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Final Agenda
EU expert meetings on the EMCDDA key epidemiological indicators Drug Related Infectious Diseases (9-10 October 2007) and Problem Drug Use (11-12 October 2007), EMCDDA, Lisbon 

Venue: EMCDDA, Rua da Cruz de Santa Apolónia 23-25, Lisbon.

Tuesday 9 October (start of DRID meeting)

Chair: Lucas Wiessing

9.00-11.00  Intro, guidelines, protocol, implementation of the DRID indicator

· Lucas Wiessing – State of the key indicator Drug-Related Infectious Diseases

· Vivian Hope – DRID Methodological package: update and feedback

· Giedrius Likatavicius – Behavioural data on IDUs collected by EuroHIV

· Danica Klempova – Current state of behavioural data from ST9 and next steps

· Bruno Guarita – Online data-entry of ST9 through Fonte starting in 2008

11.00-11.30 break


11.30-13.00  Intro, guidelines, protocol, implementation, continued

· Discussion on ST9, guidelines and protocol

13.00-14.30 lunch

14.30-15.30  Country presentations

· Mika Salminen – Surveillance and prevention of HIV in injecting drug users in Finland
· Ilonka Horvath – DRID-data from client-based documentation system of drug-facilities in Austria

15.30-16.00  Short updates on the European institutional framework

· Marita van de Laar – Surveillance of infectious disease in Europe – the role of ECDC

· Dagmar Hedrich – EMCDDA Cooperation with DG Sanco and the WHO Health in Prisons project
16.00-16.30 break

16.30-17.30  Methods and diagnostic guidelines

· John Parry – Recent developments in laboratory diagnostic methods

· Hans Blystad – Follow-up on the 2005 recommendation for offering routine annual medical examination with voluntary testing to IDUs

20.00
Dinner

Wednesday 10 October
Chairs: Mirjam Kretzschmar and Lucas Wiessing

9.00-10.30  Protective factors for HIV/HCV: European modelling study group
· Mirjam Kretzschmar – Introduction on the project and presentation of results of Andrew Sutton and Emma White

· Ziv Shkedy – Estimating the prevalence and the force of infection for HCV: a meta analysis
· Peter Vickerman – Simple modelling of the transmission of HCV and HIV in different IDU populations

10.30-11.00 break


11.00-13.00 Protective factors for HIV/HCV continued
· Ziv Shkedy – Longitudinal data analysis for HCV prevalence in Europe
· Viktor Mravcík – Comparison of HIV positive and HIV negative IDU cases in the Czech Republic
· Stine Nielsen – WHO/Europe project to estimate HAART coverage in Europe
· Discussion on future steps / possible support for the network

13.00-14.30 lunch


Chair: Lucas Wiessing

14.30-16.00 New methodological developments and findings

· Keith Sabin – Recent development and uses of Respondent Driven Sampling
· Cathy Matheï – Protective immunity for HCV

16.00-16.30 break

16.30-17.30 Studies among prisoners

· Vitomir Burek – Seroprevalence survey in Croatian prisons
· Doris Radun – Cross-sectional Study on Seroprevalence regarding Hepatitis B, Hepatitis C, and HIV, Risk Behaviour, Knowledge and Attitudes about Bloodborne Infections among adult Prisoners in Germany - Preliminary Results

17.30  End of DRID meeting

Thursday 11 October (start of PDU meeting)

Chair: Lucas Wiessing

9.00-11.00  Intro, guidelines, protocol, implementation of the PDU indicator

· Lucas Wiessing – State of the key indicator Problem Drug Use

· Bruno Guarita – Online data-entry of ST7/8 through Fonte since 2007

· Dagmar Hedrich – Use of PDU estimates in the EMCDDA responses indicators

· Antònia Domingo-Salvany – Open source capture-recapture routine available in R

· Gordon Hay – Comments on the EMCDDA guidelines and protocols

· Danica Klempova – Improving the policy relevance of current PDU data

· Short discussion on ST7/8 and new Fonte template, guidelines, implementation and data quality/reporting (to be continued during the workshops)

11.00-11.30 break


11.30-13.00 Country presentations and European trends in heroin treatment

· Laure Vaissade – PDU estimates using capture-recapture in six cities in France

· Marc Roelands – PDU estimates based on TDI in Belgium

· Paivi Partanen – Prevalence of problem use of amphetamines and opiates in Finland in 2005

· Guus Cruts – Estimating the number of problem cocaine users in the Netherlands

· Linda Montanari – Trends in first treatment demand for heroin use in Europe

13.00-14.30 lunch


Chairs: Gianpaolo Scalia Tomba and Lucas Wiessing

14.30-16.00 Estimating incidence of PDU

· Antònia Domingo-Salvany – Incidence estimation of cocaine use in Spain
· Albert Sanchez Niubo – Methodological development of the RDA method
· Ellen Amundsen – Estimation of incidence of injecting drug use in Norway

· Sebastian Baumeister – Plan for an incidence estimation in Hamburg, Germany

· Stefano Salvadori – Incidence of heroin and cocaine use in Italy

16.00-16.30 break

16.30-17.30 Incidence of PDU continued

· Carla Rossi - Joint estimation of incidence and latency by RDA and BC

· Gianpaolo Scalia Tomba – Updated EMCDDA incidence guidelines
· Discussion, use of incidence data by the EMCDDA, future steps

20.00
Dinner

Friday 12 October
Chair: Lucas Wiessing

 9.00-11.00  Three parallel workshops

· Danica Klempova – introduction to workshops

11.00-11.30  break

11.30-13.00  Parallel workshops continued

13.00-14.30  lunch


14.30-16.00  Plenary reporting and discussion of workshops

· Workshop 1 – European definition of PDU and its national application
· Workshop 2 – Estimating stimulants use separately within PDU and IDU
· Workshop 3 – Using sub-national estimates for the national and EU level
16.00-16.30 break

16.30-17.30  Plenary discussion workshops continued and conclusions

· Discussion workshops continued

· Wrap up and conclusions

17.30  End of PDU meeting
Summary of action points
(adapted from email message on 22 October 2007 to the participants)

DRID

- A proposal was accepted to move three of the behavioural items in Standard Table 9 (Document 5) from ‘voluntary’ to ‘non-voluntary core items’, this proposal is to be presented by EMCDDA to the Heads of Focal Points in November 2007. (Note: the proposal was rejected with argumentation ‘still too early – need more conceptualisation’)


- A preliminary version of guidelines for testing IDUs for infectious diseases was presented by Hans Blystad <hans.blystad@fhi.no> A consolidated draft version is available at http://www.emcdda.europa.eu/?nnodeid=1375 and is open for comments.

- The HIV and hepatitis protective factors modelling session on 10 September was seen as interesting and useful. Viktor Mravčík <mravcik.viktor@vlada.cz> proposed that any colleagues interested in comparing HIV positive IDU cases with negative IDUs in low-prevalence countries should contact him. Experts (e.g. modelling, epidemiology, social sciences) interested in taking part in the study group should contact Mirjam Kretzschmar  <mirjam.kretzschmar@uni-bielefeld.de> and/or the EMCDDA.

- The HCV laboratory surveillance pilot study was likely to receive data from two additional countries, bringing the total to 4. Thus it has been decided to extend the project and review it again in 2008. Countries who expressed interest in providing data during the initial survey (see Document 8) were kindly requested to see if the data could still be provided. Contact Fortune Ncube <fortune.ncube@hpa.org.uk> and/or the EMCDDA.

- Countries were asked to provide comments on the DRID methodological package (Document 6) to Vivian Hope <vivian.hope@lshtm.ac.uk>.

- Comments were received on the 2006 meeting report (Document 4), the final version is available at http://www.emcdda.europa.eu/?nnodeid=1375

PDU

- The incidence session on 11 October was seen as fruitful and interesting and the working group will continue by email. Anyone interested in getting advice or collaborating on incidence analyses should contact Gianpaolo Scalia Tomba <gianpi@mat.uniroma2.it>. Comments were requested on the incidence guidelines (Document 12) and the final version is available at http://www.emcdda.europa.eu/html.cfm/index1372EN.html
- The three PDU workshops were very lively and productive (see summaries in this report). It was suggested that the EMCDDA will develop a position paper on the PDU indicator and PDU definitions during 2008 that could form the basis for further discussion on the way forward.

Detailed reports
Expert meeting on drug-related infectious diseases
9 October

Lucas Wiessing – State of the key indicator Drug-Related Infectious Diseases

General framework for the DRID indicator was provided and key issues discussed. Some new projects were described: collection of behavioural data, collaboration with ECDC and other special projects (HIV/HCV modelling work group, laboratory surveillance, methodological package, IDU testing guidelines). Rephrasing minimum reporting requirements was presented; this is an update from the original 2001 document. Some recent data were presented.
Vivian Hope – DRID Methodological package: update and feedback

Information on the state of methodological package tender was provided. History of the project, aim, structure by product. The project will have 3 products. Comments are welcome by 17th of October 2007.
Giedrius Likatavicius – Behavioural data on IDUs collected by EuroHIV

In the last few years EuroHIV started to collect behavioural data. A list of what variable types came in from each country was presented. Mainly Eastern Europe was providing data. There is a huge variety, almost no 2 comparable variables were provided to EuroHIV. Need for harmonisation was expressed.

