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S Y N 0 P S I S

Objectives. Human immunodeficiency virus (HIV) infection asso-
ciated with injecting drug use has been reported in at least
98 countries and territories worldwide. There is evidence that.
new epidemics are emerging in different regions, including East-
ern Europe, Latin America, and the eastern Mediterranean. The
authors provide a global overview of the situation of HIV infection
associated with injecting drug use and responses that have been
implemented in various developing and transitional countries.

Methods. Although there has been extensive documentation of
the extent and nature of HIV infection associated with injecting
drug use in many developed countries and the various interventions
implemented in those countries, there is very limited information
on the situation in developing and transitional countries. This
chapter brings together information from a broad range of sources,
including published literature; "grey" or "fugitive" literature; data
collected by the World Health Organization (WHO), the Joint
United Nations Programme on HIV/AIDS (UNAIDS) and the United
Nations International Drug Control Programme (UNDCP); per-
sonal communications; and direct observation by the authors. The
authors have traveled extensively to a wide range of developing
and transitional countries and have accessed information not
readily available to the international research community.
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Results. A wide range of HIV prevention strategies
targeting injecting drug users (IDUs) has been
implemented in developing countries and countries
in transition. Interventions include opioid substitu-
tion pharmacotherapy, needle syringe exchange
and distribution, condom and bleach distribution,
outreach to IDUs, peer education programs, and
social network interventions. In some communities,
completely new models of intervention and service
delivery have developed in response to specific
local needs and limitations.

Conclusions. Although empirical data may currently
be lacking to demonstrate the effectiveness of
many HIV prevention programs targeting IDUs
in developing and transitional countries, there is
evidence that innovative HIV prevention initiatives
are being implemented and sustained in a wide
range of sociocultural settings.

I n 1992 it was estimated there were as many
as 5.5 million injecting drug users (IDUs) living
in at least 80 countries.' By the end of May 1998
the number of countries and territories reporting
injecting drug use had increased to at least 129.

Whereas there has been a relatively long tradition of in-
jecting drug use in certain regions such as North America,
Western Europe, and Australia, it is now spreading rapid-
ly throughout all global regions. When injecting drug use
emerges, the health consequences of drug injection, such
as human immunodeficiency virus (HIV) and hepatitis B
and C infection, typically follow.2 Of the 129 countries and
territories reporting injecting drug use, 103 have identified
HIV infection associated with such behavior (Figure 1).

The reasons for such rapid diffusion of injecting drug
use are complex, multiple, and dynamic.3 However, the
spread has largely been influenced by the globalization
of both the licit and illicit drug industries associated
with new communication, transportation, and financial-
sector technologies and increasing mixing of populations
between communities and across borders.

Figure 1. Countries, territories, and areas with injecting drug use and HIV infection among IDUs,
May 1998
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SOURCE: Reference 6. Figure updated with unpublished data from WHO and UNAIDS, 1998.
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For more than a decade it has been recognized that
injecting drug use can play a critical role in determining
the unfolding of the HIV epidemic in various regions,
particularly in Asia, southern Europe, and the United
States. For example, in Asia injecting drug use is the
major mode of HIV transmission, representing over 80%
of HIV cases in Kazakhstan, 75% in Malaysia, 75% in
Vietnam, and 50% in China.4 Injecting drug use also
is the major mode of HIV transmission in North Africa,
Eastern Europe, the Newly Independent States, and the
Middle East and is becoming more important in West
Africa and Latin America.5 However, there is evidence
from different countries and regions, in both the developed
and developing world, that HIV epidemics associated
with injecting drug use can be prevented, slowed,
stopped, and even reversed.&-9 Despite this knowledge
and experience, new and explosive epidemics among
injecting drug users are still being witnessed; recently, the
most dramatic examples have been from certain countries
in Eastern Europe and the Newly Independent States,
including Ukraine (Odessa and Kiev), the Russian
Federation (Kaliningrad), Kazakhstan (Temirtau), and
Belarus (Svetlogorsk).

