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• Globally only  8% of all people who inject drugs have access to 

opioid substitution therapy1 

 

• Only 2 syringes are distributed per month per person who injects 

drugs1  

 

• Only 4% of all people who inject drugs have access to antiretroviral 

treatment1 

 

• Access to opioid substitution therapy in prisons is more limited 

than in the community and needle and syringe programmes are 

available at prisons in 7 countries only  

1: Mathers et al, Lancet (2010) 



 

• Changes in the wider environment - most notably the global 

economic crisis - have already had a serious impact on sustaining 

and strengthening the HIV response among people who inject drugs  

 

• International donors continue to account for 92% of the 

investment 



Empirical evidence demonstrates that a combination of only three  

harm reduction interventions NSP, OST and ART can have the  

greatest impact on HIV incidence among people who inject drugs. 

 

Average cost of NSP provision:  $23–71 /yr
 1
, but can be higher if all  

costs considered  

 

Average OST cost :  Methadone 80 mg: $363 - 1,057 / yr;   

Buprenorphine, low dose: $1,236 – 3,167 /yr 
1 

 

Average cost of ART provision: UNAIDS minimum estimate $176 in  

2010, declining to $125 by 2020 
1
 

1 UNAIDS 2007 resource estimations; Schwartlaender et al 2011. 2 UNSW estimates, based on 10 
studies identified in the 6 regions (from David Wilson, WB, presentation IHRC Vilnius 2013) 



HIV prevalence among PWID in the MENA1 

Pakistan:37.8% 

Egypt: 6.8 % 

Morocco: 11.4% 

Lebanon: 0 – 7.8% 

Saudi Arabia: 0.14% 

Tunisia: 2.4 % 

Syria: 0.5% 

Afghanistan: 7.1% 

Algeria: 6.9% 

Iran:15.1% 

Jordan: 4.2% 

Libya: 87 % 

1UNODC, World Drug Report 2013 



Dominant mode of HIV transmission 

Iran (67% of HIV infections) 

Libya (up to 90%) 

 

Significant mode of HIV transmission 

Afghanistan, Bahrain, Kuwait, Oman,  

Pakistan and Tunisia 

 

Substantial contribution to HIV epidemic 

Algeria, Morocco 

 

 

 

Relative contribution of the sharing of the injecting equipment 

to HIV transmission in the MENA 

David Wilson, Director, Global AIDS Program, World Bank, and Rene Bonnel Global AIDS Program, World Bank 

 



1: Mathers et al, Lancet (2010)   2: Scale-up calculations by UNSW(from David Wilson, WB presentation IHRC Vilnius 2013) 

The Middle East and North Africa: current situation and  

 Scale-up estimates 

Current NSP coverage1: 

Annual cost of scale-up (to 20%)2: 

Annual cost of scale-up (to 60%)2: 

2.0% 

$1,350,360 

$4,351,160 

Current OST coverage1: 

Annual cost of scale-up (to 20%)2: 

Annual cost of scale-up (to 40%)2: 

1.0% 

$23,173,920 

$47,567,520 

Current PWID ART coverage2: 

Annual cost of scale-up (to 25%)2: 

Annual cost of scale-up (to 75%)2: 

<1% 

$34,091,750 

$102,275,250 



24 High Priority Countries 

selected for maximum 

impact on the epidemic 

 

 

Based on: 
 
Epidemiological data, and 

Country readiness in terms of 

policy, legislative, and resource 

environment 

Regions Recommended by Countries 

Asia 

1 UNODC & CSO Indonesia 

2 UNODC & CSO China 

3 UNODC & CSO Pakistan 

4 UNODC & CSO India 

5 UNODC & CSO Vietnam 

6 UNODC & CSO Thailand 

7 UNODC Philippines 

8 UNODC Myanmar 

Eurasia 

9 UNODC & CSO Tajikistan 

10 UNODC & CSO Belarus 

11 UNODC & CSO Ukraine 

12 UNODC & CSO Kyrgyzstan 

13 UNODC & CSO Moldova 

14 UNODC & CSO Uzbekistan 

15 UNODC Kazakhstan 

Latin  America 
16 UNODC & CSO Brazil 

17 UNODC & CSO Argentina 

MENA 

18 UNODC & CSO Morocco 

19 UNODC & CSO Egypt 

20 UNODC Iran 

Africa 

21 UNODC & CSO Kenya 

22 UNODC & CSO South Africa 

23 UNODC & CSO Nigeria 

24 UNODC Tanzania, Zanzibar 



Common challenges identified in MENA High Priority Countries 

Lack of accurate estimates of PWIDs and service coverage 

Poor access to, and quality of harm reduction services 

Lack of supporting policy and legislative environments ( i.e. repressive law 

enforcement practices) 
 

Extremely low (or inexistent) domestic investment in harm 

reduction service provision, threatening sustainability of 

these programmes.  



In this current fiscal environment, reducing funding for harm  

reduction will jeopardize what has already been achieved 

 

Inaction is costly: 

Hard to reverse an epidemic once established 

 

Whereas harm reduction is:  

Effective - in terms of HIV cases averted 

Cost-effective - social benefits exceed treatment costs 
 

 

 



Countries must know their epidemics, priorities and should 

allocate domestic resources to implement interventions which have  

been proven to be most effective 

 

The increase of the level of domestic funding for essential harm  

reduction services of appropriate quality is crucial  to ensure the  

sustainability 

 

As many services for people who use drugs are best delivered in  

community-based settings and by civil society organizations , there  

is a need to build the capacity of community-based organisations and to  

provide them with adequate resources 

  

  

 

 

CONCLUSION 
 



 

 

This demands the greater engagement of people who  

use drugs in programme design to provide insights  

on how best to address and serve their needs  
 

  
  

 

 

CONCLUSION 
 


