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Synopsis ....................................

In 1990, nearly 1.5 million human immunodefi-
ciency virus (HIV) antibody tests were performed
at publicly funded sites. Eight percent of those tests
were performed for self-identified illegal injecting
drug users (IDU). The authors examined data from
28 project areas using a client record data base that
permitted an analysis of self-reported risk behavior
by type of service delivery site. Among self-
identified IDUs, 68 percent of those tested and 82
percent of those found to be seropositive had
obtained HIV counseling and testing services in
settings other than drug treatment centers.

The findings indicate that HIV-prevention pro-
grams for IDUs need to be available in various
service delivery settings, not just in drug treatment
programs. Strong links and cooperation between
sites offering HIV counseling and testing and sites
providing drug treatment programs are important
to preventing HIV transmission to and from IDUs.

THE RELATIONSHIP between illegal injecting drug
use and human immunodeficiency virus (HIV)
infection has been extensively documented. Cumu-
lative statistics through December 1990 indicate
that an estimated 32 percent (51,075 reported cases)
of all reported cases of acquired immunodeficiency
syndrome (AIDS) have been associated either di-
rectly or indirectly with the injection of drugs.
Included in the estimate are heterosexual and
homosexual injecting drug users (IDUs), sex part-
ners of IDUs, children of IDU mothers, and
children of mothers reporting sex with IDUs (1).

If HIV transmission between IDUs and their sex
and needle sharing partners is to be interrupted,
IDUs need to know their HIV serostatus and need
to modify their risky sex and drug using practices.
Publicly funded HIV counseling and testing pro-
grams supported by the Centers for Disease Con-
trol and Prevention (CDC) have been implemented
in drug treatment centers in efforts to achieve that
goal. But it is necessary as well to address the
needs of drug users who are not in drug abuse
treatment or who are seen in other service settings.
We review where self-identified IDUs received pub-

licly funded HIV counseling and testing in 1990
and discuss the HIV-prevention implications of
those findings.

Methods

Publicly funded HIV counseling and testing is
provided at a variety of sites in 65 project areas;
basic demographic information on clients is col-
lected at all sites. The project areas include the
health departments of 50 States, 6 cities, 7 territo-
ries, the District of Columbia, and Puerto Rico. In
addition to that aggregate data, called the summary
record data base, 28 of the 65 project areas have
elected to collect more detailed, client-level data,
called the client record data base, to permit more
specific analysis.

In 1990, those 28 project areas performed about
45 percent of all publicly funded HIV counseling
and testing. Data from the client record data base
can be cross-tabulated to answer questions about
where people who report various behaviors that
place them at risk for HIV infection go to receive
HIV counseling and testing.
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Results

In 1990, the 65 project areas funded by CDC
performed 1,491,715 HIV tests. Of those tests,
119,115 (8 percent) were performed on self-
identified IDUs. Overall, 3.8 percent of all publicly
funded HIV-antibody tests were positive. Among
those clients who reported injecting drugs, 10
percent of the tests were positive.
The more detailed information collected by the

28 project areas contributing to the client record
data base permits self-reported risk behavior to be
analyzed by the type of site providing HIV counsel-
ing and testing services (see table). In the 28 project
areas, 676,604 tests were performed during 1990,
45 percent of the total number of publicly funded
HIV tests.
The table shows that 72,010 clients, 11 percent of

the total seen in the 28 project areas, identified
themselves as IDUs. Self-identified IDUs were seen

at every site where publicly funded HIV counseling
and testing was provided. The largest number of
self-identified IDUs (23,483) was seen in free-
standing HIV counseling and testing centers, fol-
lowed by drug treatment centers (23,071), sexually
transmitted disease (STD) clinics (14,586), and
prisons (4,559).
The sites with the largest proportions of IDUs

among those tested at that site were drug treatment
centers (53 percent) and prisons (43 percent). IDUs
accounted for a small percentage of the clients
tested at colleges (2 percent), prenatal and obstetri-
cal clinics (2 percent), and family planning clinics
(3 percent).
The HIV seropositivity rates of IDUs tested

varied by type of site. The highest rate, 29 percent,
was noted among IDUs being counseled and tested
by private physicians. Relatively high rates of HIV
seropositivity among IDUs were observed at HIV
counseling and testing centers (16 percent), prisons
(15 percent), STD clinics (13 percent), and tubercu-
losis (TB) clinics (13 percent).

