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To
:  Ms. Imma Guerras-Delgado,

   Human Rights Officer
Vienna, 21 September 2011

RE:  Submission to the OHCHR Study 
UNODC is currently in the initial phase of implementing global project GLOK42, focused on the prevention of illicit drug use and treatment of drug use disorders for children/adolescents at risk around the world.    Initial pilot funds will focus on addressing the needs of children and families in Afghanistan challenged by the use or dependence on drugs.  The purpose is to improve and expand the coordinated response of public institutions and NGOs to children/ adolescents at risk in Afghanistan, with the aim of preventing drug use, treating drug dependence and facilitating productive re-integration into society. This project will be one component of the already existing spectrum of services supported by a variety of ministries, NGO’s, and international partners, related to drug use and drug dependence in Afghanistan.  Interventions will be linked to overall health care services.  Initially this project will be piloted in Kabul but the second phase of the implementation will expand to rural regions of Afghanistan, where opiate dependence appears to involve the extended family and communities. 

One of the key beneficiary populations of GLOK42 in Afghanistan are children/adolescents who are street-living and street-working in Kabul.  UNODC has learned from our partners and local NGOs that in the city of Kabul most of the street-living and working children have families that they go home to at night.  The family is often dependent on the child to contribute to the day to day existence of the extended family, contributing financially and bringing food each day.  Currently the adult illiteracy rate is 71% and 70% of the population live under the poverty line of US$2 per day.  In a country where the life expectancy is 44.5 years and 65% of the population is under the age of twenty five it is clear that children are the future.
Identification of children/adolescents at risk is a priority.  All too often it is “out of sight out of mind” and children pay the price of benign neglect by society.  GLOK42 is focused on four primary areas to identify at-risk children/adolescents, but for this document, we will focus only on children/adolescents who are working the streets for money, who are homeless or who otherwise have no adult supervision.  The following is a list of conditions used to determine if a child/adolescent is at-risk for experimenting with drugs, actively using drugs or is potentially drug dependent:

· Parent or caregiver is dependent on drugs, or working in the opium industry;

· Family lives in poverty with both parents working away from the home, for example a father working in the opium fields and a mother working at a rug making factory;

· Signs of neglect or abuse, physical, sexual, mental and emotional abuse;

· Experienced trauma related to violence, war, or other traumatic experience in life;

· Failure to attend school or frequent absences from education;

· Ongoing health challenges, both physical and mental health challenges such as frequent illness or depression;

· Failure to develop social skills consistent with the age and opportunities available, such as excessively withdrawn or frequently acting out and disturbing others.

Not all children who experience the conditions described above will be at the same level of risk related to drug use.  Trained Outreach workers make an initial assessment to determine the best level of intervention, with a focus on sustainability and providing an increased amount of resiliency and protective factors for the child.  The following chart serves as a guide, however it is imperative that the outreach workers get as much information as possible and build a relationship with the child and their family to allow them to match the child with the most appropriate intervention.  Recruiting and training compassionate, flexible, creative outreach workers who are able to identify and then meet the needs of the child and the family is a critical component of this project.  We are estimating the each outreach worker will maintain contact with up to 100 children/families.
	Level of Risk
	Suggested Interventions

	Slight Risk – has not used drugs, does not know anyone who uses drugs in the immediate family, has at least one of the above mentioned risk factors
	Provide:

· Physical Health Screening

· Mental Health Screening

· Education classes

· Life Skills classes

	Moderate Risk – has experimented with drugs, does have family members using drugs, has two or more of the above mentioned risk factors
	Provide:

· Physical and Mental Health Screening

· Education and Life Skills Classes

· Peer and Adult Mentors

· Group support session

	High Risk – is actively using drugs and has three or more of the above mentioned risk factors
	Provide:

· Ongoing Health Screening

· Detoxification

· One-to-One Sessions and Group Sessions

· Education and Life Skills Classes

· Peer and Adult Mentors

· Family interventions when appropriate


Two key components of this project include the training component highlighted above and the inclusion of key stakeholders.  Training outreach workers, para-professionals and professionals in the area of drug abuse prevention and drug dependence treatment builds the local capacity to meet the needs of the community and sustains effective community services for children and families beyond the implementation of the project.  GLOK42 works with a local steering committee/task force which includes key leaders and decision makers with influence in regard to children.  This includes Ministries of Health, Education, Labor, and Counter Narcotics with existing efforts to address the unmet needs of children.  International partners, such as UNICEF, and other NGOs are also members of the committee and represent a unique body of local knowledge, particularly related to street children.    

