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Summary of key findings

1.

The DRID expert meeting was held on 16-18 Octolddi32at EMCDDA. For the first time, the DRID meeting
was organised in combination with the DRD meethaying both separate sessions and combined plenary
sessions covering common themdghe last day of the DRID meeting was dedicatetthéoHIV risk assessment
with a focus on economic indicators (the reportthar HIV risk assessment day is provided in a sgpar
document).

The objectives of the 2013 DRID meeting were teassand discuss recent developments on DRID inpguro
including: (a) Progress, new developments and éustnategy review of DRID, (b) Results from recentk
(international collaborative projects, nationaldsés, analyses, etc) related to drug-related iifestdiseases and
(c) assessment of HIV outbreak risks. The meetisg @med at bringing together expertise from rpisti
domains and enhance cross-indicator collaboratidm&tworking. As such, the DRID meeting revolveouad
the following themes:

» Progress with DRID and achievements

« DRID strategy review

« New insights from European studies on epidemiolagy interventions
» HIV outbreaks and countries at risk

Progress achieved in DRID concerns the followirepar conclusion of three modules of DRID Toolkiti(tance
on bio-behavioural studies, behavioural indicatars] example questionnaire); analysis of the belhaai pilot
data set collected since 2006; risk assessmentsuiheaks management (HIV outbreak in RomaniaGegce
and anthrax outbreak in mainly UK); new resultsifrthe DRID modelling group; HCV systematic reviefittoe
literature, and other projects (including relatinfection risks of drug injecting and stimulant use

Results of a DRID strategy review meeting wereussed in plenary and further developed in 8 worgsho
covering: Monitoring HBV vaccination; Burden of HQifsease; Capacity building and feedback to service
providers; networking of experts; Diagnostic tegtimevalence data; Reporting and use of subnataatal
categorising and grading data; reporting burdennikdoing other infections (TB; HAV; STIs; spore-faing
bacteria; MRSA); Using TDI data for DRID / DRID slyiin treatment centres; Non-IDUs; other groupsr(sd
users; and MSM who use drugs)

4.1. Following expert contribution, the key conclusiarighe DRID strategy review workshops were:

4.1.1.Additional consideration is needed regarding theitooing of HBV vaccination coverage, also taking
into account the burden involved with data colleetand reporting;

4.1.2.More attention should be given to communicatinge&tffely DRID data with data providers and other
key stakeholders at the national level, while naitention should be given to the national working
groups;

4.1.3.In addition to HIV, HCV and HBV markers, EMCDDA shid consider only collating available data
on tuberculosis among IDUs;

4.1.4.For monitoring emerging trends and risks a comnatigo platform is needed with the national DRID
experts playing a major role in disseminating infation published in the platform;

4.1.5.The possibility of implementing a cross-Europeagvptence study on infectious diseases in the
treatment system should be considered (keepingnd the burden involved with data collection and
reporting) although the opportunity offered for MRy the existing TDI system should also be
looked at;

4.1.6.Drug use among MSM and sex-and IDU related HIVd4naission risk are topical issues that may
deserve ad hoc, but not routine, EU analyses.

The minutes of the DRD meeting, including its plenary and parallel sessions are available from the DRD restricted access area - for
participants in the expert meeting and national focal points (http:/projects.emcdda.europa.eu/alias.cfm/areaDRD - username: area3,
password: DRD2012)



5. New insight from European studies on DRID epideougland interventions:
HIV
5.1. An EMCDDA study on estimating HIV mortality relatéol IDU and how these estimates are reflecteden th
different European countries
5.2. An University of Tartu/EMCDDA collaborative projeanalysing differences in injecting risks and HIV
infection between PWID in Eastern and Western geiro
5.3. The ARISTOTLE research and prevention interventioplemented in Athens with the aim to, inter alia,
contain the HIV outbreak among PWID in the city diné HIV positives to treatment
5.4. The Spanish component of the European MSM Inte3netey (EMIS) indicating that monitoring of drug
use and determinants among MSM should continuederdo inform effective prevention strategies
5.5. An evaluation of the state-of-the-art in HIV andvsee provision in Europe, ten years after the 2003
European Council Recommendation on prevention addation of health related harms associated with
drug dependence.
HCV
5.6. A Europe-wide research, practice and policy init@bn Hepatitis C with the aim to improve the
knowledge, capacity and policy advocacy in thisaspecifically also targeting drug users
5.7. A Finish initiative to measure HCV burden of diseasdrug users
5.8. A study on UK data looking at the incidence of h#jzaC infection among people who inject drugs
indicating frequent imprisonment, female gender lagplatitis B ever-infection as potential determisanf
recent HCV infection.
Other infections
5.9. The background and key aspects of the ECDC/EMCD@IAt Anthrax prevention guidance for PWID in
response to the recent anthrax outbreaks in somapEan countries
Next steps

DRID diagnostic testing data: there is an urgeedrn® better understand these data, this may ¢ead t
future guidance (as part of DRID toolkit)

DRID Behavioural data: EMCDDA aims to publish, bewging of 2014, the results from the analysis of
the pilot behavioural data collection.

DRID data: EMCDDA will further expand the exerciskreviewing and grading of DRID studies,
methods, sites, and indicators with the aim to omprcomparability and reduce data analysis burden.
Strategy review: EMCDDA and the DRID Advisory Growpl elaborate on the conclusions drawn in
the context of the strategy review workshops anatlig a plan for further actions.

Rapid risk assessments to continue in the framewbEKRID meetings and a platform on emergent
risks to be established

Next meeting: in the week of 15-17 October 201lii to be held again in combined form with
DRD—exact dates and format to be confirmed
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Drug related Deaths (DRD) and Drug Related InfertiDiseases (DRID) EMCDDA
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Background of the 2013 DRID meeting

1.

Since 1996 the EMCDDA is annually monitoring ‘Driedated infectious diseases’ (DRID, mainly HIV anchl
hepatitis prevalence) among injecting drug usé$§Jf) in the EU, as one of its five ‘key epidemidizag
indicators’ of drug use and consequences. Thisie dising a standard form for the collection oét®g data
(Standard Table 9 or ST9) through an online dalect®mn system (Fonte). Data can come from ser@eace
surveys among IDUs or from diagnostic testing dff0n services. The first guidance (ST9 and ovenidRID
guidance document) were developed in 2000 with bBRCIEH, Scotland.

In 2006, a draft protocol was developed in collalion with the Greek national focal point, givingra detailed
guidance to improve the comparability of primaryIDRlata collection (sero-behavioural studies) amiwigs

in Europe. From this protocol, which included ateexed ‘example questionnaire’, a shortlist of lvétaral
indicators was proposed for inclusion in ST9, with purpose of monitoring key behavioural factord esks
for infectious diseases in IDUs (see ST9 part )efdthe state of low comparability of behaviouralicators
between countries, it was decided to keep the 2086 protocol draft for a few years in order ttopand further
develop the EMCDDA behavioural indicators, befdre protocol would be finalised.

At the 2009 annual DRID expert meeting the findiwaprocess of these draft tools was started, aifinst
focus on the behavioural indicators in ST9 pare3ulting in a list of suggestions for change efsthindicators
(see 2009 meeting report). These suggestions wdrkack during 2010 in an EU-wide consultationatfanal
experts on which they could ‘vote’ (for results siee expert consultation report, meeting documeatttBe 2011
expert meeting). In 2009 it was also decided ndintlise the original draft protocol, but to comvi¢ into a
Modular ‘Toolkit’ consisting of multiple more spetised documents (‘modules’) that could be develapere
flexibly and according to need.

In the 2011 meeting the final version of the bebaxal indicators ST9 part 3 were reviewed and prieskin a
first DRID toolkit module ‘Behavioural IndicatorsA second module ‘Example Questionnaire’ was also
presented suggesting example formats for actualadtection at national level.

In the 2012 DRID meeting the third (draft) moduléethods for Serobehavioural studies’ was presefaied
designing and implementing seroprevalence surveygeaational level.

In 2013, following initial discussions at the 20&2bert meeting, a small expert strategy meetingasasened
of members of the DRID advisory group and EMCDDa&f&tto discuss the future needs of DRID. This ltesu
in a number of recommendations that were furtherudised with the DRID experts in eight workshopsndu
the 2013 DRID meeting (see this report). The recemshations range from “improving the communication
infrastructure to help the DRID network to intereapidly” to “improve our understanding of the sigéhs and
limitations of the prevalence data collected”.

The 2013 DRID was organised back-to-back with tiRDDmeeting with the aim to increase cross-indicator
collaboration and exchange of intelligence andhatsame time to reduce costs. The meeting hadryleaasions
that were common for DRD and DRID as well as patakssions devoted to each indicator. CentrddarDiRID
component of the 2013 meeting had been workinghemdview strategy. To that end, eight (8) workshapre
implemented around the following topics (moderatorigrackets)Monitoring HBV vaccination through the
existing EMCDDA data syste(ivlario Cruciani),Burden of HCV diseag®ika Salminen)Capacity building
and feedback to service providers, networking pkes (Anastasios FotiouRiagnostic testing prevalence data
(Cathy Mathei & Magdalena Rosinsk®gporting and use of subnational data, categorigsing grading data,
reporting burden(Sandrine Sleiman, Eleni Kalamara, Andre Nobtnitoring other infection§TB, HAV, STIs,
spore-forming bacteria, MRSA) (Hans Blystadhing TDI data for DRID / DRID study in treatmemntres
(Maria Jose Bravo, Julian Vicente)

All presentations and meeting documents for boifs d@d the meeting are available from the restri@&iD
website of EMCDDAhttp://projects.emcdda.europa.eu/areaDRIBername: areal6, Password: DRID2012).
The main points of these presentations are review#ds report.

2 This report covers the DRID sessions of Day 1, as well as the joint DRD/DRID sessions on Day 2 and the HIV risk assessment
sessions on Day 3. For the minutes of the DRD sessions, see footnote 1.



Objectives of the 2013 DRID meeting and joint DRIODRD day

1. To assess and discuss recent developments on DRDRiD in Europe, including:
a. Recent findings of European mortality cohort stadied monitoring of drug-induced deaths
b. DRID strategy review and HIV outbreak risk assesgrfalow-up
2. To convene the DRID and DRD expert networks footinfation exchange and stimulating new initiatives



DAY ONE

Welcome speeches
Chair: Julian Vicente& Alexis Goosdeel, EMCDDA

Julian Vicente (JV), EMCDDA
Welcome speech

JV introduced the meeting welcoming the focal p@iR) representatives, the nominated and invit¢idma experts,
EMCDDA colleagues, ECDC and other organisationshidalighted that the annual expert meetings of the
EMCDDA serve several purposes and that the EMCDDvasn aim is to enhance the utility and relevarfcihe key
epidemiological indicators including cross-indigatemrk. The new format of the present meeting (ciminiy the
DRID and DRD meetings) aims at reinforcing crossaazooperation and work inside and outside EMCDDA.
offers greater opportunity of synergy between tie areas which is hopefully reflected in the présgons and
discussions that will take place. More than 2hatg and parallel sessions as well as technicaksthaps will be
held over three days. This will maximise the oppnittes for the participating epidemiologists arnldes experts to
discuss some technical issues related to monitahing-related harms, and to present and discussetive
developments in their countries as well as theplications for public health.

Alexis Goosdeel (AG), Head of Reitox coordinatiant LEMCDDA
Welcome speech

AG stressed some important points of the backgraumerhich this combined meeting takes place: thialgoration
with the national focal points and their nominagegberts constitute the basis of the EMCDDA worlgldimg it to
provide Europe with relevant data on monitoringdheg situation in Europe. After more than 15 yesrbuilding
and consolidating the key epidemiological indicatior particular, the Reitox network and EMCDDA emesthat
sound, robust and comparable data are more andawailable to inform policy making. AG referredtte
evaluation and revision process for the annualikdigator expert meetings resulting in the intrattue of this new
format, in line with the recommendations of thelaation conducted by Alan Lodwick. This DRD/DRIDifib
meeting is special because of its 3 days duraiti®epmplementary themes, and the involvement ofynexperts and
organisations. AG stressed that the continuoudesige is to produce information which meet a puepts allow
evidence based decisions to be made and to linkides with the responses that have an added vahig is
particularly important these days, with the ecoropressure for organisations to deliver cost-eiffeabutputs with
evident European added-value. Another challenge fised-back and communicate effectively informatio policy
makers and to other stakeholders. Added-value Hadtiee communication will help much towards thestinability
of the European and national monitoring systems.afg® referred to upcoming (EMCDDA and ECDC) expert
meetings in Serajevo, Talinn and Bucharest whidhfellow on the present meeting in Lisbon, in peutar on the
issue of HIV outbreaks.

Open speeches

Luis Mendé&o (LM)Civil Society Forum on HIV/AIDS
Brief civil society address

LM thanked EMCDDA and ECDC for putting attentiontte issues of infections, economic crisis andoasps. He
stressed the importance of discussing the adve@thheffects of the economic and social crisiBumope and the
increasing socio-economic disparities in many mamstaes that affect mainly the most vulnerableugso He
commented on a Europe that concentrates on angagepulation and the general well-being of its dapan, but
does not give much attention to transmissible disgar those population groups most affected bgnppand social
exclusion. LM stressed the need to put these idsgbsr on the agenda. This is not an easy tattkeagast majority
of the population is less affected by the phenomerfalrug use and transmissible diseases relatseitand drug
use. The situation requires close collaboratiomeen all actors in this area. The challenge isliver the right
information at the right level. According to LM, a from the key responses related to needle atiiggyprograms
(NSP) and opioid substitution treatment (OST),dheers of drug use and infection related risksgny countries
are rather social determinants that are not directtiressed by these interventions. Finally, LMedrtp look more
often from the viewpoint of the drug users, in orteunderstand these phenomena better.



DRID plenary contributions
Chair: Julian Vicente& Lucas Wiessing, EMCDDA

Lucas Wiessing (LW), EMCDDA
Introduction, meeting objectives and overview of DRD activities

LW provided a brief overview of DRID activities apdojects. These are summarised in the followirgsr (1) the
DRID Toolkit — the first 3 modules providing ba&dRID guidance will be published by the end of tleary One of
them is about how to set up bio-behavioural studiseng PWID at the national/local level. Anotherdule is about
defining behavioural indicators. A third one isetample questionnaire that can be used as a ¢ofiesftindividual
example questions or sections that can be usdddies in this area. Routine diagnostic testingaaay be the
theme of a future module (see workshop). (2) Analgéthe behavioural data in a report plannede@bblished
beginning next year. This data collection has begnduced and implemented by a number of counsilese 2006
(in ST9/Fonte) providing a pilot data set availafoleanalysis. At the same time we have been neyitie indicators
and for some of them there is going to be a chamémrmat (see Toolkit). The report shows that ¢hare difficulties
with the comparability as well as the availabilitiythe data, but the situation is improving. Thisralso an issue
about how many data can be handled by EMCDDA arsine countries there is a need for evaluatioh@&mount
of DRID data being provided. One of the key difft@s is the aggregate nature of the data andntigility to assess
associations between the variables at the indivigwal. (3) A DRID strategy review meeting wasdél July with a
limited number of DRID advisory group members, whias produced some interesting ideas (see ndidrssc (4)
The DRID modelling group is an ongoing project watth open invitation of those interested to joingheup. It has
resulted in a number of publications, one piecearfk being presented at the meeting (Mait Raag.efaher key
activities have been the risk assessments (sinb@ i2ensive work has been done on outbreak managem
regarding HIV and anthrax), in the last 2 yearsHIi@&/ systematic review was carried covering 7 stéas, assessing
and compiling data that are related and usefuyjfading HCV treatment in the EU, and a systemadtiécdture review
regarding the risks for infection between IDU amh#DU populations and between stimulant and namgaint
users, both foreseen to be published in 2014.

