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1. Global Perspectives on Harm Reduction 
1. Since 1985 there has been increasing global recognition that drug users who share 
needles, syringes and other injecting equipment are at high risk of transmitting blood 
borne viral diseases like HIV and hepatitis B and C. Heroin addiction in particular is a 
chronically relapsing condition and there is substantial evidence that short 
detoxification programmes lead to relapse in a very high proportion of people treated.1  
Harm reduction is intended to help users to remain healthy until they are willing or 
able to give up illicit drugs and lead a drug free life. 
 
2. To prevent the transmission of HIV and HCV among IDUs (injection drug users), 
harm reduction measures has been successfully adopted in many countries both in the 
West and in Asia, including India, Iran, Thailand, Kyrgyzstan, Bangladesh, and 
Uzbekistan. The harm reduction package contains a range of interventions including: 
NSPs (Needle and syringe access and disposal programmes)2; community-based 
outreach3; IEC (Information, education and communication); sexual and reproductive 
healthcare; primary healthcare and social services; drug dependence treatment; and 
OST (opioid substitution treatment).4  
 
3. OST is based on the premise that drug dependence is best managed by replacing 
heroin or other drugs of misuse with an orally administered medicine, such as 
methadone or buprenorphine. Evidence suggests this is one of the most effective 
treatment options for opioid dependence and can decrease: the high cost of 
dependency for individuals, their families and society by reducing heroin use; 
associated deaths and criminal activity; and HIV risk behaviours.5  It is a cost effective 
treatment and consistently performs better at retaining people in treatment, and 
reducing heroin use than drug free alternative treatments including detoxification and 
waiting list control.6   
 
4. Drug substitution through OST can: a) reduce the need for criminal activity to 
finance the purchase of illicit drugs; b) stabilise the user to prevent withdrawal 
symptoms; c) reduce the dangers associated with drug misuse, such as overdose and 
infections from sharing injecting equipment; and help the user to remain healthy until 

                                                 
1 Neil Hunt, 2003, A review of the evidence base for harm reduction approaches to drug use, Forward 
Thinking on Drugs: A Release Initiative, available on 
http://forward-thinking-on-drugs.org/review2.html 
2 WHO, 2004, Evidence for Action Technical Papers: Effectiveness of sterile needle and syringe 
programming in reducing HIV and AIDS among injecting drug users, Geneva, World Health 
organisation, available from: 
http://www.who.int/hiv/pub/prev_care/effectivenesssterileneedle.pdf 
3 WHO, 2004, Evidence for Action: Effectiveness of community-based outreach in preventing HIV and 
AIDS among Injecting Drug Users, Geneva, World Health Organisation, available from: 
http://www.who.int/hiv/pub/prev_care/en/evidenceforactionalcommunityfinal.pdf 
4 Preventing the Transmission of HIV among drug abusers: a position paper of the United Nations 
System, Annex to the Report of the 8th Session of ACC Subcommittee on Drug Control, 28-29 
September 2000 
5 WHO, UNAIDS, UNODC, 2004, Position Paper: Substitution maintenance therapy in the 
management of opioid dependence and HIV and AIDS prevention, available from: 
http://www.who.int/substance_abuse/publications/en/PositionPaper_English.pdf 
6 Michael Farrell et al, 2005, Effectiveness of drug dependence treatment in HIV prevention, 
International Journal of Drug Policy, Vol.16, Supplement 1. 

http://forward-thinking-on-drugs.org/review2.html
http://www.who.int/hiv/pub/prev_care/effectivenesssterileneedle.pdf
http://www.who.int/hiv/pub/prev_care/en/evidenceforactionalcommunityfinal.pdf
http://www.who.int/substance_abuse/publications/en/PositionPaper_English.pdf
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they are willing or able to give up illicit drugs.7 While some groups have expressed 
ethical and moral objections to OST, the evidence base over a 40 year period suggests 
that its benefits far outweigh any risks and that it is highly cost-effective when averted 
infections and overdose-related deaths are considered. Methadone and buprenorphine 
are two medicines whose safety and efficacy for OST have been well-established, 
resulting in their addition to the World Health Organization’s Essential Medicines list. 
Opium tincture and diamorphine (pharmaceutical-quality heroin) have also been 
studied in series for OST8 9 10. 
 
2. Harm Reduction in Afghanistan 
5. Over the past few decades, problem drug use has increased substantially in 
Afghanistan, including the introduction of injecting behavior.11  In 2005, UNODC 
estimated there are 200,000 opium and heroin users, of which about 7000 are injection 
drug users.  Recent evidence from Kabul indicates that HIV prevalence among IDUs 
(<5%) has not reached the level of a concentrated epidemic, although hepatitis C 
prevalence (36.6%) is much higher.12  High risk behaviors are common among IDUs 
in Kabul, both with respect to drug use, such as 50.4% having shared syringes, and 
sexual risks, such as 76.2% having engaged the services of a sex worker.  Similar 
high-risk behaviors have been recorded in other Afghan cities, where measurable IDU 
populations have been detected.13  
 
6. In order to prevent a rapid escalation of HIV infection among IDUs, urgent action 
needs to be taken. Neighbouring Islamic states like Iran and Pakistan have adopted 
harm reduction policies and practices as realistic and pragmatic public health measures 
to try and prevent HIV spreading through IDUs, their partners, and the broader 
community.  These policies have been adopted, even though the use of all drugs 
(intoxicants) is strictly forbidden in these Islamic countries. 
 
7. Due to close collaboration and cooperation, the Demand Reduction Directorate of 
the Ministry of Counter Narcotics and the National AIDS Control Programme (NACP) 
of the Ministry of Public Health has been able to develop the necessary policy 
framework for harm reduction initiatives in Afghanistan, including OST. In May 2005 
these ministries jointly produced and approved a National Harm Reduction Strategy 
for IDU and the Prevention of HIV and AIDS. On 17 December, 2005, President 

                                                 
7 D. Macdonald, 2006, Harm Reduction Guided Reading, London, DFID (Department for International 
Development), Health Resource Centre. 
8 Frick U, Rehm J, Kovacic S, Ammann J, Uchtenhagen A. A prospective cohort study on orally 
administered heroin substitution for severely addicted opioid users. Addiction. 2006 Nov;101(11):1631-
9 
9 Razzaghi E. Substitution treatment with tincture of opium: Preliminary results of an open label clinical 
trial in Iran. Abstract 433, C5-4, International Harm Reduction Conference, Warsaw, Poland, May 16, 
2007. 
10 The German model project for heroin assisted treatment of opioid dependent patients: a multicenter, 
randomized, controlled trial, 2002. http://www.heroinstudie.de/H-Report_P1_engl.pdf and 
http://www.heroinstudie.de/H-Report_P2_engl.pdf 
11 United Nations Office on Drugs and Crime (UNODC), 2005, Afghanistan Drug Use Survey 2005. 
Kabul, Afghanistan, UNODC. 
12 CS Todd, AM Abed, SA Strathdee, PT Scott, BA Botros, N Safi, KC Earhart. Prevalence of HIV, 
hepatitis C, hepatitis B, and associated risk behaviours among injection drug users in Kabul, 
Afghanistan. Emerging Infectious Diseases, 2007, 13, 1327-1331. 
13 R. Chase et al., 2007, Mapping and Situation Assessment of High Risk Key Populations in Three 
Cities of Afghanistan. University of Manitoba/ NAMRU-3/ UCSD/ IRC/ MoPH. Kabul, Afghanistan. 

