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Executive summary

The assessment of opioid substitution therapy (OST) in Moldova was organized by joint
efforts of PAS Centre, UNODC and WHO Offices in Moldova.

The assessment aimed at identifying constraints towards ensuring OST coverage among
injection drug users (IDU), accessibility and quality of OST services and most important
steps for achieving progress and efficiency in OST implementation through provision of
comprehensive and integrated care to OST patients, cost-efficiency analysis including
future cost implications on national budget.

The assessment methodology included quantitative and qualitative methods as well as
the review of available documents. The assessment also included 2 field missions to the
Republic of Moldova by international consultants: Dr. Liuba Murauskiene, consultant on
cost-benefit analysis, November 13-16, 2012 and Mr. Emilis Subata, November 18-28,
2012.

Main findings of the assessment indicated that the coverage was low around 1% of the
estimated number of IDU. OST medical services were appreciated by the patients. At the
same time the quality of OST was insufficient because of number of factors: high work-
loads of physicians, gaps in professional knowledge on OST among medical staff, poor
integration of OST into the mainstream narcology. The coordination of the multi-
disciplinary treatment (including medical services and psychosocial assistance) did not
exist as a system.

The system of referral of OST patients to services (such as HIV infection, TB) was not
established. Recommendations on treatment of opioid dependent patients with HIV
and TB were not included in national treatment protocols.

Continuous psychosocial support provided by NGOs improved the accessibility of the
psychosocial and medical individualized care to OST patients. NGOs varied in the degree
of provision of professional psychosocial assistance. Staff of NGOs also had gaps in
evidence-based information on OST as an effective public health intervention.

The assessment showed that the image of OST was negative among most IDU. The main
barrier for patients to enter OST was the “attachment” to the treatment site preventing
patients to have a perspective of normal life. Another major barrier included



misconceptions about OST. In penitentiary system in spite of the shortage of medical
specialists, professionalism of staff ensured easy access to OST and flexible dosing.
There were gaps in coordinating services with police at different levels.

The cost-benefit analysis indicated that expansion and improvement of the quality of
OST program will require increase in financing (from public sources increase from 67 to
$189-286 per client annually). However, OST was highly beneficial in monetary terms
due to crimes averted. Expanded OST could demonstrate many QALY gained on
relatively low costs ($1714-2691 per QALY).

The results of the assessment suggest the following recommendations for the further
development of OST:

For the Ministry of Health:

1. To mandate the Republican Narcological Dispensary to develop an action plan
aimed at the improvement of access, coverage and quality of OST.

2. To develop cooperation agreements/protocols between narcological, AIDS and
TB/infectious disease sectors on coordinated information sharing and treatment
of patients who have opioid dependence and concomitant infectious diseases.
To develop mutual educative events/trainings on comprehensive treatment of
OST and infectious diseases.

3. Inorder to increase the adherence to OST and increase its quality, to initiate the
change of legal acts/protocols in line of WHO recommendations, which would
allow doses of opioid medications (methadone) to be used at home for patients
in stable remission on the individual basis. Patients should be responsible for the
use of their medications according medical recommendations.

4. To update a National Clinical Protocol in accordance with WHO Guidelines for
Psychosocially Assisted Pharmacological Treatment of Opioid Dependence
(2009) in cooperation of infectious disease, TB specialists and social workers.

5. To develop technical criteria for minimal requirements for ongoing quality of
OST. This should define the necessary staff, medical procedures and equipment
for OST as a medical service.



6.

9.

To consider expansion of the access to OST in different cities by integrating OST
into existing infrastructure of narcological service.

To provide systematic educational activities/materials on “the state of art” of
opioid dependence treatment among narcologists and physicians of other
specialties.

To develop further cooperation with Ministry of Interior in implementing not
only repressive and preventive drug control measures, but also in referral and
better coordination of treatment of drug dependent patients, including the
developing and monitoring the take-home medication system for socially stable
patients, promoting information exchange while ensuring the confidentiality of
patients. To provide professional educational activities to law enforcement staff
on drug treatment at national and local levels.

To increase the sustainability of high quality of OST programs by the gradual
inclusion of social workers into the staff of narcological treatment sites, which
could coordinate multi-disciplinary services for patients with multiple medical
and psychosocial needs; to integrate OST into existing services, to develop
necessary internal procedures, standards, job description, case load norms for
physicians and other specialists.

For the Republican narcological Dispensary and Balti Municipal Clinical hospital:

10. To review the workload of physicians and nurses in the existing OST sites, in

order to optimize their time for provision of care of OST and other narcological
services;

11. To allocate office space close to OST sites for counseling of OST patients by NGO

designated trained case managers at certain hours; to develop protocols of
coordinated multidisciplinary care of OST patients including NGOs and medical
professionals.

12. The quality of the OST and its adequateness to the needs of patients and

international standards should be regularly monitored, e.g. regular anonymous
patient surveys, FG discussions on the satisfaction of patients, working hours of
methadone dispensing unit, etc.;



13. To develop “job aids” kits for service providers and educational materials for OST
patients and IDU not in treatment by addressing existing prejudices and myths
on OST among them; to communicate solid up-to-date scientific information
systematically.

14. To design a strategy of provision of scientifically based information of the
community, including medical specialists at various levels, law enforcement staff,
etc. To continue and increase cooperation with law enforcement agencies not
only in preventive activities, but also in implementing drug treatment activities.

For Medical University “N.Testemitanu” Department of Psychiatry

15. To incorporate OST as a regular subject into curricula of psychiatry and narcology
for medical students and postgraduate physicians residents in psychiatry-
narcology and toxicology. To provide an opportunity for all physician residents in
psychiatry and narcology to develop practical skills in diagnosis of opioid
dependence, administration of initial and maintenance doses of methadone and
organizing the multi-disciplinary care.

For WHO, UNODC, UNAIDS, Soros Foundation Moldova, PAS Centre

16. To increase consistently professional requirements and standards for the NGO
staff in provision of psychosocial care to OST clients by encouraging them to
employ higher numbers of professional and qualified social workers, training the
existent non-professional staff in professional case management of OST patients.

17. To provide relevant training of NGO workers on OST as an evidence based and
effective public health intervention in-line with WHO/UNODC/UNAIDS position
and clinical recommendations.

18. To facilitate cooperation of the medical institutions and NGOs in exchanging
information, organizing joint specialist assessment of patients, multidisciplinary
treatment planning and monitoring. To facilitate joint trainings for the teams of
specialists on team work and case management.



Background

Eastern Europe and Central Asia is the only region where HIV prevalence clearly remains
on the rise. The HIV epidemic that is mainly IDU-driven poses one of the most
formidable challenges to the development, progress and stability of the countries of the
region. Moldova has a significant HIV epidemic which is particularly concentrated
among certain sub-populations, such as injecting drug users. HIV prevalence among the
general population is currently 0.37%. As of January 1, 2012, a cumulative number of
7,125 HIV cases were registered, including 2,268 in the Transnistrian region.

National policy framework guiding the HIV response in the Republic of Moldova is
implemented through the National Program on Prevention and Control of HIV/AIDS and
STIs for 2011-2015 (NAP). Harm reduction programs are part of the NAP and are the
focus of Government interventions as a response to the epidemic in the next years.

In Moldova among all areas of prevention, HIV prevention among most at risk
populations (MARP) has experienced the most rapid growth. Since 2003, with support
from Global Fund Round 1 and 6 and 8, there has been commendable progress in
mobilization of resources and efforts for the scale-up of prevention programs for major
MARP (IDUs, SWs, MSMs), including in penitentiary system. Due to rapid scale-up of
Harm Reduction Programs among MARP, both in the civil sector (IDUs, SWs, MSM) and
in penitentiaries (IDUs), the Republic of Moldova is known as an example of best
practice. Currently under the Global Fund Grant Round 8 a component aims at ensuring
higher rates of enrolment by identifying IDUs and referring them to OST. There is a
special focus on active IDUs, who typically require more support to remain adherent to
OST, with the aim to reduce high drop-out rates that are currently registered. The
program sustains and enhances community centers established in the four regions of
the country to provide psycho—social services to PLWH. In addition to care and support
services provided onsite, these centers also serve as key vehicles for the delivery of
other components of the overall care and support package, including counseling and
self-help groups.

There are 17 harm reduction sites targeting IDUs across the country. As of January
2012, there were a cumulative number of 14 815 people who ever used drugs reached
by interventions/ needle syringe programs.



The HIV response in Moldova is also a good example of partnership between public and
civil society sectors, as over 40 NGOs are involved in HIV activities. At national level
there is a Union of Organizations working in the Field of Harm Reduction (UOHR)
functioning as an institutionalized association of NGOs that implements Harm Reduction
Strategies for different categories of population at high risk of infection. Even though
progress has been registered in the field of harm reduction in Moldova, there are still a
range of constraints related to availability, coverage and quality of comprehensive harm
reduction services to most-at-risk populations.

Relatively lax border control from the East, a geographic position that makes Moldova a
transit country for illicit drugs bound for the Balkans, and production of poppy and
cannabis locally, all contribute towards high rates of opiate use in Moldova.

Republican Narcology Dispensary (RND) routine statistics reflects the following
situation, at the end of 2010, there were 8960 people who used drugs, including 3361
injecting drugs; 32 people who tested HIV positive in 2010 of the total number of newly
registered HIV cases among injecting drug users.

Currently HIV prevention in IDUs relies 100% on GFATM Round 6-8 funds and there are
no committed funds for OST in the next NAP 2011-2015."

Given the evidence on the effectiveness of drug-dependence treatment for HIV/AIDS
prevention among injecting drug users, it is strongly recommended that a full and
comprehensive range of high-quality treatment services be established in affected
communities and that as many injecting drug users as possible have access to them
(WHO, UNAIDS and UNODC). Substitution treatment with methadone has been
recognized as an effective tool for prevention of spread of HIV infection among IDUs and
increases the adherence of IDU living with HIV to ARV therapy.

Substitution treatment with methadone (OST) is part of the NAP for 2011-2015 and is
implemented in Moldova since 2004 in civil sector and since 2005 in prisons in three
sites (RND, Department of Penitentiary Institutions and Clinical Hospital in Balti city).
Even though the projects cover three country sites, the number of
beneficiaries/coverage with services is very low. OST is currently provided to IDUs
through three OST sites located in the cities of Chisinau and Balti and seven sites in the
penitentiary sector. By the end of 2011, there were a total of 880 patients enrolled in

! Moldova HIV prevention evaluation report, 2011
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OST in three sites. At the same time, the uptake of new patients has slightly declined
starting with 2007 from 222 new patients in that year to 189 new patients in 2010.

On the course of OST program implementation, a series of independent evaluations had
taken place in 2007, 2008, 2009. These identified a series of constraints related to
coverage of IDU with services and extension of those at country level. A range of
external recommendations have been implemented and improvements were in place.
Nevertheless, regretfully, current quantitative indicators related to OST services are
worrisome. Both prison and civil sector report low number of patients involved in
programs. Factors contributing to the trend require additional research.

Despite the psycho-social support services provided to OST patients since 2010 aimed at
increasing adherence to OST, also all other efforts towards an integrated approach to
OST, the dropout rates from the maintenance treatment program remain high.
Evidence suggests that OST treatment lasting more than 6 months is optimal for an
impact. According to the latest available data, only 56% of individuals who initiated OST
completed 6 months of continuous treatment.

Remaining issues in OST relate to coverage and quality. Nationally, OST coverage is low
and is not yet at levels necessary to impact HIV incidence at population levels. The
estimated coverage is less than 1% at the moment. Geographical availability of the OST
in the country is still low, with OST programs available only in Chisinau and Balti and
part of the penitentiary institutions. OST in health care facilities still lacks full
multidisciplinary approach to address multiple social needs of patients and the
complete package of services does not always include wraparound services, such as
employment support or the provision of OST to pregnant women who are active IDUs.
There is a sizeable attrition rate of clients in OST programs. The verticality of the health
care system undermines the provision of integrated services and reduces the
effectiveness of individual medical interventions.

A qualitative assessment among people using methadone maintenance therapy has
been undertaken in northern part of Moldova capital, Balti city. In order to assess
people using drugs’ feedback to OST program in Balti city, a small survey among 41
clients who entered OST was conducted in late 2009. Its results have shown that most
clients entered the OST program in order to come off drugs (65.8%) and avoid
withdrawal (17%). The majority of OST clients (78%) considered that the program
allowed them to avoid problems with police and made them able to find a job, 19.5%

? Soros Foundation Moldova. Activity report, 2010. Unpublished report.
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thought they felt better. The shortcomings of the program, based on the opinions of
39% of respondents, were lack of flexibility of the program (short work hours,
impossibility to leave town, no take-home doses) and some 15% clients considered they
had a worse dependence from methadone. Some 34% of OST patients admitted to still
using other drugs in addition to OST and thought more than half of their friends on
OST (58.5%) were still using other drugs. The vast majority (95%) had good or excellent
relationship with medical staff. As barriers for higher uptake of OST in Balti were
mentioned lack of information about OST (39%), the requirement to be on narcology
registry (22%) and negative attitudes towards methadone (12%) in the community of
IDUs.?

According to program reports, the average daily dose for OST clients in Chisinau was 42
mg, in Balti 47.4 mg*, i.e. significantly below the WHO daily recommended dose of 60 to
120 mg of methadone, necessary to avoid any withdrawal symptoms. Higher doses were
administered at prison hospital 64.4 mg. The under dosing might be one of the reasons
for parallel use of street drugs as a way to self-medicate withdrawal symptoms in
patients on OST.

It appears that IDU community has biased attitudes towards OST. A survey to investigate
attitudes of IDUs towards entering OST program in Balti showed that of 152 IDUs clients
of harm reduction program that were not in OST, only 23% would want to enter OST,
13% were not sure, while 64% did not want to enter OST, the main reasons being the
belief that methadone is worse than street drugs (36%), the intention to come off drugs
using another method (30%) and various inconveniences related to methadone program
(8%). This might be one of important barriers in scaling up the program.