Vana Sypsa (VS), Greece
HIV outbreak in Greece, results of the ARISTOTLE sudy

VS presented data on a research and preventiongonoge which was set up in response to the ongaitiyeak of
HIV infection among IDUs in Athens, Greece. Its aihave been to screen IDUs in Athens Metropolitesaor
anti-HIV and provide the WHO/UNODC/UNAIDS and ECIEBCDDA prevention, treatment and care packages.
Recruitment is performed in 5 sampling rounds pedod of approximately 16 months (August 2012-Delcer
2013). Respondent driven sampling (RDS) is empldgeécruit approximately 1400 IDUs in each sangpliound.
Participants are interviewed and provide a bloadma for HIV testing. In the first 4 rounds, 5700egtionnaires and
blood samples were collected and 3,007 unique pengarticipated to the programme. Out of 3007 pigdhts, 17%
tested anti-HIV(+). The weighted HIV prevalence paind - accounting for RDS design - ranged betwle:i%-
17.5%. Approximately half of the seropositive papants were diagnosed for the first time througtstatle.
Homelessness, using cocaine as the main substhimgeating drug use, injecting once per day or enand sharing
syringes were found to be independently associaidincreased risk of HIV infection. Depending thre sampling
round, 54%-62% of IDUs reported having receive@ gringes through health prevention activitiesiedrout in
Athens within the past year with a median numbe&t@s$yringes. A low, but increasing from rounddamd,
proportion of participants were current OST papicits (10.4%, 15.5% and 20.2% in rounds A, B and C,
respectively). The results of the programme sanfdicate that there is high HIV prevalence among/$Dn Athens,
and on-going high-risk behaviour, including frequeérug injection, syringe sharing, and low reporaedess to
needle and syringe distribution services. In additd scaling up prevention services, addressimgehessness is a
priority in order to reduce HIV transmission ancpiove linkage and retention to care.
In the follow-up discussioiCruciani asked whether, based on the phylogenetic anadyskgenotyping, there
have been new subtypes from countries other thzsethefore the outbreakSresponded that new subtypes have
emerged, subtypes that were not present in blooglsa collected in the previous years (example: CRF
subtypes)Another question concerned the possible reasons for theeak (e.g. change to service provision in
relation also to the economic crisis) and the eurievel of coverage especially of OSAShighlighted the
complexity of the issue but she referred to themdyg published paper in PloS One where it is adghat the
economic recession may have played a role in thtisreak.VSalso mentioned the significant increases in OST
coverage but at the same time long waiting listefdering OST in Athen&/Sfinally referred to the possible role
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of behavioural changes (e.g. frequency of injectsbraring) in the recent yeaMendéao (LM) stressed the
importance of monitoring antibodies for HCV for Iy a more complete picture of the antibodies predevi
commented that the reasons why NSP and OST drbedtilv standards are not comprehensid@agreed that
the problem insists for OST, but that there has béen some good progress with the involvemertieptblic
hospitals. As for HCV, tests have been collectetia@malysed for only a sub-sample of the ARISTOTLE’s
population Bravo (MJB) asked about the percentage of the new imjsén this population (onset in the last 1-2
years).VSresponded that the study used a measure abogtgiiajection and based on data from that item,
ARISTOTLE estimated an incidence of about 20 nesesger 100 new injectors per ydalystad (HB) raised
the issue of homelessness and wondered whetherahether infections among these people (e.gorTB
bacterial infections)VSreplied that no data are available on other iidest Salminen (MS) asked about the real
linkage of people who get referred and whetheretliea follow-up for this population regarding rten,
adherence to treatment for HIV. MS also asked ightite cost of the study and, especially, the teak
between the study and services provided includmgpmssible follow up studies. VS was not awareualioe
costs of the study. As for linkage VS commented tthia is the most challenging part of the progutl that there
is staff in the programme dedicated to help witlkdige. However, not much info is available abouttivar that
person retained in care. Some monitoring is beakiny place by the Hellenic Centres for Diseaset@bn
(KEELPNO), but it hasn’t been ead)iessing(LW) commented on the low service coverage obskfeemany
years in Greece and the fact that countries sirogiyot afford to wait until an outbreak emergesriter to start
doing something about this. LW noted also the irtgodrprogress in Greece following the outbreak hotierms
of collaborations and responses.

Mait Raag (MR), Estonia
Important differences in injecting risks between peple who inject drugs in Eastern and Western Europe

Presented data from a collaborative project irtidty the EMCDDA and run by the department of Rubkalth of
the University of Tartu. The aim of the study wa®kplore differences in injecting risks betweestem and
Western European samples of injecting drug uséwsli€s considered for the analysis had to includesit IDUs, be
conducted between 2001 and 2009 in European ceantiith high HIV prevalence among IDUs, and incletlg
status (blood samples) and behavioural data @el-reports on number of sex partners, condomsayege
sharing, and injecting frequency). Individual seglivere cross-sectional, mostly based on convemarmples
(Netherlands, Portugal, Poland, Spain, (Catalami@hain-referral (Estonia, Russia, Latvia, Sp&artelona,
Madrid)). Data from 7 countries (12 sites in totatid n=5328 IDUs were analysed. Different dateectilbn years
and therefore meta-analysis was used synthesiziatheand explain heterogeneity. Heterogeneitygsoeiations
between risk behaviour and HIV-status was bestaéx@dl by study region (i.e., western or eastermja) (n=1971
IDUs in Western Europe were different from n=35BUk in Eastern Europe. Analyses of the socio-deaptc and
risk behaviour characteristics showed statisticsiliyificant differences with the most notable othesproportion of
sharing syringes which is much higher in the eagpart (32%) that the western part of Europe (13#6dhe eastern
part also IDUs are more sexually active and repigter risk behaviour, while they also get teswdH1V less
frequently. MR concluded that there are signifiadiffierences between old (West) and new (East)egpids. In
Eastern Europe, HIV prevalence and risk behavioaihayher.They also explored whether the HIV infected IDUs
were different from HIV negatives in terms of thebaracteristics (associations between HIV senestand risk
behaviour). MR compared HIV infected and not indectDUs regarding different behaviours (being sdiyuactive,
having more than one sex partner, not always usingoms, being ever tested for HIV, sharing syringie) while
adjusting for age, gender, and length of injectingg use. He found significant differences in Easturope: HIV+
IDUs engage less in sexual transmission behavimummore in injection-related transmission behaviban HIV-
IDUs. In Western Europe, the only difference betwkElV-pos and HIV-neg was in sexual activityR concluded
that interventions to decrease injecting risk qamito be very necessary.

In the follow-up discussiodope (VH) questioned why the focus was only on coustrigth high HIV prevalence
and wondered whether analyses were adjusted fofaagauch of sexual behaviour is age relatei responded
that age was included in adjustements. High precaleountries were preferred because of the imioptzblic
health implications (risks) from observed risk bébars for these countrie®Viessing(LW) asked what could be
the reason that HIV infected IDUs report more séxist behaviour in the western part of Europe thathe east
and wondered whether it is treatment that it isevarailable in the west and perhaps make positasdsafer to
take risks (no data are available nonethelesseatntrent in the databas#®)R responded that one cannot say that
they risk less because they are HIV+. He usedxheple of Estonia where treatment is also higheast
comparable to countries in the west. MR went ostitess that this type of studies are cross-sedtanthcannot tell
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about the direction of the associativendao (LM) argued that part of these findings could kplained by the
assumption that IDUs in the eastern part have lageess to condoms and needles whereas thesedave b
available in western countridglR responded that the study year may also be impdrtamderstanding the
associations and the observed differen8aéminen (MS) raised a concern about the analytical apgrodtv
positives are the high-risk groups and that is gxadhy they are positives (used the ‘chicken-og'egetaphor).
MR reminded the cross-sectional nature of the stugiglwcannot tell much about the causatiofgessing (LW)
agreed that this kind of data are hard to undeddbam he also stressed that it is interesting #hatept from the
differences between east and west, there are eliffes between sexual and injecting variables. Tdrerpossible
explanations for that, such as that sexual behavimay be easier to change, but not the injectivgg oL W
welcomed other people interested in this analystohtribute if they wish.

Mika Salminen (MS), Finland
Burden of HCV disease in Finland

MS presented the rationale of a descriptive stuldighvis in progress in Finland on the burden oédse of HCV. He
described the process and motivation for develofiirgproject. MS stated that the concept (burdatisease) is by
no means clear. It is not simply about prevalemaagdence or mortality. It includes aspects thabiwe both the
individual and society. MS stated that it is impoittto measure the burden especially nowadaysjtlestions about
the cost-effectiveness of interventions are becgmiore important. There are different types of measthat could
account for or be components of the construct ofid of disease: mortality (death), disabilitiefge on quality of
life , productivity, cost for society etc), life gears lost, costs from health care (doctor visitsdicines), loss of
productivity or earnings (direct as well as indfje@reatment is effective but it is costly notreach due to the drug
but rather the support that it is built arounddétld6w-up and the management of the patients). Modgestudies have
suggested some promising results about the eftewdss of new hepatitis C drugs. MS then focusedeimand:
active drug users are not treated (drug and alam®is a contra-indication for hepatitis C treattreone has to be
abstinent for 2 years before entering treatmerite Jources of data to be used are records/datafpagester based
studies) providing a good quality cohort of HCVeanfed drug users (national infectious diseasestrggthe main
tool for disease surveillance in Finland coveritfighatifiable diseases, with the use of a natiadehtifier (national
security number). Then they will link these datéhwhortality data (reasonably good data) and cemsiduse of
death (primary/secondary). Cancer registry and itedgfischarge records are other data sources guithe delay)
that will be used. There are about 1,000 hepaditisses reported annually in Finland most of thesed on anti-
HCV detection but there is little information abautiat happens with these people after being disghckhere are
some studies which are not that positive comparede treatment recommendations currently available
internationally (the hepatitis C treatment approiachinland is specialist-driven, not based on tonal protocol for
treatment). Data are available already since 19@5lzerefore a cohort of about 19,000 individuaiste which can
be followed. There are notification data and dedanfprevalence studies of various quality and kigadcluding the
prison settings. Other data include maternal heblttod donor data (with biases), immigrant hedtta from studies
etc. It is important to try to triangulate the ditam the different sources. HIV prevalence hasastorically low in
Finland, with no outbreaks. Currently they are logkat causes of death: a challenge is to determiether HCV
infected drug users survive long enough. The sslmbws that 17% of the cohort have died (betweed 59@ 2011).
MS then presented some of causes of death egy;dancer (multifactorial), this is not very highu¢ still
corroborates existing evidence in the literatusf)er cancers are higher, alcohol and accidentat fram alcohol is
also higher (16%), and poisonings due to intoxazatMS then presented data by age groups (atrtteedf diagnosis)
of the cohort showing that the survival rate valigsage group. In the future it is important to gamre the real
outcomes with the predictions. DALY measures fopydation health will be used (as used by ECDC andiQ)

Follow-up discussionCroes (EC) made a remark that a similar study was cotediin the Netherlands in 2008.

That study estimated disability rates according2i910 and DSMIV for drugs and alcohol, plus depi@ssnd
infectious diseases. Used the same methodolodyeaslobal Burden of disease and another Dutch stufyund

that the disability rate for heroin dependence &3 and when combined with chronic hepatitis @at 0.41MS
acknowledged that the ECDC work has been basedraref Dutch work and the Global Burden of Disease.
Wiessing(LW) noticed that no data were presented on nugnbased on incidence and/or prevalence estimates an
asked whether there was a plan to do so. Mentialssda monograph which is available at the EMCDDAuw the
cost aspects of HCV. That monograph includes albabnitribution about the importance of the perdpeaif cost
(who pays the costs). LW highlighted that thissisuie is complicated and cost cannot simply be atgum
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Cinta Folch (CF), Spain
EMIS results on MSM in Spain — new drugs and sexuaisks of HIV

CF set the background by stating that a high useofinjected drugs is observed among men who kaxevith men
(MSM), often for recreational purposes (parties aex)). In recent years, an increase in the prewalefinew
psychoactive drugs (injected and non-injected)deen reported among MSM in Europe. In Spain, tleeofisnjected
drugs has not been explored in this group. In otalelescribe the patterns of injecting and noneitijg drug use
among Spanish MSM, data from the European MSM heteSurvey (EMIS) was used. This online survey was
implemented in 2010 in 38 European countries. Titd ample of subjects living in Spain for anadysias 13,111.
The most consumed drugs within the previous 12 hwwere poppers (28.4%), cocaine (18.7%), ecstd3yIM
(10.1%) and amphetamine (7.7%). The use of injgaimigs among Spanish MSM was low (2.5% had eyected
and 1.4% in the last 12 months). In comparison with-IDU MSM, MSM who injected drugs reported ahaglevel
of sexual risk behaviours (the prevalence of urgmteid anal sex in the last 12 months with non-steadners was
53.4%, vs. 45.9% in non-IDU). The prevalence of-sgported HIV, hepatitis C and sexually transnditiefections in
the last 12 months was also higher among IDU-MSB82428.2% and 15.8% in IDUs vs. 8.6%, 1.7% and 11ir8%
non-IDUs). Although the use of injecting drugsas| this group shows a higher prevalence of bloode and
sexually transmitted infections and associatedbethaviours. The monitoring of drugs and its deteamts among
MSM should inform early prevention strategies highting the party drugs issue and its use for Bethis sense,
closer working between drug services, HIV and skkealth clinics will be necessary. Directed theiance to EMIS
website (http://www.emis-project.eu/)

Follow-up discussionWiessingraised the importance of looking also at non-itgezamong MSM, a large
population with high sexual riskslounteney (EMCDDA) asked whether there was any informatisricawhich
drugs were being injecte@F responded that there is no data about drugs @gdadbpe asked whether there are
any recent indications about shifting drug useguat among injecting MSM, at least from Sp&#.responded no
recent data are available. Data are collected otlyrim CataloniaMathei wondered whether Spanish data are
comparable to those from other countriés.mentioned that the situation is very different ageountries in
Europe.Blystad referred to the phenomenon of repression and atigigarding the discussion of these issues in the
MSM community and asked whether there is any istdrerepeating the survey, at least in Sp@ia.responded
that there are some positive indications that thdysmay be repeated in Spaitiessingnoticed the differences in
the characteristics of the IDU-MSM in this samplighwDU in harm reduction settings and wondered thethere
are data about MSM who also are in drug treatmaenthis is important (also for routine monitoring): responded
that there is no data and referred to some recpntilished London data.

Maria Jose Bravo (MJB), Spain
Incidence of drug injection: systematic review andneta-analysis of cohort studies among at-risk popations

Published cohort studies show a wide variationhanrate of drug injection initiation. Neverthelesssystematic
reviews have been published in this area and tmore for heterogeneity have not been exploredyeteta-
analysis of cohort studies on initiation into dingection was conducted to obtain an overall poaheiience of drug
injection (IDI) and to explore potential sourcesheterogeneity and bias. All relevant bibliograptiétabases were
searched between 1980 and 2012 for prospectivercstudlies on initiation into drug injection amowiginerable
populations. Two investigators independently redwtudies for inclusion, retrieved informationbaseline
population characteristics and follow-up featusss] assessed study quality. Random-effects modsls used to
estimate the overall pooled IDI, as well as to tdgmeterminants of heterogeneity and trends ihdEross studies.
The results showed that IDI varied widely from fa224.2 cases per 100 person-years across theaQanalysed
cohorts. The overall pooled IDI was 7.8 new injestoer 100 person-years (95% CI 5.0-12.3), withngfbetween-
study heterogeneity%90%, P<0.001). However, this heterogeneity disappeartst atcounting for the different
follow-up lengths F=17%,P=0.30), with a 57% decrease in pooled IDI (95% 6+86%,P<0.001) per 1-year
increase in average follow-up. MJB concluded thaté is a strong progressive decline in IDI asaasing follow-up
is highly consistent with a severe differentialestion bias involving a greater loss to follow-upang individuals at
higher risk of initiating injection. Other bias/tacs might contribute in the same direction. Sgege to maximize
retention and proper analytical methods to cotfi@ctollow-up bias are required in cohort studigsinitiation into
drug injection.

Follow-up discussionwWiessingcommented on the importance for DRID of understapdhitiation of injecting.
Sypsa(VS) commented that the study is very useful faygde who try to model the impact of interventions i
treatment because we need to have an estimatevahjeetors each year. VS asked what populationitidgidence
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refers to. MJB mentioned that a mix of populatians referred to in this study, e.g., street yoabigriginals,
methadone programs .

Lucas Wiessing (LW), EMCDDA
DRID Strategy Review, presentation of expert meetim results

LW presented the outcomes of the small DRID strategiew meeting held in July 2013. The backgrofardhe
meeting was that although DRID has successfullgtdished a monitoring system for infections amolglP in
Europe, the environment is rapidly changing, bgtidemiologically and institutionally and therefdrere was a
need for DRID to reflect upon these changes. Fearpeople in total have been involved in this pssceeven
experts invited from the DRID advisory group, resgnating a broad range of epidemiological realiied expertise;
another seven were EMCDDA staff from EPI and otlréts related with DRID. The conclusions revolveiard the
following four domains: a) the enhancement of comivation channels and facilitation of experts” imfation rapid
exchange (perhaps by developing a rapid reporieatfopm to informally link up experts and by conting work on
outbreaks and risk assessments, also maintaingngather successful annual HIV risk assessmenibséday at the
DRID meeting); b) building the capacity and redacihe reporting burden (by assessing the burdenrént
reporting, both within countries and at the EMCDI&&el, before looking at ways in which this could feduced,
and by developing the capacity and the mechanisnieéding back information to those service prevédwho
gather/provide the data to DRID); c) consolidatd enprove the information collected by DRID (e gpnsider
developing a DRID study in treatment centres usimgmparable and simple tool, assessing issuediveith
comparability of prevalence data obtained fromrthéine diagnostic testing at the drug treatmentredevel with
that obtained from studies, to modify HBV monitayito make it useful also as vaccination indicatmiGategorise
and to grade the data collected on DRID indicatatsilirect attention on and explore other areas,(switch the
main focus from HIV to HCV and assess the burdeA®Y disease, and to non-injectors and the usérofilants).
LW referred also to the future steps which arestfito discuss these issues with the network duhagvorkshops
and get input from country experts, and explorasderther; and second, EMCDDA to assess whabsliée to
prioritise, given budget and other constraints. fiel mentioned that some key themes may be deedlearlier
than others.