Danica Klempova – Current state of behavioural data from ST9 and next steps

An update was provided on the state of collection of behavioural data by ST9 – so far 35 behavioural sheets were received from countries. The remaining problem is different ways of data collection / wording of questions, especially in case it is not described by the country in the respective field of the table. A suggestion was presented, that few (3-4) behavioural items will be included in the minimum reporting standards, and increased focus will be put on their harmonisation.
Bruno Guarita – Online data-entry of ST9 through Fonte starting in 2008

The way of working of the FONTE – an online data entry system was presented together with its potential added value.

Discussion

FONTE: 
The representative from Latvia has expressed his satisfaction with this project, but also requested more instructions in the forms. This would in his opinion make it easier for the focal points. Bruno Guarita (BG) informed that after each question you have a help function – you just scroll the mouse over it and you see the instructions. Some participants were concerned with the complications of filling in numerous versions of ST 9s (18 for Austria), especially when it is filled in by external experts by means of offline submission. Also, they appreciated communication with the EMCDDA – it was working well when there were any questions regarding the new data entry system. The Czech delegate supported previous comment on the versions – in his opinion this needs to be sorted out – they have uploaded 12 tables on PDU and would like to know how to link to them next year in a clear way. In DRID it can be even more complicated. BG: There is a new ‘key fields’ function which enables to search older tables by certain fields, e.g. country, region, method and target population.

2006 Meetings Report: 
The 2006 meetings report was discussed and comments received from Poland. Participants were asked to send any further comments by the end of October 2007. The final version is available at http://www.emcdda.europa.eu/?nnodeid=1375
Minimum reporting requirements:
Some countries felt that perhaps it would help to formulate recommendations / guidelines, as it would probably help them to have a mandate to address the policy-makers with. However, the document has to be officially endorsed by the EMCDDA management board to have a certain power. Minimum requirements however shouldn’t prevent countries from providing the data which is available, possible and good, even if it is outside of this framework, which only serves as a minimum standard to improve comparability of the data.
Behavioural data:

A question was raised, whether the behavioural data should be included in the minimum requirements. Some countries were against due to the present quality and comparability of data, while several others were for, as they believed that the benefit will return in the future for this additional work or that longer we would hesitate, the more diverse the data will become. There was a discussion whether our demand is (and should be) data-driven (what data is out there in the countries) or based on a specific research question. However, even the literature isn’t consistent on what is the best way of formulation of questions / categories for answers / time frames. This was confirmed in work with literature while developing the DRID protocol.
Also, as this is a topic which is being discussed already for many years, the time might be mature to include the behavioural items. Or, a moderate form of recommendation was suggested in a conditioned phrase ‘if you want to include the behavioural questions, word it like this:…’
Behavioural items from the protocol could be used as well, as some consensus was already achieved on their choice. This document will be sent out to the participants who are asked to return their eventual comments by the end of October.
Several delegates suggested the EMCDDA to try to find out why countries do not provide existing data, as there was a feeling that there is much data around which is not being reported. There was an idea of a working group to work on the implementation/data collection issues - to look at the question whether there is much unreported good data around.

An idea of an inventory of what is happening in the countries was further supported by participants.

The participants were informed by Reitox about the implementation assessment exercise (assessment to what extent DRID indicator has been implemented in the countries, using the minimum requirements as the minimum standard).
A suggestion was made to include 4 behavioural items into the minimum reporting standards and to present this at the heads of focal points meeting (EMCDDA).
Several countries have supported this idea strongly – there was a consensus among the participants. 
The number and content of the behavioural items was discussed. The first suggestion by the EMCDDA was the following four items:

· Needle sharing (both lending + borrowing) last month

· Needle sharing (both lending + borrowing) last 12 months

· HIV testing last 12 months and having received one’s test result (consistent with UNGASS question number 8)

· HCV testing last 12 months

Some delegates were in favour of including paraphernalia sharing and several steps were made in thinking how to simplify the list (e.g. shall there be two recall periods or is one sufficient). Some countries (e.g. Croatia) who were for including more recall periods for needle sharing were reassured that the items not selected to be among the minimum reporting standards, will remain in the voluntary section of the data collection instrument.
Other discussions involved a suggestion to be explicit about excluding known positives (diagnostic testing) or not (prevalence surveys), and including ever-injectors who did not inject in the past 12 months. The problems in interpreting data containing ever-injectors who did not inject in the past 12 month were mentioned by the representative from Spain.
The final version of items, which will be recommended to be included in the minimum reporting requirements:
· Needle sharing (both lending + borrowing, even if cleaned) last month

· Needle and paraphernalia sharing (both lending + borrowing, even if cleaned) last month

· HIV testing in ever injectors in the last 12 months excluding known positives

This set of items was agreed to be presented at the following heads of focal points meeting (November 2007) for approval. (Note: the proposal was subsequently rejected by the Heads of Focal Points with argumentation that it was still too early and they felt a need more conceptualisation.)
Mika Salminen – Surveillance and prevention of HIV in injecting drug users in Finland. Finnish drug-policy was very abstinence-oriented until 1997, when an outbreak of HIV among IDUs occurred after a long period of low infections prevalence (especially HIV). The outbreak moved the drug policy-makers to change their approach. Several low-threshold sites were established and now there is coverage almost everywhere – as it is an obligation to provide these services, including injecting equipment. A slide was presented about a possible association between needles exchanged and number if HIV cases. An estimate was computed that around half of syringes needed by the users are provided.

Ilonka Horvath – DRID-data from client-based documentation system of drug-facilities in Austria.  Data from the Austrian DOKLI system was presented – infections for the first time in 2007 – treatment and non-treatment data; part of TDI.

Marita van de Laar – Surveillance of infectious disease in Europe – the role of ECDC. The role of ECDC in diseases surveillance, its tasks and main activities were explained. “Tessy” system is being developed by the ECDC. It is similar to online data entry system of EMCDDA Fonte. In discussion, the participants expressed hope that there will be a close cooperation between ECDC and EMCDDA. Both institutions confirmed their interest in this cooperation and ECDC stated that the EMCDDA will be their main partner regarding drug users (e.g. in a current project on guidelines on data collection).

Dagmar Hedrich – EMCDDA Cooperation with DG Sanco and the WHO Health in Prisons project. DG Sanco project of the evaluation of Council Recommendation of 18 June 2003 on health-related harm associated with drug dependence was presented, as well as two other DG Sanco co-funded projects (Correlation Network and WHO Health in Prison Project). EMCDDA collaboration in these projects was described.
John Parry – Recent developments in laboratory diagnostic methods

Some new developments in the laboratory diagnostics of blood-borne infectious diseases were presented: Dried blood spot seem to be according to recent work almost equivalent to venous blood, as they achieve very high sensitivity and specificity. They are also good for genotyping of HCV and identifying incident infections. Even one year later it was still possible to test for RNA positivity. From these two indicators HCV incidence could be estimated. It has to be kept in mind that some individuals might not develop the HCV antibodies at all, which may be related to the HCV genotype. In the discussion, some of the important points were discussed, e.g. what should be the storage conditions of dried blood spots? The answer was that even though this needs further investigation, there are good experiences with freezing them (minus 20 – 30). Other countries were able to keep samples for a couple of weeks unfrozen in community settings.

Hans Blystad – Follow-up on the 2005 recommendation for offering routine annual medical examination with voluntary testing to IDUs. Draft of the guidelines is prepared. All national experts were invited to work on this with Hans Blystad.
Among other questions, validation of the guidelines was suggested in the discussion by the participant from Belgium. It was suggested that priority should be given to recommendations based on evidence – published literature, etc. Hans Blystad explained that in case this is a screening programme for IDUs, it should be evidence-based. But if it is a clinical offer for the individual IDU, it’s not easy to be completely evidence based. Another question raised was by the Finnish delegate as a word of caution to keep in mind that any kind of testing must start from the benefit for the individual and therefore we have to be in the position that in every setting we can use the test result for the benefit of the individual. Treatment for the disease tested has to be available too. Extra caution was advised in the case of prisons, since in the past testing was used not so much for the benefit of the individual. This should be explicit in the guidelines. EMCDDA with ECDC and WHO could collaborate on this.
10 October
Chairs: Mirjam Kretzschmar and Lucas Wiessing

