outcomes
could help in retaining the individual
in the treatment process. Itis necessary
to assess the motivational aspects of the
client and utilize proper techniques to
enhance them during the first contact.

Regarding the reasons for drop-out,
factors associated with service deliv-
ery although reported by a minority of
respondents, are also of importance.
Other studies have indicated that these
factors constitute a minority of the rea-
sons for leaving treatment (6,24,25).
However, adding reasons related to
boundary concerns, programme ex-
pectations and logistical problems
results in a significant contribution of
clinic-related factors. Removing such
obstacles could promote the quality of
the provided services. The clinics should
closely monitor organizational factors
that might negatively affect patient ad-
herence. Developing quality assurance
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and improvement measures, providing
social support packages, flexible timing,
insurance and commuting facilitation
could have desirable effects on the treat-
ment process and thus lower drop-out.

Another finding of this study was
that motivational inconsistencies were
one of the main reasons for not starting
or leaving treatment. Most of the re-
spondents stated that they had changed
their mind about being on treatment
and some felt they were not ready for
a change at the moment. Lack of mo-
tivation has been reported as a reason
for drop-out in several different studies
(3,4,6,25,26). Addiction treatment is a
long-lasting process and requires sev-
eral changes in the individual's lifestyle
and abstaining from pleasure-seeking
behaviour. It is obvious that the indi-
vidual’'s motivation will change during
this process. Therefore, regular monitor-
ing and use of motivational enhance-
ment techniques and teaching adaptive
coping skills could increase treatment
retention.

Outside influences were also fre-
quently mentioned as reasons for not
starting or leaving treatment. Most
of the respondents believed that they
could use other methods for recovery,
either on their own or through self-help
groups. It is possible that particularly for
some of those initially engaging with
and requiring psychotherapy, alterna-
tive available supports may be associ-
ated with a capacity for self-recovery
outside of treatment and so a person
may reasonably feel that he or she does
not need to attend specific treatment
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services. This points to a potential posi-
tive reflection on the possible value of
practitioners and services providing
good information and visibility of the
additional or alternative external sup-
ports available, including from the initial
assessment onwards.

Another group mentioned conflicts
with the family members as an obstacle
for treatment. External factors are a part
of the patient’s real world, but could
serve for denial or as an excuse to pro-
crastinate the treatment process.Assess—
ing the clients’ beliefs in this regard and
their support from significant others
could be used to tackle this obstacle.

Demographics did not correlate
with drop-out in our study. The only
exception was that younger individu-
als had lower levels of motivation than
older ones. In other studies, low motiva-
tion has been found to be more preva-
lent in clients who are single than those
who are married (6). Considering the
findings of the current study, it seems
that use of motivational techniques
and obtaining the support of the family,
especially for those who are younger,
could help in achieving better results.

The study had some limitations.
The sample size was small in some sub-
groups: detoxification as a treatment
modality, young age group and female
gender. Moreover, building the trust
of the interviewees through telephone
calls was challenging. Although several
measures were adopted to facilitate en-
gagement in the process and to obtain
consent, a significant number did not
either answer or refused to participate in
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the study. Recall bias was another limi-
tation of the study, and in some cases it
had been a while since the patients had
dropped out of treatment and had dif-
ficulty to recall the reason why they left.

| Conclusions IS

The results of the current study indicat-
ed that the motivational inconsistencies
had the highest impact on not starting
or leaving treatment, while several other
influential, and potentially remediable,
service-related factors were also identi-
fied. The findings of this study could be
of use for service providers and policy-
makers to adopt proper measures to
increase treatment retention. It is also
recommended that for enhancing the
motivation of the clients, novel and
more client-centred approaches with
proper involvement of family members

be adopted.
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ABSTRACT The aim of this study was to measure the performance of the National Rehabilitation Center (NRC)
programme and the services it provides. A 6-point tool was developed based on international standards with
appropriate performance measures. The elements of the tool were applied to the electronic data files for 2013.
The results showed that there were some operational, quality and data system issues. Some items were easily
accessible, e.g. capacity, waiting time, family involvement. Others were difficult to sort and find and some were
not available in the electronic system and had to be retrieved from other sources, e.g. programme effectiveness.
There was a high no-show rate for appointments (46%) and readmission rate (52%) and most families did not
attend family sessions (72%). This was a valuable exercise which identified gaps in operations and records. The
findings were shared with the different teams to help improve the quality of data and services and the tool will be
used for annual performance evaluations.

Mesure de la performance du programme du Centre national de réadaptation aux Emirats arabes unis, 2013

RESUME : La présente étude avait pour objectif de mesurer la performance du programme du Centre national de
réadaptation et les services qu'il fournit. Un outil en six points comportant des mesures de la performance a été
élaboré surla base des normes internationales. Les éléments de I'outil ont été appliqués aux fichiers de données
électroniques pour lI'année 2013. Les résultats ont montré certains problemes aux niveaux des opérations,
de la qualité et du systeme de données. Certaines informations étaient facilement accessibles (capacité,
temps d’attente, implication familiale), contrairement a d’autres informations difficiles a obtenir (efficacité
du programme) ou qui n’étaient pas disponibles dans le systeme de données électroniques et devaient étre
obtenues via d’autres sources. Il y avait un taux élevé de non-présentation aux rendez-vous (46 %) et de
réadmission (52 %) ; la plupart des familles n'assistaient pas aux séances qui leur étaient dédiées (72 %). L'exercice
s'est révélé tres instructif et a permis d’identifier des lacunes dans les opérations et les dossiers. Les conclusions
ont été portées a la connaissance des différentes équipes de facon a améliorer la qualité des données et des
services et |'outil sera utilisé pour les évaluations annuelles de la performance.

'The National Rehabilitation Center, Abu Dhabi, United Arab Emirates (Correspondence to: Ahmed Elkashef: Ahmed.elkashef@nrc.ae). “Semel
Institute for Neuroscience and Human Behavior and UCLA Integrated Substance Abuse Programs, David Geffen School of Medicine, University of
California at Los Angeles, Los Angeles, United States of America.

Received: 15/06/16; accepted: 01/11/16
182




O3 il 5 I Al

I saad)

Introduction

The National Rehabilitation Center
(NRC) is the main addiction treatment
facility in the United Arab Emirates.
It provides data on the programme
performance on an annual basis to its
monitoring board. In order to reach
consensus on what tools to use for
the evaluation of our programme, we
reviewed the available data from the
Guiding Principles and Elements of
Recovery-oriented Systems of Care (1),
the Treatment Outcomes Profile data
of the National Drug Treatment Moni-
toring System in the United Kingdom
(2), and the Drug Evaluation Network
System (DENS) (3). As highlighted by
Garnik and colleagues, much research
is still needed to develop new perfor-
mance measures that are “important,
scientific and feasible” (4). Our paper
focuses on the development of 3 types
of measures—structural, process and
outcome measures—as well as com-
posite measures that include multiple
domains.

Several meetings were held with the

research team, the clinical team and the
data group at the NRC to discuss and
review the available data and to come
to consensus on items for programme
performance measures that are mean-
ingful, clearly defined and readily acces-
sible in the electronic data system. We
developed a 6-point tool—the NRC
Program Performance Scale—which
incorporated some of the items and
guidelines from the reviewed data in
order to evaluate the treatment services
and to monitor progress and treatment
effectiveness. The tool includes both
structural and process measures, which
are outlined below.

1. Access to treatment: This is a measure of
the capacity and overload of the treat-
ment facility, assessed by:

- Number of contacts made by pa-
tients requesting treatment per
year

~ Number of no-shows (patients
who booked an appointment but
did not show up for it)

- Average waiting time for admit-
ting patients to treatment.

Use of evidence-based practices: This
measures the different types of treat-
ment programme delivered and
attempts to compare their effective-
ness with a focus on:

- Number of patients referred to
each programme and the number
who completed each programme

— Use of addiction medications
when indicated.

Family engagement: A very important
component of a successful outcome
is engaging families in the patient
treatment. Family therapy has been
shown to increase retention in treat-
ment, reduce drug use (§), improve
relationships and reduce domestic
violence (6). Family therapy among
patients released from prison was also
found to reduce parole violations and
relapse (7). This measure includes:

- Number of family sessions rec-
ommended by the treatment
team and the number of sessions
attended

— Relation between the number of
family sessions attended and re-
tention in treatment.

Treatment completion: This measure
includes:

- Number of patients completing
the different phases of treatment

- Number of patients transferred
between different phases of treat-
ment

— Drop-out rates in each phase of
treatment and reasons for drop-
out

— Number of readmissions.

Participation in continuing care: This
measures the connectivity of different
organizations that provide services

to patients for their long-term treat-
ment, e.g. vocational programmes,
social welfare, housing, education and
health. In essence, this a measure of
how the different organizations oper-
ate as a recovery-oriented system of
care. The NRC is primarily a treat-
ment organization, so we tried to de-
termine 2 measures:

- Number of patients referred by
the NRC to different organiza-
tions based on their long-term
treatment needs

- Number of patients receiving
long-term treatment at the NRC,
e.g attending self-help groups and
patients who come for their fol-
low-up medication appointments
at the outpatient clinic.

6. Satisfaction with treatment: This meas-
ure is derived from a survey that was
answered by the patients at the end
of treatment asking for their feedback
on different components of the ser-
vices provided, starting from initiating
the call to discharge from treatment.

Data were collected from the
electronic medical records of all NRC
patients for the year 2013 using a data
collection template created in Excel.
Following the completion of data col-
lection, the data were revised, cleaned
and edited as necessary for statistical
analysis. Descriptive statistics were used
as appropriate.

Patient number and
characteristics

A total of 632 new patients were admit-
ted for treatment at the NRC between
January 2013 and December 2013. Of
these, 460 (73%) were admitted volun-
tarily and 172 (27%) through the legal
system. The age of the patients ranged
from 14 to 67 years, with a mean age of
29 (SD 9.3) years. The majority of the
patients (98%) were males, 56% resided
in Abu Dhabi, 61% were single, 70% had
middle or secondary school education
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and 68% used more than one
substance.

Programme outcomes

Access to treatment

2%
A total of 850 people requested %,
voluntary appointments in 2013 >l o U %,
7)
for either new assessment [559 © (,o(’%%o@?/%‘
2
(66%)] or re-assessment if they = ,f"@:%/"?%
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ment.

Use of evidence-based practices

Some programmes were listed
as such in the electronic system,
e.g matrix programme (a group
therapy programme based on
cognitive behavioural therapy
and relapse prevention), while
others were not, e.g. contingency
management. The data listed in
the system and the number of
sessions attended by patients are
presented in Figure 1. Medita-
tion, reflection, 12-step group,
interpersonal therapy and matrix
were the top S programmes/ac-
tivities attended by the patients.
Data on patient enrolment,
completion and drop-out from
each programme were not avail-

1633

able in the system so we could

. T %
not compare the effectiveness of | I I I I T T T I |, 8
=3 o o o =3 o o o o =) Wy
each as planned. 3 2 2 2 S S 3 S S %,

Figure 1 Patient enrolment numbers in different treatment activities/programmes at the National Rehabilitation Center, 2013

Data on medications pre-
scribed per patient were not
available in the system; however
the number of prescriptions for
each medication for 2013 was
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obtained from the pharmacy (Figure
2). Lofexidine (0.2 mg tablets) was the
most prescribed medication in 2013,
mainly for opiate withdrawal, followed
by bupronorphine (8 mg SL film).
Family involvement

Most of the families of the 632 patients
admitted, 456 (72%), did not attend any
family sessions, 125 (20%) attended 1-3
sessions and 51 families (8%) attended
more than 3 sessions. Family attend-
ance varied somewhat by the patient’s
age. We expected to see more fam-
ily sessions among younger patients,
however more families attended 1-3
sessions in the older patient age group >
S0 years (35%) compared with 16% in
the younger age group < 20 years.

Treatment completion

Most patients were admitted initially
to either the detox unit (30%) or out-
patient services (49%) as shown in

Figure 3.

Lithium carbonate 400 mg tabs
Acamprosate 333 mg tabs
Nalmefene 18 mg tabs
Clozapine 100 mg tabs
Clozapine 25 mg tabs
Trazodone 100 mg tabs
Trazodone 50 mg tabs
Chlorpromazine 50 mg tabs
Buspirone 10 mg tabs
Buspirone 5 mg tabs
Naltrexone 380 mg XR vials
Naltrexone 50 mg tabs
Lofexidine 0.2 mg tabs
Bupronorphine 2 mg S/L film

Bupronorphine 8 mg S/L film

Detox programme: In 2013, 436
patients received detox treatment. Of
these, 58 (13%) completed detox and
were discharged home on their request,
169 (39%) completed detox and were
transferred to inpatient services and
61 (14%) completed detox and were
transferred to the outpatient services.
About a third, 148 (34%), dropped out,
left against medical advice or were dis-
charged for disruptive behaviour.

Outpatient programme: A total of
552 patients received treatment from
the outpatient programme in 2013.
Of these, 194 (35%) dropped out, left
against medical advice or had a discipli-
nary discharge, 162 (30%) transferred
to inpatient services, 13 (2%) complet-
ed treatment and were discharged and
183 (33%) were still continuing in the
programme by the end of the year.

To study the possible reasons for
dropping out of these programmes, we
examined the family visits among those
who dropped out. We also looked at

place of residence as a possible con-
tributing factor because almost half of
the NRC patients lived in other Emir-
ates, not Abu Dhabi, which required
long travelling times. For the detox
programme, families did not attend
any family sessions in 133 (90%) of the
148 patients who dropped out. For the
outpatient programme, families did not
attend any sessions in 177 (91%) of the
194 patients who dropped out and for
11 (6%) patients, their families attended
1 session. There was no association be-
tween living outside of Abu Dhabi city
and drop-out for either programme:
104 (54%) patients who dropped out
of the outpatient programme and 74
(50%) who dropped out of the detox
programme lived in Abu Dhabi.
Readmission rates for 2013: The total
number of admissions for 2013 was
1324. Of these admissions, 692 (52%)
were readmitted one or more times to
different programmes: 247 (36%) were
readmitted to detox and 244 (35%)

20337
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Figure 2 Numbers of medications used by the patients at the National Rehabilitation Center, 2013
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Figure 3 Admissions to different treatment programmes at the National Rehabilitation Center, 2013

to outpatients, and 39 (6%) were re-
admitted involuntarily and 136 (20%)
voluntarily.

Participation in continuing care

Data on the number of patients attend-
ing the continuing care groups or the
medication appointments were not
available in the electronic data system in
2013. Data obtained from the counsel-
lor who runs the groups showed that
4-7 patients on average attended the
evening groups on a weekly basis. Data
from the outpatient clinic showed that
24 patients on average attended their
long-term medication appointments.
At the end of 2013, the NRC signed a
memorandum of understanding with
the department of labour and 3 patients
were referred for employment after they
had completed their treatment. There
were also 66 patients who received fi-
nancial assistance to pay loans and other
bills while in treatment in 2013.

Patient satisfaction

At the end of treatment and prior to
discharge, patients were asked to answer
a survey regarding their experience at
the NRC (Figure 4). The survey cov-
ered satisfaction with the many service
components, including accessibility,
admission process, facilities, treatment
team. They were asked to rate each item
on a scale of 0—100%. The results were

very favourable and averaged over 75%
satisfaction.

Discussion

This exercise was valuable as the first

step to establishing clear criteria to
measure the NRC programme perfor-
mance. The findings were useful for pro-
gramme performance and also served
to highlight gaps for the organization.
The team has come up with specific
recommendations that can be grouped
in three areas: operational issues, quality
issues and electronic data system issues.

Operational issues

1. The number of no-shows was high. If
all patients showed up for their sched-
uled appointments, it is not clear if
the staff would be able to handle the
work load. A clear policy on how to
deal with no-shows is advised, e.g.
overbooking, or not offering new ap-
pointments for repeated no-shows >
3 times.

2. Alarge number of families did not at-
tend the recommended family visits.
A clear directive is needed for the
treatment team to invest in motivat-
ing families to attend these sessions.
Offering family groups and home vis-

its by the social workers for special
cases may help.

The reasons why patients drop out
need to be examined. For example,
patients who travel long distances
and others who have to return to
their work sooner could benefit from
a shorter course of intensive treat-
ment or from linking them with a
primary care doctor near their place
of residence with consultation from
an NRC professional. New and prac-
tical treatment interventions that take
advantage of technology are highly
recommended for the NRC to start
as pilot programmes, such as tele-psy-
chiatry (8), Internet-based therapy
(9,10) and e-health.

Quality issues

1.

Treatments programmes need to be
documented as such with enrolment,
retention and drop-out data recorded
for each.

Medications need to be listed per
patient.

The readmission rate in 2013 was
52%. Readmission rates to the detox
and outpatient programmes were al-
most identical to the drop-out rates.
The programme needs to invest in
these areas to remedy the underlying
reasons for drop-out and readmis-
sion.




05 paall 5 I Al
I saal

Lo ) 320 Al Al

Accessibility 78%

Communication with the centre 78%
Satisfaction in general with the centre
(safety and security, confidentiality of information,
attention to proposals and initiatives)

86%

Satisfaction with the entertainment programmes

. . : 83%
(drawing, computer, library, sports' room)

Satisfaction with the times and places for family visits 86%

Satisfaction with the rooms and treatment facilities 88% 88%

Satisfaction with the food 79% 80%

Satisfaction with the health care team 92% 90%

Satisfaction with the treatment 82% 85%

Welcome and reception 84% 92%

Awareness on their rights and responsibilities 87% 79%
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Figure 4 Patient (voluntary inpatient and outpatient) satisfaction with the services at the National Rehabilitation Center, 2013

4. More coordination is needed be-
tween services within the NRC as
well as between other organizations
for patient referral.

Electronic data system issues

1. Data categorization: multiple subcat-
egories that overlap and not clearly
defined, should be streamlined and
better defined.

2. Data entry: grouping and better clari-
fication of the different behavioural
programmes is needed (e.g. contin-
gency management, motivational
interviewing, cognitive behavioural

therapy), and the medications pre-
scribed for treatment per patient need
to be better recorded.

3. Operational issues: standard operat-
ing procedures are needed for data
extraction where staff roles and re-
sponsibilities are well defined.

Our objectives and the amount and
type of data we wanted to capture may
have been too ambitious for the newly
operational electronic data system.
There were more missing data than we
anticipated. Further programme evalu-
ations are expected to be smoother and
shorter.

| Conclusions IS

Evaluating the performance of addic-
tion treatment programmes is crucial in
this age of performance-based budget
allocation and competing service or-
ganizations. We believe this exercise will
improve the quality of services in our
facility for the coming years. We hope
that by sharing our experience other
countries in the Middle East and North
Africa region can benefit from it. As far
as we know, there are no published data
fromany countryin the Middle Eastand
North Africa using similar programme
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performance methods. This will make
it hard to compare our scale with oth-
ers in the region. However, the items
examined are straightforward and in
line with international standards, and
other countries in the region should find
them easy to adopt, e.g. capacity and
waiting time, drop-out rates and relapse.

Furthermore, identifying the reasons for
relapse and finding solutions for them
will help improve treatment outcomes.
Dealing with the stigma attached to
drug addiction and mental illness and
getting families involved (11,12) are
common problems in the region. Al-

most three-quarters of the families of

La Revue de Santé de la Méditerranée orientale

patients at our centre did not attend any
family sessions. Family education and
public awareness are crucial areas to
focus on in order to improve addiction
services in the Middle East and North
Africa region.
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Prevalence, determinants and impacts of khat chewing

among professional drivers in Southwestern Saudi Arabia
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ABSTRACT The objective of this study was to assess the prevalence and determinants of khat chewing, and
explore its social, economic and work impacts and examine its relation with road traffic accidents (RTA) among
professional drivers in Jazan region, Saudi Arabia. A cross-sectional study was conducted on 215 drivers recruited
from transport stations in Jazan region by random cluster sampling. An interview questionnaire was utilized for
data collection, and 47.4% of drivers were currently khat chewers. Using a logistic regression, the independent
predictors of khat chewing were being a citizen of Saudi Arabia, divorced or widowed, working for less than
4 hours/day, and a non-seatbelt user. Khat chewing was significantly associated with shorter working hours;
higher average number of significant RTA, and higher frequency of traffic violation. In conclusion, khat chewing
habit affected almost half of the professional drivers in Jazan area. Moreover, khat chewing was associated with
impaired working ability and productivity, family conflicts, and violation of traffic rules.

Prévalence, déterminants et conséquences de la consommation de khat chez les chauffeurs professionnels
dans le sud-ouest de I’Arabie saoudite

RESUME La présente étude avait pour objectif d’évaluer la prévalence et les déterminants de la consommation
de khat, d’étudier ses conséquences sociales, économiques et dans le milieu du travail, et d’examiner sa relation
avec les accidents de la circulation parmi les chauffeurs professionnels de la région de Jazan, en Arabie saoudite.
Une étude transversale a été réalisée aupres de 215 chauffeurs sélectionnés dans des terminaux de transport de
la région de Jazan sur la base d'un sondage aléatoire en grappe. Un questionnaire d’entrevue a été utilisé pour la
collecte des données, et 47,4 % des chauffeurs ont déclaré consommer du khat au moment de leur participation
a I'enquéte. La régression logistique a révélé que les variables indépendantes étaient le fait d'étre citoyen
saoudien, divorcé ou veuf, de travailler moins de 4 heures par jour, et de ne pas porter sa ceinture de sécurité. La
consommation de khat était fortementassociée a un faible nombre d’heures travaillées, a un nombre moyen plus
élevé d'accidents de la circulation graves, et a une fréquence plus importante des enfreintes du code de la route.
En conclusion, I'habitude de consommation de khat affectait pres de la moitié des chauffeurs professionnels de
la région de Jazan. En outre, la consommation de khat a été associée a une détérioration de |'aptitude au travail
et de la productivité, a des conflits familiaux, et a des infractions du code de la route.
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Introduction

Historically, khat grew wild in countries
bordering the Red Sea and along the
east coast of Africa (1). In Saudi Arabia
khat cultivation and consumption are
forbidden and the ban is strictly en-
forced (2), and this has been generally
accepted by the population, with the ex-
ception of people in the southwestern
region of Jazan. In this area, which
shares a border with Yemen, khat has
been cultivated for centuries and its use
is still widespread in the city of Jazan and
the surrounding rural areas (3).

The prevalence of khat chewing var-
ies depending on sociocultural habits,
availability of khat and law enforcement.
An estimated 10 million people world-
wide chew khat leaf daily (4). In Jazan
Region, the current prevalence of khat
chewing among the general population
is reported to be 48.7% (35). There is
growing evidence that the new genera-
tion of students favours the ban on khat,
even though they continue to chew the
leaves before examinations (6). The
overall prevalence among students is
21.4% (7). In contrast, there are no
available data on its prevalence among
professional drivers.

The most important reported mo-
tivating factors for khat chewing are
the sense of stimulation and social
recreation. Khat chewers claim that it
heightens the sense of increased energy
levels, alertness, ability to concentrate,
improved self-esteem and increased
libido (8). Also, it maintains social con-
tact as a socializing herb (9).

Several studies have indicated the
adverse effects of habitual khat chewing
on mental, physical and social wellbeing
(10-18). Socially, family life is harmed
because of neglect, dissipation of family
income and inappropriate behaviour
such as drug use, smoking, alcohol and
risky sexual behaviour (2).

Khat chewing has been found to de-
crease the work capability and increase
the rate of accidents (19). The problem

of road trafhic accidents is becoming an
internationally recognized concern and
is a major cause of morbidity and mor-
tality in Saudi Arabia. Most of the road
traffic accidents are related to driver er-
ror and ~50% are associated with exces-
sive speed and violation of safety rules
(20). Khat chewing may be associated
with a misplaced sense of alertness and
may cause hallucinations (21).

The objectives of this study were to
assess the prevalence of khat chewing
among professional drivers in Jazan Re-
gion, evaluate the determinants of khat
chewing among them, and explore the
impact of khat chewing on work ability,
road traffic accidents and violations, and
socioeconomic aspects.

Study sample and design

A cross-sectional study was carried out
on a randomly selected, representative
sample of professional drivers from
Jazan Region. Jazan is one of the small-
est provinces of Saudi Arabia and is
located just north of Yemen. It is subdi-
videdinto 14 governorates and the capi-
tal is the city of Jazan. The professional
drivers were identified as people who
were paid to drive a vehicle, including
taxis, buses and heavy good vehicles.

The minimum sample size of 196
drivers was calculated according to the
formula of Swanson and Cohen (22),
with an anticipated 48% of the popula-
tion chewing khat (5), and absolute
precision of 7% at 95% confidence. To
account for possible nonresponse, a to-
tal of 215 drivers were initially planned
for the study.

Proportional allocation, random
cluster sampling was used to select the
study population. The proportional fac-
tor adopted was calculated by dividing
the total population in each governorate
by the total populations in the selected
governorates. Besides Jazan Gover-
norate (255 340 individuals), S of the
remaining 13 governorates of Jazan

La Revue de Santé de la Méditerranée orientale

Region were randomly selected by sim-
ple random technique. These included
Sabya (198 086 individuals), Abu Arish
(128 447), Samtah (123 943), Ahad
Almasarihah (70 038) and Al-ddarb
(52 062). The required number of driv-
ers from each governorate was calcu-
lated by multiplying the proportional
factor by the planned sample size. The
required drivers from each governorate
were collected from bus and taxi sta-
tions and companies with heavy goods
vehicles through cluster sampling on
first available basis till completion of the
sample for each particular governorate.

Study tools and data
collection

All the participants were interviewed
personally in their working places and
were asked to complete an anonymous
questionnaire composed of the follow-
ing sections:

 sociodemographic questions such
as age, area of residence, nationality,
marital status and educational level;

« questions about occupation such as
type of vehicle, duration of work, av-
erage working hours, use of seatbelt
and impact of khat chewing on work
ability;

e questions to assess khat chewing hab-
its, including onset, frequency, place
of session, cost per month in Saudi
riyal and US dollars, quantity of khat
used, duration of session, other asso-
ciated habits or addictions, attempted
cessation, and times of trouble with
family;

« questions about motivating factors
for khat chewing, including increased
alertness and concentration, taste,
increased energy, feeling refreshed,
increased self-esteem and sexual de-
sire, fear of withdrawal symptoms,
and promotion of social discussion;

e questions to assess the history of road
trafhic accidents and trafhc violations
in the previous month; significant ac-
cidents were considered to be those
that required hospital admission for
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>24 hours or were associated with
fracture, disability or loss of an organ.

Data entry and analysis

We used SPSS version 18.0 for data
entry and analysis. Descriptive statistics
were presented as number and percent-
age for categorical data and mean and
standard deviation (SD) for continuous
data. * tests were used for the associa-
tion between categorical variables. Sig-
nificant factors predicting khat chewing
on univariate analysis were entered into
multiple logistic regression analysis to
establish the independent predictors of
khat chewing. Odds ratios (ORs) and
95% confidence intervals were calcu-
lated. P < 0.05 was considered statisti-
cally significant.

Ethics

The study was approved by the Ethics
Committee of King Khalid University.

Oral informed consent was obtained

from the respondents after explaining
the importance of the study. Confiden-
tiality and privacy were guaranteed for
all participants.

The study included 2185 drivers whose
sociodemographic characteristics

are summarized in Table 1. Their age
ranged between 22 and 89 years with an
average of 47.8 (11.9) years. They were
recruited according to the proportion
of the population of the 6 governorates.
Most participants were Saudi (82.8%)
and married (88.2%). Most of them
(76.3%) had an educational level that
ranged between primary and secondary
schooling, The age and area of residence
of the drivers were not significantly as-
sociated with khat chewing, Saudi driv-
ers reported a significantly higher rate of
khat chewing compared to non-Saudi

drivers (55.6% vs 8.1%, P < 0.001). Also,
divorced/widowed drivers reported a
significantly higher rate of khat chewing
compared to single or married drivers
(100% vs 47.4% and 45.8%, respectively,
P=0.032).

