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Introduction 

Infections among people who inject drugs 
Since the emergence of the HIV epidemic among people who inject drugs in the mid-1980s, many European 
countries have achieved substantial progress in implementing evidence-based measures to prevent and control 
infectious diseases among this group. In the 1990s, EU countries started developing common prevention policies in 
the fields of HIV/AIDS and drugs and drug addiction, which included the establishment of EU monitoring agencies 
on drugs (in 1993) and infections (in 2005) (3). During subsequent decades, interventions were brought to scale: 
for example, around 700 000 opioid substitution treatments were reported in 2009, more than half of the 
estimated population of problem opioid users (4). The proportion of people who inject drugs among new HIV 
infections and the number of infections in this group decreased considerably in many EU countries. However, in the 
European neighbourhood, injecting drug use remains a major factor of vulnerability for acquiring blood-borne and 
other infectious diseases. Estimates of the number of people who inject drugs suggest that there are significant 
populations at-risk in all European countries (5). Patterns of injection use vary across the region, with opioid 
injection prevalent in all countries and a significant proportion of stimulant (mainly amphetamine) injection in the 
northern and eastern parts of Europe. Poly-drug use further complicates the pattern (5). 

 
 
Common blood-borne infections in this group include human immunodeficiency virus (HIV), hepatitis C virus (HCV), 
and hepatitis B virus (HBV). The main mechanism of transmission for these infections is the sharing of injection 
equipment among users, such as syringes, needles, drug mixing vessels and other drug preparation paraphernalia. 
In addition to spread through shared injection equipment, there is sexual transmission of HIV and HBV, both within 
the population of people who inject drugs and from current or former injectors to their sexual partners or clients. 
While all of the above viral infections are easily transmitted through sharing of used injection equipment, 
transmission risks vary. Compared to HIV infection, hepatitis C infection is characterised by relatively high 
concentrations of virus in the blood, not only during the primary infection phase, but also in those who become 
chronically infected. This is thought to lead to high transmission rates upon exposure to HCV when infected and 
non-infected individuals share needles, syringes or other drug preparation equipment. Hepatitis C prevalence 
normally exceeds HIV prevalence in user communities, and hepatitis C epidemics often precede HIV epidemics 
among people who inject drugs. The higher transmission risk may also explain why HCV is more difficult to limit 
through the application of single interventions, and why higher intervention coverage may be needed to reduce 
HCV rates at population level. 

Infections for which people who inject drugs may be at 
increased risk: 
• HIV infection; 
• hepatitis A; 
• hepatitis B (HBV); 
• hepatitis C (HCV); 
• hepatitis D; 
• tuberculosis (TB) 
• skin and soft tissue infections caused by Staphylococcus aureus (including methicillin-resistant 

Staphylococcus aureus, MRSA) and streptococcal infections (e.g. endocarditis, necrotising fasciitis); 
• severe systemic sepsis (e.g. infections with Clostridium novyi, Bacillus anthracis); 
• STIs other than HIV infection or hepatitis (e.g. chlamydia infection, syphilis and gonorrhoea); 
• respiratory infections such as pneumonia, diphtheria and influenza; 
• wound botulism; 
• tetanus; 
• human T-cell lymphotropic virus (HTLV) infections. 
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Update from the EMCDDA expert network I October 2017

The DRID annual network meetings primarily aim to share 
and discuss the analysis of national and European data. 
They also explore new developments, and their 
implications for actions and policy development. It should 
be noted that, as this publication is, in part, based on the 
presentations to the meeting and emerging issues, some 
of the information presented here is necessarily 
preliminary.

In addition, this report uses information provided by 
countries in their ‘national DRID updates’ in the spring of 
2017. It also draws on analysis of the information provided 
to the EMCDDA by the national focal points and their 
experts in the 2016 annual reporting exercise, the main 
findings of which are presented in the European Drug 
Report 2017 and also available through the Statistical 
Bulletin (EMCDDA, 2017b; EMCDDA, 2017c).

The multi-indicator data set used in the analysis covers 
and integrates aspects of the epidemiology (prevalence of 
injection, prevalence of infections among people who 
inject drugs, notifications of newly diagnosed infections, 
risky behaviours, morbidity and outbreaks) and responses 
(prevention, testing for infections, treatments for addiction 
and infections, and harm reduction).

I  Overview of drug-related infections 
and risk

This section presents an overview of injecting drug use in 
Europe, and of the epidemiology and responses to 
hepatitis C among people who inject drugs. It also provides 
updates on the epidemiology and responses to other 
infections, including hepatitis B and HIV, and on recent 
outbreaks among people who inject drugs in Europe.

