TOOL 3: 
Explaining harm reduction as the effective response to HIV/AIDS among and from injecting drug users 
This contents of this booklet are largely adapted from Fact Sheets developed by the Burnet Institute.  The complete Fact Sheets together with references can be found at: www.burnet.edu.au
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Preface

The HIV/AIDS epidemic is predominantly driven by the sharing of needles and syringes by people who inject drugs and represents one in ten new cases of HIV transmission world-wide.  In South East Asia injecting drug use represents nearly half of all new HIV infections. Since 1997 the prevalence of HIV among people who inject drugs has continued to rise.

Injecting drug use is potentially a bridge for HIV transmission to the wider community, partly due to the crossover with sex work.  A recent literature review found that between 30–60% of people who inject drugs from most regions reported paying for sex with female sex workers
.  An assessment conducted by the Asia Regional HIV/AIDS Project in China and Myanmar found that an average of 77% of injecting drug users reported no condom use with their spouse, while 50% reported no condom use with commercial sex workers
.  The virus can also spread from the female partners of people who inject drugs to their children during pregnancy.  

Conditions which allow HIV/AIDS to flourish are known to exist in most “closed settings” around the world.
 
  HIV prevention approaches adopted by National HIV/AIDS Programmes should apply equally to prisoners and to the those who are living in the community.  

As a response to illicit drug use, harm reduction can work together with supply and demand reduction measures to provide a comprehensive response to HIV prevention.  Harm reduction approaches have been demonstrated to be both effective and cost effective in reducing the spread of HIV among and from people who inject drugs,
, 
, 
, 
.  An international evaluation carried out in 99 cities around the world showed a reduction in HIV transmission risk by 19% in cities with harm reduction programmes, compared to an 8% increase in cities without them
.  Harm reduction interventions have also been shown to be safe, do not lead to an increase in the number of drug users, or the frequency of drug use. 

This booklet is a summary of extensive evidence from around the world for harm reduction responses to HIV/AIDS epidemics among and from people who inject drugs.  It describes the key issues involved in working with drug users to prevent the transmission of HIV/AIDS.  It is based on scientific evidence, current practice and latest research, presenting an outline of the core interventions which can work together to control HIV/AIDS epidemics among and from people who inject drugs.

Acronyms used in this document

AIDS

Acquied Immune Deficience Syndrome

ARHP

Asia Regional HIV/AIDS Project

ART

Anti Retroviral Therapy

BBV

Blood Borne Virus

CHR

Centre for Harm Reduction, Burnet Institute

HBV

Hepatitis B Virus

HCV

Hepatitis C Virus

HIV

Human Immuno-deficiency Virus

IDU

Injecting Drug Users

IEC

Information, Education, Communication

MMT

Methadone Maintenance Therapy

NSP

Needle and Syringe Programme

STI

Sexually Transmitted Infections

VCT

Voluntary Counselling and Testing

1. A global overview of HIV/AIDS & IDUs

Since the beginning of the HIV/AIDS epidemic about 65 million people have been infected with HIV and 28 million people have died of AIDS. In 2008, an estimated 40 million people worldwide were living with HIV, five million of whom were newly infected. More than three million people died of AIDS in 2008. The most at risk of HIV/AIDS are young people. About 12,000 people aged between 15 and 24 get infected with HIV every day.

“200 million people use illicit drugs”

Running side by side is the worldwide epidemic of illicit drug use. Research suggests about 200 million people use illicit drugs with 10 to 15 million of them injecting their drugs. HIV/AIDS among injecting drug users (IDUs) has been reported in 144 countries.

The dual epidemic of HIV and IDU is increasing. Globally, between 5 and 10 per cent of all HIV infections result from injecting drugs but in some countries it is more than 50 per cent. Injecting drug users (IDUs) are a key population group to target to prevent the spread of HIV/AIDS. Unfortunately, in most countries, the response has been grossly inadequate and has had little impact upon HIV rates among IDUs. Some countries, however, have managed to prevent, slow or stop the spread of HIV/AIDS among IDUs. They have achieved this by adopting wide ranging harm reduction programs.

Asia Region

Since the late 1980s, Asia has experienced the twin epidemics of injecting drug use and explosive rates of HIV/AIDS. Although the overall HIV prevalence is relatively low, the actual number of people infected is substantial: approximately 8.5 million people have HIV. Drug production continues to flourish in several Asian countries and drug using populations develop rapidly along drug trafficking routes, creating new drug markets and new HIV threats in host countries.