Latest trends of lower number of patients included into OST, high rate of dropout rate
alert national partners and question sustainability of resources invested on behalf of the
Global Fund. In Moldova, OST is fully covered by the external funds. As a consequence
of these, United Nations Office on Drugs and Crime (UNODC) and the Centre for Health
Policies and Studies (PAS Center) mandated the assessment of the situation and were
ready to support the Government in identifying barriers towards improving and
successfully implementation of OST programs in Moldova.

> NGO The Youth for Right To Live. Rapid assessment of OST patients opinions about the OST program in
Balti, 2009. Unpublished report
* Republican Narcology Dispensary. Annual activity report 2009. Unpublished report
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Methodology of the assessment

The overall legal framework of OST (at national health care system level), national
clinical guidelines (at treatment program and patient levels) was evaluated against the
WHO recommendations in “Guidelines for the psychosocially assisted pharmacological

treatment of opioid dependence, 2009”".

The methodology of the assessment of the quality of opioid substitution therapy
included the combination of quantitative and qualitative methods.

Quantitative methods

Quantitative methods aimed to investigate the perception of strengths and weaknesses
of OST in a) a sample of OST patients in the community and prison, b) a sample of staff
(nurses, physicians, psychologists, social workers, peer-to-peer educators, outreach
coordinators) in the community and prisons. Instruments for quantitative methods
included Treatment Perception Questionnaire (TPQ) and Staff attitude and Satisfaction
Questionnaire (CAS). °Both guestionnaires are attached as Appendixes 1 and 2.

TPQ (Treatment Perception Questionnaire)7 was a self-administered by patients with
the support of interviewer. The TPQ was planned to be administered to representative
samples of RND patients (130 out of 192), to all patients in Balti and all patients in
prisons. The support of national assessment consultants in filling the questionnaires was
available and confidentiality of responses was essential.

CAS (Staff Attitude and Satisfaction Questionnaire®) was self-administered by staff,
participating in OST. It was planned to be delivered and collected by national
assessment consultants. CAS was planned to be delivered to all OST staff in direct
contact with patients: 18 medical staff (physicians, nurses, psychologists) in Chisinau
and 5 in Balti; NGO peer-to-peer educators and outreach coordinators in Balti and
Chisinau (25 persons) as well as NGO workers from day-centers in Cahul and Tiraspol (15

® Guidelines for Psychosocially Assisted Pharmacological Treatment of Opioid Dependence, WHO, 2009.
http://whglibdoc.who.int/publications/2009/9789241547543 eng.pdf

®WHO Collaborative Study on Substitution Therapy of Opioid Dependence and HIV
http://archives.who.int/eml/expcom/expcom14/methadone/buprenorphine_meth_PreliminaryReport WHO
_ Study25feb05Final.pdf

" http://www.emcdda.europa.eu/html.cfm/index4322EN.html
®http://archives.who.int/eml/expcom/expcom14/methadone/buprenorphine_meth_PreliminaryReport. WHO
_Study25feb05Final.pdf

13


http://whqlibdoc.who.int/publications/2009/9789241547543_eng.pdf�
http://www.emcdda.europa.eu/html.cfm/index4322EN.html�

persons). OST staff working in prisons (13 medical staff and 7 persons from NGO) was

also planned to be included.

Filled questionnaires entered into the SPSS database and statistically analyzed.

Qualitative assessments

For quality assessments PAS Centre and UNODC hired national assessment consultants.

According the assessment plan they have moderated following Focus Group (FG)

discussions:

1. FG discussion with OST patients in Chisinau (November 6, 2012, 10 persons,
transcripts 28 pages)

2. FG discussion with OST patients in Balti (October 31, 2012, 8 persons, transcripts
24 pages)

3. FG discussion with former OST patients (November 6, 2012, 10 persons,
transcripts 35 pages);

4. FG discussion with “difficult” OST patients (October 31, 2012, 9 persons,
transcripts 19 pages)

5. FG discussion with IDU, who were eligible for OST, but were not entering
treatment (November 3, 2012, transcripts 22 pages);

6. FG discussion with OST nurses (date unknown, 4 nurses, transcripts 16 pages)

National assessment consultants made In-depth interviews with medical staff and NGO

representatives of OST sites in Chisinau, Balti and Penitentiary Department:

1.

In-depth interview with physician narcologist at OST site in RND, Chisinau
(November 11, 2012, transcripts 15 pages)

In-depth interview with physician narcologist at Balti Municipal Hospital OST site
(October 27, 2012, transcripts 6 pages)

In-depth interview with medical specialist from Penitentiary Department
(transcripts 6 pages)

In-depth interview with OST assistant in Penitentiary Institution (transcripts 7
pages)

In-depth interview with NGO representative (October 27, 2012, transcripts 7
pages)

In-depth interview with the social worker at NGO in Balti (November 5, 2012,
transcripts 5 pages)

14



7. In-depth interview with an outreach worker at NGO (November 8, 2012,
transcripts 4 pages)

8. In-depth interview with the psychologist (November 11, 2012, transcripts 6
pages)

9. In-depth interview with director of the NGO (transcripts 7 pages)

Transcripts from FG discussions and in-depth interviews were written down in English or
Russian.

Findings from qualitative studies were verified by the consultant during meetings with
representatives of the Governmental organizations, medical institutions and NGOs.

Relevant legal acts of the Ministry of Health were reviewed with the help of national
consultants. The qualitative assessment methods of OST programs during the
consultant’s field mission to Moldova included semi-structured inspection of OST
facilities in Chisinau and Balti.

The overall findings and recommendations of the assessment were verified during
meeting with UNODC, UNAIDS, PAS Centre on November 23 and during public
presentation of preliminary findings of the assessment and roundtable discussion
November 26, 2012.

The methodology and the context of cost-benefit analysis were presented by in the
separate chapter this report.

Challenges and Limitations

During the visit November 18 -28, 2012 the international consultant was able to spend a
limited time in OST programmes. The consultant met with the limited number of OST
staff and other stakeholders (Appendix 3). Nevertheless the consultant’s previous
involvement through evaluation missions in 2007, 2008 and 2009 allowed observe the
improvements and challenges in the development of the OST. The consultant had not a
possibility to verify the confidentiality issues in acquiring quantitative information with
the help of questionnaires from patients and staff.

As there was a big amount of information collected through quantitative assessment, it
was not possible to include all the results of the study in this report. Therefore, the
international consultant included selected study results, which he considered as most
illustrative.

15



Results of the quantitative studies

Staff attitudes towards OST

84 staff members answered CAS questionnaires. 25 were employed in medical
institutions (21 physician and nurses among them, other psychologists, etc.) and 59
employed by NGOs. The following domains of staff attitudes were researched:

Staff attitudes towards dependence

Abstinence versus Maintenance orientation as a treatment goal
Negative opinions about patients

Incorrect information on OST

Satisfaction with work

Staff attitudes towards dependence. While latest scientific data of neuroscience
(McLellan et al, 2000, WHO, 2004) indicated that dependence is a chronic brain disease,
big proportion of the staff, who worked directly with patients in OST were not sure if the
dependence was a disease or a moral weakness. As indicated in Chart 1 39% of
respondents agreed and 38% disagreed with the assumption “Drug addiction is a vice”,
while 23% were hesitant.

Chart 1 “Drug addiction is a vice”

40,0%"

30,0%

Percent

20,0%

10,0%"

0%

38% 39%
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T T T
HecornaceH (-a) HeyBepeH(-a) CornaceH(-a)

MpucTpacTue K HAPKOTUKAM — 3TO NOPOK

NGO employed staff more often agreed (49.2%) that the dependence was rather the
disease than a vice, as indicated in Chart 2.
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Chart 2 “Drug addiction is a vice”
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The other responses, which illustrated difference in staff opinions regarding drug
dependence on OST was the assumption: “Methadone does no more than substitute
one drug for another”. As indicated in Chart 3 32% of respondents agreed with this
assumption, 48% disagreed and 28% hesitant.

Chart 3 “Methadone does no more than substitute one drug for another”
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In this case medical staff more often than staff employed by NGOs believed that OST

with methadone is “treatment” rather just the replacement of one drug with another
(Chart 4).

Chart 4 “Methadone does no more than substitute one drug for another”
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Responses to other assumptions showed general trend that both medical staff and NGO
employed staff had some diametrically opposite attitudes with a comparably big
proportion of the staff members, who were unsure about their attitudes. At the same
time much higher proportion of medical staff (Chart 5) believed that OST reduced
negative health, social and criminal consequences of heroin dependence (84% agreed
with the assumption “Methadone maintenance greatly reduces the health, social and
legal consequences of narcotics addiction” against 59.3% who agreed from the NGO
staff).

Chart 5 “Methadone maintenance greatly reduces the health, social and legal
consequences of narcotics addiction”

M eTagoHoBas nopaepX UBaloLLass Tepanus B 3HaUUTENBEHOM CTENeHU
YMEHbLLAeT NOCIBACTBUSA AMH 3[0P0BLS, CoLMarbHbIE U NpaBoBble
NOCBACTBUS MPUCTPACTUS K HAPKOTUK aM
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Abstinence versus Maintenance orientation as a treatment goal. The current
scientifically based information indicates that long-term pharmacotherapy with
methadone an buprenorphine is effective in terms of staying in treatment, reduced
heroin use, improved health and social status, reduced criminality and injecting risk
behavior. Abstinence from all drugs and methadone as a medication could be not a
realistic option for many patients. Nevertheless, majority of staff members (69%)
thought that abstinence from all drug (including methadone) should be the principal
goal of OST (Chart 6) and only 13% did not agreed with this assumption (“Abstinence
from all narcotics (including methadone) should be the principal goal of methadone
treatment”).
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Chart 6 “Abstinence from all narcotics (including methadone) should be the principal
goal of methadone treatment”
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There is evidence that optimal methadone doses in the range of 60-120 mg per day
prevent the opioid withdrawal symptoms and keep patient’s mental and physical
functions normal or very close to normal. Sufficient dose reduces or eliminates craving
for heroin and block opioid receptors. This prevents patients to feel euphoria from
heroin. Unfortunately, 42% of staff agrees (Chart 7) with the assumption “Methadone
patients who continue to use heroin should have their dose of methadone reduced”,
which contradicts one of the basic clinical recommendations. This belief is even more
common among medical staff (56%) than among NGO staff (Chart 8)

Chart 7 “Methadone patients who continue to use heroin should have their dose of
methadone reduced”
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Chart 8 “Methadone patients who continue to use heroin should have their dose of
methadone reduced”
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According the WHO Guidelines on Pharmacological treatment of opioid dependence
there should not be time limits for the duration of OST. OST should be provided as long
as risks for the relapse remain high. Study results indicated that roughly 1/3 of staff
agreed with current evidence-based recommendation “No limits should be set on the
amount of legal time a person can be on methadone maintenance”, 1/3 disagreed and
1/3 were unsure (Chart 9).

Chart 9 “No limits should be set on the amount of legal time a person can be on
Methadone maintenance”
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For patients, who continue to use heroin, the usual recommendation is the substantial
increase of the methadone dose to reduce craving and block effects of euphoria, also to
increase counseling. Nevertheless, majority of medical staff and NGO employees
thought that such patients should be discharged from OST as indicated in Chart 10. 80%
of medical staff and 60% of NGO workers believed that such patients should be
discharged from treatment.
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Chart 10 “Methadone patients, who ignore repeated warnings to stop using heroin
should be expelled from treatment”
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Nevertheless, majority of medical staff (80%) and NGO workers (61%) agreed with the
assumption “Methadone services should be expanded so that all heroin addicts who
want methadone maintenance can receive it” and believed that OST should be
expanded across the country to be easily accessible for every heroin-dependent person
(Chart 11).

Chart 11 “Methadone services should be expanded so that all heroin addicts who want
methadone maintenance can receive it”
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Negative opinions about patients . Many members of the staff (44%) thought that
patients were generally uncooperative (Chart 12). NGO staff more often thought (Chart
13) that OST patients were uncooperative (49%)
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Picture 12. “Many patients here are generally uncooperative”
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Chart 13 “Many patients here are generally uncooperative”
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Incorrect medical information. Available evidence so far did not demonstrate that even
a long-term treatment with methadone (years and decades) had toxic effects on brain,
liver, kidney or other human organs or tissues. As a matter of fact, methadone was
allowed to be used for pregnant women because unlike alcohol it does not have toxic
effects on fetus’ tissues. The study showed that roughly 1/3 (33%) of all staff believed
that methadone could damage liver and agreed with the assumption “Methadone
maintenance can cause liver damage” and around % (49%) were uncertain (Chart 14).
Almost half of OST staff (49%) was uncertain about methadone’s maintenance benefits
against heroin use for pregnant women (Chart 15) and possible damage to kidneys
(Chart 16).
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Chart 14 “Methadone maintenance can cause liver damage”
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Chart 15 “Methadone is more dangerous than heroin to the unborn child”
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Chart 16 “Methadone maintenance can cause kidney damage”
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Satisfaction with work environment. Medical staff indicated that they were more often
not satisfied (if compared with NGO staff) with the premises allocated for their work
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with OST patients (36% against 22%), though majority (60% and 59%) considered
premises as “satisfactory” (Chart 17).