PANEL DISCUSSION
on the strategy review expert meeting results follwed by introduction to the workshops

A/N. Moderators provided brief overviews of the katrop rationales. These are not reproduced hereute
found in Annex 2. Only issues raised in plenargulision are presented below.

On the enhancement of communication channels anilddtion of experts” information rapid exchan@szlminen
(MS) mentioned that as example of a platform f@idaommunication and information exchange is ti&CDC
(EPIs system), there should be one on HIV and Sdikcussed also the possibility of open acceskdsd platforms;
other platforms (e.g., European Commission’s) @ss likely to be accessibM/iessingsupported the idea that
DRID is somehow linked to EPIs system or even dgvebmething additional/icente (JV) referred to a former UK
presentation (on changing injection patterns indamsub-populations that increasingly inject methlaetamines or
mephedrone) as an example of how one could envibégplatform, i.e., not a classical rapid repugtrisk
assessment system of e.g., reporting outbreaksthgr a platform for communicating information@merging
patterns of use and new developments including fo#mtitative and qualitative informatioiiessingcommented
on the possible expansion of the scope of suckxartise to issues that go beyond the narrow sefriséections but
to behaviours that increase infection risks; neeskee if it fits in ECDC's platformsalminencommented that this is
possible as this is also the idea behind ECDC ERlsatzreferred in this context to similar work to be ertaken by
the European initiative he is involved in and imgs in its activities, among other issues, inforomaéxchange,
events, conference, information campaigns, comnatioic with Parliament.

On risk assessmentéliessingsuggested an annual publication on HIV risk asgseasin PWID in collaboration
with other international organisations (ECDC, WHJ that a structured/systematic way is establisledllect up-
to-date data on situation and riskéendédo commented on the importance to use risk assessmenbnly where
there are outbreaks but also where only risks @itlreaks are present. Another important issuexisisks and their
close association with drug use and the HIV intectisks. The latter is important to consider as dritical in the
early stages of an outbredkiessingacknowledged the importance but also the necessitge a limited number of
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indicators e.g., hepatitis C infection as an intticéor high risk behaviour, or intervention covgeaas for other
indicators there are not always strong data.

On building the capacity and reducing the reporbogden: Wiessing connected this issue with theiaensks
discussed above (s@m risk assessmentand the fact that although there is for DRIDrargg interest in measuring
as many risks as possible, the burden for hantlieglata collected is very high for those involirethe process.

DRID Workshops - Parallel sessions

Mario Cruciani
DRID workshop 1: Monitoring HBV vaccination through the existing ENDDA data system
See Annex 2

Mika Salminen
DRID workshop 2: Burden of HCV disease
Not available

Anastasios Fotiou
DRID workshop 3: Capacity building and feedback to service proddaetworking of experts
See Annex 2

Cathy Mathei & Magdalena Rosinska
DRID workshop 4: Diagnostic testing prevalence data
Not available

Sandrine Sleiman, Eleni Kalamara, Andre Noor
DRID workshop 5: Reporting and use of subnational data, categgraind grading data, reporting burden
Not available

Hans Blystad
DRID workshop 6: Monitoring other infections (TB, HAV, STIs, spofesming bacteria, MRSA)
See Annex 2

Maria Jose Bravo, Julian Vicente
DRID workshop 7: Using TDI data for DRID / DRID study in treatmeggntres
See Annex 2

Vivian Hope

DRID workshop 8: Non-IDUs, other groups (steroid users, MSM who dreggys)
See Annex 2
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DAY TWO

Mortality cohort studies among drug users (Joint Pénary DRD-DRID)

Chair: Marica Ferri and Viktor Mravcik

Tim Millar (TM), United Kingdom
Mortality cohort study NIQUAD

[Pre-publication: presentation not for further circulation or dissemination Excess mortality has long been
observed among users of opiates, crack cocainthasd who inject drugs, but few cohorts have sigfficpower to
detect cause and subgroup specific mortality. NIQU#a major cohort study in the UK, using fivefdient sources
of data on drug users (more than 800 000 persaklirgking them with mortality registries to idefytall deaths
occurring between April 2005 and March 2009 (assteged by Sept. 2011). It is the largest cotodfiopiate
and/or crack cocaine users to date. The study mexd®bserved excess mortality across many avadzhlses, in
particular overdoses, liver disease, suicide amditide. It also demonstrated that an increasedfoisknany causes
of death persists, and for some causes widensingthasing age. This is a first demonstration ofear, highly
significant, age-related increase in users’ drlgted poisoning (DRP) rate beyond 45 years of Ajemen had a
lesser DRP risk than men at younger age; with asing age this difference is not sustained wheingakccount of
behavioural risks. The study highlighted the impoce of managing the complex health needs of oldiate users to
reduce their mortality risk and health inequalities

Follow-up discussionThe data will be made public sodryons questioned why alcohol related poisonings are
excluded from the drug related deaths categoryideriag especially those older problem drug usédre have
also or mainly alcohol related problem$/4 responded that it is included as a risk factorrmitin the death
category.

Anne-Claire Brisacier, France (ACB)
French study: preliminary findings of the 2013 recad linkage

ACB presented the results from a mortality cohtutlg among drug users in France. The settings oiment were
treatment centres and harm reduction / low-thresbehtres. The inclusion criteria weegebe born in France or born
abroad but covered by social security, and have sgbstance other than cannabis in the last 30ataysed BZD
excluding therapeutic use in the last 30 days edssibstitution substance prescribed or not byyaipian in the last
30 days. A comprehensive questionnaire was filteeheolment, prospectively, and included social dethographic
items, use of substances and health items. Enrolamehdata linkage with mortality registries: 1,i8dividuals were
included between 09/2009 and12/2011; 970 vitalistabuld be checked (86 %) through linkage: thremtgrs of the
cohort (77%) were males; 37 deaths were ident(ftiee first linkage exercise was completed in 07828fd a second
one will be carried out in 12/2015); the causedezth was retrieved for 8 individuals only. Prefiary results on the
total of 970 persons were shown (person yearslioffeup=2949). Crude mortality rate (per 1000 PYE)}55
overall, 16.7 in females and 11.35 in males. Statided mortality ratio= 6.72 overall (P<0.001, 4:73.26), 20.8 in
females and 5.2 in males. Some of the study diffesiwere the overall difficulty with inclusion (e to the non-
anonymous data collection), the relatively hight¢@® € were paid to the centres per individualuded = 11 500 €
plus cost for logistical and data entry = 6000G)e limitation is the lack of data on the substaremnsumed at the
time of death (as data on drug use are collectedralment and drug use might have changed ove) tiNext steps:
include multivariate models for the analysis of adfstudies (as many risk and protective factoescatlected at
enrolment; repeat in 12/2015 the data linkage ti¢hnational general mortality register (secondpta find the

vital status and cause of death).

Follow-up discussionWiessingnoted that injecting drug use as a risk factordigath is missing in the data
presented (given that there is large heterogemeBurope) and asked whether there is any plasgdecific
analyses in this area, as injecting drug use kedrnwith mortality ACB responded that this could be one of the
issues to be further explored in the future multate analyses.

Isabelle Giraudon (IG), EMCDDA
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Overview and main findings of the pooled EU cohorts

The present pooled study was conducted togethbrtivit EMCDDA and the NFPs and national experts ortatity.
It is the 2nd European coordinated study on maytalinong drug users, building on the experienah®COSMO
study. The rationale of this new exercise is thabynstudies have been carried out in Europe, irymanntries, but
that most of them are not published, and theirltesue not available for a wider international isade. The other
purpose of the exercise was to increase the #tatippwer of the analysis, in particular with redj¢o the causes of
death, and to involve more Eastern-Europe countnbih were underrepresented in COSMO. The objestof the
pooled studies are to describe: the overall andecapecific mortality, gender and age differentesds, and social
inequalities and mortality. Cohorts of opiate usartering treatment in 9 countries/sites were hetl Spain
(Barcelona), Netherlands (Amsterdam), SloveniaaGadZagreb), Romania (Bucharest), Norway (OdWglta,
Poland. A similar methodology was used for allldaing the EMCDDA protocol
http://www.emcdda.europa.eu/scientific-studies/26Rtallity-cohorts: common core dataset, dataitigk
(Population register, Mortality Register), baselmeasure at intake and standardized mortality vaitio European
population. 31000 persons were enrolled (all caharre dynamic), representing more than 20000®peysars
(PY) of follow-up. There were 2885 deaths, 20438vhfch with known cause. The CMR was 14.2/1000 P\giag
from 3.5 to 22 between countries. The SMR was &xging from 3.5 to 18.8 between countries. Caukdsath,
where known were mainly overdose (34.9%), HIV-AI(14.4%), circulatory diseases (9.2%), hepatic disdsiral
2.3% or unspecified 4%), traumatic causes (9.6éspiratory diseases (5.4%), suicide (5.2%) andlasop(4.9%).
The findings confirm the current high mortalityagioid addicts in Europe and a considerable exdsk®f death
compared to the European population. Too many yafdife are lost, with most causes being preveletébxternal
causes). The share due to overdose might be utidesitesd in some countries (e.g. coded as disedshe o
circulatory system).

Marcis Trapencieris (MT), Latvia
Pooled EU cohorts — implications of age differences mortality

MT presented a preliminary analysis of age diffeesnin mortality in the above described pooled Bhloct.
Background: in the 9 pooled studies, the year tfyetength of follow-up, year of birth, and ageeatry vary from
country to country. The oldest drug users werdééNL, NO, and SP and the youngest in RO, MT andQverall,
mortality rates are considerably higher among abigiers as compared to the general populatiorhisuvaries by
country and cohort. Four of the younger cohorts (MR, RO, Sl) had significantly lower mortality et (CMR or
SMR); two of the younger cohorts (LV, PL) had agrhinortality rates as three oldest cohorts. Thebairof deaths
in some cohorts was relatively small. Other limdas include: the patients are not necessarilylleatan their first
treatment and few countries have this informatieailable, few countries have data on the ‘curregogelse status’
(it is not sure whether or not people are stilihactirug users) and current treatment status. Ristdtus at entry is
not known in most participating cohorts. Furthearg: explore the use of ACP (age-period cohortlyaisafurther in
the pooled EU cohort.

Follow-up discussionGiraudon acknowledged the difficulties with this kind of ded analysis and the observed
heterogeneity in the results; also proposed thgther with the participating national experts, ethmdological
paper is published encapsulating this experiekicavcik , commented that it is a very interesting studyee&gly
when trying to explain differences between coustrieticed possible differences in service provis@ST in
particular and in the characteristics (e.g., infgptof the drug users between the countries; thasebe included in
the discussion rather than as correlates. He rastedell that there was a constant risk of deatles time, whereas
a decrease could have been expected as some pati@ystop using drugs. This might be due to tiimoous
enrolment of new patients as all cohorts are dyoaRinally the possibility was discussed to useéomai
populations as reference populations to computSHRBs.
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Mortality related to infection: HIV, anthrax: servi ce provision & guidelines (Joint Plenary DRD-
DRID)

Chair: Maria J Bravo & Vivian Hope

Isabelle Giraudon (IG), EMCDDA
Estimation of HIV mortality related to IDU

HIV/AIDS is one of the common causes of deaths megloin cohorts and the reduction of HIV-mortalgy
achievable in EU. This is why reducing mortalitypsahl be among the key priorities of HIV/AIDS poksi. Mortality
is an indicator of HAART coverage and access to RAAshould be equitable for all groups. Study questi how
many HIV-AIDS deaths in Europe are accounted fotbys and what are the trends? Methods: EUROSTAT an
HIV/AIDS surveillance database (ECDC) over time evilre two European level sources used in the asdbsis
the case for the EMCDDA Statistical bulletin). Riésuthe 2010 standardised HIV/AIDS death rate 4,000
inhabitants (Eurostat HIV-AIDS; ICD 10 B20-B24) wkethe highest in Portugal, France, Spain and (ialgst) and
Estonia and Latvia (East). Trends in Italy and Bmdéarly decreased after 1996 (because of HAARattnent) and
decreased in Portugal but with several years @fyddh Estonia and Latvia there is an increaseesk@®d3. The
estimated proportion accounted for by IDUs variesnf country to country. Based on surveillance dataDC data
on deaths among AIDS patients with known risk gjothge IDU risk group accounts from 64% (Spaindetes than
5% (HU, CY, the NL, MT, GR) of the reported AlDStjgats. The estimated heaviest burden in numbekH\6f
deaths related to IDUs were in Spain, Italy, Patugrance, Poland, Germany, Latvia and Estonisstibthe
estimated deaths related to IDUs 1413/1663 (20flthecestimated deaths are in Spain, Italy, Pottagd France
(85%). IG went on discussing the increasing diszney between mortality statistics (Eurostat, basedeath
certificates in national mortality registries) asutveillance data (deaths among reported AIDS gaBessible
reasons (beyond reporting delays) include incrgasom-AIDS mortality among PLHIV, possible undewgng of
AIDS cases and deaths, differences between cosmiiding of the cause of death for the generalatigrtregister,
and likely different combinations of these factorslifferent countries. There is a need for sutaaite of deaths
among all HIV cases (not only AIDS cases), inclasié information on cause of death in surveillaragsess
underreporting of death among AIDS cases in natismaeillance, compare coding practices and theldpment of
national level linkage studies between mortaligitistics and AIDS surveillance. This is particwarhportant in the
current context of increased concern with HIV imgoBaltic and south-east European countries.

Follow-up discussionCorkery commented on the fact that within the UK, abd4t & HIV/AIDS deaths were
attributed to IDUs in England in 2012, but abou¥#it Scotland. Thus, regional characteristics aod (certain
extent may be) coding practices should be takenadntount.

Anda Karnite and Marcis Trapencieris, Latvia
Mortality trends in PLHIV in Latvia and insight fro m cohort studies

Anda Karnite

Background: thanks to treatments, mortality de@dasnong PLHIV, and the causes of death tend torbesimilar
to the causes existing in the general populatiofE() and the USA). Objective of the study: to explarhether the
mortality trends among PLHIV in Latvia are simitarthe situation in the EU, and identify factors@sdated with
higher death rates (socio-demographic, risk, aimicel or health care factors). Methods and sourdég cases
register and mortality databases. The data soarwshe population involve 4888 PLHIV and 31,192®f follow-
up since 1987. Analysis included indirect standation (standard — age specific mortality ratethefgeneral
population), time trends-log transformation aneé#nregression, survival analysis - Cox regressiod,cause-
specific MRR - Poisson regression. Results: Thexe avpeak in 2001 with around 650 newly diagnod&tlit
PWID (more than half, were known (for ~ half of tteses), in 2010). There is a high and increasioggstion of
late diagnoses among PWID and poor treatment cgeeBd% of HIV positive PWID have not received ¢ca@®%
no ART, and only 6% received ART with no interragpti The crude mortality rate among PLHIV / PWIDtle
period 2001-2010, increased annually (8.4%). Thaedging cause of death is HIV for half (48%) oétRLHIV /
PWID, and external causes (mainly overdose ordejdor a quarter (26%). HIV specific proportiomadrtality
increases (63% of the deaths in 2010). PLHIV whoab®e HIV infected via drug injection have a twodsrhigher
death hazard (vs. MSM), two times higher HIV speaifiortality and six times higher mortality fromternal causes
of death. Limitations were discussed (underestmnmadif the PLHIV (half could be missed), underestioraof late
diagnosis, unspecific definition of interruptiontodatment, and ART duration, combination of trezits not taken
into account). Conclusions were that mortality sedenong PLHIV / PWID in Latvia increase annuallgafiV has
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been established as the underlying cause of deattaff of the PLHIV / PWID; the HIV specific proptional
mortality increases annually.

Marcis Trapencieris

The objective was to provide a complementary apgr@end describe HIV-related mortality among treatedy users
in Latvia. Sources were a cohort of treated amphiei users and a cohort of opioid users (desceaelier as
component of the EU pooled study). Automatic redorkhge was carried out of PREDA (treatment dasalpand
the mortality register. Results: 1) 1709 amphetamisers entered in treatment from 2000 to 2012esepting 8055
PY of observation; 61 died (including 51 males)eThedian age was 29. The CMR was 7.6/1000 PY an8MR
4.3. 15 out of 61 died of HIV, with a median age3dfyears. 2) 3599 opioid using clients entereattnent from
2000 to 2011 representing 25775 PY of follow-up ahdrhom 417 died. The CMR was 16.2 (17.2 for maled

12.4 for females); 68 of 417 (16%) died of HIV ahd proportion is increasing (40% in the last yparhe mean age
at death was 31 years.