In Ukraine, for example, until 1995 approximately
50 HIV infections were reported annually, after which
there was a rapid increase among IDUs in several south-
ern cities. Within a few months approximately 1500 new
cases had been reported.'0 By the end of 1996, the num-
ber of HIV infections reported had increased to 12,228,
at least half of them among IDUs (many HIV-infected
individuals were not classified by transmission category).
The number of HIV-positive cases newly registered
in 1997 increased to 15,443, including 7950 IDUs
and 2440 prisoners; injecting drug use is the most likely
mode of transmission for the majority of these cases
(Y Kobyshcha, personal communication, 1998).

One year later, in 1996, similar rapid increases were
reported from Belarus, Moldova, and the Russian Feder-
ation (see Figures 2 and 3). In one month, May 1996,
more than 750 new HIV-infected drug users were detected
among a population of 72,000 in the small Belorussian
city of Svetlogorsk. Of HIV infections reported in
Belarus, 87% of cases have occurred among IDUs. Figure
4 shows the rise of HIV prevalence in various cities; the
Newly Independent States have followed a pattern simi-
lar to what occurred in certain European, American, and
Asian cities eight to 15 years before.

The well-documented and -tested HIV prevention
strategies in the developed world are now being adapt-
ed and adopted in other regions, including developing

countries (such as those in Asia and Latin America) and
countries in transition (such as those in Eastern Europe
and the Newly Independent States). Such interventions
include opioid substitution pharmacotherapy, needle-
syringe exchange and distribution, condom and bleach
distribution, outreach to IDUs, peer education programs,
and social network interventions. In some communities,
completely new models of intervention and service
delivery have developed in response to specific local
needs and limitations. Although the empirical data may
currently be lacking from developing countries to demon-
strate their successes (or failures), these programs
demonstrate that innovative HIV prevention initiatives
are being implemented and sustained in a wide range of
sociocultural settings.

The design of effective HIV prevention strategies and
the development of appropriate policies and programs for
specific settings rely on the integration of three distinct
elements. First, situation assessment is essential to gain a
thorough understanding of the local situation with regard
to injecting drug use and HIV infection and to identify
potential intervention points. Second, effective interven-
tions need to be identified, developed, and promoted for
reducing HIV risk through individual and group behavior
change. Third, such interventions need to be located
within a public health context in which supportive envi-
ronments will facilitate and sustain behavior change. This
chapter focuses on the first two elements-situation
assessment and strategies targeting individual behavior
change-with a particular focus on developing countries.
The third element-a public health response-warrants a
separate and more detailed discussion beyond the scope
of this chapter. This chapter is based largely on a book
chapter that provides a more comprehensive discussion of
these three elements.'"

Situation Assessment

The acquired immunodeficiency syndrome (AIDS) pan-
demic has provided the impetus for a reorientation of
research programs targeting injecting drug use, with the
promotion of qualitative research to complement more
traditional survey methods.'2-'4 Action research, which
provides information quickly on HIV risk behaviors and
the context of substance use, is now taking priority. Such
research aims to inform the development of appropriate
interventions, policies, and programs and to facilitate a
rapid and strategic response.

The transition from noninjecting to injecting drug
use significantly increases HIV and other health risks for
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Figure 2. New HIV cases (reported by year)
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Figure 3. HIV infections by modes of transmission in the Russian Federation
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SOURCE: Pokrovski V, Russia AIDS Center. Report to UNAIDS, 1998 Mar.
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the user, particularly if the user shares needles, syringes,
and drug preparations. For each community, different
site-specific factors that influence such transitions likely
exist. For example, in India a reduction in the availability
of heroin and the prescription of injectable buprenorphine
to heroin users for the treatment of heroin withdrawal
contributed to the transition from heroin smoking and
chasing to buprenorphine injecting among users.'5-'8

Increasing attention is being given to research aimed at
identifying factors that may influence such transitions.'9'20
Just as the transition from noninjecting to injecting drug
use increases health risks, a shift from injecting to non-

injecting can reduce such risks. The analysis of situations
in which there is a natural transition from injecting to
noninjecting drug use may provide valuable information
for the design of interventions.