I  Introduction: the extent and nature of injecting 
drug use in Europe

People who inject drugs are one of the main population 
groups affected by blood-borne viruses, in particular the 
hepatitis C and B viruses (HCV and HBV) and human 
immunodeficiency virus (HIV), as these three viruses can 
be transmitted through the sharing of syringes, needles 
and other drug injecting equipment. Recent national 
estimates (from 2009 onwards) of the prevalence of 
injecting drug use are available for 16 countries. These 
range from less than 1 to more than 9 cases per 1 000 
population aged 15-64 (Figure 1; Appendix 1). The highest 
rates are reported from Latvia (9 cases per 1 000 
population) and the Czech Republic, Estonia and 

Luxembourg (each with around 6 cases per 1 000 
population). However, caution is needed in interpreting 
these data, as the most recent estimate for Latvia is from 
2012 and the estimates for Estonia and Luxembourg are 
from 2009.

Historically, in Europe, the most common route of 
administration of heroin has been by injection, and, among 
people who inject drugs, heroin users have been the 
majority. Information on people entering drug treatment for 
the first time in their life, however, shows a downward 
trend in the proportion of those using heroin who report 
injection as their usual route of drug administration. Over 
the past 10 years this proportion has fallen from 43 % in 
2006 to 29 % in 2015. The second-largest group of people 
who inject drugs, among those entering drug treatment for 
the first time, are those whose primary drug is an 
amphetamine (commonly amphetamine and 
methamphetamine). Overall, amphetamines users 
represented 8.4 % of first-time clients in 2015 in the 
European Union and only a few countries reported 
significant numbers injecting amphetamine or 
methamphetamine in their treatment data. However, these 
data are heavily influenced by the situation in the Czech 
Republic, which accounted for almost all the first-time 
clients reporting the injecting of methamphetamine (94 % 
of the European total).

FIGURE 1
Estimates of the prevalence of injecting drug use, 2009-
15 (most recent data)

>5.0 2.51–5.0 0–2.5 No dataCases per 1 000 
population aged 15–64  

NB: Case definition: injecting use of any psychoactive substance not accord-
ing to medical prescription in the last 12 months (www.emcdda.europa.eu/
activities/hrdu). See also Appendix 1. 
Source: EMCDDA, 2017c.

Belgium: 3.28 (2.32-4.61) 
injectors/ 1000 population
= 24,000 injectors 
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based policies in all countries by 2018, the existence of ‘a 
costed and funded national hepatitis plan with clear 
targets or a viral hepatitis response plan in a broader 
health strategy or action plan’. In order to support the 
documentation of progress made towards this milestone, 
and also to promote the exchange of good practice, the 
EMCDDA has compiled a list of national hepatitis policy 
documents (national strategies, action plans and clinical 
guidelines) from all EU countries plus Norway and Turkey, 
which are being reviewed with regard to their relevance for 
inclusion of people who inject drugs.

First results of the analysis of these documents were 
presented at the meeting (Nielsen, S., DRID 2017), and 
showed that 13 European countries (Belgium, Denmark, 
Germany, Spain, Ireland, France, Italy, Netherlands, 
Slovenia, Finland, Sweden, United Kingdom, Norway) have 
viral hepatitis strategies. Several of these had been revised 
or newly developed since the direct-acting treatments for 
HCV became available in 2014. Five countries (Greece, 
Latvia, Luxembourg, Poland, Portugal) mentioned being in 
the process of preparing national hepatitis strategies with 
the involvement of multiple stakeholders. Among countries 
which currently do not have a strategy, several recently 
updated their national clinical treatment guidelines for 
HCV treatment.

The latest guidelines from the European Association for 
the Study of the Liver (EASL, 2016) and from the WHO 
(2016b) recommend prioritising the treatment of people 
who inject drugs and have HCV, in order to reduce 
transmission, but the preliminary analysis seems to 
indicate that few countries implement this.

The example of Portugal, where there is a national 
treatment register but no national strategy, shows, 
however, that other approaches, such as clear clinical 
guidelines in combination with strong political lobbying 
supported by pharmaceutical firms and civil society 
involvement, can help to increase treatment access among 
people who inject drugs.

