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Table 2.8.1: Epidemiology of HIV and Viral Hepatitis, 
and Harm Reduction Responses in Middle East and North Africa 

Country/territory with 
reported injecting  
drug use

People who  
inject drugsa

HIV prevalence 
among people 

who inject drugs 
(%)

Hepatitis C (anti-
HCV) prevalence 
among people 

who inject drugs 

(%)1

Hepatitis B 
(anti-HBsAg) 

prevalence among 
people who inject 

drugs 
(%)1

Harm reduction responseb

 NSPc OSTd

Algeria nk nk nk nk

Bahrain nk nk nk  nk

Egypt 85,0002 (s) 6.5–6.82 e (s) 49.4 (35.8–63) 13.5 (10.9–16)  (2) (P)

Iran
170,000 – 
230,0003 15 (9.5 - 22.9)4 50.2 (34.5–65.9) 17.3 (3.7–30.9)  (421)3 (P)  (3,373)3 (B,M)

Iraq nk nk nk nk  (P)

Israel nk 2.94 (2.07–3.81) 67.6  2.8 (0–5.5)  (5)3  (B,M)

Jordan nk nk nk nk  (P)

Kuwait nk nk nk  nk

Lebanon nk 05 52.86 2.5 (0–5)  (1–5) (P)  (1)(B)

Libya 1685 877 (s) nk nk 

Morocco 18,5002 11.4 (0.4–21.8)3 nk nk  (6)3 (P) (3)3 (M)

Oman nk 11.8 (5–18.6) nk nk  (1)

Palestine nk 08 (s) 38.28 (s) 6.4  (1)

Qatar nk nk nk  nk

Saudi Arabia 10,0002 0.6h 3 49.8 (14.1–85.4) 18.5

Syria 10,0002 nk 60.5 nk  (P)

Tunisia nk 2.43 nk nk  (3)3

United Arab Emirates (UAE) nk nk nk nk 3 (BN)

Yemen nk nk nk nk  (NP)

a b c d e f g h i 
nk= not known
(s) = sub-national data

a   Unless otherwise stated, data are sourced from Mathers B et al. for the Reference Group to the UN on HIV and Injecting Drug Use (2008) Global epidemiology of injecting drug use and 
HIV among people who inject drugs: a systematic review, Lancet, 372(9651):1733–1745.
b   Unless otherwise stated, data on NSP and OST coverage are sourced from Mathers B, Degenhardt L, Ali H, Wiessing L, Hickman M, Mattick RP, Myers B, Ambekar A & Strathdee SA for the 
Reference Group to the United Nations on HIV and Injecting Drug Use (2010) HIV prevention, treatment and care for people who inject drugs: A systematic review of global, regional and 
country level coverage, Lancet, 375(9719):1014–28.
c   The number in brackets represents the number of operational NSP sites, including fixed sites, vending machines and mobile NSPs operating from a vehicle or through outreach workers. 
(P) = needles and syringes reported to be available for purchase from pharmacies or other outlets, and (NP) = needles and syringes not available for purchase. 
d   The number in brackets represents the number of operational OST programmes, including publicly and privately funded clinics and pharmacy dispensing programmes. (M) = metha-
done, (B) = buprenorphine.
e   Sub-national data from 2010 behavioural/biological surveillance conducted in two cities: Alexandria and Cairo.
f   Year of estimate: 2007.
g   Includes sites in the community and in prisons. 
h   2010–2011 estimate based on people who inject drugs (n=3441) enrolled in the detoxification centre at Al-Amal Hospital in Riyadh, and may not be representative of out-of-treatment 
and other populations of people who inject drugs.
i   Population size estimate reported by NAP for 2011, but no information was available at the time of writing as to how this size estimate was arrived at.
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Map 2.8.1: Availability of needle and syringe exchange programmes (NSP) 
and opioid substitution therapy (OST)
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Harm Reduction in the Middle East and 
North Africa

The Middle East and North Africa (MENA) is one of two regions 

in the world where HIV rates continue to increase.9 People 

who inject drugs (PWID), men who have sex with men (MSM) 

and female sex workers (FSWs) remain the most affected 

groups. Estimates of the numbers of PWID across the region 

vary from over 300,00010 to approximately 1 million,11 a wide 

range that is complicated by the lack of reliable size estimates 

for populations of PWID in most countries in this region. 

Although important progress has been made in improving 

monitoring and surveillance to inform data gathering, 

and to target prevention and treatment efforts among key 

populations at higher risk of HIV, availability of reliable data 

remains extremely poor. 

Available  data indicate that injecting drug use (IDU)  

contributes to HIV epidemics in most MENA countries, is 

increasing in some (for example, Syria, Egypt, Libya, Oman and 

Bahrain) and is driving the HIV epidemic in others (Iran, Libya). 