http://www.heroinstudie.de/H-Report_P1_engl.pdf
http://www.heroinstudie.de/H-Report_P2_engl.pdf
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Hamid Karzai signed the new Counter Narcotics Law which mandated the 
establishment of: “health centers for detoxification, treatment, rehabilitation, and harm 
reduction services for drug-addicted and drug dependent persons in order to reintegrate 
them into society”. In February, 2006, the Ministries of Counter Narcotics and Public 
Health endorsed the National Drug Treatment Guidelines for Afghanistan that 
included harm reduction interventions as part of a comprehensive drug treatment 
service and continuum of care for drug users. 
 
8. As a result of these policy directives, NSPs and other harm reduction measures such 
as primary healthcare and social services for IDUs are being supported in a few 
centres, although these need to be rapidly scaled up on a national basis. A recent 
assessment of the context of drug use in Kabul indicates that harm reduction 
programmes are perceived as beneficial.14 However, Kabul IDUs identified the need to 
expand harm reduction programmes, both in geographic coverage and expansion of 
scope of services, including coverage of basic needs (e.g. food, shelter) and OST.  
Many IDUs mentioned harm reduction programmes in Pakistan and Iran as desirable 
service models. 
 
9. Afghanistan faces a high risk of an HIV epidemic due to the prevalence of high risk 
behaviors, including injecting drug use (IDU) and other factors, including lack of 
knowledge of HIV transmission and prevention as well as low prevalence in use of 
condoms.  Available data show that the virus has already entered the IDU population 
and that high risk behaviors, such as sharing needles and syringes, buying sex without 
the use of condoms, and male-to-male sex can contribute to rapid spread.   
 
10. Drug consumption pattern has been changing in Afghanistan, especially since 
many of the refugees who left the country due to the war have begun to return, 
primarily from Iran and Pakistan, bringing with them the practice of injecting drug use.  
Though inhaling and ingesting are still the predominant modes of consumption of 
illegal drugs, injection – of both heroin and pharmaceutical drugs – is also prevalent 
and increasing.   
 
11. Overwhelming scientific evidence shows that a comprehensive package of harm 
reduction interventions can prevent and reverse an HIV epidemic among injecting drug 
users.  Harm reduction is also important to help non-injecting drug users (smokers and 
eaters of opium and other drugs) avoid shifting to injecting drug use. These 
interventions include IEC on HIV, motivational counseling, VCT, distribution of 
condoms, bleach and other disinfectants, exchange of needles and syringes, and opioid 
substitution therapy.  Scientific evidence shows that substitution treatment is effective 
in reducing illicit opioid use, reducing criminal activity, preventing overdose deaths, 
and preventing HIV infection.  
 
12. As non-governmental organizations (NGOs) and community-based organizations 
(CBOs), especially those that include, involve and are run by the affected communities 
themselves have already started effective programs and as MOPH has a track record of 
implementing community-based health care services through NGO-agreement, it is 

                                                 
14CS Todd, MA Stibich, MR Stanekzai, MZ Rasuli, S Bayan, SR Wardak, SA Strathdee. 2006-2007 A 
Qualitative Assessment of Injection Drug Use and Harm Reduction Programmes in Kabul, Afghanistan, 
Accepted for publication, International Journal of Drug Policy. 
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proposed that such targeted interventions be also contracted out to NGOs. The NACP 
of the Ministry of Public Health, Afghanistan is contracting for the services of a 
consulting firm or NGO for the development and delivery of a training program for 
managers and harm reduction service providers for injecting drug users (IDUs) aimed 
at preventing the spread of HIV in Afghanistan. 

 
3. Epidemiology of Drug Use and HIV in Afghanistan 
13.  Current situation of Drug Use in Afghanistan.  Drug use in Afghanistan was 
reviewed in the 2005 UNODC Drug Use Survey.  It estimates there are 7000 injecting 
drug users out of about 200,000 opium and heroin smokers and eaters, mostly men.  
The causes for transition of smokers and eaters to injecting drug use are generally 
expected to be associated with economic, social, and individual reasons, related to the 
supply, cost, and need for euphoria.  There is some indication that having been 
exposed to injecting use in prisons or other situations is a strong determinant.  Harm 
reduction services generally apply to both groups.  A 2007 mapping study by the 
University of Manitoba indicates that IDUs are found in Kabul, MazariSharif, and 
Jalalabad cities.   
 
14.  Current Situation of HIV. Afghanistan is a low prevalence country with high 
prevalence of risk behaviours among certain high risk groups, like IDUs (ANASF, 
2006). The current epidemiological situation in Afghanistan is not completely 
described, but there is evidence of HIV prevalence among an undefined number of 
most at risk persons and TB patients.  One study among IDU in Kabul indicates HIV 
prevalence of 3% (Todd, 2007).  A study among TB patients indicates HIV prevalence 
of 0.2% (Final Report, 2006).  HIV is transmitted mainly through unsafe sexual 
activity and through unsafe sharing of drug injecting equipment.  In addition, unsafe 
blood transfusion may also result in HIV transmission and among mothers with HIV, 
transmission to their new born babies may occur.  PLHIV live with stigma and 
discrimination which contributes to limitations in their access to quality health care 
services for HIV and TB (WFP, 2006). From all available observations, the HIV 
epidemic in Afghanistan follows the pattern of the Asian HIV Epidemic Model (Asian 
Epidemic Model, T. Brown, 2004) where a national HIV epidemic begins with 
increased transmission among most-at-risk groups then bridging to the general 
population, where the speed and severity of the epidemic is related to numbers of 
most-at-risk groups and extent of prevention, including use of condoms and safe 
injecting equipment. The NACP aims to maintain less than 0.5% HIV prevalence 
among the general population and less than 5.0% in any vulnerable group. 
 