The utilization of rapid assessment methods has
played a critical role in analyzing the situation of HIV
infection among IDUs in a wide range of countries where

basic data have, until recently, been nonexistent or inad-
equate for the planning of interventions and policies. For
the most part, these assessments have been undertaken
by external experts utilizing various nonstandardized qual-
itative methods, and they have not been published in the
international literature. Despite this, many of the findings
have proved essential for designing effective interventions
and have provided data that otherwise would not have
been collected through traditional survey methods. For
example, observational and key informant methods have
revealed information on syringe-mediated drug sharing
and the role of ethnic minorities in heroin distribution in
the former Yugoslav Republic of Macedonia.2' In Vietnam,
cognitive mapping, peer-administered semistructured
questionnaires, and ethnographic and participant obser-
vation methods have provided information on shooting
galleries and the practices of professional injectors.22
Analysis of existing data and key informant and observa-
tional methods were used to assess injecting practices
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Figure 4. Trends in HIV prevalence among IDUs in selected cities
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and structural obstacles to the implementation of HIV
prevention strategies in Myanmar.23 In Nepal, key inform-
ant interviews and participant observation methods have
been important in monitoring changes in drug use
patterns. In several Eastern European cities, including
Svetlogorsk in Belarus and Odessa in Ukraine, drug
preparation and use behaviors have been videotaped to
assist in the analysis of risk practices. Other rapid situa-
tion assessments have been undertaken in such diverse
countries as Lebanon,24 Cameroon,25 the Czech Republic,26
Belarus, Kazakhstan, Uzbekistan, and Kyrgyzstan.

To formalize and standardize drug-injecting situation
analysis through rapid assessment methods, the World
Health Organization (WHO) Programme on Substance
Abuse (WHO/PSA) has developed a "Guide on Rapid
Assessment and Response Methods for Drug Injecting"
(IDU-RAR). To date this instrument has been piloted
in Colombia, Nigeria, Kazakhstan, and Ukraine, and its
implementation is proposed in at least 14 countries in
1998. It is being implemented in parallel with a survey
instrument that collects quantitative data on a range of
issues, including transitions from noninjecting to inject-
ing drug use, young and new injectors, and consideration
of other health consequences of drug injecting in addition
to HIV infection. The IDU-RAR instrument incorporates
principles of community involvement and development
so that data may be used to inform the development of
specific HIV prevention interventions for rapid imple-
mentation by the community. The instrument promotes
an approach in which various assessment methods and
data sources are combined, utilizing inductive approach-
es and data triangulation. WHO/PSA also is developing
other complementary rapid assessment guides, including
guides to assess substance use, health consequences, and
interventions (Sub-RAR); sexual behavior associated with
substance use (Sex-RAR); and substance use among
especially vulnerable young people (EVYP-RAR).

Strategies Targeting Behavior Change

HIV prevention strategies aim to change behavior so that
HIV risks are reduced, with the ultimate goal of eliminat-
ing risks. A wide range of strategies may be used to
target specific behaviors; the effectiveness of many of
these strategies has already been demonstrated. This
chapter does not attempt to present this evidence. Rather,
it provides an overview of what is happening in various
developing and transitional countries where limited data
are available and where many strategies, although prom-
ising, have not been thoroughly evaluated.

Provision of information on HIV transmission. The
indiscriminate and frequent receptive sharing of inject-
ing equipment and drug solutions by IDUs poses high
risks for HIV-1, when HIV infection is present in the
drug-injecting network. Minimal interventions that rely
on providing basic information to IDUs on HIV trans-
mission can significantly influence risk behaviors. Given
such information, many IDUs who share equipment
adopt various strategies to reduce HIV risks: reducing
indiscriminate sharing, sharing only with selected partners,
not sharing when blood is in the syringe, and assessing
the HIV status of potential sharing partners.27