I HBV prevalence and vaccination levels

Hepatitis B virus can be transmitted through injecting drug 
use; however, unlike for HCV, there is currently an effective 
and safe vaccine available (ECDC, 2017b). Although most 
countries now have universal HBV vaccination 
programmes, these have mostly been introduced in recent 
decades. As a result, some cohorts of people who inject 
drugs will not have been vaccinated. The provision of 
catch-up programmes for these groups is therefore 
necessary. A few countries have targeted programmes 

focusing on those at greatest risk, including people who 
inject drugs. The extent of vaccine uptake among those at 
risk through drug use is not always well known and is likely 
to vary from country to country.

Information about the extent of current HBV infection 
among people who inject drugs (2014-15) is available for 
16 EMCDDA countries. In most of them, the prevalence of 
HBsAg (a marker of chronic carriage of the virus) is under 
5 %, although prevalence is higher in national or 
subnational studies of people who inject drugs from 
Belgium, Greece, Spain, Lithuania, the Netherlands, 
Austria, Portugal and Romania (Figure 7).

I HIV notifications, prevalence and trends

The transmission of HIV through injecting drug use 
continues in Europe, especially in eastern countries, even 
though there are effective public health intervention 
measures to prevent this. In countries participating in the 
EMCDDA annual data collection exercise (European Union, 
Norway and Turkey), transmission of the virus through 
injecting drug use has declined overall. In 2015, there were 
only 1 254 cases of newly reported HIV diagnoses 
attributed to injecting drug use, compared with 
2 158 cases in 2012 (EMCDDA, 2017b; ECDC, 2015).

FIGURE 7
HBsAg prevalence among people who inject drugs: 
studies with national and subnational coverage, 2014-15
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European Drug Report 2018: Trends and Developments

Where the information was available, half of the new HIV 
diagnoses attributed to drug injecting in the European 
Union in 2016 were diagnosed late — that is, when the 
virus had already begun to damage the immune system. In 
Greece and Romania, about 2 in every 3 new injecting-
related HIV cases were diagnosed late. Late HIV diagnosis 
is associated with delays in initiation of anti-retroviral 
therapy and increased morbidity and mortality. The policy 
of ‘test-and-treat’ for HIV, whereby anti-retroviral therapy is 
started directly after an HIV diagnosis, results in 
a reduction of transmission and is especially important 
among groups with higher risk behaviours, such as people 
who inject drugs. Early diagnosis and initiation of anti-
retroviral therapy offers those infected a normal life 
expectancy.

HCV prevalence: national differences

Viral hepatitis, particularly infection caused by the hepatitis 
C virus (HCV), is highly prevalent among injecting drug 
users across Europe. For every 100 people infected with 
HCV, 75 to 80 will develop chronic infection. This has 
important long-term consequences, as chronic HCV 
infection, often worsened by heavy alcohol use, will lead to 
increasing numbers of deaths and cases of severe liver 

disease, including cirrhosis and cancer, among an ageing 
population of high-risk drug users.

The prevalence of antibodies to HCV, indicating present or 
past infection, among national samples of injecting drug 
users in 2015–16, varied from 15 % to 82 %, with 6 out of 
the 13 countries with national data reporting a rate in 
excess of 50 %. Among the countries with national trend 
data for the period 2010–16, declining HCV prevalence 
among injecting drug users was reported in 4 countries, 
while 2 observed an increase.

HCV is more prevalent among older people who inject 
drugs than among their younger counterparts, highlighting 
the accumulation of risk over the years, and the high 
burden of infection among the older groups (Figure 3.10).

Among drug users, hepatitis B virus (HBV) infection is less 
common than HCV infection. For this virus, however, the 
presence of the HBV surface antigen indicates a current 
infection, which may be acute or chronic. In the 7 countries 
with national data, between 1.5 % and 11 % of drug 
injectors were estimated to be currently infected with HBV.

Drug injection is a risk factor for other infectious diseases, 
and drug-related clusters of hepatitis A were reported in 
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FIGURE 3.10

Prevalence of hepatitis C virus infection among people who inject drugs, by age, 2015 to 2016
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§ Increase in sterile needle and syringes provided per PWID/year from 20 
in 2015 to:
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The NL: viral hepatitis and HIV mortality
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The NL: viral hepatitis and HIV mortality
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The NL: HBV and HCV notifications
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HCV treatment success rate
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DRID situation in the NL

HIV HBV HCV
Prevalence* Low  -

medium
(<0.1 – 10%)

Low
(<5%)

High
(30-80%)

Diagnosed High Medium Low 

In treatment/ 
in follow up

High Medium Low 

C/ HCV is the biggest challenge
HCV in DU is a declining epidemic
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Why did it work in HIV?
• HIV is high on the political agenda
• Public awareness high, feeling of urgency 
• ‘80s and ‘90s: outreach projects for PWUD
• Screening and treatment protocols
• Rapid (point of care) testing
• Nationwide chain of HIV treatment centres
• Large national HIV-registry for monitoring and 

research
• Research agenda and budget available

ØResulting in: large majority of HIV patients 
in care, including PWUD
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Rapid testing