4. Harm Reduction Program Objectives 
15. The program objectives for harm reduction is to provide a comprehensive package 
of harm reduction services to a targeted number of IDUs for a continuing period of 
time. The comprehensive package of services is described in Figure 1.  The proposed 
World Bank financed Afghanistan HIV/AIDS Prevention Project (AHAPP) includes 
the introduction and/or scale-up of comprehensive package of interventions/services 
targeted to about 300 most at risk IDUs per contract in four cities of Afghanistan 
(Kabul with 3 contracts, Jalalabad, Mazari-Sharif, and Herat with one contract per city, 
with 6 contracts in all plus 100 prison IDUs included).  The key challenges facing the 
Afghanistan program are improving the quality and reach of HIV prevention among 
IDUS and potential IDUs through harm reduction services as seen in Figure 1. 
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Figure 1.  Afghanistan NACP Targeted Intervention Packages (Essential/ Core services) 
for Harm Reduction with IDUs 
 
Intervention 
 

Essential services Monitoring 
performance Indicator 

Multi sector partners & 
opportunities to scale 
up coverage  

1. HIV preventive 
services  

 VCT  
 Community based 

response 
 Promotion of 

knowledge & 
consistent condom 
use 

% Consistent condom use 
in different population 
groups (including sex 
workers and clients) 
 

Integration into essential 
health services provision/ 
PHC programme,  
 Strategic 
communications/ BCC, 
Private sector, NGO Peer 
educators 

2. Comprehensive 
IDU program 

 Needle, syringe 
access and 
disposal 

 Oral substitution 
 Services and 

Referral ( OI, 
DOTS, STI, HIV 
testing and 
counseling, ART 
and PMTCT) 

 Condom 
distribution 

 Intensified TB 
case finding 

% HIV prevalence among 
Injecting Drug Users 
 
 

Community driven 
services 
NGO Peer educators 
Strategic 
Communications 
Sensitization police & 
legal system 
 

3. RTI/STI case 
management 

 Syndromic 
management 
(oral/anal STIs), 
single shot options 

% STI cases assessed & 
treated (& advised on 
consistent condom use & 
partner treatment) 

Integrated into Essential 
Health Services 
provision  
Private sector 

 
16.  These tasks are listed below. 

i) Needle and syringe access and disposal as well as sterile injecting 
equipment, sterile water and bleach. 

ii) Oral substitution therapy 
iii) Outreach and drop in center services with peer counselors 
iv) Appropriate behavior change interventions delivered through various 

channels to encourage drug users to avoid dangerous practices and adopt 
safe injecting practices, safe sex practices, and appropriate health seeking 
behavior  

v) Condom skills and distribution of condoms and lubricants. 
vi) Primary healthcare curative services and services for STIs based on 

syndromic management using national guidelines 
vii) Education on sexual health and STIs, and access to acceptable and 

appropriate services for STIs and TB. 
viii) Referral for related services, such as detoxification and treatment as 

appropriate. 
ix) Voluntary testing and counseling and services. 
x) How to promote an enabling environment in the project area. 

 
17.  The current guidelines will guide provision of HR services in Afghanistan as 
shown in Figure 2.   
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Figure 2.  HR Guideline Topics 
 
Topic Themes 
1. Introduction 
 

 Introduction of the trainers and training agenda presentations, timing and 
setting the rules for the entire training. 

 Introduction of the participants and discussion of expectations from the 
training. 

 Afghan National Drug Control-strategies and guidelines for prevention, 
treatment and rehabilitation, and harm reduction. 

 Access to HR in the face of stigma and discrimination 
2. Consumers, 
drugs, and harm 
reduction 

 Drugs as a bio-psycho-social (BPS) issue.  
 Patterns of consumption 
 Syndrome of the hidden population and how to reach them 
 Different drugs - different risks. 
 Consequences of different drug laws and drug policies. 

3. HIV 
 

 Prevalence and HIV transmission. 
 Individual behaviors and risks 
 HIV prevention 

4. Harm 
Reduction 
Services 

 Harm related to drug consumption by injection. 
 Harm reduction strategies. 
 Harm Reduction and abstinence with treatment and rehabilitation. 
 Peer involvement 
 Outreach and Drop In, with social services 
 NSP, OST 
 Harm reduction for non-opiate users  and non-injecting users 
 Injection rooms 
 Basic medical care for wounds, STIs, TB 
 Referral (ART, OI, detox, TB, treatment, rehabilitation, etc) 
 Harm reduction in prisons 
 HR across the range of services. 

5. Needle and  
Syringe Access 
and Disposal 
Programs 

 Types of syringe access and disposal programs. 
 Links between syringe access and disposal with other services. 
 Establishing and monitoring services.  
 Safe injecting practices 

6. Opioid 
Substitution 
Therapy 

 Methadone 
 Buprenorphine 
 Tincture of opium 

7. Educating 
Clients 

 Peer educators 
 Safer using and injecting. 
 Overdose and first aid. 
 Motivational counseling 

8. Outreach 
services 

 Quick assessment in outreach and/or drop-in projects. 
 Outreach to hidden populations. 
 Communication and quick therapeutic skills/interventions in outreach 

work. 
 Management of the drugs problem in the community: networking. 

9. Motivation 
and Advocacy 

 Management of services: setting targets and evaluating our work. 
 Motivation through peers. 
 Motivation counseling on preventing shifting from non-IDU to IDU. 
 Safety (environmental, personal, etc) 
 Advocacy and empowerment. 
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 Harm reduction and the media. 
10. Monitoring 
and Evaluation 

 Data collection, monitoring and reporting systems. 
 Evaluation of HR services. 
 Targets, coverage, performance. 

 
18. In addition, harm reduction service providers must operate with ethical 
considerations and community sensitivities as indicated here. 
a) Consultants must be mindful of the immense stigma and discrimination faced by 

IDUs and of the fact that they are generally severely disadvantaged socially and 
economically. Therefore, the consultant must attempt to mitigate this stigma and 
discrimination and where possible improve the social and economic circumstances 
of IDUs by encouraging IDUs to advocate for themselves.  

b) Consultants should also advocate on behalf of IDUs and support their human 
rights. As threats to the human rights of members of disadvantaged and higher-risk 
groups increase HIV transmission, this is an important aspect of the NGO work in 
this area.   

c) Consultants are expected wherever possible to involve IDUs in decision making 
and the design and implementation of programs. 

d) Consultants will follow national guidelines (current or those that will be developed 
during the period of agreement execution) for delivery of services to IDUs and 
their clients. While procuring essential drugs including condoms, the executing 
Consultant will ensure that they meet the specifications and standards laid down by 
the Ministry of Public Health. Where such standards or specifications don’t exist, 
the specifications and standards laid down by the WHO will govern. 

e) HIV prevention activities are provided according to the ethical principles of respect 
of persons, informed consent, confidentiality, access to services without 
discrimination or stigma, and standard quality of care.  The Consultant is 
responsible to operate at all times with all persons (clients, staff, and others) 
according to these principles and to take all safety precautions and do no harm.   