Relatively low rates of HIV seropositivity were
seen among IDUs counseled and tested at drug
treatment programs (6 percent), family-planning
clinics (3 percent), and colleges (4 percent).

Discussion

Estimates of the current number of IDUs vary
and range from 1,100,000 (2) to 1,644,290 (3).
Most sources agree that the majority of IDUs are
not enrolled in drug treatment programs (2, 4). In
terms of configuring HIV-prevention programs,

Publicly funded HIV tests of self-identified IDUs, percent of
IDUs among persons tested at that site, and positive tests of

IDUs, by type of site of service, 28 project areas, 1990

Number of Percent IDU positives
tests of IDUs

Site IDUs at site Number Percent

HIV counseling and
testing center........ 23,483 10 3,652 16

Drug treatment center . . 23,071 53 1,510 6
STD clinic.14,586.. 14,586 6 1,936 13
Prison .4 559.... 4,559 43 702 15
Family planning clinic 1,640 3 55 3
Other health
department ...... ... 1,334 9 115 9

Prenatal and obstetric
clinic ......87......... 87 2 53 6

Private physician.49 496 11 143 29
Tuberculosis clinic. 337 6 43 13
College ................ 45 2 2 4
Other or unknown...... 1,572 7 405 26

Total.72,010.. 72,010 1 1 8,616 12

NOTE: IDU = injecting drug user.

this means that HIV-prevention services for IDUs
must be made available in a wide variety of
settings, both clinic and community based.

Reviewing 1990 data from publicly funded HIV
counseling and testing sites confirmed that IDUs
are encountered in a wide variety of service set-
tings. In the 28 project areas collecting client-level
data, 11 percent of the 676,604 clients who were
counseled and tested for HIV identified themselves
as IDUs, and this number is almost certainly
underestimated. Among IDUs, 68 percent of those
tested and 82 percent of those who were found to
be seropositive received HIV counseling and testing
services in sites other than drug treatment centers,
findings previously documented by Jones and co-
workers (5, 6).
The geographic variability of HIV seroprevalence

among IDUs in drug treatment programs is well
documented (7). We noted that HIV seropositivity
rates among IDUs receiving HIV counseling and
testing also varied by type of site. The high rate of
infected IDUs seen by private physicians (29 per-
cent) probably reflects clients who are seeking care
for symptomatic HIV disease. Other researchers
have shown that among HIV-infected IDUs, the
presence of symptoms is the most significant pre-
dictor of health care utilization (8).

Relatively low rates of HIV infection (6 percent
on average) were noted among IDUs enrolled in
drug treatment programs. This is consistent with
the finding that entry into drug treatment is associ-
ated with significant reduction in the rate of
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HIV Testing of Self-reporting Injecting
Drug Users at Publicly Funded Testing

Sites in 1990

65 publicly funded project areas provided
HIV counseling and testing, collected
basic demographic information on cli-
ents, and contributed to the CDC sum-
mary record data base.

1,491,715 HIV tests were performed by the 65
project areas. Of those, 3.8 percent
were positive.

119,115 of the tests, 8 percent, were performed
on self-identified injecting drug users
(IDUs). Among them, 10 percent of the
tests were positive.

28 of the 65 publicly funded project areas
collected more detailed, client-level
data, and contributed to the client
record data base.

676,604 HIV tests were performed by the 28
project areas, 45 percent of the total
number of publicly funded HIV tests.