Since 2010 there have been significant policy developments 

and scale-up of harm reduction programmes as an HIV 

prevention strategy in several countries in the region, pointing 

to an increased willingness from governments to address 

key populations at higher risk of HIV, including drug-related 

epidemics among PWID. 

Eight countries in the region implement needle and syringe 

exchange programmes (NSPs) to varying degrees, and five 

provide opioid substitution therapy (OST) (see Table 2.8.1). 

The reach of harm reduction programmes has expanded 

in Iran and Morocco. In 2010, Morocco started prescribing 

methadone for substitution therapy at three pilot sites in 

Tangier, Salé and Casablanca, with plans to scale up its 

methadone maintenance therapy (MMT) programme to 

seven additional sites.3 Significant scale-up of harm reduction 

programmes have occurred in the community and in prisons 

in Iran, where programmes covered an estimated 42.6% of 

PWID as of 2010, and expanded provision to 3,373 MMT sites 

in public and private treatment centres and in prisons as of 

August 2011, compared with 680 to 1100 sites reported 

in 2010.3 Despite these positive developments in service 

provision, the scope and coverage of existing services remain 

insufficient to have a marked impact on reversing HIV and viral 

hepatitis epidemics among PWID. Where programmes already 

exist, improvements in scale and quality are urgently needed 

to ensure that interventions achieve the greatest impact. 

Poly-drug use is common across the region, particularly 

with pharmaceutical prescription drugs, as well as other 

substances such as hashish. A recent increase in use of 

amphetamine-type stimulants (ATS) among people who use 

drugs (PWUD) in the community, those enrolled in MMT and 

those in prisons has been documented in recent years in some 

countries, with potential for these substances to be injected.3 

Overlaps between IDU and the exchange of sex for money – 

but also for drugs, food and shelter – have been increasingly 

documented in the region (for example, in Syria and Egypt).3 

Improved monitoring systems at the local and national 

levels in most countries are urgently required to gain a more 

nuanced understanding of local drug-related epidemics and 

intersections with other populations at high risk of HIV such 

as sex workers and MSM, and inform integrated, targeted 

responses across sectors.

A significant concern in the MENA region remains the high 

prevalence of viral hepatitis and tuberculosis (TB) among 

inmates, particularly those who engage in IDU in prisons and 

other closed settings. Harm reduction initiatives in prison 

settings are only available in Iran, despite evidence that 

injecting equipment is commonly shared in prisons across 

the region, including in Iran, Jordan, Kuwait and Lebanon. 

Improving the coverage of TB and HIV co-treatment is a 

persisting challenge for the region and is particularly relevant 

to addressing the needs of the most marginalised populations 

of PWID.12 

Severe levels of marginalisation and criminalisation of PWID 

across the MENA region pose substantial barriers to effective 

service provision and outreach. Women who inject drugs 

comprise a small proportion of all PWID in the region but 

tend to experience higher levels of HIV, hepatitis C (HCV) 

and other blood-borne viruses and increased levels of stigma 

and discrimination. They are also less likely than men who 

inject drugs to access harm reduction programmes.5, 13, 14 

Gender-sensitive harm reduction programming remains a 

considerable gap, with the notable exception of Iran, the 

only MENA country to have successfully developed female-

operated harm reduction services targeted at women.15 

Since the first female drop-in centre was opened in 2007, the 

gender-specific programme been has expanded to 27 sites 

in several major cities in Iran.15 Strengthening the response 

among PWID in the MENA region will require a reorientation 

of laws and policies that continue to criminalise PWID and 

hinder the implementation of evidence- and human-rights-

based HIV prevention and treatment services.

Several countries in the region now explicitly mention key 

populations at higher risk of HIV, including PWID, as part of 

their national HIV strategies, including Jordan, Syria and 

Tunisia since last reported in 2010. This suggests a slight shift 

in the regional policy environment toward greater acceptance 

of harm reduction as a core strategy for HIV prevention among 

PWID. The Middle East and North Africa Harm Reduction 

Association (MENAHRA) has been an important catalyst for 

increased government and civil society attention to harm 

reduction since its founding in 2007. Regional momentum 

for harm reduction implementation and policy has increased 

further following MENAHRA’s multi-country Round 10 grant 

from the Global Fund to Fight AIDS, Tuberculosis and Malaria, 
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which has been implemented beginning in January 2012. 