Chart 17 “How would you rate the availability of usable space in your program?”
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Medical staff was less satisfied with salary and other work incentives and evaluated
negatively it in 44% cases in comparison with 34% in NGOs (Chart 18)

Chart 18 “How would you rate your salary and benefits?”
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Most of the medical and NGO staff were critical (not very much positive) about
effectiveness of the treatment they provided. 76% of medical staff and 61% of NGO staff
indicated basically their neutral/moderate attitude regarding the effectiveness of
treatment (Chart 19). Similarly (68% and 61%) they were neutral about general
satisfaction with their job (Chart 20).
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Chart 19 “How would you rate treatment effectiveness in your program?
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Chart 20 “Overall how satisfied are you with your job?”
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It is important to note that 40% of medical staff indicated that they had not enough
support from other specialists. This indicated gaps in the provision of the coordinated
multidisciplinary team services for OST patients (Chart 21)

Chart 21 “How would rate the support you receive from other specialists?”
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In summary, the quantitative study showed wide gaps of evidence based knowledge
about OST among medical and NGO staff. There could be risks that a patient received
contradictory messages from physicians, nurses, psychologists, NGO specialists and
outreach workers, which were directly involved in services. In the absence of common
adherence to evidence-based information about OST by staff, the coordinated
multidisciplinary approach could not work. There were also high risk for different myths
and false information to prevail among OST patients and IDU population.
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Attitudes of patients towards OST

260 patients answered TPQ questionnaire about their attitude to OST services: 103 at
Chisinau RND, 61 at RND Grenobl street, 48 at Balti and 48 at penitentiary institutions
(P1).

The study results indicated that the staff and patients had sometimes different
understanding about the services patients needed. 28% or patients agreed with the
assumption “The staff have not always understood the kind of help | want” (Chart 22)
and that means that there was not always a “therapeutic alliance” of supporting staff
and client, which is needed to attain treatment goals and objectives.

Chart 22 “The staff has not always understood the kind of help | want”.
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Similarly 34% of patients agreed with the assumption “The staff and have different ideas
about what my treatment objectives should be” (Chart 23)

Chart 23 “The staff and have different ideas about what my treatment objectives should
be"
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31-47.9% of patients, as indicated in Chart 24 did not like some of the regulations of OST

lII

(agreed with the assumption have not liked some of the treatment rules or

regulations”).

Chart 24 “I have not liked some of the treatment rules or regulations”

MHe He NMOHPaABUIIUCb HEKOTOpPLIE CBA3aHHbIe C Ne4YyeHnem npaBuna
WUInun yKkasaHusa

MeHuTEeHUMapwii . ‘ 43,8‘ '
Knwmnés 541 '
(FpeHo6nn) ‘ : ‘ @ CornaceH(-Ha)
' B ComMHeBatoCb
Kuwmnés ‘ 544 ‘ O He cornaceH(-Ha)
Benbub 52,1 .‘ 39,6 '
0% 20% 40% 60% 80% 100%

In Balti 43.7% of patients indicated that working hours of dispensing methadone were
not comfortable for patients (agreed with assumption “Working hours of methadone
dispensing suits me”), while in Chisinau situation was better (Chart 25). 47.8% of
patients also indicated that in Balti they were not satisfied with the geographical
location of methadone dispensing unit (Chart 26).

Chart 25 “Working hours of methadone dispensing suits me”
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Chart 26 “OST is in the location comfortable for me”

NeyeHune MeTagoOHOM NPOUCXOANT B YAOGHOM ANS MEHSA MecTe,
HECNOoXHO Ao6paTLCA A0 LieHTpa

KuwuHés
(MpeHobrm)

O CornaceH(-Ha)

KnwwnHés B ComHeBaloCb

0O He cornaceH(-Ha)

BenbLp

45,9

0% 20% 40% 60% 80% 100%

Many answers were generally positive about provision of OST. Around 80% or more
patients were generally satisfied with the information they received about OST (agreed
with the assumption “I have been well informed about decisions made about my

treatment”) as indicated in Chart 27

Chart 27 “I have been well informed about decisions made about my treatment”
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More than 80% of patients in civil sector agreed with the assumption “There has always

been a member of staff available when | have wanted to talk” as indicated in Chart 28.
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Chart 28 “There has always been a member of staff available when | have wanted to

talk”
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80% or more patients in the civil sector agreed with the assumption “I think staff has

been good at their jobs” (Chart 29).

Chart 29 “I think staff has been good at their jobs”
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Quantitative research aimed also at services which were provided to OST patients at
civil sector. 94% of patients were tested for HIV (Chart 30), with 59% of patients tested

during the previous 6 months.
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Chart 30 “l have been tested for HIV”
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80% of patients were tested for TB (Chart 31) with 60% being tested during the previous
6 months.

Chart 32 “| was tested for TB”
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68 % of patients indicated that they were tested for STI in the course of the last 6
months, 91% did a routine blood test, and 84% routine urine tests. 84% of patients were
urine screened for psychoactive substance use.

75% of patients received consultation of physician internist (Chart 32). 49% of patients
thought they did not need this consultation (Chart 33). Ultimately 81.2% from those,
who thought they needed that consultation, received it. But also 70.9% of patients, who
thought they did not need such consultation, nevertheless received it. Patients valued
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consultation of internist for reasons: “because of bad physical condition”, because of
chronic diseases, asthma”, “because of heart problems”, etc.

Chart 32 “You had a consultation the physician internist”
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94% of OST patients indicated that they had consultation of psychiatrist-narcologist
(Chart 34). 18.59% indicated that the last consultation of psychiatrist-narcologist was 6
months ago and 13.07% indicated that the last consultation was 3 months ago. Patients
valued consultation of the psychiatrist (narcologist) “because of psychological traumas”,
“to understand better methadone treatment”, “wanted to finish OST”, “because of
questions associated with methadone”, “just for prevention”, etc.
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Chart 34 “Have you received consultation of psychiatrist (narcologist)?”
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70% of OST patients indicated that they have received a consultation of a psychologist
(Chart 35). 29% from those, were consulted by a psychologist, received it 6 months ago.
Patients valued consultation of the psychologist for the reasons: “I feel mentally bad”,
“because of stress situation”, feeling bad after death of parents”, “because of psychosis
and paranoia, “because of depression”, etc.

nn

Chart 35 “Have you received a consultation of the psychologist
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Only 35% of OST patients indicated that they needed a consultation of the psychologist,
50% indicated that they did not need, and 15% were unsure about the consultation.
From those, who needed, 74.4% received a consultation of a psychologist, but also 65%
from those, who considered they did not need, nevertheless, received a consultation
(Chart 36).
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Chart 36 “did you needed the consultation of psychologist?”
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71% of patients received a consultation from a NGO worker. 58% from those, who
received it, were consulted during the last month (Chart 37)

Chart 37 “Have you received consultation from a NGO worker?”
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77.6% from those, who wanted a consultation from a NGO worker, received it, while
72.8% who did not need, also received it (Chart 38). Respondents indicated different
reasons why they wanted to contact NGO workers: “communication”, “financial
problems”, “personal problems”, “they could understand my situation”, “interesting”,
because of legal problems”, “for the self-help”, “I was interested in their opinion”, “I feel
there like in my family”, “I want that they could help me to find a rehabilitation centre”,

etc.
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Chart 37 “Did you need a consultation from an NGO worker?“
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61.8% of OST patients indicated that they had to pay for the daily transport to OST site,
13.7% indicated that they had to pay for additional medicines. 1.4% indicated that they
paid or made presents to the staff of OST.

In summary, patients had a positive attitude to OST as a treatment. Most of patients
were positive about the staff and the work they were doing. Great proportion of
patients received consultation of the narcologist, physician internist, were tested on
HIV, TB and STI. Nevertheless, in about 1/3 cases staff’s and patient understood
differently goals and objectives of treatment. There was not enough staff-patient
communication and efforts to formulate “therapeutic alliance” between the staff and
the patient. This alliance is important for treatment of all chronic diseases, including
dependence. Patients received consultations, they considered as unnecessary, e.g. from
physician internist or psychologist. Operation hours of OST sites and their geographical
location were not always acceptable for patients. The data showed the potential at OST
sites to increase the quality by individualized treatment planning and matching
treatment to patient needs. One of the outcomes would be the more efficient use of
human and financial resources at OST sites.
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Provision of services at OST sites in the community (qualitative
study)

Current OST was provided according the written orders Nr 29 and Nr 30 of the Ministry
of Health July 18, 2007. By 2012 OST was provided in Republican Narcological Centre in
Chisinau (two locations) and Balti Municipal Hospital. At the moment of the visit to RND
in Chisinau there were 201 patients. By November 20, 2012 cumulatively there were
1047 patients since 2004 (128 women), 556 in RND, 200 in Balti and 291 in Penitentiary
Institutions”.

Clinical Guidelines. Administration of RND and physicians indicated that they organized
their work related to OST according the National Clinical Protocol for opioid dependence
treatment, which was available since 2008'° and printed in 2011.

National Clinical Protocol for opioid dependence was not entirely in line with the WHO
“Guidelines for the psychosocially assisted pharmacological treatment of opioid
dependence, 2009”". The latter guidelines, which were developed through rigorous
assessment of the scientific data and expert opinion, provided well defined
recommendations for OST at the national health care system level, national clinical
guidelines at treatment program and patient levels. Current National Clinical Protocol in
Moldova was not entirely in line with WHO Guidelines regarding recommended initial
doses of methadone and recommendation to provide medication for home use in case
of stable remissions. The important clinical recommendations on effective maintenance
doses, duration of treatment, recommendations for treatment of special patient groups
(pregnant and breastfeeding women, adolescents, patients with co-morbid disorders
and multi-substance use, integration of OST with infectious disease services, including
testing and management (HIV, HCV, TB) were not enough elaborated for everyday
practical use.

Both at RND and Balti Municipal Hospital the consultant was could not identify any
internal written policy or procedures on OST, which would describe in detail the process
of OST institution, job descriptions of the physician, nurse and other staff, clarifying
their boundaries of functions in OST. The consultant was not able to identify neither
written “minimal requirements” document for OST from the Ministry of Health or

® Presentation of L.Andreyeva at RND November 20, 2012

19 Tulburarile Mentale si de Comportament Legate de Consumul de Opiacee, Ministry of Health, Chisinau,
2008

1 Guidelines for psychosocially assisted pharmacological treatment of opioid dependence, WHO, 2009.
http://whglibdoc.who.int/publications/2009/9789241547543 eng.pdf
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medical institution, specifying the core specialists for OST, staffing levels, minimum
number of specialist consultations per month, type and number of obligatory
examinations of OST patients (e.g. for HIV, TB, HCV, STI, routine blood or urine tests,
etc.).

Services. At RND physicians were in charge for management of patients. There were no
internal standards of the case load for physician-narcologist'”. One physician at RND had
a case load of 130 patients, the other 71 (the total number of patients was 201).
Narcologists did not have other staff to assist them with the management and
monitoring of patients, referrals and medical records. The official hours of methadone
dispensing in RND main location were from 8 till 11 on workdays, though as indicated by
nurses FG methadone was dispensed till 14.00.

In Balti Municipal Hospital 2 physicians shared a case load of around 70 patients.
Working hours in Balti were from 8 till 11.00. Physicians had much of other routine
work to do besides OST. OST so far was considered as an “extra workload” on the GF
project basis for the additional fee to their “main” and “regular” duties. Nurses’ main
function was to dispense methadone and to keep accountability for methadone.

In Balti the hours of methadone dispensing from 8 till 11 were considered too short by
participants of FG discussion.”® It interfered with patients’ work and was too early as
some patients had to travel every day 20-30 km from nearby places. In Balti the office
space was very small. During time, allocated for methadone dispensing, police used to
bring arrested persons for medical examinations and urine screening for drug use. In FG
discussions, patients indicated that policemen interrogated methadone patients waiting
for their medications, searched patients for drug possession. Patients did not feel safe at
OST in Balti and their confidentiality was at risk. Patients indicated police interference in
FG discussion as deterring factor for some IDUs to enter the OST or encouraging stop
osT*,

At both sites physicians indicated that there was no support on the site from other staff
for continuous assessment of medical, social and psychological condition of the patient,
developing treatment plans and also implementation of treatment plan. Services for
NGO were in different place and there was little coordination.

12 Meeting at RND 2012 11 20
3 FG discussion with OST patients in Balti (October 31, 2012)
Y FG discussion with OST patients in Balti (October 31, 2012)
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Quality of services of the OST. The consultant was could not identify the internal
institutional system of quality control. As indicated above, institutions’ internal written
policy or procedures on OST minimal requirements were absent. From the data available,
it seemed that entering into OST was comparatively easy. Patient had to be diagnosed
as opioid dependent and included at the national registry of drug dependent patients.
He also signed an informed agreement on entering to OST and he/she could get
methadone the same day. However some data of the qualitative analysis indicated that
due to high workload, patients could get not enough detailed information from
physicians about the spectrum of services, including OST as a treatment, with its
benefits and limitations. Cases when wrong patients (not actively opioid dependent)
were included in OST were also indicated in FG discussions™.

FG discussions of current OST patients generally appreciated medical staff work, their
professional and positive approach towards patients. Nevertheless, the average dose at
RND in Chisinau was 49.3 mg in 2010, 52.3 mg in 2011 and 57.8 mg in 2012%. The
average dose of methadone was below 60 mg which was recommended by WHO as an
average minimal dose and also as OST quality measure by WHO/UNODC/UNAIDS Guide
(2009)". 40% of OST patients in RND received 40 mg or less daily methadone dose™®.
Various FG discussions indicated that one of the reasons was many patients” willingness
to reduce doses and leave the OST as soon as possible. Patients who wanted to be less
attached to treatment institution had no other choice than to reduce their dose and
interrupt OST. Many of patients resumed OST after some time. Thus the turn-over of
patients in OST was high.

FG group discussions of “difficult” OST patients™ indicated that there was different
approach of methadone dosing at different sites. At RND main location patients
indicated that it was easy to increase the methadone dose by 10 mg after the talk with a
physician. At Grenobl st. OST site it was more complicated and needed more efforts
from the side of patients. At Balti, patients were allowed to choose the dose themselves
and usually physicians agreed. As participants indicated, there was hardly acceptable
practice to ask for 10-15 mg increase for one day, if this patient planned to skip the next
day and to “survive” without methadone that day.