72,010 clients of the 28 project areas identified
themselves as IDUs, 11 percent of the
total persons tested in the 28 project
areas.

23,483 of the IDUs, 33 percent, were tested in
free-standing HIV counseling and test-
ing centers and had an
HIV-seropositivity rate of 16 percent.

23,071 of the IDUs, 32 percent, were tested in
drug treatment centers and had an HIV-
seropositivity rate of 6 percent.

14,586 of the IDUs, or 20 percent, were tested
in STD clinics, were 6 percent of all
those tested in STD clinics, and had an
HIV-seropositivity rate of 13 percent.

4,559 of the IDUs, or 6 percent, were tested
in prisons, were 43 percent of all those
tested in prisons, and had an
HIV-seropositivity rate of 15 percent.

1,640 of the IDUs, or 2 percent, were tested
at family planning clinics and had an
HIV-seropositivity rate of 3 percent.

887 of the IDUs, or 1 percent, were tested
at prenatal or obstetrical clinics and had
an HIV-seropositivity rate of 6 percent.

337 of the IDUs, or less than 1 percent,
were tested in TB clinics, were 6 percent
of all those tested in TB clinics, and
had an HIV-seropositivity rate of 13
percent.

496 of the IDUs were tested by private phy-
sicians and had an HIV-seropositivity
rate of 29 percent.

45 of the IDUs, or less than 1 percent,
were tested at colleges and had an HIV-
seropositivity rate of 4 percent.

injecting drug use (9) and with less risky injection
practices (10). Other studies have shown that HIV
seroprevalence rates are lower for IDUs who have
been in treatment for a long period, compared to
those in treatment for a short period (11).
As noted, HIV seropositivity rates for IDUs

receiving HIV counseling and testing in free-
standing HIV counseling and testing sites, prisons,
STD clinics, and TB clinics were higher than the
rates for IDU clients receiving HIV counseling and
testing in drug treatment centers. That finding is
consistent with research that has shown a higher
rate of HIV seropositivity among "community-
recruited" IDUs than among those found in drug
treatment settings (12).
The data have some methodologic limitations.

First, the data presented are a subset (about 45
percent) of all publicly funded tests. Because the
data are recorded as tests performed, rather than
persons tested, they contain repeat tests on the
same client. Although the current data base permits
the identification of persons who receive repeated
counseling and testing, that refinement was not
available at the time the data for our study were
collected. In 1990, based on information from four
publicly funded programs, we estimated that be-
tween 12 and 30 percent of all publicly funded
HIV-antibody tests were performed on persons who
had been previously tested (13). The methodologic
limitation imposed by repeat testers would result in
increased estimates of the number of IDUs receiv-
ing counseling and testing at publicly funded sites;
the fact that history of injecting drug use was
self-reported probably would result in lower esti-
mates.
The findings have several important program

implications. First, limiting HIV-prevention ser-
vices, including HIV counseling and testing, solely
to drug treatment centers would miss-an important
opportunity to interrupt further HIV transmission.
In our analysis, 16 percent of IDUs counseled and
tested in free-standing sites and 13 percent coun-
seled and tested in STD clinics were infected with
HIV, and thus they were capable of transmitting
the virus to sex partners and needle sharing part-
ners. Referring those infected drug users into drug
treatment and an ongoing system of primary care
for their HIV disease will improve not only their
own health status, but will provide repeated oppor-
tunities to deliver risk reduction messages and
prevention counseling.

Second, identifying HIV seropositive injecting
drug users through HIV counseling and testing
programs provides an important opportunity to
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reach their sex partners with needed HIV-
prevention services. We know from other studies
that noninjecting sex partners of IDUs are at risk
for HIV infection (if their partners are infected)
because of unsafe sex practices. For example, 63
percent of female sex partners of male IDUs
reported that their partners never used condoms
during vaginal intercourse (14). Posttest counseling
for seropositive IDUs provides a window of oppor-
tunity to reach their sex partners and needle
sharing partners.

