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PART II – Parallel work-shops 

Session 3 – Methodological developments 
 
Chair: Wil Kujpers 
Discussants: Anna Peterfi and Tim Pfeiffer 
Rapporteur: Suzi Lyons 
 
The presentation of the Czech Republic was about their new register, which will merge 2 existing data registries 
(one of which is the “old” TDI and the other OST). Additionally there will be a new law which will make reporting 
to this database mandatory. This should improve coverage, provide better data and reduce the burden of paper 
work for the services. 
 
The presentation from Portugal outlined their integrated drug treatment model. This needed a tool to manage 
the data. Following a lengthy consultation and assessment it was decided to develop a new system called SIM. 
This took several years (including a lot of negotiation with the data protection people). It can generate a 
proportion of TDI data and a version of which will be given to harm reduction and private services in the near 
future. 
 
Bosnia, in a very short space of time, with the assistance of external funding and in agreement with various 
Ministries, has set up a very successful internet-based system. This system was set up under law and reporting 
is mandatory, although not all centres comply. The system is based on the Pompidou Group form and is 
partially compatible with TDI 2.0. However it will be very difficult to make the changes to make it fully 
compatible to make the changes for TDI 3.0. 
 
Serbia is a very recent participant in TDI and has also made an impressive start, with carrying out a TDI pilot 
project. They have used an interesting model with external funding and twinning with Czech Republic and 
Germany. They are adapting a data collection tool from one of the German regions. They hope to start data 
collection proper in 2014. 
 
From the general discussions it emerged clearly that countries constantly strive to make efforts to comply with 
TDI, but many challenges remain the same. Coverage of different centre types varied from country to country in 
the TDI. This can have a major influence on the TDI data reported for example if GPs, low threshold, or OST 
are excluded (or indeed included) in the coverage. Czech Republic may be able to provide a quantitative 
example of the influence of variable coverage on TDI as their new system will combine OST and TDI for the 
first time. It may be possible to see the impact this has on the data. 
 
The discussion also raised questions on how best to improve coverage. Many countries in the discussion group 
have TDI instruments enshrined in law so centres are obliged to report data. Surely that is a good thing to 
improve/maintain coverage, but in reality this is not always the case, as sometimes centres ignore the law 
(despite risk of fines). However some countries have tried to address the implementation of the TDI 3.0 in 
various ways. 
 
In Portugal, they took time to develop an actual client management tool system which is very useful to both 
staff and helps eliminate duplicate of work. But that can give a conflict between clinical objectives and 
monitoring objectives. 
 
Bosnia and Serbia have done an impressive job in setting up systems very quickly (and already show trends) 
but have already faced some issues. For example the Bosnian system is not fully compatible with TDI. There is 
an opportunity for these countries new to TDI to learn from the hard won lessons of other countries who have 
been participating in TDI from a longer time and have encountered the same problems and have looked for 
solutions. Highlighted again were issues around data protection and the eternal battle between protecting the 
individual and having an impact on public health in relation to identifiers. 