Children/adolescents who volunteer to participate are screened for health risks, including a history of drug use.  In the event a child needs medical attention, referrals are made and the child accompanied to receive services.  This will include treatment interventions related to drug use as well as other public health related issues. Children/adolescents who are identified as involved with drug use will be asked to voluntarily participate in additional screening and brief therapy related to drug use.  They, and their immediate families if appropriate, will then be assessed for placement in the existing drug treatment system at the best possible level for them to achieve success and positive health.  If a child/adolescent is identified as needing additional services but is not able to access those services directly, every effort will be made to accommodate treatment services to that child/adolescent using a Team approach closely linked to the previously mentioned Outreach Teams.

Drug dependence treatment strategies will be implemented following two sets of protocols developed specifically for children accessing drug dependence treatment services.  The protocols are separate and distinct, pharmacological protocols describe the exact steps to provide effective and science-based pharmacotherapy treatment services to children and the psychosocial protocols describe a series of steps and activities to effectively intervene in the providing support, education and skills to children/adolescents challenged by drug use and drug dependence.  Each of the protocols have been submitted to for an IRB approval, to include adherence to ethics, human rights and all other standard components, with a University.  Upon final approval both will be submitted for IRB approval in Afghanistan and upon IRB approval in Afghanistan, the project will be able to fully implement training and treatment services for children.
Psychosocial Protocol
UNODC is working with Johns Hopkins University, and Dr. Hendree Jones in the development and implementation of the psychosocial protocols for the GLOK42 project.  The approach will be tailored to target stage of life development for each child/adolescent engaged in the intervention.  Age-appropriate psychosocial interventions for each of these four settings will be implemented. The psychosocial protocols are outlined for four developmental categories based upon the level of risk the children/adolescents face, 1) Young children, 2) Younger Adolescents, 3) Older Adolescents and 4) Adults. 
The psychosocial protocol include outreach, screening-assessment, and intervention implemented based upon developmental age and risk level. Components of the intervention include:

	· basic education 

· multi-dimensional skills building

· one on one counseling
· adult mentors
	· family support 

· motivational interviewing techniques

· contingency management techniques




Children/adolescents in the street, street workers and other poor children at risk for living on the street are one of the key populations served by this intervention.  We will perform outreach and recruit children (ages 4-17) who are identified and who have contact with the drop-in centers. All children having contact with the drop-in center in Kabul whose caregivers or legal representatives provided informed consent will be screened for drug use, trauma (e.g., exposure to interpersonal violence such as physical, emotional and sexual abuse as well as exposure to or being forced to commit violent acts), neglect, and medical and developmental problems. This information will provide us with the necessary prevalence data regarding the prevalence of risk and protective factors for children/adolescents who are living on the street and coming into contact with the drop-in centers. 
Those children who have no risk factors will receive prevention intervention while children who screen positive for one or more risk factors will be invited to participate in an age-appropriate psychosocial intervention that will be provided by either the staff at the drop-in center or a child health volunteer.  The psychosocial program will be provided 5 times a week at the drop-in center for 12 weeks. Each group session lasts 1 hour. Each group educational session will follow procedures outlined in a manual specifying the session goals and cover topics aimed at improving the physical health/safety, mental health, and educational status of the street children.  Those children, who are identified as most at risk, will be referred to receive specialized treatment from the medical team.  All children will have adult mentors to help them with re-integration.  Children will be asked to complete a battery of measures that are aimed at evaluating the feasibility, acceptance, and initial efficacy of the complete intervention.

Figure 3 (below) as developed by Dr. Hendree Jones, provides a draft schematic of the overall intervention design and plan for the children/adolescents in the streets. This intervention design and its accompanying psychosocial intervention will be developed and refined based on interactions with the steering committee/task force and other key leaders.
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Pharmacological Protocol