 
5. Priority Sub Populations for Harm Reduction 
19. The main priority population for harm reduction is injecting drug users.  The 
priority sub-population may include a) smoking and eating drug users (DUs) who are 
at risk for transitioning to injecting drug use, b) female drug users, c) drug users who 
may be detained or imprisoned, d) drug users who buy or sell sex or who have multiple 
partners of either gender, e) young drug users.   Targets for HR services for 2007-2010 
include 300 IDUs in each of 3 contracts in Kabul which cover all its districts, plus one 
contract each in Jalalabad, Mazari-Sharif, and Herat for 300 IDUs in each contract.  In 
addition, 100 IDUs within one contract in Kabul is eligible for OST with another 100 
IDUs in Puli-Charki Prison in Kabul. 
 
6. Core Indicators for Harm Reduction Services 
20. The core indicators for harm reduction services are described in Figure 3 below.  A 
sample reporting form is provided in Annex 2.  A sample registration form is provided 
in Annex 4. 
 
Figure 3. Indicators for Harm Reduction Activities 
 
Indicator Measurement Source Level Period 
1.Number and proportion 
of DUs who are HIV 

 Numerator-number of DUs with 
positive HIV status 

Progress 
report  

HR Unit Quarterly 
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infected   Denominator-number of DUs 
registered in unit during last year 

2. Number and 
proportion of injecting 
drug users reporting the 
use of sterile injecting 
equipment the last time 
they injected  

 Numerator-number of IDUs reporting 
using sterile injecting equipment 

 Denominator-number of IDUs 
registered in unit during last year 

Progress 
report  

HR Unit Quarterly 

3. Number of contacts to 
promote an enabling 
environment in the 
project area  

 Communication activities with 
community (meetings, promotions, etc) 

Progress 
report  

HR Unit Quarterly 

4. Number of incidents 
with local authorities 

 Police initiated contacts with unit staff 
or registered DU 

Progress 
report  

HR Unit Quarterly 

5. Number and 
proportion of DUs 
reporting the use of 
condom the last time 
they had sexual 
intercourse  

 Numerator-total condoms received by 
DUs 

 Denominator-total of DUs registered 

Progress 
report  

HR Unit Quarterly 

6. Number and 
proportion of DUs 
received HIV testing and 
counseling services.  

 Numerator-number of DUs tested at 
unit or referred to VCT.  

 Denominator-total number of newly 
registered DUs in same quartere 

Progress 
report  

HR Unit Quarterly 

7. Number and 
proportion of DUs 
reached through 
outreach.  

 Numerator-number of DUs contacted 
through outreach 

 Denominator-total number of DUs 
registered 

Progress 
report  

HR Unit Quarterly 

8. Number and 
proportion of IDUs 
receiving sterile injecting 
equipment, or sterile 
water and bleach, and 
return used syringes and 
needle. 

 Numerator-number of clean injecting 
kits distributed  

 Denominator-total number of registered 
IDUs 

Progress 
report  

HR Unit Quarterly 

9. Number and 
proportion of staff, IDUs, 
partners and other who 
received training HR, 
HIV prevention, health 
care. 

 Numerator-number of staff, IDUs, 
partners and others who received at 
least one session of training 

 Denominator-total number of staff, 
IDUs, partners, and others newly 
registered during quarter 

Progress 
report  

HR Unit Quarterly 

10. Number and 
proportion of DUs who 
received condom skills 
and distribution of 
condoms and lubricants. 

 Numerator-number of condoms 
distributed.  

 Denominator-total number of DUs 
registered in HR unit   

Progress 
report  

HR Unit Quarterly 

11. Number and 
proportion of DUs who 
received primary 
healthcare for STIs based 
on syndromic 
management using 
national guidelines 

 Numerator-number of DUs who 
received primary health care for STIs.  

 Denominator-total number of DUs 
registered.  

Progress 
report  

HR Unit Quarterly 

12 Number of DUs 
referred for related 
services, such as 
detoxification and 
treatment as appropriate 

 Numerator-number of referrals 
 Denominator-number of DUs 

registered at unit 

Progress 
report  

HR Unit Quarterly 

13. Number and  Numerator-number of DUs referred for Progress HR Unit Quarterly 
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proportion of DUs 
received intensified TB 
case finding services and 
referral for care. 

TB diagnosis 
 Denominator-number of DUs 

registered at unit 

report  

14. Number and 
proportion of DUs 
reached with HIV 
prevention programs, 
including appropriate 
behavior change 
interventions delivered 
through various channels 
to encourage drug users 
to avoid dangerous 
practices and adopt safe 
injecting practices, safe 
sex practices, and 
appropriate health 
seeking behavior 

 Numerator-number of new DUs 
receiving at least one session of HIV 
prevention education in a quarter 

 Denominator-number of DUs newly 
registered in same quarter 

Progress 
report  

HR Unit Quarterly 

 
7. Routine Monitoring  
 
21. Second generation HIV surveillance of IDUs will be conducted on occasion by the 
MOPH through randomized integrated behavioral and biological surveillance (IBBS) 
studies.  Surveillance of prison populations is a high priority, considering the close 
concentration of drug users in environmental conditions which may contribute to TB 
and HIV infection. Monitoring and evaluation is based on data obtained from the 
programmes quarterly reports which may also be shared with district and provincial 
HMIS services through the MOPH Department of HMIS and other related information 
systems. 
 
8. Operational Issues 
 
22. Advocacy against Discrimination and Stigma is an important operational issue 
for NGOs providing harm reduction services because of the immense stigma and 
discrimination faced by IDUs.  HIV-positive IDUs face a triple stigma. As IDUs, they 
are often marginalised from communities and face difficulties in securing work and 
gaining access to housing and welfare services. As people with HIV, they face the 
stigma and discrimination that all people with HIV encounter. As clients of support 
services, they may also face discrimination from clinical and community service 
providers. NGOs must attempt to mitigate this stigma and discrimination and where 
possible improve the social and economic circumstances of IDUs by encouraging 
IDUs to advocate for themselves. NGOs should also advocate on behalf of IDUs and 
support their human rights. As threats to the human rights of members of 
disadvantaged and higher-risk groups increase HIV transmission, this is an important 
aspect of the NGO work in this area.  They are expected wherever possible to involve 
IDUs in decision making and the design and implementation of programs.  HIV 
prevention activities are provided according to the ethical principles of respect of 
persons, informed consent, confidentiality, access to services without discrimination or 
stigma, and standard quality of care.  NGOs are responsible to operate at all times with 
all persons (clients, staff, and others) according to these principles and to take all 
safety precautions and do no harm.   
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23. Barriers to Access.  Providers need to be aware and work to confront and 
overcome barriers to HR access.  Barriers may emerge from stigma and discrimination 
related to drug users, from fear about safety and security concerns, and the like.  
Barriers may emerge from authorities as well as from local communities.  HR 
providers need to increase their activities to communicate, advocate, and mobilize 
understanding in the purpose and benefits of harm reduction services for drug users 
and their contribution to the overall development and improvement of the community. 
 