The risk of HIV transmission may be significantly
reduced by limiting sharing partners and mixing of drug-
injecting networks.7 However, opportunities for restricting
sharing partners are often very limited in many countries.
Paraphernalia, drug possession, aiding and abetting laws,
and threats of police harassment often result in IDUs
congregating in "safe" drug-using venues where mixing of
different networks of drug injectors occurs and sharing
practices are common. For example, within shooting gal-
leries (known as "lo chich") in Ho Chi Minh City and
Hanoi, professional injector-dealers (known as the "chu")
control all aspects of the injecting process, including-
provision of the injecting equipment, drawing up of the
opioid solution from a common pot, and administering
the injections.22 The person being injected usually cannot
negotiate with the injector-dealer about how the equip-
ment is cleaned or shared with other clients. In such
situations, interventions should target not only the drug
user but also the injector-dealer, utilizing such strategies
as peer outreach and drug user advocacy groups.

Cleaning injecting equipment. The availability and
affordability of sterile needles and syringes is severely
limited in many communities around the world, particu-
larly in developing countries. The promotion of strategies
for cleaning equipment in such settings plays a critical
role. Bleach distribution programs are most widely imple-
mented in countries in which needle and syringe distri-
bution programs are severely restricted.28 Information
on cleaning techniques and bleach distribution also
are major interventions in many prison systems.29-3'
In Ukraine, a proposal is being considered to establish
the first prison HIV prevention program in Eastern
Europe that provides information on syringe cleaning
techniques and bleach distribution. Programs providing
advice on syringe cleaning techniques and condom and
bleach distribution are being implemented in Manipur,
northeastern India,31'32 other areas of India, Malaysia,
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Vietnam, Thailand, and Nepal.33 Other outreach programs
to IDUs provide HIV prevention information in Belarus,
Ukraine, Kazakhstan, the Russian Federation, China,
Myanmar, Brazil, and Argentina.

IDUs in developing countries usually do not have
the time or opportunity to effectively implement recom-
mended bleaching or other sterilization procedures. Boiling
is likely to damage or reduce the useful life of already
inadequate equipment. Bleach is often not available in
many communities and is viewed with suspicion by
IDUs, often because of its smell. In Nepal, IDUs com-
plain that bleach residue makes the needle "slippery,"
making it difficult to localize a vein when attempting to
insert the needle for injection. Whereas bleach programs
have not been demonstrated to be effective in preventing
hepatitis B and C transmission, they can provide a link
between health care workers and IDUs that may facilitate
other HIV prevention efforts.

Provision of sterile injecting equipment. Sharing of
needles and syringes may be reduced if IDUs have ready
and affordable access to sterile supplies. There is strong
evidence that increasing the availability of injecting
equipment, through such approaches as needle and
syringe exchange programs (NSEPs) and pharmacy out-
lets, reduces sharing and the risk of HIV infection.34'35

Apart from their establishment in a range of devel-
oped countries, NSEPs also have been established in a
number of developing and transitional countries, with
programs initiated in Brazil (Santos and Salvador), India,
Vietnam,36 Nepal,37 the Philippines, and even among
remote Akha hill-tribe communities in northern Thai-
land.38 NSEPs have been established in countries in
Eastern Europe and the Newly Independent States, such
as Belarus, Bulgaria, the Czech Republic, Slovakia,
Hungary, Kazakhstan, Lithuania, Poland, the Russian
Federation, and Ukraine. An NSEP was implemented in
a Vietnamese refugee camp in Hong Kong in 1996 in
response to the high prevalence of heroin injection in the
camp, although such programs have not been established
for drug injectors in the wider community.