“Asia is likely to have the most IDU/HIV cases in the world”

Rapid social changes in much of the region, combined with the availability and accessibility of modestly priced heroin and amphetamine type substances, have resulted in a dramatic rise in drug consumption. The transition period from smoking and/or ingesting drugs towards injecting has diminished. The practice of drug injecting is common and increasing. Estimates suggest there are at least six million IDUs in the region and according to UNAIDS, Asia is likely to have the most injecting drug related HIV cases in the world.

Explosive epidemics of HIV among IDUs in various Asian countries began in the late 1980s. The prevalence of HIV infection among IDUs has often reached 60 to 90 per cent within six months to a year after the appearance of the first case. 

Many Asian countries are confronting serious HIV/AIDS epidemics among IDUs. For example, in Vietnam IDUs account for 65 per cent of total reported cases. The cross over between IDUs and sex workers is well underway. Many IDUs participate in risky sexual practices and rarely use condoms. Such behaviours have led to the spread of HIV infection to the general population. 

Interventions to address this worsening crisis have either not been implemented or have proven woefully inadequate. Currently, much less than 10 per cent of all IDUs in Asia have access to harm reduction programs.  

Coverage indicates the proportion of people injecting drugs who are accessing harm reduction services. In the provinces most affected in Vietnam (where prevalence among IDU is above 5%), the World Health Organisation recommends a target of 80% coverage in order to impact on the epidemic, while in provinces with prevalence below 5%, 50% coverage is necessary
.

2. Supply, demand & harm reduction

The traditional approach to controlling drug use is to focus on law enforcement to reduce the supply of drugs reaching the community. This is coupled with other strategies to reduce the demand for drugs. Supply and demand reduction strategies have limited impact upon current illicit drug users, particularly those users that are determined to keep on using despite the risks.  The terms supply reduction, demand reduction and harm reduction are not mutually exclusive and can complement each other. 

The emergence of HIV/AIDS, and its rapid spread among injecting drug users (IDUs), meant that effective strategies had to be developed and adopted – these effective strategies form the harm reduction approach, which can co-exist with supply and demand reduction.

What is supply reduction?

Supply reduction means using various strategies to disrupt the production and supply of illicit drugs. The strategies may include:

· destruction of the crops from which many illicit drugs are derived

· introducing crop substitution as a replacement 

· removal of the precursor chemicals required for the processing of various drugs such as plant-based drugs (opium into heroin) or in the manufacture of synthetic drugs such as methamphetamine or ecstasy

· interrupting the trafficking of drugs along the various shipping, air and road transport routes.

“Basically when people want drugs they will find a way to get them”

Basically, when people want drugs (demand) they will find a way to get them (supply) whether it means finding a new supplier or changing to a new drug. Supply and demand reduction strategies do not stop this from happening.

Countries which are significant cultivators and/or manufacturers of illicit drugs, such as Russia, Afghanistan, Myanmar and Colombia have chronic political instability, poverty and corruption which inhibits supply reduction. Introducing effective supply reduction is prohibitively expensive and requires massive human and technical resources. Some drug seizures are large and law enforcement agencies and governments publicise them greatly, but over 90 per cent of all drugs still reach the market.

Research shows that the global illegal drug trade industry is flourishing. It is worth about US$400 - $500 billion a year and is a part of the ‘black economy’. It is one of the largest sectors of international trade and completely outside government control. In terms of global industries, as part of the black economy, it is second in magnitude only to the arms trade, and just ahead of prostitution. The three are often inextricably linked, with money from drugs and prostitution financing arms deals. No country is free of corruption and the huge unprecedented profits from the illicit drug trade allow corruption to flourish. 

Lastly, from a public health perspective, supply reduction has had some unintended and disastrous consequences. Research shows that closing down one trafficking route often leads to the development of new trafficking routes and new populations are exposed to drug use and in turn HIV/AIDS.  The objective should therefore be to set some agreed achievable goals for supply, demand and harm reduction approaches to work together without creating further harm.

What is demand reduction?
Demand reduction means trying to prevent people from wanting to and taking illicit drugs. The various approaches may include:

· providing education and information to the general community, young people (often within school-based programs) and drug users to enable them to make informed decisions about drugs; schools can also support harm reduction approaches by having a strong emphasis on student welfare programs that link students with problematic drug use into support agencies including harm reduction approaches.