Session: Protective factors for HIV/HCV: European modelling study group
Mirjam Kretzschmar – Introduction on the project and presentation of results of Andrew Sutton and Emma White. Mirjam Kretzschmar informed on the progress of the project of HIV modelling group. There is a centralised data repository built which contains data from 6 countries. One more country collaborates by agreement. To this date, already 6 draft papers exist, as an output of the activities of the modelling group. The work of Andrew Sutton and Emma White was presented. Andrew Sutton calculated and compared force of infection (FOI) estimates from several countries. Emma White looked at the effect of treatment in the HIV epidemic, taking into account the role of relapse. In the discussion a point was raised whether differences detected in this type of studies might stem from some heterogeneity in the samples. The representative from the Czech Republic explained that these issues were thoroughly discussed and the conclusion was that not a lot of bias is expected, as not so many differences between the drug users were identified.
Ziv Shkedy – Estimating the prevalence and the force of infection for HCV: a meta analysis. An analysis on risk factors for infection showed that those starting at older age had a higher risk for infection. Sharing needles was a factor significant everywhere but not in Sweden (however, paraphernalia sharing was a significant factor in Sweden). Frequency of injection had a dose-response association with infection. In discussion, the time period between the infection and testing was mentioned – as  the time of infection is unknown, only the time of test, we have to assume that exposure is continuous. Phase of epidemic may also play a role. Much better is to have longitudinal data, since no assumptions needed – the FOI can be directly derived. The possibility to work with calendar time as well in these models exists, whoever, in this case more than one seroprevalence study per country – from different time points would be needed.
An interesting point was raised by the Czech delegate, stemming from the fact that all new EU member states have a relatively young epidemic. The probability of being tested and also being tested positive increased over time – drug addicts had less chance of being tested in the early 90-ties – since the services were only starting – and testing was not widely available yet. To a certain extent if the people would be tested positive before, they wouldn’t take part in this study now.
Stine Nielsen – WHO/Europe project to estimate HAART coverage in Europe
National level estimates of HIV incidence based on case reporting data is WHO main interest in the modelling project. It is not yet clear if it will be different models for different countries. There is an existing workbook method, but it is not considered very useful for Europe – this should be improved. On 28-29 November, there will be a planning meeting. The WHO is interested in analysing time trends, and is looking for experts. The analysis of the distribution of delay to diagnosis is based on available data on a country – by – country basis. It was discussed that UNAIDS gives priority to country-specific estimates, only if missing then fills in the gap. It was also suggested that surveillance systems also have to be improved, not only do estimations but improve the underlying data.
The ECDC representative informed that UNAIDS just asked ECDC to take on this work next year – so this should be harmonised in some way – ECDC will be doing this for the EU.

Viktor Mravčík – Comparison of HIV positive and HIV negative IDU cases in the Czech Republic. Data on HIV cases in IDUs in the Czech Republic were presented. An idea for a multi-centre study was suggested - other low-prevalence countries with a similar epidemiological situation could join in. A representative from Croatia stated that the country is also very interested to join. Mirjam Kretzschmar suggested that the migration topic can be very important. Molecular typing data could help in researching this question. It is supposed that the vast majority of Czech cases were imported cases. It would be interesting to know if there are any domestic cases, what is their proportion and how does it change over time.
Gabriela Gomes - Patterns of Genetic Variation in Pathogen Populations

Modelling work taking into account generic variability in samples was presented – the implications of mixing between hosts, the degree of their connection, as well as the role of the levels of transmission. In the discussion, it was clarified that estimating R0 for different transmission routes if the effectiveness of transmission is different is also possible with sequencing methods.

Ziv Shkedy – Longitudinal data analysis for HCV prevalence in Europe
Longitudinal data on HCV and HIV. Serological and longitudinal studies were compared in this work. The association between the different infections (having one infection increases the probability of having another one) was confirmed, both at individual and EU level. In the discussion of this paper the central point of protective factors was raised, as well as possible link to intervention research in the modelling work. Older data show more or less the same pattern as newer data.
Discussion:

As the modelling project will finish in October 2007, the group is searching for funding. Some possibilities of further development of work were discussed. E.g. idea of a training to enhance the collaboration and common understanding of issues of modellers with epidemiologists. The ideas from the group will have to be tackled by e-mail discussion after the meeting.
Session: New methodological developments and findings
Keith Sabin – Recent development and uses of Respondent Driven Sampling
RDS. Respondent driven sampling method was described and some new developments highlighted. Some common problems involve small communities, high control by organised crime (pimps, etc.),  there are places where the incentive was too small or too high. There is a protocol developed, as well as generic training tools, etc. – available from Keith at CDC. The possibility to implement this method in the EU was discussed, as well as other aspects.

The first waves of the study need to be excluded due to bias – the CDC analytical tool excludes the automatically. Incentives might be a legal problem in Finland, as strict laws on providing compensation for participation in studies exist. Keith explained that there was a survey without incentive as well, but in US the IDUs were more motivated by incentives – the researchers did what they could legally provide (registration for NEP, reimbursement for transportation, etc. They never used the term incentives). It was asked how to stop the chain - in the manual there is a whole chapter on stopping the survey. Different countries shared mixed experiences with the application of RDS. In some countries, using incentives was working much better in marginalised populations. Czech experience was described, where the RDS among Russian-speaking population in Prague stopped at some point.

Cathy Matheï – Protective immunity for HCV. A review was presented on HCV and protective immunity. Six IDU cohort studies were identified. Spontaneous remission of HCV in recent studies was up to 53%. It was not clear which factors are responsible. Partial protective immunity is suggested by the studies.

In the discussion, the importance was stressed of education of IDUs about reinfections and superinfections. E.g. patient with a genotype with better prognosis should be educated about the risks of the possibility of being superinfected by genotype with worse prognosis. This information was recognised as important for the modelling work – to take this into account – as the models should correctly include the option of going back to the susceptible group. An interesting question was posed – as there is a high probability of being infected by several genotypes – what can be the rate of overlooking further genotypes if the laboratory finds one? John Parry explained that it is in fact very easy to overlook the subsequent genotypes in most methods used. Sometimes the method used will show sequences with not so clear pattern, which might be indicative of several viruses present. This was viewed also as important information for the EMCDDA genotyping data – the genotypes data might be biased in the case of multiple infections, especially if certain strains would have an advantage of being identified more easily than the others. John Parry informed that such strains are not known at the moment.

Session: Studies among prisoners
Vitomir Burek – Seroprevalence survey in Croatian prisons. In this preliminary study HIV, HBV and HCV markers were tested in a total of 362 prisoners  (312 men - 86,2 % and 50 women -13,8 %) and 77 members of correctional staff. In total,  24,8% of prisoners were positive for some markers for viral hepatitis (HBV: 12,5%; HCV: 7,3%; HBV/HCV: 4,9%). Analysis of these markers revealed that HBV infection is very high among: IV drug users (32,3%) and highly promiscuous individuals (29,4%), and relatively high among alcoholics (15,4%) and individuals with psychiatric diseases and personality disorders (17,2%). HCV infection is very high among IV drug users (48,6%), relatively high among highly promiscuous (3,4%) and surprisingly high among individuals with psychiatric diseases and personality disorders (9,3 %). None of the prisoners were anti-HIV positive. The issue of HCV epidemic in HIV positive MSM is currently examined in the literature.

Doris Radun – Cross-sectional Study on Seroprevalence regarding Hepatitis B, Hepatitis C, and HIV, Risk Behaviour, Knowledge and Attitudes about Bloodborne Infections among adult Prisoners in Germany - Preliminary Results

HCV, HBV and HIV in adult detainees and their risk behaviour were surveyed - preliminary results were presented. At the same time a survey of staff attitudes was conducted. There was a very high response-rate for the study: 1582/1680 (94%) inmates participated, of whom 96% agreed in blood testing. Among those who ever injected drugs (30%), antiHBc, HBsAg, antiHCV and antiHIV was detected in 18.6%, 18.5%, 50.6%, and 1.9%, respectively. Bivariate analysis shows that injecting drugs is a risk for past or present hepatitis B, C or HIV: antiHBc/OR   4.9 (95%CI:4.7-5.2), antiHCV/OR 26.7 (95%CI:25.3-28.3) and antiHIV/OR 3.1 (95%CI:2.6-3.7).
At the end of the meeting, the EMCDDA hepatitis C laboratory surveillance pilot project was discussed. The ECDC delegate pointed out that a similar project was foreseen in their work programme. The EMCDDA would appreciate to collaborate with the ECDC on this topic. Because some countries reacted that they do have the data and would like to provide them, it was agreed to give to give the project another year.

Expert meeting on problem drug use
Thursday 11 October
Chair: Lucas Wiessing

Session:  Intro, guidelines, protocol, implementation of the PDU indicator

Lucas Wiessing – State of the key indicator Problem Drug Use

Lucas provided a general framework for the meeting by outlining the PDU indicator field, key issues currently worked on (improving data quality and availability, how to report multiple substance use (‘polydrug use’), stimulants use, injecting drug use and sub-national estimates and incidence work), and key ongoing projects: FONTE template for data entry on PDU standard table ST07/08, key indicator methodological package (three products aimed at several target groups to introduce them to the indicator or to its specific questions), incidence guidelines and development of the minimum reporting requirements. State of implementation of the indicator was presented as well. After presenting some data, there was a suggestion to start to use confidence intervals around numbers also in trend graphs.

