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HARM REDUCTION IN MIDDLE EAST AND NORTH AFRICA
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a These services include, amongst others, voluntary HIV testing and counselling; HIV
prevention, treatment and care; hepatitis C testing and treatment; STI prevention and treatment;
information, education and communication.
b Among males who inject drugs.
c Figure previous to 1998.
d Non-national estimate – capital city.
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Harm reduction response

ART 7

Targeted HIV programmes exist. 12% of the total ART
recipients are people who inject drugs9

Over 309 million people live in the Middle East and North Africa,11 a
region comprising eighteen countries and the Occupied Palestinian
Territories (hereafter referred to as Palestine). Economically it is
a very diverse region, ranging from wealthier nations such as
Israel, United Arab Emirates (UAE) and Saudi Arabia, to poorer
nations such as Yemen.12 A number of countries are currently or
have recently been affected by conflict, and the region remains
politically important largely due to the export of oil and oil-related
products. The majority of the region’s population follows Islam,
and the most widespread languages are Arabic (varying in dialect
across different countries) and French (in North Africa).

DRUGS IN THE REGION
Cultivation, production and transhipment

Opiates
There has been a considerable increase in the number of people
who use opiates in recent years, best documented in Iran, where
opium smoking has historical and traditional roots dating back to
Ancient Persia. The fall of the Taliban in neighbouring Afghanistan,
and the political instability that followed, allowed for a rise in opiate
production. As a result, Iran has seen an increase in the availability
of both opium and heroin. Over 1.2 million people (2.8% of the
population) are reported to use opiates in the country.13
In Iran and surrounding countries, opium smoking is considered
medicinal by many people, and where public health systems
have been disrupted by war and conflict it provides an easily
attainable remedy for illness. Heroin is also easily available in many
countries.

Morocco is the world’s foremost producer of cannabis resin and
remains the main source of the drug for the consumer market
in Western Europe.13 Khat, an amphetamine-like stimulant, is
cultivated in Yemen predominantly for domestic use, which is
widespread. There are recent reports of impoverished farmers in
southern Iraq beginning to cultivate opium poppy fields.14
Many Middle Eastern and North African countries form part of the
opiate trafficking routes originating in Afghanistan, the world’s
foremost opiate-producing country. Political instability in conflictaffected countries, strong black-market trade routes and easy
access by air, land and sea are all factors which increase the ease of
drug transhipment in the region. Iran is the country most affected
by drug smuggling as it provides a corridor into the Middle East
and North Africa, Central Asia or Western Europe. Iran sees 68%
of the world’s opium seizures.13 To a lesser extent, Oman and UAE
are beginning to experience more drug smuggling, with heroin
destined for Europe and North America via East and West Africa.15

Drug use

Information on drug use is limited as surveillance of this kind is
not established in many countries. Reported alcohol consumption
rates across the region suggest very low usage,16 with zero official
consumption in three countries (Kuwait, Libya and Saudi Arabia),
and per capita consumption below one litre of pure alcohol per
year for all but five of the others. The exceptions are Bahrain (2.63
litres), Israel (1.99), Lebanon (4.13), Oman (1.32) and UAE (2.75). Data
were unavailable for Palestine.
These low consumptions rates may be due to the majority
Muslim populations, high levels of self-reported abstainers across
the region and the common policy responses such as bans on
alcohol consumption for Muslim residents or total prohibition
with severe penalties (in Iran, for example, death sentences have
been imposed).17 However, the figures may also reflect underreporting due in part to the stigma associated with alcohol use in
the region.18
Cannabis or hashish smoking is reported to be the most prevalent
drug use in the region. The use of Khat is highly prevalent in
Yemen, and to a lesser extent in other countries of the Arabian
Peninsula.19 Cocaine use is reportedly increasing in Morocco, but as
yet cocaine injecting is not reported. In Israel, the use of cocaine,
LSD, amphetamine and tranquilisers is reported.13 Opiate use is
reported in many countries, and is prevalent in Iran, where over
1.2 million people smoke, inject or ingest opiates.13 Non-injecting
drug use has not been highlighted as linked to the transmission of
either HIV or HCV in Middle Eastern and North African countries.