The US$6.2 million grant awarded to MENAHRA in 2010 is 

the first regional Global Fund grant exclusively dedicated 

to support harm reduction and civil society activities. The 

grant came into effect in 2012, and over the next five years 

MENAHRA will work together with the Global Fund and other 

international, regional and national stakeholders to advocate 

for an improved policy environment for implementing harm 

reduction programmes, and to build the capacity of civil 

society organisations (CSOs) working for harm reduction in 12 

countries in the region.j 

Developments in harm reduction 
implementation

Needle and syringe exchange programmes (NSPs)

As reported in 2010, eight countries in the MENA region have 

operational NSPs (see Table 2.8.1). Iran continues to have the 

highest level of provision in the region, with a total of 6,022,834 

free needles and syringes distributed through 421 sites across 

the country over a one-year period ending in September 

2011.3 There has been an increase in service provision in 

Morocco, where six NGO-run sites are now operating in Nador, 

Al Hoceima, Rabat, Oujda, Tangier and Tetouan. Although 

no formal harm reduction programmes distribute sterile 

injecting equipment in Oman, anecdotal evidence of small-

scale, unofficial syringe distribution has been reported in the 

Muscat area.3 Importantly, Syria’s new 2011–2015 National 

Strategic Plan on HIV and AIDS prioritises prevention among 

populations at higher risk of HIV including PWID.3 As of early 

2012, plans were underway to initiate an NSP pilot with 

support from the Global Fund channeled through MENAHRA. 

Sterile needles and syringes are extremely difficult to obtain 

in Bahrain, where pharmacy provision is only possible on 

prescription. PWID are highly criminalised, with reports of 

arrest for possession of drug paraphernalia including new 

needles and syringes.16 

Estimates of NSP service coverage are sparse in the region, 

due largely to the lack of reliable size estimates of numbers 

of PWID and inadequate monitoring of existing services. 

Global AIDS progress reports submitted by governments to 

UNAIDS suggest that coverage remains extremely limited. 

Iran has the highest NSP coverage in the region, distributing 

26–35 syringes per PWID per year3 – a slight decrease from 

the average 41 syringes per person per year reported to be 

distributed in 2010.17 In Morocco 13 syringes were distributed 

per person per year in 2011, a minor improvement compared 

with 7 syringes per person per year distributed in 2010,3 

but still far below levels needed to have a positive impact 

j    Iran, Pakistan, Libya, Lebanon, Syria, Jordan, Bahrain, Morocco, Egypt, Afghanistan, 
Oman, and West Bank and Gaza.

on HIV and viral hepatitis epidemics in this population.k 9  

During the same period, three NGOs with support from the 

Global Fund in Tunisia distributed 137,000 free needle syringes 

to 9000 PWID, amounting to similarly low coverage at 15.2 

syringes per person per year. No national data on coverage 

are available for Lebanon, but reports from Soins Infirmiers et 

Développement Communautaire (SIDC), an NGO providing 

this service, indicate that coverage was exceptionally low 

at 1.6 syringes per person per year.3 The majority of PWID in 

Tunisia, and nearly half in Jordan (49.8%) and Iran (48.6%) 

access injecting equipment from pharmacies.3 

Research indicates that there is a high prevalence of sharing 

syringes and other injecting equipment such as cookers, 

vials, containers, filters or rinse water in MENA countries.18 

For instance, 63% of PWID in Jordan report engaging in the 

high-risk practice of ‘frontloading’,l and almost three-quarters 

report sharing injecting paraphernalia.3 Where figures are 

available, high rates of syringe-sharing are also reported in 

Lebanon (21%),19 Bahrain (53.4%)16 and Syria (46%).20 

The criminalisation of PWUD and acute stigma, discrimination 

and human rights violations against them pose significant 

obstacles to accessing existing services. For example, in a 2011 

study among 300 PWUD in Northern Morocco, 87% reported 

experiencing police violence, and 50% reported human rights 

violations by medical personnel; when asked to elaborate on 

the type of police abuse, 83% reported recurrent harassment 

and 65% reported illegal practices.21 

Opioid substitution therapy (OST)

In 2012, five countries in the MENA region provide OST to 

varying degrees: Iran, Israel, Lebanon, Morocco and the United 

Arab Emirates (UAE). The most significant programme scale-

up occurred in Iran, where there were 3373 sites in public and 

private treatment centres and in prisons providing MMT as of 

August 2011 – a considerable increase in provision compared 

with 680 to 1100 sites reported in 2010.3 Buprenorphine and 

opium tincture are also offered as maintenance therapies in 

Iran, with 3500 persons receiving the latter as of February 

2012.3 

Progress was also made in Morocco, where methadone was 

approved for substitution therapy in November 2009, and OST 

pilot sites in three cities – Tangier, Salé and Casablanca – began 

prescribing in June the following year. Responding to positive 

results from a 2011 evaluation, the government of Morocco 

approved the scale-up of the MMT programme to a further 

seven sites in Oujda, Rabat, Marrakech, Tetouan, Nador, Al 

Hoceima and Agadir.3 Information on the availability of OST in 

k   The 2009 WHO, UNAIDS, UNODC Technical Guide for countries to set targets for universal 
access to HIV prevention, treatment and care for injecting drug users categorises NSP cover-
age levels as follows: low (<100 needles/syringes per injector per year), medium (>100-
<200 needles/syringes per injector per year) and high (≥200 needles/syringes per injector 
per year).
l    ‘Frontloading’ is a drug-sharing ritual that involves injecting with a syringe after 
someone else has squirted drugs into it from his/her used syringe, either by removing the 
plunger (backloading) or needle (frontloading) from the receiving syringe.