· treatment for drug users such as detoxification, drug substitution and social rehabilitation of drug users by promoting employment prospects and re-integrating drug users into the community

· community development which addresses poverty, promotes economic opportunities and the integration of people into meaningful social structures.

Research has shown that drug education programs often only work best for those who need it least. Scientific evaluations of various drug education programs show they are generally ineffective at reducing or stopping drug use. The largest drug education program in the United States, operating for 20 years, is called Drug Abuse Resistance Education (DARE). Various studies have shown it to have little effect on student drug use. In 2001 the U.S. Surgeon General announced DARE was an ineffective program.

Analysis of other drug education programs shows they can affect people’s attitudes to drugs and increase their knowledge about drugs, but reduction of drug use is rarely achieved. The majority of drug education programs view abstinence as the sole measure of success. The failure of these programs largely comes from ignoring why people start and continue to take drugs. It is crucial to examine the links between drug use and society such as unemployment, poverty, political and cultural factors. Various forms of drug treatment exist including:

· detoxification

· residential rehabilitation

· therapeutic communities

· drug substitution therapies.

These approaches are widely used in drug demand reduction with varying degrees of success. The focus of detoxification is to manage drug withdrawal with the aim of long term abstinence. Detoxification succeeds in removing people from the drug scene in the short term but the relapse rates usually approach 100 per cent.

Longer term treatment in therapeutic communities and residential rehabilitation has been used in varying forms worldwide, but it is expensive, slow and often requires constant repetition.  Mandatory “rehabilitation” in corrective centres are not surprisingly, associated with high relapse rates (see also section 8 regarding “closed settings”).  Many programs do not have a comprehensive understanding of drug users. Dependency is sometimes seen as behaviour requiring punishment rather than as a medical condition. Drug substitution therapy (for example, methadone maintenance therapy) has excellent results for many drug users, especially for chronic relapsers.

These benefits include:

· reduction in criminal behaviour

· decrease in illicit drug use

· improved job performance

· reduction in HIV-related risk behaviours

· improved retention rates in treatment

· assisting drug users to regain control of their lives by lessening relapse.

Lastly, demand reduction also focuses on community development and tries to address some of the root causes of drug use. But there are no quick solutions to deeply entrenched social and psychological risk factors for drug use.

What is harm reduction?

A principle element of harm reduction is to reduce the harmful consequences of drug use without necessarily reducing drug consumption.

Some major harmful consequences of illicit drug use are:

· sharing of injecting equipment which can lead to transmission of blood borne diseases such as HIV/AIDS and Hepatitis

· the social costs of widespread drug use

· economic costs of treating people infected with HIV/AIDS

· legal costs of imprisoning drug users

· the criminalization of drug use leading to the denial of basic health care and other social services.

It is noteworthy that many of these costs are associated with the “illicit” nature of the use of some drugs, rather than the drugs themselves.

“Harm reduction aims to keep drug users alive and healthy”
The philosophy of harm reduction is to encourage drug users to progress towards reduced harm and improved health at a speed which is more acceptable and realistic for them. Importantly, it does not stigmatise those who practise high-risk behaviour, recognising that such behaviours result from various complex social, environmental, economic, cultural and personal factors. The aim of harm reduction is to keep drug users alive, well and productive until treatment works or they grow out of their drug use and can be reintegrated into society. The strategies of supply and demand reduction are primarily focused on mid to long term goals and consequently do not address the rapid transmission of HIV/AIDS. With harm reduction the emphasis is on short term practical goals, compatible with long term idealistic goals. Harm reduction involves multiple strategies including:

· drug substitution programs (which is also part of demand reduction)

· outreach programs and peer education

· needle and syringe programs.

Scientific evidence shows that harm reduction remains the only successful effective approach to tackling HIV/AIDS among illicit drug users yet devised. Providing sterile needles and syringes plays a crucial role in decreasing the level of equipment sharing and lowers the spread of HIV/AIDS, Hepatitis B and Hepatitis C among IDUs. Outreach and peer education are good ways to reach at risk drug users, enabling them to reduce their risk behaviours and minimise their risk of blood borne viruses and other health problems. Harm reduction is pragmatic, humane, effective and holistic.

Harm reduction: a partnership approach.

Harm reduction is realistic, humane and has been successful in reducing the spread of HIV/AIDS. While there are substantial differences between supply, demand and harm reduction, the three approaches can co-exist, complement each other and work together to contain the spread of HIV/AIDS.