Reducing drug-sharing practices. Ethnographic studies
from various countries have demonstrated certain drug
preparation and injecting practices that increase HIV
risk, including sharing of injecting paraphernalia and drug
preparations. For example, "frontloading" practices have
been reported from a wide range of cities in developing,
transitional, and developed countries. Such practices are
significant as independent predictors of HIV transmission

even after controlling for syringe sharing. Other sharing
practices also present risks; for example, in a Hanoi "shoot-
ing gallery," a single 200-milliliter common pot of opium
solution may provide more than 50 doses for injection in
which a single needle and syringe is used for drawing
up the solution and injecting.22 In Odessa, ready-filled
syringes and frontloading from a dealer's donor syringe
are reported as common distribution methods for "himier,"
a solution prepared from opium straw.39 In a study in
Poltava, a Ukrainian city where HIV infection is not
already established, 68% of IDUs reported that they
usually draw their drug solutions from shared containers.40
In Egypt, single injections of "maxiton forte" (an amphet-
amine-type stimulant) are provided by dealers who draw
doses from large bottles, sometimes using a common
needle.4' Anecdotal reports from Belarus, Kazakhstan,
Ukraine, and the Russian Federation indicate that human
blood may be used as a clarifying agent in the preparation
of opium solutions such as "kompot" and "himier."42 Out-
reach education campaigns and risk reduction counseling
need to take these issues into consideration, targeting not
only IDUs but also others, such as drug dealers, who
influence drug use practices.

Agonist pharmacotherapy programs. The provision of
noninjecting agonist pharmacotherapy programs can
encourage the transition from injecting to noninjecting
drug use. Oral methadone is the most widely used and
most rigorously evaluated substance for opioid agonist
pharmacotherapy. Although well established in certain
areas of the United States for more than two decades, it
was not until the late 1980s that there was a dramatic
expansion of methadone maintenance programs in other
regions, such as Australia43 and Europe, with all Euro-
pean Union countries now having such programs.44
Evidence of the effectiveness of methadone maintenance
programs in preventing HIV infection and reducing risk
behaviors has been the rationale for establishing and
expanding such programs in many countries. Whereas
some countries responded to the HIV epidemic quickly
with the introduction of opioid substitution programs
when HIV prevalence rates were still low, other countries
remained hesitant. For example, despite considerable
government reluctance to promote substitution treat-
ment in France, concerns about continuing high HIV
prevalence among IDUs played an important role in influ-
encing policy, with the government approving the estab-
lishment of methadone and buprenorphine substitution
programs in 1994. Methadone was introduced in 1995,
with prescription and dispensing limited to special
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clinics. Buprenorphine was introduced in early 1996
and was made available through primary health care
prescribing and pharmacy dispensing. Rapid expansion
of programs ensued, so that by the end of 1996 approxi-
mately 4000 heroin users were enrolled in methadone
maintenance programs and more than 25,000 were
receiving sublingual buprenorphine.

Despite the widespread expansion of agonist pharma-
cotherapy programs in many developed countries, it has
been argued that such treatment approaches are not
appropriate, feasible, or affordable for developing coun-
tries. Although often restricted to small-scale or pilot
projects, a range of such programs has been established
in Asia, Latin America, Eastern Europe, and the Newly
Independent States. Sublingual buprenorphine mainte-
nance programs have been established in India, including
a slum community in New Delhi.'5 Methadone mainte-
nance programs are being implemented in Nepal,45
Vietnam, in different regions in Thailand,46 and in Latvia,
Lithuania, Poland, Slovenia, the Slovak Republic,
Hungary, Bulgaria, and the Former Yugoslav Republic
of Macedonia. Hong Kong has a well-established and
wide-scale, low-threshold methadone maintenance pro-
gram. A methadone program has been implemented
in remote Akha hill-tribe communities in northern
Thailand. Tincture of opium is used for detoxification
and substitute maintenance in northern Thailand,47 while
anecdotal reports exist of its informal use in other
Mekong countries. Methadone, buprenorphine, and
opium tincture for detoxification have been researched
in China, where there also is interest in considering
maintenance programs.48 Despite government reservations
about opioid substitution programs in certain countries
such as Malaysia and the Russian Federation, the HIV
epidemic has put these programs on the agenda for
discussion with regard to their possible role in HIV pre-
vention. Methadone detoxification is available in certain
circumstances in Tanzania. Buprenorphine and methyl-
morphine prescription programs have been established
to treat heroin users in the Czech Republic.49