• In oral fluid, finger stick sample of blood, or plasma
• Done directly at point of care
• Specially recommended at locations with limited medical 

staff/ facilities
• Test result available in 15-20 minutes
• Widespread use for HIV (HIV screening programs)
• Also available for hepatitis B and C
• Test characteristics: high sensitivity and specificity
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Benefits of rapid testing for PWUD

• No venepuncture needed; no specialised nurse or 
doctor needed (could even take place during outreach work)

• No need to return to get the result, but quickly 
available (also no time to start fearing the result; fearing that 
the test-result will be disclosed to others; excuses of lack of 
transportation; growing believe that the result will be negative 
anyway, etc.)

• The sooner the diagnosis, the sooner the 
treatment

• (the oral test is less dangerous for the health care 
worker: no exposure to blood or risk of needle stick injury)



• HCV Modelling study with projections for 2030, with different 
treatment scenarios showed already successful treatment 
structure plus low incidence:
– No changes in treatment: 

• HCV prevalence: decrease by 45%
• HCC and liver-related deaths: decrease by 19% and 27% 

– Increased efficacy, treatment uptake and diagnosis: 
• HCV prevalence: decrease by 85%
• HCC and liver-related deaths: decrease by 67% and 65%

Source: Willemse et al, 2015
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A B S T R A C T

Background & Aims: Prevalence of hepatitis C virus 
(HCV) infection in the Netherlands is low (anti-HCV 
prevalence 0.22%). All-oral treatment with direct-acting 
antivirals (DAAs) is tolerable and effective but expensive. 
Our analysis projected the future HCV-related disease 
burden in the Netherlands by applying different treatment 
scenarios.
Methods: Using a modelling approach, the size of the 
HCV-viraemic population in the Netherlands in 2014 was 
estimated using available data and expert consensus. The 
base scenario (based on the current Dutch situation) and 
different treatment scenarios (with increased efficacy, 
treatment uptake, and diagnoses) were modelled and 
the future HCV disease burden was predicted for each 
scenario.
Results: The estimated number of individuals 
with viraemic HCV infection in the Netherlands in 
2014 was 19,200 (prevalence 0.12%). By 2030, this 
number is projected to decrease by 45% in the base 
scenario and by 85% if the number of treated patients 
increases. Furthermore, the number of individuals with 
hepatocellular carcinoma and liver-related deaths is 
estimated to decrease by 19% and 27%, respectively, in 
the base scenario, but may both be further decreased by 
68% when focusing on treatment of HCV patients with a 
fibrosis stage of ≥ F2. 

Conclusions: A substantial reduction in HCV-related 
disease burden is possible with increases in treatment 
uptake as the efficacy of current therapies is high. Further 
reduction of HCV-related disease burden may be achieved 
through increases in diagnosis and preventative measures. 
These results might inform the further development 
of effective disease management strategies in the 
Netherlands.

K E Y W O R D S

HCV disease burden, HCV epidemiology, HCV treatment, 
prediction model, the Netherlands

I N T R O D U C T I O N

Chronic hepatitis C virus (HCV) infection is a major cause 
of chronic liver disease. It causes liver fibrosis and may 
ultimately lead to liver cirrhosis, hepatocellular carcinoma 
and death.1 It has been estimated that there are around 
80 million people worldwide with chronic HCV infection.2

There is a large geographical variation in prevalence of 
HCV infection and in many countries the epidemiology 
of HCV infection is not well known. At the same time, 
HCV-related mortality continues to increase as the infected 
population ages3 and the infected population advances 

NL: Is hepatitis elimination an option?



• HCV Modelling study with projections for 2030, with different 
treatment scenarios showed already successful treatment 
structure plus low incidence:
– No changes in treatment: 

• HCV prevalence: decrease by 45%
• HCC and liver-related deaths: decrease by 19% and 27% 

– Increased efficacy, treatment uptake and diagnosis: 
• HCV prevalence: decrease by 85%
• HCC and liver-related deaths: decrease by 67% and 65%

For elimination around 2030: 
1. find patients (outreach and screening)
2. and scale up treatment

NL: Is hepatitis elimination an option?

