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Abstract

In 1989 the World Health Organization initiated a comparative study of drug injecting behaviour
and HIV infection which involved 13 cities (Athens, Bangkok, Berlin, Glasgow, London, Madrid,
Naples, New York, Rome, Rio de Janeiro, Santos, Sydney and Toronto). Recruitment of 6390
drug injectors took place between October 1989 and March 1992, with most being recruited
from outside of drug treatment settings.

This study was the largest international project of its kind. Apart from the wealth of data colected
in each of the participating cities, the study has contributed much to the development of research
methods, informing national policies, establishing international collaborative networks and placing
drug injecting, HIV and related health and policy issues on the international agenda.

There is now substantial evidence from this and other studies that injecting drug users (IDUs) do
change their behaviour in response to information about HIV/AIDS and with access to the means
for behaviour change. Examining the context of drug injecting has helped to inform our under-
standing of factors which influence the spread of HIV infection among this population. The HIV
epidemic among IDUs has been contained in communities which responded quickly to the threat.
Specifically, prevention efforts in these cities included the widespread legal availability of
sterile needles and syringes and the provision of outreach services to drug injectors which
disseminated information and which built trust between injecting drug users and health workers.
Other strategies found to be associated with low seroprevalence rates among IDUs in some
cities included the distribution of bleach and the expansion of drug treatments, such as increasing
access to methadone programmes, counselling and in-patient detoxification and rehabilitation
services.

As the broader epidemic unfolds, it is evident that HIV transmission among and from IDUs plays
a critical role. Transmission occurs through both drug injecting and sexual practices. It is appar-
ent that some current local and international policies and practices are doing little to halt this
epidemic and may actually be contributing to it, particularly in the developing world.

The study has raised a wide range of questions which E:'al_ls for a further programme of research.
The existing network of researchers established through this study is well positioned to build on
the already gained experience and krlowledge and to help in the directing of further research
activities and priorities. » S
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Executive Summary

In 1989 the World Health Organization initiated a comparative study of drug injecting
behaviour and HIV infection which involved 13 cities (Athens, Bangkok, Berlin, Glasgow,
London, Madrid, Naples, New York, Rome, Rio de Janeiro, Santos, Sydney and Toronto).
Recruitment of 6 390 drug injectors took place between October 1989 and March 1992,
with most being recruited from outside of drug treatment settings,

This study was the largest international project of its kind. Apart from the wealth of
data collected in each of the participating cities, the

study has contributed much to the development of Background

research methods, informing national policies,
establishing international collaborative networks and placing drug injecting, HIV and
related health and policy issues on the international agenda.

There is now substantial evidence from this and other studies that injecting drug
users (IDUs) do change their behaviour in response to information about HIV/AIDS and
with access to the means for behaviour change, Nonetheless many policy makers may
still believe the stereotype that IDUs do not change their behaviour, and then use this as
- a rationale for not implementing AIDS prevention programmes.

Examining the context of drug injecting has helped to inform our understanding of
factors which influence the spread of HIV infection among this population. In work
associated with this study, it has been reported that the HIV epidemic among IDUs has
been contained in communities which responded quickly to the threat. Specifically,
prevention efforts in these cities included the widespread legal availability of sterile needles
and syringes and the provision of outreach services to drug injectors which disseminated
information and which built trust between injecting drug users and health workers. Such
outreach often incorporates the efforts of informal and formal drug user organizations.
Other strategies found to be associated with low seroprevalence rates among IDUs in
some cities included the distribution of bleach and the expansion of drug treatments,
such as increasing access to methadone programmes, counselling and in-patient
detoxification and rehabilitation services. Prevention efforts are much more likely to be
effective if they are begun early.

The study was conceived in 1986-7, before there was much awareness of the problem
of HIV infection among IDUs in developing countries. Bangkok, Rio de Janeiro and
Santos were the only centres that participated from developing countries. Considering
the dynamic changes in injecting behaviour and the rapid spread of HIV infection among
drug injectors in many developing countries, and the emergence of new routes for drug
transit, sites in Africa, Eastern Europe, Latin and South America, the Caribbean and
parts of Asia should be included in any future studies. The limited resources and expertise
available in some developing countries often precludes the use of quantitative methods
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requiring large representative samples. Particular consideration should be given to the
development and implementation of simple rapid assessment methods which can inform
cost-effective and culturally appropriate interventions.