Middle East and North Africa
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the UAE was unknown in 2010, yet since then the government 

has confirmed that there are eight patients receiving 

buprenorphine-naloxone combination for substitution at 

the National Rehabilitation Centre, a drug treatment facility 

run by the Dubai police in Abu Dhabi.3 A decree on OST 

implementation was signed by Lebanon’s Ministry of Health 

and a national OST taskforce put in place to provide technical 

support for developing OST clinical guidelines in September 

2010. By March 2012, 120 clients were reported to be receiving 

buprenorphine as substitution therapy from two government 

hospitals in Beirut.3 Authorities in Oman have recently 

approved the implementation of an OST pilot, but it is as yet 

unclear when it will start.3 Methadone is available in Bahrain 

but used only for detoxification on an inpatient basis, rather 

than maintenance. Saudi Arabia has established the first OST 

committee and agreed to initiate MMT services through one 

pilot site in Al-Amal Psychiatric Hospital in Riyadh.22 

OST coverage estimates are almost non-existent in the MENA 

region, with the exception of Iran. Bio-behavioural surveillance 

in Iran in 2010 indicated that at the time of study 42.6% of 

people who had injected in the last year were receiving 

MMT.4 Women who inject drugs in Iran, as women injectors 

in other settings,23 experience higher levels of HIV, HCV and 

other blood-borne viruses and increased levels of stigma and 

discrimination but are less likely than men who use/inject 

drugs to access harm reduction programmes.13, 15 A clinic 

for women who use drugs that provides a range of services 

including MMT was established in Tehran in 2007 and has 

now expanded to 27 sites around the country.24 Subsequent 

research showed that women who use drugs respond well 

to MMT: within six months of initiating MMT, decreases 

were observed in heroin use, levels of dependence and 

engagement in high-risk injecting behaviour and criminality.15 

A gender-sensitive setting designed and operated for women 

was key to engaging this population in harm reduction and 

drug treatment services.13 

HIV testing and antiretroviral therapy (ART) for 
people who inject drugs

Although an increasing number of countriesm in the 

region now conduct bio-behavioural surveillance among 

populations at higher risk of HIV, including PWID,3 data on 

HIV prevalence, testing and antiretroviral therapy (ART) in 

the region are largely based on detoxification services, police 

registers and prison records. As such, available figures in many 

countries tend to be underestimated, are highly susceptible 

to reporting bias and are unlikely to be representative of the 

broader population of PWID. 

Voluntary counseling and testing (VCT) is available in 

several MENA countries, yet where it exists, there are few, 

if any, facilities specifically targeted at PWID. Mandatory 

m    Tunisia, Morocco, Jordan, Iran, Egypt, Algeria, Libya, Oman (planned) and Syria 
(planned).

testing is widely implemented across the region, with the 

exception of Morocco, the only country with explicit national 

policies prohibiting mandatory testing.12 In early 2012, the 

government of Libya announced plans to establish eight 

VCT centres targeted at key populations at higher risk 

of HIV, including PWID.25 The UAE has recently reviewed 

existing policies on mandatory HIV screening, allowing for 

the introduction of VCT for the first time.3 Testing for drug 

users is mandatory on entering treatment or on arrest/

imprisonment in several countries, including the UAE, Iraq 

and Bahrain. Available estimates reported by countries to 

UNAIDS in March 2012 indicate that only a small proportion 

of PWID are getting tested and following up their test results: 

19.5% in Tunisia, 11% in Morocco, 26.9% in Jordan, 40.9% in 

Egypt and 24.8% (16.9% among PWID under 25 years old) in 

Iran.3 In Syria, uptake of existing VCT services was generally 

low (1541 clients in 2011), representing only 0.23% of all tests 

conducted that year. However, it is unknown what proportion 

of VCT clients are PWID, since there are no VCT services 

targeting this population.3 In Bahrain, a country where HIV is 

primarily driven by IDU, mandatory testing of HIV, hepatitis B 

(HBV), HCV and TB is routinely performed, particularly among 

migrants and mobile populations, all of whom are deported 

upon a positive diagnosis. Most newly identified HIV cases in 

Bahrain are among males, three-quarters of whom are non-

Bahraini migrants, with 58.1% of these attributed to IDU.3 

Regionally, recent estimates of HIV prevalence among PWID 

range from 0.6% in Saudi Arabian to over 10% in Iran, Libya, 

Morocco and Oman.3 However, much higher rates of HIV 

have been detected at the local level within some countries. 