24. Capacity Building.  Training for harm reduction services is needed to ensure that 
NGOs can provide quality.  The NACP will ensure the development and dissemination 
of practical guidelines for HR for managerial and clinical staff.  For all staff, these 
skills include the primary ethical practice principles of informed consent, 
confidentiality, and respect of persons as described in the HIV service code of ethics 
(MOPHb 2007) and the national health strategy (NHP 2005).  NGOs are responsible to 
train their staff and drug users in all appropriate guidelines and practices. Harm 
Reduction workers should be able to: 
a) inform HIV-positive persons about the risks of developing TB. 
b) educate HIV-positive persons about the symptoms and signs of TB and the 

importance of reporting to the counselor in the HIV health centre at the earliest. 
c) ensure that each and every person presenting with cough for more than two weeks 

is referred to the designated microscopy centre for three sputum examinations. 
d) emphasize the importance of sputum examination in diagnosis of TB. 
e) emphasize that TB can be cured if regular and complete DOTS treatment is taken. 
f) emphasize that the diagnosis and treatment of TB and HIV are free of cost at 

government and NGO health centers. 
g) ensure that the TB and HIV patients take the drugs regularly under direct 

supervision, especially during the intensive phase of the treatment period. 
h) emphasize the importance of directly observed treatment. 
i) emphasize to all sputum-positive patients the importance of screening their 

contacts. 
j) ensure that symptomatic contacts are evaluated for TB. 
k) help patients and clients identify a convenient location for provision of treatment, 

care, and support.  
l) observe and provide treatment observation at the HIV health centre itself if this is 

feasible. 
m) keep a record of patients referred from HIV for diagnosis of TB. 
n) submit a monthly report of all the patients referred and diagnosed. 
 
25. Confidential Registration.  NGOs should act to protect the confidential rights of 
IDUs through coded registration, in order to protect the identify of users who access 
HR.  Even though drug use is a criminal activity, the rights of IDUs to access safe, 
confidential health care assures them that there identity is protected and they will not 
be disclosed to the authorities. 
 
26. Creating Awareness for Harm Reduction and HIV Prevention include a range 
of topics related to sexual health, risk behaviors, and technologies.  These should be 
prepared in a systematic format so that they can be presented on a rotating basis to 
drug users by responsible peer educators or care providers. DUs need to understand 
how HIV is transmitted through unsafe sharing of needles and unprotected sexual 
activity, how to prevent HIV through use of condoms and safe injecting equipment, 
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and to seek appropriate health care for wounds, STIs, and the like, and.how to 
recognize that persistent cough is a symptom of TB.  These messages should foster 
knowledge and awareness that:  

 HIV is preventable mainly by safe sexual activity and safe injection practices. 
 HIV is treatable through ART.   
 TB is curable through DOTS.   
 HIV prevention is essential to the control of TB.  

 
27. The HIV continuum of care includes prevention, treatment, care, and support. 
Harm reduction is one part of this continuum.  Most-at-risk groups, such as IDUs, 
SWs, and prisoners, in urban and congregate settings are reached by NGOs who 
provide a comprehensive package of services (see below) including intensified TB 
case finding.  Other vulnerable groups, such as truckers, are also reached by NGOs.  
Others, such as migrant workers and returnees, are reached through BPHS services.  
HIV positive patients are to be counseled on prevention and treatment and care 
options, either by the primary care provider or by referral to HIV health centers in 
certain urban areas, which also (will) have laboratory monitoring facilities and ART. 
 
28. HIV Rapid Testing. When a most at risk person is observed coughing for at least 
two weeks, NGO care providers should recommend HIV testing before referral for TB 
screening.  The main reason for this is that diagnosis of TB in HIV positive persons is 
easily masked.  This test can be provided by NGOs in care of most at risk groups, in 
BPHS health centers throughout Afghanistan, as well as at HIV health centers in 
certain cities (Kabul, Jalalabad, Herat, Mazari-Sharif, and Faizabad).  Other private 
health care providers may also conduct this test. Trained counselors should assist the 
person to understand the process.  The test can be conducted by a trained medical 
person.  In the event that one rapid test of high sensitivity is returned positive, another 
rapid test of a different assay with complementary high specificity should be 
conducted.  If two rapid tests of different assays are positive, a third rapid test or other 
confirmatory test should be done to confirm serostatus (WHO 2007). Ethical practice 
requires that HIV test results are confidential. Following the third test, the person 
should be counseled that he or she is HIV positive and linked to on-going follow-up 
services.  Counseling also includes information on how to prevent HIV transmission to 
others, to understand their symptoms for opportunistic infections, and to seek regular 
medical care that may include ART when needed.   
 
29. Legal assistance. NGOs who provide HR services for IDUs may find it 
appropriate to provide legal support and assistance.  In addition, drug users may also 
be trained to be better advocates for themselves and their partners by being trained in 
legal process related to drug use. 
 
30. Local Coordination with Authorities is an important operational issue for NGOs 
providing harm reduction services, as local police and community leaders are often 
cautious or negative about community based services.  In the event that NGOs face 
difficulty with local authorities, they should communicate this to the NACP at the 
MOPH and to the Harm Reduction Working Group of the MOCN.  
 
31. National coordination. The MOPH has overall responsibility for the 
implementation of all harm reduction services under the NACP and all drug treatment 
and rehabilitation services under the Department of Drug Demand Reduction.  The 
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MOPH has organized a HIV and AIDS Coordinating Committee (HACCA) to which 
all related bodies are invited.  NGOs providing harm reduction services should be 
registered with the MOPH. In future, the NACP will post HIV advisor to the 
Provincial Health Departments. The Ministry of Counter Narcotics has overall 
coordination of drug demand reduction, under which harm reduction and drug 
treatment and rehabilitation services are situated.  The Ministry of Counter Narcotics 
and the Ministry of Public Health have organized a joint working group for Harm 
Reduction which is chaired by the MOCN.  The Ministry of Interior and other 
enforcement agencies have responsibility for drug users in communities, as drug use is 
defined as a crime, and in detention centers where they may place drug users.  The 
Ministry of Justice has responsibility for prisons and for juvenile rehabilitation centers 
where some drug users may be placed.   
 
32. Noninjecting Drug Users.  Drug users who do not injecting may never inject 
drugs, though, a proportion of non-injecting drug users may transition to injecting drug 
user for a variety of reasons, such as change in personal and social stresses, changes in 
their economic situation and the costs of drugs, or changes in need for euphoria.  These 
two groups are often combined in Afghanistan.  Provision of harm reduction services 
can be supplied to both groups with equal effect.  Under no circumstances, should non-
injecting drug users feel the need to transition to IDU under a perception that they will 
have more access to care and support than if they remain non injecting users.   
 
33. Outreach strategies and mobile services are a vital component to form links and 
provide HR services  to individual IDUs or pockets of IDUs who do not feel motivated 
to visit the DIC.  These services also are strengthened when peer are prominent in 
them.  These services are also trusted ways to communicate with and mobilize 
marginal drug users to access services. 
 