Particular attention should also be given to the transition from non-injecting to
injecting drug use, since the ability to understand the reasons why, and the context in
which users move to injecting, should lead to the development of more effectively targeted
interventions. Similarly specific research should be undertaken to determine why certain
communities experience high prevalence of drug injecting behaviour, whereas other similar
and geographically close communities do not.

As the broader epidemic unfolds, it is evident that HIV transmission among and
from IDUs plays a critical role. Transmission occurs through both drug injecting and
sexual practices. It is apparent that some current local and international policies and
practices are doing little to halt this epidemic and may actually be contributing to it,
particularly in the developing world. Heightened control measures in certain regions
have resulted in the establishment of new areas of drug crop cultivation and new centres
for drug processing and new trafficking routes, thereby exposing new populations to
injectable drugs and drug injecting practices.

The study has raised a wide range of questions which calls for a further programme
of research. The existing network of researchers established through this study is well
positioned to build on the already gained experience and knowledge and to help in the
directing of further research activities and priorities.

Recommendations The following recommendations relate to the results of

this study and evidence from other associated studies.

Project Management

*  Adequate resources should be provided for central coordination and management of
data for multi-centre studies.

»  There needs to be a continuity of commitment and support from within and between
sponsoring international agencies for future activities in this field.

+  Existing participating sites should be encouraged to undertake further data collection
sweeps to look at trend data.

» New sites should be encouraged to build upon the standardized methodology and
instruments when researching drug injecting and HI'V infection.

Research Design

*  Recognizing the poor level of understanding of the context of drug use, future studies
should employ and integrate both qualitative and quantitative methodologies to
describe better the contexts within which drug use occurs.

*  Given the nature of the unfolding epidemic, there is need for greater involvement of
researchers in developing countries and resources for appropriate training.

* Methodologies for research in drug-using and injecting populations require
improvement to ensure that they are better able to inform the development and
evaluation of interventions.
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Future research needs to include a focus on populations who are not in treatment
and who have never been in treatment.

Future research needs to extend beyond HIV infection to include other blood-borne
viral infections and other health consequences associated with drug injecting.

Future research developments need to include simple, affordable, repeatable and
reliable methods for the monitoring and surveillance of blood-borne viral infections
and risk behaviours.

Policies and Interventions

Policies targeting drug injecting and HIV infection need to be more extensive and
more effective. There is a need to raise levels of national and international awareness
about drug injecting and associated HIV infection, and to simplify organizational
responses because of the rapidly worsening global crisis of drug injecting and HIV
infection.

There is a need to reduce the number of people globally exposed to the risk of blood-
borne viral infections. Programmes should be developed in order to decrease the
rate at which people initiate and maintain drug injecting behaviour.

Inresponding to the problem of drug injecting there needs to be a shift in commitment
from law enforcement to strategies which focus on public health and social conditions.

Campaigns to increase general and targeted AIDS awareness should be implemented
in order to create environments which enable behavioural change to occur. Such
campaigns should involve the target audience in their design, implementation and
evaluation.

Evidence from this study, in conjunction with other research, shows that HIV
epidemics among drug injectors can be prevented. It is important to ensure that drug
injectors have adequate and easy access to resources for behaviour change, such as
sterile injecting equipment and the provision of outreach services which disseminate
information and which build trust between injecting drug users and health workers.
Early interventions are critical for prevention.

There is a need to develop and maintain preventive interventions in areas of high
HIV prevalence and HIV risk.

Programmes to encourage risk reduction by new injectors need to be developed and
established.

Interventions should include a focus on high levels of sexual risk behaviour among
IDUs and their partners.

HIV testing programmes need to be established and extended so that IDUs may
avail themselves of regular and repeated testing,

Specific attention should be afforded to the problem of HIV transmission risk within
prisons, among street children and out-of-school youth, and in other high risk settings.