Partnerships at all levels, particularly between those Ministries and Departments that directly or indirectly target drug users including Health, Public Security, Social Security, Justice and Drug Control, are a critical structural response.  The health and law enforcement sectors should work in partnership to develop and support legislation, policy and practice that facilitates effective HIV prevention.

Harm reduction programmes cannot function without effective partnerships at site level, and sustainability will be compromised without the necessary cooperation at provincial and national levels.  Capacity building for police and health workers must highlight the importance of the role they can play and the public health imperative.  At site level, this will enhance police and health cooperation, facilitate access for NSP and substitution therapy clients, and allow people who inject drugs to be contacted through outreach work.  The law enforcement sector can provide the means for users to access treatment through diversion programs and implement harm reduction programs to people in custody such as methadone therapy.  Police and health sector representatives should establish joint “steering committees” designed to resolve any programme issues as they arise.  Appropriate guidelines for police should be developed with regard to NSP and drug treatment clinics, non-fatal drug overdoses, and drug user organisations.

3. Understanding harm reduction

The rapid spread of HIV/AIDS among IDUs in the 1980s provided the momentum for harm reduction to be recognised as a fundamental way to stop the spread of HIV/AIDS. Harm reduction is what it says – it is about reducing harm to drug users and the wider community. Harm reduction recognises the reality of drug use: that some drug users will not stop using drugs despite the risk of HIV/AIDS and other blood-borne viruses. Countries need to adopt a broad range of innovative programs to tackle the problems of HIV and drug use. Research shows that harm reduction is the only successful approach developed so far to deal with illicit drug use and HIV/AIDS.

“Harm reduction recognises... that some drug users will not stop using drugs despite the risks”

Harm reduction has evolved and been refined over a long period and has been used in various ways to address public health issues. The explosive HIV transmission among IDUs in some Western countries in the early 1980s led to harm reduction being adopted in the official drug policies of various countries. The need to address the spread of HIV among drug users cannot be overstated: in some parts of the world the HIV infection rate among IDUs climbed from zero to 50 per cent within six months. 

The need to address the spread of HIV among drug users cannot be overstated

The principles of harm reduction

Principle One: Short term pragmatic goals

Harm Reduction places an emphasis on short term pragmatic goals over long term idealistic goals. The efforts to prevent rapid HIV transmission need to begin as quickly as possible. The rapid potentially explosive spread of HIV infection must be prevented first or the longer term goals of abstinence and vocational rehabilitation will be meaningless. Prevention activities are best begun before the prevalence of HIV among IDUs is greater than five

percent in order to prevent a rapid rise in HIV levels.

Principle Two: Hierarchy of risks

It is good to establish a hierarchy of risks for avoiding HIV infection from drug use:

· Stop or never start using drugs

· If you use drugs, use them in any way except injecting

· If you continue to inject, do not share needles, cookers/spoons or filters with other drug users/ or use new injecting equipment every time – if you use new injection equipment every time, you cannot catch viral infections such as HIV

· If you need to re-use any equipment, use your own injecting equipment every time: if you re-use your own injection equipment every time, you cannot catch viral infections such as HIV (unless someone else has used your equipment without your knowledge)

· If you need to re-use any equipment including someone else’s equipment (needle or equipment sharing), clean needles by an approved method. There is some risk of HIV transmission after needle cleaning, but cleaning in an approved manner will reduce the likelihood of transmission.
Principle Three: Multiple strategies

Harm reduction involves multiple strategies. All the different approaches and programs should be considered as complementary, working at multiple levels from the street or the school to the provincial and national government. Explosive HIV epidemics among IDUs have occurred in a wide range of cities over the past 20 years. Research suggests a variety of interventions can prevent HIV transmission. Some of these interventions are:

· Information programs informing IDUs of the risks

· Establishment of drug treatment and substitution programs

· Outreach programs and peer education

· Provision of sterile needles and syringes, distribution and disposal programs

· Over the counter sales of injecting equipment

· Voluntary counselling and testing for HIV among IDUs

· Access to primary health care

· Removing barriers to safer injecting – laws and police practices

· Targeting special groups: for example, prisoners, ethnic minorities and women

Principle Four: Participation of drug users

Drug users are not passive recipients of services, they must be viewed as playing a vitally important role in the prevention of HIV/AIDS. Involving current and ex-drug users in designing, promoting and delivering services to IDUs is an important principle for HIV prevention programs. Drug-user organisations, where they exist, can represent the

interests of drug users, advocate on their behalf and support and implement HIV and other programs for drug users.