NUMBERS OF PEOPLE
WHO INJECT DRUGS
Less than 5000
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More than 10000
Not Known (nk)

Map 8.2: Numbers of people who inject drugs in the Middle East and
North Africa

Injecting drug use
The country in the region with the highest number of people who
inject drugs is Iran, where the latest estimate places the number
of injecting drug users at 185,000.1 However, a national research
centre has suggested this figure to be low, and estimates there to
be approximately 240,000 people injecting, based on averaging
data from multiple sources.6 After Iran, the countries in the region
with the largest numbers of people injecting drugs are Egypt
(88,618), Algeria (40,961) and Iraq (34,673).1
The overwhelming majority of Iranians who inject drugs are males
living in urban areas and more than half are above thirty years of
age.20 Similarly, in Oman, it is reported that over 90% of people who
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inject drugs are male. Disaggregated information is not available
in any other countries in the region.
Heroin is the most commonly injected drug in every country in
the region, although it is not the only substance injected. In Iran,
for example, there are also reports of buprenorphine, opium and
benzodiazepines being injected, although these are much rarer
than heroin injecting. In Oman, there are rare cases of barbiturates
being injected. In Palestine, tranquilisers are sometimes injected.
In Qatar and UAE, the injection of heroin and other opiates is
reported. In Syria, diazepam is an injected drug.10
Injecting drug use is increasing in several countries. For example,
sources in Kuwait identified a huge rise in both injecting and
other drug use following the Iraq war.10 In Iraq itself, the status
of injecting drug use is unclear as political instability and conflict
have severely disrupted the health care system and surveillance
mechanisms. Several factors in the country could contribute to an
increase in drug use, including weaker border controls, potentially
allowing more drugs to enter from neighbouring countries, as
well as the beginnings of opium poppy cultivation in some areas.14
Injecting drug use is also increasing in Bahrain, Egypt, Iran, Syria
and Yemen.
Conflicting reports make it difficult to establish whether injecting
drug use is increasing or decreasing in Saudi Arabia. The only
countries where decreases in injecting drug use are reported are
Lebanon and Morocco.10

Drug-related harms
HIV and AIDS
HIV and AIDS surveillance in the Middle East and North Africa is
very limited. UNAIDS data show that HIV prevalence remains low;
in 2006, the number of people living with HIV in this region was
estimated to be 61,900.21 Men who have sex with men and people
who inject drugs, both highly criminalised populations in this
region, are more affected by the epidemic. Injecting drug use is
a significant route of HIV transmission in Iran and Libya, and has
contributed to HIV epidemics in Algeria, Israel, Morocco, Syria and
Tunisia.22
HIV prevalence rates among people who inject drugs are not
available in six countries in the region, and those that are available
are, in most cases, not very recent. Low HIV prevalence is reported
among people who inject in Iraq (0%)2 and Egypt (0.6% among
males).5 Higher prevalence is found in Iran (12%)6 and Libya (up to
59.4%).2
Further insight into the extent to which HIV affects people who
inject drugs can be gained from HIV case reporting. In Libya, for
example, over 90% of HIV cases are attributable to injecting drug
use. In Bahrain, this figure is reported to be 73%.23 In Tunisia, 34%
of reported HIV cases are attributed to injecting drug use.24 This
figure is lower in Algeria (18.4%),24 Israel (16%),25 Lebanon (8.5%)26
and Morocco (5%).4 Although the Egyptian National AIDS Program
reports consistently low HIV prevalence rates, injecting drug use is
a significant risk factor and is the mode of HIV transmission in 6%
of cases.27
Across the region, injectors most affected by HIV are men who live
in urban areas. In Palestine, those who return after travelling to
other Arab and Western countries are reported to be more affected
by HIV. Although HIV prevalence among people who inject drugs
remains low in this region, several studies have found the sharing
of injecting equipment to be common, for example in Algeria,28
Lebanon29 and Morocco.30
The paucity of information on injecting drug use and HIV in some
countries could be attributed to low levels of HIV transmission
among somewhat small numbers of people who inject drugs.
However, government reluctance to commission research or
publicise information on these two highly stigmatised issues may
equally be masking the true extent to which people who inject
drugs are affected by HIV.10