This report should be widely disseminated and utilized by WHO and UNDCP in
encouraging Member States to undertake appropriate local research, implement
effective interventions and develop national drug and HIV policies.
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Introduction: The International
Problem of HIV Infection among
Injecting Drug Users

The micro transfusions that occur when two or more people use the same needles
and syringes to inject illicit drugs are a relatively efficient means for transmitting infectious
diseases. Nothing has illustrated this more tragically than

the spread of human immunodeficiency virus (HIV, the Current Ep]demlology

cause of AIDS) among illicit drug injectors throughout
the world. Figure 1 lists countries in which, at the time of writing, injecting drug use, and
HIV infection among injecting drug users (IDUs) have been reported. HIV infection
exists among IDUs in over 60 countries, and there are an additional 40 countries where
injecting drug use has been reported, which are thus at high risk of developing HIV
transmission among their IDUs (Des Jarlais et al. 1992a; Fazey, UNDCP, personal
communication, 1994; Stimson, 1993).

Figure 1
World map, showing countries with injecting drug use
and with HIV infection among IDUs

%y

| Countries reporting injecting drug use.
B Countries reporting HIV among IDUs.
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Table 1.

Countries reporting injecting drug use; countries also reporting injecting HI'V among

IDUs (in bold).

AFRICA
Cote d’Ivoire
Egypt
Gabon
Mauritius
Morocco
Nigeria
Senegal
South Africa
Sudan
United Republic of Tanzania
Tunisia
Uganda
Zambia

AMERICAS

Argentina
Bahamas
Bermuda
Bolivia

Brazil

Canada

Chile
Colombia
Costa Rica
Dominican Republic
Ecuador

El Salvador
Guatemala
Haiti
Honduras
Jamaica
Mexico
Nicaragua 8 e
Panal'na;y, e
Puerto Rico
Suriname
Uruguay
United States of America
Venezuela

ASIA
Azerbaijan
Bahrain
Bangladesh
China
Hong Kong
India
Indonesia
Iran

Iraq

Israel
Japan
Jordan
Kazakhstan
Kuwait
Kyrgyzstan

Lao People's Democratic
Republic

Macao

Malaysia
Myanmar

Nepal

Oman

Pakistan
Philippines
Republic of Korea
Saudi Arabia
Singapore

Sri Lanka

Syrian Arab Republic
Taiwan '
Thailand
Turkmenistan

Viet Nam

OCEANIA
Australia
Fiji

Guam

New Caledonia
New Zealand

EUROPE
Albania
Austria
Belarus
Belgium
Bulgaria
Croatia
Cyprus

Czech Republic
Denmark
Estonia
Finland
France
Germany
Greece
Hungary
Iceland
Ireland

Italy

Latvia
Lithuania
Luxembourg
Malta

Monaco
Netherlands
Norway
Poland
Portugal
Romania
Russian Federation
San Marino
Slovak Republic
Slovenia

Spain

Sweden
Switzerland
Turkey
Ukraine
United Kingdom
Yugoslavia
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The spread of injecting drug use and of HIV among IDUs throughout the world
raises fundamental questions about the role of psychoactive drug use in both developed
and developing societies, and also about the extent to which drrig injection and other risk
behaviours can be modified to prevent HIV infection. The need to implement programmes
to prevent HIV infection among IDUs also raises fundamental questions about how to
modify the behaviour of public health and political leaders (Des Jarlais and Friedman,
1993).

Once HIV has become established in a local population of IDUSs, the drug injectors
then become a source for both heterosexual and perinatal transmission of HI'V. Indeed, in
most developed countries, IDUs are the most common source for both heterosexual and
perinatal transmission of HIV (Centers for Disease Control and Prevention, 1993; WHO-
EC Collaborating Centre on AIDS, 1993.) Changing the sexual behaviour of IDUs to
prevent sexual transmission has been one of the more difticult challenges for HIV/AIDS
prevention. (For a review of the heterosexual transmission of HIV from injecting drug
users, see Friedman et al., 1993).