Almost two-thirds of the drivers
(65.6%) had chewed khat, while 47.4%
were currently khat chewers (Table
2). The average age at onset of chew-
ing khat was at 23.1 (7.1) years with a
median of 20.0 years; 48% started after
the age of 20 years and 17.6% started at
<15 years. The most frequent reasons
expressed for continuing chewing khat
were promoting dialogue and social
discussion (79.4%), making them feel
refreshed (54.9%) and increased energy
(47.1%). More than a third of the par-
ticipants (38.2%) reported khat chew-
ing 1 day per week, whereas 11.8% of
them reported its daily use. The median
cost of khat chewing was 600 Saudi riyal
(US$160) per month and 47.1% of

Characteristics

Age (yr)
Mean (SD)
<45
46-59
>60
Area of residence
Jazan
Sabya
Abu Arish
Samtah
Ahad Almasarihah
Al-ddarb
Nationality
Saudi
Non-Saudi
Marital status
Single
Married
Divorced/widowed
Educational level
lliterate
Primary
Intermediate
Secondary
More than secondary

Table 1 Sociodemographic criteria of professional drivers in Saudi Arabia (n = 215)

Current khat chewer

478 (11.9)

79 (36.8)
102 (47.4)
(

15.8)

(29.3)
(23.7)
(14.9)
28 (13.0)
(12.6)
(6.

178 (82.8)
37(17.2)

19(8.8)
190 (88.4)
6(2.8)

P -value
(n=102)

n (%)

46. 32 12.1)

( 0.09
39 (49.4)

48 (

15 (

471) 0.872

0.196

<0.001

9 (47.4)
87 (45.8)
6 (100)

0.032

3(38.23)
7(46.6) 012
30 (61.2)
7 (474)
(

5(29.41)

SD = standard deviation.
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Table 2 Prevalence and pattern of Khat chewing among professional drivers in Saudi Arabia

Prevalence (n=215)

Experienced khat chewers
Current khat chewers

Pattern of khat chewing (n=102)
Age at starting khat chewing (yr)
Mean (SD)
Median
<15
16-20
>20

Reason/s for continuing khat chewing
Increase alertness and concentration
Taste
Increase energy
Makes me feel refreshed
Increase self esteem and sexual desire
| am addictive and use it to prevent withdrawal symptoms of khat
Promote dialogue and social discussion
Others

Frequency of chewing khat
1-2 d/mo
1d/wk
2-4 d/wk
Daily

Cost of khat chewing /month
Median (range) (SR)
Median (range) (USD)
<500 (SR)
501-1000 (SR)
>1000 (SR)

Quantity in g/session
<300 (<bundle)
300-500 (bundle)
>500 (>bundle)

Duration in h/session
<3
3-5
>5

Other materials taken during chewing khat®
Shisha
Cigarette smoking
Energy drinks
Sweet drinks
Others (cola, black tea, ice water)

Family member share khat chewing

Frequency of family conflicts due to khat chewing
Nothing
1or2times
3-9 times
210 times

History of trial to quit chewing khat

Obstacles to quitting chewing khat*
Social commitment
Peer pressure
Unwillingness (no motivation)
Need to kill time

n (%)

141(65.6)
102 (47.4)

23.1(71)
20.0
18 (17.6)
35(34.4)
49 (48.0)

600 (60-5000)
160 (16-1334)
9(28.4)
48 (471)
25(24.5)

87(85.3)

“Not mutually exclusive.
SD = standard deviation; SR = Saudi Riyal, USD = US dollar.
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drivers spent from 501 to 1000 Saudi
riyal per month on khat chewing. The
majority (85.3%) chewed <300 g/ses-
sion (<1 bundle) of khat. Almost two-
thirds of them (63.7%) spent 3-S5 hours
per session khat chewing. Among the
participants, 42.2%, 41.2% and 33.3%
reported taking energy drinks, smoking
cigarettes and consuming sweet drinks,
respectively, during khat chewing, Oth-
er family members shared khat chewing
with 52.9% of them and 29.4% reported
family troubles due to khat chewing,
Less than half of drivers who were chew-
ing khat (46.1%) reported attempting
to quit, and the most frequent obstacles
to quitting were social commitment
(74.5%) and peer pressure (59.6%).
Taxi drivers reported a significantly
higher rate of khat chewing compared
to bus and heavy goods vehicle drivers
(58.6% vs 39.8%) (Table 3). The aver-
age working time for drivers chewing
khat were significantly lower compared
to nonchewers [7.11 (2.67) vs 8.13
(3.72) hours; P < 0.05]. Furthermore,
their average daily working hours [4.53
(1.88)] were significantly lower com-
pared to those of nonchewing drivers
(546 (2.63); P < 0.05]. Meanwhile, the
average night-time driving was not sig-
nificantly associated with khat chewing,
Allthe drivers who reported never using
a seatbelt were khat chewers compared
with only 34.3% of those who reported
always using a seatbelt. The difference
was highly significant (P < 0.001). His-
tory of having road traffic accidents was
not significantly associated with khat
chewing (P = 0.675). However, the av-
erage number of serious crashes was
significantly higher among khat chew-
ers compared to nonchewers [2.65
(145)vs 1.97 (0.87); P = 0.01]. Traffic
violations in the previous month were
significantly more frequently reported
among khat chewers than nonchewers
(72.7% vs 27.3%; P=0.012). Moreover,
47.7% of the khat chewers with a history
of road traffic accidents admitted that
khat chewing may have been a con-
tributory factor. About 47.1% of the

drivers admitted that khat chewing im-
paired their working ability on the day
after a khat chewing session, to different
extents (always, usually or sometimes).

Table 4 summarizes the results of
multiple logistic regression analysis for
predictors of khat chewing among driv-
ers in Jazan Region. Being Saudi drivers
was the highest predictor for khat chew-
ing (OR =7.53). Divorced or widowed
drivers had almost double the risk for
chat chewing compared to single driv-
ers (OR = 2.03). Drivers who worked
>12 hours/day were less likely to chew
khat compared to those who worked
for <4 hours (OR = 0.23). Drivers who
never used a seatbelt while driving had a
4-fold higher likelihood of chewing khat
compared to those who always used a
seatbelt (OR =4.04).

Discussion

The present study showed that about
half of the drivers (47.4%) in Jazan Re-
gion were current khat chewers. This

was in conformity with the previously
reported prevalence of khat use among
the general population in Jazan Region
(48.7%) (). It was surprising to find in
the present study that khat chewing was
not significantly affected by the level of
education. This indicates that the avail-
ability of adequate income to purchase
khat and motivating factors for khat use
are more important than the level of
awareness of its effects.

In the present study, the most fre-
quent reasons for continuing chewing
khat were promoting dialogue and
social discussion, making the chewer
feel refreshed, more energetic, alert
and attentive. Similar claims of positive
physiological aspects to khat chewing
and strong energizing effect of workers
have been reported elsewhere (3). For
Yemenis, khat may be less of a drug than
a medium for socialization (23).

The significantly higher prevalence
of khat chewing among divorced or
widowed drivers in the current study is

explained by the ability of the psycho-
active leaves to give temporary relieve
from fatigue, loss of excitation, and sleep
(24). Also, in the light of the current
study, khat chewing has been reported
to increase family conflicts and conse-
quently may be implicated in divorces.

In the present study, drivers who
worked for longer hours were less likely
to chew khat compared to other drivers
even after control of other confounders.
Moreover, about half of them reported
that khat chewing impair their working
ability on the day after khat chewing.
The drivers’ claims that khat chewing
increases alertness and concentration in
the present study is contrary to previous
findings (11) that some khat chewers
experience anxiety, tension, restlessness,
hypnologic hallucinations, hypomania
and aggressive behaviour or psychosis,
and consequently they are unable to
work for long duration.

In the present study, the median
age for starting khat chewing was 20
years and only 17.6% of the respond-
ents initiated khat chewing at age <15
years. However, in a study conducted in
Ethiopia, 36.4% of people reported that
the age of onset of khat chewing was
10-15 years (25) and the median age of
onset reported from Agaro and Gondar
was 14.6 and 164 years, respectively
(25, 26). Many factors increase the risk
of khat chewing during adolescence,
including socioeconomic status, neigh-
bourhood, cultural context, peer influ-
ence, teachers’ influence and perhaps
most importantly, family influences
(27). 1t is reported that social accept-
ability of khat chewing and socialization
of this habit increase the likelihood of
adolescents adopting the behaviour in
Jazan Region (28). This fall in the age
of initiation of khat chewing indicates
the failure of prevention strategies (29).

More than 40% of the respondents
in the present study reported cigarette
smoking and having energy drinks with
khat chewing, This finding is in line with
other studies in Ethiopia and Somalia

(24). A study in Gondar, Ethiopia has
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Table 3 Work determinants and impacts of khat chewing among professional drivers in Saudi Arabia (n=215)

Work impacts

Type of vehicle

Taxi
Bus/heavy goods vehicle

Work duration (yr)
<5
6-10
>10

Average working time (h/d) mean (SD)
<4
5-8
9-12
>12

Average daytime driving time (h) (n=198) mean (D)

<4
5-8
>8

Average night time driving (h) (n=183) mean (SD)

<4
568)
>8

Use of seat belt
Always
Usually
Sometimes
Rarely
Never

RTA“
Average major RTAP

Traffic violations®

Reduced ability to work on the day after khat - -

chewing ¢
Always
Usually
Sometimes
Rarely
Never

Khat chewing cause of RTA (ves/possible) ¢

Khat chewing cause of violations (yes/possible) ¢

Total Nonchewer
(n=215) (n=113)
n (%)
87 36 (41.4)
128 77 (60.2)
91 46 (50.5)
68 32 (471)
56 35(62.5)
39 8 13 (3.72)
107 23(59.0)
55 45 (42.1)
14 31(56.4)
4(100)
5.46 (2.63)
82 42 (51.2)
108 58 (53.7)
8 8 (100)
439+2.26
133 69 (51.9)
44 21(477)
6 3(50.0)
70 46 (65.7)
52 34 (65.4)
53 17 (32.1)
31 16 (51.6)
9 0(0.0)
77 39 (50.6)
1.97 (0.87)
22 6(273)
102 -
38 =
16 =

Current chewers
(n=102)
n (%)

51(58.6)
51(39.8)

0.023

45 (49.5)
36 (52.9)
21(375)

0.203

0.024

<0.001

.88) 0.006

0.029

3.53+2.56
64 (48.1)
23(52.3)
3(50.0)

0.39

0.891

<0.001

38(49.9)
2.65 (1.45)
16 (72.7)

0.675
0.01
0.012

6.3) -

“Working history of RTA. *Reportable, causing fractures, disability or loss of life. ‘History of traffic violation in the previous month. “Among khat chewers only. RTA =

road traffic accident; SD = standard deviation.

also shown that smoking is common
and accompanies khat chewing (30).
Traditionally, cigarette smoking and
energy drinks accompany khat chewing
in order to achieve maximum excite-
ment (4).

In the current study, khat chewing
was significantly associated with road
traffic accidents, and nearly half of the
drivers involved stated that chewing
khat may have been a possible cause of

these crashes. Khat chewing was also

significantly associated with a higher
rate of traffic violations and significantly
poorer compliance with wearing seat
belts. All these factors may act together
to make road trafhic accidents more

severe among khat chewers. Research
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Table 4 Multivariate analysis for predictors of khat chewing among professional drivers in Jazan Region

Nationality
Saudi (n=178)
Non-Saudi (n=37)

Marital status
Single (n=19)
Married (n=190)
Divorced/widowed (n=6)

Average working time (h/d)
<4 (n=39)
5-8 (n=107)
9-12 (n=55)
>12 (n=14)

Use of seat belt
Always (n=70)
Usually (n=52)
Sometimes (n=53)
Rarely (n=31)
Never (n=9)

Adjusted OR (95% ClI) Pvalue
753 4.21-47.96 0.00
Ref —
Ref —
0.96 0.32-6.25 0.359
2.03 1.08-21.02 0.013
Ref —
142 0.62-4.29 0.459
1.09 0.33-6.02 0.525
0.23 0.09-0.56 0.022
Ref —
1.02 0.12-3.29 0.458
2.66 0.73-4.02 0.152
1.86 0.42-6.22 0.336
4.04 1.02-12.02 0.002

Terms of type of vehicle, religion and average daytime driving time were removed from the final logistic regression model (not significant).
ClI = confidence interval; OR = odds ratio,; Ref = reference group.

on African/Middle Eastern drivers
stopped by German police on suspicion
of driving under the influence of drugs
has found that driving ability is severely
impaired by khat consumption (31).
Also, qualitative research from Ethiopia
has found that chewing khat is a major
contributor to road traffic accidents,
and hence potential fatalities, and are
related to the fact that khat increases
driver confidence and vehicle speed,
thus making drivers irritable, with im-
paired concentration and misplaced
sense of alertness (21). The impaired
working ability on the day after a khat
chewing session reported by most of
the drivers in the current study may play
arole in increasing the risk and severity
of road traffic accidents (21).

In the current study, the median
monthly cost of khat chewing was 600
Saudi riyal (US$160). This represent
money that could have been spent on
other beneficial purposes. The average
working hours for khat-chewing driv-
ers were significantly lower than for
nonchewers. Additionally, khat chew-
ing was associated with loss of working

hours and most of the chewers spent a
long time (3-5 hours) chewing khat on
>1 day/week. A considerable percent-
age of them reported work impairment
on the next day after a chewing session.
These results are in conformity with
other studies that have indicated that
khat chewing is associated with signifi-
cant economic loss due to the cost of
khat chewing, impaired working ability
in a highly productive age group, and
suppressed occupational motivation (3,
12,32,33).

In the social domain, the current
study revealed that almost a third of
khat chewing drivers reported family
conflicts, and on more than half of these
occasions, other family members were
also involved in khat chewing. Previ-
ous studies have indicated that fam-
ily disruption is a prominent problem
associated with khat chewing, which
includes frequent quarrels, breach of
family ties, neglect of the education and
care of children, waste of family resourc-
es, encouragement of prostitution and
encouragement of family members to
become involved in khat chewing (2).

About half of the khat-chewing
drivers reported failed attempts to quit,
with the most frequent obstacles being
social commitment and peer pressure.
Peer pressure always plays a major role
in drug abuse and smoking initiation
(34-35). One study showed that nega-
tive peer pressure was a factor in the
initiation of khat use and hindered quit-
ting (29). Also, the presence of social
dependence and community accept-
ance and absence of khat chewing stig-
matization may make quitting difhcult.

The strengths of the current study
include that it is believed to be the first
study among professional drivers to
identify the magnitude and predictors
of khat chewing, its relation to trafhc
accidents and violations, and its so-
cioeconomic impacts. However, this
study had a few limitations that should
be mentioned. First, we relied on past
history data to address the problem,
which could have biased the results of
the impact of khat chewing. Second,
data collection depended mainly on
self-reporting, although every effort was
made to minimize any possible over- or

T g1 G2 L)l Al

195



EMH] . Vol.23 No.3 . 2017

196

Eastern Mediterranean Health Journal

under-reporting by the participants.
Third, because this was a cross-sectional
study, the temporality of the associa-
tions between khat chewing and the
related problems cannot be certain and
it is difficult to confirm a causal rela-
tionship. Also, being a cross-sectional
design gives only a current snapshot of
the problem that may be different if the

time-frame were changed.

Conclusion

According to the present study, khat
chewing habit affects almost half of the
professional drivers in Jazan Region.

There were some associations between
khat chewing and work impairment,
driving-related problems, as well as
some behavioural and social impacts.
Longitudinal and experimental stud-
ies are necessary to investigate the
mechanisms that might cause these

La Revue de Santé de la Méditerranée orientale

associations. There should be coordina-
tion between different community part-
ners in Jazan Region including health
practitioners, religious leaders, educa-
tionalists and social leaders to establish
programmes to combat khat chewing to
tackle and stigmatize this deeply rooted

social problem.
Funding: None.
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Substance use prevention: evidence-based
intervention
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ABSTRACT The global substance use problem is a serious public health concern that affects not only health, safety
and well-being of communities, butalso social and economic development. It particularly affects children, young
people and their families. All Member States should set substance use prevention measures and programmes
as a priority in order to promote health and reduce social harm. During the past few decades there has been a
significant advance in prevention science that has led to the development of international prevention standards
and globally accepted evidence-based interventions. This review looks into the key requirements, components
and strategic interventions needed for a public health approach to prevention of substance use and disorders,
and its health and social consequences. It aims at supporting Member States and civil society to identify the key
elements that support countries and local communities to increase the number of substance use protective
approaches in relation to risk factors across all relevant domains.

Prévention de I'utilisation de substances psychoactives : interventions reposant sur des bases factuelles

RESUME Le probléme mondial posé par l'usage de la drogue constitue une préoccupation de santé publique
sérieuse qui a non seulement des répercussions sur la santé, la sécurité et le bien-étre des communautés, mais
aussi sur le développement économique et social. Il affecte particulierement les enfants, les jeunes et leurs
familles. Tous les Etats Membres devraient accorder la priorité aux mesures et programmes de prévention de
I'usage des substances psychoactives afin de promouvoir la santé et de diminuer I'impact social. Au cours des
dernieres décennies, on a observé une avancée notable dans le domaine des sciences de la prévention, qui a
conduit a I'élaboration de normes de prévention internationales et a la mise en place d'interventions reposant
sur des bases factuelles reconnues a I'échelle mondiale. La présente analyse a passé en revue les exigences,
composantes et interventions stratégiques principales requises dans le cadre une approche de santé publique
de prévention de |'utilisation des substances psychoactives et des troubles associés, ainsi que ses conséquences
sanitaires et sociales. Elle vise a soutenir les Etats Membres et la société civile dans I'identification des éléments
clés permettant d'aider les pays et les communautés locales a augmenter le nombre d’approches de protection
contre ['utilisation de substances psychoactives en rapport avec les facteurs de risque dans tous les domaines
pertinents.

"World Health Organization, Geneva, Switzerland. *Furopean Monitoring Centre for Drugs and Drug Addiction, Lisbon, Portugal. *World Health
Organization Regional Office for the Eastern Mediterranean, Cairo, Egypt. (Correspondence to: Marica Ferri: marica.ferri@emcdda.eu).
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Introduction

The issue of drug policy has been high
on the political agenda lately. Mostly
due to the special session of the United
Nations (UN) General Assembly on
the world drug problem (UNGASS
2016) which was convened in New
York from 19 to 21 April 2016. Its
purpose was to review the progress
made in implementation of the Political
Declaration and Plan of Action on In-
ternational Cooperation towards an
Integrated and Balanced Strategy to
Counter the World Drug Problem. At
the UNGASS, the UN member states
adopted a joint commitment to effec-
tively address and counter the world
drug problem. In the commitment, the
governments declare that they will take
effective and practical measures that
protect people and prevent progression
to drug use disorders. The governments
also promise increasing the availability,
coverage and quality of scientific evi-
dence-based prevention measures and
tools that target relevant age and risk
groups in multiple settings (1).

Prevalence and
health burden

The majority of those who develop fre-
quent and long-term substance use and
substance use disorders (SUDs) later in
life begin in adolescence. There are clear
associations between early onset and
frequent use of drugs and concurrent
and subsequent poor health, violence,
injuries, psychosocial, and educational
outcomes (2). Substance use has a
significant contribution to the global
burden of disease. According to the
Global Burden of Disease Study 2010,
mental and substance use disorders
accounted for 7.4% (6.2-8.6) of all
disability-adjusted life years (DALYs)
worldwide. Among DALYs caused by
mental health and substance use disor-
ders, Illicit drug use disorders accounts
for 10-9% (8.9—-13-2) and alcohol use

disorders for 9.6% (7.7-11.8)(3). Re-
cent figures from the World Health
Organization (WHO) reveal that drug
use disorders accounted for 0.55%
of the total global burden of disease
(GBD) (0.70% for men and 0.37% for
women) (4).

In 2012, approximately 3.3 million
net deaths (5.9% of all global deaths)
were attributable to alcohol consump-
tion, while 5.1% of the global burden of
disease and injury were attributable to
alcohol consumption (§). Worldwide,
approximately 34% of 15 to 19-year-old
adolescents are estimated to be current
drinkers (5), while cannabis is, by far,
the most frequently used illicit drug
by adolescents and young adults (6).
However, tobacco is the only legal drug
that kills many of its users when used
exactly as intended by manufacturers
(7). WHO has estimated that tobacco
use, whether smoking or smokeless,
is currently responsible for the annual
global death of 6 million people, many
of whom die prematurely. This includes
approximately 600 000 people esti-
mated to die from the effects of second-
hand smoke (sometimes referred to
as environmental tobacco smoke). Al-
though often associated with ill-health,
disability and death from chronic non-
communicable diseases, tobacco use
is also associated with increased risk of
death from communicable diseases (7).

Data on substance use among
young people is often limited. School-
based surveys can provide useful com-
parisons within and across countries,
but do not include young people who
are not attending schools. Most of the
public access data comes from high-
income countries in Europe and North
America, as well as Australia and New
Zealand.

Substance use
prevention

Substance use and substance use dis-
orders are largely preventable. In fact,

evidence-based substance use preven-
tion can save both lives and money,
since frequent substance use is not only
associated with numerous social and
health consequences for the individual
drug users but also for their families,
friends, work colleagues, health and so-
cial sector and economic development.

To generate the evidence torespond
to the substance use problem, much of
the research over the past decades on
substance use prevention has been try-
ing to determine which factors increases
the risk of initiation of substance use/
SUDs; how this behaviour develops;
and how substance use and its health
and social harms can be prevented or
minimized. As a result, evidence-in-
formed prevention programmes and in-
terventions are currently able to address
the identified risk factors for substance
use, and to promote protective factors
found to be the most relevant to reduce
substance use/SUDs. Research shows
that crucial periods of risk for substance
use occur during key life transitions. An
important community level risk factor s
access to and availability of substances
and normative beliefs that substance
use is “tolerated and accepted” (8).

The Sustainable Development
Goals (SDGs) adopted by the UN
General Assembly in September 2015
acknowledges the right of all girls and
boys to have access to quality early
childhood development, care and pre-
primary education. Additionally in
SDG 3.5 it asks for strengthening the
prevention and treatment of substance
abuse, including narcotic drug abuse

and harmful use of alcohol (9).

Development and
implementation of

effective substance
use prevention
framework: key issues

Substance use prevention is one of the
key components of a public health ap-

proach. Evidence-based substance use
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Box 1. Risk and protective factors (8,70)

Risk factors

o High availability of substances in the environment

« Substance use/dependence among patients

«  Substance use by older siblings
o Lack of parental supervision

 Low quality of family relations

«  Family disruption and problematic economic conditions

« Low perception of harm in society, especially among your people

o Individual risk factors: mental disorders, conduct disorder, aggressive behaviour, academic failure

Protective factors

+ Reduced availability and high prices

« Parental monitoring
« Academic competence

o Effective policies

«  Strong neighbourhood attachment

«  Strong positive attachment or bond between children and parents

o Positive external support system

« Individual attributes such as positive temperament and disposition, self-control

prevention has a potential for prevent-
ing, delaying or reducing substance use,
and/or its negative health and social
consequences, both for individuals
and society. Substance use prevention
activities are commonly thought of as
being most relevant to young people;
however, prevention is equally relevant
to all age groups. Prevention strategies
and programmes that are based on
scientific evidence, working with whole
populations, families, schools, and
communities as comprehensive multi-
sector approaches to prevention, has
gained traction in recent years. The risk
and protective factors are summarized
inBox 1 (10).

The process and framework to de-
velop an effective national substance
use prevention programme or strategy
is crucial. Firstly, a supportive policy and
legal framework is a prerequisite. Sec-
ondly, to be able to make a difference,

strong leadership and a solid base of
awareness and political commitment
are needed. Substance use prevention
and health promotion should never be
stand-alone interventions, but should
be integrated parts of national public
health and/or substance use policies,
especially in low- and middle-income
countries. If possible, the interventions
should undergo cost-effective analysis
in order to select the policy/interven-
tion that would yield the best outcome/
result (i.e. best-buys; cost-effective in-
terventions). Furthermore, they should
be developed in coordination with mul-
tiple sectors at all levels. If developed
and adopted at the national level, the
prevention programme can also pave
the way for designing strategies and
programmes at local levels that are cost-
effective, evidence informed, and that
address actual needs of the community,
specifically the more vulnerable groups

(e.g young people and subgroups).

When resources are limited, the
most cost-effective interventions that
address the needs of the community
should be prioritized, followed by train-
ing of required staff and allocation
of adequate resources to sustain the
long-term viability of programmes. In
general, an effective prevention frame-
work of action requires the following
characteristics and should:

o have clear public health objectives,
cover the whole prevention chain,
leading from universal and selective

to indicated prevention,

o address each community’s specific
problems — retaining the core ele-

ments of the general framework,

 be developed to meet the main tar-

geted area/group, namely;
— the age of the target group,
— thelevel of risk of the target group

and,
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— the setting in which the interven-
tion/strategy is planned to be de-
livered.

o be based on scientific evidence with
involvement of relevant stakeholders
in the whole process of development
and implementation,

o include screening, brief intervention,
and referral to treatment to identify,
reduce, and prevent substance use
disorders,

o target the most important risk and
protective factors at individual, envi-
ronmental and societal levels,

 be implemented in multiple settings
(eg educational settings, workplace,
media) for longer periods of time
with subsequent follow-up sessions,

« aim at working with schools, families,
and communities to ensure that chil-
dren and youth — especially the most
marginalized and poor — grow and
stay healthy and safe into adulthood.

Depending on these factors interven-
tions can be, a) environmental, address-
ing societies or social environments
and targets social norms including
market regulations; b) universal, tar-
geting whole populations; ) selective,
targeting subsets of population; and
d) indicated, targeting individuals with
identified risk. Indicated prevention
addresses intrapersonal factors, while
selective prevention addresses social
vulnerability (10). The most challeng-
ing part for all policies and interventions
is to successfully implement them and
manage to engage the community and
the stakeholders in the process. There
are some steps to be taken, namely:

o starting with assessing the prevention
needs based on, for example, epide-
miological data, focus groups or map-
ping (needs assessment),

« building prevention capacity and
identifying if and how the aims of the
intervention can be achieved with
available resources (resource assess-
ment),

« developing a strategic plan,

o selecting effective and science-based
family, school and community-based
prevention programmes, policies and
practices,

o starting the process and outcome
evaluation at the beginning of the
intervention to enable the evaluation
of both outcomes, the process of de-
livering the intervention and the im-
plementation of the programme and,

o feedback to the actors/policy makers
to retain their commitment and safe-
guard along-term engagement.

In summary, the focus of substance pre-
vention should be on a comprehensive
and coherent package of interventions
based on the evolving evidence for
prevention, which can decrease health
problems and health-compromising
behaviours, improved educational and
work outcomes, and contribute to posi-
tive health. The package should include
age and culturally relevant interventions
targeting individuals, families and vul-
nerable youth and incorporate screen-
ingand briefinterventions, motivational
interviewing, family management pro-
grammes, interactive social/life skills
programmes and monitoring etc. The
interventions should target different life
stages, different settings such as health
services, school settings and recreation
etc, and involving all relevant stakehold-
ers for its implementation, observing

the full range of human rights.

Substance Use

Prevention in primary
health care settings:

The Alcohol, Smoking and Substance
Involvement Screening Test (ASSIST)
was developed under WHO's auspices
in response to the overwhelming global
public health burden associated with
psychoactive substance. The ASSIST
was designed to be used in primary
health care (PHC) settings, where
hazardous and harmful substance use
among visitors may go undetected,

or even become worse. The package
includes an 8-item questionnaire de-
signed to be administered by a PHC
worker to a visitor, which takes 5-10
minutes to administer. It was designed
to be used for screening for the fol-
lowing substances, tobacco products;
alcohol; cannabis; cocaine; ampheta-
mine-type stimulants (ATS); sedatives
and sleeping pills (benzodiazepines);
hallucinogens; inhalants; opioids, as
well as other drugs. The ASSIST deter-
mines a risk score for each substance,
which is used to start a discussion with
PHC visitors about their substance use.
Such score falls into a lower’, ' moderate’
or ‘high’risk category which determines
the most appropriate intervention for
thatlevel of use (i.e. ‘no treatment’, ‘brief
intervention’ or ‘referral to specialist as-
sessment and treatment’ respectively).
Scores in the midrange on the ASSIST
are likely to indicate hazardous or harm-
ful substance use (‘moderate risk’),
while higher scores are likely to indicate
substance dependence (‘highrisk’). The
ASSIST obtains information from PHC
visitors about lifetime use of substances
and use of substances and associated
problems over the last 3 months. Taken
together, these questions provide an
indication of the level of risk associ-
ated with the PHC visitor’s substance
use, and whether use is hazardous and
likely to be causing harm (now or in the
future) if use continues (11).

Prevention
interventions

during life course
- what works?

Prenatal & Infancy

Universal: Screening and brief Inter-
vention targeting all pregnant women
could be introduced as a preventive
intervention in maternity care as a part
of ordinary care (12). Screening and
brief interventions, which can be deliv-
ered by nurses or midwives who work
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in PHC, hospital settings or antenatal
care, are among the most effective and
cost-effective prevention services (13).