Bruno Guarita – Online data-entry of ST7/8 through Fonte since 2007. 
Online data collection system FONTE was presented as well as the main differences in the ST7/8 how it appears in it in comparison with the excel version.
In the discussion, it was mentioned that exports of data from FONTE into Excel can be difficult to read. However, an expert might obtain their own access to FONTE. If they are worried about potential unwanted damaging the data, they can ask for very precisely specified user rights – e.g. only for the purpose of data checking. Different levels of access exist, the idea is that everyone should work online. Countries can contact the EMCDDA with requests or problems. Some countries already having experience with the online data entry found FONTE very nice and useful. Other’s experience was that it took quite long to enter the data, but the subsequent communication was a lot easier than through the historical Excel sheets. It was advised by the EMCDDA to use the new copy-paste function to enter a pre-prepared matrix of data from Excel straight into FONTE. Later, a working group is foreseen to prepare an upload function for data which exists in a different format (e.g. TDI data from SPSS files).
Dagmar Hedrich – Use of PDU estimates in the EMCDDA responses indicators. 
Dagmar Hedrich presented an EMCDDA syringe coverage estimate and an estimate of percentage of POUs on substitution. In the discussion, it was suggested that it would be interesting to also put infectious diseases data on these graphs. Dagmar explained that at the moment the countries with high prevalence have high syringe coverage (generally with exception the of Finland, Norway, and recently Czech Republic) since it is their reaction to the epidemic as well. The importance of taking into account pharmacy sales of syringes was underlined by several participants. Bulgaria has conducted an analysis of pharmacy syringes versus those from needle-exchange and found out that there were actually two different groups of users with different distributions of needle use. Therefore they would suggest separate data collection. Also, a question of exchange versus distribution was discussed. Malta has bad experience with police problems in case of exchange and therefore now uses only distribution. It was reminded by Dagmar that good cooperation with the police is crucial.

Antònia Domingo-Salvany – Open source capture-recapture routine available in R. Loglinear models for CRC in the freeware R were presented. There is a paper describing these in the Journal of Statistical Software (www.jstatsoft.org).

There are different modules available – for closed, open populations and robust ones (a combination of the previous two). It follows R.M. Cormack techniques.

Gordon Hay – Comments on the EMCDDA guidelines and protocols. 
Several remarks based on Gordon Hay’s work on the EMCDDA reference methodological package for the PDU indicator were presented. Some questions were posed, e.g. whether it is possible to include suggestions regarding gold standard methods in the PDU indicator, and whether countries should be asked to report incidence. Several other issues, e.g. the relevance of simple multiplier methods, questions regarding PDU definition, barriers to full implementation of the indicator etc. were outlined. In the discussion, the expert from Norway mentioned the barrier of lack of data, which prevents from adopting “one for all” method. Other countries supported this view. The Austrian expert suggested to use as many methods as possible within one country and then to compare their results. There was a demand to receive methodological guidance on how to work with several different estimates. There was a common feeling that methods should not be restricted, EMCDDA is not a research institution and therefore will take into account what the researchers of the particular country are doing. As an example from another field, the national GDP is also differently estimated country by country. Regarding keeping the guidelines up-to-date, a suggestion from Lucas Wiessing was to consider a Wikipedia-like approach of an open toolbox of online guidelines as ‘living documents’. This idea was supported by Colin Taylor.
Danica Klempova – Improving the policy relevance of current PDU data. 
The aim of this presentation was to provide a summary of several issues discussed in the problem drug use field in the past years: starting from target group, purposes and basic concepts, e.g. PDU definition. An analysis of data sources was presented as well, showing that criminal justice system is the strongest data provider for PDU estimates (2201 occurrences in the database to date), while treatment data (1245 occurrences) and other sources are used less frequently. It was considered more useful to report the estimates by drug as overlapping categories. These topics were further discussed at the workshops.
Session: Country presentations and European trends in heroin treatment
Laure Vaissade – PDU estimates using capture-recapture in six cities in France. 
Laure Vaissade presented a study which estimated local prevalence of PDU in 6 French cities by the capture-recapture method. The EMCDDA PDU definition was used, but broadened to include also users of hallucinogens. It was pointed out in the discussion that the extra information on profiles by data source was extremely important in understanding the estimate. Also the information on interactions from the model was very good to understand the collaboration (including referrals) between sources. E.g. in one city where there was lower collaboration there was also high HIV prevalence. Croatia mentioned their difficulties with personal data protection laws: in Croatia social services and criminal justice system data was very difficult to obtain. France had a positive experience with a meeting with these stakeholders, presenting them the methodology – this convinced them that the data is very important for the study.
Lucas Wiessing reminded of the possibility of prospective data collection for a capture recapture study, as performed earlier in France (Toulouse), and which could be a solution if the existing data is not good enough.
Marc Roelands – PDU estimates based on TDI in Belgium. 
New treatment demand indicator data were presented and their quality evaluated with respect to their possible use in the future PDU estimation studies.
Paivi Partanen – Prevalence of problem use of amphetamines and opiates in Finland in 2005. A new study updating the Finnish estimates of problem drug use was presented. Several relevant sub-estimates were calculated as well: geographic ones, and relating to age groups and gender. Amphetamines and opiates as a primary drug were used as two exclusive, non-overlapping categories. In light of recent discussions in the PDU group Finland will consider if they can be overlapping in the future. The estimates do not include substitution treatment.
Guus Cruts – Estimating the number of problem cocaine users in the Netherlands. An estimate of problem crack users in Holland was derived based on a benchmark – crack users in treatment without a concomitant opioid problem. In-treatment rate of opiate users from 2001 was used as a multiplier for the calculation. Weaknesses of the method were explored – e.g. a possibly much higher in-treatment rate of problem opioid users of the aging generation (0.5-0.76) might not correspond to that of crack users without an opioid problem, which might be potentially considerably lower. Powder cocaine users were excluded from the estimate, as they have low probability to come into contact with police and thus are not considered problematic, when problematic is understood as being public nuisance.
Linda Montanari – Trends in first treatment demand for heroin use in Europe

An analysis of data on treatment demands with heroin as a primary drug was presented. A strong decline of heroin treatment demands was recorded up to 2005. The results were discussed in light of limitations of the data – e.g. the time lag between becoming a problem drug user and treatment doesn’t enable to interpret the result with respect to problem heroin use trends. Moreover, the services provision and organisation have undergone multiple changes during the same period, which makes the interpretation of trends even more difficult.
In the discussion, Lucas Wiessing suggested to use modelling approaches to examine the relationships between different factors including incidence estimation, taking into account all individuals in treatment including those staying over some previous years, etc. Some countries disagreed with the time lag between first use and first treatment presented (9-10 years), as in their situation it was found to be 2-3 years (Ireland) or 5 years (few other countries). The importance of examining the changes in this time lag was discussed – especially if it is becoming shorter, studies suggest that a peak of clients could be expected.
Some countries experienced decreased reliability of the information of being a new client (e.g. Greece). Ireland and Latvia investigated this issue and both found out that around 80% were really new clients, while around 20% were already treated somewhere else. Two projects related to Treatment demand indicator could shed more light on several discussed questions, one examining ‘prevalence’ in treatment (all clients in treatment during a specified period of time, not only entering clients) and the second one looking al data coverage and ways to improve it.
Session: Estimating incidence of PDU

Chairs: Gianpaolo Scalia Tomba and Lucas Wiessing

Albert Sanchez Niubo – Methodological development of the RDA method
The presentation tested two approaches to estimating incidence – log-linear models (LLM) and reporting delay adjustment (RDA). Based on the results of work it argued that LLM can estimate incidence of drug use in larger periods of time and more accurately than the RDA method. The argument was further developed in the discussion – to make sure that the model is more appropriate and that it doesn’t result in overestimation, it is best to check its fit against observed data. Colin Taylor explained that it cannot be said that the method is more accurate, but in the case of LLM, this method gives more parameters and then it fits the data better. Gianpaolo Scalia Tomba explained that the basic assumption of RDA is that at least the longest line of the data is sufficient to describe the lag to treatment. This assumption was ok for heroin but seems to prove too short for cocaine in Spanish data. The effect of the stage of the epidemic – whether the trend is declining or increasing seems to be an issue – a relatively stable incidence is needed to apply RDA. If there is a big drop in incidence, suddenly a artefactual lengthening of the latency time to treatment will be seen.
Antònia Domingo-Salvany – Incidence estimation in Spain
Log-linear models were used to look into incidence of heroin and cocaine. Different possibilities were explored. The main difference between the two substances were that around 3 years time-lag was found to heroin dependence but around 10 years of cocaine use and still there is a large proportion without dependence. The main conclusion confirmed by Carla Rossi was that it is not possible to analyse the incidence of heroin and cocaine use in the same way because of greatly different distributions of latency time and proportions ever ending up in treatment.

Ellen Amundsen – Estimation of incidence of injecting drug use in Norway

A new approach to the estimation of incidence of IDU, based on surveys among IDUs in Norway was presented. It was demonstrated, that even in a situation of lack of data, some work with data can be done. In discussion, it was highlighted that the less data a researcher has the more assumptions they need to make. The  collaboration with statistician was seen as very important.
Sebastian Baumeister – Plan for an incidence estimation in Hamburg, Germany
Plans for incidence study in Hamburg were presented. The analysis will be based on data covering the years 1997-2006.
Stefano Salvadori – Incidence of heroin and cocaine use in Italy
Incidence of heroin and cocaine in Italy was examined. This presents an update compared to the latest national report (2006 data). The trend after reanalysis now looks more like a stabilising of heroin use, until recently it looked like a new peak. In the last 3 years an increasing incidence was recorded according to treatment data. In the discussion it was pointed out by Carla Rossi, that it would be useful to think about the possible bias caused by increasing incidence in estimating the latency period. As it might happen that due to changes in incidence, the observed latency period might not be reliable which might even as a consequence give a far lower incidence curve.
Carla Rossi - Joint estimation of incidence and latency by RDA and BC

Back-calculation and reporting delay adjustment methods were compared.