Martin Busch (MB), Austria

Ten year trends in HIV and service provision in Euope

MB presented results from a report on the staf@anf of the 2003 Council Recommendation (CR) orv@néion and
reduction of health related harms associated witly dependence. He summed up the key componetiis GR
(prevention of drug dependence and reduction atedlrisks, and development/implementing compréatens
strategies; reduction of incidence of drug-reldtedlth damage - e.g. including HIV and drug-relatedths; develop
a range of different services and facilities, aignat risk reduction). He listed the different pusps of the project:
describe developments in epidemiology (in particblsed on the EMCDDA Key Indicators DRID and DRD),
availability of harm reduction measures, carry @astatistical analysis of changes in the epidergiold situation and
the supply of harm reduction, collate existing evide in effectiveness of harm reduction intervergtibased on
literature review; produce conclusions and recondagans. He presented briefly the findings from 3ine Work
Package on which his team worked: country profitesed on EMCDDA data mainly, Statistical Bulle@®&st
Practice Portal, country overviews, survey amomgRRitox network); stakeholder consultation antistieal
analysis (using trends in DRD numbers, HIV diagea@siPWID, OST and NSP from 2003-04 to 2009-10G%19.
MB highlighted that some harm reduction measuresg(donsumption rooms (5 countries), peer naloygograms
(8), heroin assisted treatment (6), NPS in prig€)nn( particular) are poorly available in the Elor€lusions and
Recommendations included: need for political stteaging of harm reduction; increase of the avalilgtand
coverage of NSP and OST through specialised prapesnintroduction of harm reduction interventionpiison
(where non available); naloxone “take-home” prograes; use of emergency services; drug consumptimmsp
counselling, outreach and peer involvement; actebkCV treatment; HBV vaccination; housing; intetia of
services; and research. Three priorities were ifiesit a) reduction of drug-induced deaths; b) immment of harm
reduction coverage in prison settings; and c¢) rédunof harm caused by drug-related infections.

Follow-up discussionSome updates were reported from Germany (Althgeghmany has NSP in prisons
‘available’, NSP is provided in only one prison arg@about 240 prisons in Germany, this is signifialess than
in former times due to a political reaction) and K.

Cornelius Bartels, ECDC (CB)

ECDC/EMCDDA Joint anthrax prevention guidance for PWID

CB provided an overview on the characteristics thedhistory of anthrax. Then he focused on injectiathrax and
referred to the outbreak among heroin users foligwthe injection of heroin contaminated with B.haatis spores; it
became a new clinical entity in 2009. As main syon one expects to see serious soft tissue infe(E6TI),
coupled with extensive oedema, developing at tjeeiion site several days after heroin injectionsome cases there
are signs of systemic infection, including signseser, raised white cell count, cardiovascular poomise, blood
coagulation disorder and multi-organ dysfunctiondspme. The outbreak has re-emerged in 2012, aongnn
2013, involving likely all single cases, not linkedth each other. All cases are associated witbiharse/injection -
heroin is the likely contaminated agent. CB presgmécent results from genotyping and also posgitgraphical
routes of trafficking contaminated heroin from Atdacentral and Western Europe. A rapid responsereguested
by the Commission and ECDC and EMCDDA worked tadpice a joint evidence based guidance. The process
focused on primary and secondary prevention, syaiemeview of existing literature and grading ecdments. An
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expert panel for formulation of recommendations alase consulted. Interventions targeted behaviarahges (e.qg.,
adherence to OST and adherence to heroin assistathent, adherence to NSP, modifications in tleeamation of
heroin, alternative routes of administration) adl @& prophylactic approaches (e.g., vaccinatiotipatics). The

role of the expert panel was deemed crucial irptioeess (its rich composition in expertise was gme=d).
Recommendations in the area of public health a&iaentification were: a) Appropriately-dosed ojgiagubstitution
treatment (OST), including a wide-range of OST ami should be provided to reduce or eliminateitilieroin use
in a context of anthrax outbreak among drug usessispected circulation of drugs contaminated waitthrax. In
countries where heroin-assisted treatment is lpgalssible, it should be seen as an interventioongnan extended
range of OST options for the prevention of antliregeople who use heroin; and b) as early as plesdiagnosis and
referral of the case is essential to prevent furtleem and death. Therefore, a wide range of psafaals in contact
with PWUH, but also PWUH themselves and peers shbelmade familiar with possible symptoms of infatiith
B. anthracis. These include localised soft tisse@ema near to the injection site and generaliseghgyms like
systemic illness, gastrointestinal, respiratorCdiS-disorders. All symptoms may appear separateily o
combination with each other. Other key recommendatfocused on risk communication. CM concludedl tie
anthrax outbreak is most likely on-going at leaste 2000; contamination occurs most likely repéigten single
production site(s) depending on environmental fa;tearly diagnosis and early treatment are cruttiate is an
important role of aggressive surgical debridemieé¢gration of clinics, public health, harm redoctiand drug
control for effective management are crucial; thiere potential for use of monoclonal antibodieppaitive heroin
sample is still the missing link to identify andeenually control the source.

Follow-up discussion(A/N. The discussion following this presentation hasn extensive. Work on this guidance is
ongoing and likely to be finalised in 2014. Onlynsopoints are reproduced belpRilystad asked about the role of
vaccinesCB reported that the panel considered this mattediounot include it among its recommendations for,
among other things, it was not clear how this womtatk with heroin users (health statudjiessingacknowledged
the important initiative of the ECDC on this prdjeiore research is needed for getting more evidebBéscussion
followed over the process of forming the recomménda on the basis on existing evidensgang: Some
commented that some of the recommendations angragiatic (e.g., HAT is very costly) while otheesq;, OST)

are inadequatéViessing acknowledged the complications of HAT but alstedathat the aim of prevention was to
reduce all illicit heroin use and not so much tarade of the route of administration as anthraxciide is not
specifically related to injecting. A short discussabout heroin profiling followed.

Hepatitis C infection in PWID (Parallel session—Coference Centre)

Chair Magdalena Rosinska & Mika Salminen

Katelyn Cullen & Vivian Hope, United Kingdom
Incidence of hepatitis C infection among people whimjecting drugs in the EU (with a focus on the UK)

KC stated that sero-behavioural monitoring of PViddmportant to informing public health respondes2011, a
novel hepatitis C antibody (anti-HCV) avidity tesgialgorithm to detect recent infections was inticet in the
national survey of PWID to estimate HCV incidengkethod: PWID are recruited annually, through >68die &
syringe programmes and prescribing services a&tngkand, Wales and Northern Ireland. Participantaplete a
short questionnaire and provide a dried blood spotple. Samples containing anti-HCV antibodiesweae found
to be of weak avidity and also contained HCV RNA@avelassed as probable recent infections (those-divit
positive N=35 (1.23%) were excluded). Factors dased with recent infections were explored. Resigerall anti-
HCV prevalence among those who had injected duliagreceding year was 45% (N=1,718). Of the 880tad
been at risk of infection (mean age 35), 960 weterdCV negative and 20 (1.2%) had been recenfigdied.
Incidence was between four to 12 infections perd®&on-years of exposure (assuming an avidity einperiod of
60 to 180 days). In multivariable analysis, redafeéctions were more common among: those impridare>5
occasions (3.8%, 8/213; adjusted odds ratio [adj=BR, 95%CI 2.04-37.03); women (3.5%, 8/230; atj=3.8,
95%CIl 1.41-10.38); and those ever-infected withatitip B (8.9%, 5/56; adj-OR=6.25, 95%CI 2.12-1§.4he
conclusions were that this study, one of the firdhe UK to examine the risk factors associatetth wécently
acquired HCV infection among PWIDs, found that redefection was associated with frequent impriseninand
was also more common among women and those eeatéaf with hepatitis B. These associations areglrigb
markers for underlying risks, and require furtherestigation. The findings also suggest a neethfgeted
interventions in prisons and post-custodial suppertices.
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Knut Kielland (KK), Norway
All-cause and liver-related mortality in hepatitis C infected drug users followed for 33 years

KK started by stating that the course of chronipdiiis C virus (HCV) in injecting drug users (IDJUsas not been
well described. The aim of this study was to coragang term all-cause and liver-related mortalityoag anti-HCV
positive IDUs with and without persisting HCV infem. Methods: A retrospective-prospective coméalcohort
design was applied. A cohort of 864 drug users #ddfor resident drug abuse treatment in a Noraredrug abuse
clinic 1970-1984 was established in 1991. At tirattpoint causes of death were included retrospagtihrough
register linkage. The cohort was then followed ugspectively by new register linkages to natioegisters. The 635
individuals with available stored sera were scrddne anti-HCV antibody. Anti-HCV positive individis were
further tested for the presence of HCV Ribonuckga (RNA). All-cause and liver-related mortalityas compared
between HCV RNA positive (n=328) and HCV RNA neygatindividuals (n=195). Mean observation time frome-
point of admission to 2008 was 33 years. Resulisc#use mortality rate among the 523 anti-HCV pwesisubjects
was 1.9 (95% CI 1.6-2.1) per 100 person-years, sriate (95% CI 1.8-2.5), females 1.4 (95% CI 1.1:-1A8-cause
mortality rates were not influenced by persisting\Hinfection. Main causes of death were substaseerelated
(49%), suicide (9%), and accidents (8%). Liver disewas cause of death in 7.5% of deaths among RIXA
positive subjects. Five of 17 deaths among IDU# wérsisting HCV infection occurring after age 5€rgvcaused by
liver disease. The conclusions were that the alseanortality in IDUs is high and with no differenbetween HCV
RNA positive and HCV RNA negative individuals thiesf three decades after HCV transmission. Howea@igng
IDUs with chronic HCV infection who have survivedtil they reach the age of 50 years, HCV infectomerges as a
main cause of death.

Eberhard Schatz, Netherlands

Hep C initiative

Summary project outline; Viral hepatitis affectsmmthan half a billion people worldwide and is gangublic
health problem in Europe, where it disproportiohasdfects injecting drug users. On average, 60%ijefting drug
users (IDUs) are estimated to have hepatitis Cjrmasdveral countries the vast majority, over 90%emple who
inject drugs (PWID), are believed to be living witGpatitis C.

The current situation regarding viral hepatitis a@indg use indicates a clear need for action orouarievels: a) Need
for action on the practical level: Evidence shothaf testing for HCV and referral to HCV treatmarg - among
others - key interventions for the prevention gbdgtis. There is a need to improve a pragmatieguméon approach
in services frequented by active drug users arhédyse barriers and obstacles to treatment uptakéeed to
review and summarise current evidence and knowletye literature on HCV issues, including epidemipl,
diagnosis, treatment, prevention programmes, strggmogrammes and societal attitudes varies cersiidy and is
not always easily accessible for stakeholderserfitid. c) Need for peer involvement and peentraj: Peer
involvement at an early stage has the potentiptégent new infections, promote testing for tho$® Wwave been
exposed to risks, and support and inform peoplevfoom treatment is an option. Capacity building &athing is a
crucial pre-requisite for effective peer involverhantivities. d) Need for political leadership: Adtugh the great
majority of governments in Europe is aware of dt@ming data in regard to hepatitis C, policypmsses to the
epidemic and to the needs for interventions irfigld of prevention, diagnosis, care and treatmard,insufficient.

The project will address the priority ‘Review opjpmities for developing and implementing (innovajiv
interventions, including training activities, togment hepatitis C in drug users'. Overall aimsntprove the
knowledge regarding hepatitis C policies and peagctito improve the capacities of target groupespntatives and
professionals in the field of HCV prevention, coeifing, testing and treatment, specifically targgtdrug users; to
influence HCV policies at the national and Europleael. Specific objectives are: to assess obstamte barriers to
the implementation of effective strategies in tieddf of HCV prevention, counselling, testing anelatiment; to
compile up-to-date information regarding theory gnaictice in the field of HCV and drug use andderitify
emerging issues; to organise peer-to-peer traiamcapacity building among injecting drug usergumope,
targeting HCV prevention, counselling, testing &me@tment; to influence policies and advocateterdevelopment
and implementation of evidence-based HCV strategfi¢ise European and national levels; Methods:prbgect will
focus on three main areas: research, practicealicl. The following methods have been selectecbier these
areas and to achieve the objectives of the prajaetrvention analysis; literature review; trainjrglvocacy;
multidisciplinary cooperation. Results:Inventoryagdfective interventions: Documentation of factofsuccess and
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failure, including recommendations; Literature ewvi up-to-date literature, research reports angepro
documentations will be analysed and reviewed; A-@geer training course for drug users; Policgl advocacy
activities, comitted to better access to high dqualnd effective HCV prevention, counselling, traaht and care; the
project will organise 3 expert meetings, a pegyder training seminar, four national policy dialegueetings and an
international policy seminar; a web-based resoaecere will be set up, including all project outaesrand results.
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Harm related to new psychoactive drugs and methamp#tamine

Chairs: Isabelle Giraudon and Gergely Horvath

David Wood, UK

Establishing the acute harm associated with the usd# NPS: what is available, deficiencies in currentatasets,
potential for poison centre data, Euro-DEN data cdéction

Background: recreational drugs and NPS use are ommsystematic data is available on prevalencesef drug
seizures, use of treatment agencies (TDI), drugied|fatalities. But, there is no systematic datkection on acute
recreational drug toxicity. There is a need foladaangulation on NPS toxicity. The sources obrnfiation are in
vitro pharmacological studies, animal studies, siseports and subpopulation surveys, case refggtses), pre
hospital emergency data, emergency departmentriadas, poison information services, data caibecthrough
specialist sentinel surveys. Scope, strengthsianithtions of all of these are presented and dsedisThe
conclusionswvere that there is no pan European data collesiystems on the acute harms related to novel
psychoactive substances; data triangulation frortiphelsources allows patterns of acute toxicitjptodetermined;
poison centres and information services can prowsful information (there is some potential t& linternational
centres to provide more robust data); Euro-DENgumiojs a novel pan-European coordinated approacblkecting
Emergency department data.

John Corkery, UK

Trends in recreational drug-related deaths includirg new psychoactive substances

General trends in np-SAD deaths, related to ‘tra@l’ and to NPS drugs were described. UK legigtathanges are
summarised (e.g MDPV controlled in April 2010; Metietamine Temporary Class Drug Order in April 2@h2l
controlled Class B in April 2013; 251-NBOMe Tempor&lass Drug Order in June 2013). The sourcesgudesases
definition used by np-SAD were presented. In 2@4&re were about 1700 deaths reported, of whichitah00 were
related to heroin morphine, 150 to cocaine ancb5hiphetamines, prices, and 35 to ecstasy typgsdFor each
drug, the context of purity, seizures, convictigms;sons in treatment are discussed. The conckisibtine
presentation were that there was a fall in prise, and purity of some ‘traditional’ stimulants cae,
amphetamines, and ecstasy type drugs accompaniedl bydeaths. There was appearance of new stintsilin the
mid-2000, GHB, Ketamine and slow emergence of pipees, and then methcathinones especially mephedro
Both of these had associated deaths. New drugalsartause deaths in their own right. Importamdte that in
many cases polydrug use is the typical scenarithiese deaths. Effect of control legislation ontdealear for
GHB/GBL where the control of both these substaneas followed by initial fall. For mephedrone thevas a sharp
fall but then levelling off. The picture is not slear between ketamine and methoxetamine. Finadiytrol appear to
create displacement.

Jane Mounteney, EMCDDA

2013 trendspotter meeting on methamphetamines: maifindings, main concerns

The ‘trend spotter concept’ includes in depth infation gathering, on subject of concern and uniceyteone off
and ad hoc with rapid reporting. It is a multi-soeirmulti-methods, multi-disciplinary triangulatiditerature review,
routine data collection, electronic survey, meetiitl experts’ presentations, focus groups andyaiglHarms,
traffic, seisures, production, populations of usezsponses were covered. The cmine in Europecisisions were
that there were multiple different situations irr&pe, and that there were many information gapshidtaphetamine
in Europe is not a mass phenomenon (but even ptlevalence can cause harm); the situation is stalgleuntries
with history of methamphetamineor which alreadyl la marked amphetamine problem; there are newehds
amongst small MSM groupps in large cities (reqgritose monitoring); in some countries like Lataiad Germany,
the use of methamphetamine is increasing. In otiter$reece, Cyprus, Turkey, methamphetamine (smgdks an
emerging threat).
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Prevention of overdose and infection (Joint PlenarfpRD-DRID)

Chair: Dagmar Hedrich & Teodora Groshkova

Paul Dargan (PD), United Kingdom
Improvement in the recognition and assessment of ate drug toxicity in the pre-hospital environment

The clinical classification of drugs are: Stimuk.g., amphetamines, MDMA, cocaine and NPS ssich a
piperazines, cathinones, synthetic cocaine, piptadindanes, benzofurans); Depressants (heroiaidsp
benzodiazepines, GHB and NPS such as GBL, 1,4-Biklropioids and metabolites); and Hallucinogeng.(¢.SD,
Psilocybin, Ketamine and NPS such as glaucinenkeganalogues, tryptamines, synthetic cannabinsalsia).
Clinicians are familiar with the patterns of toxjcassociated with classical drugs and become asangly more
familiar with the NPS. NPS have additional charasties in their toxicity. The presentation focusmdpre-hospital
environment and what can be done to improve theagement of the cases and in particular the ideatitin of
those at risk and the adequate referral to A&Ea@ntulance. The backdrop are large festivals; ralyhs;
recreational settings and the recreational drugity>and in particular the presentations in faid facilities. In pre-
hospital acute drug toxicity has different pattecompared to hospital cases and different druggsarause (e.qg.
more GHB and ketamine, than cocaine and XTC, contoahospital cases). Pre-hospital cases maynjest
reassurance in a calm environment but there igenpal for severe toxicity and life-threatenininatal features as
well (e.g. coma with aspiration, sympathomimetixidiy). These cases should be fast-tracked tpitals Delayed
transit of patients to hospital can be criticalneke, an initiative towards the early identificatiamd simple clinical
assessment of those at risk in a London pre-hdégpitaronment started in 2006. This included guited on
responding, equipment, training etc. These guidslinere adapted to a European context accountirigefaifferent
models of pre-hospital care across Europe (EMCDD#léd project in 2011). An Internet-based reviews dane of
the UK guidelines (guideline components and faesiheeded for initial assessment and care). liitGes
responded to the survey and there was an overxa@ptance of the guidelines. The next step (thraughworkstream
of the Euro-DEN project, funded by the EC DPIP pe0j2013-2015)is to provide training and guidelines to staff in
recreational settings to respond to drug-relateients. The objective is to develop and finalisérdgeractive
training package and updated guidelines for preitelsassessment, recognition of drug-toxicity aeferral. A
feasibility study will be conducted in London, Maita, Oslo and Brno.
Follow-up discussionGeorgiadis asked whether alcohol was considered when devejdpe guidelines. The
response was that these guidelines were focusddugs but they could be considered to be appr@paiso for
alcohol in pre-hospital environmengsnother question was about a possible 24-hour telephoeenith specialist
advice. The response was that this kind of senviag be anyway available in many places in Europés¢m
centres).