Increasingly, harm reduction approaches have been adopted and adapted to the needs of different countries or communities. They provide an alternative approach and framework to deal with drug using problems. Harm reduction has a long history of bringing great benefits to individuals and communities through the application of pragmatic, humane, effective and holistic principles.

4. Needle and syringe programs

Needle and syringe programs (NSPs) are crucial in reducing the spread of HIV/AIDS to and from IDUs.

“Many IDUs are unable to stop their drug use”

HIV/AIDS can pass from an IDU to others by sharing contaminated injecting equipment and through unprotected sex. Many IDUs are unable to stop their drug use and need assistance to minimise the risks. Needle and syringe programs address this need by distributing sterile injecting equipment, collecting used equipment, providing education and referrals for health care, counselling, testing and drug treatment.

The objectives of needle and syringe programs

Needle and syringe programs are an important public health measure. They reach out to often hidden and marginalised populations of IDUs. NSPs may have several objectives:

· To increase the use of sterile needles and syringes by distributing sterile injecting equipment to IDUs

· To remove used and potentially contaminated injecting equipment from circulation in order to break the chain of transmission of HIV and other blood borne viruses

· To distribute other equipment related to injecting: spoons, alcohol swabs, sterile water and materials such as condoms for safer sex

· To act as a point of contact for information, education and communication materials about safer injecting practices, cleaning of used injecting equipment, and how to prevent other blood borne viruses and sexual transmitted infections

· To provide a contact point for general counselling, voluntary HIV counselling and testing, primary health care, referrals to social and medical services including drug treatment programs.

The types of needle and syringe programs

Needle and syringe programs have developed according to specific cultural conditions and injecting drug user populations. They need to be located near to where IDUs live or buy their drugs. There are three main types of NSPs:

· A fixed site, such as a shop front or health care facility, a place where IDUs can come to collect and dispose of injecting equipment

· Mobile services often consist of a van that follows a regular route stopping at several locations

· An outreach service where workers travel through various areas distributing sterile injecting equipment and collecting used equipment for safe disposal.

“NSPs are crucial to stop the spread of HIV/AIDS”

Other ways for IDUs to get injecting equipment include buying them from a pharmacy, having a physician prescribe injecting equipment and using needle/syringe vending machines. The disadvantages of these methods are that they may be too expensive, the IDU may experience discrimination and prejudice from the pharmacist or doctor, there may be legal opposition to such schemes, and reduced opportunistic intervention through service provision and referral.

“Providing sterile needles and syringes does not increase

drug use”

The proven attributes of needle and syringe programs

Scientific evaluations and research have established that needle and syringe programs:

· Effectively reduce the transmission of HIV, Hepatitis B and C. In cities where NSPs were introduced, HIV infections decreased by 5.8 per cent per year as opposed to cities without NSP where HIV infections increased by 5.9 per cent per year

· Reduce the sharing of injecting equipment

· Do not increase drug use or increase the frequency of drug injecting

· Do not recruit new IDUs or lower the age of first injecting

· Do not increase the number of needles discarded in a community

· Do address the issue of safer sex by providing condoms

· Do provide and promote primary health care

· Do spread health information

· Do act as an effective bridge for those people wanting detoxification, treatment and drug substitution therapy

· Do promote voluntary counselling and testing for HIV and Hepatitis B and C

· Are cost effective.

NSPs have been established throughout Western Europe, North America, Australia, the United Kingdom, Russia and the Newly Independent States, Eastern Europe, parts of South America and Asia. Currently at least 77 countries and territories have at least one such program. While there is considerable variation in the needle and syringe programs, scientific evidence clearly shows that:

· the provision of sterile needles and syringes does not increase drug use or crime

· they play a crucial role in decreasing the level of needle/syringe sharing

· and lessen the spread of HIV/AIDS, Hepatitis B and Hepatitis C among IDUs.

It is this last fact alone that has led numerous independent scientific bodies worldwide to endorse NSPs as an important, even vital, component of any comprehensive and effective HIV prevention program for IDUs.

5. The value of peer education
The rationale behind peer education

People learn social behaviours, such as those linked to drug use, by observing and being influenced by the behaviours of significant others. Research shows that drug users will often more readily accept and trust information on drug related matters from their peers rather than from other sources. Peer education is consistent with a number of well established social and psychological theories and can play a role in changing drug related attitudes and behaviours.