Another important aspect of HIV infection among injecting drug users is that the
outcomes of HIV infection among IDUs and their sexual partners extend beyond the
opportunistic infections and Kaposi’s sarcoma that have traditionally been used as defining
conditions for a diagnosis of full AIDS. The original US Centers for Disease Control
surveillance definition of AIDS was developed primarily from studies of homo/bisexual
men, and thus did not incorporate the physical manifestations of HIV infection that are
particularly important in injecting drug users (Des Jarlais et al., 1992b; Stoneburner et
al., 1988).

Table 2 lists diseases which may occur more frequently and/or with greater severity
among injecting drug users who are infected with HIV. The United States CDC surveillance
definition was revised in 1987 and 1993 to incorporate these additional conditions. The
1993 revision also includes a CD4 cell count of <200 cells/microliter as full AIDS, even
in the absence of any clinical symptoms (Des Jariais et al., 1992b). This revision is a
move towards using severe HIV-related immunosuppression as the conceptual basis for
diagnosing AIDS. It has not, however, been accepted in other countries, and may not be
practical in areas where HIV antibody test kits or expensive machines for determining
CD4 cell counts are not available. As a consequence, in many developing countries the
prevalence of AIDS is markedly underestimated.
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Table 2.
Increased HIV-related “Non-AIDS™ infections among injecting drug users
Incidence Severity Reference
Bacterial Pneumonia Yes Yes Selwyn' et al. 1988
Tuberculosis Yes Yes Stoneburner- et al. 1988
Endocarditis Yes Yes Stoneburner- et al. 1988
Vaginal Candidiasis ? ?
Cervical Cancer ? yes-? Vermund® et al. 1991
Pelvic Inflammatory Disease ? Yes-? Minkoff & DeHovitz*
1991

' Selwyn PA, Feingold AR, Hartel D, et al.: Increased risk of bacterial pneumonia in
HIV-infected intravenous drug users without AIDS. A7/1S 1988, 2:267-272.

* Stoneburner RL, Des Jarlais DC, Benezra D, et al - A larger spectrum of severe HIV-I-
related disease in intravenous drug users in New York City. Science 1988, 242:916-919.

> Vermund SH, Kelley KF, Klein RS, et al.: High risk of human papillomavirus infection
and cervical squamous intraepithelial lesions among women with symptomatic human
immunodeficiency virus infection. Am .J Obstet Gyriecol 1991, 165:392-400.

*Minkoftf HL, DeHovitz JA: Care of women infected with the human immunodeficiency
virus. JAMA 1991, 266:2253-2258.

Regardless of the specific surveillance definition used to diagnose AIDS, it is critical
to note that HIV infection often leads to a very wide variety of clinical manifestations
among injecting drug users. Some of these symptoms, such as increased tuberculosis,
can then become considerable public health problems in themselves (Curtis et al., in press;
Des Jarlais, Friedman & Ward, 1994; Friedman et al., 1993; Stoneburner et al., 1988).

The international spread of injecting

Why injection drug use has spread to so many industrialized and developing countries
is a subject which urgently requires additional research. Three comments may provide a
useful perspective. First, many other aspects of *“United States/Western culture”, from t-
shirts and blue jeans to fast food, have been adopted in many different countries. Simply
because heroin, cocaine and amphetamine injection are illegal does not mean that they
cannot be easily transported from one culture to another. Second, many developing
countries are producers of illicit drugs or transit countries for their distribution en route
to developed countries. Third, the illegal nature ot heroin and cocaine use in itself probably
contributes to injection as a preferred route of administration (Des Jarlais, Courtwright
& Joseph, 1991; Stimson, 1993). The severe legal restrictions on these drugs greatly
increases their cost to the non-medical user. Injection of the drugs provides both an
intense drug effect and maximizes the amount of the drug that actually enters the brain.
Persons who use drugs intranasally (sniffing) and/or through smoking typically report
that they need to purchase only one-third as much of the drug to maintain a “habit” if
they inject, rather than using other routes of administration. The injectable forms of
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opiates and coca products also are much more concentrated than “traditional” forms
such as opium or coca tea. The reduced volume of the injectable forms greatly facilitates
illicit distribution (Des Jarlais et al., 1992a; Des Jarlais & Friedman, 1993).