John Strang (JS), United Kingdom
Pre-provision of naloxone to prevent heroin overdasdeaths: evidence, myths and UK experience

JS noted several reasons why take-home naloxareimportant intervention to consider: first, owesd is the major
cause of death among drug users—mainly opiatesndemost heroin overdoses are witnessed (oftdarnity
members in home contexts) and therefore invitefdive reaction by bystanders; except that oftenrtaction is
often wrong. In all, overdoses are common hazardsis population and in addition they are freqlyewitnessed:
this is where there is room for intervention tham enake a difference. Naloxone is critical in segf$iand times of
high risk. There are: Post-detox and post-rehabhiiih phases, during methadone early treatmentypod prison
release (high excess drug-related mortality rafibg value of naloxone interventions was suppoatedi possible
concerns (e.g., encouraging risk taking) acknowdeldg
Follow-up discussiorMendé&o called for gathering all necessary evidence; @eoto achieve this, any possible
(ethical, bureaucratic, legal) barriers for cargyout scientific research on the effectivenesssef of naloxone in
community settings, incuding trials around Euraffgcommented that that there should not be any coeitsy on
this issue, except perhaps when we don’t know wkaé¢cipient iswWiessing liked the idea of the clinical trial and
but wondered whether it could be ethically possibleet up a clinical trial if the comparison isrggpto be with not
providing naloxoneJSthought that there is a need for well-designeadiin this areaAnother concern is the

3 See presentation given by David Wood on day 2, and minutes of the DRD sessions of the joint expert meeting.
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restrictions for use (safety) JS doesn’t know tatamal regulations but everywhere the contextsaf for naloxone
is the reversal of overdose, except that it allsameone other than the drug user to dorépencieris believes
that naloxone interventions are important for caestthat report high numbers of overdoses. He woadl
however whether, considering precarious livingdittans of many drug users they would have the owiin
readily at hand when required. JS responded the¢mmuests address only whether naloxone peailison is
effective: deaths among those exposed to the i¢ion compared to those not exposed.

Fabio Patruno, Italy
Prevention of overdose and infection. Experience &m Villa Maraini Foundation/Italian Red
Cross/International Federation Red Cross Red Cresce (IFRC)

Already in 1980, a Red Cross (RC) expert meetmdrogs held in Strasbourg recommended to incloee t
antagonist medicine naloxone in RC first aid Kitsis should be done after emergency professiomal e
volunteers have been formally trained on how tothseproduct. The medication does not presentriskyand
possibly saves the live of those who suffer anoidpoverdose. Villa Mariani, a facility in Rome, neged by the Red
Cross offers a wide range of services suited tividdal needs and capacities. The services aiaatefs ‘very low
theshold’ and include street units, emergency wnitsprison projects. Over the course of the pagtears, more
than one . million contacts with POUs took place] 43000 naloxone vials were given out.Of11000rimstions for
emergencies including overdoses, 9000 led to nsfévadrop in centres. In 2012 alone, over 600 @&flentsare
followed up in the RC outpatient clinic per montixfhermore, the RC conducts harm reduction tragingnany
countries, including in Belarus, Cambodia, Kaza&hstkraine and Latvia.

Charlotte Klein, Austria
Report on the EU consultant project: “Current state of play of the 2003 Council Recommendation on the
prevention and reduction of health-related harm”: focus on evidence on the prevention DRD

The Council Recommendation of 18 June 2003 on ttregmtion and reduction of health-related harm ased with
drug dependence was briefly presented and the sfdpe Follow-up project, which involved the doocemmation of
trends and developments in harm reduction respand&srope since 2003, was described. . As patiefnalytical
work, a review of the DRID and DRD situation asriat out. Overall, incidence of HIV infection amoimjecting
drug users has been decreasing over years in noamyries, a change that coincided with a broadailaility of
treatment and harm reduction responses. Howewailasimprovements were not yet evidenced with réda drug-
induced deaths. Countries were grouped accorditfieintrend in the number of reported drug-indudedths into
those where an increase and those where a degvaaswted from the 2003/04 to 2009/10. These clzawgee
analysed against the current estimated coveragarious harm reduction measures. The greatesttiodadetween
the two periods, in the numbers of reported deatite observed in countries with high coverage ofmh@duction
measures. Literature supports these results. Taitable evidence was discussed for some of the unegsincluding
OST, supervised drug consumption rooms and, pdexaree provision in particular. A special emphasés given to
measures targeting prisoners and ex-prisonersadtnoted that pre-release councelling and throaghare essential
to reduce DRD but are hardly available in Europaamtries. Prison release without adequate thraarghis one of
the main risk factors for drug-induced deaths. @tiasts recommended that measures targeting reductiDRD
should become a priority if the Council Recommeiuttewere to be renewed. Proposed measures included
improving the coverage of interventions, providiog threshold access to OST, improved provisio@8fT to avoid
interruptions, especially upon prison release aravbid waiting lists; comprehensive health insoeacovering OST;
as well as measures to facilitate the use of emeggservices in cases of overdose; peer involveaettfamily
support, including through naloxone distributiogrammes.

End of the regular DRID — DRD meetings, closure
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Annex 1 — DRID Strategy Workshop guidance and repds

Workshop 1: Monitoring HBV vaccination through the existing EMCDDA data system.

Moderator: Mario Cruciani, Italy
Workshop guidance

Mario Cruciani, Italy

Background

Drug users are at high risk of HBV infection, btfthough parenteral/percutaneous and sexual trasgmisAmong
notified acute cases of hepatitis B where transoms®ute is documented, one in five has been tateby injecting
drugs. Prevention of primary infection by vaccioatis an important strategy to decrease the rishadnic HBV
infection and its subsequent complications. Hejgditserologic testing involves measurement of sdudéBV
specific antigens and antibodies. Different serml6markers” or combinations of markers are usetlémtify
different phases of HBV infection and to determivteether a patient has acute or chronic HBV infextis immune
to HBV or is susceptible to infection.

Problems

In ST9, data are requested on HIV, HCV and HBV. HBWV, the following tests should be performed:

* hepatitis B surface antigen (HBsAQ); « hepatitisurface antibody (anti-HBs); « hepatitis B contilzody (anti-HBc
, 1gG and IgM); moreover, If only one HBV markemdae provided, priority is given to HBsAg. Hovezywhile
HBsAg is an indicator of acute/chronic liver diseasid infectivity, its absence does not provideiaformation on
immunization status. By contrast, testing antitdBg antiHBc” provides information on immunizatistatus as a
result of prior infection (antiHBc +, antiHbs +) @accination ((antiHBc -neg, antiHbs +), or on saphility to
infection. Individuals testing negative to antiH&sd antiHBc are candidates to HBV vaccine.

The implemention of mass HBV immunization prograsneecommended by the WHO since 1991, and thigipeac
has dramatically decreased the prevalence of HBAtfion and its complications in many countriegdily, HBV
vaccine should be offered to all PWID, to peoplesk of progression to injecting (e.g., people vane currently
smoking heroin and/or crack cocaine, and heavipeddent amphetamine users) as well as non-injesiags who
are living with current injectors. Nonetheless, HB&€cination coverage in drug users is still lowriany countries.

Other problems that may arise are related to thepance of the test, acceptance and complianbethégtvaccine
schedule, and need to test antibody responsevaftemation

Aims of the workshop

- To discuss ways to improve the reliability andnparability of diagnostic testing data for DRID nitoning
- Discuss ways to promote and offer testing to peeapincreased risk of HBV infection

What do we expect from participants?

- To prepare a short country report (e.g. less trenpage) about the use of HBV diagnostic testatg for
DRID monitoring in their country, what are the difflties using this data and how these problemslaadt with.

- To participate in the discussion

- To think about cost-effectiveness of testing

- To appoint someone to make a report (1-2 pag@ésard)
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Workshop report

Participants: Mario Cruciani, Italy (Chair); Violeta Bogdanova, Bulgaria; Silvia Slezakova, Slovakia; Hans
Blystad, Norway; Nasia Fotsiou, Cyprus (Rapporteur)

Drug users are at high risk of HBV infection, both through parenteral/percutaneous and sexual transmission. Among
notified acute cases of hepatitis B, where transmission route is documented, one in five has been infected by injecting
drugs. Prevention of primary infection by vaccination is an important strategy to decrease the risk of chronic HBV
infection and its subsequent complications. Hepatitis B serologic testing involves measurement of several HBV
specific antigens and antibodies. Different serologic “markers” or combinations of markers are used to identify
different phases of HBV infection and to determine whether a patient has acute or chronic HBV infection, is immune
to HBV or is susceptible to infection.

The countries participating the workshop referred to the situation and to some problems that the monitoring of HBV
vaccination presents. The aims of the discussion were to improve the reliability and comparability of diagnostic
testing data for DRID monitoring, and to find ways to promote and offer testing to people at increased risk of HBV
infection.

During the discussion some problems erased concerning basically the information requested in ST9 on HIV, HCV and
HBYV and the number of tests that should be performed in order to have the results requested. As a result, a new
approach to reporting HBV data has been proposed during the workshop, supporting that it should be simpler and less
expensive.

The implementation of mass HBV immunization programs is recommended by the WHO since 1991, and this practice
has dramatically decreased the prevalence of HBV infection and its complications in many countries. Ideally, HBV
vaccine should be offered to all PWID, to people at risk of progression to injecting (e.g. people who are currently
smoking heroin and/or crack cocaine, and heavily dependent amphetamine users), as well as non-injecting users, who
are living with current injectors. Nonetheless, HBV vaccination coverage in drug users is still low in many countries.

The aims of the workshop were difficult to accomplish as there was substantial heterogeneity of the countries
represented at the workshop. There were small and big countries, with different prevalence/incidence of HBV
infection in general and selected populations. Moreover, the cost of testing may be an issue in certain countries, while
some others suggested that the burden of reporting HBV data is quite big. Another point raised in the workshop, is the
“Preemptive vaccination” (a first shot or complete cycle given before knowledge of results of screening test) that is
adopted in certain countries (e.g., Norway, Cyprus).

The group discussed the usefulness and added European value in collating hepatitis B markers in prevalence studies
that who would indicate vaccination coverage of hepatitis B in IDUs. The group did not agree on any
recommendations. All participants agreed that monitoring vaccination coverage can be useful on a national level if the
resources and capacity to perform such tests are available, but the view differed in the question of added value on a
European level. Member states have different vaccination policies. Some countries, like Italy, have had hepatitis B in
their vaccination policy for a long time and soon most young IDUs will have received the vaccination in childhood.

The participants suggested that the issues raised in the workshop should be discussed with the other European
countries. This can be accomplished through the preparation of a questionnaire by the EMCDDA and sent to all the
focal points, in an attempt to share their opinions on the key issues raised (e.g. cost issues, vaccination coverage,
burden of reporting, etc).
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Workshop 2: Burden of HCV disease

Moderator: Mika Salminen, Finland

Workshop guidance
n.a.

Workshop report
n.a.

(see presentation at
http://projects.emcdda.europa.eu/areaDRID
Username: areal6

Password: DRID2012)
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Workshop 3: Capacity building and feedback to sende providers, networking of experts

Moderator: Anastasios Fotiou, Greece

Workshop guidance
The role of the DRID towards stakeholders

Anastasios Fotiou, Greece

Background

DRID is a unique indictor. DRID evolves in diffetensettings (routine testing /community surveys,
European/national/local), and deals with a widegeaof stakeholders and audiences: drug usershhgaltessionals
(pathologists, biologists, nurses, and treatmensguael), social researchers, health economistspalidy makers,
NGOs and human rights advocacy groups, ethical dtees, funders, etc. With the new format of thedpean
Drugs Report (EDR) and the novel approach withmdfsorting system overall, the EMCDDA shows thakshtmlders
lie right at the centre of its operations. AnnuaRID meetings held at EMCDDA also increasingly irdzu
participants from a wide array of actors acrossoper(experts, Focal Points[FP], professionals, N@@s policy
makers, only to name few) thereby creating thesfasistakeholders’ involvement into DRID proceakse

Problem

Despite improvements, the annual EMCDDA indicatesesssments consistently show that, still in sevarahtries
DRID data are not readily collected, while wherelDRlata are available these are not always reathiéyed. These
findings show that more attention needs to be plame stakeholders, especially at the national lekrelsome
countries DRID stakeholders, especially primaryadptoviders, may feel not enough involved and neitimg

sufficient in return for their data provision toeti-P and the EMCDDA. The FPs and national expeatee ta
significant role to play in this: to present théuation, raise awareness, involve experts and [getxpert groups,
produce and disseminate DRID data and other infaomahelp build up the capacity through trainiragel seminars.

Aims of the workshop

- ldentify stakeholders and weigh up their relevaiocBRID’s effective implementation

- ldentify stakeholders’ needs and prioritise theking into account the threats and opportunitiessented
in the currently dull economic climate in many ctries

- Exchange national experiences of best practicedisumliss ways to improve the cohesion of the EMCDDA
and FP networks by creating effective mechanismsaf., ‘translating’ DRID information in formathat
satisfy different audiences (drug users, profesd®mmolicy-makers, and the media)

What do we expect from participants?

- To think and discuss previously about the issue
- Participate in the discussion providing nationglenences
- One participant to do the reporting (one or twogsaigp Word)

Workshop report

Participants:EU experts: Jan Fouchard, Denmark (JF), Anna makangary (AT), Sofia Lopes da Costa,
Luxembourg (SLC), Iva Pejna¥Franelt, Croatia (IPF), Eberhard Schatz, Netherland (E8)ores Sesma,
Spain (DS), Anastasios Fotiou, Greece (AF). EMCD®#f: Rosemary Martin de Sousa, EMCDDA
(RMS), Sandrine Sleiman, EMCDDA (SSL), Alexis Goestli EMCDDA (AG), llze Jekabsone, EMCDDA
(1), Frederic Denecker, EMCDDA (FD), Kasia Natamé&a, EMCDDA (KN)
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Experts representing seven countries (Greece, Ddmidangary, Luxembourg, Croatia, Netherlands apdi® and
six EMCDDA staff members (Communication and Reitmits) attended the workshop.
AF, in the capacity of a moderator, introducedwhekshop giving a short presentation. He highlightentextual
challenges related to data collection for DRID aador; on how data collection system is perceivadgous levels
(individual; local; national and international) amtio are main actors involved in the DRID dataexdibn, analysis
and dissemination system. Further, to set-up tbeeséor discussion, he definBdRID stakeholders as any person,
organisation or group, who has an interest in DRIDor could be potentially affected by its delivery oroutputs,
noting that for the purpose of the workshop oneaukhassume that these stakeholders play severarian roles:
they may be data providers, partners, decision rsakelvocates or funders, they affect how well DRi@icator data
are collected and their management is regardedtasteal part of DRID effectiveness. AF also acklemged
EMCDDA efforts to increasingly address needs ofouss stakeholder groups through the improved Ewpigrug
Report package and the new format of expert meetiflghough NFPs have also scaled up their natinebdiorks
and stakeholder engagement significantly over gdags; he highlighted challenges some countriesgtilhface:

+ DRID data are not readily collected or are not gisvshared,;

« lack of funding available for studies;

« lack of co-operation between key persons or orgaioizs;

* no national DRID working groups in some countriesyever for this issue one should distinguish betwe
formal andinformal cooperation at the national level.