1> Transcript of the Focus group discussion of former OST patients

16 presentation “Evolution of OST in Moldova: Problems and Achievements”, November 20, 2012 by L.
Andreyeva

7 WHO/UNODC/UNAIDS. 2009. Technical guide for countries to set targets for universal access to HIV
prevention, treatment and care for injecting drug users. Accessed 11 December 2009 at:
http://mwww.who.int/hiv/pub/idu/idu_target setting_guide.pdf

'8 personal communication by L. Andreyeva

9 FG discussion with “difficult” OST patients, October 31, 2012
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Patients in the same FG discussion were also critical that local narcologists, who were
physically present in different locations, could not dispense methadone. Thus they had
to travel 20-30 km every day to Balti.

The same group indicated that 40% of OST patients used other psychoactive drugs. The
reasons were: “l use other drugs because | do not wish to increase methadone dose” or
“...because | could not sleep” , etc.

As indicated by the physician, urine screens were not always available due financial
reasons in RND for the last 2 years.

Attitude of medical staff towards OST. FG discussion of nurses indicated that they
understood the seriousness of opioid dependence as a disease. They considered generally
OST as effective. Generally they observed that most of patients significantly improved
after 1 month in treatment®. Nurses indicated that patients after 1 month improved in
their clothing, their behavior was more positive. They admitted as one of the problems
the concomitant use of other psychoactive substances. They judged about it from the
appearance of patients and also performed urine screens. Some nurses indicated that
concomitant use could reach up to 70% of all patients, but it did not happen on the
regular basis. The major reasons for concomitant drug use, as they indicated, were:
joblessness, environment (former friends, drug users, who were not in treatment), some
wanted to feel “high” from time to time and methadone did not them allow to feel
“high”. Most often were used diphenilhydramine (Dimedrol), diazepam and clonazepam
(sedatives). The concomitant use was identified as the main negative factor of OST. As
possible solutions of this problem nurses named positive and negative reinforcement of
behaviour, “human factor”, and social support.

Nurses indicated that only “few”, “3-4%” stopped heroin use successfully through
methadone detoxification. Nevertheless, they believed that OST prevented HIV and HCV
infections, tissue infections, phlebitis, gangrenes, helped to integrate into the society.
They indicated that nurses needed much of patience: some patients could use from time
to time obscene language and were aggressive.

Some of the nurses in FG discussions indicated that they did not notice any side-effects
of methadone. Others were not so sure and thought they have read information on the
negative impact of methadone on the liver. Similar interviews with OST physicians

20 G discussion of nurses
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indicated the understanding of the seriousness of the disease, extensive medical,
psychosocial needs patients had, and limited resources?’.

While some of the staff had an attitude to dependence as a long-term treatment of
chronic disease, other part of staff was more abstinence-oriented. Some of the staff as
means for improvement of quality of program suggested to implement more discipline
for patients and to discharge patients for not following medical advice and concomitant
use of psychoactive drugs?

FG groups discussions with former and current OST patients indicated that quite often
negative information on OST was transferred from other physicians, and even from
narcologists, who were not engaged in OST>. FG discussion mentioned communication
from the narcologist: “methadone up to 25-30 mg was a medication. In higher dose than

that, it was still a medication, but with some toxicit)/’24.

In FG discussion of “difficult” OST patients one participant stated, what he heard from a
narcologist: “We have methadone. If you want — you are welcome. But my professional

"25. In

opinion is that it is not worth trying it for you, because it is the most horrible thing
the same FG discussion it was clear that patients do not know why in some cases higher
methadone dosing (100-150 mg) was needed. Clearly medical staff did not provide

enough information on the advantages of higher dosing.

Attitude of current patients to OST. FG discussion of patients indicated that they had
generally positive look at OST. Some of them stayed in OST for 5-7 years. They could
identify main advantages of OST: improved health, reduction of criminal activities,
increased overall stability, possibility to work, clear thinking®®. One of the main
problems was regulations, which did not allow ever, even for a stabilized patient, to
receive methadone to use at home. This considerably interfered with normal patient life
activities, such as work and leisure. The necessity to travel everyday was also mentioned
as an important factor, which increased time loss and expenses. Nevertheless, some
participants realistically assessed their dependence as a chronic disease and the need
for a long term treatment with methadone. Some of them didn’t dream any more about
“ending OST and emigrating to Germany or Canada in the nearest future” as many

2! In-depth interview with physician at RND

22 In-depth interview with a psychologist (November 8, 2012)
2 FG discussion of OST patients, November 6, 2012

% FG discussion of OST patients, November 6, 2012

2 FG discussion with “difficult” patients October 31, 2012

%6 FG discussion with OST patients November 6, 2012.
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patients in OST did. Some of participants indicated that psychosocial support was an
essential component to OST and introduction of the “system of privileges” in return for
positive behavior changes was important. This support was available at NGOs, but
geographically it was in a remote place. Many OST patients were “lost” on the way to
the NGOs. The concomitant psychoactive substance use OST patient attributed to
previous behavior patterns, which were difficult to change for many patients. Most of
OST patients in the focus groups would recommend OST to their friends.

Attitudes to OST of IDUs, who were eligible to OST, but did not enter treatment. In the
focus group discussion?’ the main reasons for not entering OST were the following:
0 OST was method of control of IDUs. Police can easily find any IDU in
treatment programs (“they can keep under control everything”);
0 OST was harmful for health (“after 3 years a person gets rotten from
inside — on the full scale”), (“methadone is a dope, which free of charge”);
“methadone has been specially designed by governments to annihilate
drug users”);
0 “Methadone with the pressure from physicians was provided in high
doses (100, 200 mg) instead of gradual reduction of methadone doses”;
O “OSTisatrap to catch a drug user in difficult situation”;
0 “The rest of the world has refused to use methadone”

One prevailing and harmful myth discovered was that gradual reduction of methadone
dose with concomitant increased use of other psychoactive substances (sedatives) was
an effective way to detoxify from street opioids. As there was almost no positive
perception of OST among active IDU, they preferred continuation of injecting drug use,
“detoxification-relapse” cycle instead of continuous treatment and social rehabilitation.

Coordination of with other medical services. There were no legal documents or written
mutual agreements between medical institutions in Chisinau and Balti on how to
continue OST for patients, who were hospitalized for TB, HIV infection, other somatic
and mental illnesses. It was done on “case by case” basis. Medical staff was responsible
for methadone consumed by patient who was hospitalized. Medical staff (physicians,
nurses) transported methadone in many different ways, often taking methadone at
home and delivering methadone next day to patients at hospital. There were no legal
regulations allowing the possibility to leave several day doses of methadone at hospital
to be dispensed there by responsible staff. The consultant could not identify any written

2T FG discussion with IDU, who were eligible for OST but did not enter treatment
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agreements on how HIV, TB and HCV should be controlled (screened, diagnosed and
treated) for OST patients.

Coordination of OST with police. In case OST patient was arrested and put into police
custody, upon notification either police brought a patient to OST site or medical staff
brought methadone for supervised consumption by patient in the custody. There were
no regulations, describing the procedure neither from the side of Ministry of Interior,
neither from the Ministry of Health or medical institutions®®. Though from the side of
police representatives the continuation of OST in the custody was not considered as
problematic, there were signs that not always continuation was smooth.

FG discussions with former patients®® in Balti indicated that police officers interfered
with treatment procedures. Patients waiting for their medications, or even in inside the
physician’s office, sometimes were interrogated and searched for drug possession in the
hospital with the consent of physicians. The confidentiality of patients was severely
compromised. Police officers had a general positive attitude towards OST as a factor,
which reduced crime. At the same time they were disturbed that some OST patients
continued to use other psychoactive drugs (e.g. sedatives). They felt as their obligation
to continue to suppress any illegal use while patients were in treatment®.

Coordination of care with NGOs. All patients in RND and Balti Municipal Hospital were
informed in the written form by OST physicians about the psychosocial support provided
by the NGO “New life” in Chisinau and “Youth for the Right to Live” in Balti. Outreach
workers from NGOs regularly came to the premises of RND and Balti Municipal Hospital
to make contacts with OST patients and other IDU and to invite them to their services.

There were no written protocols or agreements on how the cooperation was ensured in
coordinating care for OST patients. It was not clear how data about OST patients was
shared among medical institutions and NGOs. OST in medical institutions and
psychosocial support in NGO for a patient happened in parallel, uncoordinated. Thus the
multi-disciplinary approached was not properly ensured.

Coordination of care with penitentiary institutions. OST patients, released from
penitentiary institutions, could continue OST in Chisinau and Balti upon a telephone call
from a Pl staff and by forwarding the approved document from a PI. If OST patient in

28 Meeting at the Ministry of Interior Affairs November 21, 2012
2 FG discussion with former patients November 7, 2012.
% Meeting with police officers at Balti city police headquarters, November 22, 2012.
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penitentiary had to be released to the area where no OST was available, patients used
to terminate OST in penitentiary institution and left penitentiary with great risk of the
relapse and opioid overdose. Cases of lethal overdoses of heroin among patients who
left OST and prison were reported by Pl medical staff. Unfortunately most of narcologist
in local areas, where OST was not available had negative attitudes on OST, which they
communicated to patients/inmates.31

*! In-depth interview with a medical specialist from Penitentiary Department
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Provision of psychosocial services for OST patients

Under the project of the Global Fund from 2010 2 NGO regional centers in Chisinau and
Balti provided psychosocial assistance to OST patients. In Chisinau psychosocial
assistance for OST patients was provided by the NGO “New Life”. This NGO was
established around 2000 as mutual self help group of drug users. They registered as
NGO in 2004. Most of their activities continued to be based on self-help own
experience. Besides community based premises in Chisinau, the “New Life” had a 9
month residential psychosocial treatment program at rehabilitation house in the
countryside for 20 drug users.

The “Youth for the Right to Live” has been operating since 1997 in Balti and provided
services for vulnerable populations. They had a long-time experience of harm reduction
interventions, professional counseling, etc.

Target groups for services. Both NGO were assigned by PAS to provide psychosocial
assistance to OST patients. OST patients were contacted by NGO outreach workers near
OST sites. As there was no office space provided for NGO workers in medical
institutions, NGO outreach workers made a contact with OST patients in the yard or
corridors of medical institutions. Through this outreach work OST patients were invited
to visit NGO community centers and talk to a specialist or outreach worker. During the
consultation, specialists (social worker) or outreach workers at the NGO assessed the
psychosocial and medical needs of the client. In the NGO “Youth of the right to Live” a
social worker took the responsibility of case management of the client. Written social
support plan, priority objectives for 3 months usually was negotiated and agreed
between the social worker and a client. This social support plan was signed both by the
client and the specialist. The social assistance plan was implemented with the support of
the outreach workers under the supervision and coordination of the social worker. The
implementation of the social assistance plan was monitored every 3 months. Social
assistance plans could include also different medical services, including screening for TB
and HIV. Often patients were accompanied by outreach workers to different institutions
to facilitate the implementation of the plan. With some medical institutions “green
corridors” were negotiated in advance, as some drug users were impatient to wait in
cues. In addition, different educative and self-help 12 step groups were organized for
the OST patients according their needs.

The NGO ‘New Life” implemented some elements of case management as well. Clients
were not assigned a permanent case manager. Written social assistance plans were not
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discussed and agreed with the client. Priorities were usually determined by the NGO
staff. In general, in “New Life” the procedures and services tended to be less
professional, less documented. The organization employed less professional workers (a
social assistant and a psychologist).

On their premises besides services to OST patients, the “New life” provided different
educational group activities for different client groups, e.g. women, family members of
dependent clients, active IDU, etc. Some leisure activities were available — internet,
table tennis, etc. Due to the history of formation of the NGO, the “New Life” had a
strong component of self-help philosophy and activities, which were based on 12 steps
of Narcotics Anonymous. Much of the work with active IDU was understood as the
implementation of the 12" step, which means activities in the support of active drug
users in achieving their abstinence from drugs. In this case continues methadone use
could be also conceived as an obstacle for achieving drug-free life.

Attitudes to OST by NGO staff and volunteers. A social worker® in Balti admitted that
individual effectiveness of OST depended to some extent on what patient expected
from treatment. Generally it reduced the dependence from illegal drugs. Among the
main advantages of the OST a social worker identified the possibility to avoid criminal
behavior and the opportunity to talk about painful problems of the patient. About 55
patients out of 70 were receiving some kind of social assistance.

An outreach worker®® indicated the OST as a generally effective approach. Though, OST
in its reality in Moldova was not of high quality. He stated that physicians and other
specialists should spend more time in explaining to a patient what were the goal and
principles OST, its positive and negative aspects before actual start of treatment.
Without that, new OST patients were exposed to negative influence of “subculture”
around OST site, where patterns of concomitant drug use prevailed. There were
different patients in OST, and there should be comprehensive psychosocial support to
level off the negative influence of this “subculture”. There should be individualized
approach and positive behavior changes should be encouraged, e.g. with provision of
methadone for home use and possibility to travel. Director of the NGO indicated®® that
first 1-2 months for patients in OST were critical. He believed, that if during that period a
patient did not start his social reintegration, then he started to use other psychoactive
drugs and became difficult to rehabilitate.