Some of the main points from the presentation were that the incidence estimation guidelines should warn about the easy misinterpretation of this method by policy  makers. It has to be kept in mind that the estimated incidence curves are always strongly dependent on the latency period estimate. Regarding introducing bias, left truncation is “not such a big deal” but the problem is right truncation.

The consequences of a changing incidence on the performance of the statistical methods were discussed. It was suggested that it has to be explicitly written in the guidelines that the older work has been done about heroin users. A lot of work on natural history has to be done, in order to properly use RDA and BC in  new drugs / new patterns of use. It was recommended for the purpose of estimation of cocaine incidence not to use treatment data to estimate latency but other source (e.g. emergency rooms, incarceration, ...) – and collect data on time of first use and time of first treatment. This last point was raised again in the discussion and explained that the main issue underlying this requirement is to try to explore the group of users who were not observed yet in treatment, mainly to see those with potentially very long latency to treatment. This may depend on many factors among which are also the drug laws in the country. Countries were interested to see some case studies to understand the steps of this estimation – these will be available in the new incidence guidelines. Several participants agreed this would be very useful.
Gianpaolo Scalia Tomba – Updated EMCDDA incidence guidelines
New developments in the EMCDDA incidence guidelines were presented, together with some interesting ideas for future work. There was one idea of modelling one drug in several models according to patterns of use, to model changes in treatment system and other important factors having impact on latency period or to include cessation rates in models in the future. Lucas Wiessing asked the participants to reflect on the question whether it would already make sense to collect data on incidence by the EMCDDA. He also informed that the Swiss scientists (Carl Nordt and Rudolf Stohler) are interested to organise a multi-country study and perhaps there are going to be funds – also maybe to answer methodological questions. The interest seems growing.

Friday 12 October
Chair: Danica Klempova (LW unable to attend in the morning)
Danica Klempova presented an introduction to the workshops. Three groups worked on different topics. The outputs presented by the groups are pasted below. 
Workshop 1: PDU definition

Reporter: Sharon

Chairperson: Marc

A discussion is needed on concept of PDU. Start from observation that European definition of problem drug use exists but many country use their own definition. Misfit of definitions between EMCDDA and estimates. Comparisons between countries are weak because we don’t have common criteria and definitions of all the terms. Isn`t it so that every drug use can be considered problematic?

Current definition of PDU is not theoretical one (can’t determine how drug use is handled as social health etc) and not an operational one because it is not precise enough!!! Need for more concrete definition of  “long duration” and “regular use”. Injecting use – is it daily, current etc. What about regularity of use. When we talk about concepts or definitions, we can focus on 1/ pattern of drug use, 2/ problems by drug use, and 3/ pattern of lifestyle (e.g. how the people behave, life circumstances, life goals, what they do in which way). 

So we should focuse on definition – to agree on a conceptual definition. How would we like to see the drug problem. This def should be operationalised and made more precise. In a second stage, there is a need to develop the definition according to available data. This would allow us to see indicators that should be more directly observed and be the basis for estimation. 

Alternative would be to focus on consequences in definition – consequences at a personal level – physical and psychological health, legal and social problems, and problems at level society. 

Could have definition focusing on consequences. But are resources available to measure these additional consequences, because methods would change? 

Should PDU be defined in terms of problems: physical and psychological problems, social problems and legal problems? – Consequences of violating drug laws. Should a person that suffers the consequences of being arrested for using a substance to be considered as problematic drug user? And person in prison should they be considered as problematic drug users?

A method to find a better definition would be to compare within countries the type and nature of drug use on the one side and relate it to the definitions that are used in these countries in their prevalence estimations.

No need to change def. substantially but mention something on polydrug use.

Problem cannabis and ecstasy use should not be included. 

Other important topics 

Substitution clients – someone in substitution for 10 years is still PDU? We need field trial for those in substitution treatment to see if in contact with other agencies because others will not show up in other capture recapture methods. The answer to the question of inclusion of substitution clients depends on definition of PDU. 

Topics scored as being less important
Using ICD10 for determining if someone has problem – definition of problem should be according to ICD 10.

Law enforcement – for police to distinguish problem and non-problematic drug use is difficult. Need study to look at 

---------------------------------------------------------- 

Method suggested to EMCDDA

First stage

General theoretical discussion about the concept “PDU”, starting from the aim of the indicator. Among the different advantages, this would allow to produce a valid operational definition and evaluate how far the estimates of PDU are from the concept we aim to measure.

1. a text can be produced, e.g. by EMCDDA

2. a discussion on the text by e-mail

3. a working group meeting.

Second stage

Secondary topics should be discussed.

Workshop #2 – estimating stimulant use and problem polydrug use within PDU and IDU

Jean (IE), Antonia (ES), Michal (PO), Anna (SE), Thomas, (DK), Marcis (LV)

General recommendations

· MUST BE voluntary (e.g. incidence, drug specific estimates, etc.)
· Feasibility study by country to determine ability to measure prevalence and incidence of country specific stimulant and/or poly-drug use (10 pts) looking also on resource requirements etc. – 

· raise this question at HFP meeting

Definitions
· Definition of poly-drug use (12 pts)

· only drugs that are ‘problematic’  for user should be counted, but regarding estimates it is country specific

· estimates could be done by primary drugs and then estimating the proportion of poly drug users

· Need a clear definition of secondary drugs in TDI

· Which substances?

(Note: Polydrug users diffucult to estimate either using MM or CRM.  One can estimate by primary drug drug and then estimate proportion of those who would be polydrug users.  Should be very clear on what the definition was.)

Definitions (cont).

· When is it ‘problematic’ use rather than ‘use’ or ‘treated use’ (12 pts)
· Rather than collecting any drug use during last month ask about problematic drug use (in TDI) or do both but code it

· Can be changed in TDI but not in other sources
· Individual substances (8 pts)
· TDI needs to have more than one primary substance

· Code combination of substances, e.g. separate code for speedball

· Could be a problem with double counting 

Definitions (cont).

· Consider individual country (6 pts)

· Route of administration, not just injecting (3 pts)
Methods
· They will vary by country

· Improve quality of (non-TDI) data sources (13 pts), 

· e.g. by raising awareness of health consequences of stimulant use

· Dependent on availability and quality of data sources (5 pts)

(Note: Will vary by country and there is nothing we can do about it.)
Workshop 3: Using sub-national estimates for the national and EU level

Discussion points
· How can sub-national estimates be useful?

· Definition of area and population?

· Comparability and interpretation?

· Use in EMCDDA reports?

· Incidence – standard table?

How can sub-national estimates be useful?

· Policy – planning –resource allocation

· To derive national estimates (via MIM etc.)

· International comparison e.g. major cities

Definition?
· Define population by place of residence

· Policy demands → area definition

· Interest in major metropolitan areas

Comparability/interpretation
· Need knowledge of local factors (including indicators like population density – as in MIM)

· Comparison of metropolitan areas in a secondary analysis may be more meaningful than comparison of countries

Use in EMCDDA reports?
· Difficult to use large numbers of estimates

· Comparison of major metropolitan areas 

Incidence presentation

· Metadata: place of study, time period, definitions, n, method

· Results





Year

Incidence (c.i.)





1995

4217 (3513-5101)





1996

4991
 (3687-5342)





etc.

etc.

Incidence estimation voluntary
Session: Plenary reporting and discussion of workshops. Panel discussion.
After presentation of the results of discussion in the workshops, a discussion of all participants took place by workshop.
Group 1
It was suggested by the delegate from Norway to take support of the discussions in the existing documents, namely the output of the “Sintra meeting”. Moreover, this paper of Colin Taylor was the basis for 2006 EMCDDA annual report chapter 8.
It was agreed by the EMCDDA that this work has to be disseminated among the network, even if unfinished.
A suggestion from the Polish delegate was that perhaps we should change our way of thinking from defining PDU by drug to defining it by patterns of use. This will also give us a good way how to tackle polydrug use. When we use the word ‘problematic’, we think about problems – so maybe we should talk about problems, or maybe cultural or psychological context – personality, ... When we don’t decide beforehand which concept to choose, the discussion is very difficult. 
As there is little of this information in datasets, the suggestion was meant to be used for the conceptual discussion, not the operational definition discussion. The next step would be to decide how to operationalise it.
The Russian delegation explained that they have a different approach – they would start with issue of individual harm, continue with social, health, then economic consequences and only then look at the substance which produces this harm / threat.