What is peer education?

Peer education is an old concept and has been used with many groups of people. In the 1980s with the emergence of the HIV/AIDS epidemic, peer education was used successfully to contact homosexual men and sex workers to give them information about safer sex and avoiding HIV/AIDS. Within the context of drug use, a highly stigmatized and illicit behaviour, peer education is perhaps the only way to reach and inform many drug users who would not be reached by more mainstream or traditional forms of education.

Why is peer education useful?

Research shows that drug users experience a great deal of hostility from the wider community because their behaviour is regarded as socially and legally unacceptable. Many drug users also experience widespread discrimination and prejudice which leads to a sense of marginalization from society. Drug users are often reluctant to use mainstream health and welfare services as many have had bad experiences with them. The drug sub-culture can be difficult for outsiders to penetrate and this is where peer educators are especially crucial. 

It is crucial that drug education is credible. Throughout the world drug users do not trust in the information that comes from official channels. Peer educators, with their insider status, privileged access to other drug users and ability to be a non-threatening source of information are extremely important. Peer educators’ ability to reach and educate large numbers of drug users means they are essential to programs targeting drug users.

6.  Outreach for the drug using community 

The role of outreach 

Outreach can broadly be defined as community activities that seek to make contact with, and provide services to, hard to reach groups, such as drug users. Drug users’ needs, and the issues in their lives, are complex. The role of a skilled outreach worker is to disentangle the drug use from the health and social problems. The outreach worker then needs to determine the services which can help and are most appropriate for the user. Most outreach services are directly linked to (or a part of) other services such as needle and syringe programs, drug substitution and other drug treatment programs. They may also be linked to other health and social services.

What do outreach workers do?

Outreach workers have a range of tasks to accomplish during contact with drug users, these may include:

· Providing materials such as condoms and new needles and syringes - this contact builds up trust which allows other educational messages to be presented, such as ways of reducing risky behaviours

· Providing an opportunity to collect information from drug users on various topics ranging from drug using practices to the type of drugs used

· Providing an opportunity to conduct research and allowing drug users time and space to spend with the outreach worker

· Giving out leaflets, newsletters and other printed materials on issues relevant to drug users, for example instructions on how to clean needles and syringes or how to use a condom

· Organising activities such as arranging simple social events or peer education training sessions
· Providing an opportunity for referrals such as drug treatment, pre and post HIV/STI/Hepatitis B and C counselling and medical, social and economic services 

It is difficult for outreach workers to meet all of the needs of drug users so maintaining close contact with a referral network has many benefits. Once trust is established the outreach worker can be a conduit for drug users to link up with mainstream health services.

Substantial evidence supports outreach programs as an effective way to reach at risk drug users. Outreach can help drug users to reduce their risky behaviours, deal with their health problems and educate them about HIV/AIDS and other blood borne viruses. Research also shows that outreach workers help drug users make use of other services such as voluntary pre and post test HIV counselling, needle and syringe programs and drug treatment programs.

7. Female drug use, sex work and the need for harm reduction
More women throughout the world are becoming infected with HIV/AIDS. Most HIV transmission among women comes from unprotected penetrative sex but research shows the link to injecting drugs is on the rise. Generally, women’s drug use is increasing worldwide. Although the number of female injecting drug users involved in sex work is small, compared to the total number of sex workers or drug injectors, they can contribute disproportionately to the HIV/AIDS epidemic. 

As with other vulnerable high risk groups, female drug users often lack personal power and skills, experience a lack of community support and access to health care and social services. Too often services for female drug users either do not exist or are too under developed to have an impact on their lives. Effective responses and interventions for female drug users need urgent attention.

 “Women’s drug use is increasing worldwide”

Female versus male drug use

Research shows women are less likely than men to use illicit drugs. This imbalance is redressed when prescription medications, such as tranquillisers, are taken into account. In many western countries the proportion of female IDUs rarely equals that of male IDUs: the estimated ratio of male to female IDUs is generally three to one. In most developing and transitional countries drug use among women is considered a minor problem because less than 10 per cent of IDUs are women. In some regions of Asia, however, the percentage is rising which requires a closer monitoring of the situation.