These challenges suggest that NFPs should payattergion to their stakeholders, engage them apiattefy and
efficiently, and also sustain two-way communicationdata collected, analysed and reported. Folligwhe
introduction, AF introduced aims for the workshop:

e to identify stakeholders;

e weight their relevance to effective DRID implemeita;
« pin-down and prioritise stakeholders needs taking account the current economic climate;
» share national experiences and best practices.

A discussion was opened by ES from Netherlands, pvbposed considerindyug users as stakeholdersf DRID.
He shared experience on usjeger involvement e.g. involvement of drug users or their assomiesj in various
training projects on hepatitis C and stressed wnlqowledge drug users possess about DRID. Thisvides further
elaborated also by JF, however he argued thatenwauntries may not have drug user associatioth®trer
platforms needs to be consulted — such as orgamisavorking on HIV issues in general. While AF exbtthat in
Greece there was no practice engaging any peenisggi@ns in the past, but that recent HIV/AIDSloatks have
changed perception and added value for such caigeis now more visible; however he noted thatgdusers are
involved already indirectly through harm reductservices. While AT from Hungary shared her personal
volunteering experience in a harm reduction orgdiua parallel to her duties in the NFP, which giter additional
insights into drug scene and allows better intdrihre situation. In Croatia the NFP closely collaties with six harm
reduction NGOs.
Further participants discussed hdifferent experts are involved in DRID data collection system. IPF from Croatia
highlighted that involvement of experts at natiole&kl depends a lot on personal relationshipsth@adNFP has a
unique role to put all the experts around one teblether to that AG referred that management letimnships with
national experts is one of the main tasks of th® NF
To advance the discussion, AF encouraged the exjuedive examples what a NFP cofédd back to drug
users/their associations, data collecting agenciaad experts involved in the DRID systen(in theory and
practice). Following elements were noted by theksbop participants:

e better services, which would match the needs afuse

« appropriate information for service users;

e counselling;

e training to NGOs;

- feedback to data providers on the use of data igathins, reports etc);

< validation of data analysis and interpretatiafid‘'we understood situation correctly’

e provide more information on what is EMCDDA, itseand what is the role/obligation of the NFP.
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Further participants exchanged views on some pestmplemented at the country levebtmage health
professionals/social workers/ programme manageysvhich are also stakeholders of DRID data coletsystem.
In Hungary, as example, the NFP created a dataatwh page on the NFP website for needle andggrin
programmes where NSPs report on their syringe u@mnand client data for national data collectiords To
motivate NSPs the page was further developed ascew@nded by service provider level statistica®o service
providers can use this page to analyse their owsatad utilise output tables and figures for tlosin needs. IPF
from Croatia noted that for a practitioner, pergapthat he/she is contributing to the work of aternational
organisation is also very important and may be vatitig; while AF indicated possibility to involveath providers
more in commenting of documents produced at themeitlevel. It was also noted that there are diif working
cultures between treatment and harm reduction@prioviders which may influence their attitude aoels data
collection, while some changes in these culturesbeaobserved also over time.
Further the participants discussed what would bedle ofa national working group in the context of DRID data
collection system. In general, there is a feellmg tvorking groups are currently considered asarebebodies for
data analysis which helps the NFP with the repgrtimction rather than a forum to exchange opinatrthe national
level. Interpersonal relationships among diffexperts may influence the composition, quality anttomes of its
work. However, it was also noted that formalistipeoach would not help to improve cooperation amexpgerts,
and that each NFP should find their own triggersaf meaningful cooperation with them in that wagking the
NFPs work more relevant to the national partnénsak noted also, that for a small country, suchia&embourg, a
national working group is more manageable tharaftarger country with complex structures. Someasiwere
indicated for enhancing cooperation at nationatllev

* abig event with all data providers;

e webinars;

e collection of data/information at regional levelll{TS3);

* modernising websites;

< making working groups more flexible (mixing fornsid informal; changing the meeting patterns based o
the need) but maintaining the sense of ‘belongiaghe group;

« combining working groups for various indicators;

« avoiding ‘politicising’ working groups;

» changing the topics a working group focuses evenr.y

RMS noted a move towards more dynamic expert mgeimthe EMCDDAwith better dissemination of meeting
content and results via the website, which coudd &k used by the NFPs to enhance relationshipsthdtnational
partners. Further AF indicated that the NFP shawdst more in dissemination of the EMCDDA inforinatto the
national partners/audiences. As such a proposagivas to train the NFP staff on how to communiaidéa to
national audience®©r when resending EMCDDA information/emails to &wak of national experts, the NFPs
should try always to introduce the email with arsiext in their national language/-s. This mightrease the interest
and attention of the national experts.

Main conclusions:

— The workshop patrticipants discussed three grouRID stakeholders at national level: drug usexpeets
and health professionals. All these groups may ki#fferent perceived needs and maotivations to coatpe
with NFPs. One of the tasks of the NFPs is to @efihat these needs are and what could triggertaree
the cooperation at the national level. At the séime, good informal relationships, feedback on datd
providing opportunities for additional analysis daita were noted as important aspects to ensureiam
with the stakeholders.

— A national working group was acknowledged as augsoto initiate national cooperation, while in moases
it is regarded as a scientific advisory body forad@nalysis and interpretations. It was suggestednsider
adaptation of working group tasks and objectivesatiional needs and to consider transforming @ aforum
for information exchange and analysis.

— Communication with data providers is additionallsikhich sometimes is not present among NFP staff,
therefore it was suggested that EMCDDA train NFR# sn how to communicate with data providers and
national expert networks.
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Workshop 4: Diagnostic testing prevalence data

Moderators: Catharina MatheT, Belgium & Magdalemsifska, Poland

Workshop guidance

Catharina Mather, Belgium

Background

“The protocol for the implementation of the EMCDDOg&y indicator Drug Related Infectious Diseases (DRI
(European Monitoring Centre for Drugs and Drug Atidn 2006) advocates the use of two complementary
approaches to monitor drug-related infectious dissa(a) sero-behavioral surveys and (b) routiagrdistic testing.
Sero-behavioral studies are more informative ag #re specifically designed to study IDU populasioklowever,

as a result of being time- and resource intendive,sero-behavioral studies often have a limitedgggphical
coverage and a poor continuity over time. Data frootine diagnostic testing also provide usefulghts in case
annual routine testing is widely offered. Compatedero-behavioral studies, it is less resouraengite to collect
data from routine diagnostic testing and they canntore easily collected on a continuous basis witbd
geographical coverage..

Problem

As the generation of routine diagnostic testingadet not specifically designed for DRID monitoringgme
methodological concerns exists regarding the wgliof their use for DRID monitoring (European Maming
Centre for Drugs and Drug Addiction 2006)

Case study: Belgium

Belgium reports yearly to the EMCDDA prevalenceesabf HCV, HBV and HIV among IDUs based on routine
diagnostic testing data provided by 2 drug treatmsmmvices. However, the prevalence rates repdsiedboth
services differ substantially, especially with respto the HCV-prevalence rates, which were in 2821and 81%
respectively. These differences are partly thelredudifferences in patient population. Howeveheat factors were
identified that might contribute to the importanfferences in the observed prevalence rates. Adicer¢éo testing
policy is suboptimal in both centres but the wastitey practice deviates from testing policy diffeansiderably.
There are also substantial differences in the Wwayptevalence rates as provided by both centersatrelated.

Aims of the workshop

* To identify the barriers/facilitators to the usedidgnostic testing data for DRID monitoring
* Todiscuss ways to improve the reliability and cangbility of diagnostic testing data for DRID maning

What do we expect from participants

e To prepare a short country report (less than omg)pabout the use of diagnostic testing data follDR
monitoring, what are the difficulties using thigaland how these problems are dealt with.

e To participate in the discussion

e To appoint someone to make a report (1-2 pagesardyV

European Monitoring Centre for Drugs and Drug Atidit 2006, Protocol for the implementation of thRlEDDA
key indicator Drug Related Infectious Diseases (DREMCDDA, Lisbon.
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Workshop report

Problem: Routine diagnostic testing is one of the appreadh monitor drug — related infectious diseasesha
generation of routine diagnostic testing data isspecifically designed for DRID monitoring, sometimodological
concerns exists regarding the validity of their ftseDRID monitoring (EMCDDA 2006).

The aims of the workshop
1. to identify the barriers/facilitators to the udfediagnostic testing data for DRID monitoring,
2. to discuss ways to improve the reliability andnparability of diagnostic testing data for DRID mitoring.

Participants:
Chair: Catharina Mathei, Belgium and Magdalena f&bsi, Poland

Andrei Botescu, Romania
Domingos Duran, Portugal
Cinta Folch, Spain

Maria Jose Bravo, Spain

Anda Karnte, Latvia

Viktor Mravéik, Czech Republic
Christophe Palle, France

Silvia Slezdkov4, Slovakia
Marta Struzik, Poland (raporteur)
Julian Vicente (EMCDDA)
André Noor (EMCDDA)

Summary

The workshop revealed many different sources af datinfectious diseases among injecting drug uséwseover
diagnostic testing data are defined differently agnoountries and different type of data are reottien to the
EMCDDA. Data collected are in general based ondgjichl testing but a significant part are also-sefforted data. It
is worth noting that self-reported data were gaitémportant predictor of an outbreak in Romantaerg are some
countries where rapid test are commonly used (&zgch Republic, Slovakia).

The link between DRID and TDI could be a possilderse of better information. In many instanceslithle occurs,
testing being completed on the basis of the treatmentres. One problem with TDI data itself iatth is self-
reported. In parallel to this discussion is thggastion of a protocol or survey to harmonise thection of data
from treatment centres (ES).

There is a need to make an in-depth analysis whataf data are reported to the EMCDDA as diagndssting
data.

The participants presented short country reporntsitathe use of diagnostic testing data for DRID nmying and
discussed the difficulties using this data. Theatiobn in each country is briefly described below.

Belgium

Diagnostic testing data reported to the EMCDDA cdroen two treatment services (abstinence orientetliaw
threshold). Of the estimated 50 — 100 centres prewide data. The protocol on data collection mapared and
working groups are being organized to monitor daléection. The problem identified is that hepati prevalence
and risky behaviours among populations of botharsrare different. Differences in testing policythose two
centers result in different prevalence rates. Hep& prevalence estimated in 2011 Antwerp 81.83%0§ and
Flemish community 41.3% (52) with setting and metkefined the same (INF 111). The reality is thiecent
methods were used to calculate the prevalenceslev€entre A used newly diagnosed Hepatitis Csasdhe
numerator and new clients as the denominator. r€&used all known Hepatitis C cases as the nuoreaad all
patients attending the clinic in a given year @&danominator.

Poland

Diagnostic testing is implemented only for HIV atwlers laboratories offering screening tests for.HThese
laboratories operate within the general HIV sutaeite system, not only for drug users. Data reckieéer to the
number of tests, not individuals and only aggredjat®ta are reported. The decreasing number ofdéduoes
participating in the screening is due to the fhat they are not allowed to collect any informatibat is not
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necessary to give the test result. Data are tebeé foterpreted as undiagnosed cases because patipfsitive test
result are not tested again.

The link between DRID and TDI has not been fullplemented as the TDI system is still in pilot phd3BID
guestions are included in the new TDI protocoldnrme problematic issues may occur as either teatsldo not
respond or the centres do not implement or repertesults. TDI data would be self-reported mostly.

Spain

Data on prevalence come from TDI monitoring syst€here is a time lag between test result and reyppdata on
national level and then to the EMCDDA. In Spain tlogerage of centers reporting data is very highnire
problematic is the coverage of testing. Data ifedéint centers are collected in a very various raann

In Catalonia high level of missing data is idewetifi Prevalence data come from treatment centertoaal studies.
Data are aggregated by age and sex.

Slovakia

Prevalence data come from different sources:

1. 5-6 specialized centers for treatment of drygededencies. The tests are performed at every matment
admission (first time ever or after a very longé)jnfor injecting drug users and problem drug ugarsilV, HCV,
HBV. About 300 patients are tested every yearsormde repeat tests may occur.

2. from opioid substitution treatment — 2 methagamaintenance clinics have contract on testingryesieent
tested every year). Data are being provided sydieatis.
3. in low threshold services testing is not impleted for a very large scale. The number of tegis¢lients) is

reported but data are not collected on systemascsbProjects on HIV testing for e.g. 3-month-pérare performed.
The question was raised as to how to deal witthéwe rapid testing.

Czech Republic

There is a range of sources for diagnostic testatg. The first one are laboratories (available defer only to the
number of tested; HIV below 1% in the IDU popusafi. Second — data from TDI monitoring system (galf-
reported data; for HCV 30%, HIV below 1%). The hsaurce is the online questionnaire survey corstliatnong
around 100 low threshold programs (the coveragetigull, partly rapid testing, HIV and HCV). Artwr source of
data is the substitution treatment system thatlapevith TDI monitoring system (based on testingt all clients
tested and not all tests reported). The differentaes each possess particular characteristicbiasds, including
selective testing, self-reporting, the tested grboeimg new clients and the range of diagnostic oush

Portugal

Data come from treatment centers and low threstmalthadone maintenance programs. Clients in tredtraen
tested for HCV, HIV. If the test result for HCVigegative the test is repeated after

6 months.

In methadone maintenance programs, HIV testingasdatory. If negative — repeated every

6 months. The main reason for this is to take opeople that are not admitted to treatment ecergrd to secure
public health.

In Portugal there were changes in public healtkesysCurrently it is only possible to provide d&tam treatment
centers. The next challenge is to receive datafedsn low threshold services.

Latvia

Two sources for HIV prevalence data are availablefirst one — network of needles and syringesiarge

programs (18 centers in the country; full coveragpid tests only; medical staff needed). An int¢tmased system of
reporting funded by UNODC was initiated last yeRapid test results are reported in ST9. The skeaross
sectional studies, RDS studies for Riga and sudimgs (2007, 2012). HIV prevalence rates diffetbath sources.

Romania

The problem is located primarily in Bucharest. Madurce of data is TDI monitoring system and R8iss (one
in three years mainly in Bucharest). Institutelfifiectious Diseases collect some additional datdwely around the
country.

Data from TDI (partly self-reported) were a gooddictor of the outbreak. HIV testing is not congmuly in
treatment facilities. Usually clients are testetha beginning of treatment.
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France

The following sources of data on infectious dissam®ong IDUs are available:

1. cross sectional multicity survey with testin@@2, 2011) - as yet no results are available,
2. self — reported status from TDI monitoring syste

3. study in low threshold centers (2 weeks or 1tmeperiod - survey).

In general available data are mainly self-repoded testing is not mandatory in treatment centers.

34



Workshop 5: Reporting and use of sub-national datagategorising and grading data, and the reporting
burden.

Moderators: Eleni Kalamara, Sandrine Sleiman, Amtser; EMCDDA

Workshop guidance

Eleni Kalamara, Sandrine Sleiman, Andre Noor, Lutésssing; EMCDDA

Background
EMCDDA Drug Related Infectious Diseases (DRID) kegicator (KI) collects information from targetetlidies of

injecting drug users. The number and diversityhaf studies presents a specific set of challengéiseircollection,
interpretation and presentation of the data. THecator is subject to review this year a meeting Wweld in mid-July
with a group of DRID experts. The following are amgst the issues raised as part of the generalweofethe
indicator and it is hoped to further investigates# during the workshop.

Problems
As a collection of studies, DRID represents thgéat number of reports submitted of any indicatowugh many of
these are sub-national reports submitted by adohitumber of countries. In addition, few countaes not reporting
national studies but only sub-national data sets.there ways in which the reporting could be nf@enonised?
Assessing the comparability and quality of the diatacomplicated, and requires the evaluation ofaage of
characteristics of the studies. Consequently, lazeeta set of characteristics that are collectat ¢buld be used to
determine the comparability of studies, and momeegaly would it be useful to adopt a grading schehat provided
some notion of the confidence in a study.
With regard to grading of data, a method of graditglies has been suggested within systematicwe\ié infection
amongst injecting drug users based on the numbsitesf and methods of diagno&iBhe information collected in the
DRID provides the opportunity of extending the eueristics used to grade data, and may also i tosassess
comparability.
The data suggests the following possible charatiesi

« Coverage: national, regional, capitals, other gjtie

« Type of diagnosis used in the study: seroprevalediagnostic testing, seroprevalence with unlinked

anonymous testing, self-reported
e Type of injectors: current, ever, unknown
e Setting: drug treatment centre, needle and sygmggramme, ..., open vs. closed settings, and/ene
many settings
¢ Number of sites: one vs. more than one.
« Periodicity of the study: continuous or ad hoc

Aims of the workshop
To explore:
< Areas in which the burden of reporting and of pesieg could be alleviated.
e Isita“real” burden of reporting or is it useftl national level, for other analysis, networkingpgmoses,...?
Is there a need to report all variables in the cdiske reporting of sub-national data?
e The possibility of establishing a grading systemD&ID data on the basis of the methodological
information collected.
e The characteristics that determine the comparglufidata.

What do we expect from participants?