A question was raised by a delegate from Luxembourg, whether someone doesn’t cause any economical damage to the society, is he a still problematic drug user? Or is their suffering enough to define that they is problematic? Does this economic aspect have to be included?
The delegate from Norway expressed her view that she would prefer to talk about potential treatment demand – eventually getting into problem/treatment. Can the EMCDDA switch to a concept of ‘potential treatment demand’. Because otherwise it is difficult to define “harmful” or “problem” – it is unclear for whom the substance is harmful or problem? Who is to decide that it is problematic? The EMCDDA took this point as an interesting suggestion, and will discuss this further.
The delegate from Austria was thinking about the concept of “primary drug” as it appears in the Treatment demand indicator (as many of the PDU estimates use TDI data sets) – his question was, what should be the primary drug? The Austrian experts decided that not every person has to have a primary drug. For them to have only legal problems is not a sufficient definition for having a problem drug use. They think all these definitions and approaches have to be realistic, not coming from “the ivory tower” but be closely connected to the everyday situation and relevant for planning interventions.
The Polish delegate’s point was that we will be in a vicious cycle if we will try to define PDU by treatment demand and then treatment demand as PDU. And another problem are the various systems in different countries. In some countries lighter cases are treated, in others only heavier. So he thought that the definition has to be independent from treatment demands.
The delegate from Malta thought that we need to collect much more data. Frequency of use, ... etc. and that we need stricter definitions. Because then the estimates would be also much more comparable across countries.

She was supporting the idea of separating of operationalisation from the conceptual discussion.

Lucas Wiessing was not sure how to separate it because of the central role of the data. The Maltese delegate was in favour but underlined that we have to be realistic regarding the data. 
The participants were asked for their opinion and no one expressed being against this idea – there seemed to be a general consensus about this.
There was a suggestion from the Belgian delegate to continue the way we have been working and at the same time to give some people mandate to think about the theoretical background and to look at the operationalisation. 
A suggestion from a delegate from Cyprus was to work on the details later, possibly to allow country definitions to be different and discuss then whether it’s very different or not – to see what was the concept in people’s thinking – it will probably be high risk consumption of drugs where there is a potential for problem. 
A delegate from Denmark was more for first thinking about the data and its potential limits.
Group 2
It was suggested that it would be more useful if EMCDDA used more contextual data to understand the PDU estimates – e.g. risk behaviours, ... Lucas Wiessing explained that the problem is lack of comparability. But the EMCDDA is working to improve also risk behaviour data.

It was felt that the drug-specific estimates should be voluntary, because it might require to start an entirely new study, which might be difficult from the funding point of view.

Later in the discussions, it was seen that the best way would be to launch feasibility studies in each member state to find out what are the problems in the country and whether we can measure the problems by a reliable method. A survey by questionnaire was however seen as a good alternative, or at least a first step. The countries recommended EMCDDA to look at the treatment demand indicator questionnaire and also based on the new revised ST7/8 to ask them whether they can access the requested parameters.

The issue of individuals in treatment who do not need treatment was brought up – in Austria for these cases the field of primary drug is left blank. Ireland can distinguish between illicit and prescribed drugs. In some parts of Spain those collecting data are using a separate category for speedballers. Some information from studies might be potentially used to understand the levels of “being problematic” within the population of heroin users. The Spanish delegate suggested that perhaps the overlaps could be obtained from TDI data, and then applied to the total estimate.
Another argument was mentioned by the Irish delegate that it is virtually impossible to find 3 sources with polydrug use data in them. This was supported by the UK delegate -  lots of studies are using the criminal justice system data, where polydrug users cannot identified. UK can provide good estimates on opioid and crack cocaine, but advises not to look at the overlaps from our data. The PDU experts might do it right, but the policy makers sometimes interpret these methods in a wrong way. The TDI data could be used as a proxy for the breakdowns/overlaps. More and more it is felt by experts that the TDI data are a good representation of the situation “out there”. Perhaps the Respondent driven sampling method could be used. Estonia has good experience with this method.

Lucas Wiessing asked the countries about any police data guidelines. Poland was preparing them but it had a lot of problems with implementation. Police was reluctant to provide these data, because it means more work. Ireland had a better experience with their police, who cleaned all their data and started to record everything in a standard way without requiring any extra funding.

Group 3

Lucas Wiessing informed that the EMCDDA has removed the sub-national estimates from its output tables because of comparability issues, although the sub-national estimates still continue to be collected e.g. as a basis for potential MIM analyses. It was suggested by a delegate from Greece that if major metropolitan areas were taken, their comparability would be much higher than is the case for the national estimates.
The use of standard geographical areas (NUTS – EUROSTAT Nomenclature des unités territoriales statistiques) suggested by Norbert Frost was discussed. 
UK usually gets data based on administrative areas which are defined also by common funding and they do not feel that NUTS areas reflect that. Their national discussion conclusions were that these were not very useful.
Population density and treatment might be important factors associated with problem drug use – we should get the areas right from this perspective.
It was felt by the expert group that it would be a good idea to redo the MIM work EMCDDA did with Ludwig Kraus some years ago, using metropolitan areas – the EMCDDA could try to find some funding for it.
Incidence reporting was discussed. Although countries understand that the EMCDDA ideally needs incidence data in some standard format, they were not sure about including it in a standard table – as the diversity of such information, etc. could be a problem. However, study descriptions could be well collected by the standard table.
The participants supported the idea of case studies as very useful illustrations of the steps which need to be taken in the incidence estimation process. All participants were asked to take a look at the draft incidence guidelines and provide any comments they might have.
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8. HCV laboratory surveillance  (08_DRID_HCV_laboratory_surveill_2006.zip) 
For information and discussion at the meeting: Powerpoint presentation of first results at the 2006 DRID meeting, data collection form, table of countries that expressed interest in collecting data. There have been no developments since the 2006 DRID meeting i.e. only two countries have provided data from laboratories on HCV tests in young people. We aim to briefly discuss this project again and see whether there is still interest to collect these data in at least 2 more countries. In the discussion could you mention what are the reasons that your country did not provide data, or your experience with providing data, especially the countries who expressed interest in 2005/2006 (see table).

9. HIV modelling project interim report  (09_DRID_Modelling_HIV_Interim_Report_2007.pdf)
As background information for the session on Wednesday a.m.

10. DRID Abstracts 280907 (10_DRID_Abstracts_280907.zip)
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15. EMCDDA PDU Guidelines Local Level  (15_PDU_Guidelines_Local_Prevalence_CR.pdf)
For background information only. Please briefly look through the document in case you are not familiar with the EMCDDA guidelines in order to understand what method is being recommended at the local level – i.e. multi sample Capture Recapture). Any comments are much appreciated.

16. PDU Abstracts 280907 (16_PDU_AbstractsPDU.zip)
For information, further abstracts received will be included in the final meeting report
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Abstracts

Abstract 1
The European Centre for Disease prevention and Control

Marita JW van de Laar, PhD

Tomtebodavagen 11A, Stockholm, Sweden

The European Centre for Disease Prevention and Control is an EU agency tasked with reinforcing Europe’s defences against infectious disease. Its mission is to identify, assess and communicate on current and emerging threats to human health from infectious diseases. Key areas of activity are providing scientific advice, strengthening Europe-wide disease surveillance and supporting preparedness and response to disease outbreaks. In carrying out its mission, ECDC works closely with national disease control organisations, EU-level authorities and international organisations, encouraging cooperation and the pooling of knowledge. ECDC became operational in May 2005 and has its headquarters in Stockholm.

The Centre is responsible for the surveillance of infectious diseases in the European Union and shall maintain the databases for epidemiological surveillance. As of April 2008, data will be collected by the ECDC from the Member States for the routine surveillance of the 46 diseases plus SARS, West Nile Fever and Avian Influenza. 

The Centre is currently developing the European-wide surveillance system. Preparations include the revision of EU case definitions for surveillance,  development of long-term surveillance objectives, to prepare the technical infrastructure and to prepare epidemiological reports. The overall goal for EU-wide surveillance is to provide relevant public health data from all Member States to decision makers, professionals and health care workers in an effort to inform actions that result in timely prevention and control of communicable diseases in Europe. The comparability and validity of communicable disease data between Member States is a key component dictating the success of the future EU-wide surveillance system. ECDC will promote and support MS with the implementation of the case definitions as they are a fundamental cornerstone for standardising the data collection.
More information at www.ecdc.europa.eu
Abstract 2
Follow-up on the 2005 recommendation for offering routine annual medical examination with voluntary testing to IDUs

Hans Blystad, Norwegian Institute of Public Health 

Injecting drug users are vulnerable to a range of infectious and communicable diseases. The most common infections are the blood borne infections like HIV and hepatitis. In addition, a number of infections are more common in IDUs than in the general population. These are tuberculosis, botulism, tetanus, severe systemic sepsis (e.g. Clostridium novyi,  Bacillus anthracis), Staphylococcus aureus (including methicillin-resistant Staphylococcus aureus (MRSA), group A Streptococcal infections, skin infections and infectious endocarditis.  In some European countries, IDUs are a risk group for sexual transmitted infections like syphilis and gonorrhea. Many of these infections are usually asymptomatic and the individual will in general benefit from knowing their status for these infections. To achieve a higher testing activity and improve the general health of the individual IDU the following methods can be implemented:
Routine annual medical examination

A routine annual medical examination of IDUs is feasible in countries with health care systems where IDUs have regularly contact with health care providers (e.g. general practitioners, prison health care, rehabilitation centres). It would be more acceptable in countries with health system providing free medical service to IDUs. 