Many of the Asian agonist pharmacotherapy programs
were developed in response to dramatic increases in
injecting drug use and associated HIV risk practices.
Abstinence-based drug treatment programs did not exist,
were unaffordable, or were ineffective in preventing
relapse to HIV risk practices. Some of these substitution
programs have evolved from within the communities
where the drug users live (in response to community-
identified needs) and have been designed, implemented,
and managed by the communities themselves, often

without government support or formal approval. The
characteristics of these programs differ markedly from
those in developed countries and, in turn, may help inform
the reorientation of institutional substitution programs.
Principles of community involvement and integration
with primary health care services have made these pro-
grams feasible, acceptable, and affordable, even in slum
communities and remote tribal villages. A major limiting
factor is the high cost of some opioid substitute drugs,
which has required external funding assistance from
international development agencies or the administration
of client fees. With WHO assistance, existing opioid sub-
stitution programs are being evaluated in India, Nepal,
Thailand, and Vietnam. New pilot studies in these coun-
tries and selected other countries in the region will exam-
ine the efficacy of a range of substitute drugs, including
methadone, buprenorphine, and tincture of opium.47

Only limited research has been undertaken on oral
psychostimulant agonist pharmacotherapy programs.50
Although trials on the use of coca tea and coca leaf tablets
for the treatment of cocaine dependence have been con-
ducted in Peru,5' the efficacy of such treatment has yet
to be demonstrated.

In some countries, programs provide injectable
agonist drugs to IDUs who are not willing or able, at least
in the short term, to stop injecting. The commonly stated
aim of such programs is to attract more marginalized and
vulnerable IDUs into treatment, including those with
significant criminal involvement, health damage, and a
history of failing in other treatment programs. Although
injectable heroin and methadone have been provided for
many years in the United Kingdom, the numbers of indi-
viduals in treatment have been small and evaluation has
been limited.52 The first scientifically evaluated large-
scale study of injectable opioid prescribing-including
injectable heroin, morphine, and methadone-has
recently been completed by the Swiss National Govern-
ment.53 Another study examining the use of both
injectable and smokable heroin was proposed to start
in The Netherlands in early 1998. Although research
has been undertaken in Australia on the feasibility of
implementing clinical trials on injectable heroin,54 federal
government authorization to proceed has been withheld.

Injectable substitution programs do not exist in devel-
oping countries. However, in India, the intramuscular
injection of buprenorphine by medical practitioners and
drug treatment services in some cities is used to treat
individuals withdrawing from heroin. This common prac-
tice has inadvertently triggered an epidemic spread of
illicit buprenorphine injecting in some communities, an
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undesired effect that has implications for the education
of medical practitioners and other health care workers
in the use of parenteral treatments and the management
of IDUs.

Detoxification and maintaining abstinence. The HIV
pandemic associated with injecting drug use also has
stimulated the expansion of abstinence-based drug treat-
ment programs in many countries. Engaging and retaining
IDUs in drug treatment provides opportunities for HIV
education, other preventive interventions, and access to
primary health care. However, in acknowledging the high
rates of relapse across abstinence-based treatment
approaches, specific consideration needs to be given to
educating clients in HIV risk management and ensuring
access to sterile injection equipment if relapse occurs.

Some community-based drug treatment programs,
particularly in the Asian region (including India, Sri Lanka,
and Thailand) promote "rehabilitation before detoxifica-
tion." This approach recognizes that health risk reduction
and improvement in health status and social functioning
are valid intermediate goals, with abstinence as a longer
term objective.55 During this period of rehabilitation, indi-
viduals and family members are stabilized and prepared
for detoxification and the maintenance of abstinence, an
important component of which is dispelling myths about
detoxification. Although anecdotal reports indicate that
some of these programs are extremely effective, formal
evaluation has yet to be undertaken.

Alternative models of traditional healing are well
established in many regions where injecting drug use
is common and HIV risk is high. These models often
incorporate significant elements of spiritual healing and
symbolic ritual within a framework of holistic care and
community involvement.56 Only limited formal evaluation
has been undertaken on their effectiveness and suitability
for replication in other settings.