%2 In-depth interview with a social worker November 5, 2012
*% In-depth interview with an NGO oureach worker November 8, 2012
* In-depth interview with the director of the NGO
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There were 22 OST patients in Chisinau, who finished OST and became drug-free®.
Some of them finished rehabilitation program run by NGO “New Life”. FG discussion
with former OST patients®® indicated very mixed, even opposite attitudes and
understanding of OST and methadone. Some GF discussion participants were convinced
that OST brought a person to feel normal and blocked heroin effects. Others strongly
stated that it provided euphoria. Some former patients stated that this was a treatment,
others that it was a “replacement of heroin with synthetic narcotic”, which slowed-down
patient’s thinking/activity and they became like “vegetables”. One participant said:
“Most such persons (methadone patients) become vegetables”, mostly because they lost
previous a goal of drug-seeking behavior and could not find other meaningful activities.
Also there was concomitant psychoactive substance sue. Some participants indicated
that it was very difficult to leave OST. Others indicated that it was easy. Some former
patients considered OST as a break from drug use, which allowed think and undertake
important decisions regarding continuation of rehabilitation. While others categorically
maintained that entering OST was a “worst option” and it was as “a bottom” for any
drug user. Some former patients expressed their attitude that OST was a “100%
service”, while other said that it was a “complete mess”.

Former OST patients were critical about OST because of the lack of psychosocial
support. “A person drinks (methadone) and with this everything is ended. He/she is left
alone”. “There should be a comprehensive support. Specialists have to work with a
person” one of the participants said advocating for more psychosocial support in OST
services.

FG group discussion and personal interviews suggested that some former drug users in
“New Life” had strong belief that drug-free treatment, including 12 step approach, was
superior to other types of treatment. This bias and negative attitudes, stigmatization
could significantly interfere in provision social care for some difficult patients in OST,
where significant social and personal problems and concomitant psychoactive drug use
came together.

Cooperation with OST sites. There were no formal framework for the cooperation
between RND and the “New Life” in Chisinau. From the transcripts of FG discussion
there was evidence that there existed a mistrust and even controversy between the
staffs of RND and the “New Life”*’. The cooperation between OST site in Balti and

% Meeting with Lilia Fiodorova at RND, November 20, 2012
% FG discussion of former OST patients
%7 Interview with medical staff in Chisinau
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“Youth for the Right to Live” were also not formally coordinated and the activities took
place in parallel. Though due to the longtime cooperation, one of OST physicians visited
NGO regularly.

Cooperation with other institutions and agencies. The “New life” and “Youth for the
right to Live” provided through their outreach workers and volunteers the service of
accompanying clients to different institutions, e.g. night shelters, hospitals, social
departments, etc. NGO were primary organizations which referred to HIV testing and TB
screening as well as the organization of ART. Definitely, social support and referrals to
infectious disease medical institutions filled the gap of the necessity to meet
psychosocial and other medical needs of great number of patients in OST and increased
the quality of OST. At the same time medical and psychosocial services remain
uncoordinated.
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Provision of OST in penitentiary institutions

There were 7 Pl in Moldova, which provided OST, including 2 remand prisons in Chisinau
and Balti. In-depth interviews with Penitentiary Department of Ministry of Justice and
medical staff were positive about OST developments in Pl. They indicated that patients
were “calm, contained, they could participate in educational programs, they wanted to

work”3®

OST on individual basis was initiated in Pl by physicians of PI Medical Service , who
usually were not narcologists. Narcologists from civil sector were contracted and were
available for consultation. OST, if needed, could be started in one day. Dose adjustments
were made on the decision of the physician of the Medical Service of PI*°. The low
number of inmates, who received OST was explained that informal hierarchical system
of inmates did not allow for “higher rank” inmates to receive OST*’. This was considered
by top informal hierarchical figures as the “weakness”. OST through reduction of the
demand for heroin could be regarded as potential threat for inmates, involved in drug
dealing. There was a problem to transfer inmates, who received methadone and were
infected with TB, to TB treatment. The PI, which specialized in TB treatment, did not
have OST. Therefore, such patients had to be detoxified from methadone before
transfer to TB treatment.

FG discussions indicated that patients usually had no problems of getting into OST in
prisons™*!

Pl provided opportunity for the “New Life” workers (ex drug users and ex-prisoners) to
have meetings with inmates inside Pl 3-4 times per month. Medical staff was concerned
about these meetings, because there were signs that negative attitudes towards OST
were communicated to inmates. Some patients eventually decided to stop OST after
these meetings. There was request from the medical staff of penitentiary department
that NGO should provide more professional services. There should be more
coordination between medical and psychosocial services.*? Otherwise, in PI OST patients
were regarded as other inmates and were dispersed into different regimens. They could
benefit from regular psychosocial support available in Pl. In case of transfer from one PI
to another, continuation of methadone coordinated.

%8 In-depth interview with medical staff from Penitentiary Department
% Meeting with Medical Service staff in Pl

“% In-depth interview with medical staff from PI

*! FG discussion with “difficult” OST patients

*2 In-depth interview with medical staff from PI
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Penitentiary Department indicated that narcologists, who worked in civil sector under
the Ministry of Health (district level narcologists), had incorrect knowledge on OST,
which they transferred to inmates®. Thus drug users were often confused about
different and opposite messages regarding the value of OST, including often
discouragement of IDU to enter OST.

Continuity of OST in civil sector was viewed as an important component, as there were
lethal overdoses known of patients leaving PI to places where OST was not available®.
OST for continuation was not available at 25 districts and were available only in Chisinau
and Balti.

OST and the police

Interview with the representatives of Ministry of Justice® indicated that different
sectors of the police were not enough informed about the drug dependence treatment
options in the Republic of Moldova. Current cooperation with health care institutions
was limited to preventive activities. Different units of the police showed interest in
learning more about drug treatment modalities in the country and were open for
possible cooperation. The interest of the police was expressed in wider access of IDU
and better quality of treatment. This potentially could reduce the number of criminal
offences and reduce the illegal drug market for drug dealers, as well to reduce of
number of incarcerated drug users.

*® In-depth interview with medical staff of the Department of PI
* Meeting with Medical Service at Pl
** Meeting with the Ministry of Interior Affairs, November 21, 2012
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Evidence of Economic Effectiveness OST in Moldova (Dr. L. Murauskiene)

The objective of the assessment of economic effectiveness was to conduct cost-
effectiveness analysis of OST in Moldova and develop arguments for scale-up and
quality increase as well as to address future cost implications of OST on national budget.

Overview of main approaches

Economic evaluation focuses on comparing costs (monetary expression of employed
resources) and outcomes of the intervention by assessing at least 2 alternative ways of
the use of scarce resources.

There are two main classes of economic analysis in healthcare:

1.Cost-utility analysis (CUA) and cost-effectiveness analysis (CEA), where outcomes are
presented in natural/composite units (e.g., "cases prevented", "number of lives saved",
,humber of Disability-adjusted Life Years lost (DALY) prevented or ,, Quality-adjusted Life
Years (QALY) gained”).

2.Cost-benefit analysis (CBA), where outcomes are presented in monetary terms.

CEA uses a particular outcome measure, so its value is limited by a single outcome. Cost-
benefit Analysis (CBA), based on monetary expression of both costs and outcomes
(benefits), overcomes such limitation. However CBA is faced to serious challenges in
attempts to monetarize the outcomes.

Cost minimization (while future costs saving due to the intervention) or cost-outcome
(while single intervention without any options is considered) are partial economic
evaluations.

International research literature

Scientific evidence-based, methadone OST has proved to be cost-effective in reducing
heroin and other illicit drugs use, as well as minimizing involvement in criminal activity
and imprisonment rate, preventing HIV infection, improving health related quality of
life. However, the range of studies and the client groups are of crucial importance in
terms of particular economic evaluations.
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Primary economic benefits occur from reduced crime and post-treatment reduction in
healthcare costs. Residential prison treatment is cost-effective but only in conjunction
with post-release aftercare services®®. In community with high HIV prevalence,
expanded methadone capacity yields in additional 1 year of QALY at a cost of $8,200".
It should be noted that in general, $500 hundred or £300 hundred is an acceptable
“price” for additional one QALY acquired due to the intervention.

There are several studies which have demonstrated the benefit-cost ratio of methadone
maintenance therapy in the range 2:1 to 5:1; and even 15:1. Net benefits were mainly
savings from reduced criminal activity versus treatment costs. Net benefits increased
with length of stay in MMT"®. For every extra £1 spent on methadone treatment there
was a return of more than £3 in terms of cost savings associated with victim costs of
crime and reduced demands upon the criminal justice system®. Improved employment
related benefits were also regarded as one of the major benefits, and together with
those for crime averting comprised about 55-80% of the total benefits.

Methods and sources of information

For economic evaluation purposes desk research and field visit had been conducted in
November 2012 followed up with modeling costs and benefits of OST in Moldova.

In absence of particular studies on OST performance in Moldova, an assessment was
rough and partially based on the findings of other studies available in the field.

Costs of OST

Costs of OST from the donor and public funds were analysed. Private (patients and
family member) costs were not included®.

A number of constant clients in OST in 2012 was 304, a number of all clients was 880 (at
the end of 2011). OST was provided in one setting in Balti, 2 sites in Chisinau and in 7
prisons subordinated to Department of Penitentiary Institutions (Chart 38).

“¢ Economic Benefits of Drug Treatment: A critical review of the evidences for policy makers. Treatment
Research Institute at the University of Pennsylvania.2005.

*T Cost Effectiveness and Cost Benefit Analysis of Substance Abuse Treatment: A Literature Review.
National Evaluation Data Services. 2002.

“8 B. Fischer, J. Rehm, K. Kalousek. Illicit Opioid Use and Economic Costs, and Options for Costs
Reduction: An Overview and Estimations. Vancouver, 2006.

“® Annete Verster, Ernst Buning. Methdadone Guidlenes.

%% Regarding patient costs, at least transportation costs could be identified for the client living in the cities
(according to the patients’survey data 62% of the patients pay for transportation).
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Chart 38 Number of constant clients at three groups of sites 2007-2012 (source: PAS)
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OST was financed directly from the donor (Global Fund - GFATM), but some local
resources of medical institutions were also employed. Under the current arrangements,
the GFATM paid bonuses to wages for directly involved staff and covered some current
costs in 3 types of settings. Some pieces of equipment (capital investments) had been
also purchased from the GFATM means. Other financing was coming from the medical
institution budget. However, current organisation and accounting system did not allow
assess allocated resources to OST properly.

A. “Minimum” costs or negotiated price. In this case current donor financing was
considered as a price negotiated and agreed with medical institutions for
implementing OST. 2012 annual costs were $93,035. The costs covered wages to
directly employed staff, costs of consumables and those for administrative
purposes as well as the costs of methadone. Cost per year per patient was
5106.
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Chart 39 Externally covered costs of OST in 2012
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B. Medical institution & donor funding. According to the data, collected during

interviews with medical staff, medical institutions costs covered mostly wages of the

staff and additional spending on phone, some consumables and tests.

Chart 40 Total costs of OST in 2012
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In 2012 costs per patient per year were $173 of which $67 had been covered by

medical institutions.

C. Increased quality of OST costs. Better quality of OST (and consequently
increasing involvement of patients into the program) could be reached through:
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e Changing (improving) skills and increasing staffing;
e Improving availability of consumables (e.g. drug tests);
e Assuring continuous personnel training and upgrading of equipment.

Such arrangements will results in:

1) increased labor costs (Table 1) varying between maximum workload as identified for
the 1° hundred of the clients, and minimal workload due to economy of scale for
serving 500 clients. Relatively, labor costs were in range of $118-195 per patient
annually;

2) increasing costs of consumables - $12 annually (it was assumed that drug tests
should be available at least 3 times per year on the costs of 48MDL and other supplies of
100MDL per year) and small increase of administrative costs comparing to current level
for covering lacking costs for communication.

3) inclusion of capital costs for premises and equipment - $6,400°" and maintenance
costs for both current and new sites (5800 annually during the first 5 years and $1,120
annually later on);

4) inclusion of the costs for training and information — $400 per year.

Table 1 Incremental staffing FTE/ patients

Incremental staffing FTE/ patients
The The Total Monthly | Monthly
The 1st | The 2nd third forth | The fifth | for 500 | wage/FTE, | wage,
hundred | hundred | hundred | hundred | hundred | clients | MDL MDL

Physician 1 0,5 0,5 0,5 0,5 3660 10980
Nurse 1,5 0,5 1 2660 7980
Guard 0,5 0,5 0,5 1,5 2000 3000
Social
worker 3 2 3 2 2 12 2660 31920
Internist 0,5 0,5 3660 3660
Psychologist 0,5 0,5 3660 3660

Incremental OST costs per every new patient will be $189-286 per year. It should be
also noted that a share of increasing costs could be allocated to NGOs.

%! Extension of the services outside current OST settings involve capital costs for the premises adjustment
(or rent) and equipment (e.g. dispenser, safe, PC, etc.) & furniture purchasing. The costs could vary a lot,
minimum possible estimation — 20,000 MDL. Costs of 4 new sites are included.
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Benefits of expanding the OST

1. The most obvious benefits are savings due to reduced use of illicit drugs.
The qualitative assessment of 41 patients in Balti city demonstrated reduction in use of
illicit drugs (65.8%) and reduction of criminal activities (78%),
During interviews, it was assessed that daily dose price for ,shirka“(home-made poppy
straw extract) was 110 MDL, common heroin — 1000-2000 MDL. Crime expenses should
be bigger than the price of the daily dose.
By assuming the average expenses of heroin use by 1000 MDL/day, the reducing crime
expenses by 10% among ,constant” OST patients (304) would reach $876,000 annually.

Cost-benefits ratio even for the current OST program is very high (about 0.17).

2. Reduction of HIV transmission and related increase of QALYs gained.
Due to the lack of studies on the effectiveness of OST in Moldova, CEA modeling was
based on findings of the study conducted in Ukraine (2011). Based on assumptions of
85% decrease in injection equipment sharing and higher likelihood of receiving ART (25
% instead of 2% access among IDUs not receiving OST), in 20 years OST for 25% IDU was
recognized as the most cost-effective option as such expansion could avert 4700 HIV
infections and add 76000 QALYs .