HIV PREVALENCE RATES AMONG
PEOPLE WHO INJECT DRUGS
0 - 20%
20% - 50%
More than 50%
Not Known (nk)

Map 8.3: HIV prevalence among people who inject drugs in the
Middle East and North Africa
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Drug use and its related harms in prisons

Iran, where there are estimated to be over 150,000 people
incarcerated in 200 prisons (excluding juvenile facilities),34 has the
highest prison population in the region.10 The country with the
highest recorded imprisonment rate is UAE, and Iraq is reported to
have the highest number of prison facilities (over 1,000).34
Drug-related crimes are reported to represent three-quarters of all
crimes committed in Israel.13 Libya is the only country for which
there is an available estimate of the number of prisoners with a
history of injecting drug use (approximately 60%).35 However, as
is the case in other regions where drug-related offences receive
severe penalties, it is likely that a large proportion of prisoners
are serving sentences for drug use as well as other drug-related
offences.

HCV PREVALENCE RATES AMONG
PEOPLE WHO INJECT DRUGS
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More than 50%
Not Known (nk)

Map 8.4: HCV prevalence among people who inject drugs in the
Middle East and North Africa

Hepatitis C virus (HCV)
According to the WHO in 1999, national HCV prevalence was low
in much of the region. Algeria, Iraq, Israel, Oman, Tunisia and UAE
all had low HCV prevalence (less than 1%), while Jordan, Kuwait,
Qatar, Saudi Arabia and Yemen had slightly higher HCV levels
(between 1% and 4%). Egypt had the highest reported national
HCV prevalence, regionally and globally, at 18.1%.31
Information on HCV prevalence among people who inject drugs
is not available for most countries in the region,* but, where
reported, the data reveal high levels of HCV. In particular, very high
HCV prevalence is reported among people who inject in Bahrain
(80%),4 and high HCV levels are also reported in Iran (35%).10
Iranian research indicates that certain characteristics and
behaviours are correlated with a positive HCV test, including being
an older person who has been injecting for a number of years,
having a history of imprisonment and men who report having had
sex with other men. 32,33 Most HCV cases have been reported in
large cities, in particular Iran’s capital city Tehran.

Nine countries in the region impose the death penalty for drugrelated offences. Executions for drug offences have taken place
in Egypt, Iran, Kuwait and Saudi Arabia.36 In Bahrain, Iran and
Qatar, individuals receive mandatory sentences for drug offences.
There are alternatives to custodial sentences for drug offences (12
countries)† and compulsory or coercive treatment is also used (13
countries).‡
In many countries, estimates of HIV prevalence within prisons
are not available. Some estimates are not markedly different to
reported national HIV prevalence rates, for example in Iran (2%),
Lebanon (0.7%), Morocco (0.7% among male prisoners), Oman
(0.2%) and Syria (0–0.2%).35 However, evidence of increased HIV
prevalence rates among prisoners has been reported in Yemen
(26.5%),37 UAE (18.4%, figure from 1998) and Libya, where anecdotal
evidence suggests that HIV prevalence among people who inject
drugs in prison may reach 60%.35
Data on hepatitis C prevalence among prisoners are only available
for Iran,§ where the rate is reported to be 18.7%.38,39 More research
is necessary to establish the extent to which HCV affects prisoners
in this region. This is particularly important in countries with
extremely high national HCV prevalence such as Egypt.

THE RESPONSE
Harm reduction services
Needle and syringe exchange programmes (NSPs)
NSPs operate in seven countries in the region: Iran, Israel, Oman,
Morocco and small-scale syringe distribution is carried out in Egypt,
Lebanon and Palestine.40 In Morocco, civil society organisations are
in the process of developing an NSP outreach strategy.41 In Iran, an
estimated 1.4 million needles and syringes were distributed by 120
NSPs and 150 peer outreach teams in 2007. Based on an estimated
240,000 people who inject drugs in the country, this equates to
almost six syringes per person in 2007, which is insufficient.
Many people cannot or do not access NSPs for various reasons.
These include limited access due to few outlets and outreach
teams, lack of awareness of the risks associated with sharing
injecting equipment, lack of awareness of available services,
inconvenience of regular attendance at services as well as fear of

* Algeria, Egypt, Iraq, Jordan, Kuwait, Libya, Morocco, Palestine, Qatar, Tunisia, UAE and Yemen.