Selective: Targeting women at high
risk and conducted by trained nurses
or social workers. Pregnancy and moth-
erhood are periods when women are
receptive to address their use of sub-
stances that would harm the fetus. It is
also the period when pregnant women
would address their own dependence.
Evidence-based Referral to Treatment
(SBIRT) is an evidence-based practice
used to identify, reduce and prevent
high-risk use and dependence on al-
cohol and illicit drugs (14). There are
some positive outcomes from prena-
tal and infancy visits for low-income
unmarried women with substance use
disorders, with a focus on improving
the health of both the mother and her
baby. The available evidence indicates
that this intervention should be deliv-
ered by trained health workers through
regular visits over two years of the baby’s
life. The health worker should provide
basic parental training and support the
mothers to address both health and
socio-economic needs (15).

Indicated: Targeting women with
substance use disorders, offering
treatment that follows rigorous clini-
cal guidelines based on scientific evi-
dence (12).

Children and adolescents

Parenting skills programmes: Prevention
programmes and interventions are most
effective during key transition periods,
forexample the period of transition from
middle to high school. Even if the target
group of the intervention is children
in early or middle childhood the most
cost-effective intervention is universal
in addition to selective parenting skills
programmes (16,17).In well-resourced
countries, universal programmes can
be offered to all parents, but in low- and
middle-income countries these inter-
ventions could be selective or indicated to
be more cost-effective alternatives.

Universal: In middle childhood, the
role of schools and peer groups grow in
importance and there are several good
reviews that have found certain inter-
active school-based programmes that
can prevent substance use. (17,1819).
Universal programmes targeting and
implemented during early adolescence
have more positive results in preventing
substance use than programmes target-
ing younger or older children. To be ef-
fective, the interventions/programmes
should use interactive methods de-
livered through a series of structured
sessions once a week and over several
years by trained facilitators. This can be
a costly intervention if implemented
correctly with several booster sessions
and education of educators.

Selective: Evidence exists that early
education in support of social and
cognitive development of pre-school
children (25 years old) from deprived
communities can reduce cannabis use
as well as other illicit drugs and tobacco
smoking. The intervention should be
delivered by trained teachers and the
sessions should be daily (20). Most
importantly, it has now been shown
that disseminating information alone,
using ex-drug users and focusing only
on the building of self-esteem and emo-
tional unstructured sessions, have no
observed prevention outcomes (8).

Targeting families

There is a dearth of methodologically
sound research in this area, but the re-
search that has been conducted does
suggest strongly that the family can have
a central role in preventing substance
use and later misuse among young peo-
ple. Universal and selective prevention
interventions delivered to families are
shown to be able to deter, or at least
delay, the onset of substance use by
children and adolescents. To be effec-
tive, the intervention should involve the
whole family in the prevention activities.
It should include parental functioning
and/or parent—children relationships,
and provide family members with the

La Revue de Santé de la Méditerranée orientale

information and skills indicated to be
necessary to prevent substance use.
Universal prevention programmes to
families can be delivered to family-as-a-
system without any prior screening for

vulnerability.

Selective: In prevention, a prior fam-
ily screening would improve effective-
ness when targeting families at risk of
substance-related problems. Families
at risk are those where one or more
family members have substance use
problems/SUDs, and/or families with
high levels of parental conflict and
violence, poor quality of relations, fam-
ily disruption and/or serious economic
problems. Indicated prevention to high-
risk families requires close collaboration
between parents, teachers, health and/
or social services and home visits for
disadvantage families (16).

Prevention
interventions targeting
different settings

(education sector/
communities/
general population)

Education sector response

The education sector can play a key
role in preventing and reducing sub-
stance use among children and young
people not only because this will be
effective in improving health outcomes,
but it would also improve learning and
school performance. A summary of
evidence-based preventive approaches
is presented in Box 2. Ensuring that
schools deliver effective programmes to
reduce substance use requires action at
different levels including;

« National and school level policy
framework to prevent and address
substance use among children and

young people;
o National curricula (contents and
methods for the delivery of these con-
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tents) including skills-based preven-
tion education;

o Evidence-based interventions related
to curricula implemented in educa-
tional institutions;

o Evidence-based interventions related
to the school environment imple-
mented in educational institutions;

« School health services, providing
both prevention and care and support
foryoung people who use substances;

o Training and support for teachers,
school health practitioners and other
school staff to plan, develop and im-
plement a comprehensive school-
based intervention strategy;

« Management, coordination, and
evaluation of response in the educa-
tion sector including monitoring of
prevalence of substance use among

children and young people.

Schools: A systematic examination of
reviews of school-based substance use
prevention was conducted as a part of
the preparations for the UNESCO,
UNODC and WHO international
expert meeting held in Istanbul, Turkey,
from 29 September to 2 October, 2015.
The text below is just a short summary
of the review and more information
can be found in the UNESCO booklet,
Education Sector Responses to Sub-
stance Use among Children and Young
People (21).

Since adolescence often is per se a
risk factor, and the majority of substance

users start to use at this age, school is an
efhicient setting for universal prevention.
Schools can offer a systematic and efhi-
cient way of reaching large numbers of
young people by providing all individu-
als with the information and skills nec-
essary to help them prevent problems
and prepare them for the adult life. The
school itself can become an important
protective factor. Evidence suggests that
school-based programmes to prevent
substance use can have positive impacts
on improving school attainment and
engagement as well as health and well-
being in general. In addition, policies
aimed at keeping children in school can
play an important role. Nevertheless,
since school-based programmes on
substance use often only reach a low
percentage of all school children, they
should be scaled up and form part of
more comprehensive strategies for drug
use prevention in order to achieve a
wider population-level impact. Fur-
thermore, education-sector responses
to substance use depend on providing
sufficient training for teachers, school
health practitioners and other school
staff to effectively deliver interventions.
Thus, training is recognized as a critical
component of prevention implementa-
tion.

The different types of school-based
preventive interventions that are shown
to impact on different types of substance
use or harm include the following:

Universal: Multicomponent
interventions delivered at school and
based on social influence and/or learn-
ing social skills are helpful for reducing

substance use, especially cannabis.

Selective: Interactive interven-
tions targeted at problem students are
proven to help reduce substance use
and ‘drink-driving’ behaviour. Peer-led
interventions are shown to reduce sub-
stance use and tobacco use.

Indicated: School settings work-
ing together with the school health sys-
tems can also be an efhcient setting for
indicated prevention when organised in
anon-stigmatising way.

Programmes based on a combina-
tion of social competence and social
influence approaches seemed to have
better results than programmes only
based on social competence or social
influence approaches alone, with posi-
tive results in preventing marijuana use
at longer follow-up, and in preventing
any substance use.

EU-DAP (Unplugged)
Experience:

The effect of a school-based substance
abuse prevention program, called
Unplugged, was evaluated within the
“European Drug Addiction Prevention
(EU-DAP) Trial” in several European
countries, concentrating on frequency
of alcohol consumption and alcohol-
related problem behaviours, in addition
to tobacco and cannabis use among

Box 2. Evidence-based prevention approaches relevant to school settings (8).

Evidence-based prevention approaches relevant to school settings as defined in UNODC international standards,

including the following:

« Policies to keep children in school

o Classroom environment improvement programmes

o Personal and social skills education

« Prevention education based on personal and social skills and social influence

o School policies and culture

o Addressing individual psychological vulnerabilities

« Briefintervention (mentoring, parenting skills programmes, and other community based prevention interventions)
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European students, more than 10 years
ago. Thus, during 2004-2005, a total of
7079 students aged 12—14 years from
143 schools in 7 European countries
participated in this cluster randomized
controlled trial. Schools were randomly
assigned to either control (65 schools,
3532 students) or to a 12-session
standardized programme based on the
comprehensive social influence model
(78 schools, 3547 students). Alcohol
use and frequency of alcohol-related
problem behaviours were investigated
through a self-completed anonymous
questionnaire atbaselineand 18 months
thereafter. The association between
intervention and changes in alcohol-
related outcomes was expressed as odds
ratio (OR), estimated by multilevel
regression model. This intervention
prevention programme was found to be
associated with a decreased risk of re-
porting alcohol-related problems (OR
=0.78, 95% confidence intervals [CI]
= 0.63-0.98). The risk for alcohol con-
sumption was not modified by exposure
to the program (OR =093, 95% CI =
0.79-1.09). In the intervention group,
non-drinkers and occasional drinkers
at baseline were found to progress
towards frequent drinking less often
than in the control group. Thus, school
curricula based on the comprehen-
sive social-influence model can delay
progression to frequent drinking and
reduce occurrence of alcohol-related
behavioural problems, as demonstrated
among European students (22).

Such EU-DAP methodology and
applications were extended to sev-
eral Eastern Mediterranean Region
(EMR) member states / institutions,
including: Egypt (General Secretariat
of Mental Health; Cairo University);
Jordan (Anti-narcotic Directorate and
National AIDS Program, Ministry of
Health); Kuwait (Ministry of Educa-
tion); Lebanon (NGOs as: Mentor
Arabia, SKOUN, OUM El-Nour); Mo-
rocco (NASSIM NGO); and United
Arab Emirates (National Rehabilitation

Center). Results of implementation are
under evaluation (19).

Communities

Community interventions can address
the whole community; however they
do not necessarily need to address all
members of the community. The com-
munity-wide approach focuses on en-
gaging an entire community, rather than
focusing on implementing only one
particular programme. It allows a com-
munity to lead, plan, implement and
evaluate its efforts across community
sectors in relevant settings for individu-
als, families, schools, workplaces and the
community at large. This approach is
shown to work both in low, middle and
high-income countries.

Universal: Engaging community
support groups and involving family
members, are shown to help young peo-
ple living in problem families.

Selective: Multicomponent and in-
teractive interventions delivered in the
community are shown to reduce drug,
tobacco and alcohol use in high-risk
youths. Multicomponent interventions
involving the community have also
been shown to reduce car accidents,
public nuisance and crime related to
alcohol consumption

Selective: Mentoring programmes
are shown to reduce alcohol use in

young people.

Selective: Targeting clubs and party
settings can address potential harm-
ful use of alcohol and drug use in rec-
reational settings, both at national and
international level. Using several tools
such as brochures, and community
mobilisation supported by media cam-
paigns.

Selective: Engaging police supervi-
sion in venues and their immediate
surroundings is shown to reduce
public disorder while training staff on
preventing / reducing clients” alcohol
consumption and intoxication levels

(16).

La Revue de Santé de la Méditerranée orientale

The general population/
universal

One of the most effective policies to
prevent substance use/SUDs is restric-
tions on the availability of substances by
adopting and implementing an effective
and balanced substance control policy
including both supply and demand
reduction. Interventions targeting the
general population could be through
taxation, enforced age limits, restrictions
on advertising (legal substances), or
reducing illicit production, trafficking
and sales of illicit drugs. Mass-media
campaigns associated with other inter-
ventions, both school-based and/or
community-based, can help reduce car
accidents and drug-driving behaviours.
Drink and drug driving policies and
countermeasures have been shown to
be effective both in reducing the num-
ber of road crashes, mortality and mor-
bidity but also to reduce substance use.

Monitoring and evaluation

Fewer than half of all countries moni-
tor child and adolescent alcohol use,
with even fewer monitoring drug use.
A lack of national monitoring reduces
the possibility of making informed
prioritization and measuring the out-
comes/impacts of different policies,
programmes and interventions.

Conclusion

Substance use prevention is one of the

key components of a public health ap-
proach. Evidence-based substance use
prevention has a potential for prevent-
ing, delaying or reducing substance use,
and/or its negative health and social
consequences, both for individuals and
societies.

As several of the behavioural risk
and protective factors — especially dur-
ing childhood and early school years
— are found to be relevant to both sub-
stance use, mental health and violence
prevention, a comprehensive approach
to the above mentioned risk behaviours
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when targeting children and families
could be cost-effective, likewise for
monitoring these outcomes in a more
coherent way in the future. In addition,
a particular focus is needed on the role
of the health sector. Health systems
need to scale up their contributions
to prevent substance use/SUDs. The
health sector, especially primary health

care and the school health services, has

a pivotal potential for early identifica-
tion and counselling and enhanced an
contribution to counter the world drug
problem.

WHO policy briefs, WHO mhGap,
the European Monitoring Centre for
Drugs and Drug Addiction (EMCD-
DA) Best Practice Portal and the Unit-
ed Nations Office on Drugs and Crime

(UNODC) International Standards
on Drug Use Prevention can be used,
among others, as planning tools to facili-
tate the development and coordination
of preventive work and engage national
and local actors and sectors in the global
drug policy dialogue.
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Development of services for substance use problems:
need for a system-based approach
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ABSTRACT This review describes systems-level innovations that may enhance accessibility, economy and
integration of treatment services for substance-related disorders. After introducing a conceptual model to
describe the resources, qualities and effectiveness of drug treatment services, evidence is reviewed in three
areas (primary care, criminal justice, and mental health) that illustrate how systems-level concepts can be used to
organize services to maximize their population impact. Special attention is given to systems issues in relation to
the development of services in countries of the Eastern Mediterranean Region.

Développement des services de prise en charge des problemes liés a l'utilisation de substances : nécessité
d’une approche systémique

RESUME La présente étude décrit les innovations systémiques qui pourraientaméliorer I'accessibilité, I'économie
etl'intégration de services de traitement des troubles liés a la consommation de substances. Apres I'introduction
d’'un modele conceptuel visant a décrire les ressources, les qualités et I'efficacité des services de traitement de
la toxicomanie, les données factuelles sont examinées dans trois domaines (soins primaires, droit pénal, et santé
mentale) quiillustrent lafagon dont les concepts systémiques peuvent étre utilisés pour organiser des services de
facon a maximiser I'impact sur la population. Une attention particuliere est accordée aux questions systémiques
liées au développement de services dans les pays dela Région de la Méditerranée orientale.

"Department of Community Medicine and Health Care, University of Conneticut, Farmington, United States of America (Correspondence to: T.F.
Babor: babor@nso.uchc.edu).

Received: 19/05/16; accepted: 01/03/17

206




O3 il 5 I Al

I saad)

Introduction

Countries of the Eastern Mediter-
ranean region have both a religious
prohibition on alcohol consumption
and social discouragement of drinking
(1). Nevertheless, there are historical,
cultural and religious differences among
countries that may affect the meaning
of addiction and the societal response
to it in terms of treatment interven-
tions. In Saudi Arabia and Kuwait,
the possession, sale or consumption
of alcohol (regardless of the person’s
faith) is strictly forbidden. In the United
Arab Emirates, the possession, sale or
consumption of alcohol by Muslims is
illegal but alcohol consumption is offi-
cially permissible for non-Muslims. The
use of opioids is strictly prohibited in all
countries of the region and penalties for
possession and use are severe. Toaverta
prison sentence, dependent individuals
in many countries of the region can
present themselves for treatment.

Not only are alcohol and other sub-
stances forbidden in Islam, addictive
behaviour is socially stigmatized. This
may affect the accuracy of epidemio-
logical surveys as well as screening and
diagnostic procedures. Nevertheless,
there is evidence suggesting that Arab/
Muslim communities in many coun-
tries have experienced both endemic
and epidemic drug problems (1,2). The
condemnation of alcohol and drug use
by Islam, the law and the culture within
these societies provides an important
contextual feature within which treat-
ment programmes must operate; par-
ticularly in terms of the effects of stigma
and stigmatizing attitudes and the role
of the family in prevention and recovery.

The evaluation of treatment effec-
tiveness for patients with substance use
disorders is typically based on studies
that compare outcomes associated with
a particular therapeutic intervention,
such as opioid substitution treatment,
drug counselling or psychosocial ther-
apy, with an untreated control group
or a group exposed to a standard

intervention. This is an important way
to evaluate treatment, but programme
administrators and policy-makers
must also consider the cumulative and
additive impact of an entire range of
treatment services; sometimes referred
to as the treatment network or system
of services (3). The system approach
addresses the question: to what extent
does a network of services as a whole
affect the incidence and prevalence of
substance use disorders at the level of
the community or nation? Ideally, a
treatment system should be designed to
operate as a coordinated and integrated
set of services in order to meet the needs
of populations as well as individuals.

Research and theory in the area
of drug treatment systems is derived
mainly from high-income countries,
but recently, attention has been devoted
to system issues as they affect low- and
middle-income countries (where sys-
tem issues are relevant to the planning
and expansion of services; particularly
in response to epidemics of substance
use (3). After introducing a conceptual
model to describe the resources, quali-
ties and effectiveness of drug treatment
services, evidence is reviewed in three
areas (primary care, criminal justice
and mental health) that illustrate how
systems-level concepts can be used
to organize services to maximize their
population impact. In this article, special
attention is given to systems issues in re-
lation to the development of services in
countries of the Eastern Mediterranean
Region, which has unique features that
support the need for treatment systems
that are tailored to the needs of different
populations.

A Treatment Systems

Conceptual Model

The term system refers to coherence,
integration and organization. In most
countries, services vary in the extent to
which their components are integrated,
mutually supportive and meet the needs

of their target populations. Services for
substance use disorders are often frag-
mented and unevenly distributed; in
part because they tend to be financed
and managed by multiple agencies. This
situation is complicated by the fact that
services tend to be distributed across
different geographic areas and branches
of government (34).

Conceptualizing treatment services
for drug users as a system raises a set
of questions that are not generally con-
sidered when specific types of services
are evaluated merely in terms of their
effectiveness with individual drug users.
For example, given the limited amount
of financial resources devoted to drug
treatment, are there ways of designing
service systems to minimize cost while
maximizing the public health impact?
How should a system balance the need
to provide high-intensity services for
the most severely impaired drug users
with the desire to make effective, but
less-intensive services (e.g., outpatient
treatment) accessible to those whose
drug problems are less serious? In addi-
tion to the appropriate mix of services,
how can services be made more acces-
sible, efhicient, economical and effective
by applying systems concepts?

Figure 1 presents a conceptual
model for describing a service system
and its impact. According to this model
(3), the policies of a service system af-
fect its structural resources and system
qualities, which in turn determine the
effectiveness of a collection of services
and their impact on population rates
of substance-related problems, includ-
ing drug overdoses, substance-related
disease (e.g, hepatitis and HIV infec-
tion), criminal activities and psychiatric
disorders.

System policies are regulations, laws
and financing mechanisms that affect
the type, amount and organization of
services. According to a survey conduct-
ed by the World Health Organization
(WHO) (2), two thirds of the United
Nations (UN) member states report
having a government unit responsible
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Figure 1. Conceptual model of population impact of service systems

for alcohol and drug treatment ser-
vices. Nevertheless, only 45.8% of these
countries have an annual budget appro-
priation for treatment programmes. In
many countries, support for drug treat-
ment is combined with funding alloca-
tions for mental health services (2). In
the Eastern Mediterranean Region, less
than half of the countries (42.8%) have
a budget allocation for drug services,
and most of these services are provided
through mental health budgets. Most
countries use tax revenues, user fees
and private insurance to pay for alcohol
and drug services. Tax funding is more
important in high-income countries,
whereas out of pocket financing is more
common in the poorer countries (2).
Out-of-pocket payments seem to play
a major role in funding services in the
Eastern Mediterranean, with one third
of the treatment financed in this way
through private clinics and practition-
ers.

As suggested in the figure, financing
and other government policies have a
direct effect on the structural resources
in the system. These resources include
the types of facilities (e.g, hospitals,

clinics and hotlines), the programmes
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delivered in those facilities (e.g, de-
toxification, rehabilitation, vocational
training and psychotherapy), and the
personnel in those programmes (e.g,
certified counsellors, social workers,
psychiatrists and recovering persons).
Mental health services, primary care
networks, and harm reduction pro-
grammes may also constitute resources
for the treatment system, to the extent
that there are formal or informal link-
ages with specialized substance abuse
services.

In contrast to the structural resourc-
es, system qualities are less-tangible
parts of the system that are nevertheless
important to the overall functioning of
a service network. The key qualities of
a treatment system are accessibility, co-
ordination, economy, coerciveness and
stigma (3). Accessibility refers to how
easy or difficult it is to enter a particular
service. Coordination refers to whether
services are provided in a concerted
rather than haphazard fashion, and
whether different programmes in the
system work synergistically rather than
independently or even competitively.
The term economy refers to whether the
services make efficient use of resources

and are cost-effective. Coercion refers
to the pressure placed on drug users to
seek treatment services. It is most preva-
lent in the criminal justice system but is
often present in more subtle ways (e.g,
family pressure) in other types of ser-
vice. Coerciveness can increase demand
for services, but it can also stigmatize the
people who use them.

The conceptual model posits that
structural resources and system quali-
ties, along with the characteristics of
drug using population, are responsible
for two important outcomes. The first is
the effectiveness of the system in terms
of reduced substance use and improved
health and social outcomes for clients
who use the system. The second is the
impact on population health, including
overdose deaths, incidence of blood-
borne infectious disease, public safety
(e.g, amount of property crime), and
social welfare (e.g, child abuse rates).

Despite a pervasive assumption that
treatment services reduce the burden of
disease attributable to drug abuse, there
has been virtually no research on this
question. Several case studies have sug-
gested that the impact can be significant
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when a new component is added to
an existing system. For example, the
introduction of large-scale opioid sub-
stitution treatment (OST) services in
France in the 1990s was associated with
a decrease in heroin arrests (5) and
drug-related mortality and AIDS cases.
Similar reductions in crime occurred in
Switzerland following the expansion of
opioid substitution treatment. In both
countries the heroin market may have
been significantly disrupted because a
large number of heavy users, many of
whom were also heroin sellers, were
removed from the drug market (6).

The population impact of alcohol
services, particularly Alcoholics Anony-
mous groups and professionally pro-
vided treatment, has been studied in
several countries. Smart and Mann (7)
found that: 1) increases in Alcoholics
Anonymous membership and amount
of professionally provided services in
the United States of America (USA)
and Canada were associated with de-
creased rates of alcohol problems; and
2) such changes may be large enough
to have a considerable impact on hos-
pital admissions and death from liver
cirrhosis. Although drug and alcohol
treatment and social services can reduce
drug-related crime, infectious disease,
overdoses, the quantity of drugs con-
sumed and alcohol-related disease, they
are unlikely to eliminate a nation’s drug
or alcohol problems.

Systems-level
innovations that

may enhance
accessibility, economy
and integration

According to the conceptual model,
the functioning of the system can be
improved by the delivery of substance-
specific services as well as the coordina-
tion of specialized services with primary
health care, criminal justice and mental
health services. These kinds of systems-
level innovations have been shown to

enhance the accessibility, economy and
integration of drug treatment services
(8),and theyare described here in terms
of new care models, early identification
programmes, and drug treatment in
criminal justice and psychiatric settings.

Care models

As treatment services became more
specialized, new models have been de-
veloped to describe how they relate to
the different types of population needs.
These concepts include the continuum-
of-care model and the chronic-care
model.

The continuum-of-care model
refers to the way service users pass
through the mix of treatment options
available to them (9). In an ideal system,
the services are accessed sequentially,
beginning with diagnostic assessment,
which is then used to assign patients
to particular settings according to the
acuity, severity and complexity of the
diagnosed disorder and the availability
of appropriate services. One example
of the continuum-of-care model is the
stepped-care approach in which pa-
tients are assigned initially to the least-
intensive level of care. If they do not
respond at this level, they are stepped up
to a more intensive level.

The chronic-care model addresses
the most persistent and serious cases of
substance dependence; especially those
characterized by co-occurring medical
and psychiatric disorders. The model
works by coordinating specialized ser-
vices over time, under the assumption
that once substance dependence has
developed, there is a need for continu-
ing care and management, as is done
with chronic conditions like diabetes
and hypertension. Rush (9) has defined
a series of tiers that constitute the most
important elements of a continuum of
services for chronic substance users.
They include health promotion, early
intervention, crisis management, as well
as residential programmes, outpatient
counselling, and pharmacotherapy. The
highest tier includes specialized care

functions for individuals with complex
problems, such as inpatient withdrawal
management, forensic services and
long-term psychiatric care.

Early identification in primary
health care

A public health approach that has at-
tracted the interest of policy-makers
and health authorities in many parts of
the world is systematic screening for
substance use in healthcare and social
service settings, followed by brief inter-
vention (for at risk substance users) or
referral to treatment (for those who are
likely to be drug dependent). This form
of early identification is accomplished
through the use of self-report question-
naires such as the Alcohol, Smoking
and Substance Involvement Screening
Test (ASSIST), developed by WHO
to improve early detection in primary
healthcare settings, as well as schools
and emergency departments (10).

Screening is typically followed
by a brief intervention, which refers
to any time-limited effort (e.g, 1 or 2
conversations or meetings) to provide
information or advice, increase motiva-
tion to avoid substance use, or to teach
behaviour change skills that will reduce
substance use as well as the risk of nega-
tive consequences. The largest brief
intervention study of drug users (11)
was conducted by WHO in primary
healthcare settings in Australia, Brazil,
India and the USA. Drug users scoring
within the moderate-risk range on the
ASSIST screening test for cannabis,
cocaine, amphetamine-type stimulants,
or opioids were assigned to either a
wait-list control group or an interven-
tion condition where they received brief
motivational counselling for the drug
receiving the highest risk score. Com-
pared with control participants, those
receiving the briefintervention reported
significantly reduced drug involvement
3 months later.

In a meta-analytical review of 21
studies of motivational interviewing
interventions for adolescent substance
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use behaviour change, Jensen et al. (12)
found small but statistically significant
effect sizes at follow-up, suggesting that
motivational interviewing interventions
for adolescent substance use retain their
effect over time. Motivational interview-
ing interventions were effective across a
variety of substance use behaviours, ses-
sion lengths, clinician education levels
and setting,

In addition to early identification
of at-risk substance users, screening
programmes typically identify a smaller
proportion of persons with substance
dependence. Rapp etal. (13) compared
the linkage effect of 2 interventions — 5
sessions of strengths-based case man-
agement or 1 session of motivational
interviewing — with the referral standard
of care at a centralized intake unit in the
USA. Strengths-based case manage-
ment was better than 1 session of mo-
tivational interviewing, although both
improved linkage with treatment com-
pared to standard care. This research
suggests that the routine or opportun-
istic use of drug screening in primary
care and other healthcare settings may
improve not only the early identifica-
tion of substance use disorders, but also
the referral of more serious cases to
appropriate treatment interventions.

Drug treatment in association
with the criminal justice
system

Drug treatment is increasingly being
provided as an adjunct to the criminal
justice system. It is also used in some
countries as an alternative to incarcera-
tion. Research suggests that immediate
but modest sanctions for positive drug
tests produce substantial reductions
in drug use and offending among indi-
viduals who are under criminal justice
supervision. This kind of coerced or
mandated abstinence is typically re-
quired of offenders on community
release, who are drug-tested at least
weekly with immediate re-incarceration
for a missed or drug-positive test. Man-
dated abstinence programmes for drug

and drink-driving offenders on com-
munity release (14) and programmes
for addicted physicians (15) have been

found to be effective.

Another system innovation is the
drug treatment court, which combines
drug testing and criminal sanctions with
mandatory treatment. Drug courts now
operate in all 50 states in the USA and
other countries have adopted these pro-
grammes as well (16). Drug courts can
reduce crime and promote treatment
participation (17,18). Evaluations of
adult drug treatment courts (19) have
found an average drop in recidivism
from 50% to 38%. Rossman et al. (20)
found that the drug court programme
practices in the USA, such as judicial
status hearings, judicial praise, case
management, substance abuse treat-
ment and discretionary use of the extent
of punishment (in case of noncompli-
ance) were all related to reductions in
crime and substance use.

Another area in which criminal jus-
tice and drug treatment collaborate in
the interests of public health is prison
treatment programmes. Research sug-
gests that drug treatment in prisons and
after release helps prisoners remain ab-
stinent, prevents recidivism, and facili-
tates continued employment, especially
if a therapeutic community treatment
model is used (21,22). Opioid substitu-
tion therapy in particular is an effective
approach in the prison setting (23).

Nevertheless, there are ethical
concerns in some countries about the
extent to which legal coercion is being
exercised appropriately. Even modest
levels of coercion raise ethical questions
(24). Some ethicists (25) argue that
treatment for drug dependence cannot
be administered to an unwilling patient.
Others (26) suggest that persons with
drug dependence cannot provide in-
formed consent to treatment because
they are not autonomous agents. Given
the human rights and ethical issues
raised by compulsory treatment centres,
12 UN entities including WHO issued
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a public request for Member States to
close compulsory drug detention and
rehabilitation centres and implement
voluntary health and social services in
the community (27,28).