* Mathers, B. et al (2008) “Global epidemiology of injecting drug use and HIV amongst people who inject drugs: results of systematic
reviews” , The Lancet, published on line September 24" 2008. Accessed October 2013.

Nelson, P. et al (2011) “Global epidemiology of hepatitis B and hepatitis C in people who inject drugs: results of systematic reviews” ,
The Lancet, published on line July 28 2011. Accessed October 2013.
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e To briefly describe the methodology used to colthetdata submitted by your country for the DRID
e With regard to the estimates submitted by your éguie DRID:
0 Are they comparable across years? If so, on wiisisb
o If more than one estimate is submitted for a giyear, are these estimates comparable?
0 What characteristics of the methodology would yonsider necessary to compare estimates across
countries?
« To consider the characteristics suggested for gegadiata listed above and to participate in a génera
discussion of the utility and possible methodsrafing received data.

Workshop report

Note on workshop related to grading (Workshop BjhDctober 2013.
André Noor.

General Themes:

The data collected for DRID was useful informatiamd of importance, but the complexity of the stadieade it
difficult to interpret and to present. The waywihich the information is constructed is not alwaymilar, and can
influence the possible interpretation.

In understanding the data delivered for DRID, giwle particular nature of the information receivedme
combination of the following could be useful andulkbmerit further investigation.

Grading of the data according to an agreed sefiafacteristics and weights.

A narrative describing the method of the data ctilbe within each country. The National Reporteyide this and
could be developed as a summary.

A contextual description of the perceived need tésting within a country. NL pointed out that teveloped
information system, the historical provision oftieg and care, and the relatively few new injectorade it less
relevant to have a large testing procedure. This important contextual information which shouldused when
understanding the data.

In presentation, a breakdown of the informationeneed according to distinguishing factors, suchcastinuous
studies, ad hoc studies, national studies, sulpmeatstudies. The characteristics would overlamioror those of the
grading.

Additional topics raised were a question as to wd@tditions were necessary to describe the dateiteld as
prevalence, and the comparability of data acrmss tvhere there was no repeat testing.

Descriptions of country circumstances.

Netherlands: Raised the issues of informationd@irthe National reports but seemingly not uskd,itmportance of
context in understanding the available data pdditpin the Dutch case, the overemphasis on sisgldies with

high prevalence (Dutch study of 2008 reporting 1Qii8&itive for hepatitis C on the basis of 27 indials was cited)
and the importance of determining whether the rggloinformation could be referenced as an estimBpeevalence.
Little data is available in the Netherlands, priityasub-national studies, that should not be usediétermine
prevalence. All important is the context, whictaiailable from the National reports.

Testing is completed amongst those on methadoagéntemt at the beginning, it is not compulsory, asdesting

occurs only when there is a self-report of riskdebur.

Further issues raised in general discussion washehé¢he calculation changed over time as those W&tk tested
and brought into treatment, definitions of the nua@r and denominator changing. Also whether tusld be

described as prevalence.

Belgium: As above, with additional information thhere are about 20 000 IDUs.

Hungary: Again pointed to the National report las best description of testing procedures and rtiipoitance of
contextual information. Data is collected and mépd for Budapest and outside of Budapest. Tlheg@pnt good

coverage of treatment centres.

Romania: As above, with the additional informatitvat they do have a survey using respondent drdanpling

every three years, which should be repeated, additsroprevalence study repeated every year dopdbt 5 years,
but this has now stopped.
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Workshop 6: Monitoring other infections

Moderator: Hans Blystad, Norway

Workshop guidance
Monitoring other infections

Hans Blystad, Norway

Background

Drug-related infections diseases are one of thesb@emiological indicators used by EMCDDA to monitirug use
and its health consequences. Since 1992, dataroniclviral infections like HIV, HCV and HBV infeitins among
IDUs have gradually been collected from all the rbenstates (MS). These infections have till noerbeegarded as
the main causes of infectious diseases burderedetatdrug use. The data is collected from IDUheadendar year
using two main methods.

» the monitoring of routine diagnostic testing fonklhepatitis C and hepatitis B infection among IDUs

(natification data)
» surveys of IDUs that include serological testimgefalence data)

Data have since 2008 been submitted electronit@bugh a special template within Fonte. EMCDDA kvor close
collaboration with the MS and the ECDC and WHOdtecting such data.

Problem

The chronic viral infections currently monitoredveaover the years given a good overview on thedntte disease
burden related to drug use in Member states aaddeser degree been able to identify outbreaikisinaMS or
across border outbreaks and acute public healthignre related to IDUs. In addition, IDUs are vubige to a range
of other infections which are currently not monédhy EMCDDA. These are mainly bacterial infectidike:

- skin and soft tissue infections caused by the stapbccus and streptococcus bacteria (includinfgciions

caused by antibiotic resistant bacteria, like MRSA

- spore forming bacterial infections (f.inst. anthrax

- respiratory infections (like tuberculosis, pneungoand influenza)

- wound botulism

- tetanus

Common for some of these infections are that thay spread across borders through contaminated.drugs
addition, sexually transmitted diseases (STIshasee common among IDUs in many MS as well as hepati

Aims of the workshop

- ldentify which infections among IDUs (besides HI\GM and HBV) are monitored in the individual MS.
- ldentify infections (other than HIV,HBV and HCV gxtions) that could be monitored by EMCDDA

- Discuss feasibility and added value of monitoringse infections on a European level

- Discuss monitoring national and cross border oatkls@mong IDUs

What do we expect from participants?

- To have some knowledge of surveillance of infedidiseases among IDUs in own country
- Participate in the discussion providing nationgleriences and thoughts on feasibility of data ctithe
- One participant to do the reporting (one or twogsaign Word)

37



Workshop report

Participants: Hans Blystad, chair (NO), Jan Foucher, rapportBif), Katelyn Cullen (UK), Luis Mend&o
(PT), Knut Boe Kielland (NO), Mait Raag (EE), Geer@rech (MT), Anda Karnite (LV), Mario Cruciani
(IT) and Cornelius Bartels (ECDC)

Background

Since 1992, data on chronic viral infections likevyHHCV and HBV infections among PWID have gradydiken
collected from all the member states. PWID are exgble to a range of other infections which areemity not
monitored by EMCDDA. These are mainly bacteriéations like skin and soft tissue infections (irdihg
antibiotic resistant bacteria like MRSA), sporenfiing bacterial infections (like anthrax, wound Histm, tetanus),
sexually transmitted infections and respiratofgdtions (like tuberculosis, pneumonia and influnzin addition,
other viral infections like hepatitis A are not enemon among PWID. Should EMCDDA monitor any of thes
infections, and is there an added European valwa® $thould EMCDDA monitor and communicate outbreatks
infectious diseases among PWID?

Discussions

Feasibility and added European value of collectt\yyID notification data for additional diseaséhe majority of
participating countries at the workshop have pragelifficulty in identifying IDUs in their survelance system for
the majority of the diseases, with exception of &l NO. Most of the countries will probably be afaleeport
notification data on tuberculosis, including IDUasisk factor, but many countries have separattesyfor TB and
this possibility will have to be explored. In sormuntries (f.inst. PT), a number of HIV positiveUB are co-infected
with TB and this gives it an added value in monitgrTB among IDUs at a European level. The parsiotp agreed
that although antibiotic resistance may be an amirgy problem among IDUs, it is not feasible tdateldata on this
at the present time. Outbreaks of hepatitis A agri@ts is a problem in some of the countries (N@ BX) , but
the participants agreed that monitoring hepatitemong IDUs in Europe by notification data or ptenae data is
not necessary if a good communication platform nawimig outbreaks and trends is in place.

ECDC and EMCDDA informed that notification data fétV, hep C and hep B among IDUs will soon be pded
by ECDCs Tessy database which means that notditatata on these disease will not have to be ehteréonte
STO.

Outbreaks and communication platform

The participants agreed that the present form ofroanication of outbreaks and infectious diseasatsvemong
IDUs through e-mail from EMCDDA is not good enoughd a better communication platform is needed. ECD
presented the Epidemic Intelligence Informationt&ys(EPIS) which has been in operation for somesyaaECDC.
EPIS allows exchange of non-structured and seméstred information regarding current or emerginglie health
treats with a potential impact in the EU. At prese@DC there is 3-4 different EPIS platforms (ftifes food and
waterborne and vaccine preventable infections)ISHRAs shown to be a very useful tool as an additie more
formal Early Warning and Response System (EWRS. fdtticipants agreed that it is probably not teadior
EMCDDA DRID to develop a similar communication ftatn from scratch. Close cooperation with ECDC is
therefore essential in creating such a new plati@atied EPIS PWID?7?).

If such a communication platform should be a rgafitrther discussion is need in relation to whowdt have access
to the platform. National DRID experts will have iamportant role in disseminating information postedthe
platform.

Recommendations
The participating countries and institutions in Wherkshop recommend that:

— At present, EMCDDA should only consider to colldtga on tuberculosis among IDUs in addition to the
present three disease; HIV infection, hep B and@ephe TB data could probably be provided by ECDCs
Tessy database. For monitoring other infectiona &uropean level, monitoring trends and outbrelaksigh
a communication platform is considered sufficient.

— A new communication platform run and developed MDA in close cooperation with ECDC is urgently
needed. National DRID experts would play a majde o disseminating information published at such a
platform.
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Workshop 7: Strengthening behavioural DRID indicatas through TDI-DRID collaboration

Moderators: Maria Jose Bravo, Spain, Julian VicealCDDA

Workshop guidance

Maria Jose Bravo, Spain, Julian Vicente, EMCDDA

Background

DRID draws upon many data sources. Behaviouralcatdis (Bl) are basically collected through “ad 'hbio-
behavioural studies in the community or care centre&Community bio-behavioural studies are necessary
expensive and they would likely be affected by @it crisis in some countries.

TDI is highly consolidated. Recently TDI added 4riables relevant to DRID. Enhancement of TDI-DRID
collaboration at national and EU level might cdmiite to DRID BI reinforcing and hopefully increatsee number
and sustainability of Bl time series, which is dalidor surveillance.

= Exploring the possibilities of TDI-DRID collaborati is essential and a challenge. The collabordi&tween
TDI and DRID might bring benefits at national and Evel.

Issues

A closer link between TDI and DRID is still to befthed on their possible main lines of action. efwfexamples are
following in order of complexity:

- To use TDI data (related to DRID) as they are, ys® together with other TDI variables (primary gru
sociodemographics...). Currently some countrieshat yet reported these new variables but hopethls will
improve progressively.

- To design a protocol to implement cross-sectioedidvioural surveys at drug treatment centres/ottenges. This
is ambitious and clearly has important drawbacksheir definition and implementation. But it alsashpotential
relevant benefits and its design and applicatianccbe tailored (i.e. one page questionnaire, cderpassisted ...,
sentinel centres) to suit the possibilities anddsest both country and EU levels.

More simple could be to design a short questioefimodule to be used voluntarily in treatment centend the
information collected periodically also on a volamt basis. There is the risk that this entersoimpetition with the
more in-depth behavioural studies conducted aeptes

- More challenging would be to collect information prevalences. This is done at present in spec#iopding
studies. Nevertheless collecting routinely preseotssiderable challenges about what is really nreds(who is
testing, when, how results are recorded). One pitigsicould be to map what is done and whethersame
countries the information could be useful.

Other options of collaborations might as well besgible based mainly on national data availabilitygl aeport
feasibility.

Aims of the workshop

* To discuss the benefits and drawbacks of an enbacaaboration between TDI and DRID at nationadl &U
level.

« To identify a feasible line of collaboration betwe€DI and DRID, and discuss the above alternatiasesng
others.

* To review pros and cons of the lines of work idiéedi, at both national and EU level.
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What do we expect from participants?

1. To reflect and discuss with his/her colleaguesatibnal level previously to meeting attendance
2. Participate in the discussion based on his/herrexqpee
3. One participant to do the reporting (one or twogsaig word)

Workshop report

Participants Maria Jose Bravo (ISCIIl, Spain, Moderator); dnlVicente (EMCDDA Co-chair); Magdalena
Rosinska (Poland, raporteur); Zuzana Alexandere@lovakia); Sofia Lopes da Costa (Luxemburg);
Anastasios Fotiou (Greece); Elif Mutlu (Turkey)adia Fotsiou (Cyprus); Christophe Palle (Franca); |
Pejnovic Franelic (Croatia); Tanja Kustec (SlovgnMaris Salekesin (Estonia), Marta Struzik (Poland

Three general ideas proposed to improve the calidiom between the two indicators at the countvglevere:

« To analyse together DRID related data with offiet data - available through already existing syste

« To work towards simple instrument to implementa@untary but regular basis at treatment centvegot

cross-sectional study linking directly TDI with mhoural variables

* To connect the prevalence data collected thrdughsystem to behavioural variables
The participants were asked to provide a synthetiiew of their preferred approach for the collatimm between
DRID and TDI. The views and expectations of eadtiigipating country related to collecting and ustrghavioural
and prevalence data within the existing TDI systarase discussed. Current practices were descripéiebcountry
representatives including the organisation of tfeten, data collected at each level and data regdotthe
EMCDDA. Participants were supportive of the idealoker collaboration between DRID and TDI. Theation is
each country is summarized below.

1. Slovakia: interested in the 3rd option. The pterce data mostly come from centres (routine,rteddoased
on test) and behavioural data could largely enh#meg@revalence data. Behavioural information alyea
gathered routinely at the level of treatment certi@vever it is locally different between centresia
harmonizing the variables between centres andratieg the whole network or some of the centres
(sentinel) would be needed. Behavioural data ataiie moment provided to the national level.

2. Luxemburg: DRID data is based on TDI protocat, dhata are still poor since only the self-repodetb-
status is recorded. Testing is not on drug treatimertocol/ guidelines in out-patient centres (oinlyn-
patient and prisons) — staff is social workers,treihed to perform infectious diseases testingyrdg some
institutions perform testing, but still the resudt® not on the TDI protocol. Some behaviouralakdes are
already collected. Serological studies are perfarsporadically.

3. Estonia: Drug treatment database is maintairiddsscio-demographic and behavioural data inclgdisk
behaviours connected with injecting. Treatmentmantlon’t test for infectious diseases, so thete al@ not
included, self-reported status is not collectedstifhig is conducted in the network of testing centRossibly
sero-behavioral surveys could include TDI variabléken these two datasets could be combined adl us
together.

4. France: self-declared prevalence of infectidesasbes is collected in the TDI system. Two coittag/
ideas emerge: increasing the number of variabl&®in- logical since making use of existing systeat
necessitates adding variables to the software trasense different software products, in conseqeiégices
time and effort. More reliable data could be ack@éby conducting a survey — even a survey among
treatment centre clients — which requires a limttatk effort and allows to avoid the effect of tiress in
the centres associated with routine monitoringréase quality of data). In addition to what is athe
reported in TDI information on needle exchangeipiedtion and serostatus is collected.

5. Slovenia: TDI collection tool is basic. The patance of HIV, HCV and HBV infections is monitorbg
collecting data about voluntary diagnostic HIV, H@xd HBV testing within the national network of 18
Centres for the Prevention and Treatment of llniig Addiction whose coverage is natiowide. DRID
indicators are avaiblable and reported to theCEXDA without behavioral part (ST9 Part 3). . Atioagl
level behavioural and prevalence data are avaithbteigh already existing system and can be ardlyse
together —.
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6. Cyprus: TDI protocol is implemented, both selport or test results are used for providing satast
Testing takes place at public or private laboratriThe IDUs coming to treatment are tested in wibtte
centres, but this is not a requirement. At thisiptiie protocol is still being developed.

7. Poland: TDI is separate from DRID, and at a tgymental stage. Restrictive data protection regria see
these data not as medical documentation but $tatistystem, only self-reported data are possibiadlude.
DRID data rely on surveys from laboratories, seebdvioural studies and anonymous HIV VCT sites.
Behavioural survey between clients of harm reducsiervices is performed with self-reported prevedeof
infectious diseases.

8. Greece: TDI has high coverage at the levelaztinent units and at the level of clients. Prisaomd private
services are not included. 103 centres providdeefor all kinds of demands, including ~88 thabade for
IDUs - 78 are included in TDI. Greece was involedliscussions on TDI variables and all the vagabl
(even the newest ones) were implemented in TDiidlrinterview) similarly, but on a separate frotime
DRID data were collected. The DRID data relied aeport from a clinician, which caused incomplete
reporting. Revision of DRID and TDI at the EMCDD#sulated to create a single form combining TDI and
DRID for injectors (implemented in 2013) — reducthg overlapping part. If the client takes drugs by
administration routes other than injection —notlad questions will be asked. The physicians oaletto fill
the information on the infectious diseases (ontsimebody to do it). Forms scanned to a singlebdae.
Greece showed interest on the possibility of amgly very simple cross sectional survey at couetrgl
that might be carried at a given periodicity. Thesald be implemented during a given short peribthe
year. Other approach could also be contemplatedefiteeless an increased burden to the centresdshtna
be considered as a negative consequence of thieamip

9. Croatia: DRID relies on the data from seropreneé studies, VCT network (HIV,HCV, syphilis). TBI
self-report, tests are done for those indicatirogne risk injecting or sexual (~30% of clients) sBibility to
merge HIV register and other infectious diseasdiications using the common identifier that is dse
Behavioural data are already gathered routinelyt-niay be locally different.