† Bahrain, Egypt, Iran, Iraq, Jordan, Kuwait, Lebanon, Morocco, Oman, Qatar, Saudi Arabia and Tunisia.
‡ Bahrain, Egypt, Iran, Iraq, Jordan, Kuwait, Morocco, Oman, Qatar, Saudi Arabia, Syria, Tunisia and UAE.
§ Estimate derived from two prison studies in 1999 and 2000 with a total of 567 prisoners.
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becoming registered as someone who injects drugs and having
this information shared with police. In Iran, those who are also
receiving drug treatment from a Drug Intervention Centre (DIC)
are given a card to show that they are accessing harm reduction
services. This card can be used to protect from arrest for being an
illegal ‘addict’.10

In Israel, methadone and buprenorphine maintenance therapy
are available,44 and it is reported that a pilot heroin prescription
programme may be established.45 Some longer-term clients
receiving OST are given take-home doses of methadone, which
means that daily attendance at a clinic or pharmacy is not
necessary.46

In Israel, there are pilot NSPs in three major cities,42 and Morocco
and Oman both have one NSP site each. This is clearly not enough
to reach the 9,000, 18,500 and 500–1,000 people who inject drugs
in each country respectively. Even in Iran, where the number of
NSPs has been increasing in recent years, there are still not enough
to reach all those who need this service.

OST is also available in Lebanon via one NGO-based OST site
providing buprenorphine maintenance therapy to less than
twenty clients.47 The Lebanese government has plans to expand
this service.

Several factors hinder the scale up of NSPs and other harm
reduction interventions in the region. The NGO sector often plays
a large role in NSP service delivery, but in Iran and Oman there
are limited NGOs working with harm reduction in their remit.
There are restrictive regulations that limit the extent to which
NGOs and other actors can become involved in service provision
in both these countries. In Iran, the NSPs in existence are reported
to have difficulties in both attracting and maintaining staff. In
general, there is limited awareness of injecting drug use and the
effectiveness of harm reduction at the governmental level. It is not
prioritised and, as a result, there are limited funds and capacity
within national and provincial bodies for the implementation and
monitoring of interventions.
In several countries (Egypt, Iran, Iraq, Jordan, Lebanon, Morocco
and Syria), injecting equipment can be purchased from pharmacies,
but, as in other regions, stigma and criminalisation of people who
inject drugs may make this very difficult in practice. In Yemen, the
sale of needles and syringes in pharmacies is prohibited. In Oman,
despite the prohibition of pharmacy sale being lifted in 2003, no
pharmacy actually sells injecting equipment.