Keeping all assumptions the same (comparison of the situations (Table 2), it meant that
expanding of Moldavian OST up to 25% of IDUs will avert 380 HIV infections and gain
6151 QALY.

52 Effectiveness and cost effectiveness of expanding harm reduction and antiretroviral therapy in a mixed
HIV epidemic: a modeling anglysis for Ukraine. Alistar SS, Owens DK, Brandeau ML, PLos Med. 2011
Mar; 8(3):1000423.
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Table 2 Comparison of situation in Ukraine and Moldova

Ukraine

Moldova

Estimated number of IDUs

In 2007- 390 000

In 2012 31562
21061 (Right Bank) + 10501
(Left Bank)**

HIV

43% prevalence in IDUs
IDUs accounted for 84% of
all new HIV cases

HIV cases in 2012: 15437°*
20% prevalence in IDUs

Status quo projection

During 20 years + 33 700
new HIV infections with
18000 in IDUs, 15700 in non-
IDUs;

1685 HIV injections annually

In 2015 - 18 805 HIV
infections (during 2012-
2015 +3368 HIV infections);
1122 HIV infections annually

Coverage by OST

minor

2011 - 880 clients

OST 6 months retention rate

75%

56%

Having in mind that during 20 years the incremental costs of OST program (expanded to
4000 clients during 4 years) will amount to $10,542,000-16,049,000 (discounted with 3%
discount rate similarly to the benefits discounted in the abovementioned study). It
implied costs of $1714-2690 per QALY gained.

Conclusions

Currently, external funding was the major source for OST in Moldova. Improvement of

the quality of OST program will require increase in financing (from public sources

increase from 67 to $189-286 per client annually). However, OST was highly beneficial in

monetary terms (due to crimes averted CBA ratio 1:6) and expanded OST could

demonstrate many QALY gained on relatively low costs ($1714-2691 per QALY)

53 Estimating Sizes of Populations of People who Inject Drugs, Sex Workers, and Men who have Sex with

Men, Republic of Moldova 2011.

> Estimari si prognoze a epidemiei HIV in Republica Moldova, 2012

Chisinau, 2012
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Key findings of the assessment of OST in the Republic of
Moldova

The key findings of the assessment during this mission were the following:

1. OST was accessible in 2 cities in the civil sector and 7 penitentiary institutions.
The coverage was around 1% of estimated number of IDU. Therefore provision
of OST had so far a low overall impact in the prevention of HIV infection in the
Republic of Moldova.

2. Quantitative and qualitative research data showed that OST medical services in
Chisinau and Balti were appreciated by the patients, as well as the
professionalism and personal positive attitudes of medical staff. At the same
time physicians had very high work-load of OST patients and other regular duties
of narcologist. There was a high risk for informing insufficiently and inadequately
of patients about OST at the start and in the course of treatment.

3. The existent OST in the community did not provide coordinated multidisciplinary
services. Maintenance of doses of methadone were below recommended
minimal average dose of 60 mg. Outpatient detoxification with methadone was
often preferred against the long-term therapy, the duration of treatment was
often less than 6 months. All these and above mentioned findings indicated that
quality of OST was poor.

4. The quantitative and qualitative research data indicated that OST medical staff
(both in civil sector and penitentiary) had conflicting attitudes towards
dependence and OST treatment. Large proportion of medical staff was not sure
about basic goals and principles of OST. Data indicated wide gaps in professional
knowledge on treatment issues. As a consequence patients received
inconsistent and conflicting messages from OST medical staff, including incorrect
negative information. Quantitative study indicated that other medical specialists,
not involved in OST (narcologists, family and infectious disease physicians) were
the source of incorrect negative information on OST as well.

5. The system of referral of OST patients to other outpatient and inpatient
treatments (such as HIV infection, TB) and from HIV and TB treatment to
narcological service was not established. Methadone was available in HIV and
TB treatment inpatient units, when the staff brought medication every day,
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including weekends and holidays, and was provided on “case by case” basis. The
separation of functions in referral of OST patients to diagnostic and treatment
services between medical institutions and NGOs remained unclear.
Recommendations on treatment of opioid dependent patients with HIV and TB
were not included in treatment protocols.

Continuous psychosocial support provided by NGOs improved the accessibility of
the psychosocial and medical care to OST patients according their individual
needs. NGOs varied in the degree of professional psychosocial assistance. In Balti
the “Youth for the Right to Live” a professional social worker coordinated
psychosocial assistance and was organized it on principles of case management
and coordinated team work. While in the “New Life” there was a risk that “self-
help” and abstinence oriented principles could prevail against the professional
social work organization.

Quantitative and qualitative study indicated that the NGO staff had conflicting
attitudes or gaps in information on OST goals and basic principles. Qualitative
research indicated signs of stigmatization at least among some active NGO
workers of not fully compliant patients. Therefore, attitudes towards OST
appeared to be contradictory to WHO/UNODC/UNAIDS position to OST as an
effective public health intervention.

The coordination of the treatment (including medical services and psychosocial
assistance) did not exist as a system both in Chisinau and Balti. The exchange of
information about services and specific patient/client was minimal. Medical
institutions and NGOs, as well as medical specialists and psychosocial assistance
staff worked in parallel. The gap was even widened by different geographic
locations of different services. Therefore, patients could not get maximum
benefit from the coordination of full multi-disciplinary approach. Only part of
patients of the total number of OST patients received case management. There
was a risk that some patients with serious medical, social and psychological
problems were unable to reach-out for psychosocial support due to lack of
coordination between services and, to some degree, due to stigmatization.

The results of the assessment showed that the image of OST was negative
among IDU. The main barrier for patients to enter OST was the “attachment” to
the treatment site. Methadone was strictly not allowed to be given for home use
even for drug users in stable remission, thus preventing patients to have a
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10.

11.

12.

perspective of normal life. Another major barrier included misconceptions about
OST. Other barriers included the necessity to bare expenses for the everyday
travel to OST site and short hours for dispensing of methadone.

Police authorities on national and local level were neutral or moderately positive
about OST as an intervention which reduced overall drug seeking crimes and
withdrew patients from illegal heroin market. There were negligent signs of the
diversion of methadone into the “black market”. Police on different levels had
very limited knowledge on drug treatment, including OST. OST was allowed to be
continued in all police custodies for health care facilities. There were so far no
legal acts regulating continuation of OST in police custodies.

In penitentiary system in spite of the shortage of medical specialists,
professionalism of OST staff has increased. Medical staff initiated OST without
the delay, if necessary, and was capable of flexible dosing. Since 2009 OST
became available at 2 remand prisons, where OST was continued or initiated for
IDU not in treatment. At the same time psychosocial support was limited.

Currently, external funding was the major source for OST in Moldova.
Improvement of the quality of OST program will require increase in financing
(from public sources increase from 67 to $189-286 per client annually). However,
OST was highly beneficial in monetary terms (due to crimes averted cost-benefit
ratio was 1:6). Expanded OST could demonstrate many QALY gained on relatively
low costs (51714-2691 per QALY)
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Recommendations

19.

20.

21.

22.

23.

24.

25.

26.

For the Ministry of Health:

To mandate the Republican Narcological Dispensary to develop an action plan
aimed at the improvement of access, coverage and quality of OST.

To develop cooperation agreements/protocols between narcological, AIDS and
TB/infectious disease sectors on coordinated information sharing and treatment
of patients who have opioid dependence and concomitant infectious diseases.
To develop mutual educative events/trainings on comprehensive treatment of
OST and infectious diseases.

In order to increase the adherence to OST and increase its quality, to initiate the
change of legal acts/protocols in line of WHO recommendations, which would
allow doses of opioid medications (methadone) to be used at home for patients
in stable remission on the individual basis. Patients should be responsible for the
use of their medications according medical recommendations.

To update a National Clinical Protocol in accordance with WHO Guidelines for
Psychosocially Assisted Pharmacological Treatment of Opioid Dependence
(2009) in cooperation of infectious disease, TB specialists and social workers.

To develop technical criteria for minimal requirements for ongoing quality of
OST. This should define the necessary staff, medical procedures and equipment
for OST as a medical service.

To consider expansion of the access to OST in different cities by integrating OST
into existing infrastructure of narcological service.

To provide systematic educational activities/materials on “the state of art” of
opioid dependence treatment among narcologists and physicians of other
specialties.

To develop further cooperation with Ministry of Interior in implementing not
only repressive and preventive drug control measures, but also in referral and
better coordination of treatment of drug dependent patients, including the
developing and monitoring the take-home medication system for socially stable
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27.

28.

29.

30.

31.

32.

patients, promoting information exchange while ensuring the confidentiality of
patients. To provide professional educational activities to law enforcement staff
on drug treatment at national and local levels.

To increase the sustainability of high quality of OST programs by the gradual
inclusion of social workers into the staff of narcological treatment sites, which
could coordinate multi-disciplinary services for patients with multiple medical
and psychosocial needs; to integrate OST into existing services, to develop
necessary internal procedures, standards, job description, case load norms for
physicians and other specialists.

For the Republican Narcological Dispensary and Balti Municipal Clinical
hospital:

To review the workload of physicians and nurses in the existing OST sites, in
order to optimize their time for provision of care of OST and other narcological
services;

To allocate office space close to OST sites for counseling of OST patients by NGO
designated trained case managers at certain hours; to develop protocols of
coordinated multidisciplinary care of OST patients including NGOs and medical
professionals.

The quality of the OST and its adequateness to the needs of patients and
international standards should be regularly monitored, e.g. regular anonymous
patient surveys, FG discussions on the satisfaction of patients, working hours of
methadone dispensing unit, etc.;

To develop “job aids” kits for service providers and educational materials for OST
patients and IDU not in treatment by addressing existing prejudices and myths
on OST among them; to communicate solid up-to-date scientific information
systematically.

To design a strategy of provision of scientifically based information of the
community, including medical specialists at various levels, law enforcement staff,
etc. To continue and increase cooperation with law enforcement agencies not
only in preventive activities, but also in implementing drug treatment activities.
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33.

34.

35.

36.

For Medical University “N.Testemitanu” Department of Psychiatry

To incorporate OST as a regular subject into curricula of psychiatry and narcology
for medical students and postgraduate physicians residents in psychiatry-
narcology and toxicology. To provide an opportunity for all physician residents in
psychiatry and narcology to develop practical skills in diagnosis of opioid
dependence, administration of initial and maintenance doses of methadone and
organizing the multi-disciplinary care.

For WHO, UNODC, UNAIDS, Soros Foundation Moldova, PAS Centre

To increase consistently professional requirements and standards for the NGO
staff in provision of psychosocial care to OST clients by encouraging them to
employ higher numbers of professional and qualified social workers, training the
existent non-professional staff in professional case management of OST patients.

To provide relevant training of NGO workers on OST as an evidence based and
effective public health intervention in-line with WHO/UNODC/UNAIDS position
and clinical recommendations.

To facilitate cooperation of the medical institutions and NGOs in exchanging
information, organizing joint specialist assessment of patients, multidisciplinary
treatment planning and monitoring. To facilitate joint trainings for the teams of
specialists on team work and case management.
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APPENDIX 1. Treatment Perception Questionnaire

AHKETA

BALUE MHEHME O NOAAEPXXUBAKOLLEM IEHEHUN METAJOHOM

Mpocum Bac oTBETUTb, OTMEYas KaX bl COOTBETCTBYHOLLMIA OTBET NOCPeaCcTBOM 06BeAeHNs
unbpbl HANPOTMB NOAXOAALLErO BapuaHTa oTeeTa ( 2.@T ), Ha BOMPOCHI AaHHOMN aHKeTbl O

noggepxumearowem ne4yeHmMn meTagoHoOM.

FapaHTMpyeM NoAHYI0 KOHOMAEHUMANbHOCTb Ballero MHeHMs, NOCKO/IbKY C OTBETaMU Ha 3Ty
aHKeTy 3a04HO 03HAKOMMUTCA TONbKO UCCNeA0BaTeIbCKUIA NepcoHan.

NcKpeHHe bnarogapum Bac 3a oKasaHHYO HaM MOMOLLb.

1. Baw non?
MyKcKom
eHckumn

2. CKonibKo Bam neT? (HanuwmTe 4ncno)

3. B nporpamme ne4yeHUs MeETag0HOM y4acTByeTe:

MepBbInt pa3
BTopoii pa3
TpeTnit pas n 6onee

4. Kak gonro Bbl yyactByeTe B Nporpamme Ne4eHns MeTalOHOM — eC/IM y4acTByeTe He B NepBblii
pas, OTMeTbTE NPOAO/IKUTENbHOCTb IEYEHMSA, B KOTOPOM Y4YacCTBYET ceilyac:

o 1 mecaua

Ot 1 pgo 3 mecaues

OT1 3 po 6 mecaues

OT1 6 mecaueB go 1 roga
Bonee uem 1 rog,

Ot 1lropa oo 2 net

Bonee yem 2 roga

Bonee yem 3 roga

bonee yem 5 net

He nomHio

BALUE MHEHWE O TEMEHUU
Bo Bpema moero neyeHus...