10. Turkey: 22 in-patient centres, TDI and DRIDoimhation included in the questionnaire. Each person
tested. 1280 IDUs in treatment. No other data pleng, not reported out-patient treatment, no harm
reduction.

Conclusions:

— Great heterogeneity of the TDI system

— Treatment data often used to inform both TDI andprevalence data)

— The new TDI protocol (version 3.0) includes sevéthavioural variables. The data will be collecied
European level from 2014. The analysis of resultsguality of these variables will give furtheriigist on the
use of TDI data for DRID.

— Mapping might be of value to really understand Hbeprevalence data (and behavioural data) areatetl in
and to more accurately assess whether prevaletgeaabe connected with behavioural data (TDlaldes) at
national level, or subnational level

— Adding or collecting additional variables from TBbes not seem feasible at this stage given the grea
heterogeneity in the system functioning and whatisig collected in terms of behavioural data.

— Is it possible to agree on a common study in a higihber of countries, collecting data on treatepiupettion
and collect blood samples (sero-behavioral survegray treated population)? Given the great heterigeaf
the systems between countries, further assessmentirary level is still needed.
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Workshop 8: Non IDUs, other groups (steroid userdiISM who use drugs)

Moderator: Vivian Hope, United Kingdom

Workshop guidance
Sex and image related drug use and infections

Vivian Hope, UK

Background.

EMCDDA Drug Related Infectious Diseases (DRID) kadicator (KI) has so far focused its data colleation
blood-borne viral infections — specifically HIV, patitis B and C - among people who injecting psyaitive drugs.
This focus reflects long standing concerns aboatttansmission of these infections through injertinug use and
the resulting burden of disease.

Psychoactive drugs, such as heroin, cocaine andhetanpine, are not the only type of illicit substam¢hat can be
injected. Drugs to alter image and performanceh ss anabolic steroids, melanotan, and growth doemncan also
be injected. People who use and inject these ditegalso at risk of infections.

To varying extents HIV, hepatitis B and C can dteotransmitted through sexual activity. Drug usetlfbnon-
injecting and injecting) before or during sex i macommon, and such drug use may increase thelsasgks that
can lead to the transmission of blood-borne vitddtions and bacterial STls.

Issue
DRID KI current focus on blood-borne viral infeati®among people who inject psychoactive drugs doesapture
the full extent infection transmission related tagluse. Neither does it fully elucidate the fotrisk. For example,
DRID does not necessarily capture, or identify data
- Infections associated with risk among people wihecittuse image and performance enhancing drugs.
- Infections associated to increased sexual trangmig®m psychoactive drug use (injecting and ngjedting)
before or during sex among heterosexuals, MSMws®kers, etc..

Aims of the workshop

To explore:
- which sub-groups/groups of people who use/injeatisl- beyond the broad category of “people whatnje
psychoactive drugs” - should be considered iniEadDRID data/information collection.
- for these groups whether either routine on-goingitmang at an EU level or periodic focused
data/information collection (every two or three ggavould be useful.
- what form any such data collection might take.

What do we expect from participants?
- To think and discuss this issue with colleaguebdir country.
- To establish what is already known about theseesgutheir country.
- Participate in the discussion providing nationglenences.
- One participant to do the reporting (one or twop&agjes in Word).
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Workshop report

Chair: Vivian Hope;Participants Vivan Hope, UK; Ruth Zimmerman, Germany; Viktor Mcik, Czech
Republic; Cinta Folch, Spain; Violeta Bogdaivovaiydaria;Silvia Slezakova, Slovakia; Henrikki Brumme
Korvenkontio, Finland; Carrie Garavan, Ireland

The chair informed group that workshop was to b&tructured and aimed to explore ideas with a facuson IDUs
and other groups who inject drugs such as MSM, lindlgers, sex workers. Group was asked to thirduathese
groups and the workshop be used to throw up ideas.

Spain stated that MSM are now the group most afteEtlV epidemic and this mainly due to sexual refeghips.
The MSM population uses a wide selection of drub&tvare associated with high risk sexual behaviour
Recreational drug users are also a group who drigaguently captured via harm reduction centresegal years
ago, sex workers were targeted but their drug is@jection has decreased and cocaine is the dramused on but
of course this can also increase risk taking behavi

Germany said that similar behaviour amongst MSM tivakes them susceptible to acquiring infectione ©ase
control study among HIV-HCV-coinfected MSM in Gemyarecently found that sex-associated rectal bfegdi
receptive fisting and snorting cocaine/amphetamioesibined with group sex, were independently dateat with
hepatitis C positive status. HIV positive MSMs amv screened regularly so acute infections of H&/seen more
often.

Czech Republic said that the primary focus has bBels, but now there is more information on infecs diseases
in other populations but this is anecdotal. Not own for MSM to inject drugs, sex workers are of@am but there
is no routine data collected only once off studies.

Bulgaria has no data on MSM and IDU and the madilem is IDUs injecting prescription methadone.
Slovakia has data on HIV and greatest number pesitie among MSM.
Finland has surveys on HIV status of MSM, thisGstilnes greater than overall. No data on sex wearker

Ireland has new cases data, data from prison stndyeroid injectors, data from maternity hospitaigpregnant
mothers and data from various studies on IDUs afidds.

UK said historically most MSM-IDU was thought to tedated to sale of sex, but recently injecting agbllV
positive MSM (methamphetamine and mephedrone) &asetl concern. This is mostly is around sexualigcand
men are often being injected by another at a p#thile there is concern, the numbers are thougheteelatively
small, but this drug use might move in to the wigepulation. Considering the mobility of MSM andswead to
other cities is of concern. In addition many signgsing body builders use also using cocaine amgh&tamine and
this is associated with risk behaviour.

Germany said that it is very important to work witle clinicians as an outbreak of meningitis wakdd to MSM
group when investigated but had been reporteddiyiaian.

Czech Republic said had an outbreak of Hep A antibhts who were homeless and most likely due to fwor
difficult hygiene practices.

STIs were discussed and felt to be an importanientgy area due to a decrease in awareness tondl\decrease in
budgets. Condoms need more attention to decreasd sansmission.

Smoking and snorting of drugs was discussed frekperspective. It was pointed out that alcohal$e a drug and
associated risk behaviour.

Conclusions were:

— Dearth of prevalence data in this area.

— Generally agreement that MSM and drug use is a&ntiissue and it needs more attention and focus.
— Working closely with clinicians can identify clusseor outbreaks early.

— STIls related to drug use are also a neglectedaaaeeds more attention.

— HIV increase and sexual transmission (among IDUsel§ requires renewed focus and attention.
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European Monitoring Centre
for Drugs and Drug Addiction

Annex 3 — Meeting Programme

and Drug-related infectious diseases (DRID)

Objectives

Annual expert meeting on Drug-related deaths (DRD)

« To assess and discuss recent developments on DRD and DRID in Europe, including:
o Recent findings of European mortality cohort studies and monitoring of drug-induced deaths;
o DRID strategy review and HIV outbreak risk assessment follow-up;

« To convene the DRID and DRD expert networks for information exchange and stimulating new initiatives.

Day 1 — Wednesday, 16 October 2013

Conference Centre

09.00 Welcome — Chairs: Julian Vicente and Alexis Goosdeel, EMCDDA

Brief civil society address — Luis Mendao, Civil Society Forum on HV/AIDS

Conference Centre

08.30 DRID Plenary — Chair: Julian Vicente, EMCDDA

« Introduction, meeting objectives and overview of
DRID activities — Lucas Wiessing, EMCDDA

+ HIV outbreak in Greece, results of the Aristotle
study — Vana Sypsa, Greece

« Important differences in injecting risks between
people who inject drugs in eastern and western
Europe — Mait Raag, Estonia

« Burden of HCV disease in Finland — Mika
Salminen, Finland

11.00 Coffee break

Room CdS 106

DRD Workshop 1: Mortality cohort studies: EU pooled
analyses and other longitudinal studies — Chair: Janusz
Sierostawski, Poland

« Discussion of the main findings of the nine pooled
cohort studies — way forward — Marko Markus,
Croatia, Marcis Trapencieris, Latvia, Roberto
Debono, Malta, Guus Cruts, Netherlands, Thomas
Clausen, Norway, Janusz Sierostawski, Poland,
Carmelia Matache, Romania, Jozica Selb, Slovenia,
Noelia Lloren, Spain, EMCDDA

+« Amphetamine users study: overall and cause
specific mortality — Marcis Trapencieris, Latvia

Room CdS 107

DRD Workshop 2: Medicine-related deaths: a focus on
tramadol and fentanyls — Chairs: Klaudia Palczak and
Joao Matias, EMCDDA

« Fentanyl: trendspotting overview and focus on
deaths — Jane Mounteney, EMCDDA

«  Update on fentanyl national trends — John Corkery,
United Kingdom, Gleb Denissov, Estonia, Erkki
Vuori, Finland and Joakim Stranberg, Sweden

« Medicines in the context of the Early warning
system (EWS): legal requirements under the
Council Decision and Pharmacovigilance —
Michael Evans-Brown, EMCDDA

« Tramadol-related deaths:
Situation in the United Kingdom — Jonh Corkery,
United Kingdom
Results of the 2013 survey — Joao Matias,
EMCDDA

50



European Monitoring Centre
for Drugs and Drug Addiction

Day 1 — Wednesday, 16 October 2013

11.30

13.00

14.00

1530

Conference Centre

DRID Plenary — Chair: Lucas Wiessing, EMCDDA

« EMIS results on MSM in Spain — new drugs and
sexual risks of HIV — Cinta Folch, Spain

+ Incidence of drug injection: systematic review and
meta-analysis of cohort studies among at-risk
populations — Maria José Bravo and Blanca Iciar
Indave, Spain

« DRID strategy review, presentation of expert
meeting results — Lucas Wiessing, EMCDDA

«  Panel discussion on the strategy review expert
meeting results followed by introduction to the
workshops (30-40 min)

Lunch
Different rooms

DRID workshop 1: Monitoring HBV vaccination through
the existing EMCDDA data system — Mario Cruciani,
Italy

(Room CdS 106)

DRID workshop 2: Burden of HCV disease — Mika
Salminen, Finland
(Room CdS 107)

DRID workshop 3: Capacity building and feedback to
service providers, networking of experts — Anastasios
Fotiou, Greece and Frédéric Denecker, EMCDDA
(Room CdS 012)

DRID workshop 4: Diagnostic testing prevalence data
— Catharina Mathei, Belgium and Magdalena Rosinska,
Poland

(Room PAL 102)

Coffee break

Room CdS 107

DRD Workshop 3: Enhanced monitoring of acute
emergencies: focus on cannabis/cannabinoids —
Chair: Isabelle Giraudon, EMCDDA

« Update on national cannabis-related emergencies:
continuous increase — Noelia Llorens, Spain

« National Trends: Eva Janugeviciene, Lithuania,
Henrik Saelen, Denmark, Viktor Mravéik, Czech
Republic, Esther Croes, The Netherlands

« Barcelona: experience of acute drug-related
poisoning monitoring — Antonia Domingo-Salvany,
Spain

Room CdS 106

DRD Workshop 4: Underestimation and cross-validation
of drug-induced deaths data — Chair: Danica Thanki,
EMCDDA

»  Monitoring drug-induced deaths in Turkey — Bulent
Sam, Turkey

* DRD underestimation, overestimation, biases in
reporting? — Anne-Claire Brisacier, France

»  Monitoring drug-induced deaths in Slovakia —
Jozef Sidlo, Slovakia

Conference Centre

DRD Plenary: Overview of 2013 activities and
discussion of new developments at national level
Chairs: Julian Vicente, EMCDDA and Erkki Vuori, Finland

«  Objectives of the 2013 meeting: Key indicators
progress and work in progress — Isabelle
Giraudon, EMCDDA

» Drug-induced deaths reported in 2013: preliminary
results for discussion — Joao Matias, EMCDDA

«  Whatis causing the increase in DRDs in Ireland? —
Suzi Lyons, Ireland

Enhancing toxicovigilance of new drugs
(including reporting of deaths) — Michael Evans-
Brown, EMCDDA

» NPS-related deaths — a tool for prospective
monitoring? 4-MA and 5-IT exemples — Isabelle
Giraudon, EMCDDA
Feedback received from countries and discussion

« Feedback and discussion on cohorts workshop
(1 national expert rapporteur)
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16.00

17.30

Different rooms Conference Centre

DRID workshop 5: Reporting and use of subnational DRD Plenary: Overview of 2013 activities and
data, categorising and grading data, reporting burden —  discussion of new developments at national level
Eleni Kalamara, Sandrine Sleiman and André Noor, (continued) — Chairs: Isabelle Giraudon, EMCDDA
EMCDDA and John Corkery, United Kingdom

(Room CdS 012)

DRID workshop 6: Monitoring other infections (TB, HAV,  «
STls, spore-forming bacteria, MBSA) — Hans Blystad,
Norway

(Room CdS 106)

DRID workshop 7: Using TDI data for DRID/DRID study
in treatment centres — Maria Jose Bravo, Spain and
Julian Vicente, EMCDDA

(Room CdS 107)

DRID workshop 8: Non-IDUs, other groups (steroid
users, MSM who use drugs) — Vivian Hope, United
Kingdom

(Room PAL 102)

Cocktail

Feedback and discussion on DRD cross-validation
studies, acute emergencies and medicine-related
deaths workshops (3 national experts rapporteurs)

Follow-up study: Adherence rate to OST —
Charlotte Klein, Austria

Developments in the Norwegian overdose situation
— Thomas Clausen, Norway
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Conference Centre: Joint Plenary DRD-DRID

09.00

10.30

11.00

13.00

14.00

15.30

Mortality cohort studies among drug users — Chairs: Marica Ferri, EMCDDA and Viktor Mravéik, Czech Republic

= Mortality cohort study NIQUAD — Tim Millar, United Kingdom

= French study: preliminary findings of the 2013 record linkage — Anne-Claire Brisacier, France
«  Overview and main findings of the pooled EU cohorts — Isabelle Giraudon, EMCDDA

= Pooled EU cohorts — implications of age differences in mortality — Marcis Trapencieris, Latvia

Coffee break

Mortality related to infection — HIV, anthrax: service provision and guidelines — Chairs: Maria José Bravo, Spain
and Vivian Hope, United Kingdom

« Estimation of HIV mortality related to IDU — Isabelle Giraudon, EMCDDA

» Mortality trends in PLHIV in Latvia and insight from cohort studies — Anda Karnite and Marcis Trapencieris,
Latvia

+ Tenyear trends in HIV and service provision in Europe — Martin Busch, Austria

Anthrax prevention
« ECDC/EMCDDA Joint anthrax prevention guidance for PWID — Cornelius Bartels, ECDC

Lunch
Conference Centre Room CdS 107
Parallel session: Hepatitis C infection in PWID — Parallel session: Harm related to new psychoactive
Chairs: Magdalena Rosinska, Poland and Mika drugs and methamphetamine — Chairs: Isabelle
Salminen, Finland Giraudon, EMCDDA and Gergely Horvath, Hungary
* Incidence of hepatitis C infection among people +  Establishing the Acute Harms associated with the
injecting drugs in the EU (with a focus on the UK) use of new psychoactive substances: whatis
— Katelyn Cullen and Vivian Hope, United Kingdom available, deficiencies in current datasets, potential
. - - for poisons centre data, Euro-DEN data collection
e All-cause and liver-related mortality in hepatitis C — David Wood, United Kingdom
infected drug users followed for 33 years — Knut
Kielland, Norway « Trendsin recreational drug-related deaths,

including new psychoactive substances — John

+ Hep Cinitiative — Eberhard Schatz, Netherlands Corkery, United Kingdom

« EMCDDA HCV treatment for prevention project in . 2013 Trendspotter meeting on methampheta-

Scandinavia and Belgim — short activities update mines: main findings, main concerns — Jane
— Teodora Groshkova, EMCDDA Mounteney EMCDDA

Coffee break

Conference Centre: Joint Plenary DRD-DRID

16.00

17.30

Prevention of overdose and infection — Chairs: Dagmar Hedrich and Teodora Groshkova, EMCDDA
« Improvementin the recognition and assessment of acute drug toxicity in the pre-hospital environment —
Paul Dargan, United Kingdom

« Pre-provision of naloxone to prevent heroin overdose deaths: evidence, myths and UK experience — John
Strang, United Kingdom

» Prevention of overdose and infection. Experience from Villa Maraini Foundation/lItalian Red Cross/International
Federation Red Cross Red Crescent (IFRC) — Fabio Patruno, ltaly

« State of play of the 2003 Council Recommendation on the prevention and reduction of health-related harm:
focus on trends in DRD and responses — Charlotte Klein, Austria

End of the regular DRD—DRID meeting, closure — Chairs: |sabelle Giraudon and Lucas Wiessing, EMCDDA
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