The introduction of HIV into injecting populations

There appear to be two common methods of introducing HIV into local populations
of injecting drug users. Firstly HIV may be introduced through “bridge groups” such as
men-who-have-sex-with-men and who also inject drugs. This appears to have happened
in many different cities, from New York to Rio de Janeiro to Sydney (Des Jarlais et al.,
1989; Lima et al., in press; Ross et al., 1992). Second, contrary to the stereotype that
IDUs rarely leave their home areas, travel by IDUs is actually fairly frequent. Some of
the travel is along drug distribution routes, and may be associated with the transport of
drugs.

HIV has spread outward from the Golden Triangle area of southeast Asia (the area
where Laos, Myanmar and Thailand meet);, westward into northeast India, southward
into Malaysia and Vietnam, and eastward across southern China towards Hong Kong
(Wodak, Fisher & Crafts 1993; Vichai Poshyachinda 1993 Stimson 1994, submitted). In
addition to travel associated with the distribution system of the drug trade, there is also
“drug tourism”, whereby drug users travel to different cities in order to obtain drugs
more easily or to purchase drugs at lower cost. It is also important to note that persons
who inject illicit drugs do many things other than injecting, and may travel for a wide
variety of reasons - to search for work, to visit family and friends, even for vacations or
business trips ’

Figure 2
Seroprevalence among drug injectors in the year before
and the year in which it reached 10%.

;
Sardinia Vienna ’ Padua New York Bologna Bangkok

Hamburg San Fransisco Tours Milan Geneva Edinburgh Manipur
B Prior Year Year passes 10%

" Data for Edinburgh compare first half-ycars Of 1983 and 1984; for Bangkok, the second half-years of 1987 and 1988;and for
Manipur, January through September1989 and October 1989 through June 1990. Source: Friedman, S.R. & Des Jarlais, D.C.
(1991) HIV among Drug Injectors: The Epidemic and the response, A1DS Care. 3 (3) 239-250.
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Once HIV has been introduced into a local community of IDUs, there is the possibility
of extremely rapid spread. Rapid increases in HIV seroprevalence (the number or
percentage of IDUs who have been infected with HIV) have been observed on cities in
both developed and developing countries. (See Figure 2, taken from Friedman and
Des Jarlais, 1991, with bars representing seroprevalence before and after 10% in different
cities.) In some areas, such as Bangkok in Thailand, Edinburgh in Scotland, and the state
of Manipur, India, HIV seroprevalence has gone from introduction of the virus, to 40%
or more HIV positive within a period of two years or less (Weniger et al., 1991; Sarkar
et al., 1993; Robertson 1990). Since this figure was prepared, additional data indicate
that equal or more rapid spread has occurred in Yunnan, China (Zheng et al., 1993) and
in many sites in Myanmar (Department of Health, Union of Myanmar, 1993).

The role of “shooting galleries”, “dealers’ works” and “professional injectors”

Rapid spread of HIV within a local population of IDUs has frequently been associated
with high risk injection behaviour: use of “shooting galleries”, “dealers’ works” and
“professionsal injectors”. Shooting galleries are locations where drug injectors rent needles
and syringes, inject with them, and then return them to the operator of the gallery for
rental to the next injector. Payment to the person operating the gallery may be in cash, or
in drugs if the operator also injects. Dealer’s works refers to the needles and syringes
that a drug seller will often provide to his or her customers. Both the needles and syringes
in shooting galleries and the dealer’s works may be used by dozens of drug injectors -
until the needle becomes too bent or dull for more injections, or the needle or syringe
become clogged with dried blood. “Professional injectors” are paid by IDUs to administer
injections, often to many people during the day, using one set of injecting equipment.

Shooting galleries, dealers’ works and professional injectors provide the opportunity
for rapid and efficient mixing within an IDU population. Viral transmission is facilitated
by the fact that the large numbers of persons using the same needles and syringes do not
need to have any close social relationships with each other - which means that HIV can
spread across groups who otherwise would be isolated from each other (Des Jarlais,
Friedman & Ward, 1993; 1994).