The stigma associated with drug use is more keenly felt by women

The fear of social hostility manifests in many ways for example, women drug users’ reluctance to seek treatment for their drug use because they fear rejection by the health authorities. It is of little surprise that women drug users are under represented in drug treatment facilities when their experiences of stigma and discrimination can be so pervasive. This situation is not helped by the fact that treatment services in most parts of the world are designed for men, leaving the specific needs of female drug users unaddressed.

“Selling sex and drug injecting increases the risk of HIV”

Drug use and sex work 

Worldwide the combination of sex work and women IDUs is increasing. Once drug dependency is established, sex work can become a means to sustain it, and a vicious cycle is established. Women IDUs can trade sex for money or drugs. Other women end up in sex work because of their poverty or they are forced into sex work which can lead to drug use. Among sex workers, injecting drugs may also be highly stigmatised which can lead to further hiding of the practice. Selling sex and drug injecting increases the risk of HIV. Depending on the degree of drug dependency, a sex worker may be further placed at risk when a client refuses to use a condom. The craving for drugs may overwhelm the ability to negotiate safer sex with the client. Female IDUs who exchange sex for drugs or cash may not identify themselves as at risk of HIV because they do not identify themselves as sex workers. Health messages need to take this into consideration.

Effective responses and interventions

An increase in the number of female drug users and their vulnerability to HIV, and other adverse health, social and economic consequences, requires a range of effective responses and interventions. Some of these include:

· Gathering more information to better understand the context of female drug users

· Treatment services need to be more accessible, non punitive, friendly, gender  sensitive, employ female staff and, when required, provide a space for children

· Drop in centres for women and children only which can double as safe spaces

· Outreach services targeting women and the use of female outreach workers
· Increase availability of information to women

· Reaching out to sex workers and incorporating harm reduction messages such as safer injecting and issues of sexual health

· Inform and educate existing female services of the issues related to female IDUs – many female IDUs already have access to generalised female services

· Improving primary health care is crucial and specific health problems ranging from gynaecological to pregnancy need addressing

· Creation of a women’s support group as a move towards empowerment and improved self-esteem

There are various factors at play in the rise of female drug use. In examining issues associated with HIV vulnerability it is important to consider the roles and responsibilities of women in society. Women’s marginalisation, risky behaviour and fear of identification as drug users all increases their vulnerability to HIV/AIDS and other health and social problems. The increased cross-over between women IDUs and sex work further enhances the possibilities of the spread of HIV infection from IDUs to the wider community. Women drug users urgently require attention with effective harm reduction programs being developed to specifically target their situations and vulnerabilities.

8. Harm reduction interventions in "closed settings" 

The response to illicit drug use across Asia has been dominated by punitive activity that results in drug users being jailed or put into compulsory treatment and rehabilitation centres.  This is despite clear evidence that these mandatory institutional, "closed”, settings are not only ineffective in assisting drug dependent people to cease drug use, but also significantly exacerbate HIV transmission among and from this population.  Drug use and sexual activity continue within such settings, and detainees will return home with the attendant risk of transmission to partners, families and communities.  Whilst inmates are generally able to access injectable drugs, injecting equipment is less available, and sharing is the norm.  

The response in many countries has been to provide HIV/AIDS education for staff and inmates, however it is evident that awareness of risks alone will not significantly impact on HIV/AIDS prevalence in prisons.  Some prisons are now finding that successful control of the epidemic in correctional facilities can be achieved through implementation of additional harm reduction interventions including the provision of prevention commodities such as bleach for sterilisation of injecting equipment, NSP and condoms, and provision of substitution therapy, and Voluntary Conselling and Testing (VCT) with Antiretroviral Therapy (ART).  The implementation of these interventions reflects the pragmatic acknowledgement that, even in the highly controlled environments of closed settings, supply and demand reduction approaches will not completely eliminate drug use, and that the associated risks for inmates and society should be actively reduced.  These interventions have been implemented successfully for over ten years in some countries, proving effective in reducing the risk of HIV transmission in prisons and other closed settings.  

HIV prevention education and access to the means of prevention (condoms, needles and syringes, substitution therapy, bleach, peer education, IEC) are required in these settings.  A review and reform of policy that may otherwise obstruct harm reduction programmes in closed settings is required.  Legislative change or amendment is required to move away from a punitive approach as the major response to drug use, towards addressing the issue in socio-medical terms.

Approaches adopted by National AIDS Programmes should apply equally to prisoners and to the community.  This country, like similarly affected countries in the region, has an excellent opportunity for including drug users in closed settings early in the scaling-up of substitution therapy, HIV treatment and voluntary testing and counselling.