34. Peers for outreach and education.  Former and current IDUs often have unique 
success in educating and motivating current IDUs, including accessing hard to reach 
populations and refering them to effective prevention, treatment and care services.  
Many studies have shown that education and behaviour change around safer injecting 
and HIV prevention among IDUs is most effective and sustainable when it is delivered 
by peers in a supportive environment. Peer education facilitates contact with IDUs in 
the community, delivering health education from a source more credible to the IDUs 
than are most agencies and non drug users. The inclusion of former IDUs in education 
programs however must include adequate training and supervision as well as close 
monitoring as relapsed into drug use is always a potential. 
 
35. Post release prisoners.  In all regions of the world, the rates of HIV transmission 
have been high among prison and detained populations, where obtaining drugs is 
difficult, so there is a tendency to increase injecting use.  When drug using prisoners 
and detainees are released, they may be homeless, poor, and most at risk, and all the 
more keen to score their needed hit.  Harm reduction services should extend services to 
post-release prisoners and detainees through outreach and prison contact. 
 
36.  Referral to Drug Treatment and Rehabilitation of DUs and IDUs seeking such 
care.  NGOs should ensure that they are familiar with available facilities to which they 
can refer patients. NGOs may recommend patients for HIV testing and counseling in 
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BPHS and in urban HIV health care settings, and VCT. A sample referral form is 
provided in Annex 1. 
 
37. Safe needle disposal and needle and syringe exchange are an important 
responsibility of the NGO in harm reduction.  Methods should be operationalized 
which ensure that needles are safe disposed and that used needles and syringes are 
returned and exchanged.   
 
38. Social Support. Offering diagnosis and medications meet only some of the needs 
of DUs.  Social support services, such as transportation, nutritional support, hygiene 
facilities, medical care, psychological support and counseling for the individual and 
family, also contribute significantly to the well-being of DUs and their families.   
 
39. Sexually Transmitted Infection (STI). The package of basic medical services 
should provide syndromic management of STIs among IDUs attending the DIC 
according to the WHO or national guidelines, along with access to condoms.  IDUs 
that cannot be served at DIC should be referred for care at related private health care 
providers or public health care centers. 
 
40. TB and HIV services for the most-at-risk for HIV and PLHIV, including those in 
congregate or prison areas, are to be included in services provided by NGOs 
contracted by the MOPH to provide HIV prevention, treatment, care, and support.  
Coordination of these NGOs within the provincial health offices will ensure that 
marginalized PLHIV are informed of the risks of TB co-infection and can access 
mainstream TB services and HIV treatment, care, and support.   
 
Figure 4. Afghanistan Comprehensive TB and HIV Services 
 
Intervention 
 

Essential services Monitoring 
performance Indicator 

Multi sector partners & 
opportunities to scale 
up coverage  

1. RTI/STI case 
management 

Syndromic management 
(oral/anal STIs), single 
shot antibiotic treatment 
option 

% STI cases assessed & 
treated (& advised on 
consistent condom use & 
partner treatment) 

Prison based clinics. 
Health centers 
Private health services 
 

2. HIV 
preventive 
services  

 Testing and 
counseling, PMTCT, 
RTI 

 Referral for ART 
 Community based 

response 
 Promotion of 

knowledge & 
consistent condom use 

% Consistent condom 
use in different 
population groups 
(including sex workers 
and clients) 
 
% voluntarily accessing 
HIV/STI services 
 

BPHS health centers 
Prison based clinics 
Peer educators 

3. 
Comprehensive 
IDU program 

Needle, syringe exchange 
Oral substitution therapy 
Drug de-addiction 
Referral ( OI, DOTS, STI, 
testing and counseling, 
ART and PMTCT) 
Intensified TB case 
finding 

% HIV prevalence 
among Injecting Drug 
Users 
 
% IDUs using sterile 
injecting equipments 
 
% intensified TB case 
finding and referral to 
TB for screening 

Community based HR 
programs 
Prison based community 
driven services 
NGO Peer educators 
Strategic 
Communications 
Sensitization of prison 
and legal system 
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4. MSM 
services 

Commodity supply 
(lubricants & condoms) 
Community based 
response/ risk reduction 
services,  
 Referral STI services  

% HIV prevalence 
among MSMs 
 
% consistent condom use 
among MSM  
 
% intensified TB case 
finding and referral to 
TB for screening  

Community driven 
NGO Peer educators 
BCC Communications 
Sensitization of prison 
and legal system 

5. Intensified 
TB Case finding 

 clinical history of 
coughing 
 Referral to TB services 
for screening 

% intensified TB case 
finding and referral to 
TB for screening. 

BPHS health centers 
Urban HIV centers 
Community based 
services for most-at-risk  

6. TB suspect 
management. 

 Identification and 
registration of TB suspect 
in clinic 
 
 Collection of three 
sputum sample from each 
TB suspect 
 
 Transportation of sputum 
samples to laboratory 

% of TB suspect patients 
identified. 
 
 
Average of sputum 
samples collected 
 
 
% of sputum samples 
transferred. 

BPHS health center 
Prison based clinic 

7. Sputum 
smear 
microscopy. 

Direct examination of 
sputum  and registration 

% of smear positive 
patients diagnosed 

BPHS health centers 
Prison based clinic  
Designated laboratory 
outside of the prison 

8. Follow up of 
diagnosis 

  Antibiotic therapy  
 Chest X ray 

% of TB patients 
diagnosed SS- 

Prison based clinic 
BPHS center 

9. Anti TB 
chemotherapy  
 

 Provision of TB drugs 
 
 Monitoring of treatment 
by sputum smear 
microscopy 
 Direct Observed Therapy 

% of TB patients 
received CAT1, CAT2, 
CAT3 regimens 
% of TB patients their 
sputum converted 
% of under DOT TB 
patients (must be 100%) 

Prison based clinic 
BPHS center 

TB contact 
management 
(within 
domiciles) 
 
 

 Screening of contact 
 INH for 
chemoprophylaxis  
 Anti TB therapy for 
diagnosed TB patients 
among contacts 

% of contacts diagnosed 
SS+ 

Prison based clinic 
BPHS center 

 
Isoniazid preventive therapy reduces the chance that an HIV-positive contact of a TB 
patient will develop TB disease. However, it is very difficult to rule out TB disease in 
an HIV-positive patient. An HIV-positive TB suspect should be evaluated by a 
doctor/medical officer in order to rule out active TB disease. Isoniazid preventive 
therapy must not be given to any child or adult who has active TB disease.  If needed, 
INH 5mg per Kg bodyweight for HIV positive person without TB should be provided 
for a six month period.   
 