A surveillance survey conducted by the Liverpool School of 

Tropical Medicine with the support of the European Union in 

the Libyan capital, Tripoli, detected 87% HIV prevalence among 

PWID.25 In the past, IDU has accounted for as many as 90% of 

HIV cases in Libya.26 In Iran, HIV estimates range considerably, 

from 2.2% to 44.4%, with the highest prevalence documented 

in Tehran, Fars and Lorestan provinces.4 Increases in prevalence 

have been documented in some parts of the region, particularly 

in Tehran, Khuseztan, Fars and Sistan-Baluchestan provinces in 

Iran, as well as in Egypt, where HIV prevalence among PWID 

rose sharply from 0.6% in 2006 to 6.7% in 2010.3, 27 

Despite improved access to ART in some countries at the end 

of 2010, including Lebanon (37%), Morocco (30%) and Oman 

(45%), the estimated regional coverage remains low at 13% 

in 2011.2 It is unknown what proportion of ART recipients 

are PWID and how ART coverage in this population fares 

compared with regional coverage among all people living 

with HIV. In Libya, ART is currently provided for free to an 

estimated 2000–2500 people living with HIV from four sites 

including hospitals in Tripoli, and one each in Benghazi and 

Sabha, but information on the proportion of ART recipients 

n    Estimate based on mandatory testing among clients enrolled in detoxification at 
Al-Amal Hospital in Riyadh, and cannot be generalised to the entire population of people 
who inject drugs in Saudi Arabia.
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who are PWID is unavailable.o 3 According to the World Health 

Organization (WHO), nine of 11 countries surveyed in the 

MENA region in 2010 reported ART availability for PWID; 

however, data on the scope and reach of treatment were 

not known.2 In Iran in 2010, 580 PWID were reported to be 

receiving ART.28 Estimates of ART coverage among PWID are 

very limited across the region. 

Viral hepatitis

According to a 2011 global systematic review, figures on 

HBV and HCV prevalence among PWID are available for only 

a fraction of MENA countries.1 The large ranges for available 

figures suggest that the quality of estimates in the region 

is limited, and existing estimates are inexact at best (see 

Table 2.8.1). All seven countries that reported data had HCV 

prevalence close to or above 40% among PWID. In Israel and 

Syria, HCV rates among PWID exceed 60%. Prevalence of 

HBV ranges from 2.5% in Lebanon to 18.5% in Saudi Arabia. 

Additionally, a local study in Tehran, Iran, found that co-

infection with HBV and HCV was significant in PWID living 

with HIV: up to 61.2% and 85.1%, respectively.29

Information on the extent of the response to viral hepatitis 

among PWID in MENA is limited. In 2011, the WHO reported 

that among 11 countries surveyed in the region, seven 

provided viral hepatitis diagnosis, treatment and vaccination 

services for PWID.9 However, the scope and coverage of such 

interventions among PWID are unknown. The high prevalence 

of HBV in the region highlights the need for intensified efforts 

to increase provision and uptake of HBV vaccination targeting 

this population. 

Tuberculosis

There are no systematic data on rates of TB, multi-drug-

resistant TB (MDR-TB) and TB/HIV co-infection among PWID in 

the MENA region. Data from Libya indicate that there were 731 

new TB cases in 2011, 128 of which were TB/HIV co-infected.3 

However, people living with HIV are not routinely screened for 

TB, and there is no information on rates among PWID. In Iran, 

approximately 14,000 people were affected by TB in 2010, 

50 of whom had MDR-TB; it is not known what proportion of 

these also used drugs.30 

According to UNAIDS 2011 Universal Access reporting, 

coverage of treatment for people with TB/HIV co-infection 

in the region ranges from less than 10% in five countries 

to between 22% and 55% in another four, and nearly full 

coverage in Oman (100%) and Algeria (99%).27 However, 

disaggregated data by population are not available, and as 

such the proportion of PWID with TB/HIV co-infection among 

those receiving treatment is not known. Similarly, in 2011, six 

countries in the region reported availability of prevention, 

o    Interruptions in treatment for over six months in 2011 due to internal conflict in Libya 
led to an increased number of people living with HIV reporting to Tripoli Central Hospital 
in very advanced stages of disease, high mortality and potentially increased risk of devel-
oping resistance to existing ART regimens. 

diagnosis and treatment of TB among PWID, but the scope 

and reach of these interventions are unclear.2

National treatment policies and guidelines in some countries 

may pose barriers to accessing treatment for the most 

vulnerable sub-populations of PWID. For example, current 

policy in Libya does not allow for simultaneous treatment 

with ART and TB medications for patients with TB/HIV co-

infection,p despite international guidelines advising against 

this practice.31 A significant challenge in MENA countries 

remains the strengthening of data collection and monitoring 

systems to obtain a true picture of the extent of TB and 

HIV among marginalised groups, and the required scale of 

prevention and treatment. 