MonHocTblO He Coscem He
CornaceH ComHes
cornaceH (- cornaceH cornaceH (-
(-Ha) alocb
Ha) (-Ha) Ha)
PaboTHMKM He Bcerga NoHMManu, B Kakoh 1 5 3 4 5
NOMOLLM i HY»KAAOCb:
MeHA xopoLwo MHGOPMUPOBAAUN O CBA3AHHbIX C 1 5 3 4 5

MOUM Ne4yeHnem pelleHunAax:
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MNonHocTbio He Coscem He
CornaceH ComHes
cornaceH (- cornaceH cornaceH (-
Ha) (-Ha) alocb (-na) Ha)
MbI ¢ paboTHMKAaMM NO-Pa3HOMY MOHUMAEM 1 5 3 4 5
Le/In MOETO fIe4eHuns
Bceraa 6bl1a BO3MOXKHOCTb NOrOBOPUTDL C KEM-
TO 13 pabOTHUKOB, EC/IM Y MEHA BO3HUKaNO 1 2 3 4 5
TaKoe XenaHue:
PaboTHMKM NOMOTrINM MHE NOYYBCTBOBATbL
HeobxoaMMOCTb pa3burpaTbca C MOUMU 1 2 3 4 5
npobaemamu:
MHe He NoOHpPaBUANCH BCE CBA3AHHbIE C 1 5 3 4 5
NeyeHneMm NoceLLeHNs:
Y MeHs He 6bl10 A,OCTaTOMHO BPEMEHMU 1 5 3 4 5
pasobpaTbca ¢ moumu npobaemamm:
[dymato, 4To nepcoHan paboTaeT XxopoLo: 1 2 3 4 5
A nonyuynn(-na) Heob6XOAMMYIO MHE MOMOLLb: 1 2 3 4 5
MHe He NOHPaBUANCL HEKOTOpPbIE CBA3AHHbIE C 1 5 3 4 5
NeyeHnem nNpaBuaa UM yKasaHUA:
Pabouyee Bpema KabunHeTa neyeHUA MeTaLOHOM 1 5 3 4 5
MHE NOAXOAMUT:
JleyeHne meTag0HOM NPOUCXOAUT B YA0OHOM
ANA MeHA MecTe, HEC/IOXKHO A0bpaTbca Ao 1 2 3 4 5
LeHTpa:
Kutenmn cocegHMX LOMOB BOCNPUHMMAIOT 1 5 3 4 5
K/MEHTOB LeHTPa A06porKenaTesibHo:

BO BPEMA JIEHEHMA METALOHOM:

18. Al 6611 TeCTUPOBaAH Ha ynoTpebieHne NCUXOTPOMHbIX BELLECTB:

1. da

2. HeT. Hanuwunte
noyemy

——

3. He 3Hato

19. Al 6b1n TeCTUPOBAH Ha Hannuune BUY nHdbekymm:

——

1. Aa

Ecnn oteetnaun A, To Korga Bbl
6bINU TECTUPOBAHbI B NOC/eAHWNM

pas:
1.

nevyeHuAa

Ecnv oteetnaun A, To Korga Bbl
6bINU TECTUPOBAHbI B NOC/EAHWNM

pas:

40 Npyvema B nporpammy
MEeTagoHOM

2 Hegenun ToMy Hasag,

1 mecAL Tomy Haszag,

3 mecaua Tomy Hasag,
6 mecaueB TOMy Hasag,
1 rog TOoMmy Hasag,
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1. L0 npuema B nporpammy

2. Het. Hannwwute neyeHus MeTagoHOM
noyemy 2. 2 Hepenu Tomy Hasag,
3. He 3Hato 1 mecay, Tomy Hasag,

3
4. 3 mecaua Tomy Hasag,
5. 6 mecaues TOMy Ha3ag

20. Al 6bln TECTUPOBAH Ha HannuuMe TybepKynesa:
Ecnan oteetnaun A, TO Koraa Bbl

1. [a ' > 6bINU TECTUPOBAHbI B NOC/eAHWNM
pas:
1. L0 npuema B nporpammy
2. Het. Hannwwute neyeHus MeTagoHOM
noyemy 2. 2 Hepenu Tomy Hasag,
3. He 3Hato 1 mecay, Tomy Hasag,

3
4. 3 mecaua Tomy Hasag,
5. 6 mecaues TOMy Ha3ag

21. 1 6bln TECTMPOBAH Ha Ha/MyMe nepenaBaeMblX NOJIOBbIM NyTem 3aboneBaHuUM:
Ecnv oteetnaun A, To Korga Bbl

1. Aa I > 6bINU TECTUPOBAHbI B NOC/eAHWNM
pas:
1. ponpuema B nporpammy
2. HeT. Hannwute neyeHuA MeTagoHOM
noyemy 2. 2 Hepenu Tomy Hasag,
3. He 3Hato 1 mecauy, Tomy Hasag,

3
4. 3 mecaua Tomy Hasag,
5. 6 mecAaues TOMy Ha3ag

22. A caaBan KpoBb Ha obuiee obcnenoBaHme:
Ecnn oteetnaun A, TO Korga Bbl

1. Aa ' > CAaBa/in KPOBb B NOC/NEAHMIN pas:
1. ponpuema B nporpammy

2. Het. Hannwute neyeHuaA MeTagoHOM

noyemy 2. 2 Hepenun Tomy Hasapg,

3. He 3Hato 1 mecay Tomy Hasag,

3
4. 3 mecAaua Tomy Hasag,
5. 6 mecAues TOMy Has3ag,

23. Al cpaBan mouy Ha obuiee obcnenoBaHue:
Ecnn oteetnaun A, To Korga Bbl

1. da I > cAaBasiv MoYY B NOCNeAHUIN pas:
1. L0 npuema B nporpammy

2. Het. Hannwwute neyeHus MeTagoHOM

noyemy 2. 2 Hepenu Tomy Hasag,

3. He 3Hato 3. 1 mecAau Tomy Haszag,
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4. 3 mecaua Tomy Hasag,
5. 6 mecaues TOMy Ha3ag

24. Bac KOHCYNbTUPOBAN Bpay TepanesT:
Ecan oteetnaum A, To Korga Bac
1. da I > KOHCY/IbTUPOBA/ TepanesT B
nocnegHui pas:
1. L0 npuema B nporpammy

2. Het. Hannwwute neyeHus MeTagoHOM
noyemy 2. 2 Hepenu Tomy Hasag,
3. He 3Hato 1 mecauy, Tomy Hasag,

3.

4. 3 mecaua TOmy Hasag,
5. 6 mecaues TOMy Ha3ag
25. Hy»kganncb v Bbl B KOHCYNbTaLWM TepanesTa:

1. Aa. Hannwwute noyemy

2. Het. HanuwwuTe novemy

3. He 3Hato.

26. Bac KoHcynbTMpOBan Bpay HapKoor:
Ecan otBetnaun A, To Korga Bac
1. da I > KOHCY/IbTUPOBAJ1 HAPKONOT B
nocnegHui pas:
1. ponpuema B nporpammy

2. Het. Hannwwute nevyeHuA MeTagoHOM
noyemy 2. 2 Heaenu Tomy Hasag
3. He 3Hato 1 mecAL, Tomy Ha3zag,

3.

4. 3 mecaua Tomy Hasag,
5. 6 mecaues TOMy Ha3ag
27. Hy»>aanncb v Bbl B KOHCYAbTaLUWM HApKoIOra:

U Aa. Hanuwute novemy

U Her. Hanuwute noyemy

U He 3Hato.

28. Bac KoOHCynbTUPOBaNW Apyrue Bpaduun cneumnanmnctol (He Hapkosaoru):
Ecan otBetnaun A, To Korga Bac
1. da ' > KOHCYNbTMPOBanN Apyron Bpay
CneumnanncT B NocnegHUn pas:
1. ponpuema B nporpammy

2. Het. Hannwwute neyeHunA MeTagoHOM
noyemy 2. 2 Heaenu Tomy Hasag
3. He 3Hato 3. 1 mecAauy Tomy Haszag,

4. 3 mecaua Tomy Hasag,
5. 6 MecAaueB TOMy Ha3ag,
29. Hy»4anncb M Bbl B KOHCYNbTaLMKN APYTMX CNELMANNCTOB (He HapKoaora):
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1. Aa. Hannwwute noyemy

2. Het. HanuwwuTe novemy

3. He 3Hato.

30. Bac KOHCYIbTUPOBA NCUXONOT:

1. la ' ——

2. Het. Hanuwunte
noyemy

3. He 3Hato

31. Hy>kaanuce nv Bbl B KOHCYAbTaLMKN NCUXONOTA:
1. a. Hannwwute noyemy

Ecnav otBetnaun A, TO Korga Bac
KOHCY/NIbTMPOBAA NCUXOJIOT B
nocneaHui pas:

1. ponpuema B nporpammy
neyeHusn METag0HOM

2. 2 Heaenn ToMy Hasag

3. 1 mecAauy Tomy Haszag,

4. 3 mecaua Tomy Hasag,

5. 6 mecaues TOMy Ha3ag

2. HeT. Hannwwnte noyemy

3. He 3Hato.

32. Bac KOHCYbTMPOBaAA coumanbHbliii paboTHUK:

1. [a ' >

2. Het. Hanuwwure
noyemy

3. He 3Hato

Ecan otBetnaun A, To Korga Bac
KOHCYNbTMPOBAN COLMANbHbIN
paboTHMK B nocnegHUn pas:

1. po npuema B nporpammy
neyeHuA MEeTaf0HOM

2. 2 Heaenu Tomy Hasag

3. 1 mecAau Tomy Hasag,

4. 3 mecaua TOmy Hasag,

5. 6 mecaues TOMy Ha3ag

33. Hy»A4anu1Cb NN Bbl B KOHCYNbTaLMKN COLMANBHOIO PaboTHUKA:

1. Aa. Hannwwute noyemy

2. HeT. Hannwwnte noyemy

3. He 3Hato.

34. Bac KoHcybTupoBaa paboTHmku HMO:

1. la ' ——

2. Het. Hanuwunte
noyemy

Ecav oteetmnaun A, TO Korga Bac
KOHCYNbTMpoBan paboTHuK HMO B
nocneaHui pas:

1. ponpuema B nporpammy
neyeHun MeTaloHOM

2. 2 Henenn ToMy Hasag



3. He 3Hato 3. 1 mecAauy Tomy Hasag,
4. 3 mecaua TOMy Hasag,
5. 6 mecAaues TOMy Ha3ag

35. Hyxkganunce nun Bbl B KOHCYAbTaLMm paboTHMKa HMO:
1. Aa. Hannwwute noyemy

2. Het. HanuwwuTe noyemy

3. He 3Hato.

36. EcTb n y Bac g,onosHUTENIbHbIE 3aTPaTbl B CBA3M C IeYEHUEM METALOHOM:
Het

[a, A nnauy 3a npoesg

[a, A nnayy 3a nekapcTea

[Oa, s nnayy HeodmumManbHO/ Aenato NogapkM paboTHUKaM LLeHTpa

Opyroi oTBeT (HanuwuTe)

prE)K,D,EHVIe, rae Bbl nonyyvyaeTte fieyeHne meTagoOHOM

Homep B }XYpPHasne Bblaa4yn metagoHa

CNACKBO 3A BALLY NOMOLLb.
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APPENDIX 2. Staff Satisfaction Questionnare.

OnNpOCHUK ANA OLeHKN OTHOLLEHUA U YA0BAETBOPEHHOCTU nepcoHana (CAS)

3TOT aHKETHbIN ONPOCHMK NPeAHa3HAYeH A1 4OKYMEHTA/IbHOTO NOATBEPKAEHMSA OTHOLIEHUS
(ycTaHOBOK), 06bEMa MEANUMHCKUX 3HAHWI NepcoHana B chepe MeTagoHOBOM
noaAeprkMBatoLLer TepanmMm 1 ero ya0BaAeTBOpPeHHOCTU paboTon.

CornacHbl v Bbl MM }Ke He COrNMacHbl C KaXKabim U3 ceayrowmx yTBep)KAEHMﬁ? I'IomanyMCTa,
OTMEeTbTe CBOM OTBET nocpeacTtsom o6Be,a,eva Ll,Md)pr B CTO}'I6LI,e, cooTHOCALWEMCA C
noaxo4AWMM BapuaHTOM OTBeTa. B Ka)K,CI,OVI CTPOKe A0/1KeH 6bITb OTMEYEH OAUH OTBET.

He cornaceH (- CornaceH
He yBepeH(a)
Ha) (-Ha)
OTHOLEHMNE K 3aBUCUMOCTH
CoBpemeHHOe 06LWeCcTBO CANLIKOM TEPMMMO OTHOCUTCA K 1 5 3
HAPKO3aBUCUMbIM
B3pocsble, ocyKAeHHble 32 MPOoAarKy reponHa
HeCoBEepLIEHHONETHUM, AONKHbI HAXOAUTLCA B TIOPbME 1 2 3
NOXW3HEHHO
Nnua, ocykaeHHble 3a NpoAaxKy 3anpeLLeHHbIX HAPKOTUKOB,
He nognerKaTt A4OCPOYHOMY UM YCIOBHOMY OCBOBOXKAEHMIO 1 2 3
13 THOPbMbI
MapwuxyaHy cnegyet neraansosaTb 1 2 3
Nnuya, NpUCTpacTMBLLMECA K TEPOUHY, AONKHbI 0OBUHATL B 1 5 3
3TOM TOJIbKO cebs
MeTafoHOBas Tepanua - He 6onee Yem 3ameLLeHNE OAHOTO 1 5 3
HAPKOTMKA APYTrUm
O6meH ura/Wwnpuues cneayeT BHEAPATb BO BCEX ropoaax, B
KOTOPbIX N0 MMEKLMMCA JAHHbBIM XUBET 3HAYMUTENIbHOE 1 2 3
KONNYeCTBO NoTpebuTenei HLEKLMOHHBIX HAPKOTUKOB
Bpauun [0NKHbI MMETb BO3SMOXHOCTb BbINUCHIBATL FrEPOUH 1 5 3
NILAM C rePONHOBOW 3aBUCUMOCTbIO
MeTafoHOBas NogLeprKMBatoWAn Tepanma B 3HaYUTENbHOM 1 5 3
CTENEeHu
YMeHbLUAeT NOCAeACTBUA ANA 340P0BbA, COLMANbHbIE U 1 5 3
npaBoBble NOCNeACTBUA NPUCTPACTUA K HAPKOTMKaAM
MpucrtpactTme K HAPKOTUKAM — 3TO NOPOK 1 2 3
Hapkosasucmumble — 370 cnabole Atogm, KOTOpbie HE MOTYT 1 5 3
YCTOATb Nepes, UCKYLIEeHNEM UX ynoTpebneHusa
Bo3gep»kaHune 1 opueHTauma Ha noaaepKuBatoee aedeHne
[NaBHOWM LLeNblo IeYeHMEM METAZ0HOM A0MKHO bbITb
BO34eprKaHue oT ynoTpebieHns BCeX HAPKOTUKOB (BK/tOYas 1 2 3
MeTaaoH)
MauneHTam, NPUHMMAIOLLMM METALOH M NPOLAOIKAOLLMM 1 5 3
ynoTpebnsaTb repouH, cnegyeT CHU3NUTb 403y METaZ0oHa
He cnepyet ycTaHaBAnBaTb 414 Ye/0BEKA HUKAKUX 1 5 3