In the pre-AIDS era, shooting galleries and dealers’ works filled several positive
functions within IDU subcultures. They provided a source of needles and syringes, which
were often scarce because of restrictions on the sale or possession of drug injection
equipment. Using shooting galleries or dealer’s works also meant that the IDUs did not
have to carry around or store their own injection equipment. IDUs in many different
countries are reluctant to carry needles and syringes because police would accurately
take this to be a signal that the person carrying the injection equipment was likely to be
engaged in illegal activities.
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When AIDS was first noted among injecting drug users, there was tremendous
scepticism about the ability of persons who continued to inject to change their behaviour.

This was based primarily on a stereotype that IDUs -
were not at all concerned about their health. Fortunately Prevention of HIV

this stereotype does not apply to the great majority of among IDUs

IDUs throughout the world. A wide variety of AIDS
prevention programmes for IDUs have now been implemented in many different countries
(Des Jarlais & Friedman, 1992). Table 3 (see page 20} lists a sample of the research
studies assessing these prevention programmes.

Effectiveness of prevention programmes

It is extremely difficult to compare the effectiveness of the different AIDS prevention
programmes for IDUs. First, in cities such as New York, IDUs changed their HIV risk
behaviour prior to any kind of formal prevention programme, but rather from knowledge
obtained through the mass media and the oral communication networks of the IDU
subculture (Friedman et al., 1987). One cannot, therefore, make the assumption that
AIDS risk behaviour will remain stable in the absence of formal prevention programmes.
Moreover, the actual prevention programmes to date have usually included multiple
components, without any realistic way of separating these components. The research
designs for assessing prevention programmes have varied, from retrospective case histories
to random assignment experiments. The outcome variables have typically been changes
in self-reported risk behaviour - often measured in different units - and only rarely has
actual HIV transmission been used as an outcome measure. Despite these formidable
methodological problems, a set of generalizations can be tentatively drawn with respect
to developihg effective AIDS prevention programmes for IDUs.

Prevention programmes should be based on these generalizations:

«  IDUs are quite capable of rapidly learning the basic facts regarding HIV transmission
and how to reduce the possibility of transmission.

»  Programmes should provide the means for behaviour change as well as information
about HIV/AIDS - for example, drug misuse treatment for persons wishing to reduce
their use of addictive drugs, access to sterile injection equipment for those likely to
continue injecting drugs, and condom distribution to reduce sexual transmission of
HIV.

»  Programmes are more likely to be effective if they include outreach to IDUs in the
community and/or participation by drug users’ own organizations (such as exist in
many European countries, Australia, Brazil, Canada and the United States).

»  Programmes should offer IDUs choices as to how they will make a next step to
reduce the chances of HIV transmission, rather than assuming all IDUs need to
adopt a single method of behaviour change.

«  Programmes are likely to be more broadly effective (i.e. across more than one city)
if they receive high level political endorsement (as was the case in Australia, Canada
and the United Kingdom).
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*  While almost all programmes appear to have led to some risk reduction, no single
programme and no combination of programmes have produced risk elimination in
any population of IDUs.

Making prevention programmes effective

Given the real but less than complete risk reduction among IDUs in response to
AIDS prevention activities, determining how effective prevention can be becomes an
important question. There is now evidence that if prevention activities are begun early
enough - before 5% of the IDUs in the local area are infected - rapid transmission of HIV
can be averted. Data from Glasgow (Scotland), Lund (Sweden), Tacoma, WA (USA),
Toronto (Canada) and Sydney (Australia) all show that HIV was indeed introduced into
the population of IDUs in these cities, but that seroprevalence has remained low and
stable, for at least four years in each city (Des Jarlais et al., submitted). (The data from
Glasgow, Toronto and Sydney were collected as part of this WHO study.) Seroprevalence
has remained at less than two per cent in Glasgow and Lund, and at less than five per cent
among heterosexual IDUs in Tacoma, Toronto and Sydney.

While stable low seroprevalence does not mean a total absence of new HIV infections,
it does show that no “epidemic” of HIV has occurred among IDUs in these cities, and
that heterosexual and perinatal transmission of HIV is also minimal.

In each of these cities, AIDS prevention activities were initiated when HIV
seroprevalence was low and included community outreach to build trust between
healthcare workers and [DUs. Each of these cities also provided good access to sterile

injection equipment for IDUs, through syringe-exchanges, over-the-counter sales, or
both.