Source: Willemse et al, 2015
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A B S T R A C T

Background & Aims: Prevalence of hepatitis C virus 
(HCV) infection in the Netherlands is low (anti-HCV 
prevalence 0.22%). All-oral treatment with direct-acting 
antivirals (DAAs) is tolerable and effective but expensive. 
Our analysis projected the future HCV-related disease 
burden in the Netherlands by applying different treatment 
scenarios.
Methods: Using a modelling approach, the size of the 
HCV-viraemic population in the Netherlands in 2014 was 
estimated using available data and expert consensus. The 
base scenario (based on the current Dutch situation) and 
different treatment scenarios (with increased efficacy, 
treatment uptake, and diagnoses) were modelled and 
the future HCV disease burden was predicted for each 
scenario.
Results: The estimated number of individuals 
with viraemic HCV infection in the Netherlands in 
2014 was 19,200 (prevalence 0.12%). By 2030, this 
number is projected to decrease by 45% in the base 
scenario and by 85% if the number of treated patients 
increases. Furthermore, the number of individuals with 
hepatocellular carcinoma and liver-related deaths is 
estimated to decrease by 19% and 27%, respectively, in 
the base scenario, but may both be further decreased by 
68% when focusing on treatment of HCV patients with a 
fibrosis stage of ≥ F2. 

Conclusions: A substantial reduction in HCV-related 
disease burden is possible with increases in treatment 
uptake as the efficacy of current therapies is high. Further 
reduction of HCV-related disease burden may be achieved 
through increases in diagnosis and preventative measures. 
These results might inform the further development 
of effective disease management strategies in the 
Netherlands.

K E Y W O R D S

HCV disease burden, HCV epidemiology, HCV treatment, 
prediction model, the Netherlands

I N T R O D U C T I O N

Chronic hepatitis C virus (HCV) infection is a major cause 
of chronic liver disease. It causes liver fibrosis and may 
ultimately lead to liver cirrhosis, hepatocellular carcinoma 
and death.1 It has been estimated that there are around 
80 million people worldwide with chronic HCV infection.2

There is a large geographical variation in prevalence of 
HCV infection and in many countries the epidemiology 
of HCV infection is not well known. At the same time, 
HCV-related mortality continues to increase as the infected 
population ages3 and the infected population advances 
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Why did it work in HIV?
• HIV is high on the political agenda
• Public awareness high, feeling of urgency 
• ‘80s and ‘90s: large outreach projects for PWUD
• Screening and treatment protocols
• Rapid (point of care) testing
• Nationwide chain of HIV treatment centres
• Large national HIV-registry for monitoring and 

research
• Research agenda and budget available

ØResulting in: large majority of HIV patients 
in care, including PWUD
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HCV: two key publications

Health Council advice on 
hepatitis screening, 2016 

National Hepatitis Plan, 2016



• Nationwide screening is not indicated (prevalence too low)
• Screening is recommended for specific risk groups:

– Migrants from high endemic countries (>2% prevalence 
in country of origin): regional projects

– Drug users who injected once or regularly: in addiction 
care and other places (welfare centres, penitentiary 
institutions). THIS IS A TASK OF ADDICTION CARE

– HIV pos MSM: during HIV treatment; also consider 
screening HIV neg MSM with risk behaviour!

– Health care staff in contact with patients at risk or who 
may transmit HCV themselves

– Refugees: screening during admission procedure, 
provided that treatment can be offered

29

Health Council: advice on HCV screening



1.prevent virus transmission through 
awareness and vaccination

2.timely identify chronic carriers through 
active screening

3.make widely available diagnostics and 
adequate treatment (including treatment as 
prevention)

4.organise an efficient chain of care
5.surveillance of disease parameters 

(incid/preval) and formulate a knowledge 
agenda

3
0

NHP: 5 crucial steps
towards HCV elimination 

“more than finding cases”
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Needed: chain of care

Detention Primary care 
physician

Addiction care

Hospital 
specialist

Immigrant & 
refugee care

Public Health

2) Testing and diagnosis
3) Linkage to care

4) Access to 
medication

1) Awareness and prevention

Policy makers

5) Monitoring 
and evaluation Registry
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www.hepcverslaving.nl/toolkit

http://www.hepcverslaving.nl/toolkit


https://www.youtube.com/watch?v=q6NthEQh5u4
33

The project at a glance

https://www.youtube.com/watch?v=q6NthEQh5u4


• To eliminate hepatitis, we have to find patients!
• Therefore: increase screening efforts in risk groups and

build capacity for treatment
• Challenges: 

– find patients not in contact with the health system: 
outreach!

– Optimise the chain of care
– Increase finding and treatment in prison population

Conclusions
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