Ol'paHM‘-IeHMﬁ Ha NPOAO/KUTENDBHOCTb METa,CI,OHOBOVI
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He cornaceH (-
Ha)

He yBepeH(a)

CornaceH
(-Ha)

noaaep:KunBatoLLeit Tepanmm

MaumneHT 4oNXKEH NOCTENEHHO COKpalLaTh ynoTpebaeHue
MeTafoHa KaK To/IbKo OH(0Ha) npekpaTtuT(a) ynotpebneHune
repounHa

MaumeHTam MeTaf0HOBOM NPOrpammbl cneayeT Aasatb
MEeTafloH B KOIMYECTBE, AOCTaTO4YHOM TO/bKO ANA
npeaoTspalleHna pasBnuTMA CUMNTOMOB OTMEHbI

HeaTnyHO aeprKaTb HAPKO3aBUCMMBbIX HA METa,ﬂ,OHOBOVI
Tepanuu 6ecKoHeYHo

MauneHTam Nporpammbl MeTagoHOBOW Tepanuu, peryaspHo
HapyLlaoLWmMm rpaduK noceLleHNa ceaHcos
MCMXO0I0TMYECKOro KOHCYNbTUPOBAHMA, cleayeT NocTeneHHo
OTMEHATb MeTagoH

MNMocne nepunoaa cTabuabHOM Nogaep:K1BatoLLei Tepanmm
cnenyet NobyKaaTb NaLUMeHTOB NPUCTYNaTb K NOCTENeHHOMY
npekpalleHuto ynotpebneHma metagoHa

MauueHTy cnegyeT NO3BOAATL OCTAaBATbCA HA
noggepxumearowem ne4eHnMn MmeTagoHOM CTOJ/IbKO BPpEMEHMU,
CKOJIbKO OH 3axo4eT

MaumeHT Ao/KEH AOCTaTOYHO A0AT0 NPUHMUMATL TO/IbKO
MeTafloH, YTOBbl YCTPaHUTL TOKCMYECKoe AeicTeune
3anpeLleHHbIX ONnaTos

MeTagoHoBasA Tepanua A0aKHa 6blTb OrpaHUYEHHOW BO
BpemeHu (Hanpumep, MeHbLLE WeCTU MeCcALEB UAN MeHblUe
roaa)

MauneHTOB NporpaMmmbl NOAAEPMKMBAIOLLEN METAA0HOBOM
Tepanuu, UTHOPUPYIOLLMX NMOBTOPHbIE NpeaynperKaeHma o
HeobXxoAMMOCTHN NPeKpPaTUTL ynoTpebaeHme repounHa,
cnepyeT UCKAYaTb U3 NPOrpaMmbl

CnepyeT paclwiMpATb NPorpammbl NoAaepsKUBatoLLein
MeTaZ0HOBOW Tepanuu ¢ Tem, 4Tobbl BCe Kenatoume amua ¢
repoMHOBOW 3aBUCMMOCTBIO MOTIN MOYYaTb
noaaepkusatollee neveHne

Jlnuam c reponHOBOM 3aBUCUMOCTbIO CleAyeT NPOBOAUTD
[0r0CPOYHOE NoALAEPKMBAIOLLEE IEYEHWNE TONILKO B TOM
Cnyyae, eciM KPaTKOCPOUYHOE NOAAEPKMUBAIOLLEE leYeHNE
OKa3anocb HeadPeKTUBHbIM

MauneHTOB NporpaMmmbl NOAAEPNKMBAOLLEN METaA0HOBOM
Tepanuu, NPoAoXKatoWMX YynoTpebaaTb 3anpeLLeHHble
HapKOTUKMK, CleayeT BbINUCbIBaTb U3 NpOrpaMmsl, YTobbl AaTb
BO3MOKHOCTb /IEYNTLCA TEM, Y KOFrO BEPOATHOCTb MNOAYUYNTb
NONb3y OT TAKOro NeYeHMs Bbile

MauyeHTam, NPUHUMAIOLLMM METAA0H M NPOA0XKAIOLMM
ynoTpebasaTb anKorob, CAeayeT CHUMKaTb A03Y METaL0Ha

JInuam c 6one3HeHHbIM NPUCTPACTUEM K FepOoUHY cneayeT
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He cornaceH (-
Ha)

He yBepeH(a)

CornaceH
(-Ha)

NpPoBOAMUTb AONTOCPOYHOE NOALEPKUBAIOLLEE NIeYeHNe
TO/IbKO B TOM C/ly4ae, eC/IM a/ibTEPHATUBHbIE METOAbI NeYeHUs
OKa3anncob HeappeKTUBHbIMMU

MauneHTOB, NONABLUMXCA Ha NPOAANKE UAN TOProB/ie CBOMM
MeTagoHOM, cneayeT HemeaNeHHO BbINUCbIBATb M3
nporpammoi

MauneHTOB NpoOrpaMmbl NOAAEPKMBAOLLEN METAL0HOBOW
Tepanuu, NPoLOKaLLMX YNOTPebNATb UHBEKLNOHHbIE
HAPKOTMKMU, cnenyeT BbINUCbIBaTb M3 NPOrpPammbl, YTOObI
0CBOOOAMTL MECTO TEM, Y KOTO BblLLE BEPOATHOCTb COKPATUTb
cnyyam noBeAeHusa ¢ pUckom MHomumposaHma BUY

MauneHTOB NporpaMmmbl NOAAEPNKMBAIOLLEN METaA0HOBOM
Tepanuu, UTHOPUPYIOLLMX MOBTOPHbIE NpeaynperKaeHns
npeKkpaTuTb ynotpebaeHue aakorona nanm ampetammHa,
cnepyeT UCKAYaTb U3 NPOrpaMmbl

MauneHTbl Ha BbICOKMX A03aX METAA0HA A01XKHbI NOAyYaTb
MeHbllee KO/IM4eCTBO MeTaaoHa AN1A Npuema A0oMa, Hem
nayneHTbl Ha HU3KKUX A03aX

MauneHTOB NporpaMmmbl NOAAEPMKMBAOLLEN METaA0HOBOM
Tepanuu, KOTOpbIe }anykTca Ha CBOO Nporpammy, cieayet
noby»aaTh K yxoay 13 Hee

MHeHuA 0 naymeHTax

MHorve naumeHTbl XOTAT /IMLLb cAenaTb Nepepbis B 4obblve
HapKoTKKa(Ha camom gene He xenaa M3baBuTbcsa oT
NPUCTPACTMA K repounHY)

MHormne nauneHTbl UCKPEHHE CTPEMATCA K CBOeMy
BbI340pPOBNAEHNIO

MHormne nauneHTbl 06bIYHO HE CK/IOHHbI K CoTpyaHMN4ecTsy

BONbLIMHCTBO AKL, C NPUCTPACTUEM K FepOUHY ynoTpebasatoT
HapPKOTUK, MOTOMY YTO OHU AO/KHbI (2 He XOTAT) ero
ynotpebnaTtb

MeauumHcKaa nHpopmauma

MogaepxunBarolee ne4eHne MeTagoHOM MOXKET BbI3blBaTb
nopa*xkeHne nevyeHun

[na nnoga meTagoH onacHee repomHa

CtabunbHble A03bl MEe€TaA0Ha CyLeCTBEHHO HapyLwatkoT
CNocobHOCTb K BOXAEHUIO aBTomobuns u ynpasaeHuto
ABVMXKYWNMMUCA MeXaHNU3MaMU

Moaaep:KuBatolan MeTagoHOBan Tepanusa ycyrybaaer
TAXKECTb Y}Ke MMEIOLLEerocs AenpeccMBHOro paccTpoincTea

MogaepxunBarouiee nfe4eHne MeTagoHOM MOXKET BbI3blBaTb
nopaxeHune no4vyek
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APPENDIX 3 Agenda of Emilis Subata mission to Moldova November 18-

28, 2012
ORGANIZATION PERSON/SPECIALIST CONTACT RESPONSIBLE
ENCOUNTERED DETAILS PERSON
18 November
8.55 | Arrival at the
Chisinau
International
Airport.
Accommodation to
the hotel
19 NOVEMBER
9.30- | UN Office on Drugs Ms. Ina Tcaci UNODC +373 69325079 Ala latco
12.30 | and Crime HIV/AIDS Officef
Ms. Emilia Rusu, project
assistant
PAS Centre + 373
Viorel Soltan, Director 79347785
Stela Bivol, Policy and
Research Director
Liliana Caraulan,
Program Coordinator
UNAIDS Moldova +373 222700
31
Gabriela lonascu,
Coordinator
Alexandrina lovita,
M&E specialist
+373
69300403
13.00 | Lunch
14.00
14.30 | Soros Fundation Vitalie Slobozian, Harm | +373222700
- Reduction subprogram, 31
16.30 Coordinator
Veronica Zorila, Harm
Reduction subprogram,
M&E specialist
20 NOVEMBER
9.00 - | Republican —Mihai Oprea, General Ala latco
11.00 | Narcological Director and medical
Dispensary staff
— Lilia Fiodorova, Liubovi
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Andreeva, Svetlana
Timus, Tudor Vasiliev,
medical staff

11.30 | OST site visit — Lilia Fiodorova, medical +373 Ala latco
- staff 69279390
13.00
13.30 | Lunch
14.30
15.00 | NGO New Life —Ruslan Poverga, Director +373 Ala latco
- Visit od Day center — Alexandru Curasov, 69115457
18.00 | for psycho-social coordinator
support for IDUs —Victoria Manceva, M&E
specialist
21 NOVEMBER
9.00 - | Department of —Veaceslav Ceban, Chief of Ala latco
13.00 | Penitentiary the Department +373
Institutions. OST site | — Svetlana Doltu, Chief of 69777405
visit the medical service
— Ludmila Ciutac -
international relation
unit of the Department
— Constantin Birca - Chief
of the medical service
penitenciary nr.15,
Cricova, TSO consultant
13.00 | Lunch
14.00
15.00 | Ministry of Interior —Vlad Scaian, specialist Ala latco
- Affairs Antidrog Department;
16.30 — Vitalie Moraru, Medical
Department;
—Valentin Beleavschi,
Medical Department;
—Vladimir Cazacov, Public
order Department;
— Dorel Nistor, Public order
Department;
22 NOVEMBER
8.00 — | Trip to Balti city
10.00
10.30 | Municipal Clinical — Victor Crovoi, doctor of +373 Ala latco
- Hospital, the Narcological Service, 69222127
12.00 | Narcological Service Balti Clinic Hospital
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OST site visit

—Zinaida Caraus, medical
assistant, Narcological
Service, Balti Clinic

Hospital
12.30 | Lunch
13.30
14.00 | Balti Police — Valeriu Starii, Comisar +373 79037755 Ala latco
- Department — Cornel Guzun, lhtiandr
15.00 Cheptea, Stanislav
Hortiuc, Alexandr
Bodnarov - antidrog
Inspectors
15.30 | NGO ,Youth forthe | —Ala latco, Director +373 79571441 Ala latco
- Right to Live”. — Anastasia Bahilova, social
17.30 | Visit of Day center assistant
for psycho-social — lurii Iscinin, Denis
support for IDUs Hibovski, outreach
workers/ pear to pear
consultants
Trip to Chisinau
23 NOVEMBER
9.00 - | Ministry of Health —Turcanu Gheorghe, vice- Ala latco
10.30 minister +373
— Cristina Gaberi, Chief of 69083483
the National Programs
Department
— Lilia Gantea, Budget and
Finance Department
— Mihai Oprea, General
Director, Republican
Narcological Dispenser
11.30 | Hospital of — Lucia Pirtina, National
- Dermatology and coordinator HIV Program
12.30 | Communicable
diseases
13.00 | Lunch
14.00
14.30 - | Phthysiopneumology | — Liliana Domente, Director
15.30 | Institute
16.00 | UNODC, PAS Centre, | General conclusion
= SFM, WHO
18.00
24 NOVEMBER SATURDAY
25 NOVEMBER SUNDAY
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26 NOVEMBER

9.00 — | Presentation of the Hotel “Codru” conference +373 Ala latco
17.00 | preliminary findings | centre, representatives 79401559
on OST assessment. | from UNODC, WHO,
Recommendations UNAIDS, PAS Centre, Soros
for the quality foundation, Ministry of
increase of OST in Health, Ministry of Interior
Moldova. Affairs, Ministry of Justice
Roundtable Penitentiary Department,
discussion RND, medical institutions,
NGOs
27 NOVEMBER
9.00 — | Medical University — Anatol Nacu, Chief of the +373 Ala latco
12.00 | ,N. Testemitanu” Department 79401559
Department of — Mircea Revenco, Inga
Psychiatry, Deliv, Igor Cobileanschi,
12.00 | Narcology and Social Igor Nastas, professors
-13. | medicine. and medical staff of
00 Information session Hospital of Psychiatry.
Meeting with the — Vitalie Slobozian, Soros
equip of the Foundation Moldova
Department of
Psychiatry
28 NOVEMBER
8.00 | Flight to Vilnius
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