Overdose

Data on the occurrence of fatal and non-fatal overdose remain 

largely elusive in the MENA region. Where data are available, 

rates of overdose appear to be substantial. A study examining 

overdose prevalence among PWUD across 29 provinces in Iran 

detected significantly higher non-fatal overdose rates among 

the sub-group of injectors (56.1%) compared to pooled rates 

for all drug users (injecting and non-injecting) participating 

in the study (42.1%). Lifetime experience of overdose was 

highest in those whose primary substance was Norgesic, a 

type of locally produced illicit opioid vial (53.9%) and heroin 

(50.2%).32 Previous research has suggested that opium is the 

dominant cause of overdose in Tehran, Iran.33 In Oman, more 

than two-thirds of the current and former PWID participating 

in a recent qualitative research study reported overdosing at 

least once in their lifetime, with a range of 1–30 overdoses per 

respondent.3 

Responses to overdose in MENA countries are very limited. 

Naloxone, a highly effective opioid antagonist that 

reverses the effects of overdose, is not available for peer 

distribution in the community anywhere in the MENA region. 

Isolated initiatives addressing overdose as part of broader 

interventions have been documented in some instances. 

For instance, the Association for Justice and Mercy (AJEM), a 

Lebanese NGO comprised of social workers and nurses, has 

recently launched a one-year campaign in partnership with 

MENAHRA and supported by the Global Fund with the aim of 

sensitising policymakers, prison managers and 300 inmates 

across six prisons to harm reduction approaches.34 As part 

of the campaign, AJEM will conduct a series of information, 

education and communication (IEC) activities with inmates 

which include overdose prevention and management.

Harm reduction in prisons

A high proportion of PWID have spent time in detention, 

and IDU is a common practice in prisons across many 

MENA countries. In Syria, for instance, half of the 336 PWID 

p    If a person living with HIV on ART is diagnosed with TB, treatment is discontinued and 
only re-started after the six-month TB treatment has been completed. 
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participating in a local survey in the Greater Damascus area 

had previously spent time in prison, and almost half reported 

using drugs while incarcerated.20 Among 300 PWUD in three 

cities in Northern Morocco, 82% reported they had been 

incarcerated, and 6% reported inhumane treatment while in 

detention.21 At Roumieh prison in Lebanon, 34% of inmates 

surveyed in 2011 had newly started using drugs, with 37% of 

those injecting them.34 Qualitative data from Oman have also 

indicated that many PWID spend time in prison, with most 

continuing to inject and share needles, syringes and other 

injecting paraphernalia while incarcerated.3 

Inmates who inject drugs in MENA countries tend to 

experience high rates of viral hepatitis and TB, and 

comparatively low levels of HIV. Bio-behavioural surveillance 

across 13 correctional facilities in Jordan in 2011 found 1.5% 

HBV, 3.6% HCV prevalence and no cases of HIV among inmates, 

and an observed (but not necessarily causal) association 

between IDU and viral hepatitis infections.3 A recent study in 

Iran corroborates this observation: in addition to a history of 

tattooing and sharing needles and syringes, having a history 

of incarceration was a significant predictor of high HCV 

prevalence in PWID.35 Surveillance among both male and 

female inmates in Iran also found an overall HIV prevalence of 

2%; however, this figure reached 8.1% in prisoners who had a 

history of IDU (2.1% to 12.5%).4 At Roumieh prison in Lebanon 

a significantly higher prevalence of HBV (2.4%) and HCV (3.4%) 

was found among 580 prisoners, compared with only one 

case of HIV.34 The majority (89%) of inmates with HCV injected 

drugs and reported a previous history of imprisonment. In 

Kuwait, HCV was detected in approximately 10% of the total 

prison population, and 75% of cases were among inmates 

who engaged in IDU.3 

Iran remains the only country in the region to implement NSPs 

and OST in prison settings. By February 2012, more than 38,000 

inmates were receiving MMT out of an estimated 120,000 

inmates who use both injecting and non-injecting drugs and 

have been deemed eligible for OST.3 Other responses to harms 

associated with IDU in prison settings in the region include 

HIV prevention education and awareness programmes for 

prisoners and managers in Morocco and social and medical 

support for prisoners in Qatar. Morocco is presently exploring 

strategies to introduce OST in prisons in the future.22 In Egypt 

a multisectoral Prisons Health Steering Committee has been 

established to initiate activities and coordinate integrated 

health services in prisons, including joint responses (other 

than OST and NSP) to illicit drug use, HIV and TB.3 In Libya, 

UNODC, with funding from the Libyan government, recently 

re-launched the second phase of an HIV awareness project 

suspended in 2011 due to the security problems, focusing 

on PWID in prison settings. The project, funded by the Libyan 

government, was interrupted and is now being resumed.