Treatment in psychiatric
settings

The co-occurrence of substance use dis-
orders and other psychiatric disorders,
especially affective and personality dis-
orders, is common among both adults
and adolescents. Untreated or poorly
treated co-occurring disorders may re-
sultin poorer physical health, decreased
social functioning and increased risk of
being homeless or incarcerated (29,30).

Minkoff (31) has developed a set of
principles for the treatment of co-occur-
ring disorders that focus on treatment
engagement and case management.
This model recommends matching ser-
vices to the severity of each co-occurring
disorder, taking into account diagnosis,
treatment phase, and levels of motiva-
tion and disability. Within psychiatric
settings, Miller and Carroll (32) recom-
mend universal screening for the full
range of substance-related problems,
followed by brief motivational coun-
selling as a first-line intervention. The
general orientation of these models is to
reduce the separation between mental
health and addiction services by means
of programme-level modifications, al-
terations in clinical practice guidelines,
the use of integrated screening tools,
and clinician training initiatives (33).

To the extent that the existing lit-
erature suggests that continuity of care,
a period of abstinence from substance
use, and coordination of mental health
services are beneficial to persons with
co-occurring disorders, the application
of systems concepts should result in
better outcomes for this population (8).
In addition, it is likely that coordinating
and matching services to client needs
could be improved by better diagnos-
tic evaluation, taking into account the
major differences of substance use
disorders combined with internalizing,
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externalizing or psychotic disorders.
The evidence suggests that among pa-
tients being treated for co-occurring
mental and substance-use-related dis-
orders, outcomes are improved when
otherwise separate drug and psychiatric
treatments are offered in combination
within an integrated treatment plan that
addresses both substance abuse and
other psychiatric problems simultane-
ously.

Other systems innovations

Countries vary in the nature and extent
of existing services. In order to build an
optimal system of services, planning and
quality improvement need to occur ona
periodic basis. Three ways to do this are
service mapping, needs assessment and
needs-based planning,

Service mapping involves the de-
scription of system structures and quali-
ties. WHO has designed a procedure
for assessing, monitoring and evaluat-
ing treatment systems for substance
use disorders in relation to popula-
tion needs (4). The WHO-Substance
Abuse Instrument for Mapping Ser-
vices (SAIMS) identifies gaps in service
delivery and specifies areas for system
improvement.

In order to identify unmet treatment
needs, some methods involve primary
data collection and others rely on sec-
ondary analysis of existing data sources.
Although there are no international
standards for assessing unmet need, the
SAIMS permits incremental planning
that directs resources at the mostimpor-
tantand manageable treatment needs in
a population. The simplest procedure is
to use population surveys to estimate
the number of people in need of treat-
ment. For example, the rates of depend-
ence and harmful use can translate into
the potential demand for specialized
services (residential and outpatient)
as well as early intervention services in
other health care settings. The need for
substance abuse services in the gen-
eral population can also be estimated
through the use of both health statistics

and social indicators, such as substance-
related mortality and morbidity, social
problem statistics, and expert opinion
on treatment needs.

For service systems that are already
well resourced, it may be more fruitful
to conduct needs-based planning, This
approach (33) requires the develop-
ment of a model of the service system
and uses population prevalence data
to estimate the types of treatment ser-
vices to be received by subgroups in
the population; potentially including
persons with various combinations of
co-occurring disorders.

Another system innovation is work-
force development to increase the num-
ber of trained professionals who can
provide high-quality services. Although
primary healthcare professionals can
provide some types of care, substance
abuse and mental health professionals,
particularly psychiatrists, nurses, social
workers and trained counsellors, are
needed to manage those patients who
are referred for specialized care and to
deliver training, support and supervi-
sion to nonspeciahsts. Effective treat-
ment policy requires planning for the
preparation of this workforce, which
should be integrated into their primary
training rather than left to continuing
education efforts afterwards.

In addition to the recruitment of
trained professionals to manage the
treatment of persons with severe de-
pendence and its medical and psychi-
atric complications, there is a major
role for nongovernmental organizations
(NGOs) and self-help groups (34),
particularly in relation to rehabilita-
tion. Civil society can play a key role
in the self-help movement, especially
Narcotics Anonymous and Cocaine
Anonymous. In many low- and middle-
income countries, traditional healers
are involved in treating substance use
disorders (2). In the Eastern Mediterra-
nean Region, The Turkish Green Cres-
cent Society has an extensive network
of programmes in Turkey, Palestine
and Lebanon. In addition to treatment,

it focuses on the protection of young
people from tobacco, alcohol, drugs,
gambling and technology addictions.

Conclusions N

A high-level review by the Commission
on Narcotic Drugs (35) reaffirmed that
drug dependence is a health problem
that requires further strengthening
of public health system responses to
drug-related problems. Consideration
of system issues begins with the need
to organize services to fit the needs of
countries and communities. Prevalence
of drug use in some Eastern Mediterra-
nean Region countries is higher than the
global average. High prevalence rates of
drug use and its health and social con-
sequences, particularly in countries like
Afghanistan, Islamic Republic of Iran,
and Pakistan, are also determined by
the unique position of the region having
countries with the largest production of
opium in the world and straddling the
major opioid trafficking routes. Other
problems come with the high rates of
alcohol and other substance abuse in
guest worker communities in the Gulf
States.

A model framework to guide the
formulation of national drug treatment
policy includes a series of logical steps
designed to identify the basic needs of
a country, bring the right stakeholders
to the policy-making table, evaluate the
evidence supporting effective strategies,
and implement performance measure-
ments to evaluate progress and provide
feedback. Implementation of changes at
the systems level will likely come in dif-
ferent forms depending on the existing
services in a particular country as well
as current trends in substance abuse
within the general population. There
are now a large number of evidence-
informed treatment interventions that
are ready for implementation in systems
of care in both low- and high-income
countries. These interventions, along
with innovations in the organization of
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services, can directly address the system
quality issues discussed above, such as
access, equity and coordination. Nev-
ertheless, there are many obstacles to
implementing changes across current
treatment systems at the local, regional
and national levels. While identification
of evidence-based practicesis a first step,
attempts to implement major changes
with therapist manuals and one-time
workshops is unlikely to result in major
changes. Rather, participatory planning,
individual performance feedback, and
specific incentives for implementation
(e.g, money for training, pay raises and
promotions) are needed to encourage
systems to adopt new approaches (8).

Beyond the implementation of
evidence-based practices at the level of
service providers and treatment pro-
grammes, changes in treatment policies
that operate at the level of treatment
systems are the most effective way to
create an optimal configuration of treat-
ment services. Coordination between
the criminal justice system, mental
health services, primary health care and
the treatment system can reduce drug
use, improve health, prevent crime and
decrease recidivism. To the extent that
treatment services organized within
a system of early intervention, formal
treatment and mutual-help organiza-
tions are based on effective strategies,
they have the potential to have an im-
pact at the population level in a variety
of areas targeted by drug policy.

Given the diversity of system mod-
els and system development levels,
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each country needs to develop services
that meet its own particular needs and
resources. There is not a single system
model that applies to all countries and
development levels. Information from
high-resourced countries may not eas-
ily transfer to low-resourced countries.
Greater cooperation and networking
among service system planners at
similar development levels should be
encouraged, in order to share informa-
tion about system elements that may
have higher priority (e.g, mutual help,
primary care and professional training),
especially in low- and middle-income
countries.

Planned innovation should be a
high priority in the improvement of
service systems. Systems concepts and
data should be used to introduce in-
novations into the service systems to
improve accessibility, equity, eficiency,
effectiveness and quality. The sociocul-
tural context of disadvantaged com-
munities, guest workers, and indigenous
populations should be a major priority
in the planning and development of ser-
vice systems.

Activities to strengthen treatment
service systems should include the fol-
lowing elements:

o regional collaboration to oversee
treatment mapping exercises and ser-
vice planning activities;

o provision of feedback to national
health authorities regarding the cur-
rent status of national treatment
systems based on the results of popu-
lation needs assessment and treat-
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ment mapping exercises to improve
the availability and effectiveness of
services;

. networking among treatment pro-
gramme administrators, public health
authorities, academics and other
stakeholders to share information,
experience and best practices;

 workforce development activities —
training and continuing education;

o quality assessment and quality im-
provement activities; and

o applied research that informs the fur-
ther development of service systems.

No matter how efficacious a treatment
may be, it will produce little benefit to
individuals and society if it is not avail-
able, accessible and provided in a way
that encourages help-seeking and reten-
tion in care. This presents opportunities
for improving the population impact of
treatment and prevention by means of
better coordination with mental health,
primary care and criminal justice inter-
ventions.
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ABSTRACT For the past 50 years, there has been a systematic effort to expand and improve treatment services for
individuals with substance use disorders by developing an evidence base to guide practice. This policy brief aims
to review the available interventions for the management of substance use disorders, examine the evidence base
for these interventions, including the WHO Mental Health Gap Action Programme intervention guide, and make
recommendations related to the treatment of substance use disorders. In the development of this policy brief,
numerous documents were reviewed. The WHO Mental Health Gap Action Programme intervention guide offers
the most well synthesized summary of interventions that have evidence of support, clinical acceptance, extensive
implementation and expert consensus. The recommendations within this policy brief incorporate the core
recommendations on substance use disorder elements included in the mhGAP intervention guide.

Interventions pour la prise en charge des troubles liés a la consommation de substances psychoactives :
examen et recommandations

RESUME Au cours des 50 derniéres années, des efforts systématiques ont été déployés pour étendre et améliorer
les services de traitement des individus souffrant de troubles liés a la consommation de substances psychoactives,
par le biais de I'élaboration d'une base de données factuelles visant a orienter les pratiques. La présente note
d’orientation a pour objectif de passer en revue les interventions disponibles pour la prise en charge des troubles
lies a la consommation de substances psychoactives, d'examiner les bases factuelles pour ces interventions dont
le guide d'intervention du Programme d’action de I'OMS : Combler les lacunes en santé mentale (mhGAP), et
d'effectuer des recommandations concernant le traitement de ces troubles. Au cours de I'élaboration de cette note
d’orientation, divers documents ont été examinés. Le guide d'intervention du Programme mhGAP de I'OMS offre la
meilleure synthese d’interventions fournissant des informations sur le soutien dont elles bénéficient, I'acceptation
clinique, une mise en ceuvre étendue, et les consensus d’experts. Les recommandations de la note d’orientation
integrent les recommandations principales portant sur les éléments relatifs aux troubles liés a la consommation de
substances psychoactives compris dans le guide d'intervention du Programme mhGAP.
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Introduction

This policy briefaims to review the avail-
able interventions for the management
of substance use disorders, examine
the evidence for these interventions
including the WHO Mental Health
Gap Action Programme (mhGAP)
intervention guide, and make recom-
mendations related to the treatment of
substance use disorders.

Evidence-based

practices

While there has been a large amount of
research on the treatment of substance
use disorders, there has been consid-
erable controversy about what con-
stitutes an “evidence-based practice”
and which of these practices should
be applied in “real world” treatment
settings. The importance of translating
scientific advances in disease-specific
interventions into clinical practice has
been emphasized throughout the health
care system, largely stemming from the
consistent observation of a wide gap
between research and practice (1). As
a move toward “evidence-based prac-
tice” has permeated health care systems
and policy, several working groups in
the field of addiction treatment have
considered ways to align with this initia-
tive. In the field of addiction, however,
consensus regarding the optimal pro-
cedures for identifying practices with
sufficient empirical foundation to be
considered “evidence-based” has not
yet been reached.

What is evidence-based
practice?

Adapting Sackett et al’s definition (2),
evidence-based practice is characterized
as “the integration of best research evi-
dence with clinical expertise and patient
values”. The most debated components
of this definition are the concepts of i)
best research evidence and ii) clinical
expertise.

Best research evidence

Although it has been appropriately not-
ed that the definition of “best research
evidence” depends upon the nature of
the clinical question (e.g. etiological
questions versus identification of the
most eflicacious treatment for a par-
ticular disease) (3), descriptions of this
concept, to date, uniformly acknowl-
edge a variety of sources from which
data can be brought to bear on clinical
decision-making, These sources include
randomized clinical trials, quasi-exper-
imental investigations, correlational
studies, field studies, case reports and
clinical guidelines based upon profes-
sional consensus (4).

As an alternative to weighting in-
dividual studies, clinicians may draw
upon published syntheses of study find-
ings, typically in the form of systematic
reviews and meta-analyses. Hierarchi-
cal models of research evidence place
both of these methods in the highest
tier alongside randomized clinical trials.
Systematic reviews evaluate research
evidence based upon pre-defined ob-
jective criteria. Over the past 10 years,
the Cochrane Collaboration and the
Agency for Healthcare Research and
Quality have accelerated the dissemina-
tion of synthesized information related
to health care practices through system-
atic reviews (5,6).

Inmeta-analyses, the standard meth-
odology for evaluating the strength of
evidence involves the calculation of an
effect size, or summary statistic showing
the magnitude of the treatment effect,
averaged across studies. While meta-
analyses are a useful metric method for
measuring the usefulness of a treatment
approach, there are some disadvantages
to this technique. Specifically, the use of
aggregate estimates of effect size may
hide qualitative differences between
the individual studies. Additionally,
meta-analyses are subject to publica-
tion bias (also known as the “file drawer
problem”), that is the tendency of pub-
lishing studies showing an effect of a
treatment rather than those showing

no effect, thereby biasing the pool of
clinical data from which meta-analyses
are conducted.

Nevertheless, synthesized reports
on treatment effectiveness, whether in
the form of meta-analyses or systematic
reviews, remain a valuable resource to
inform clinical decision-making.

Clinical expertise

Two other broad categories of docu-
ments that summarize recommenda-
tions for translating research evidence
into clinical practice are practice guide-
lines and best practices.

Practice guidelines are “system-
atically developed statements to assist
practitioners and patient decisions
about appropriate health care for spe-
cific clinical circumstances” (7). These
statements are developed through a
consensus process that includes clinical
and research experts in the appropri-
ate field, and their developers may also
elicit input from health care provider
organizations, consumer groups and
government agencies, depending upon
the scope and purpose of the guidelines.
In terms of content, practice guidelines
may include approaches to the pre-
vention, diagnosis or treatment of an
illness (8). Content might be drawn
from various theoretical frameworks
and flexibility is allowed in the actual
implementation of the practice.

Best practices documents aim to
guide treatment programme planning
and to outline processes that help dis-
semination of research-based interven-
tion strategies to clinical settings (8).
These documents often include guide-
lines for service delivery, such as recom-
mended scope of services, assessment
and intervention techniques, consid-
erations when treating special popula-
tions and processes for coordinating
treatment with other types of services.
In terms of substance use disorders,
best practices documents often inform
both policy, by describing optimum
standards of treatment service delivery
for addicted populations, and also the
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advancement of standards for training
clinicians in the field of addiction.

WHO Mental
Health Gap Action

Programme
intervention guide

The WHO Mental Health Gap Action
Programme (mhGAP) intervention
guide is an important example of the
development of a guide based on the
best available evidence and through a
systematic approach (9). It includes
guidance on evidence-based interven-
tions designed to identify and manage
anumber of priority conditions for low-
and middle-income countries, with the
objective of scaling up care for mental,
neurological and substance use disor-
ders. The mhGAP intervention guide
was developed through an intensive
process of evidence review. System-
atic reviews were conducted to develop
evidence-based recommendations. The
process involved a WHO Guideline
Development Group of international
experts who collaborated closely with
the WHO Secretariat. The recommen-
dations were then converted into clear
stepwise interventions for management
of alcohol and substance use disorders,
again with the collaboration of an inter-
national group of experts.

The mhGAP intervention guide was
developed to facilitate mhGAP-related
delivery of evidence-based interven-
tions in non-specialized health care
settings. However, the recommended
interventions included in the sections
below also represent the core set of in-
terventions that are needed within a
specialized system of care for substance
use disorders.

Substance use disorders

The differences in the neurobiologi-
cal, physiological, psychological and
behavioural effects of the different

categories of drugs are substantial. The
public health concerns about the effects
and consequences of these different
substance use disorders and the impact
of how the drugs are taken are also sub-
stantial. It should be noted that in most
parts of the world a single substance use
disorder is rare (10). Many individuals
who require treatment for substance
use are using more than one drugand, in
some parts of the world, they are com-
bining their substance use with alcohol.
Therefore, when selecting treatment
approaches, one should consider poly-
substance use/dependence.

Brief interventions

Brief interventions can be useful with
individuals who use small and mod-
erate amounts of drugs and for some
specific substance use disorders, such as
cannabis use disorders (11). Although
brief interventions can also be useful in
initially communicating with individu-
als with serious substance dependence
disorders, they are generally not suf-
ficient to help dependent individuals
significantly reduce or stop dependent
use. However, brief interventions may
be a good first step in engaging patients
in more intensive treatment.

Harm-reduction strategies

An overarching harm reduction philos-
ophy should be an essential component
to all treatment activities for individuals
with substance use disorders. Harm or
risk reduction strategies are intended
to help patients moderate but not nec-
essarily eliminate harmful behaviours,
thereby limiting the physical, psycho-
logical and interpersonal harm caused
by their drug use. These strategies may
constitute the entirety of the interven-
tions used or they may be combined
with other treatment strategies.
Regardless, in considering treat-
ments for individuals with substance
use disorders, reducing the harms cre-
ated by drug use should be a main prior-
ity. Prevention of drug injection and
its harmful consequences, specifically
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bloodborne diseases, by providing nee-
dle and syringe programmes and opioid
substitution treatments, facilitating/
providing testing and treatment, when
possible, for bloodborne viral illnesses
and promoting safe sexual practices
are among the main harm reduction
approaches. Over time, when a relation-
ship has been established, intensified
efforts should be made to encourage
people who inject drugs to get more
involved in the comprehensive treat-
ment package for their substance use
disorders.

Opioid use disorders

Opioid use disorders are a substantial
public health problem. These disorders
primarily occur with injection heroin
use and use of prescription opiate pain
killers (mainly oral use), including
oxycodone, hydrocodone, tramadol
(increasingly) and buprenorphine (in
afewareas). In many parts of the world,
injection of heroin is the major con-
tributor to the spread of HIV, hepatitis
C and other infectious diseases (12,13).
Overdose deaths associated with both
injecting heroin and taking prescribed
opiates are a significant concern (14).

The main objectives of treating and
rehabilitating people with opioid de-
pendence are to: reduce dependency on
illegal drugs and the morbidity and mor-
tality associated with their use; improve
physical and psychological health;
reduce criminal behaviour; and help
social reintegration and functioning.
As no single treatment is effective for
all individuals with opioid dependence,
various psychosocial and pharmaco-
logical treatment options are needed.
Relapse following detoxification alone
is extremely common and therefore
detoxification is rarely an adequate

treatment on its own.
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Managing opioid overdose
and overdose prevention
Opioid overdose is a potentially fatal
event and rapid emergency measures
are needed. Naloxone is a short-acting
opioid antagonist that can quickly
reverse an opioid overdose (15). Na-
loxone is effective when delivered by in-
travenous, intramuscular, subcutaneous
and intranasal routes (16). Guidelines
recommend delivery of naloxone until
clinical reversal is apparent.

Naloxone can also be provided to
opiate users and family members of
individuals who use opioids for use out-
side of medical settings (e.g at home)
in the event of an opiate overdose. The
distribution of naloxone to individu-
als at risk of overdose (e.g. those being
discharged from residential care or
those who undergo detoxification) is
being increasingly used to prevent fatal
overdoses.

Managing opioid withdrawal

Extensive research on withdrawal
from opioids suggests that unless post-
withdrawal treatment is effectively
implemented, relapse (and potential
overdose) is almost inevitable very
soon after withdrawal. Where available,
opioid agonist maintenance treatment
should be considered, with either
methadone or buprenorphine as an
alternative to withdrawal, and patient
education should be conducted about
the risks/benefits of withdrawal versus
maintenance treatment. If a decision is
made about the management of with-
drawal symptoms, buprenorphine or
methadone should be prescribed for a
limited time (e.g. 3 to 21 days) in a low
dose with a tapering approach. Care
should be taken particularly if the per-
son has been prescribed other sedative
drugs. Clonidine or lofexidine can also
be given along with other symptomatic
treatments (e.g. anti-emetics to treat
nausea, simple analgesics to treat pain
and light sedatives to treat insomnia).

Opioid relapse prevention
pharmacotherapy

For individuals who have been success-
fully withdrawn from opioids, naltrex-
one hydrochloride can be used as part of
relapse prevention management. As an
opioid antagonist, naltrexone prevents
opioid receptors from being activated
by agonist compounds, such as heroin
or prescribed opioids, and is reported to
reduce opioid cravings and prevent re-
lapse. Naltrexone requires that patients
be abstinent from opioids for 5-10 days
after discontinuation of opioids. Prema-
ture use of naltrexone can cause a very
uncomfortable immediate withdrawal
reaction. Naltrexone is generally taken
daily, although a monthly injection
of extended release naltrexone may
improve patients” adherence to their
medication regimens.

Opioid agonist maintenance
treatment

Opioid agonist maintenance treatment
(also known as opioid substitution
treatment) is defined as the adminis-
tration under medical supervision of a
prescribed long-acting opioid agonist
(or partial agonist) medication that has
the capacity to prevent the emergence
of withdrawal symptoms and reduce
craving. These medicines are usually
administered orally in the form of a
tablet, a film strip or a solution, thereby
reducing the risk of infections associ-
ated with injections. Medicines used in
substitution therapy are prescribed in
relatively stable doses over along period
(usuallymore than 6 months), which al-
lows stabilization of brain functions and
prevention of craving and withdrawal.
Agonist maintenance therapy has
extensive scientific support and is the
most effective pharmacological therapy
for opioid dependence.

Methadone

Methadone is a synthetic opioid
most commonly used for substitution
therapy and is typically administered

orally as aliquid. There is a large amount

of research that provides very strong
support for the safety and efficacy of
methadone (16-18). Methadone is
included on the WHO Model List of
Essential Medicines (19). The initial
methadone dose should be based on
the level of opioid tolerance, allowing a
high margin of safety to reduce inadvert-
ent overdose. The dosage should then
be quickly adjusted upwards if there are
ongoing opioid withdrawal symptoms
and downwards if there is any seda-
tion. From there, the dose should be
gradually increased to the point where
illicit opioid use stops. Patients should
be monitored with clinical assessment
and drug testing. Psychosocial assis-
tance should be offered to all patients.

Buprenorphine

Buprenorphine has a weaker opioid
agonist activity than methadone and
is not well absorbed if taken orally;
therefore, the usual route of administra-
tion is sublingual. Because the effect of
buprenorphine plateaus with increasing
doses, buprenorphine is therefore less
likely than either methadone or heroin
to cause an opioid overdose, even
when taken simultaneously with other
opioids. Buprenorphine maintenance
treatment should start with a dose that
is suited to the pattern of opioid use,
including the level of tolerance, the
duration of action of opioids used and
the timing of the most recent opioid
use. From there, the dose should be
rapidly increased (ie. over days) to one
that produces stable effects for 24 hours.

Methadone versus buprenorphine for
opioid agonist maintenance treat-
ment

Evidence on the effectiveness of metha-
done and buprenorphine for opioid
agonist maintenance treatment shows
that both medications provide good
outcomes in most cases (20). In gen-
eral, methadone is frequently recom-
mended over buprenorphine because
methadone has been shown to be
more cost-effective. However, making
both medications available may attract
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greater numbers of people to treatment
and improve treatment matching,

Psychosocial treatment

Psychosocial interventions—including
cognitive and behavioural approaches
and contingency management tech-
niques—can add to the effectiveness
of treatment, if combined with agonist
maintenance treatment and medica-
tions for assisting opioid management.
However, there is little evidence that
psychosocial services, in the absence
of medications, produce significant
benefits for the management of opioid
use disorders. Psychosocial services
should be made available to all patients,
although those who do not take up the
offer should not be denied pharmaco-
logical treatment.

Psychostimulant

use disorders

Psychostimulant drugs include cocaine
and amphetamine-type stimulants
(ATS) (known under the names meth-
amphetamine, crystal meth, captagon
and yaba). Although there are signifi-
cant differences in the neurobiological
and pharmacokinetic effects between
cocaine and ATS (e.g. the half-life of
cocaine is 1-2 hours and the half-life of
ATS is 10-12 hours), treatment con-
siderations are similar. At the present
time, there are no effective medications
for maintenance treatment of psycho-
stimulant dependence (21). While
medications may be useful in manage-
ment of the psychosis associated with
their acute and chronic use, as well as
for the alleviation of symptoms in early
abstinence, psychosocial treatments
have the best evidence of effectiveness
for the treatment of psychostimulant
dependence.

Treatment for intoxication/
psychosis and “withdrawal”
In addition to exhibiting anxiety, de-
pression and psychosis, individuals
presenting with acute psychostimulant

intoxication may be violent or suicidal
(21). Conservative care consists of
placing non-threatening individuals in
a quiet and calm environment, while
more agitated patients may require
benzodiazepines or neuroleptics, and
possibly gastric lavage and/or activated
charcoal to promote clearance of the
drug. While traditional antipsychotic
medications (e.g haloperidol) and ben-
zodiazepines are effective in reducing
symptoms of psychosis and agitation,
olanzapine and other medications ap-
pear to be better tolerated.

Harm reduction approaches

Compared with opioid use disorders,
the development of harm reduction
strategies for psychostimulant users is
much less advanced. In situations where
psychostimulants are injected, provid-
ing clean injection equipment, educa-
tion and encouragement to switch to
non-injection routes of administration
may be useful. In many parts of the
world, men who have sex with men use
psychostimulants at higher rates than
in the general population. The high risk
sexual behaviour associated with psy-
chostimulant use is a major contributor
to the transmission of HIV. Therefore,
easy access to condoms and education
about safer sexual practices may be use-
ful harm reduction approaches in this

group.

Cannabis use disorders

Cannabis is the most commonly used il-
licit drug across the world (22), with an
estimated prevalence of 3.9% (among
those aged 15-64) or 180.6 million
users. It is estimated that around 1 in
11 recreational cannabis users (23,24)
and 25-50% of daily cannabis users
develop cannabis dependency (25,26).
Cardiovascular and respiratory function
problems have been found to be greater
among daily cannabis smokers, and the
risk of road trafhic incidents while driv-
ing under the influence of cannabis is
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2-3 times higher (27,28). Cannabis
users are twice as likely to develop a
mental disorder as non-users, especially
if cannabis use started during adoles-
cence and/or there is a predisposition
to mental illness. There are no effective
medications for cannabis dependence.
Psychosocial support is the main treat-
ment option for the management of
cannabis dependence, including brief
interventions.

Psychosocial
treatments for

substance use
disorders

The essential factors for the successful
use of all psychosocial interventions
are empathy, respect for the patient
and the use of positive reinforcement
methods to encourage and reinforce
positive changes in the lives of patients.
Praise and support for patient progress
(even small increments of change) and
consistent support for patients are also
critical. There are specific psychosocial
counselling approaches that improve
treatment success including;

Cognitive behavioural therapy (CBT).
This is a form of “talk therapy” based
on the principles of conditioning and
learning that is used to teach, encour-
age and support individuals about how
to reduce/stop their drug use. CBT
encompasses a range of interventions
that may be quite different in applica-
tion and focus and may incorporate
relapse prevention and coping skills
therapy. CBT provides skills that are
valuable in assisting people to reduce
drug use and/or start abstaining from
drug use, and provides skills to help
people sustain their reduced use and/
or abstinence.

Motivational interviewing/motiva-
tional enhancement therapy (MI/MET):
Many, if not most, problem drug users
are unsure about stopping their drug
use. MI/MET is a set of techniques that
allow professionals treating substance
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use disorders to address the uncertainty
common among many drug users and
promote changes in their lives (29,30).
MI/MET helps individuals recognize
the problems in their lives created by
drug use and create a pathway to make
positive changes. When using M1/
MET, health workers respond to pa-
tients in a consistent, non-judgmental,
supportive and most constructive way
by 1) expressing empathy; 2) devel-
oping the difference between the pa-
tient’s goals and aspirations and his /her
current self-destructive behaviour; 3)
avoiding argument; 4) accommodating
the patient’s resistance to behaviour
change; and S) supporting the patient’s
self-efficacy to bring about construc-
tive behaviour changes. MI/MET has
broad application in many situations
to address the challenges of working
with individuals with substance use
disorders.