Since they remain at ongoing risk for HIV
infection, the large number of seronegative IDUs
who receive services in sites other than drug treat-
ment programs are another important target for
HIV prevention activities. Many of those clients,
and their partners, are at high risk for HIV
infection because of continued drug use and unsafe
sex practices (15). HIV counselors need to view
their interactions with seronegative IDUs as oppor-
tunities to provide basic information, to make an
accurate assessment of clients' HIV-prevention
needs, to identify barriers to the achievement of
safer behaviors, and to facilitate referrals to needed
prevention services that are not available onsite.
When counseling injecting drug users, efforts can
be taken to reinforce the importance of terminating
drug use and to facilitate referral into drug treat-
ment. For those IDUs who are unwilling or unable
to enter drug treatment, counselors should provide
information on needle hygiene and stress the im-
portance of not sharing needles.
Another important need is for injecting drug

users and their partners to adopt safer sex behav-
iors. In addition to HIV infection, injecting drug
users are at risk for other sexually acquired infec-
tions, like syphilis, genital herpes, and gonorrhea
(16). All sexually active persons at risk for HIV
infection need basic information that will enable
them to modify their risky behaviors, such as by
adopting consistent condom use.
However, because a single counseling session is

unlikely to result in complete and permanent be-
havior change (17, 18), those clients may need to
be referred to community-based services where they
can receive specialized forms of counseling and
support, such as peer-led counseling and skills
training (19).

These findings underscore the importance of
maintaining strong linkages among the various
publicly funded HIV-counseling and testing sites
and drug treatment programs. Clients who are
willing to share personal information about their
injecting drug use behavior may be more amenable

to terminating drug use. In order to capitalize on
this prevention opportunity, HIV counselors need
training in substance abuse issues and need to be
aware of drug treatment and specialized counseling
services available in their communities. Linkages
between HIV counseling and testing sites and drug
treatment programs are essential to achievement of
the Year 2000 objective that calls for a 50-percent
increase in the number of IDUs who enter treat-
ment (20).

Facilitating referrals to drug treatment programs
as well as to community-based providers of peer-
led counseling and skills training will support
HIV-prevention efforts, decreasing HIV infection
through a key transmission route.
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Synopsis....................................

In 1988 and again in 1990, the National Center
for Health Statistics conducted a survey of the
AIDS related knowledge and beliefs of Hispanic
and non-Hispanic adults in the United States. A

survey of Los Angeles Hispanic women was con-
ducted in 1990, using the 1988 survey instrument.
This study is an examination of the trends in
knowledge and beliefs by comparing those of
Hispanic Los Angeles women in 1990 to Hispanic
and non-Hispanic female respondents in the 1988
national sample. Despite intense public health,
local community, and media efforts to educate the
public about AIDS, the women in the Los Angeles
sample did not show appreciable differences in
knowledge and beliefs compared with the 1988
national sample, and in many areas they were less
knowledgeable. These results may be related to
differing education and acculturation levels as well
as possible differences in ethnicity. Hispanic groups
will need focused prevention efforts which take
into account specific areas of knowledge, educa-
tional level of information, adherence to traditional
beliefs and practices, and ethnicity of the targeted
community.

IN 1988 THE NATIONAL CENTER for Health Statis-
tics conducted a survey of the AIDS related knowl-
edge, attitudes, and behaviors of adults in the
United States (1), and a similar survey was con-
ducted in 1990 (2). The AIDS Knowledge and
Awareness Survey was a supplement to the Na-
tional Health Interview Survey (NHIS). AIDS
knowledge and awareness of Hispanic and non-
Hispanic populations were compared. Findings of

the NHIS have been supported by the findings of
many other investigators in more geographically
limited surveys.

Hispanics' AIDS knowledge and awareness re-
garding six areas can be compared with findings
for non-Hispanics.

1. In all studies, general knowledge of the virus,
immunity, and the major transmission routes of
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