Residual risk behaviour

There is still a substantial residual amount of HIV risk behaviour among IDUs in
these five cities, with approximately half of the IDUs interviewed reporting that they at
least occasionally inject with needles and syringes that had been used by others. Most of
the continuing unsafe injection, however, appears to be contained within small friendship
groups, rather than occurring in the efficient mixing situations such as shooting galleries
or dealer’s works.

The residual levels of risk behaviour may lead to some new HIV infections among
IDUs in these five cities. The data from these cities do demonstrate, however, that rapid
transmission of HIV is not inevitable, and that preventing epidemics of HIV transmission
among IDUs should be considered a realistic public health goal.

Reversing the epidemic

Reversing a well-established epidemic of HIV among IDUs (where HIV
seroprevalence has reached moderate to high levels) appears to be a much more difficult
task than preventing an epidemic. However, research has shown that IDUs in high
seroprevalence areas will change their behaviour to reduce the risk of HIV transmission.
Studies in San Francisco (Watters et al., 1994), Bangkok (Choopanya et al., 1991),
Milan (Nicolosi et al., 1990) and New York (Des Jarlais et al., 1994) have all shown large
scale risk reduction by IDUs followed by reduced rates of new HIV infections
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(seroincidence) and stabilization of HIV seroprevalence among the local population of
IDUs. (The Bangkok and New York data were collected as part of the WHO study.) In
Edinburgh, prevalence decreased from about 50% in 1986 t0.20% by 1993. (Bath et al.,
1993)

Stabilization of HIV seroprevalence in these cities has occurred with a rough balance
between new infection and the loss to the population of HIV infected drug users through
death or discontinuation of drug injection. Cities with a high HIV seroprevalence tend to
have relatively high death rates among the infected IDUs - for example, the death rate in
New York is approximately-four per cent per year (Des Jarlais et al., 1994). The estimated
rates of new infections among IDUs in these high seroprevalence cities range from four
to 10 new infections per 100 person-years at risk (among HIV-seronegative IDUs).

The situation in Amsterdam may best illustrate the difficulties in attempting to undo
a well-established HIV epidemic among IDUs. HIV seroprevalence among IDUs in

Amsterdam had already reached approximately 30% - -
by the mid-1980s when the HIV antibody test became The epldemlc m

available and the first seroprevalence studies were Amsterdam - a case Stlldy

conducted. Public health officials quickly mounted a
large scale multi-component AIDS prevention programme for IDUs. This included
enlisting the local drug users’ group, a large scale syringe-exchange programme (where
used needles and syringes are exchanged for new ones at no cost), over-the-counter
sales of needles and syringes, and readily available drug abuse treatment for all IDUs
wishing to enter treatment. (The major criticism of the Amsterdam AIDS prevention
programme has been that many of the methadone maintenance programmes in the city
provided methadone at dosages well below the optimally effective dosage.)

The AIDS prevention programmes in Amsterdam have led to very large-scale
reductions in the frequency of unsafe injections and to important but lesser reductions in
unsafe sexual activities among IDUs. The rate of new HIV infections among IDUs in
Amsterdam has declined from a peak of approximately eight per 100 person-years at risk
during the early - mid 1980s to a current rate of approximately four per 100 person-years
at risk (van Haastrecht et al., 1991). This reduction in the rate of new infections is
impressive, but the current rate is still much higher than desirable.

When the background HIV seroprevalence among IDUs is high, even low levels of
drug-injection risk behaviour are likely to lead to new infections. Additionally, although
sexual intercourse is much less efficient at transmitting HIV than unsafe drug injections,
the high percentage of HIV-infected IDUs greatly increases the likelihood of sexual
transmission among [DUs and from IDUs to persons who do not inject drugs. In all
developed country cities where HI'V has become well-established among IDUs, the IDUs
are the predominant source for both heterosexual and perinatal transmission of HIV.