Contingency management/motivation-
al incentives: Contingency management
applies the principles of positive rein-
forcement for performance of desired
behaviours consistent with a reduction
or cessation of drug use. Typically,
contingency management involves
the conditional delivery of a voucher
(which can be traded for desired items
or privileges) or other incentives for
behaviours such as attendance at the
treatment sessions or production of a
negative urine test. Contingency man-
agement has been widely applied to
many drug dependence disorders, and
a meta-analysis of research findings has
documented strong evidence of its effi-
cacy in many studies, types of disorders
and populations (31).

Family therapy and couples therapy:
Family and couples therapy comes from
learning-based behavioural models of
etiology and uses cognitive-behavioural
techniques to bring about change in
both maladaptive interpersonal behav-
iour and problem drug and alcohol use.
These techniques use a combination of
psychoeducation and CBT to assist the
patient and his/her family or spouse in

developing more positive coping skills
for addressing problem situations that
may be associated with drug use. Com-
munication skills are also part of many
of these approaches to provide patients
and their family/spouse with skills that
reduce the maladaptive communica-
tion patterns that can lead to relapse to
drug use. To effectively deliver family
and couples therapy, significant special-
ized training is needed.

Self-help groups: People with drug
dependence can benefit from partici-
pating in a self-help group, e.g. Narcot-
ics Anonymous. Involvement in these
groups can be very useful in assisting
patients to achieve and maintain absti-
nence from drugs and alcohol. These
groups generally recommend a total
abstinence from all drugs and alcohol,
although in some parts of the world,
moderation groups are available.

Implementing

treatment approaches

When decisions are made about which
management approaches for substance
use disorders should be implemented
within a country or region, decision-
makers should consider the priorities
of the country and the approaches that
would be a good fit for the country. Two
of the most important considerations
are the use of opioid agonist medicines
and the workforce needed for psycho-
social treatment.

Opioid agonist medication

The evidence on the efficacy and effec-
tiveness of methadone and buprenor-
phine is overwhelming (20,32). Opioid
agonist treatment reduces or eliminates
illegal opioid use, reduces injection be-
haviour, reduces relapse and improves
health. The training required to prepare
doctors to deliver these medicines is
relatively simple and the per-patient
cost for these pharmacotherapies is less
than many other interventions, particu-
larly those involving residential care.

However, one concern about the use of
these medicines is their potential diver-
sion to illicit markets. In some areas of
the world where these medicines have
been introduced with poor controls
over prescribing practices and/or lax
pharmacy practices, they have been
diverted to the illicit market. When
the decision is made to consider these
medicine, an effective control mecha-
nism is essential.

Psychosocial treatment
workforce

The development of effective treatment
systems that can deliver psychosocial
treatment is dependent upon the avail-
ability of well-trained professionals.
In many parts of the world, there are
limited opportunities for professionals
to receive useful training for effective
use of these treatment approaches. Even
mental health professionals, including
psychiatrists, need some specific train-
ing to use psychological interventions
for substance use disorders. In addi-
tion, there is a shortage of mental health
professionals dealing with substance
use disorders, particularly in low- and
middle-income countries. Therefore,
the absence of a qualified, trained
workforce is a serious limitation to the
delivery of effective psychosocial treat-
ment services.

Workforce training efforts should
focus on the substance use disorders
of greatest public health concern and
build the workforce capacity needed for
management of these disorders. One
strategy that has been used with success
is the use of a pyramid training model,
in which highly skilled local experts are
trained to provide the foundation for an
in-country training capacity. Training
physicians and psychiatrists is an essen-
tial step to create in-country expert train-
ing capacity. In national plans for service
implementation, targets for workforce
capacity development should be identi-
fied to make clear the knowledge and

skills needed for training as well as the
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number and type of professionals that

will be needed.

Conclusion

A major challenge to improving the

effectiveness of services for substance
use disorders is the implementation
of evidence-based practices. Efforts
have been made, including the WHO
mh-GAP intervention guide, to provide

reviews and summaries of the existing

evidence on the efficacy of a wide range
of practices to treat substance use
disorders. The treatment of opioid use
disorders has received the most empiri-
cal attention, and there are numerous
medicines and behavioural and harm
reduction practices that are established
as providing benefits to patients and so-
ciety. For other substance use disorders,
medicines and specific harm reduction
strategies have not been as well devel-
oped or researched. However, there are
a set of psychosocial and behavioural

La Revue de Santé de la Méditerranée orientale

strategies that have evidence to support
their usefulness. The summary provided
in this article provides a snapshot of the
evidence-based practices for substance
use disorders as of 2016. As new evi-
dence arises, this document and others
like it will need to be updated to main-
tain an accurate picture of the knowl-
edge available to guide the development

of services for substance use disorders.
Funding: None.

Competing interests: None declared.

References

1.

12.

13.

Lamb S, Greenlick MR, McCarty D, editors. Bridging the gap
between research and practice: Forging partnerships with
community-based drug and alcohol treatment. Washington
(DO): National Academy Press; 1998.

Sackett DL, Straus SE, Richardson WS, Rosenberg W, Haynes
RB. Evidence-based medicine: How to practice and teach
EBM. London: Churchill Livingstone; 2000.

Sackett DL, Wennberg JE. Choosing the best research design
for each question. BMJ. 1997;315:1636.

Miller WR, Zweben J, Johnson WR. Evidence-based treat-
ment: Why, what, where, when, and how? J Subst Abuse Treat.
2005;29:267-76.

Clarke M. The Cochrane collaboration and systematic reviews.
Br) Surg.2007;94:391-2.

Walshe K, Rundall TG. Evidence-based management: From
theory to practice in health care. Milbank Q. 2001;79:429-57.

Field MJ, Lohr KN, editors. Clinical practice guidelines: Direc-
tions for a new program. Institute of Medicine Committee to
Advise the Public Health Service on Clinical Practice Guide-
lines. Washington (DC): National Academy Press; 1990.

Lacroix SI. Evidence-based and best practice addiction treat-
ment resources: A primer for librarians. Behav Soc Sci Librar.
2002;21:59-72.

World Health Organization. WHO Mental Health Gap Action
Programme (mhGAP). 2015 (http://www.who.int/mental_
health/mhgap/en/, accessed 10 April 2017).

World drug report-2014. New York: United Nations Office on
Drugs and Crime (UNODC); 2014 (http://www.unodc.org/
documents/wdr2014/World_Drug_Report_2014_web.pdf,
accessed 10 April 2017).

Babor TF, McRee BG, Kassebaum PA, Grimaldi PL, Ahmed K,
Bray J. Screening, brief intervention, and referral to treatment
(SBIRT): Toward a public health approach to the management
of substance abuse. Subst Abus. 2007;28(3):7-30.

Bao YP, Liu ZM. Systematic review of HIV and HCV infection
among drug users in China. Int ) STD AIDS. 2009;20(6):399-
405.10.1258/ijsa.2008.008362.

Wang X, Zhang T,, Ho WZ. Opioids and HIV/HCV infection.
Neuroimmune Pharmacol. 2011;6(4):477-89. 10.1007/s11481-
011-9296-1.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

Hser Y-1, Evans E, Grella C, Ling W, Anglin D. Long-term course
of opioid addiction. Harv Rev Psychiatry. 2015;23(2):76-89.
10.1097/HRP.0000000000000052.

Boyer E. Management of opioid analgesic overdose. N Engl
Med. 2012;367:146-55.

SAMHSA opioid overdose prevention toolkit. HHS Publica-
tion No. (SMA) 13-4742. Rockville, MD: Substance Abuse
and Mental Health Services Administration; 2013 (https://
store.samhsa.gov/shin/content/SMA13-4742/Overdose_
Toolkit_2014_Jan.pdf, accessed 10 April 2017).

Amato L, Davoli M, Perucci CA, Ferri M, Faggiano F, Mattick
RP. An overview of systematic reviews of effectiveness of
opiate maintenance therapies: Available evidence to infor-
mation clinical practice and research. J Subst Abuse Treat.
2005;28:321-9.

Mattick RP, Breen C, Kimber J, Davoli M. Methadone main-
tenance therapy versus no opioid replacement therapy for
opioid dependence. Cochrane Database Syst Rev. 2009 Jul
8;(3):CD002209.10.1002/14651858.CD002209.pub2.

WHO model list of essential medications. Geneva: World
Health Organization; 2013. (http://www.who.int/medi-
cines/publications/essentialmedicines/18th_EML_Final_
web_8Jull3.pdf, accessed 10 April 2017).

Connock M, Juarez-Garcia A, Jowett S, Frew E, Liu Z, Taylor
RJ, et al. Methadone and buprenorphine for the management
of opioid dependence: A systematic review and economic
evaluation. Health Technol Assess. 2007;11(9):1-171.

Ling W, Mooney L, Haglund M. Treating methamphetamine
abuse disorder. Curr Psychiatr. 2014;13(9):37-44.

World drug report - 2013. New York: United Nations Office on
Drugs and Crime (UNODC); 2013 (http://www.unodc.org/
unodc/secured/wdr/wdr2013/World_Drug_Report_2013.
pdf, accessed 10 April 2017).

Anthony J, Warner LA, Kessler RC. Comparative epidemiology
of dependence on tobacco, alcohol, controlled substances,
and inhalants: Basic findings from the National Comorbidity
Survey. Exp Clin Psychopharmacol. 1994;2:244-68.

Lopez-Quintero C, Pérez de los Cobos J, Hasin DS, Okuda M,
Wang S, Grant BF, et al. Probability and predictors of transition
from first use to dependence on nicotine, alcohol, cannabis,
and cocaine: Results of the National Epidemiologic Survey
on Alcohol and Related Conditions (NESARC). Drug Alcohol
Depend. 2011;115(1-2):120-30.




O3 il 5 I Al

I sadl

25.

26.

27.

28.

Hall W. The adverse health effects of cannabis use: What are
they, and what are their implications for policy? Int ] Drug
Policy. 2009;20:458-66.

Hall W, Degenhardt L. Adverse health effects of non-medical
cannabis use. Lancet. 2009;374:1383-91.

Hall W. What has research over the past two decades revealed
about the adverse health effects of recreational cannabis use?
Addiction. 2015;110(1):19-35. 10.1111/add.12703

Ramaekers JG, Berghaus G, van Laar M, Drummer OH. Dose
related risk of motor vehicle crashes after cannabis use. Drug
Alcohol Depend. 2004;73(2):109-19.

29.

30.

31

32.

Burke BL, Arkowitz H, Menchola M. The efficacy of motiva-
tional interviewing: A meta-analysis of controlled clinical trials.
J Consult Clin Psychol. 2003;71:843-61.

Hettema J, Steele J, Miller WR. Motivational interviewing.
Annu Rev Clin Psychol. 2005;1:91-111.

Prendergast M, Podus D, Finney J, Greenwell L, Roll J. Contin-
gency management for treatment of substance use disorders:
A meta-analysis. Addiction. 2006;101(11):1546-60.

National Institute of Health and Clinical Excellence. 2011.
Drug misuse: psychosocial interventions: NICE guideline 51
[webpagel (http://guidance.nice.org.uk/CG51, accessed 10
April 2017).

T g1 G2 L)l Al

221



EMH] . Vol.23 No.3 . 2017 Eastern Mediterranean Health Journal
La Revue de Santé de la Méditerranée orientale

Review

Public health alternatives to incarceration for drug
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ABSTRACT Drug users are vastly overrepresented in prison populations. Once inside they face increased risks of
acquiring infections such as HIV, hepatitis and TB, and on release they face an elevated risk of fatal overdose. Relapse
and recidivism are the norm following release from prison. The implementation of evidence-based drug treatment
programmes in prison is rare, yet drug treatment in prison reduces the transmission of infections, recidivism and fatal
overdose on release. Recognising the negative returns associated with incarceration, many jurisdictions have begun
to consider alternatives such as depenalisation of the personal use of illicit drugs, provision of treatment and social
reintegration of drug offenders, and a shift in focus from supply reduction to demand and harm reduction measures in
the community and in prison. Women with drug problems are twice as likely to have been imprisoned for a drug offence
as incarcerated men. Similarly, HIV prevalence is higher among female inmates. Serious attention should be paid to
implementation of non-custodial sentences for women, particularly during pregnancy and those with young children.

Alternatives de santé publique a l'incarcération pour les auteurs d’infractions liées a la drogue

RESUME Les toxicomanes sont largement surreprésentés parmi les détenus des prisons. Une fois incarcérés, ils sont
d’autant plus exposés au risque de contracter des infections telles que le VIH, I'hépatite et la tuberculose, et a leur
libération, ils font face a un risque élevé d’overdose fatale. Les rechutes et la récidive sont la norme apres une remise
en liberté. La mise en ceuvre de programmes de traitement de la toxicomanie reposant sur des données factuelles
est rare en milieu carcéral, alors que traiter la toxicomanie en prison permet de réduire la transmission d'infections,
la récidive et I'overdose fatale a la sortie. Prenant note des conséquences négatives associées a l'incarcération, de
nombreuses juridictions ont commencé a envisager des alternatives telles que la dépénalisation de 'usage personnel
de substances illicites, la fourniture d'un traitement et la réinsertion sociale des auteurs d'infractions liées a la drogue,
ainsi qu’un changement de priorité, passant de mesures de réduction de I'offre a des mesures de réduction de la
demande et d’atténuation des effets nocifs dans la communauté et en prison. Les femmes toxicomanes sont deux fois
plus susceptibles d’étre emprisonnées pour des infractions liées aux drogues que les hommes. De méme, la prévalence
du VIH est plus élevée chez les femmes détenues. Une sérieuse attention doit étre portée a lI'application de peines non
privatives de liberté pour les femmes, notamment lorsqu’elles sont enceintes ou en charge de jeunes enfants.

'Department of Mental Health and Substance Abuse, World Health Organization, Geneva, Switzerland. °Programme of International Research and
Training, National Drug and Alcohol Research Centre, University of New South Wales, Sydney, Australia (Correspondence to Kate Dolan: k.dolan@unsw.
edu.au). Semel Institute for Neuroscience and Human Behavior, Geffen School of Medicine, University of California at Los Angeles, Los Angeles, United
States of America.
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Introduction

Globally, at any given time, there are
over 10 million people held in prisons
and between 2.5 and 3 million of these
are held in pre-trial detention. However,
turnover in the prison populations is
thought to be at least 3 times that with
some 30 million individuals being de-
tained and released into the community
each year. The vast majority of prisoners
are male, with females accounting for
less than 10% of this population (1).
Drug offenders account for 3-29% of
prison inmates in the European Union
(EU),4-29% of inmates in non-EU Eu-
ropean countries, 5-53% of inmates in
the Americas and 10—58% of inmates in
Asia/Oceana (2). In the United States
of America (USA), between 24% and
36% of all heroin addicts pass through
the corrections system each year, repre-
senting more than 200 000 individuals
()

Incarceration has traditionally been
justified on the basis of its assumed ef-
fect on deterrence, crime reduction,
rehabilitation and retribution. How-
ever, there is now a considerable body
of evidence indicating that punishment
(including imprisonment) provides
neither deterrence (4) nor rehabilita-
tion (5), and that the effects on crime
reduction are minimal, even in coun-
tries with high rates of incarceration (6).

Relapse and re-offence are usual af-
ter release from prison. In the USA, for
example, drug-use relapse rates (even
among those who participate in prison-
based programmes ) are more than 80%,
and 3—year re-arrest rates are consist-
ently around 70%. From 1996 to 2006,
the population of the USA increased
by 13% and the imprisoned population
increased by 33%, yet the proportion of
prisoners with a drug problem increased
by 43% (7). Drug-dependent offenders
are more likely to return to prison than
other offenders. In the USA, over 50% of
drug-dependent inmates have a previ-
ous imprisonment compared with 31%
of other inmates. In New South Wales,

84% of heroin-dependent inmates were
re-imprisoned within 2 years of release,
compared to 44% of all prisoners (8).
Australian drug injectors reported an
average of S imprisonments (9). These
high rates confirm that most drug of-
fenders do not receive treatment while
in prison nor are they being referred to

treatment on release.

Although drug use tends to occur
at a lower level in prison than in the
community, the infectious disease risks
are often higher, as inmates share sy-
ringes when they cannot access sterile
ones (nor can they access products to
sterilize them). As a result, having one
or more prior incarceration is a major
risk factor for having HIV and hepatitis
C. In fact, among injection drug users
in Tehran, Islamic Republic of Iran, a
history of shared needles in prison was
found to be the strongest predictor of
being HIV-positive (10). In two Scot-
tish prisons, 6% and 25% of injection
drug users reported that they started
injecting while in prison (11). The risk
of deathamong people on parole during
the first 2 weeks after release from prison
is nearly 13 times greater than among
individuals of similar demographic
background, with drug overdose being
the leading cause of death (12).

Recognizing the high cost and nega-
tive returns associated with imprison-
ment, many authorities have begun to
consider alternatives. From a public
health perspective, such alternatives

include:

o Decriminalize personal use of illicit

drugs,

e Provide treatment and social reinte-
gration of people with drug use disor-
ders who come into contact with the

criminal justice system,

«  Move the focus of funding away from
supply-reduction measures towards
demand- and harm-reduction meas-

ures.

Rationale for
alternatives to

incarceration for
drug offenders

Alternative approaches to imprison-
ment are consistent with the obligations
UN Member States have under the
international drug control conventions,
as the following details:

o Alternatives to conviction and pun-
ishment are permitted in the inter-
national drug control conventions
and treatment is encouraged. The
3 international drug control conven-
tions each contain a clause that allows
for treatment and social reintegration
as an alternative to conviction and
punishment. The conventions also
explicitly mention the need to make
treatment available.

o Conviction of minor drug offences
does not prevent drug use. Convic-
tion and punishment of minor drug
offences does not deter drug use and
does not lead to rehabilitation.

«  Conviction and punishment of mi-
nor drug offences is often dispropor-
tionate. The International Narcotics
Control Board (INCB) has also re-
minded Member States of this prin-
ciple of proportionality in criminal
justice and to take the Tokyo rules
into consideration (13).

o Conviction and punishment is ex-
pensive and causes harm. Impris-
onment is more expensive than
treatment and uses valuable resourc-
es that could be used more effectively
for the prevention and treatment of
drug use disorders. Increased spend-
ing on prisons in the USA, for exam-
ple, has been shown to correlate with
areduction in spending on education,
education being one of the most ef-
fective investments a country can
make in preventing drug use (14).

o Treatment and social reintegration
reduce both drug use and drug-re-
lated crime. Treatment of substance
use disorders has been consistently
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shown to reduce drug-related crime.
The extent of the reduction varies
depending on the type of substance
use disorder and the type of treat-
ment. In the treatment of opioid de-
pendence, drug use and drug-related
crime can be reduced by more than
50% with the use of opioid mainte-
nance treatment such as methadone
(15). Non-dependent drug use can
be reduced by brief interventions,
while dependent use of cannabis and
stimulants can be reduced by more
structured psychosocial interventions
(16). Overall, most experts agree that
treatment of substance use disorders
leads to a significant reduction in of-
fending (17,18).

Treatment for drug use disorders is
a cost-effective way to reduce drug
use and crime in addition to other
benefits. In addition to reducing drug
use, treatment of substance use dis-
orders reduces health care problems
such as HIV and facilitates employ-
ment. Cost-benefit analyses of drug
treatment, looking at the effect on
health care costs, employment, and
government expenditure on social
services and crime, have estimated
the returns on investment range from

7:1 to 18:1, meaning that for every
dollar spent on drug treatment, sav-
ings of between 7 and 18 dollars are
returned (18,19).

Public health

alternatives

Decriminalization

Countries can decriminalize the person-
al use of illicit drugs. The international
drug control conventions distinguish
between “minor” and “serious” drug
offences. The accepted interpretation
of this phrasing is that minor crimes
may be managed entirely by referral to
treatment, by education or even simply
by admonishment as an alternative to
conviction or punishment, whereas seri-
ous crimes should result in conviction
and punishment, in proportion to other
offences in the country.

Thirty countries have reformed their
drug policies to permit some form of
decriminalization (20). Decriminal-
izing drug possession and investing in

demand and harm reduction services

Eastern Mediterranean Health Journal
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can provide major benefits for public

safety and health, including:

reducing the number of people in
prison,
reducing criminal justice costs and

redirecting resources from criminal
justice to health systems,

redirecting law enforcement re-
sources to prevent serious and violent
crime,

reducing unjust racial disparities in
drug law enforcement and sentenc-
ing, imprisonment and related health
characteristics and outcomes,

minimizing the social exclusion of
people who use drugs, and creating a
climate in which they are less fearful
of seeking and accessing treatment,
using harm reduction services and
receiving HIV/AIDS services.

Other benefits are: increasing uptake
into drug treatment, improving rela-
tions between law enforcement and
the community, and protecting people
from the wide-ranging and debilitating
consequences of a criminal conviction
and period of imprisonment.

Although countries are free to en-

force higher penalties, a public health

Box 1. Effects of reduced sentencing for drug use offences in Portugal

Drug use has been decriminalized in Portugal since 2001. Possession and sale of proscribed drugs remain illegal in the coun-
try but people in possession of drugs for “personal use” (up to a 10-day supply of any drug) are not prosecuted criminally but
redirected to a Commission for Dissuasion of Drug Addiction. These committees are composed of a social worker, a doctor
and a legal adviser, who assess the level of substance abuse or dependence of the drug user and direct them to appropriate
treatment. This measure was accompanied by a greater allocation of resources to treatment (e.g. methadone substitution),
harm reduction (e.g. needle and syringe programmes) and prevention interventions.

During the first 6 years of the programme, the committees dealt with approximately S00 cases a month. The number of
people undergoing substitution treatment increased from 6040 in 1999 to 14 877 in 2003. Lifetime prevalence of substance
use increased from 8% to 12% between 2001 and 2007. However, there was a reduction in recent or current use, particularly
in the age group 15-24, consistent with a pattern of experimentation and with data showing higher rates of discontinuation.
In terms of public health effects, there was a sharp decline in the number of new HIV-positive cases among people who inject
drugs (from 1400 in 2000 to 400 in 2006) and a reduction in the number of drug-induced deaths (from around 80 in 2001
t0 20 in 2008). In terms of effects on crime, the number of convictions for drug trafficking remained stable in the period of
2001-2005 (around 5000 per year); at the same time, there was a significantly reduced burden on the courts (in 2000 there
had been 7592 drug use charges) and on the prison system (prison overcrowding decreased from 119 prisoners per available
place down to 101.5in 2005).
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approach that is consistent with the
drug control conventions is to use the
flexibility within the conventions to
avoid conviction and punishment of
people who commit drug offences re-
lated to the personal use of illicit drugs.
Also, consistent with this approach is
the encouragement of all people with
substance use disorders who come into
contact with the criminal justice system
to receive the treatment they need, re-
gardless of the severity of the crime.

Encouraging treatment

Opportunities for treatment as an alter-
native to conviction and punishment
can occur at many stages in the criminal
justice process, starting from initial
police contact through to community
reintegration after prison. In the same
way that treatment and care provided to
people with drug use disorders outside
the criminal justice sector, treatment
is usually as an outpatient, but may
include residential therapeutic care for
those in need of such services.

Schemes within the criminal jus-
tice system that facilitate treatment and
care as an alternative to conviction or
punishment fall into 4 broad areas de-
pending on their location in the crimi-
nal justice process: 1) police diversion
schemes, cannabis caution schemes;
2) regular court and probation service

based schemes; 3) specialist problem-
solving courts, including drug courts;
and 4) early release/aftercare of sen-
tenced prisoners.

In combination with these schemes,
interaction with the health care system
and diversion away from the criminal
justice system can occur at numerous
points: 1) pre-arrest (ie. as an alterna-
tive to arrest); 2) police arrest; 3) in
police custody and police custody on
suspicion of a criminal offence; 4) in the
pre-trial process; 5) during the trial pro-
cess; 6) on sentencing; 7) on entry to
prison; 8) in prison; 9) on preparation
for release from prison; 10) on release
into the community, including while on
parole; and 11) on leaving the criminal
justice system (either on release from
prison, or when the parole period ends).

Drug courts

A systematic review of the effectiveness
of drug courts found that participants
have lower re-offence than non-partici-
pants; on average re-offence decreased
from 50% to 38%, and can last for up to
3 years. Larger reductions in re-offence
were found in adult drug courts that
had high graduation rates and those that
accepted only non-violent offenders.
Juvenile drug courts have substantially
smaller effects on re-offence (21).

There are currently more than
2000 drug courts operating in the USA.
Programmes also operate in Australia,
Canada, United Kingdom and New
Zealand. Drug courts vary in how they
manage their caseloads, in the ancillary
services they offer and in the testing
and sanction schedules they apply.
What they all have in common is the
provision of ongoing supervision from
a judge, with offenders appearing be-
fore the judge for regularly scheduled
updates. The drug court movement
has been very successful. Many evalu-
ations suggest that this is an effective
approach to managing offenders in the
community (22), although most of the
support comes from non-randomized
evaluations. The most rigorous evalua-
tion, using a randomized, intent-to-treat
design was conducted on the Baltimore
City Drug Court in Maryland, USA. A
1-year follow-up showed significantly
lowerlevels of drug use and fewer arrests
among those assigned to the drug court
versus those in the control situation. By
the time of the 3-year follow-up, these
differences were no longer significant,
although trends still favoured the drug
court participants (23,24).

Box 2. Drug treatment courts in Australia

The Australian state of New South Wales first created drug courts in 1999. Offenders may be directed to drug courts if they

meet the eligibility criteria regarding the kind of offence committed (drug supply and sexual assault prevent inclusion) and

proven dependence on drugs. The drug court offers a treatment programme as an alternative to imprisonment on condition

that the offender pleads guilty. Compliance with treatment is strictly regulated through urine testing and regular reports to

the court. The 1-year programme includes a stabilization phase (3 months), including access to opioid substitution therapy

if needed; a consolidation phase (3 months) to develop life and job skills; and a reintegration phase (6 months) where the

offender should reintegrate into the community and secure employment.

An evaluation has shown that people who entered the programme were less likely to have further convictions, especially

if they successfully completed it (the likelihood of a subsequent conviction for crimes against a person was 23% for the

control group and 9% for those who completed treatment; for crimes against property, the likelihoods were 44% and 39%

respectively). Cost-benefit analyses also showed that drug courts were as cost-effective as conventional sanctions in delaying

time to the first offence and more cost-effective in reducing the frequency of subsequent offending.
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Community supervision and
treatment

Awareness of the high prevalence of
drug use among criminal offenders
prompted a number of large-scale ef-
forts in the USA to use the power of
legal pressure to encourage substance-
abusing offenders to enter treatment.
The most common form was “diver-
sion,” in which adults convicted of
nonviolent drug possession offences
have the option of participating in drug
treatment in the community instead
of imprisonment or probation without
treatment. Unfortunately, evaluations
of these efforts showed that these di-
verted offenders were more likely to be
rearrested for a drug crime than other
participants referred to treatment by the
criminal justice system (25) or similar
offenders charged prior to this initiative
(26). One of the most important find-
ings to emerge from these evaluations
was that requiring the existing treatment
system to provide services for drug users
of all severity levels resulted in a misal-
location of resources. Most importantly,

attempting to treat everyone with a
drug use history meant many offend-
ers with serious drug use disorders
received inadequate care. Moreover, lax
and inconsistent enforcement of these
referrals allowed offenders to ignore
treatment referrals—and even sched-
uled probation appointments and
drug testing—with no penalties. These
experiences made it clear that effective
management of drug offenders requires
close monitoring and consequences for
non-compliance. It also became clear
that targeting treatment resources on
those with the highest need is more
effective than offering low levels of
treatment for everyone. This can be
construed as a continuum of services
ranging from random drug testing cou-
pled with gradually increasing sanctions
to residential care with the full comple-
ment of ancillary medical and social

services.

Drug treatment for prisoners

Given the large number of injection
drug users and the fact many inmates
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start injecting in prison and are at risk
of injecting-related harm, the prison
setting would seem the logical place
to provide drug treatment. With
heroin often the main drug injected
in prison, it follows that medication
assisted treatment of opioid depend-
ence (MATOD) would be the ideal
treatment. MATOD uses medicines
such as methadone or buprenorphine
and psychosocial support. MATOD
has been shown to reduce injecting
and syringe sharing (27) and hepatitis
C transmission (28,29) in prison and
mortality after release from prison (29).
MATOD reduced post-release crimi-
nal activity (30) and re-imprisonment
by up to 20% amonga group with a high
rate of re-imprisonment (31).
Cognitive behavioural therapy
(CBT) has been shown to reduce re-
arrest (32,33) and re-imprisonment
(34). It has also been identified as
an effective treatment for criminal
behaviour and alcohol and drug use
problems in offenders (35,36). Prison-
based cognitive behavioural therapy

Box 3. Effect of expanding treatment as a means of reducing
drug related crime in the United Kingdom

In 2001 the United Kingdom government created the National Treatment Agency for Substance Misuse (NTA) to
“improve the availability, capacity and effectiveness of drug treatment in England”; one of the key objectives was to reduce
drug-related crime. The agency oversaw the implementation of a new drug treatment system based on the best available
evidence according to experts in the field of substance abuse.