41. Universal Precautions. It is essential that staff are trained and practice the highest 
standards of universal precautions and that strict adherence to sterilization and high 
level disinfection procedures are maintained.  When needles and syringes are used in 
any medical treatment, every health care worker must be trained to strictly adhere to 
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using a single sterile needle and a single sterile syringe only once for each injection 
given to a single patient and disposing of the sharp instrument in a way to protect 
themselves and others and prevent re-use.  Targeted programs for universal 
precautions and safe waste disposal are a priority for both national programs. 
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Annex 1. Referral Form for TB and HIV Services 
 
NATIONAL AIDS CONTROL PROGRAM, MOPH, AFGHANISTAN 
 
(FORMAT FOR THE REFERRAL OF TB PATIENTS TO HIV TESTING AND OF HIV 
PATIENTS AND OTHERS FOR TB SCREENING) 

PORTION A KEEP THIS PORTION 
NAME OF REFERRING/TRANSFERRING UNIT:  TB  ()                                                 HIV () 
 

NAME OF RECEIVING UNIT:   
TB () ________________________________                                   HIV ()_______________________________ 

NAME OF PATIENT (in full): SEX: 

  M         F 

AGE: 

TB REGISTER No.:________________ HIV REGISTER No______________  Referring Physician 

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

PORTION B SEND THIS PORTION WITH PATIENT  
NAME OF REFERRING/TRANSFERRING UNIT:  TB  ()                                                                           HIV () 
 

NAME OF RECEIVING UNIT:   
TB () ________________________________                                   HIV ()_______________________________ 

NAME OF PATIENT (in full): SEX: 

  M         F 

AGE: 

TB REGISTER No.:________________ 
 
HIV REGISTER No______________  
 

Referring Physician 

RESULT HIV TEST 1 () Positive () Negative 
                        TEST 2 () Positive () Negative 
                        Western Blot Confirmation ()Yes   () No 
 

RESULT TB SCREENING 

 

 
Harm Reduction Guidelines  21 



Ministry of Public Health, Afghanistan 

 

 

Duplicate 
PORTION A KEEP THIS PORTION 
NAME OF REFERRING/TRANSFERRING UNIT: 
TB  ()                                                                           HIV () 

NAME OF RECEIVING UNIT:   
TB () ________________________________                                   HIV ()_______________________________ 

NAME OF PATIENT (in full): SEX: 

  M         F 

AGE: 

TB REGISTER No.:________________ HIV REGISTER No______________  
 

Referring Physician 

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

PORTION B SEND THIS PORTION WITH PATIENT  
NAME OF REFERRING/TRANSFERRING UNIT:  TB  ()                                                                           HIV () 
 

NAME OF RECEIVING UNIT:   
TB () ________________________________                                   HIV ()_______________________________ 

NAME OF PATIENT (in full): SEX: 

  M         F 

AGE: 

TB REGISTER No.:________________ 
 
HIV REGISTER No______________  
 

Referring Physician 

RESULT HIV TEST 1 () Positive () Negative 
                        TEST 2 () Positive () Negative 
                        TEST 3 () Positive () Negative or 
                        Western Blot Confirmation ()Yes   () No 
 

RESULT TB SCREENING 

 

 
Harm Reduction Guidelines  22 



Ministry of Public Health, Afghanistan 

 

 
Annex 2.  Reporting Form for Harm Reduction Services Quarterly 
 
(FORMAT FOR REPORTING HARM REDUCTION SERVICES TO PROVINCIAL HEALTH 
OFFICE AND NACP, KABUL.  Prepare this on computer. Print a hard copy for your files.  Send a 
e-file attachment by email to: harmreduction.nacp@gmail.com 
 
NATIONAL AIDS CONTROL PROGRAM, MOPH, AFGHANISTAN 
Reporting Form for Harm Reduction Service 
 

Month of Report _______________                           NGO ________________________ 
Location of HR services ______________________ 
 
Person Reporting____________________________ Telephone_____________________ 
Email____________________ 
 

 
 Indicator Total Reported last 

quarter 
This quarter New Total 

1 Number of Total DUs Registered to Date    
2 Number of Males    
3 Number of Females    
4 Number of Injecting Drug Users included    
5 Number of DUs Newly Registered This 

quarter 
   

6 Number of New IDUs included this quarter    
7 Number of DUs who disclosed their HIV 

status 
   

8 Number of DUs visiting DIC this month    
9 Number of DUs contacted on outreach this 

quarter 
   

10 Number of NS Provided this quarter    
11 Number of Used NS Returned this quarter    
12 Number of condoms given    
13 Number of DUs received counseling    
14 Number of DUs received medical care for 

wound  
   

15 Number of DUs received medical care for 
STIs 

   

16 Number of DUs received HIV Test    
17 Number of DUs referred for Drug Treatment    
18 Number of DUs referred for Drug TB    
19 Number of DUs referred to VCT    
20 Number of Police Incidents reported by DUs    
21 Number of Police Incidents reported by NGO 

staff 
   

22 Number of Community Contact Activities     
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Annex 3.  NACP List of Reference Documents for HIV, Afghaistan (3 Dec 07) 
 
Policy 
1. Afghanistan National Code of HIV Service Ethics, MOPH 2007. 
 
2. Blood Transfusion Policy.  Ministry of Public Health, Afghanistan, 2005 
 
3. Counter Narcotics Law. Ministry of Counter Narcotics, Afghanistan, 2005. 
 
4. HIV/AIDS Co-ordination Committee of Afghanistan (HACCA), Draft Terms of 

Reference. NACP, Ministry of Public Health, Afghanistan, 2007. 
 
5. National Health Policy 2005-2009. Ministry of Public Health, Afghanistan. 
 
6. National Medicines Policy.  Ministry of Public Health, Afghanistan, 2003. 
 
7. National Policy on Health Financing and Sustainability, MOPH, 2007. 
 
Strategy 
8. Afghanistan National Development Strategy, Interim Poverty Reduction Strategy 

Paper. International Monetary Fund Country Report 06/195. 
 
9. Afghanistan National Strategic Framework for HIV/AIDS 2006-2010. Ministry of 

Public Health, Afghanistan. 
 
10. Harm Reduction Strategy for IDU (Injecting Drug Use) and HIV/AIDS Prevention 

in Afghanistan. HIV/AIDS Unit, Ministry of Public Health and Demand Reduction 
Section, Ministry of Counter Narcotics May 2005. 

 
11. National Strategy Plan for the Monitoring and Evaluation Department, MOPH, 

2007-2011. 
 
12. National Drug Control Strategy: Drug Demand Reduction Implementation Plan, 

MOCN, October 2006. 
 
13. National Strategic Plan for Tuberculosis Control 2006-2010. NTP, MOPH. 

Afghanistan. December 2005. 
 
14. Poverty Reduction Strategy Paper-Afghanistan Summary Report. IMF Country 

Report No. 06/195, May 2006. 
 