Treatment for drug dependence
Methadone is illegal in at least three countries (Jordan, Saudi
Arabia and Syria) and regulatory barriers exist in most of the
other countries in the region. Although some countries (Bahrain,
Lebanon and Oman) use opioid substitution therapy (OST) in
detoxification from heroin and other opiates, maintenance
therapy is only available in Iran, Lebanon and Israel. Fifteen years
ago, methadone maintenance treatment (MMT) was available in
Oman, but this was discontinued following regulatory issues such
as diversion and unsupervised prescription of take-home doses.10
In Morocco, authorisation has recently been given for methadone
to be used.41
Iran has the most extensive OST provision, which has been scaled
up rapidly in response to a growing HIV epidemic among people
who inject drugs. There are now estimated to be 654 OST sites in
Iran, made up of 130 public and 350 private treatment centres, 120
drug intervention centres (DICs) and 54 prisons. In 2007, it was
estimated that 18,500 people in public treatment centres, 20,000
people in private treatment centres, 7,000 people in DICs and
10,910 prisoners were receiving MMT. Approximately half of these
people inject drugs; the majority of the remaining OST clients
are heroin smokers, followed by opium takers and smokers.10 A
recent report estimated that there were 60,000 people receiving
methadone and 6,500 receiving buprenorphine in Iran.43 The
provision of OST is so widespread and its necessity so ingrained
that following the Bam earthquake in 2003 emergency supplies
for survivors included methadone.
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In the countries where OST exists, there are several barriers
to accessing it. In Lebanon, in addition to the cost barrier
(approximately USD60 per week) the scale of OST provision is so
limited that very few people are able to benefit. In Iran, OST sites
do not exist throughout the country and are therefore inaccessible
to some due to distance, however the main barrier is reported to
be cost. Two-thirds of treatment centres are private clinics and
therefore charge a daily fee for dispensing OST. There is also
a charge to receive treatment in public centres, although this is
much lower. While there are limited places in the DICs that provide
access to OST free of charge, they are often full to capacity. There
is also a lack of awareness of OST and the availability of services
among people who use drugs in the region, and it is reported that
some people hold legitimate fears of confidentiality breaches at
treatment centres.10
In Iran, although OST service provision has been rapidly scaled
up in recent years, there are barriers to further increasing this
coverage. These are reported to include a lack of interest among
physicians and others in the health sector to work in the field of
drug dependency; limited funds to subsidise OST provision for
those who cannot afford to pay for it; limited capacity of national
and provincial bodies for planning, implementing and monitoring
interventions; and restrictive regulations that make it difficult
for other sectors (including NGOs and academic institutions) to
provide services.10
In countries where OST is not yet provided, there are several
challenges to establishing these services and initiating a harm
reduction approach. Many countries are poor, politically unstable
and/or in conflict or post-conflict situations. As a result, many
have relatively weak health-care services that require significant
strengthening to enable provision of comprehensive harm
reduction services. The predominant response to drugs in this
region has been to tackle drug supply rather than the health
implications of drug use and, as such, punitive law enforcement
has been the dominant approach.
Establishing the extent of drug use and the harms related to drug
use has not been prioritised by governments. As a result, there are
very limited surveillance systems in place to monitor trends, which
in turn renders planning the response difficult. In most countries
in the region, drug use is considered an antisocial, immoral
behaviour in opposition to religious beliefs, Therefore, drug
dependence treatment, where it exists, promotes an abstinencebased approach rather than a harm reduction approach.
Other (non-OST) drug dependence treatment is available in at least
sixteen countries. Iran has the highest number of people accessing
non-OST treatment, estimated to be 100,000.10 Algeria, Bahrain,
Lebanon, Saudi Arabia48 and Egypt4 have all had over 1,000 people
registered in drug dependence treatment at one time since 1998.

The form, location and extent of treatment choice vary within
the region. For example, in Yemen it is reported that no specific
drug treatment centre exists. Oman has one facility based in
a psychiatric hospital unit, while Egypt, Morocco and Iran all
have many non-OST drug treatment options. Most countries
fall somewhere in between. In Iran, these include outpatient
and inpatient detoxification with or without clonidine, herbal
medicine, psychosocial approaches, twelve-step focused self-help
groups and therapeutic communities.

reaching criminalised and stigmatised communities and concerns
held by health providers on treatment adherence.

Limited inpatient and outpatient detoxification and rehabilitation
services within, or attached to, psychiatric hospitals are available in
countries including Algeria, Bahrain, Iraq and Kuwait. Some of these
services also include psychosocial support and counselling. In many
countries, traditional models are being used for detoxification and
long-term residential rehabilitation. This response is predominantly
led by the mental health sector and overseen by law enforcement.
In Bahrain, where one psychiatric hospital (Al-Moayyed) houses a
drug rehabilitation centre, it is reported that any other hospital,
health centre or private practitioner is prohibited from treating
alcohol or drug use problems. A two-year detoxification and
rehabilitation programme in UAE explicitly states that people
living with HIV are not permitted to join the programme.10