The introduction of treatment programmes overseen by the NTA has led to a large increase in the number of drug users
in treatment, from around 100 000 in 2001 to 210 815 in 2008/09. The new system was also more eflicient, with shorter
waiting times for treatment: in 2001 the average waiting time for an appointment was 9 weeks while in 2008/09 it was S
days. A study on the effect of treatment on outcomes (Drug Treatment Outcomes Research Study, 2009) showed that the
greatest reductions in drug use were found in problem drug users: 12 months after the baseline interviews, 49% of heroin
users and 61% of crack users were no longer using drugs. Treatment also affected risk behaviours such as sharing injecting
equipment; of the people who inject drugs who reported sharing at baseline, 77% had stopped sharing 1 year later. Treatment
also had a positive effect on crime: around 40% of users at the start of the study had committed offences in the previous 4
weeks; this fell to 16% after 1 year. Interestingly, the study also showed that users referred to treatment by the criminal justice
system were as likely to complete treatment successfully as users referred by other sources. The net benefit to society per
person undergoing treatment, considering their improved outcomes in terms of health and crime, was £6527. In addition,
for every £1 invested in drug treatments, £2.50 are returned to society. A more recent study by the NTA (Estimating the
crime reduction benefits of drug treatment and recovery, 2012) estimated that drug treatment prevented approximately 4.9
million crimes in 2010/2011, corresponding to £960 million in savings to society (including the public, businesses and the
justice and health systems).
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(interventions were cost-effective in
terms of re-offence (37).

Women in prison

The number of imprisoned women is
increasing in all S continents; it increas-
ing by an average of 16% in the past 6
years (1). In 2012, more than 600 000
women and girls were held in prisons
worldwide (38). Imprisoned women
are twice aslikely to have adrug problem
as male prisoners and are more likely to
have been imprisoned for a drug offence
than imprisoned men (39). A global re-
view found HIV prevalence was higher
in female than in male inmates in 15
countries, including Afghanistan (4%
versus 1%) and was lower than male
inmates in only 7 countries (40).

Women who are poor and unedu-
cated are more likely to be arrested and
less likely to afford legal counsel than
men. Alternatives to incarceration for
drug-involved women are needed, espe-
cially for those in prison for non-violent
offences who pose no risk to public
safety. Serious attention should be paid
to the development and implemen-
tation of non-custodial sentences for
women, particularly during pregnancy
and when they have young children. A
study of women seeking treatment in
the Islamic Republic of Iran found that
they were more likely to have been in
prison (48%) than in drug treatment
(20%) (41).

Treatment coverage for
prisoners

Although a country may provide drug
treatment for inmates, the coverage is
often very poor. In 1996, S countries
provided methadone for prisoners; this
increased to 29 countries in 2009 (42),
to 41 countries in 2012 (43) and to 43
countries in 2013 (44). Even when a
country provides MATOD to inmates,
few receive it. A review of 20 countries
with prison-based MATOD found less
than 10% of inmates in 17 countries
were in treatment (42). An assessment
revealed that injecting drug use is
known to occur in 148 countries (45).

Of the 2.3 million prison inmates
in the USA, 65% meet the DSM-1V
medical criteria for alcohol or other
drug abuse and addiction, but only 11%
received treatment for their addictions
with less than 1% of prison budgets
spent on treatment (7).

Demand and harm reduction
measures

There needs to be a shift in the focus of
funding from supply reduction meas-
ures to demand and harm reduction
measures. In addition to reducing drug
use, treatment of drug use disorders
reduces health care problems such as
HIV and assists with a return to work.
Even within many prison systems, there
is a focus on supply-reduction meas-
ures at the expense of demand- and

Box 4. Aftercare in Canada

harm-reduction measures. An Austral-
ian study found that despite an exten-
sive use of drug searches and urinalysis,
the detection of drugs was modest for
both strategies. The most commonly
used drug was cannabis with the detec-
tion of drugs such asamphetamines and
heroin being very low. Several millions
of dollars are spent on these supply-re-
duction measures, while many inmates

go untreated for drug dependency (46).

Conclusion

An imprisonment-based response to

drug use in society is costly, is associ-
ated with significant public health risks,
particularly for women who use drugs,
and is of questionable benefit to public
safety. Opportunities for alternatives to
imprisonment exist at every step in the
criminal justice process, and examples
can be found from different authorities
around the world for each of these. Such
examples demonstrate the feasibility of
suchapproaches, but also the challenges
in setting up effective programmes. Fur-
ther work is needed to clearly evaluate
the relative effect on public health and
public safety of the different approaches.
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In response to the high levels of drug abuse among women offenders in Canadian correctional services, the Women Offend-

ers Substance Abuse Program was established in 2003 to provide treatment and support during and after imprisonment.

The treatment programme consists of 4 modules: education and engagement; intensive therapeutic treatment; relapse

prevention and maintenance; and community relapse prevention and maintenance (CRPM). The first 3 models are offered

to women during imprisonment while CRPM is offered after release, while under supervision in the community.

Women who participated in the CRPM module had significantly better outcomes than those who only participated in the

modules in prison. Only 5% of women who had participated in CRPM had returned to prison 1 year later, compared to 38%

of those who had no exposure to CRPM. The reasoning for this approach is that offenders in prison are sheltered from many

of the environmental factors that trigger offending and drug abuse and continuing therapy after release can be particularly

helpful in preventing relapses.
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Table T Summary of treatment alternatives to conviction or punishment, including their advantages and disadvantages

Police referral Regular court or probation-based  Drug courts Aftercare
services
Point of Pre-arrest, pre- Pre-plea/pre-trial, post-plea/post-  Pre-plea/pre-trial, post- Post
intervention booking, or pre- trial, or post-sentence plea/post-trial, or post- imprisonment/
court appearance sentence early release
Key features: - Police refer - Participant is referred to - Judge/magistrate with - Services assess
who initiates the participant treatment by court or probation specialist knowledge individual
process? to education, service. The process is initiated is the leader of a needs of
assessment or by key criminal justice persons multidisciplinary drug participants
treatment. It can (magistrate, judge, court worker, treatment service prior to release
either bg basgd on  prosecution, defence lawyer) - Participants are required from‘prison and
police discretion  _ Court oversight is generally to appear in court provide access
orbe Zstanc:]ardﬁ limited to reports from the regularly to ad\{anletyc(i)f
i, leamentsecor e e sundadzedegnersal DS
second arrest gets el e e e T B POy services within
| in court for specific events such used and frequent urine !
plan B, third arrest 46 treatment non-compliance or L Ay——— the community,
gets plan C. sentencing & may q ] including
o - Rewards for compliance ongoing drug
- Hez.ilth and justice have clearly with programme treatment
defined and separate roles conclifons & sanaions
- Communication between for non-compliance
teams may be provided by a to effect behavioural
coordinator change
- Court may pay for treatment, if
necessary
Advantages - Time and cost - Time and cost savings on criminal - Judge-led - Facilitates
savings on criminal justice processing multidisciplinary reintegration
justice processing  _ Large volume of participants decision-making into the .
- Police in a good processed - Authority figure of community
position to - Regular courts can process judge instrumental in
coordinate referral i\ dividuals therapeutic change
Ezr?/[i)&r;)pnate - Participants chose their own - CIoge_supervnsuon of
treatment participants
- The offender ) - Swift application of
presents ata time sanctions for non-
of crisis when compliance
motivated to enter
treatment
Disadvantages - Police discretion - Objectives of justice and - Judges may lack - Coordination
may be open to treatment services may diverge specialist expertise in is required
misuse - Judicial oversight may be limited clinical decision-making to ensure

individualized

- There may be blurring
treatment and

- Communication between justice e mday
of distinctions between

228

and health services may be

rehabilitation

limited

- Rewards for compliance or
sanctions for non-compliance
may be delayed or inadequate

criminal justice and

treatment needs are met

and maintained

- Resource intensive and .
AL = over time

potentially costly to

S - Nota complete
- Judicial discretion may be open Relatively f frend alternative to
to misuse - Relatively tew otienders conviction or
processed

punishment
- Participants have less

choice in the treatment
method
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ABSTRACT A wide range of substance use problems are prevalent in a variety of humanitarian settings. The Inter
Agency Standing Committee (IASC) guidelines on mental health and psychosocial support during emergencies
highlights that during humanitarian and post conflict situations, substance use is associated with problems
including gender-based violence, organized crime and the serious neglect of children. Although substance use is
apublic health issue in humanitarian settings it has always been a neglected area of public health with very limited
information available in both published and grey literature on this matter. This review presents an overview of the
problem and existing assessment and interventions tools to address substance use in conflict and post-conflict
situations.

Consommation d’alcool et de substances psychoactives dans les situations de crise humanitaire et apres un
conflit

RESUME Un grand nombre de problémes liés a la consommation de substances psychoactives sont prévalents
dans différentes situations de crise humanitaire. Les directives du Comité permanent interorganisations (CPI) en
matiere de santé mentale et de soutien psychosocial en situations d'urgence mettent en évidence I'association
de la consommation de substances psychoactives en situation de crise humanitaire et apres un conflit avec des
problemes incluant la violence a I'encontre des femmes, le crime organisé et des actes de négligence grave
envers les enfants. Si la consommation de substances psychoactives constitue un probleme de santé publique
dans les situations de crise humanitaire, elle a toujours été un domaine négligé de la santé publique, avec des
données tres limitées sur la question, que ce soit dans la documentation publiée ou dans la littérature grise. La
présente étude offre un apercu du probleme et des outils d’évaluation et d’intervention existants pour s'attaquer
a l'utilisation de substances psychoactives dans les situations de conflit et d’apres-conflit.

"World Health Organization, Evidence, Research, Action on Mental & Brain Disorders, Geneva, Switzerland. (Correspondence to: Fahmy B. Hanna:
hannaf@who.int).
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Introduction

The Eastern Mediterranean and North
African Region has several countries
facing conflict or post-conflict situa-
tions, which has caused areas of instabil-
ity and unrest, and forced huge internal
and external displacements. Conflict
situations are affecting countries such
as the Syrian Arab Republic, Yemen,
Somalia, Iraq and Libya and post-
conflict situations can be seen in Sudan
(specifically Darfur) and Afghanistan.
Huge numbers of migrants in countries
like Lebanon and Jordan are another
consequence of these instabilities in
the region. To add to the list, natural
disasters are a serious threat to the Re-
gion, happening almost every year in
the form of earthquakes and floods (e.g,
earthquake in Afghanistan in 2014 and
floods in Pakistan in 2010). Substance
use is already identified as a significant
health problem in countries such as
the Islamic Republic of Iran, Pakistan,
Afghanistan and Libya and there are
reports of rising problems in some other
countries (1). The goal of this article is
to present an overview of the problem
and existing assessment and interven-
tion tools to address substance use in
contflict and post-conflict situations and
to provide a set of recommendations
to address this important public health
matter.

Links between

humanitarian situations
and substance use

The evidence on correlation between
substance use and conflict situation is
not fully developed. Although increas-
ing use of substances is reported among
combatants and ex-combatants, prob-
ably as a means of coping with stress,
changes in the pattern of use could also
be of concern; similar to what has hap-
pened in Afghanistan and Libya (2). In
Afghanistan, conflict and drug policy

have been linked to a shift from tradi-
tional opiate use to the new pattern of
opioid injection. In post-conflict Libya,
arapid increase in opioid injection with
a subsequent HIV epidemic among
drug users has struck the health system
(3).

Specific patterns of drug use in con-
flictareasin the Region can be observed,
such as using khat in Somalia. Khat is a
traditional substance of use in Somalia,
although a study in Northwest Somalia
has shown a different pattern of tradi-
tional use, with 60% of recent khat use
among ex-combatants compared to
28% of recent use among civilian war
survivors and 18% in civilians with no
war experience (4).

Increasing trends of substance use
in areas of conflict and post-conflict
and among displaced people can be
attributed to several reasons. First, a
situation of instability and inadequate
rule of law leads to lack of proper border
control and consequently new routes
of trafficking and increased access to
drugs. Additionally, when people who
have already been under extreme stress-
ful conditions gain access to drugs, they
may use them to relieve stress or mental
conditions such as depression and anxi-
ety. According to Ezard etal. (5), several
reasons are given for using substances,
including self-medication for pain and
mental health problems, the stress of
adapting to life in a new environment,
and exposure to unfamiliar patterns of
alcohol and other substance use.

Among all the mental conditions
associated with substance use in hu-
manitarian situations, post-traumatic
stress disorder (PTSD) has been stud-
ied more extensively. PTSD is a risk
factor for substance abuse and addic-
tion. Clinical observations suggest that
PTSD patients may use psychoactive
substances without a physician’s direc-
tions to relieve traumatic memories and
other symptoms associated with PTSD
(6). According to the National Insti-
tute on Drug Abuse, among individuals
with substance use disorders, 30—60%

La Revue de Santé de la Méditerranée orientale

meet the criteria for comorbid PTSD.
Patients with substance use disorders
tend to suffer from more severe PTSD
symptoms than do PTSD patients with-
out substance use disorders (7).

Another area of concern is disrup-
tion of the supply chain for opioid
substitution treatment in conflict areas.
A recent example of this condition oc-
curred in the Ukraine conflict in 2014,
which led to abrupt discontinuation of
opioid substitution therapy in Crimea
andlack of medical supply of methadone
and buprenorphine in Eastern Ukraine
(8). During or following emergencies,
supply of substances and medications
for treatment of substance use disorders
can be disrupted, causing sudden with-
drawal among people dependent on
substances. Additionally, social sciences
highlight that alcohol and substance
use among war-uprooted populations
increases and causes further problems,
such as domestic violence. For exam-
ple, a study among 296 school children
in the north-eastern provinces of Sri
Lanka showed that fathers” alcohol in-
take and previous exposure to war were
significantly linked to the amount of
maltreatment reported by their children
(9). Finally, from a political sciences
point of view, use of alcohol and drugs
can be linked to violence during con-
flicts. Some studies have shown that
after controlling for armed-group- and
individual-level variables, drug intake
and alcohol consumption boosts the
number of violent actions perpetrated
during conflicts (10).

Substance use

and veterans

Substance use is a major health prob-
lem among soldiers and combatants
in conflict and war zones. Drugs can
be used as stimulants for fighters, quell
for traumatic situations, and even as
an alignment with prevailing cultural
practices in the serving area. Although
drug use among soldiers is not a new
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phenomenon, the most prominent
example in the modern world can be
found among the American veterans
during the Vietnam War (11). A na-
tional study in the United States of
America found that 75% of Vietnam
combat veterans with PTSD met crite-
ria for substance abuse or dependence,
mostly to heroin. In particular, Vietnam
veterans with combat-associated PTSD
face a heightened risk of dying from a
fatal drug overdose (12).

The American veterans of the wars
in Iraq and Afghanistan drew new atten-
tion to the problem of drug use among
this population. Vietnam veterans fa-
mously struggled with heroin depend-
ency, whereas more recent veterans are
at increased risk of becoming depend-
ent on opioid painkillers. One study of
veteran affairs healthcare users reported
that > 11% of veterans from operations
in Afghanistan and Iraq have been diag-
nosed with a substance use disorder: an
alcohol use disorder, a drug use disor-
der, or both. Additionally, veteran affairs
data show that ~22% of those veterans
with PTSD also have a substance use
disorder (13). The existing literature
mostly comprises studies on American
veterans, although research on the situ-
ation of drug use in other conflict/war
zones would enrich the existing knowl-
edge, specifically on contextual factors
that may affect emerging substance use
disorders among veterans.

Substance use

and displaced
population groups

Substance use in conflict-displaced
populations can be a continuation or
exaggeration of predisplacement pat-
terns, or similar to the host popula-
tion, or a mixed picture. In a review of
10 studies on substance abuse, Ezard
has suggested that substance use (e.g,
alcohol, opiates or minor tranquilizers)

is common in some displaced settings
(14).

<body>Refugees can be at greater
risk of substance use because of facing
higher levels of stress, unemployment
and problems in coping with a new
culture. Substance use problems can
develop in the country of origin, in tran-
sit, in temporary refuge or in resettle-
ment. Two theories have tried to explain
drug use pattern among refugees; one of
whichis the Assimilation/Acculturation
Model, which adopts the social norms
of the new community with regards
to drug use; and the other is the Ac-
culturative Stress Model, which focuses
on difficulties of coping with new social
and cultural norms that could result
in drug use as a coping mechanism. A
variety of risk factors for developing
problem substance use in these settings
has been reported, including male gen-
der, exposure to war trauma, displace-
ment, and coexisting mental health
problems. Limited studies exist with
regard to drug use pattern among chil-
dren/adolescents and female refugees.
Adolescents and young adults could be
specifically vulnerable, considering that
these age groups are more vulnerable
to drug use, and disruption of social
norms and family structure can add
to their vulnerability. Women can be
exposed to severe traumatic situations
due to violence and sexual exploitation
specifically in camps, which together
with other stressful factors of refugees’
lives can lead to substance use, although
this phenomenon has not been studied
fully (15).

Availability and access to treatment
services for displaced populations is an-
other challenging issue. Refugees may
not be allowed to utilize local treatment
services, services can be expensive, or
refugees may not have access to services
out of the camps. Cultural and language
differences would add more complexity

to this situation.

Available assessment
tools for alcohol

and substance use
in humanitarian and
post-conflict situations

The Economicand Social Council of the
United Nations in its 2004 resolution
on “Drug control and related crime pre-
vention assistance for countries emerg-
ing from conflict” (16) has specifically
tackled the increasing problem of drug
use in conflict and post-conflict zones
among the general population and
soldiers, especially child soldiers, and
the need for Member States to address
this issue by adopting comprehensive
measures. The resolution calls for ac-
tion to enhance drug control measures
from a supply and demand reduction
perspective. It also draws the Member
States” attention to the full spectrum of
the problem, ranging from the general
population to more vulnerable groups,
mainly women, children, combatants
and ex-combatants. Today, there are
limited tools available to assess the
extent and nature of problems among
different population groups. There are
also a few intervention measures, al-
though the existing literature suggests
they are underutilized. An overview of
existing assessment and intervention
tools is presented here.

Rapid assessment of alcohol
and other substance use in
conflict-affected and displaced
populations: a field guide

This is the main instrument available for
rapid assessment of substance abuse in
emergency settings that focus only on
substance abuse, and was developed by
the Office of the United Nations High
Commissioner for Refugees (UN-
HCR) and the World Health Organiza-
tion (WHQO). The tool has been used in
several settings in 6 different countries:
Kenya, Liberia, Northern Uganda, Is-

lamic Republic of Iran, Pakistan and
Thailand (17).

Lo 1 32 denall Aol

233



EMH] . Vol.23 No.3 . 2017

234

Eastern Mediterranean Health Journal

Assessing mental health
and psychosocial needs
and resources toolkit for
humanitarian settings

This toolkit developed by WHO and
UNHCR integrated items for assess-
ment of alcohol and other substance use
(AOSU) needs, resources and capaci-
ties as part of several instruments rather
than as a discrete instrument.

Among the 12 instruments for as-
sessment included in this toolkit, the
following 3 have included substance
abuse as part of the assessment (18).
Tool number 1: who is where, when,
doing what (4ws) in mental health
and psychosocial support: summary of
manual with activity codes. The 4Ws is
nowadays a commonly used mapping
tool in humanitarian and post-conflict
settings (HPS), and alcohol and sub-
stance use disorders are included as 1
subcategory under section 8, namely
8.7 Interventions for alcohol/substance
use problems. The 4ws were imple-
mented following the Haiti earthquake
in 2010 by the UN Children’s Fund to
map the Mental Health and Psycho-
Social Support response. One of the
key findings was limited services for
alcohol/substance use despite the high
needs identified in the community at
that time. Tool number S: checklist for
integrating mental health in primary
health care in humanitarian settings:
alcohol/substance use is mentioned in
section 2 on worker capacity indicators
at primary healthcare level. Tool num-
ber 6: neuropsychiatric component of
the health information system: alcohol/
substance use is a component of this
system, and is one of 7 neuropsychiatric
categories identified.

Available interventions

Inter Agency Standing
Committee guidelines

The Inter Agency Standing Commit-
tee Guidelines on Mental Health and

Psychosocial Support in Emergency
Settings can help to plan, establish and
coordinate a set of minimum multisec-
tor responses to protect, support and
improve people’s mental health and
psychosocial wellbeing in the midst
of an emergency. These offer essential
advice on how to facilitate an integrated
approach to address the most urgent
mental health and psychosocial issues
in emergency situations, having a speci-
fied action sheet 6.5 for guidance on
minimizing harm related to alcohol and
other substance use. The guidelines also
include recommendations to integrate
substance and alcohol abuse in inter-
ventions of emergency preparedness,
minimum response to emergencies,
as well as comprehensive responses to
emergencies (19).

Mental Health Gap Action
Programme Humanitarian
Intervention Guide (mhGAP-
HIG)

The WHO mhGAP-HIG includes spe-
cific modules on alcohol and substance
use disorder, designed mainly for train-
ing nonspecialized healthcare profes-
sionals. It was recently used to build the
capacity of healthcare professionals to
manage alcohol and substance use dis-
order in Iraq, while the main mhGAP-
IG has been used in several countries
affected by emergencies, including Syr-
ian Arab Republic, Libya and Somalia
(20).

It is important to mention that, in
addition to the above tools that can be
used at community/population level,
there are some research, diagnostic
and assessment tools with relevance to
substance use in humanitarian settings.
For example, the WHO Composite
International Diagnostic Interview tool,
which includes a component for as-
sessment of substance use at individual
case level (21). Additionally, the WHO
Alcohol, Smoking and Substance In-
volvement Screening (ASSIST) Pack-
age and WHO Alcohol Use Disorders

La Revue de Santé de la Méditerranée orientale

Identification Test (AUDIT) are sim-
ple methods for screening individual
cases in primary healthcare settings and
have been used in several humanitar-
ian settings, including in low-income
countries (22,23).

Conclusion and

recommendations

In humanitarian settings little attention
is paid to substance use when other
health, social and even other mental
health problems are seen as more press-
ing; however, in some conditions emer-
gencies can bring new opportunities
for partnerships with the international
community that strengthen national
substance abuse management services.

There is evidence that substance
use is a problem among affected
populations and increases the bur-
den on already overstretched mental
health systems in post-conflict states.
International organizations can take
proactive measures for advocacy and
awareness-raising, especially at the level
of policy-makers, including donors, for
humanitarian agencies to enhance their
involvement in the area of substance use
in humanitarian and post-contlict situ-
ations. At the national level, Member
States should prioritize development of
services for substance use in humanitar-
ian and post-conflict situations, adapt
the available tools for these contexts,
and promote research and evidence on
the subject of substance use in humani-
tarian and post-conflict situations.

In summary, addressing substance
use requires a concerted effort involving
multiple sectors and several levels of
engagement. It is recommended that
humanitarian efforts should include ad-
vocacy for policy and decision makers
to include substance use in responses.
More experience is required collectively
on how best to respond to substance
use among populations affected by hu-
manitarian and post-conflict situations.
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Interventions need to be conducted and
results disseminated. International do-
nors should dedicate funds for research
on substance use and its treatment in
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Khat use and related addiction, mental health and
physical disorders: the need to address a growing risk
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ABSTRACT Khat use is a drug problem characteristic of the Eastern Mediterranean Region, which is a widespread
culturally accepted practice in some countries and is becoming more prevalent in others. Although limited use
may not be accompanied by serious consequences, prolonged exposure could lead to dependence, psychosis
and other psychiatric disorders and physical conditions such as hypertension, cardiovascular complications, sexual
dysfunction, hepatoxicity and reduced birth weight of infants born to khat-chewing mothers. The widespread use
and its burden on health and economy has raised concerns in the Region, although the extent of the problem is not
well assessed. Additionally, most countries do not have a clear policy and plan with regard to khat use, and therefore
there is hardly any structured prevention and treatment plan in place to respond to the problem. This review presents
a picture of the extent of the problem, elaborates on related existing research initiatives and international treaties,
policies and health service provisions, and outlines best policy and programme interventions in khat-use countries.

Consommation de khat, dépendance, affections de santé mentale et troubles physiques associés : nécessité
de s’attaquer a un risque croissant

RESUME La consommation de khat est un probléme de toxicomanie caractéristique de la Région de la
Méditerranée orientale. Elle constitue une pratique largement acceptée au plan culturel dans certains pays et
devient de plus en plus prévalente dans d’autres. Bien qu’une consommation limitée ne s'accompagne pas de
conséquences graves, une exposition prolongée peut conduire a la dépendance, a la psychose et a d’autres
troubles psychiatriques, ainsi qu’a des états pathologiques physiques telles que I'hypertension, des complications
cardio-vasculaires, un dysfonctionnement sexuel, une hépatotoxicité et une réduction du poids a la naissance
pour les enfants nés de meres consommatrices de khat. L'utilisation répandue du khat et la charge qu’elle exerce
sur la santé et 'économie suscitent des inquiétudes dans la Région, bien que I'étendue du probleme ne soit pas
parfaitement estimée. En outre, la plupart des pays ne disposent pas de politiques et de plans clairs concernant
la consommation de khat. Il n’y a donc pour ainsi dire quasiment aucun plan de prévention et de traitement
structuré en place pour répondre a ce probleme. La présente analyse donne un apergu de I'étendue du
probléme, détaille les initiatives de recherche et les traités internationaux existants sur la question, les politiques
et les prestations de services, et définit les meilleurs politiques et programmes d'intervention dans les pays ou la
consommation de khat existe.
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A unique characteristic of drug use in
the Eastern Mediterranean and North
African region is the culturally sanc-
tioned use of khat. Khat use is widely
prevalent in countries like Yemen, Ken-
ya, Somalia, Ethiopia and Djibouti and
an increasing pattern is reported from
some other countries such as Oman
and Saudi Arabia (1,2). There are also
studies showing a growing problem of
khat use in the United Kingdom (UK)
and European countries, specifically
among the migrant communities (3).
The exact number of khat users is un-
clear but it is estimated that more than
10 million people use khat on any day
(1), predominantly in the mentioned
countries, with a male predominant pat-
tern. Yemen, where khat use is cultur-
ally accepted, has the largest population
of khat users. It had been reported that
15 to 20% of children under 12 years
of age use khat (lifetime) in Yemen
(4). Today, the domestic khat market
greatly contributes to Yemen's national
economy and Ethiopia and Kenya earn
a significant proportion of their foreign
currencies by khat exportation (3).

Khat comes from the young and
tender leaves and shoots of the khat tree
(Catha edulis). Khat leaves have been
consumed for centuries for their mildly
stimulating properties caused by several
alkaloids. Cathinone [S-(-)-alpha-ami-
nopropiophenone] is considered to be
the main psychoactive compound, but
it is unstable and swiftly decomposes
after harvesting; cathinone resembles
amphetamine in chemical structure and
affects the central and peripheral nerv-
ous system and behaviour similarly (6).

While chewing the fresh leaves has
always been preferred, in the past it
was often only available in dried form,
powder or paste, e.g. to brew as “Ab-
yssinian tea” or “Bushman’s tea” (7).
Today, soon after harvesting, the twigs
and shoots are rolled into bundles and
wrapped in banana leaves in order to
retain moisture (8). In most instances,

bundles are the traded units, but lower
qualities might also be marketed in
standard plastic bags (9). The leaves and
tender stems are usually chewed and
kept in a tight wad in the cheek. Within
about 30- 60 minutes the user experi-
ences excitability, euphoria, talkative-
ness and flow of ideas, known among
khat users in a number of countries as
mirquaan (10). This is followed by a
quieter, more introvert phase, giving
way to a gradual comedown, and often
restlessness, irritability and a depressive
reaction (11). These unpleasant after-
effects motivate khat chewers to carry
on chewing without stopping (). Users
often experience sleep problems dur-
ing the night and a hangover the next
morning (1). Usually, regular khat users
experience psychological withdrawal
symptoms at the time of the day of their
usual khat intake (in Somali known as
haddar) which involves restlessness,
concentration difhiculties, irritability
and impaired impulse control (1).