This examination should concentrate physical examination, testing for relevant microbes and provide treatment and care to the individual IDU. In addition, the consultation should include vaccination and prevention counselling. Routine panel of screening tests should include:
· serology tests for HIV (HIVAb), hepatitis A (IgM, IgG), hepatitis B (HBsAg, HBcAb, HBsAb), hepatitis C (HCVAb), syphilis and possibly HTLV 

· tuberculin skin test, chest X-ray (possibly IGRA blood tests)

· swab for gonorrhoea culture and urine testing for Chlamydia 

· swab for culture from abscesses and skin lesions 

· microscopy of urethral discharge (alternative urine dip-stix)
Opportunistic testing 

In opportunistic screening testing is offered when the client seeks health care providers for other reasons. Traditionally, this method has been used especially in screening for chlamydia and cervical cancer. CDC (USA) published in 2006 “Revised Recommendations for HIV Testing of Adults, Adolescents, and Pregnant Women in Health-Care Settings”. The objectives of these recommendations are to increase HIV screening of patients in health-care settings. This screening programme has been controversial since it uses the opt-out testing strategy, i.e. the patient is notified that testing will be performed unless the patient declines. In addition, written consent or pre-test counselling is not required. Similar recommendations (with or without opt-out strategy) could be made with regards to IDUs in their meeting with health care settings, prisons systems or rehabilitation facilities. 

These and other strategies to increase testing activity and improve health care in IDUs will be presented at the meeting with the objectives of preparing EMCCDA recommendations. 

Abstract 3
Estimation of the Prevalence and Force of Infection of Hepatitis C among Injecting Drug Users in Four European Countries

Harriet Namata, Ziv Shkedy, Marc Aerts, Christel Faes

Hasselt University, Center for Statistics, Campus Diepenbeek, Agoralaan, Gebouw D,

B 3590 Diepenbeek, Belgium

Catharina Mathei

KULeuven- ACHG

B 3000 Leuven, Belgium

Summary

Transmission of hepatitis C virus (HCV) occurs primarily through exposure to infected

blood or blood products. As such, the transmission among injecting drug users (IDU)

is of primary interest. In this paper we model the prevalence and the force of infection

from ¯ve serological datasets taken in four European countries: the Czech Republic,

Italy, Spain and Sweden. Traditionally, for many infection diseases, the force of in-

fection is modeled as a function of the individual's age which is considered to be the

exposure time. In the case of hepatitis C among IDUs, the exposure time is taken

to be the time from ¯rst injection, i.e., the length of the injecting career. Two IDUs

populations were considered: (1) IDUs who ever injected drugs (\recent IDU") and (2)

IDUs who injected drugs in the last 12 months before the serological sample was taken

(\current" IDU). Parametric models for current status data were applied to binary

data, allowing to assess potential risk behavior factors for the transmission of HCV

among the IDU population.

Keywords: Current status data; Force of infection; Hepatitis C; Injecting Drug Users;

Proportional hazard model;

Abstract 4
EU expert meetings on the EMCDDA key epidemiological indicators Drug Related Infectious Diseases (9-10 October 2006)

Comparison of HIV positive and HIV negative IDU cases in the Czech Republic 

Viktor Mravčík

Abstract:

The Czech Republic belongs to low HIV prevalence countries. HIV prevalence among IDUs is far below 1 % according to different studies and surveillance systems. 41 HIV positive cases in the category “IDUs” and 13 cases in the category “IDUs/MSM” have been identified out of 920 all HIV positive cases in the country till the end of 2006. Little and scarce information are known about the group of HIV infected IDUs. Known available (and published) information regards basic demographic data (sex, age, citizenship, ethnicity, place of residence and information on testing with first HIV positive result – date, reason, date of confirmation etc.). Only information on IDU is IDU in present/past as such, no data on IDU (risk) factors have been published/analysed till now (e.g. duration of injecting, drugs used, sharing practices, use and sharing abroad or with foreigners).

It means that up to now we have no information whether the group of HIV infected IDUs differs from majority of non-infected IDUs in the Czech Republic and possibly what are these differences (if any).

Short form with the (risk) factors of injecting was prepared to check whether data are centrally available in the registry of National HIV/AIDS reference laboratory. We found that these data are not easily available and are not recorded in the registry. Further effort to get the data on risk factors related to injecting in HIV positive IDUs has to be done – either (1) to collect them in 8 AIDS treatment centres (which are in charge of epidemiological investigation) directly or (2) to establish routine data collection system on injecting (risk) factors in National HIV/AIDS reference laboratory centrally. Implementation of future comparative (case-control) study is considered.

Eventual comparisons in this regard from other low HIV prevalence countries might be useful. 

Abstract 5
Recent development and uses of Respondent Driven Sampling
Keith Sabin, CDC, US
 

This session will provide an introduction to the challenges of sampling hard-to-reach populations such as injection drug users (IDU).  The US Government's Centers for Disease Control and Prevention (CDC) is using Respondent Driven Sampling (RDS) to survey IDU both domestically and internationally.  This discussion will present the choices researchers have to sample IDU, a basic introduction to RDS theory and methods, and some of the successes and challenges of using RDS in a variety of settings.  RDS training materials developed by the USG for the President's Emergency Plan for AIDS Relief (PEPFAR) will be available electronically.
Abstract 6
SEROPREVALENCE STUDY ON HBV, HCV AND HIV INFECTION AMONG CROATIAN PRISONS

1V. Burek, J. 2Horvat, E. 2Sušić, R. 1Mikulić

1University Hospital for Infectious Diseases, Zagreb, Croatia

2Prison Hospital, Zagreb, Croatia
Background
In general population of Croatia, according to some epidemiological studies and data from University Hospital for Infectious Diseases, Zagreb,  prevalence of HBV, HCV and HIV infections is: ~ 8,5-12,5% (HBV); 0,8-1.3% (HCV) and 0.003% (HIV).  Among usual high risk populations for HBV and HCV infection (IV drug users, homosexuals, haemophyliacs, haemodyalised, highly promiscuos individuals, mental institution patients, anti-HIV positives) there is obviously an additional high risk population -  prisoners, who could represent a combination of some of the above mentioned risk populations. In correctional system incarcerated persons during 2006 comprised approximately 0,41 % of the Croatian  population (approximately 16.500). They have a disproportionately greater burden of  infectious diseases, including infections with hepatitis viruses. Among the heterogenous structure of prison population in Croatia, it has been estimated  that about 30% of prisoners  misuse drugs. Our goal in this project is  to analyse the prevalence of HBV, HCV and HIV markers among the total population of prisoners and to identify different risk populations among prisoners.

Methods

In a preliminary study we analysed for HBV and HCV markers  total of 362 prisoners  (312 men - 86,2 % and 50 women -13,8 %) and 77 members of correctional staff.

All sera were tested for HBV, HCV  and HIV markers (HbsAg, anti-HBc, anti-HBs anti-HCVand anti-HIV) ),  RIBA was used for approval of anti-HCV positivity and Innolia HIV for anti-HIV positivity.

Preliminary results

In total,  24,8% of prisoners were positive for some markers for viral hepatitis (HBV: 12,5%; HCV: 7,3%; HBV/HCV: 4,9%). Analysis of these markers revealed that HBV infection is very high among: IV drug users (32,3%) and highly promiscuous individuals (29,4%), and relatively high among alcoholics (15,4%) and individuals with psychiatric diseases and personality disorders (17,2%). HCV infection is very high among IV drug users (48,6%), relatively high among highly promiscuous (3,4%) and surprisingly high among individuals with psychiatric diseases and personality disorders (9,3 %). None of the prisoners were anti-HIV positive.

Conclusion
One fourth of all prisoners have had contact with HBV, HCV or both viruses. It seems that alcoholics and individuals with PDPD  could be an additional risk population for these viral infections. The opportunity to screen, test, vaccinate, treat and educate (information about transmission, risk reduction) high-risk individuals while they are in a controlled environment of a correctional facility is  a good policy for both individuals and the community.
Abstract 7

Cross-sectional Study on Seroprevalence regarding Hepatitis B, Hepatitis C, and HIV, Risk Behaviour, Knowledge and Attitudes about Bloodborne Infections among adult Prisoners in Germany - Preliminary Results

Radun D1, Weilandt C2, Eckert J2, Schüttler CG3, Weid FJ3, Kücherer C4, Hamouda O1

1) Robert Koch Institute, Department for Infectious Disease Epidemiology, Berlin, Germany

2) Scientific Institute of the German Medical Association (WIAD), Bonn, Germany

3) Justus-Liebig-Universität Giessen, Department for Medical Virology, Giessen, Germany

4) Robert Koch Institute, Laboratory on HIV-Variability und Molecular Epidemiology, Berlin, Germany

Background:

Blood-borne diseases are common among prisoners as injecting drug use and sharing injecting equipment is widespread. Moreover, tattooing or unprotected sex increase the risk for infection.

Objectives: 

To determine seroprevalences and risk factors regarding blood-borne infections among prisoners in Germany and to identify gaps in knowledge. 
Methods:

We conducted a cross-sectional study on knowledge, attitudes and risk behaviour among adult detainees in six German prisons, aiming at a sample representing the entirety of adult detainees in Germany´s closed institutions. To optimise statistical power/reduce random error, we oversampled females and inmates of juvenile prisons and performed a weighted analysis. We administered a standardised, pseudonymised questionnaire and asked participants to provide a blood drop in order to test filter-dried blood-spots for markers for hepatitis B, C, and HIV by unlinked anonymous testing. Questionnaires´ code numbers and serologic results were linked.