Harm reduction in prisons

Targeted HIV prevention, treatment and care
Very few HIV programmes are designed to reach people who
inject drugs in this region. They are largely limited to Algeria, Iran,
Morocco and Oman, and they vary in scope. Although voluntary
HIV counselling and testing (VCT) is available to people who
inject drugs in at least seven countries, the extent to which they
can access this service is unclear. In Iran, 7.4% of people who
inject drugs are aware of their HIV status, and it is reported that
legal, cultural and social restrictions limit VCT access for this key
population.10 In Algeria, it is reported that 15% of ‘problematic
drug users’ are aware of their HIV status and that, in general, HIV
prevention knowledge within this group (including people who
inject drugs) is low.28 In Algeria, Morocco and Iran, HIV prevention
programmes specifically target people who inject drugs.
Across the region (where estimates are available), the number of
people in need of antiretroviral therapy (ART) exceeds 12,900,* but
information on the numbers receiving ART is very limited.49 A WHO
review reported that 225 people in Oman and 49 in Tunisia were
receiving ART at the end of 2006,49 and a recent country progress
report states that 246 people are receiving ART in Lebanon.29
Although no country is reported to exclude people who inject
drugs from receiving ART, information for most countries is not
disaggregated to reflect the extent to which they have access to it.
These data are only available for two countries. In Iran, 125 current
or past injectors are receiving ART,7 and in Israel, an estimated
12% of the total ART recipients are past or current injectors.50
While access may be limited for people who inject drugs in some
countries, the lack of data should not lead to the assumption that
this is the case throughout the region. In Bahrain, for example,
where most people living with HIV are past or current injectors,
the majority of those who need ART are currently receiving it.40

Targeted HCV prevention, treatment and care
Information on the availability of HCV prevention, treatment and
care programmes for people who inject drugs is very scarce in the
region. Research has established that people who inject drugs
have access to HCV testing in Iran and Oman and they are not
excluded from HCV treatment provision in Iran.

Iran is the only country in which NSP is available in some prisons.
In five out of a total of 200 adult prisons, prisoners can access clean
injecting equipment from ‘Triangular Clinics’, but it is reported that
this service is rarely used. Iran is also the only country in the region
where OST is available, with 54 large prisons providing MMT to
10,910 prisoners at the end of 2007.10
Condoms are available in conjugal visit rooms in all Iranian prisons,
and 88 prisons also provide condoms on request from ‘Triangular
Clinics’. The same 88 prisons also offer VCT. Continuation of ART
therapy is possible in some prisons, but only in one prison in Iran
can ART be initiated. Testing for hepatitis C is available in the forty
larger Iranian prisons, but treatment is not available in any prisons
in the region.
Non-OST drug dependence treatment is available in all prisons
in Morocco and Iran. In seven countries (Egypt, Iraq, Jordan,
Oman, Palestine, UAE and Yemen), no drug treatment is available
in prisons. Information could not be obtained for the remaining
countries.

Drug policy shift in Iran

Prior to 1997, drug policy was strict in Iran, emphasising
supply reduction and punishing drug use. This approach
contributed to an increase in HIV among prisoners,
particularly those who inject drugs. As much as 60% of
prisoners were incarcerated due to drug convictions, and
mandatory sentencing was the predominant approach.
There was no alternative to imprisonment.
From 1997, Iranian government drug policies began to
change. The current policy, while continuing a supplyreduction approach, also includes emphasis on harm
reduction and drug treatment. The provision of harm
reduction services, inside and outside prisons, and
alternative facilities is now central to Iran’s HIV response.
This policy change was catalysed by advocacy and
evidence from successful NGO and university-led harm
reduction programmes, as well as close cooperation and
common understanding between key stakeholders from
various government departments. There is now a national
harm reduction committee, which has representatives
from various ministries, academic institutions and
NGOs.10

Barriers to scaling up ART access for people who inject drugs in Iran
include inadequate coverage of harm reduction services, which
can provide referrals to ART providers, the need for increased VCT
uptake, limitations of available ART medications, difficulties in
* Data available for Egypt, Iran, Jordan, Lebanon and Morocco.
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Policies for harm reduction