Since the mid-20th century, khat
use patterns have profoundly changed
and become more excessive and infor-
mal — ie. not restricted to traditional
and formal use occasions and by the
traditional use norms (2,12). This is
related to the increased availability
and spread of the habit to groups that
have traditionally not had contact with
the substance (1). While khat users
traditionally were mono-substance us-
ers, more recently concomitant use is
increasingly reported, indicating that
khat users functionally modulate their
physiological and psychological state
with a set of other substances (13,14).
Most obvious is tobacco use which is
strongly associated with khat use (15).
Research efforts in Yemen have docu-
mented that the vast majority of khat
users also smoke tobacco but the casual
direction or origin of this khat- tobacco
use association is unknown (15,16).
Data from Yemeni khat users with and
without nicotine use in the UK have
led researchers to hypothesize on an
enhancement effect (17).

Khat use has been associated with
numerous health problems. Basic re-
search studies have found evidence of
altered stress response (18), cognitive
deficits (19,20) and insomnia (21) in
habitual khat users. Research has shown
that prolonged exposure to khat may
lead to a long-lasting sensitization to
the effects of other drugs (22). In addi-
tion to physical and mental harm, much
time and household income is spent in
obtainingand chewingkhat (23), which
severely affects the users’ social life and

family (24).

Adverse effects
of khat use

Dependence

Excessive and prolonged khat use could
have the potential to induce psycho-
logical dependence with a dominant
feature similar to dependence on am-
phetamine-type stimulants, although
more empirical studies are needed in
this regard (1). The potential to induce
psychological dependence is confirmed
by a number of recent studies, using a
version of the Severity of Dependence
Scale (SDS) that has been adapted
and validated for the study of khat de-
pendence (25, 26). It has been shown
that khat chewers scoring high on this
instrument show more khat-related be-
haviours and have higher khat alkaloid
levels in their saliva (27). About 39%
of a sample of Yemeni khat users living
in the UK scored at a level comparable
with a clinical population with severe
heroin dependence in need of treat-
ment (28).

Little information is available on the
prevalence of khat dependence as de-
fined by the International Classification
of Diseases (ICD) or Diagnostic and
Statistical Manual of Mental Disorders
(DSM). Recently, a study showed the
applicability of the dependence syn-
drome as defined by DSM-IV (29):
31% ofagroup of 204 khat users of Yem-
eni origin living in the UK fulfilled the
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DSM-1V criteria for dependence (29)
while 84% of 25 chronic psychotic pa-
tients in Somalia (30) and 100% among
33 khat-using male Somali refugees in
Nairobi (9) fulfilled the DSM-IV crite-
ria for dependence. An early Ethiopian
study, using the WHO's Composite In-
ternational Diagnostic Interview, found
a lifetime prevalence of khat depend-
ence according to the ICD-10 criteria
of 5% among males (1.3% among fe-
males) in a representative sample from
a traditional khat-producing area (31).
More recent population-based studies
on khat dependence are missing in any
of the khat-using countries.

Psychosis and other
psychiatric disorders

Khat use is higher among individuals
suffering from traumatic and stressful
events (9,32), those with pre-existing
mental disorders (33) in an attempt
to “self-medicate” pre-existing symp-
toms such as depression, anxiety and
trauma (34,35), and those experiencing
medication side-effects (36). Khat helps
individuals with mental disorders to feel
better butincreases the risk of additional
psychotic symptoms (34). More than
20 case reports describe khat-induced
psychotic disorders (1,37). Systematic
information on family vulnerability to
psychosis is not reported, although in
one case with a family history, a small
amount seemed to be sufficient for the
psychotic reaction. Some other clear
features emerged: most cases had used
khat excessively before the onset of psy-
chotic symptoms and showed violent
behaviour in the course of the disorder.
Most cases completely remitted upon
abstinence within 2—4 weeks even with-
out medication. But most cases had
repeated such episodes. Some recent
studies confirmed the effects of khat
use on pre-existing psychotic disorders
(30,36,38,39). However, the effects
of khat use on psychotic exacerbation
depend on the specific khat-chewing
patterns (noxious patterns are: high
quantity use, daily use, nighttime use,

very long use sessions), the amount
used and whether a patient discontin-
ues the antipsychotic medication or not
(30,36).

Afew studies have started to address
the question of whether khat use might
be a risk factor for the development of
chronic psychotic disorders (14,39,40).
Early onset of use and excessive con-
sumption were suggested as potential
risk factors, but the evidence is prelimi-
nary.

Taken together, the recent findings
partly support earlier reports on the
harm of khat use to mental health, spe-
cifically with excessive use and among
vulnerable individuals (e.g. those with
pre-existing mental disorders and a high
trauma and stress load as well as ado-
lescent users). Moderate khat use does
not appear to cause mental disorders
perse (41).

Physical disorders

Besides psychiatric sequelae, numerous
physical health problems have been
associated with khat use (42,43). A
comprehensive review of the physical
effects of khat use is beyond the scope
of this paper as we focus here on mental
health consequences. As with mental
health, adverse effects are commonly
linked with prolonged or excessive use.
However, the major shortcoming of
this literature is that other explanations
for the physical disorders have not been
systematically ruled out, for example
tobacco smoking which is frequently
combined with khat use (15,21)
and the agrochemical content in the
leaves (44,45). The negative physical
consequences associated with khat use
include mucosal problems (46), oral
lesions (47), gastric cancers and duo-
denal ulcers (42), hypertension (48),
cardiovascular complications (49),
stroke (50), sexual dysfunction (S1),
hepatoxicity (52) and reduced birth
weight of infants born to khat-chewing
mothers (53), to mention just a few.
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Additional recent findings in the lit-
erature relevant to the effect of chronic
khat use are indicated in Box 1.

Current international
research initiatives

Several international initiatives cur-
rently exist in the field of khat research.

1. The NIH-funded international Khat
Research Program is the largest cur-
rent research initiative with a high
scientific output. The programme was
initially launched as part of a Foga-
rty International Research Collabora-
tion Award (FIRCA) from the NIH
in 2008.

Ongoing research coordinated by
the Khat Research Program seeks to
develop a knowledge base to guide the
development of effective harm reduc-
tion, prevention and treatment strate-
gies for concurrent tobacco-khat use.
The Program to date has particularly
focused on mapping the effects of khat
use and identifying potential targets that
may be addressed in future prevention
and intervention efforts. There is virtu-
ally no empirical information to inform
effective intervention techniques to
reduce or discontinue khat use in ei-
ther khat-only users or concurrent khat
and tobacco users, but the Program’s
collective knowledge output could pro-
vide a solid basis for development of
evidence-based interventions that are
feasible, cost-effective and scalable in
low-resource settings. This would fill a
clear gap in efforts to reduce any harm
to public health that may be caused by
khat use. Additionally, the increased use
among women and children, the con-
current use of tobacco and the potential
increase in abuse of other drugs (e.g,
abuse of sedatives) adds urgency to this
effort (62).

2. In Saudi Arabia, the Substance Abuse
Research Center (SARC, http://
sarc.sa/portal/home.html) was es-
tablished in 2011 by the University
of Jazan with a focus on the substance
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Box 1. Recent findings on the effects of chewing khat

Animal research verifies:

o Dose-dependent effect of cathinone on aggression, anxiety, withdrawal and appetite using vervet monkeys (54)

« Dose- and time-dependent effect of cathinone on stress and sex hormone production (55)

Chronic khat use leads to:

« Impaired attention and working memory (19,56-58)

« Higher experience of anger and more pronounced negative reactions during stress (59)

«  Abnormal diurnal stress hormone profile: enhanced evening and attenuated morning cortisol levels (18)

Concurrent tobacco use among khat chewers is:

« Greaterin males (16)

«  Culturally proscribed: males use cigarettes, while females use shisha (16,60)

« Harmfulto short-term memory, learning and delayed recall (20,58)

« Linked to abnormal (blunted) cardiovascular response to stress (61)

use patterns in Jazan province where
khat use has been a traditional prac-
tice and current use patterns are
becoming more excessive. Its aim is
carry out research and support edu-
cational campaigns and provision of
treatment in the community. SARC
has conducted a series of epide-
miological studies to shed light on
the current khat use and its associ-
ated problems in Jazan province (e.g.
school performance and quality of
life) (63—66). It has also conducted
studies to gain insight into motives
for using khat and to explore reasons
for and subjective consequences of
quitting among a group of volunteers
who had stopped khat use (67,68).
The study provides insight into how
khat chewers can be supported to
stop using it. The centre is currently
planning a longitudinal study to com-
pare the benefits of bupropion versus
placebo administration on discon-
tinuation of khat use and abstinence.

3. An initiative funded by the German
government, which currently involves
the University of Konstanz (Germa-
ny), the University of Nairobi (Ken-
ya), the University of Munich (LMU,
Germany), the University of Jimma

(Ethiopia) and several NGOs, aims
i) to develop and evaluate sustainable
interventions for community-based
mental health care that include khat
(30,69,70), ii) to develop and evalu-
ate currently not available research
and clinical methods (30,71) and
iii) to study the effects of khat use
on psychotic developments in cross-
sectional and longitudinal studies in
order to identify noxious khat use pat-
terns and mediating and moderating

variables (9).

International drug
control treaties: key

provisions for khat
and its metabolites

The following khat alkaloids are inter-
nationally controlled: cathinone is listed
in Schedule I and cathine in Schedule
IIT of the International Convention on
Psychotropic Substances of 1971 and
norephedrine is controlled under the
1988 Convention against Illicit Trafhc
in Narcotic Drugs and Psychotropic
Substances (72).

In contrast to that, khat leaves are
currently not scheduled or controlled
under international conventions. The
WHO Expert Committee on Drug
Dependence critically reviewed khat in
its 34th session in 2006 (72). They con-
cluded that evidence was not enough
to warrant international control of khat
leaves and did not recommend sched-
uling them. However, in view of the
potential adverse health consequences
of excessive khat use patterns, they
recommended that member countries
should adopt educational campaigns
in order to inform the public about the
potential negative consequences and
discourage its use. This is supported by
scientific reviews, i.e. compared to other
substances of abuse, khat leaves have
a low potential for dependence, and
physical and social harm (73,74).

In the WHO Eastern Mediter-
ranean Region, most khat countries
currently have a laissez-faire attitude
concerning khat (Yemen, Somalia, Dji-
bouti) while Saudi Arabia has banned it.
In its 6th meeting in 2007, the Regional
Advisory Panel on Impacts of Drug
Abuse (RAPID) of the WHO Regional
Ofhce for the Bastern Mediterranean
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conducted an intercountry consulta-
tion on khat (75). The panel discussion
highlighted that khat is a sensitive issue
in the Region, that a balanced approach
is required and that in-depth studies
on the scope of the problem are cur-
rently missing to guide politics. The
panel developed 7 recommendations
for the Member States that especially
addressed the potentially harmful non-
traditional excessive use patterns: 1)
Contain the use of khat though market-
interventions similar to tobacco, 2)
Conduct awareness-raising activities
on the health and social consequences,
3) Protect vulnerable groups such as
children, women and people with pre-
existing mental disorders, 4) Make in-
ternational research literature available,
S) Establish and maintain appropri-
ate surveillance systems, 6) Generate
evidence through research to guide in-
formed policies and interventions, and
7) Undertake a coordinated interagen-
cy, inter- and intragovernmental and
nongovernmental organization effort to
address the multisectoral and interdisci-
plinary activities related to khat.

In the European Union, where mil-
lions of immigrants from khat countries
reside, the khat trade has been growing
for more than a decade and legitimate
and illegal transportation networks
have emerged. Among the European
Community countries, 15 members
and Norway have imposed a ban on
khat leaves so far (most recently The
Netherlands in 2013 and Great Brit-
ain in 2014); in the rest, the status of
khat leaves is not specifically controlled
under drug laws (3). In 2011, the Eu-
ropean Monitoring Centre for Drugs
and Drug Addiction published a policy
briefingon khat (76). In the briefing, the
weak data sources are pointed out and a
balanced and multisectoral approach is
recommended focusing on the poten-
tial harms.

In the United States of America, the
import and trafficking of khat leaves are
controlled by the Drug Enforcement

Agency because khat alkaloids are
scheduled substances under the Con-
trolled Substance Act (cathinone
Schedule I, cathine Schedule IV).

Review of interventions

In general, there is a scarcity of research
on psychological and pharmacological
interventions that address khat-related
health problems. The developments,
mainly related to khat dependence and
mental health problems among khat
chewers, are reviewed briefly:

Webpages, non-scientific reports
and observations reported in scientific
papers, as reviewed by Odenwald and
colleagues (77), reveal that several
forms of khat counselling and depend-
ence treatment currently exist, offered
by different service providers. In several
European countries, public treatment
services for individuals with khat de-
pendence are offered by integrating
them into the existing services for illegal
substances. Several projects have been
implemented to assist dependent khat
users to access and utilize such services.
Although no scientific evaluation has
been conducted, at least there are de-
scriptions of methods used and experi-
ences in single publications and reports.
For example, several reports describe an
outreach project in Aarhus, Denmark
for khat-addicted individuals among the
Somali immigrant community (78,79).
Somali community workers identify
khat addicts, assist them with their eve-
ry-day problems and accompany them
on their way through out- and inpatient
substance use treatment and psychiatric
services. Of about 100 clients in the
project period, 27 were brought in for
substance use treatment and 19 suffered
from additional mental disorders. Simi-
lar projects have been implemented in
the UK, e.g. by the nongovernmental
charity organization MIND.

Very few substance use treatment

services offer specialized khat treatment.
In Sweden, the Stockholm County
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Council substance treatment services
opened a specialized outpatient clinic
for khat use disorders in 2012, especially
targeting the migrant population from
countries with a high prevalence of khat
use (80).1In 2013, a year after open-
ing, about 10 people had approached
the clinic, most of them with external
motivation (sent by the social services
department) (Abdi YA, personal com-
munication, 2013).

Very few psychotherapeutic treat-
ment studies have addressed the topic
of treatment of khat use disorders, all of
whom used CBT techniques. A study
in the north-west of Somalia (Somali-
land) involving 35 patients compared
a comprehensive treatment package
for severe mental disorders with and
without a psychoeducation component
(psychoeducation included informa-
tion on the negative effects of khat and
on induced deterioration of psychotic
symptoms, as well as advice and as-
sistance to reduce use and it was ad-
dressed to patients and families). Both
groups had reduced khat use in the early
phase; however during the follow up
most patients relapsed but those in the
psychoeducation component group
had a significantly lower frequency of
use (30).

Concerning pharmacological treat-
ment studies, nothing has ever been
published except for some early case
reports with bromocriptine (81), a sub-
stance that is not used any more for the
treatment of addiction. Further research
on pharmacological treatment is cur-
rently planned by the SARC initiative in
Saudi Arabia.

Rationale and evidence
for prevention

At present there is relatively little sci-
entific knowledge on best practices,
key concepts and evidence-based ap-
proaches available on khat-related
preventive measures. Analysis of the




O3 il 5 I Al

I saad)

current situation related to preventive
measures demonstrates that national
khat policies on prevention have rarely
been implemented in khat-producing
countries. The analysis of these national
health-related strategies on khat is
difficult because they have often not
been sustained due to a lack of political
will and because some of the countries
are in transition and governance is
constrained. Having analysed these
attempts and reviewed previous writ-
ings by experts (2,5,76), we propose the
following five elements are needed in
order to implement successful preven-
tive measures.

1. Future measures should be strictly
based on empirical evidence. Empiri-
cal research suggests that khat is a het-
erogeneous commodity and different

use patterns exist.

2. 'The measures should be designed to
be implemented in a sustained man-
ner involving all stakeholders.

3. 'The target groups need to perceive
preventive measures as neutral and
health-related (e.g. reduce overuse
and excesses, reduce agrochemical
and toxin contamination or preserve
traditional moderate khat use).

4. Future khat policies should use inter-
stages between the extreme levels
of the currently prevailing dichoto-
mous approach (ie. laissez-faire vs.
legal ban, representing the extreme
poles of the repertoire of possible ac-
tions) on khat and should include
harm reduction and public health
interventions. Measures should be
multifaceted, adapted, differential and
non-uniform.

5. Khat-related policies need to be co-
ordinated and harmonized on a re-

gional and international level.

We note that future research must
test these guiding recommendations
and improve on them to advance pre-
ventive interventions and achieve the
desired outcomes.

Conclusion and

recommendations
for national policies

Given the complexity of the problem
ofkhat use and its correlation with the
cultural and societal structures of the
consumers, WHO Member States
have not yet adopted a systematic ap-
proach to address this growing prob-
lem. In order to gain a clear picture
of the extent of the problem, a khat-
related data collection system needs
to be integrated into the standard gov-
ernmental statistical monitoring and
reporting systems, e.g. in agriculture,
trade, tax and health.

Data collection should be com-
plemented by research on priority
areas with the aim to better inform pol-
icy-makers and to empirically evaluate
measures that have already been taken.
Priority areas are:

« Develop and evaluate adequate re-
search methods and resources for
khat research (e.g. quick tests for khat
alkaloids in body fluids).

« Determine the impact of khat use
or overuse on the development of
physical and mental health problems,
e.g. schizophrenia, oral and gastric
cancers or cerebral haemorrhage.

« Develop and evaluate effective in-
terventions and methods of care for

khat-related health problems.

« Develop and evaluate effective pre-
ventive measures.

In order to achieve these aims, re-
search capacities need to be developed
and research resources need to be made
available in khat-use countries.

By including khat in consumer pro-
tection laws and related laws, minimum
standards can be set to monitor and
control khat production, distribution
and consumption (e.g define maximum
permissible limits of relevant chemical
compounds). At the same time, special
prevention measures need to be taken
to address vulnerable groups, including

children and adolescents, people with
pre-existing mental and physical dis-
orders on whom khat has a proven
negative effect, and women during
pregnancy and breastfeeding and their
children. General prevention measures
need to be developed to inform the pub-
lic about noxious khat use patterns (not
of khat use per se), such as prolonged
chewing or concomitant nicotine use, in
order to clearly distinguish “traditional”
khat use that probably causes little or
no harm for healthy individuals from
excessive use of khat.

For those who are affected by any
kind of disorder related to khat use and
comorbid conditions, treatment servic-
es should be provided. The focus is on
primary health care where all patients
should be routinely screened for sub-
stance use. At-risk substance users and
concurrent users of khat and other sub-
stances, most notably nicotine, should
be motivated to stop this practice, e.g. by
applying the ASSIST-linked Brief Inter-
vention for moderate khat users (82).
The development of information mate-
rial and manualized treatment tools for
various severe user groups as well as the
training of different specialists in the
health care sector in order to detect and
manage khat-related health problems
are among the other basic measures that
health systems can adopt. Appropriate
specialized services are needed for treat-
ment of khat dependency and also the
comorbidity of khat use with mental
disorders.
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Use of amphetamine-type stimulants in the Islamic
Republic of Iran, 2004-2015: a review
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ABSTRACT Amphetamine-type stimulants (ATS) are the second most commonly used illicit drugs in the world, after
cannabis. The production of ATS has increased worldwide, including in the Middle East. This review aims to assess ATS
use in the Islamic Republic of Iran. PubMed, Scientific Information Database (a national database) and Iranian Center
for Addiction Studies were searched. The review included studies on the general population, university and high school
students, other specific populations, and drug users. The result show that self-reported methamphetamine and ecstasy use
in 2016 was <1% in the general population and university and high-school students, but the prevalence was higherin certain
groups. There has also been an increase in the proportion of ATS users among clients of drug treatment centres. The findings
highlight the need for high quality epidemiological studies and closer monitoring of stimulant use in different populations.

Consommation de stimulants de type amphétamines en République islamique d’lIran, 2004-2005 : analyse

RESUME Les stimulants de type amphétamines représentent les drogues illicites les plus répandues dans le monde
apres le cannabis. La production de stimulants de ce type a augmenté dans le monde entier, ainsi qu’au Moyen-Orient.
La présente étude a pour objectif d'évaluer la situation de la consommation de stimulants de type amphétamines en
République islamique d'Iran. Pubmed, la Base de données sur les informations scientifiques (une base de données
nationale) et le Centre iranien d'études sur les addictions ont servi de base aux recherches. Cette évaluation inclut des
études réalisées dans la population générale, aupres d'étudiants des universités et du secondaire, ainsi que dans d'autres
populations spécifiques et aupres de consommateurs de drogues. Les résultats indiquent que la consommation
auto-déclarée de methamphétamine et d’ectasie en 2016 était inférieure a 1% dans la population générale et parmi
les étudiants en universités et les éleves du secondaire, mais que la prévalence des stimulants de type amphétamines
était plus élevée parmi certains groupes. Il y avait aussi une augmentation de la proportion de consommateurs de
stimulants de type amphétamines parmi les patients des centres de traitement des toxicomanies. Les résultats de cette
analyse révelent le besoin en études épidémiologiques de haute qualité et la nécessité d’un suivi plus rapproché de la
consommation de stimulants dans différentes populations.
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Introduction

Drugs with abuse potential commonly
have sedative/narcotic properties or
act as a stimulant or have a combina-
tion of these two. Amphetamine-type
stimulants (ATS) are one of the main
forms of stimulant drugs. Most ATS
are chemical compounds synthesized
from ephedrine or pseudoephedrine.
Amphetamine, methamphetamine and
medications such as dextroampheta-
mine (Adderal) and methylphenidate
(Ritalin) are the most commonly used
drugs in this group.

After cannabis, ATS are the second
most commonly used illicit drug across
the world. According to the United Na-
tions Office on Drugs and Crime, 247
million individuals have used an illicit
drug (cannabis, opioids, cocaine, ecsta-
sy or ATS) in the past year (1). In addi-
tion, around 34.4 million people (0.7%
of the world population aged 15 to 64)
have used ATS and 18.8 million people
(0.4%) have used ecstasy in the past
year (2). There are several reasons why
people use stimulants: young people
may use them for pleasure, students use
them to enhance their concentration,
athletes want to increase their energy
and performance, long-distance drivers
use them to increase their alertness and
military personnel may use them to
raise their spirit and combat abilities.

In the past few years, there has been
a large increase in the ATS market in
the Middle East. The Islamic Republic
of Iran, Jordan, Lebanon, Saudi Ara-
bia and the Syrian Arab Republic have
reported increasing amounts of ATS
seizure (3). In some Middle East coun-
tries, Captagon (methcathinone) is the
main stimulant being used. In Saudi
Arabia, amphetamine users are the larg-
est group among those seeking drug
treatment (3).

The Islamic Republic of Iran has
also faced an increase in the production
and trafhcking of ATS in the past 10
years. ATS traffic has been reported

from the Islamic Republic of Iran to the
Far and Middle East and even Europe
(3). Seizure of methamphetamine was
more than 3 tons a year in 2010 and
2011 and there was a 66% increase in
seizures from 2012 t0 2013 (4). During
2010-2013, 959 methamphetamine
production laboratories were found and
dismantled in the Islamic Republic of
Iran.

Data regarding the epidemiology
of ATS use in the Islamic Republic of
Iran are fragmented but unofhcial re-
ports indicate an increase in ATS use
in the country, especially among young
people. Developing primary prevention
strategies and raising public awareness
about the harms of ATS have there-
fore been a priority of stakeholders and
policy-makers.

The aim of this study therefore was
to review studies related to the use of
ATS (including methamphetamine,
ecstasy and methylphenidate) in the
Islamic Republic of Iran, with a focus
on the general population and students,
in order to provide a comprehensive
report on the problem in the country.

This study is a narrative review of the

available literature on stimulant use in
the Islamic Republic of Iran. For this
purpose, PubMed and the Scientific In-
formation Database — SID (a national
database) were searched using key-
words related to stimulant drugs includ-
ing methamphetamine, ATS, ecstasy
and stimulant drugs. For PubMed, the
data retrieved were filtered by including
the MeSH term “Iran” and text word
searching of large cities and the name
of the universities in the country. We
also contacted well known investiga-
tors in the field of addiction and au-
thorities at the Ministry of Health and
Medical Education to find additional
published and unpublished documents.
Furthermore, the library of the Iranian
National Center for Addiction Studies

La Revue de Santé de la Méditerranée orientale

and personal archives of the authors
were also hand-searched. The data
were extracted by the authors regard-
ing prevalence of stimulant use in the
studied population.

Prevalence of ATS use in the
general population

Opioids, especially opium, have been
the most commonly used drug through-
out the Islamic Republic of Iran for dec-
ades. Up to the year 2000, there was no
reported use of ATS. The first study of
drug use among the general population
in the country was conducted in 2001;
the sample included users of medical
emergency service. However, meth-
amphetamine and ecstasy were not
included in this study (5). In the past 10
years, methamphetamine, ecstasy and
methylphenidate use has emerged.

The only national household
population-based study to assess abuse
and dependence for different drugs
is the Iranian Mental Health Survey
(IranMHS). This cross-sectional study
on a representative sample of 15 to
64-year-olds was conducted in 2011
and used the Composite International
Diagnostic Interview (CIDIv2.1) (6,7).
The results of this study indicated that
the prevalence of any illicit drug use
disorder (including opioids, stimulants,
cannabis, hallucinogens and inhalants
but excluding alcohol), as defined by
to the Diagnostic Statistical Manual for
Mental Disorders (DSM-5) (8), in the
past 12 months was 2.44% (approxi-
mately 1.3 million people) (9). The
prevalence of stimulant use disorders
(methamphetamine and Ritalin) was
0.39% (208 000 people) and halluci-
nogen use disorders [ecstasy and LSD
(lysergic acid diethylamide)] was 0.11%
(59000 people) (9).

In the IranMHS, in addition to the
Composite International Diagnostic
Interview, which is a structured face-
to-face interview, a self-administered
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questionnaire was anonymously col-
lected from a random sample of half
of the participants. The results from
this questionnaire indicate that 6.2%
of 15 to 64-year-olds had used an illicit
drugin the past year. The corresponding
rate for stimulants (methamphetamine,
ecstasy and Ritalin) was 1.0% (533 000
people) (10). For methamphetamine,
0.7% reported use in the past year, 0.3%
reported the use of ecstasy and 0.2% the
use of Ritalin. The study also indicated
that methamphetamine use was signifi-
cantly higher in men in the age groups
20 to 29 and > 40. Methamphetamine
use was also higher in those of middle
socioeconomic status (compared with
high and low socioeconomic status)
and those from urban areas (compared
to rural); however, these differences
were not statistically significant.

Another national studyin 2013 used
a network scale-up method in order to
estimate the number of substance users
(11). This study suggested that 440 000
(0.59%) people had used methamphet-
amine and 224 000 (0.3%) had used
other types of synthetic drugs (amphet-
amine, ecstasy and LSD) at least once
during the previous year. However,
there were some ambiguities in ques-
tions regarding methamphetamine use;
the estimate of 0.59% refers to the street
name of methamphetamine (shisheh)
and the 0.3% included the generic name

of the drug.

Another study was a repeated
survey, in the village of Dashtkhak in
Kerman, carried out in 2000 and 2012
(12). The results of this study showed
thatin 2012, 0.6% of the adolescent and
adult population had used metham-
phetamine in the past month. Because
stimulant use was believed not to exist
in the village in 2002, it was not assessed
at that time.

Prevalence of stimulant use in
specific populations

Most of the epidemiological studies on
illicit drugs, including stimulants, have
been conducted on students. There

have also been studies on athletes in
gyms and customers in coffee shops.
However, different types of stimulants
and/or patterns of use have been as-
sessed in each study.

University students

The results of studies on stimulant use
among university students, conducted
from 1997 to 2003, were summarized
in a review in 2006 (13). Only 3 stud-
ies had assessed amphetamine use in
university students. One study reported
a 0.4% prevalence of lifetime ampheta-
mine use in female students (13).
Another study in Mashhad reported a
1.4% prevalence oflifetime use and 0.2%
prevalence of daily use. The third study
was conducted in 15 cities and found a
prevalence of lifetime amphetamine of
04% (13).

From 2003 to 2013, there were
several quantitative and one qualitative
study which assessed the prevalence
of amphetamine use. The qualitative
study was conducted among students at
Tehran University of Medical Sciences
and reported a prevalence of ecstasy
use of 10% in males and 5% in females
(14). The characteristics of the quanti-
tative studies among high-school and
university students and other young
populations are summarized in Table
1 (language of the article, year of study,
place of study, sample size, response
rate, settings / participants, age of partici-
pants, sampling,). The sample size of the
studies ranged from 254 to 4000. The
participants in the majority of the stud-
ies were students of medical universities.
In 6 studies, the method of data collec-
tion was not clear; one used face-to-face
interviews and the rest used anonymous
self-administered questionnaires (Ta-
ble 1).