UNODC is working with the University of Vienna and Dr. Gabriele Fischer in the development and implementation of the pharmacological protocols for the GLOK42 project.  The effectiveness of pharmacological maintenance therapy for opioid dependence is well documented and has become standard of care in industrialized countries. There is approved pharmacotherapy for opioid dependence which includes 3 main drug classes of oral medication: opioid receptor agonist (methadone), opioid receptor partial agonist (buprenorphine), and opioid receptor antagonist (oral naltrexone; FDA Psychopharmacologic drugs advisory committee meeting, September 2010). Moreover, buprenorphine/naloxone, clonidine and lofexidine are commonly used for opioid dependent patients. 
Buprenorphine is a partial μ-agonist and a κ-antagonist with its peak at 30 to 90 minutes and a half-life period of 20-70 hours (mean 37 hours; Brunton et al, 2008; Wolff et al, 1993; Yu et al, 2008; Vereby et al, 1976). Buprenorphine has been used since 1990 and is in the list of World Health Organization Essential Medicines (model list of essential medicines, created by the World Health Organization; EMCDDA, 2006). Its application constantly increases, based on the ceiling effect buprenorphine has a higher safety profile compared to methadone. 
Bell and Mutch (2006) highlighted superior results for methadone in preventing early dropout from treatment of adolescent heroin users compared to buprenorphine (n=61 minor patients, 14‐17 years old, Australia). Methadone and buprenorphine for detoxification of young opioid addicts (n=93, mean age: 18.8 years) yielded comparable results regarding inpatient detoxification in Germany (Ebner et al., 2004). Minozzi et al (2009) analyzed the outcome of two controlled trials from the USA (187 heroin addicts, aged 14 to 21 years). One study of 37 participants compared methadone vs. levomethadyl (Systemic; LAAM) for maintenance treatment. After 16 weeks of maintenance treatment the minors were detoxified. The two maintenance treatments both lead to comparable improvements in social functioning. The second trial, involving 150 adolescents, compared buprenorphine/naloxone as maintenance treatment with buprenorphine detoxification (14 days). The maintenance treatment for nine weeks followed by tapered doses up to 12 weeks seemed to be more effective in treatment retention but not in reducing concomitant consumption of illicit drugs. 
Marsch et al (2005) conducted a double‐blind double‐dummy randomized controlled trial in 36 opioid dependent adolescents between 13‐18 years, (mean age: 17 years) applying a 28‐day outpatient, medication‐assisted withdrawal treatment with either clonidine or buprenorphine. The patients obtained behavioral counseling and incentives for opiate abstinence. After detoxification the individuals could choose the opportunity for continuing treatment with the opiate antagonist naltrexone hydrochloride. Better results for the buprenorphine treatment with behavioral interventions of opioid‐dependent adolescents relative to combining clonidine and behavioral interventions were observable. Woody et al (2008) showed in a randomized trial in opioid addicted youth (N=152, age 14‐21 years, mean age: 19 years) that the buprenorphinenaloxone group (administered for 9 weeks, with subsequent detoxification; ratio: 4:1) had much less concomitant consumption of opioid, cocaine and marijuana and less intravenous use and much better treatment retention while on medication compared with the detox group. 

Integral to the pharmacological protocols, children/Adolescents and their families, most often mothers, will receive outpatient services, screening and assessment.  They will undergo detoxification and maintenance treatment inpatient for 45 days, if determined necessary in the assessment.  Laboratory parameters will be investigated prior to treatment initiation, at baseline, after 6 weeks and prior to release from the treatment center program.  The following laboratory parameters will be assessed, blood and basic laboratory count, infectious diseases check, supervised urine toxicology, hair sample, BMI and pregnancy test for patients of the childbearing age.  In addition a full range of mental health screening to include depression and trauma will be conducted.  
A multi-disciplinary team will determine effective strategies to meet the differential needs of patients.  This will include psychiatrists, psychologists and social workers.  Children/adolescents and their families participating in the intervention will participate in detoxification and will receive pharmacological interventions as required per the pharmacological protocols accepted by the Afghanistan IRB.  Children under 12 years will participate in non-opiod detoxification with lofexidine or clonodine; and if unsuccessful gradual detoxification with bupenorphine.  Children over 12 will begin with gradual detoxification administering bupenorphine or bupenorphine/naloxone.  Children and adults participating will receive ongoing medical care and monitoring.
Conclusion

Children and adolescents are a vulnerable population.  Children living and working on the streets of Kabul are frequently put in dangerous and high-risk situations.  By the nature of the environment in which they live and work, street children are already at risk for using drugs and anecdotally we hear they are increasingly being used as carriers in the drug trade, increasing an already present risk.  In a city that estimates 65% of its population is under the age of 25, and most people live in poverty, perhaps we can reframe the experience of street children to celebrate their potential as resilient, persistent and resourceful young persons who if given an opportunity for education, social skill building, drug prevention education and other valuable protective factors will become the foundation of a healthier, stronger and more economically feasible Afghanistan.
Gilberto Gerra

Chief of Drug Prevention and Health Branch 
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