Policy developments for harm 
reduction

Seven countries in the region – Iran, Israel, Lebanon, Morocco 

and, since 2010, Jordan, Tunisia and Syria – explicitly support 

a harm reduction approach to drug use as part of their 

national strategy documents on drugs and HIV. In 2010, Tunisia 

developed a harm reduction strategy for the first time, with 

support from UNAIDS. During the same year, Syria developed a 

national strategic plan which was the basis for the first successful 

Round 10 application to the Global Fund to implement harm 

reduction interventions. Morocco’s new five-year AIDS strategy 

launched in April 2012 retains a focus on key populations at 

higher risk, including PWID, and is closely aligned with targets 

in the 2011 Political Declaration on HIV/AIDS.36

At the 57th session of the WHO’s Regional Committee for the 

Eastern Mediterranean in August 2010, Ministers of Health 

endorsed the WHO Regional Strategy for the Health Sector 

Response to HIV 2011–2015.37 The strategy includes a set of 

priorities relevant to strengthening the response among PWID 

in the region, including strengthening surveillance systems and 

improving access to VCT and prevention and care services for 

key populations at increased risk of HIV. 

In March 2012, at the 37th Session of the Council of Arab 

Ministers of Health in Jordan, member country representatives 

of the League of Arab States launched the Arab AIDS Initiative, 

aimed at accelerating responses to HIV in the region to achieve 

the targets set in the 2011 Political Declaration on HIV/AIDS.38 

A technical committee will develop a regional roadmap to 

reach global targets – including reducing transmission among 

PWID by 50% – by 2015, and work with states to monitor and 

implement the new strategy. 

Although the policy environment in the region appears to have 

moved towards greater acceptance and acknowledgement 

of harm reduction as a core strategy for HIV prevention for 

PWID, a significant proportion of MENA countries still have no 

explicit policies on harm reduction. Many countries continue to 

promote abstinence-based approaches to drug use and remain 

politically opposed to introducing NSPs and OST. In a significant 

number of states, drug-related offences are subject to severe 

penalties, including the death penalty, which is upheld in most 

of the region.q 39 

The criminalisation of populations at higher risk of HIV such as 

PWID and MSM and the lack of an enabling policy environment 

in many parts of the MENA region severely limit the 

implementation of current interventions and the introduction 

of public health and human-rights-based approaches.

q    The death penalty for drug offences is present in legislation in the following countries, 
although some countries have not carried out executions for drug offences in recent 
years: Iran, Saudi Arabia, Egypt, Syria, Yemen, Libya, Kuwait, Iraq, Oman, UAE, Bahrain and 
Qatar. 
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Bringing the 22nd International 
Harm Reduction Conference to 

Lebanon

In 2011, Harm Reduction International staged the 

International Harm Reduction Conference in Beirut – 

the first time the event was held in the Middle East. This 

represented a significant success for harm reduction in 

the region. The five-day conference brought together 

over 800 delegates from 79 countries to discuss, debate, 

share and advocate for harm reduction policies and 

practices.

The event included three days of practical training 

workshops and demonstrations, many presented in 

local languages, to help build harm reduction capacity 

in the region. Highlights included training on overdose 

prevention, implementing harm reduction in prisons and 

developing and improving hepatitis C treatment services. 

A ‘dialogue space’ was offered to provide delegates with 

an opportunity to engage in a less formal and more 

interactive programme of events.

During the closing ceremony, the Middle East and North 

Africa Network of People Who Use Drugs, which had 

coalesced during the conference, was officially launched. 

This newly formed network aims to promote the health 

and defend the rights of people who use drugs in and 

around the MENA region, and will work closely with the 

International Network of People who Use Drugs.

Civil society developments for harm 
reduction

CSOs in the MENA region have played an increasingly active 

role in advocating for and implementing harm reduction 

approaches in the last two years. MENAHRA, a regional 

network of CSOs, governments and researchers founded in 

2007 and composed of three knowledge hubs in Iran, Lebanon 

and Morocco and a secretariat based in Lebanon, has acted 

as a catalyst for civil society strengthening, cooperation and 

mobilisation across 20 MENA countries. CSOs participating 

in training and advocacy workshops through the knowledge 

hubs report that these information-sharing activities have 

contributed to increasing acceptance of both harm reduction 

policy and practice. 