Reversing well-established HIV epidemics among IDUs may require more than asking
IDUs to practise safer injection and safer sex. It also requires attempts to reduce the
numbers of people who inject illicit drugs. The latter could be facilitated by providing
drug abuse treatment to those who already inject drugs, and by implementing programmes
to reduce the numbers of persons who begin to inject illicit drugs. Recent studies in
Edinburgh have shown that a large percentage of those previously injecting drugs are
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now in-treatment and not injecting, and others not in-treatment are maintaining themselves
on orally administered narcotics rather an than by injecting (Haw and Taylor, 1933).
The Edinburgh Community Drug Prevention Service collaborates to provide treatment,
mostly based on methadone maintenance programmes, in the offices of local general
practitioners.

Reducing the numbers of persons who begin to inject illicit drugs could not only
provide for reduced HIV transmission but could also achieve other public health and
social goals. Relatively little research has been conducted on methods for reducing initiation
into drug use. Indeed, this may be the least studied aspect of preventing HIV infection
among IDUs. One thing clear from the limited evidence to date is that knowledge of, and
a concern about, AIDS is not a sufficient condition to prevent persons from starting (or
returning to) illicit drug injection. In one New York study (Des Jarlais et al., 1992c),
persons who were using heroin and cocaine intranasally were provided with extensive
AIDS education, including HIV counselling and testing. Nonetheless, during a mean
nine-month follow-up period, one-quarter of the group injected illicit drugs. Having a
close personal relationship with an injecting drug user was strongly associated with the
subject’s injecting during this period.

Transmission of HIV among IDUs has already become a public health catastrophe
in many different countries where even the most optimistic current predictions suggest
increased illicit drug injection and transmisston of HIV among IDU:.

There are three types of obstacles to preventing further transmission of HIV among
IDUs. In some countries, a simple lack of economic resources is the major obstacle. It
clearly will be very difficult to provide sterile injection

Policy Conclusions equipment to IDUs in societies where it is not yet

possible to provide sterile injection equipment for
injections in healthcare settings. Household bleach has been tried as a method for
disinfecting injecting equipment used by groups of IDUs. While bleach is a relatively
strong disinfectant for open surfaces, the most recent studies of the use of bleach to
prevent HIV transmission among IDUs have failed to show any protective effect of
bleach (Curran, Scheckel & Millstein, 1993). Some of the difficulties probably lie in the
need for a relatively long contact time (30 seconds or longer) using full strength bleach in
the needle and syringe (NIDA, 1993).

There are also areas in which greater knowledge of drug injection and sexual behaviour
is needed for the prevention of HI'V transmission. Present behaviour change technologies
appear adequate for controlling HIV transmission, but a new generation of risk-reduction
programmes may be needed to reverse the situation in high seroprevalence areas. Such
programmes may need to include greatly increased availability of sterile injection
equipment among IDUs, as well as ready availability of drug abuse treatment and
interventions to reduce the number of persons starting to inject psychoactive drugs.
Encouraging non-injecting forms of drug use has been suggested as a possible means for
preventing the spread of HIV infection among IDUs.

The biggest obstacle to reducing the spread of HI'V infection among IDUs throughout
the world is, however, neither a lack of resources nor a lack of knowledge, but a lack of
political will to utilize already existing knowledge. Many programmes for preventing
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HIV infection among IDUs have reasonable evidence for their effectiveness, but remain
highly politically controversial in bott industrialized and developing nations. Syringe
exchange, over-the-counter sale of injection equipment and methadone maintenance are
among the most controversial programmes for reducing HIV transmission among IDUs.

The specific policy problems in implementing prevention programmes vary from
country to country. Some national governments have yet to acknowledge that they have
injecting drug use. Others acknowledge injecting drug use but do not recognize the
potential for HIV transmission among their IDUs. Still others will only implement
abstinence-oriented programmes. All evidence to date suggests an urgent need for a
variety of programmes to prevent the further spread of HIV among injecting drug users.

This report should provide a basis for policy makers all over the world to implement
effective programmes to slow the spread of HIV infection, both by reducing drug injecting
and helping current injectors reduce their risk behaviour. The data presented in this report
indicate that there has already been some behaviour change among IDUs. To be effective,
programmes not only have to be adequately financially resourced, but also sensitive to
the cultural norms and values of the populations of different countries, and those of drug
users within these societies. It is essential that governments are sympathetic to, and support,
what initially appear to be controversial policies towards drug use.
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