Results:

1582/1680 (94%) inmates participated, of whom 96% agreed in blood testing. Prevalences of antiHBc, HBsAg, antiHCV and antiHIV were 10.4% (95%CI:10.3-10.6), 2.5% (95%CI:2.4-2.7), 17.6% (95%CI:17.3-17.9) and 0.8% (95%CI:0.7-0.9), respectively. Among those who ever injected drugs (30%), antiHBc, HBsAg, antiHCV and antiHIV was detected in 18.6%, 18.5%, 50.6%, and 1.9%, respectively. Bivariate analysis shows that injecting drugs is a risk for past or present hepatitis B, C or HIV: 

- antiHBc/OR   4.9 (95%CI:4.7-5.2)

- antiHCV/OR 26.7 (95%CI:25.3-28.3)

- antiHIV/OR 3.1 (95%CI:2.6-3.7)

IDU was reported by 69% of HIV positive, 83% of hepatitis C and 61% of antiHBc-positive individuals. Drug-related crimes were reported by 35% of inmates, and 30% had received a tattoo while imprisoned. Knowledge regarding blood-borne infections indicated unawareness and misconceptions. 

Conclusions: Risk behaviour is prevalent among adult detainees in Germany, and frequently accompanied by hepatitis B, C or HIV. Knowledge on transmission modes or protective measures needs improvement. Risk behaviour should be counteracted by harm reduction measures.    

Abstract 8

Päivi Partanen

The Finnish National Focal Point, STAKES

Prevalence of problem use of amphetamines and opiates in Finland in 2005

According to our study based on capture-recapture method and 3744 registered cases from four official registers there were about 14 000 – 19 000 problem users of amphetamines and opiates in Finland in 2005. This means a prevalence rate of 0,5-0,7 % for the population aged 15-54 years.  

About 75-80 % were amphetamine users giving a prevalence of 0,4-0,7 %, while opiate users represented some 0,13-0,18 % of the whole population. In both categories the proportion of female users was 25-30 %. About 30-35 % of amphetamine users and 25-30 % of opiate users were 15-24 year-old. 

Temporal changes in the prevalence are difficult to deem, as the estimation period is still too short 

and at the same time great changes have been made in the social service system. These can have contradictory effects on the estimation process. 

The greater Helsinki area covers a third of the estimated drug user population. We can speculate the development in drug field taking Helsinki as an example for the rest of the country, which has followed the same trend with a few years delay. Thus it seems that the growth in the problem drug use prevalence has ceased as the trend is falling in the youngest group of heavy drug users. The latest population survey supports this observation.

Abstract 9

Estimating the number of problem cocaine users in the Netherlands

Abstract for the annual expert meeting on the Key Indicator Problem Drug Use (PDU),

EMCDDA, Lisbon, 11-12 October 2007

dr. A.A.N. (Guus) Cruts

Netherlands National Drug Monitor/Netherlands National Focal Point

Trimbos Institute, Netherlands Institute of Mental Health and Addiction 

This far, estimates of the number of problem drug users (PDUs) in the Netherlands mainly focus on the traditional problem users of opiates, some of whom also started to use crack cocaine as a secondary drug. Problem users of cocaine are still underexposed in these estimations. However, by means of treatment-demand data about the ratio between opiates clients and cocaine clients, the still missing number of problem cocaine users can be estimated in principle. After presenting this method, the methodological pitfalls involved in applying this method of estimation will be discussed.
Abstract 10

Author:

Linda Montanari

Title:

Trends in first treatment demand for heroin use in Europe
Background:
In the European countries opiates, mainly heroin remain, the principal drug for which clients seek treatment. In 2005 of a total of 326000 treatment demands, heroin counted for 48% of cases (35% among new treatments). Indications of a decrease of the request for drug treatment due to primary use of heroin are reported in many EU countries.
Methods:
The presentation is based on the data on people seeking specialised treatment for drug use in the European countries for the first time (during a year and during their life). Data are collected according to a harmonised European Protocol: the Treatment Demand Indicator. The TDI is one of the 5 EMCDDA Key Epidemiological Indicators (http://www.emcdda.europa.eu/?nnodeid=1420)
Results:
According to the data available in 2005, in the EU countries from 1999 to 2005, the proportion of clients entering treatment for the first time for primary opioid use decreased from 70% to 37%. A decrease is also reported in the absolute number of primary heroin users entering drug treatment for the first time (from 80000 to 51000). The decrease is less accentuated for the repeated treatments (from 74% to 61%). Relevant differences in trend data are reported by country, with some countries (Bulgaria, Greece, United Kingdom) not reporting a decrease in the new demands for heroin treatment. 

Conclusions:
In the last years in Europe a decrease in people entering drug treatment for primary use of heroin is reported in most European countries. Several factors should be considered when looking at trends in new treatment demands, including changes in:

· the prevalence of heroin consumption
· increase of prevalence in the consumption of other drugs and related problems leading to requesting a drug treatment

· data coverage
· treatment availability

· data quality.
Further analysis and other data sources are needed to have a more in depth trend analysis. 
Abstract 11
Abstract EMCDDA PDU meeting 11-12 October 2007
Estimation of incidence of injecting drug use 

Ellen J. Amundsen, Gianpaolo Scalia Tomba, Anne Line Bretteville-Jensen & Astrid Skretting
Incidences of injecting drug use (IDU) in a country/ an area are estimated, based on series of survey data among IDU where questions on debut of injection are included. In addition estimates of the prevalence of IDU must be available for the years of the surveys. For each survey one can estimate the incidence of injecting debut in a calendar year for persons still in the population of injectors in the survey year (Incidence reduced), based on the relation. 

(1) Incidence reduced calendar year = q calendar year/survey year * P survey year 

where q is the proportion of persons who started to inject in the calendar year in question in the survey in question and P is the prevalence/ number of IDU in the survey year in question. 

Let Incidence calendar year be the (true) incidence of IDU debut in a calendar year. The relation 

(2) Incidence reduced calendar year = 

Incidence calendar year  * (1-c calendar year + 1) * (1-c calendar year + 2) * … * (1-c survey year)

where the c’s are supposedly known cessation rates from intravenous drug use each year from the calendar year to the year of the survey, can be used to estimate the incidence of the calendar year from all surveys. The average of the estimates for each survey year will be a good estimate for the true incidence.

A more general expression using the observed incidence, combing (1) and (2), is

(3) Incidence observed cal. year/survey year /Probability of inclusion in the sample cal. year/survey year =

Incidence cal. year * (1-c calendar year + 1) * (1-c calendar year + 2) * … * (1-c survey year)

Here one can make various assumptions on the probability of inclusion in the sample, for example that recent injectors have smaller probabilities of being included in the samples. Another approach is to assume that all cessation rates are equal. Then the cessation rate and the true incidence can be estimated by a log transform regression version of (3). 

The method(s) are applied to surveys from 1987-1990 and 1995-2005 among IDUs in downtown Oslo and preliminary results of incidence from 1968 to 2005 will be presented and discussed. Important factors are how representative the samples are for the whole IDU population and what we know about cessation rates over time. 

PS: The co-authors have not had the time to comment on the abstract, so any error is the responsibility of the first author

Abstract 12
The incidence estimates of first problem heroin and cocaine use in Italy

Sefano Salvadori, Emanuela Colasante, National Research Council, Pisa, Italy

The Back-Calculation (BC), in particular a BC method based on a bayesian
 approach, was used to estimate the onset incidence of problem heroin e cocaine use in Italy. 

In particular the BC was applied on aggregated national annual incidence data of new individuals under treatment in health care services (at their first treatment) provided by the Ministry of Health for the period 1986-2006, and an estimate of the latency period distribution to back-calculate the onset incidence.

The latency period was estimated
 using various local datasets containing individual data on drug users in treatment in the health care services and collected within the SIMI®Italia project. From the results obtained, as far as heroin users is concerned, such period has an average of 6 years and median of 5 years and regarding the cocaine users the average is between 7 and 8 years and the median is 6.

The best parametric estimate of the latency period distribution was obtained by using the P-plot method (quantile best fitting) and the best model resulted a Weibull density.

The figure below shows the estimated onset incidence curves:
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As far as heroin is concerned, after a period of rapid increase during the 1980s, the incidence curve shows a peak in 1990. Between 1990 and 1995 the figure shows a decrease and then an increase until 2003, when it reaches a stable trend. Regarding the cocaine onset incidence curve, it shows an increase from the second part of the 1980s to 2006.

It is important to underline that the method provides just estimates of the new drug users who will eventually enter treatment, there may be an unknown proportion of hidden drug users who will never ask for therapy.

 Glad I.K., Frigessi A., Scalia Tomba G., Balducci M., Pezzotti P., “Bayesian back-calculation with HIV seropositivity notifications” Statistical Research report n° 4 May 1998, Department of Mathematics University of Oslo.
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