Reducing sexual risk practices. There is increasing
awareness that sexual transmission plays an important
role in the dynamics of HIV infection among IDUs and
their noninjecting sex partners. It is evident that more
research is required, particularly in developing countries,
to further investigate the different relationships that
exist among substance use, sexual behavior, and HIV
infection. WHO has initiated a project in collaboration
with the Joint United Nations Programme on HIV/AIDS
(UNAIDS) to investigate this issue in a range of different
populations in developing and transitional countries, includ-
ing among male prisoners and female sex workers in

Costa Rica, male military recruits and their sex partners
in Slovakia, and patrons of beer halls in Zimbabwe.

Outreach, Peer Education, and Social Network
Interventions

The specific strategies for influencing behavior change
discussed in the previous section will be effective only
if they manage to reach and are accepted and adopted
by those populations at risk. Outreach strategies aim to
deliver information and services to hard-to-reach popula-
tions and establish links between IDUs and health serv-
ices. Various models of outreach exist, including targeting
individual IDUs and communities or networks of IDUs.
Particularly vulnerable groups include the urban poor;
street children;57 prisoners;30 sex workers; itinerant and
guest workers; remote rural communities; refugees and
displaced people from civil conflicts and natural disasters;
ethnic minority, tribal, and indigenous groups; individuals
with physical and mental disabilities; and communities
living in drug-producing areas. Different forms of inter-
ventions targeting IDUs have been implemented success-
fully in these difficult settings, including peer-led HIV
prevention education programs, bleach and condom dis-
tribution, needle-syringe exchange programs, and opioid
substitution programs.

Networks of IDUs provide excellent opportunities for
outreach programs to influence peer group and social
norms. Peer education programs among drug users have
been shown to be effective in reducing both HIV risk
behavior and HIV infection rates,58 whereas peer-based
needle-syringe exchange programs have been shown to
be more effective in reaching new clients than pro-
grams conducted by nonpeers.59 The use of ex-IDUs as
peer educators also plays an important role in intervention
programs in developing countries such as India5,32 and
Nepal.37 In some communities, new models of outreach
have been developed that aim to involve IDUs more
effectively as outreach workers.60 In some countries
(notably Australia and many European countries), drug
users have organized to form drug users' organizations for
advocating on behalf of IDUs and for implementing HIV
prevention programs (including peer outreach, education,
and needle-syringe exchange).6' Such groups are now
emerging in various developing countries such as India.62

The Role of Public Health and Health Promotion

Strategies targeting individual behavior change will be
successful only if they are positioned within a public
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health context, recognizing the complexities of interper-
sonal, social, cultural, and environmental interactions.
The Ottawa Charter on Health Promotion63 provides a
useful framework for designing an integrated public
health response to HIV infection associated with inject-
ing drug use, incorporating five areas for action: building
healthy public policy, creating supportive environments,
strengthening community action, developing personal
skills, and reorienting health services. (A more detailed
discussion on this issue is presented elsewhere.")

Conclusion

Whereas it is recognized that injecting drug use poses a
wide range of health risks and requires a broad-based
response, there are specific intervention components that
have been demonstrated to be effective in preventing
HIV infection. Situation assessment will inform how
these specific HIV prevention interventions may be
adapted and combined to form a comprehensive and inte-
grated strategy. The vigorous and early implementation
of such a strategy, while the prevalence of both injecting
drug use and HIV infection is low, will be most effective.

This can occur only if there is a supportive policy envi-
ronment that requires a public health response involving
intersectorial cooperation across all areas. Both individual
interventions and comprehensive strategies have been
demonstrated to be feasible not only in developed coun-
tries but also in developing and transitional countries.

The views expressed in this chapter by named authors are solely the
responsibility of those authors.

The designations employed and the presentation of the material in
this chapter do not imply the expression of any opinion whatsoever
on the part of the authors or the organizations with which they are
affiliated concerning the legal status of any country, territory, city,
or area or of its authorities, or concerning the delimitations of its
frontiers or boundaries.
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