15. Program Operational Plan (POP) in Support of the Afghanistan HIV/AIDS 

National Strategic Framework 2006-2010. NACP, Ministry of Public Health. 
Afghanistan, March 2007. 

 
16. A Communication Strategy for Building an Enabling Environment for Targeted 

Interventions. MOPH, 2007 
 
Guidelines 

 
Harm Reduction Guidelines  24 



Ministry of Public Health, Afghanistan 

 

17. A Basic Package for Health Services for Afghanistan 2005/1384. Ministry of 
Public Health, Afghanistan. 

 
18. Guidelines for Tuberculosis Control in Afghanistan, NTP, MOPH, Afghanistan, 

2005. 
 
19. The Essential Package of Hospital Services for Afghanistan 2005/1384. Ministry 

of Public Health, Afghanistan.  
 
20. National Drug Treatment Guidelines.  Ministry of Counter Narcotics and Ministry 

of Public Health, Afghanistan. February 2006. 
 
21. National TB and HIV Policy, Strategy, and Guidelines. MOPH, 2007 

 

22. National HIV Testing and Counseling Guidelines, MOPH, 2007. 
 
Studies 
23. A Study on Knowledge, Attitude, Behavior and Practice in Most at Risk and 

Vulnerable Groups in Afghanistan, 2006.  Action Aid Afghanistan. 
 
24. Final Report 2006. Four Component Population-Based Assessment of Tuberculosis 

in Afghanistan. Johns Hopkins Bloomberg School of Public Health and 
International Rescue Committee, MOPH, 2006. 

 
25. Lab Assessment 2006. Rapid Laboratory Assessment for HIV/AIDS, TB, and 

Malaria Control in 8 Districts. 
 
26. Mapping and Situation Assessment of High Risk Key Populations in Three Cities 

of Afghanistan. University of Manitoba, September 2007. 
 
27. Afghanistan Drug Use Survey-UNODC. MOCN, 2005. 
 
28. National HIV Statistics. National AIDS Control Program, MOPH, 2007 

(quarterly). 
 
29. National Risk and Vulnerability Assessment, 2005. Central Statistics Office, 

Afghanistan. 
 
30. Survey of Groups of High Risk of Contracting Sexually Transmitted Infections and 

HIV/AIDS in Kabul, April 2005, Ora International.  
 
31. Socioeconomic Status and Needs of PLWHA in Afghanistan. World Food 

Program, MOPH, 2006.  
 
32. Presentation: Qualitative Evaluation of Harm Reduction Services in Kabul, 2006-

2007, IRC, 2007.  
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33. Seroprevalence & correlates of HIV, syphilis, & hepatitis B & C infection among 
antenatal patients & testing practices & knowledge among obstetric care providers 
in Kabul, C.S. Todd et al, UCSD, 2007 

 
 
Publications 
34. Todd CS, Abed A, Strathdee SA, Scott PT, Botros BA, Safi N, Earhart KC. 

Association between expatriation and HIV awareness and knowledge among 
injecting drug users in Kabul, Afghanistan: A cross-sectional comparison of former 
refugees to those remaining during conflict. Conflict and Health, 2007; 1:5. 
 

35. Sanders-Buell E, Saad MD, Abed AS, Bose M, Todd CS, Strathdee SA, Botros 
BA, Safi N, Earhart KC, Scott PT, Michael N, McCutchan FE. A nascent HIV-1 
epidemic among injecting drug users in Kabul, Afghanistan is dominated by 
Complex AD Recombinant Strain, CRF35_AD.  AIDS Research and Human 
Retroviruses, 2007; 23:834-9. 
 

36. Todd CS, Barbera-Lainez Y, Doocy SC, Ahmadzai A, Delawar FM, Burnham G. 
Prevalence of Human Immunodeficiency Virus Infection, Risk Behavior, and HIV 
Knowledge Among Tuberculosis Patients in Afghanistan. Sexually Transmitted 
Diseases, 2007; 34:878-882. 
 

37. Todd CS, Abed AM, Strathdee SA, Scott PT, Botros BA, Safi N, Earhart KC. 
Prevalence of HIV, hepatitis C, hepatitis B, and associated risk behaviors among 
injection drug users in Kabul, Afghanistan.  Emerging Infectious Diseases, 2007; 
13:1327-1331. 
 

38. Todd CS, Abed AM, Scott PT, Botros BA, Safi N, Earhart KC, Strathdee SA.  
Correlates of Receptive and Distributive Needle Sharing Among Injection Drug 
Users in Kabul, Afghanistan.  In press, American Journal of Drug and Alcohol 
Abuse.    
 

39. Todd CS, Abed AS, Scott PT, Safi N, Earhart KC, Strathdee SA. A cross-sectional 
assessment of utilization of needle and syringe programs and addiction treatment in 
Kabul, Afghanistan: implications for future programming.  In press, Substance Use 
and Misuse. 
 

40. Todd CS, Stibich MA, Stanekzai MR, Rasuli MZ, Bayan S, Wardak SR, Strathdee 
SA.  A Qualitative Assessment of Injection Drug Use and Harm Reduction 
Programmes in Kabul, Afghanistan: 2006-2007.  Accepted for publication, 
International Journal of Drug Policy.   

 
41. C. S. Todd et al. Drug Use and Harm Reduction in Afghanistan. Harm Reduction 

Journal 2005, 2:13 doi:10.1186/1477-7517-2-13. 
 
Projects 
42. The GAVI Alliance Health Systems Strengthening Proposal, MOPH, Afghanistan, 

2007. 
 

43. The Afghanistan HIV and AIDS Project 2007-2010 Implementation Plan, 2007. 
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44. The Global Fund Round 7 HIV 2008-2011 Proposal, 2007 
 
45. The Asian Development Bank North South Corridor Project 2007-2010, HIV 

Component, 2007. 
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Annex 4. Registration or Contact Form for Harm Reduction Services 
 
(FORMAT FOR REPORTING HARM REDUCTION SERVICES TO PROVINCIAL HEALTH OFFICE AND NACP, KABUL.  Prepare this on computer. Print a hard 
copy for your files.  Send a e-file attachment by email to: harmreduction.nacp@gmail.com 
 
NATIONAL AIDS CONTROL PROGRAM, MOPH, AFGHANISTAN 
Registration Form for Harm Reduction Service 
 

Quarter of Report _______________                           NGO ________________________ 
Location of HR services ______________________ 
 

 
 Registration/ 

Contact 
number 

Name Male=1 
Female-
0 

DIC Outreach IDU=1 
Other=0 

Repeat 
visit 
(Date) 

Referred 
HIV test-
1 
TB-2 
Drug 
treatment-
3 

HIV 
Status 
HIV 
positive-
1 

Treated 
Abcess-
1 
STI-2 
Other-3 

NSP 
given 

NSP 
returned 

Training 
Session-
1 

Prevention 
education 
session-1 

Condoms 

1                
2                 
3                 
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