In general, the majority of Middle Eastern and North African
countries do not currently include harm reduction in government
policy on HIV or illicit drugs. The majority of countries have HIV
action frameworks, some of which include mention of injecting
drug use (Algeria, Iran, Lebanon, Morocco and Oman) and human
rights (Algeria, Iran, Jordan and Morocco).
All countries in the region have legislation on drugs, and national
policies or strategies on illicit drugs exist in twelve countries
(Bahrain, Egypt, Iran, Iraq, Jordan, Morocco, Oman, Qatar, Saudi
Arabia, Syria, UAE and Yemen). Harm reduction is included in
drug and/or HIV policy in Iran, Morocco and Oman (although in
the case of Oman this is limited to education on harms associated
with drug use). Iran, Morocco, Oman, Egypt and Lebanon have all
shown support for harm reduction in international forums.
The Middle East and North Africa Harm Reduction
Association (MENAHRA) was formed in 2007. This fouryear regional project is an initiative of the WHO and
IHRA, supported by the Drosos Foundation. It comprises
three sub-regional knowledge hubs: the Iranian
Centre for Addiction Studies in Iran, Soins Infirmiers et
Developpement Communautaire (SIDC) in Lebanon and
Ar-Razi hospital in Morocco.
MENAHRA aims to strengthen the role of civil society
organisations in harm reduction in the region. It will
provide direct support to civil society organisations to
initiate or scale up harm reduction interventions, as well
as supporting model programmes that demonstrate
the feasibility of harm reduction services. In its first year,
MENAHRA focused on capacity-building, advocacy and
information-sharing and is committed to creating an
environment which is conducive to the implementation
of life-saving harm reduction interventions.

An initial scoping report revealed that there are very few civil
society organisations in the region focusing on harm reduction
advocacy at the national level; these are currently limited to Iran,
Lebanon and Morocco.

There are no drug user organisations in the region. Drug
use remains greatly hidden within communities and
people who use drugs are often deterred from accessing
any health services for fear of being stigmatised and, in
some countries, arrested. This stigma also silences the
voices of people who use drugs in the region. They are
not empowered to advocate for better access to services,
or to be involved in the planning, implementation and
monitoring of treatment provision to ensure their needs
are met.
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Multilateral support for harm reduction

Various initiatives of UNAIDS, WHO and UNODC focus on injecting
drug use and HIV in this region, but multilateral support directly
related to harm reduction policies or programmes is not extensive.
Explicit support for harm reduction has come from WHO through
the work of the Regional Advisory Panel on the Impact of Drug Use
(RAPID), established in 2002, and the WHO Regional Committee
for the Eastern Mediterranean (EMRO), which in 2005 passed a
resolution on the ‘substance use and dependence’ in the region.
This document urged member states to respond to ‘the rise in
injecting drug use in the Region’ with a ‘wide range of approaches
and interventions’ including ‘harm reduction’.51
WHO EMRO has also been instrumental in the documentation
of Iranian experiences in the rapid scale up of harm reduction
programming and the promotion of this approach through
regional advocacy. Along with WHO EMRO, the work of the UNODC
Regional Office for the Middle East and North Africa (ROMENA)
and UNAIDS contributes towards a conducive environment for
harm reduction through support for drug use and HIV situation
assessments, policy development and the design of interventions
on HIV prevention, treatment and care for people who use drugs.
A UNODC-supported project assessing HIV in prisons is planned
for Algeria, Egypt, Jordan, Lebanon, Morocco and Palestine.41
At country level, several governments and civil society
organisations are receiving support from multilateral agencies for
initiatives related to HIV and drug use. For example, UNODC and
UNAIDS, the World Bank, UNDP and WHO are providing technical
and financial support to the government and/or civil society on
activities related to harm reduction in Iran. Global Fund grants
support the Iranian government and civil society to carry out HIV
prevention, treatment and care work through harm reduction.
UNODC ROMENA is supporting governments and civil society
on drug prevention, treatment and rehabilitation in several
countries, including Algeria, Egypt, Jordan, Lebanon, Morocco
and Palestine. For example, in October 2007, UNODC ROMENA
launched ‘Strengthening community resources in providing
drug abuse treatment and rehabilitation for vulnerable groups
in Jordan’, which has among its objectives to increase access to
community-based HIV prevention services for people who use
drugs.52 In Morocco, UNAIDS is supporting the development of
harm reduction advocacy workshops.41
While the issues of injecting drug use and harm reduction are being
raised in several countries in the region, increased implementation
of essential interventions, including NSP and OST, is necessary to
have an impact on the HIV and HCV epidemics among people who
inject drugs in the Middle East and North Africa.
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