Table 2 shows the prevalence of
stimulant use reported in the studies.
The highest prevalence of simulant use
was reported by Barati et al. in a study
among university students in Hama-
dan; the prevalence of lifetime use of
methamphetamine, ecstasy and LSD

were 18%, 8.5% and 4.8% respectively
(15). However, in 3 other studies that
reported methamphetamine and/or
amphetamine use, the prevalence of
lifetime use was less than 1% in the total
sample (16-18). Two studies reported
the prevalence of lifetime use by sex:
0.8 and 1.6% in boys, and 0.1 and 0.6%
in girls (16,18). The prevalence of use
in the previous year was reported to be
0.2% and 1.1% in 2 studies (18,19).

Ten studies assessed ecstasy use;
excluding the Barati et al. study, lifetime
ecstasy use ranged from 0.3% to 6.0%
in the total sample. In 6 studies, lifetime
ecstasy use ranged from 0.8% to 11.7%
in males and 0.1% to 3.6% in females
(16,18,20-23). The prevalence of use
in the previous year was reported in 3
studies: 0.2%, 1.4% and 6.5% in the total
sample (15,18,22). The prevalence of
use in the previous month ranged from
0.2% to 0.7% in the 3 studies and was
4.5% in the fourth (15,18,22,24). One
study reported a 0.1% prevalence of
continuous ecstasy use (22).

Ritalin use was reported in 4 studies.
The prevalence of lifetime use ranged
from 2% to 5% in the total sample
(16-18). The prevalence of use in the
previous year was reported in 2 studies:
2.5% and 3.7% (18,19). There was a
significantly higher prevalence in males
than females.

The only study that assessed the
trend of stimulant use in university stu-
dents was a repeated survey from 2006
to 2009 among students of Tehran
University of Medical Sciences (25). In
addition to a direct question to the stu-
dents on their own drug use, an indirect
estimation was also made (Figure 1).
Assessment of the correlation between
self-reported use and the indirect es-
timate gave a correction coefficient of
2.54 for males and 2.71 for females for
self-reported lifetime ATS use.

High-school students

There were fewer studies on illicit drug
use among high-school students; we
found S studies that examined stimulant
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Table 2 Prevalence of stimulant use among university students, 2004-2015

Author (Date) Study year Number of respondents Timeframe Prevalence (%)
Males Females Total
Methamphetamine
Taremian et al. (2014) (716) 2009-2010 3582 (NS) Lifetime 1.6 0.6 1
Barati et al. (2012) (75) 201 400 (240 males, 160 females)  Lifetime NS NS 18
Past year 10.5
Past month 5.5
Safiri et al. (2016) (79) 2015 1730 (705 males, 1025 females) Past year 2.3 0.3 1.1
z{o)shandel etal. (2010) NS 254 (167 males, 87 females) NS’ (probably lifetime) NS NS 0.4
17
Amphetamine
z{o)shandel etal. (2010) NS 254 (167 males, 87 females) NS (probably lifetime) NS NS 0.8
17
Amphetamine/
methamphetamine
Abbasi-Ghahramanloo 2012-2013 1992 (613 males, 1379 females) Lifetime 0.8 0.1 0.3
el (015 62 Past year 0.3 0.1 0.2
Past month 0.0 0.1 0.1
Ecstasy
Moasheri et al. (2007) 2004 536 (386 males,, 150 females)  Lifetime 1.7 1.6 4.3
(20)
Amiri etal. (2009) (27) 2005 1226 (657 males, 569 females) Lifetime 74 3.6 5.6
Zarrabi etal. (2009) (24) 2005-2006 827 (532 males, 295 females)  Lifetime NS NS 2.05
Past month 0.72
Mansourian etal. (2009) 2006 300 (NS) Lifetime NS NS 3.0
(46)
Shams Alizadeh et al. 2006-2007 1056 (614 males, 427 females) Lifetime 4.4 11 2.7
(B2 Past year NS NS 14
Past month NS NS 0.3
Continuous NS NS 0.1
Sajjadi etal. (2009) (47) 2008 350 (192 males, 158 females) ~ Lifetime NS NS 6.0
Taremian etal. (2014) (76) 2009-2010 3582 (NS) Lifetime 2.3 0.6 1.2
Pirzadeh etal. (2012) (23) 2011 267 (105 males, 162 females) Lifetime 3.8 1.2 2.2
Barati et al. (2012) (75) 2011 400 (240 males, 160 females)  Lifetime NS NS 8.5
Past year 6.5
Past month 4.5
Abbasi-Ghahramanloo 2012-2013 1992 (613 males, 1379 females) Lifetime 0.8 0.1 0.3
el (015 62 Past year 0.5 0.1 0.2
Past month 0.2 0.1 0.2
Ritalin
Taremian et al. (2014) (76) 2009-2010 3582 (NS) Lifetime 79 34 5.0
Abbasi-Ghahramanloo et 2012-2013 1992 (613 males, 1379 females) Lifetime 75 2.0 3.7
elb Ul ey Past year 51 1.7 2.7
Past month 1.0 0.7 1.0
Safiri et al. (2016) (79) 2015 1730 (705 males, 1025 females) Past year 41 14 25
Roshandel etal. (2010) NS 254 (167 males, 87 females) NS (probably lifetime) NS NS 2.0

(17)
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Table 2 Prevalence of stimulant use among university students, 2004-2015 (concluded)
Author (Date) Study year Number of respondents Timeframe Prevalence (%)

Males Females Total
ATS (ecstasy or methamphetamine)

Taremian et al. (2008) 2005-2006 2989 (1133 males, 1856 Lifetime NS NS 0.7
(45) females)
ATS (ecstasy, Ritalin, methamphetamine)
Amin-Esmaeili et al. 2006 1700 (577 males, 1123 females) Lifetime 2.3 1.1 1.5
(PIE) ) Past year 1.6 0.7 1.0
Past month 0.5 0.1 0.2
Daily 0.2 0.0 0.06
Amin-Esmaeili et al. 2007 1602 (571 males, 1031 females) Lifetime 4.2 1.7 2.6
A Past year 23 1.4 17
Past month 04 0.8 0.6
Daily 0.0 0.3 0.2
Amin-Esmaeili et al. 2008 1644 (555 males, 1089 females) Lifetime 3.2 1.3 1.9
s Past year 22 0.6 12
Past month 0.5 0.2 0.3
Almost daily 04 0.0 0.1
Amin-Esmaeili et al. 2009 1528 (501 males, 1027 females) Lifetime 2.2 0.9 1.3
A Past year 0.6 0.4 0.5
Past month 0.2 0.0 0.06
Daily 0 0 0

Stimulants or hallucinogens

Barati et al. (2012) (75) 201 400 (240 males, 160 females)  Lifetime 24 21 22.8

ATS = amphetamine-type stimulants; NS = not specified.

use from 2003 to 2012. Four were car- 10 provinces in 2005/06 (26). Sam- questionnaire, 3 were anonymous and
ried out in different cities and 1 had a  ple sizes ranged from 447 to 2 680. All  the other 2 did not say. The characteris-

national representative sample from  of them had used a self-administered  tics of high-school studies are shown in

12
5
10 4.4
4
8 37
3
X 6 . 3
®
4.2 2.3
4 3.2 4.3 2 1.7
1.3
2 23 2.2 1 11 0.9
0 0
2006 2007 2008 2009 2006 2007 2008 2009
Year Year
=== Estimated prevalence =~ ==@==Reported prevalence === Estimated prevalence ==@==Reported prevalence

Figure 1 Prevalence of lifetime stimulant use according to self-report and indirect estimates among male and female students
at Tehran University of Medical Sciences, 2006/09 (74)
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Table 3 Prevalence of stimulant use in high-school students, 2004-

Number of respondents

Timeframe

Prevalence (%)

Author (Date) Study year
Methamphetamine
Mohammadkhani (2012) 2005/06
(26)
Alaee et al. (2011) (27) 2010
Bidel et al. (2014) (28) 2011/12
Ecstasy
Najafi et al. (2005) (49) 2003/04
Mohammadkhani (2012) 2005/06
(26)
Naderifar et al. (2011) (50) 2008
Alaee et al. (2011) (27) 2010
Bidel et al. (2014) (28) 201112

2538 (1283 males, 1255 Lifetime
females) Past year
447 (208 males, 239 females)  Lifetime
Male: 937 Lifetime
1474 (751 males, 723 females)  Lifetime
2538 (1283 males, 1255 Lifetime
females) Pastyear
837 (539 males, 298 females) Lifetime
447 (208 males, 239 females) Lifetime
937 (males) Lifetime

Males Females Total

04 0.2 0.3
0.3 0.1 0.2
11 0.0 04
21 = =

0.7 0.6 0.7
1.5 0.2 0.8
1.0 0.2 0.6
0 0 0

3.9 04 2.0
27 - =

Table 1 and the results are summarized
in Table 3.

Methamphetamine use was as-
sessed in 3 studies (26-28). The report-
ed lifetime amphetamine use ranged
from 0.4% to 2.1% in males and 0% to
0.2% in females (26). The prevalence
of lifetime ecstasy use among males
ranged from 0.0% to 3.9%; the corre-
sponding rate for females was 0.0% to
0.6%. The national study in 2005706
indicated the prevalence of lifetime and
previous year ecstasy use was 1.5% and
1.0% in males respectively and 0.2% and
0.2% in females respectively (26).

Other groups

A few studies have been conducted
among specific populations and these
are summarized in Table 1. A study on
1903 was conducted on coftee shop
customers, aged 1525 years in Tehran
in 2004——coffee shops in the Islamic
Republic of Iran are considered youth
clubs or places for socialization. Ac-
cording to this study, the prevalence of
lifetime use of ecstasy was 18.5% (26.1%
in men and 11.7% in women) (29).
Another study on 834 male athletes in
103 gyms in 2007/08 reported a preva-
lence of lifetime use of amphetamines of
13.3% (30).

Stimulant use among people with
drug dependence

Several studies assessed ATS use
among people with drug dependence.
Most of these studies were carried out
in drug treatment centres and looked at
the pattern and/or the main drug of use
among clients. There were 3 national
studies conducted in 1998, 2004 and
2007 on people with drug dependence,
recruited from drug treatment centres,
prisons and public places. Figure 2
shows the results of these studies. In
the first study, no ATS use was reported
(31). In the second study, ecstasy was
the most common type of stimulant
and the prevalence of current use
among the participants was 3.9% (32).
In the third study, methamphetamine
was the most common type of stimu-
lant and its current use was reported
in 5.2% of respondents (33). In this
study, among the 401 individuals who
used methamphetamine, 14.2% said
injecting the drug was their main route
of administration (33).

However, recent reports indicate
higher rates of methamphetamine use
among those with opioid dependence
and an increase in demand for treat-
ment for ATS-related disorders (34).
Concurrent use of ATS and opioids
might negatively affect treatment

outcomes and prognosis. A recent re-
port by the Iranian National Center for
Addiction Studies on 1 171 admissions
to its drug treatment clinic over S years
indicates an increase in the total num-
ber and proportion of ATS-dependent
individuals seeking treatment (Figure
3) (unpublished internal report by the
Iranian National Center for Addiction
Studies, 2015).

A qualitative study of key people
among service providers as well as peo-
ple with substance use disorders was
conducted in 2012 (34). Key experts
believed that the prevalence of ATS
use disorders would rise in the follow-
ing years. They also believed that the
proportion of women using ATS was
relatively high compared with other il-
licit drugs. Most of the individuals seek-
ing treatment stated that they started to
use ATS during 2005/09.

Discussion

According to the only national house-

hold survey which assessed substance
use disorders, 533 000 individuals
(1% of the adult population aged
1S to 64 years) reported the use of
stimulants (methamphetamine, ec-
stasy and Ritalin) in the past 12 months.
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Figure 2 Prevalence of drug use reported in 3 national surveys among people with drug dependence according to type of

drug used (37-33). Shireh is the condensed extract of remnants of smoked opium.
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Methamphetamine and Ritalin use dis-
orders were found in 0.39% (208 000
people) and hallucinogen (ecstasy
and LSD) use disorders were found
in 0.11% (59 000 people). There is
consensus that the real prevalence
of substance use is probably higher
than found in a national household
survey.

A household survey is one of the
methods used to assess the preva-
lence of substance use disorders
across the world. The limitations
associated with these studies are
similar across settings; therefore,
the results of household surveys are
comparable in different settings and
different time periods. In Australia,
the use amphetamines more than §
times in the past year was in found
3.9% of the population aged 15 to 64
and ATS use disorders (abuse and
dependence) were found in 0.6%
(35,36). In a national survey in the
United States of America (USA)
using face-to-face interviews, the use
of methamphetamine in the previ-
ous month was found in 0.2% of the
population aged 12 years or older
(37). The European report on drugs
in 2015 reported that the prevalence
rates of ATS and ecstasy use in the
previous 12 months among the
population aged 15 to 64 were 0.5%
and 0.6% respectively (38). Based
on these, one can conclude that the
Islamic Republic of Iran has a mod-
erate prevalence of ATS use.

The results of our review indi-
cate that there were very few studies
on stimulant use among students
before 2003 and stimulant use was
not recognized as a problem among
this group (13). In the past 10 years,
there have been several studies on
the prevalence of methamphetamine
and ecstasy use among high-school
and university students. According
to most of these studies, the preva-
lence of both methamphetamine and
ecstasy use in the past 12 months
was less than 1.0%. Among univer-
sity students, the most common

type of stimulant used was Ritalin.
In the USA, according to the results
of the Monitoring the Future an-
nual survey, amphetamine use in the
previous year was found in 4.0% of
university students and 1.0% of high-
school students (39,40). A European
study among students aged 15 and
16 years in 36 schools reported a
lifetime use of each amphetamine
and ecstasy in 3.0% of the students
(41). It seems that the magnitude
of stimulant use among Iranian stu-
dents is lower than reported from the
USA and Europe.

Our review highlighted some
weaknesses in the quality of re-
ports from studies on ATS in the
Islamic Republic of Iran. First, the
term “stimulant” and the type of
substance being assessed were not
clear. Second, the time periods of
the questions should be clearer; for
instance, lifetime, previous year or
even previous month were not ex-
plicitly reported. It is recommended
to include previous year use of drugs
as one of the indicators in prevalence
studies. Third, in some studies the
prevalence of use was not reported
separately for men and women.
Because of the disproportionately
higher drug use in men in the Islamic
Republic of Iran, it is recommended
that the gender differences in preva-
lence be reported in future studies.
In some studies the method of data
collection was not clear; for example,
it was not reported whether data
were collected using an anonymous
self-administered questionnaires
or face-to-face interviews. Finally,
in some studies, the response rates
were not reported.

Most studies presented in this
review were based on self-reports.
There is evidence that the actual
number of people who use drugs
might be twice the number reported
in these types of study (5,25). Al-
though stimulant use in the general
population does not seem to be over-

ly high, some studies suggest that

La Revue de Santé de la Méditerranée orientale

stimulants might be quite common
among certain population groups,
e.g. gym athletes and students of cer-
tain universities. Moreover, there are
no reports on young people who are
not in school or university. Further-
more, no data exist on at-risk popula-
tions such as blue-collar labourers
and those living in military barracks.
Few data exist on the geographical
diversity of stimulant use in the gen-
eral population.

On the other hand, there has
been a large increase in treatment
demand for ATS. In addition to
that, psychiatrists and other mental
health professionals are facing a new
challenge from health service users,
especially among users of psychiatric
emergency services. There is now
a growing number of methamphet-
amine-associated psychoses. This
observation has been reported in
different studies (42,43) and might
indirectly imply an increase of meth-
amphetamine use.

Although there is consensus on
the importance of these new drugs,
there are far fewer studies on ATS
than on opioids. A scientometric
study of the national publications
on substance use and addiction be-
tween 2008 and 2012 showed that
only 3.4% and 3.6% of the publica-
tions studied methamphetamine and
ecstasy respectively (44).

Considering the increase in the
production of ATS in the Region, an
increase in the prevalence of ATS use
seems plausible. Therefore, longitudi-
nal and high-quality surveys among
different target populations are needed
to provide a clearer picture of the ex-
tent and magnitude of the problem,
both in the country and the Region.
This will provide an opportunity to
monitor the trends in drug use over
different periods and to provide timely
interventions.
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Developing an interministerial substance use response
strategy for Lebanon: process, content and lessons
learned
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ABSTRACT Evidence on substance use in Lebanon shows an increase in usage, limited availability and accessibility to
evidence-based services, and high level of stigma and discrimination. In line with the “Mental Health and Substance Use
Strategy for Lebanon 2015-2020", the Ministry of Public Health initiated the process of developing a strategy focused
on substance use response to address these challenges in collaboration with the Ministries of Education and Higher
Education, Interior and Municipalities, Justice and Social Affairs. The result of this process was a strategy launched jointly
by the ministries including six domains of action covering the whole spectrum of substance use response with strategic
objectives addressing the challenges identified through stakeholders' consultations. The following key principles
adopted throughout the process contributed to the successful development of the strategy: building on evidence and
international frameworks, maximizing the participation of all stakeholders, prioritising national consensus, maintaining
flexibility and maximizing transparency.

Elaboration d’une stratégie interministérielle de réponse a la consommation de substances psychoactives au
Liban : processus, contenu et lecons apprises

RESUME Les données sur l'utilisation de substances psychoactives au Liban font état d'une augmentation de
la consommation, d’une disponibilité et d’'une accessibilité limitées de services reposant sur des données
scientifiques, ainsi que d'un degré élevé de stigmatisation et de discrimination. Conformément a la « Stratégie sur la
santé mentale et l'utilisation de substances psychoactives au Liban 2015-2020 », e ministere de la Santé publique a
initié un processus visant a élaborer une stratégie de lutte contre la consommation de substances psychoactives, en
collaboration avec les ministéres de I'Education et de I'Enseignement supérieur, de I'Intérieur et des Municipalités,
de la Justice, et des Affaires sociales. Ce processus s’est conclu par le lancement conjoint d'une stratégie par les
ministeres. Celle-ci inclut six domaines d’action couvrant le spectre complet de la lutte contre les substances
psychoactives avec des objectifs stratégiques traitant des problemes identifiés lors de consultations avec les parties
prenantes. Les principes clés suivants, adoptés au cours de ce processus, ont contribué a I'élaboration réussie de
la stratégie : exploitation des données et des cadres internationaux existants, maximisation de la participation de

'National Mental Health Programme, Ministry of Public Health. ?Head of the National Mental Health Programme, Ministry of Public Health, *Director
General, Ministry of Public Health, Beirut, Lebanon. (Correspondence to: Rabih Chammay: rabihelchammay@gmail.com).
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Introduction

Evidence on substance use in Leba-
non shows a high prevalence, early age
of initiation, high treatment gap, and
increased burden (1—4). Affordable
and accessible specialized evidence-
based quality services remain limited
within the health and social welfare sec-
tors, and are mainly delivered in the
private sector and centralized, without
quality monitoring (5,6). Stigma and
discrimination, in addition to a low level
of public awareness regarding laws and
available services, further limit acces-
sibility to services.

Despite the magnitude of the sub-
stance use burden, the public health
response has been limited. Moreover,
the increase of the population resid-
ing in Lebanon due to the Syrian crisis
has overstretched the health system
(7). Nevertheless, the crisis has gener-
ated an opportunity to synergize efforts
between humanitarian organizations
and the government to strengthen the
existing health system. With this aim,
in 2014, the Ministry of Public Health,
supported by the World Health Or-
ganization (WHO), United Nations
Children’s Fund (UNICEF) and
International Medical Corps (IMC),

Bilateral
stakeholder
meetings

National
consensus meeting

Public posting

launched the National Mental Health
Programme (NMHP) to reform the
mental health system in Lebanon and
scale up services. In May 2015, the
NMHP launched the first “Mental
Health and Substance Use Strategy for
Lebanon 2015-2020" (5). One key
objective in this strategy is the develop-
ment of a national strategy focused on
substance use response (S).

The development process of the
Substance Use Response Strategy
(Figure 1) was designed and modified
throughout to maximize the partici-

pation of all relevant stakeholders and
ensure universal approval of a common
vision for substance use response, along
with objectives and actions that are
approved by all the main participants.

Stakeholder consultations

The process began with bilateral meet-
ings between the NMHP and stake-
holders in the response to substance use
to identify opportunities and challenges
in the Lebanese context. The identifica-
tion of challenges and priorities to be
addressed continued with a National
Consultation during which key persons

National
consultation
meeting

Launch

Situation analysis

La Revue de Santé de la Méditerranée orientale

from relevant ministries, international
and local nongovernmental organiza-
tions (NGOs), professional asso-
ciations, healthcare organizations and
universities participated. The informa-
tion gathered from these consultation
meetings and from the literature review
fed into a situation analysis including
assessment of Strengths Weaknesses,
Opportunities and Threats.

Drafting
The first draft of the Strategy was devel-

oped based on the situation analysis and
in line with the WHO Regional Frame-
work for Strengthening Public Health
Response to Substance Use. Six do-
mains of action were set with goals for
each domain that address the identified
critical issues to the strengthening of
the substance use response in Lebanon.
Strategic objectives were defined under
every domain as key measures for the
successful achievement of the set goals.
Animplementation plan was developed
in which, for each objective, defined ac-
tions were identified with specification
of the main actors to be involved in their
implementation and the time frame for
their achievement. Once the first draft
was finalized, it was sent for revision
to all involved ministries: Ministries
of Social Affairs, Education, Interior

Drafting

Revision by
ministries

Figure 1. Development process of the Inter-ministerial Substance Use Response Strategy for Lebanon 2016-2021
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and Municipalities, and Justice. Bilat-
eral meetings took place between the
NMHP and the respective ministries
to discuss further the draft and edit it
accordingly.

Expert review

The draft was subsequently sent for re-
view to local and international experts.
More than 30 experts from a variety
of stakeholder groups (UN agencies,
local and international organizations,
and health professionals) shared their
feedback through completing a form
designed to prompt feedback on the
clarity, relevance, feasibility, content of
the strategy and additional suggestions.
The draft was revised based on all the
feedback received.

Consensus building

A ministerial consensus meeting with
the general directors of all ministries
involved was held to agree on the latest
draftand on the steps forward. Following
the latter meeting, a national consensus
meeting was organized during which
the draft was presented to participants
that included representatives and key
persons from all stakeholder groups. A

compilation of the feedback received
from the expert review was presented,
in addition to the responses to it, and

additional feedback on the draft was
gathered from participants.

Public posting

The revised draft was then posted online
for review and feedback by the public
through an online anonymous feed-
back form. Once public feedback was
addressed, the strategy document was
finalized for launching.

The aforementioned multi-step process
has led to the launching of the Inter-
Ministerial Substance Use Response
Strategy for Lebanon 2016-2021, set-
ting tailored domains of actions and

goals in line with a core set of values
and principles (Table 1). The latter
constitute a framework that will guide
national efforts for the prevention of
substance use disorders; the treatment,
rehabilitation and social re-integration
of persons with substance use disor-
ders; and harm reduction and supply

reduction. Achievement of the goals
in every domain of action will assist
in reaching the outcomes and in the
long-term contribute to the impacts

highlighted in Figure 2.

Discussion

Certain key principles were followed
throughout the strategy development
process and contributed to an output
thatis tailored as much as possible to the

Lebanese context and that addresses
the challenges and priorities identified
by all stakeholders through evidence-

based strategic objectives.

Building on evidence and
international guidelines and
frameworks

A key principle followed during the
strategy formulation was its alignment
with international evidence. As such,
the strategy was framed in line with
the WHO Regional Framework for
Strengthening Public Health Response
to Substance Use. The strategic objec-
tives under each domain aim at scaling
up evidence-based interventions or

Domain

Domain 1

Table 1. List of domains of action and their respective goals

Leadership and governance

Goal

Strengthen effective leadership and governance
for substance use response

Domain 3

Supply reduction

Reduce availability of illicit substances

through strengthening capacities of relevant
governmental bodies

Domain 5

International cooperation

Increase the engagement of all relevant sectors

in the international substance use policy
discourse

YN FN [N {
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I. Leadership and governance

Il. Health and social welfare
sectors response

III. Supply reduction

IV. Monitoring and
surveillance

V. International cooperation

VI. Vulnerable groups

Outcomes

La Revue de Santé de la Méditerranée orientale

Impact

1. Increased availability of
high-quality age and gender-
sensitive prevention,
treatment, rehabilitation,
social re-integration and
harm-reduction services

2. Increased accessibility to
high-quality age and gender-
sensitive prevention,
treatment, rehabilitation,
social re-integration and
harm reduction services

3. Increased protection of
human rights of persons with
substance use disorders

4. Increased efficiency and
effectiveness of supply
reduction activities

Decreased prevalence of
substance use disorders

Delayed age of onset of
substance use

Decreased prevalence of
communicable diseases
among people who inject
drugs

Decreased number of
overdose cases

Decreased stigma around
persons with substance use
disorders

Figure 2. Outcomes and impacts of the Inter-Ministerial Substance Use Response Strategy for Lebanon 2016-2021

building local evidence for effective-
ness, feasibility and adaptability of in-
terventions in Lebanon. Furthermore,
the feedback received from reviewers
was addressed based on its agreement
with international evidence, cost-effec-
tiveness, best practices, adaptability to
the local context and respect of human

rights principles.

Maximizing the participation
of all stakeholders in the
development process

The involvement of all stakeholders at
different stages throughout the process
was essential to guarantee consensus

over a unified roadmap to guide action

towards strengthening the response.
The interministerial collaboration was
an essential milestone for the strategy
development. All involved ministries in
the substance use response needed to be
involved in the process to ensure com-
mon ownership of a comprehensive
strategy designed to cover all domains
of action in the response with a clear
definition of roles and responsibilities.
Furthermore, the involvement of local
NGOs and experts, current users and
the general public provided a grounded
perspective on the issues and challenges
faced and the potential opportunities
and means to address them. The pub-
lic posting of the strategy draft was a

key step to ensure the opportunity for
public review. The consequent national
consensus reached about the Strategy
will contribute to ensure effective co-
ordination and collaboration for its

implementation.

Maintaining flexibility in
the process and prioritizing
national consensus

Many ad hoc factors affected the process
and the preset timeline for develop-
ing this strategy. In particular, the
engagement of multiple stakeholders
with varying agendas and different op-
erational modes affected the duration
of every step of the process. Since the




O3 il 5 I Al

I saad)

involvement of all stakeholders is key
to the development of a strong policy
document, setting realistic timelines
and maintaining a margin of flexibility
are necessary. Furthermore, while align-
ment with international frameworks of
action is essential, adopting them with
flexibility is crucial to ensure that the
strategy is responsive to the needs of
the country. For instance, two domains
of action (supply reduction and vulner-
able groups) — additional to those in
the WHO Regional Framework — were
added to the strategy in response to the
needs highlighted through stakeholder
consultations. Moreover, health and
social sectors responses were grouped
under one domain as they are the two
major sectors in Lebanon that provide
and cover services for persons with sub-
stance use disorders. Prevention was set
as a subdomain under this latter domain
because it was considered to be a key
component of the public health and
social welfare response and could not be
set separately from them. All the above,
along with the flexibility in incorporat-
ing suggestions of partners, contributed
to the successful building of a national
consensus around the strategy, which is
vital for a more coordinated and unified
action.

References

Maximizing transparency
throughout the process

Transparency in strategy development
processes is key to ensuring account-
ability towards all stakeholders. Trans-
parency was maintained throughout
the process through multiple actions:
dissemination of the recommendations
from the consultation and consensus
meetings to participants and stakehold-
ers; presentation of the process, pres-
entation during the national consensus
meeting of all feedback received from
reviewers, in addition to the responses
to this feedback and the edits made
accordingly to the strategy; and online
posting of the draft strategy for public

review.

Conclusion

The involvement of key stakeholders

and consensus building throughout the
strategy development was critical to
pave the way for the creation of syn-
ergy between different stakeholders and
agendas and thus for the alignment of
efforts towards a unified vision. This
alignment could contribute to the
maximization of resources for the
achievement of common goals and the
implementation of an evidence-based

roadmap that is nationally traced
and agreed upon. Indeed, the jointly
launched strategy by multiple ministries
will hopefully allow for a more effective
response with greater resource mobi-
lization and stronger implementation
in collaboration with all relevant actors

from all stakeholder groups.
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