In 2010, the Global Fund awarded US$8.3 million as part of 

Round 10 to a multi-country project coordinated by MENAHRA 

– the first regional Global Fund grant exclusively dedicated to 

support harm reduction and civil society activities. Over the 

next five years, MENAHRA will work together with its partners 

through the Global Fund to advocate for a conducive policy 

environment for implementing harm reduction programmes, 

and build the capacity of CSOs to scale up the provision of 

harm reduction services in 13 countries in the region: Iran, 

Pakistan, Libya, Lebanon, Syria, Jordan, Bahrain, Morocco, 

Egypt, Afghanistan, Oman, Tunisia, and Palestine.

In March 2011, the International Drug Policy Consortium, in 

collaboration with the National Rehabilitation Centre in Abu 

Dhabi, organised the first seminar on drug policy in the MENA 

region. The event was attended by over 150 participants 

from 12r different countries and provided a rare forum for 

dialogue on existing law enforcement approaches to drug 

policy prevalent in MENA countries, as well as the benefits of 

evidence-based alternatives such as harm reduction.

MENAHRA will be organising a regional meeting for religious 

leaders on advocacy and harm reduction in September 2012, 

to sensitise them towards harm reduction strategies. 

In Morocco, the CSO Association de Lutte Contre le Sida (ALCS) 

in collaboration with RDR, ASCMP clinic and the National 

Council of Human Rights, organised a conference entitled 

‘Towards a new approach for drug users based on health and 

human rights’ in October 2011. Findings from a community 

study led by ALCS documenting widespread human rights 

abuses against PWUD by the police, the justice system and the 

health care system were presented,10 after which participating 

organisations adopted the Rabat Declaration, calling for 

policy change on the human rights of PWUD in Morocco. 

Despite significant developments, in many settings across 

the MENA region, the work of CSOs working with populations 

at higher risk of HIV is impeded by high levels of stigma and 

discrimination, repressive laws and limited government 

support for harm reduction. 

r    Afghanistan, Egypt, Gaza, Iran, Jordan, Lebanon, Pakistan, Saudi Arabia, Tunisia, the 
United Arab Emirates, the West Bank and Yemen.
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Multilaterals and donors: 
developments for harm reduction

The role of multilateral agencies and donors remains crucial 

in the MENA region. The Global Fund is the most significant 

source of financial support in the region, having committed 

approximately US$24 million to date (see Table 2.8.2), 

including $6.2 million of committed funds for the MENAHRA 

multi-country grant and separate grants for eight countries or 

territories.s 40 The majority of countries in the region rely on 

external funds to finance at least 50% of their harm reduction 

responses. Although recognition of harm reduction and its 

role in addressing drug-related epidemics among PWID has 

increased, national funding commitments for programmes 

remain limited. 

Table 2.8.2: Approved Global Fund investments targeting 

people who inject drugs in the Middle East and North Africa 

Round 1 (2002) to Round 10 (2010)40

Country / territory totAL (uS$)

Algeria 500,000  

egypt 800,000  

iran 8,200,000 *

Jordan 300,000  

MenAHrA 6,200,000 * †

Morocco 4,600,000 *

Syrian Arab republic 1,200,000 *

tunisia 1,400,000  

West Bank and Gaza 800,000  

totAL 24,000,000

Notes
Figures are rounded. Data are correct as of March 2012. Data are based on 
detailed grant budgets submitted to the Global Fund, and may not reflect 
actual expenditures.
* Figure includes projections for future years of grants that have not yet been 
formally committed.
† MENAHRA received a multi-country grant that covers Afghanistan, Bahrain, 
Egypt, Iran, Jordan, Lebanon, Libya, Morocco, Oman, Pakistan, Syrian Arab 
Republic, Tunisia, and the West Bank and Gaza.

The WHO Eastern Mediterranean Regional Office (EMRO) 

is directly involved in the provision of technical support to 

civil society in the region through MENAHRA and directly 

to country missions. Moreover, WHO is directly involved 

with countries in building their capacities and providing 

the necessary technical assistance to collect, analyse and 

report strategic information, including epidemiological 

and programme monitoring information on IDU and harm 

reduction.

s    Algeria, Egypt, Iran, Jordan, Morocco, Syria, Tunisia, and West Bank and Gaza.

UNODC supports harm reduction in 18 Arab countriest 

through a new five-year project launched in 2010 largely 

focused on criminal justice reform.41 UNODC has recently 

restarted the four-year ‘Drugs and HIV’ project in post-

conflict Libya with financial support of US$6 million from the 

government. The project will involve establishing two drug 

treatment centres for PWUD, providing capacity-building 

for local CSOs to engage in outreach to key populations at 

higher risk and conducting an HIV assessment in prisons, 

including training and awareness among prison staff and 

inmates.

t    Algeria, Bahrain, Egypt, Iraq, Jordan, Kuwait, Lebanon, the Libyan Arab Jamirihiya, 
Morocco, Oman, Qatar, Saudi Arabia, Sudan, the Syrian Arab Republic, Tunisia, UAE, Ye-
men and Palestine.
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