9. Drug treatment

There is no drug treatment that works for everyone and some treatments are more effective than others. Drug treatments focus on changing behaviour and/or prescribing alternative drugs (for withdrawal and drug substitution) or a combination of both. Drug treatment is particularly important when nations are faced with an epidemic of HIV/AIDS among injecting drug users (IDUs). 

In Asia, drug dependence treatment is, in many cases, within a social affairs, justice and public security portfolio; the involvement of the health sector in provision of evidence based drug dependence treatment has become a key issue.  Drug dependence treatment has generally been under-resourced and has often had the effect of taking those caught for using illicit drugs out of their communities, without providing any credible treatment or therapy.  In most countries, a range of evidence-based, voluntary drug dependence treatment is not widely available, and there are reports of growing private sector entry into this area, yet few countries have standards or service accreditation mechanisms in place.  Effective, transparent systems are required for monitoring and evaluating services and programmes.  

Where treatments are provided by the State, these are usually based on simple efforts to achieve abstinence, however relapse rates in excess of 90% are associated with these programmes
. Countries should ensure provision of an array of quality controlled, evidence-based drug dependency treatments, including maintenance.substitution therapy.  This will have positive outcomes both in terms of HIV prevention and general health and lifestyle improvements among clients.

Investment in treatment programs can yield significant returns from the reduced drug related crime and health care alone. Mandatory abstinence based treatment options, however, often do not have high success rates with frequent relapse being the norm. The journey to long term abstinence is a slow and incremental process. While research supports some treatments, many developing and transitional nations do not have the capacity or resources to provide such interventions. A balanced approach is required: treatment options should not be considered as the only way forward  for HIV prevention among drug users. Treatment programs can also support harm reduction by, for example, linking users into harm reduction interventions and methadone after detox, teaching clients how to manage and prevent overdose, by providing a break from harmful use, and through education about safer using principles.

Detoxification
Detoxification involves the provision of various interventions to manage withdrawal with safety and comfort. However, many drug users manage withdrawal without assistance from detoxification services. While others may be assisted by family or friends or other services. As detoxification addresses only the physical dimension of dependence, it cannot be regarded as a treatment for drug dependency. Given the chronic relapsing state of drug dependence, relapse following detoxification is commonplace.
Drug subsitution: Dealing with chronic drug problems

Many chronic drug users develop compulsive craving for their drug of choice and this persists despite the threat of HIV/AIDS. For many people drug use becomes a chronic relapsing disorder: relapses can occur even after long periods of abstinence.

“Many chronic drug users develop compulsive craving”

Not all forms of treatment are equally effective and no single treatment is appropriate for everyone. Research shows that drug substitution can provide a way out of illicit drug dependency and reduce drug related harm – for those drugs for which substitutes exist. Several forms of substitute drugs are available for those chronically dependent on heroin and other opiates.

What is drug substitution?

Drug substitution involves replacing the illicit drug a drug user is taking with another similar acting but medically prescribed drug. 

A common initial reaction to substitution therapy is that it just replaces one drug of dependency with another and encourages or condones drug use. This is not true as the pharmacological effects are markedly different. For example, with a drug substitute there is no rush or euphoric effect and the regular, fixed doses wear off more slowly than heroin. Substitution treatment provides the opportunity to stabilise a drug user’s life, by addressing their physical dependency, reducing various health, social and economic harms, and removing them from the criminal milieu of the drug scene.

The aims of drug substitution

Opiate dependence is a chronic relapsing disorder. While detoxification may lead people into drug treatment, research shows its long term effectiveness is generally poor. In many countries substitution and maintenance programs have had good results. The aims of drug substitution therapy are:

· to reduce the risks of contracting or transmitting HIV/AIDS and other blood borne viruses

· to switch users from ‘black market’ drugs of indeterminate quality, purity and potency to legal drugs of known purity and potency

· to minimise the risks of overdoses and other medical complications

· to switch from an injected to a non-injected substance

· to reduce the sharing of injecting equipment

· to reduce the motivation and need for drug users to commit crimes to support their drug habits and to keep them out of prisons

· to maintain contact with drug users

· to attract drug users into counselling, referral and treatment services

· to help drug users stabilise their lives and reintegrate with the wider community.

The most common drug substitutes include methadone, buprenorphine and naltrexone.

Buprenorphine

Buprenorphine is particularly promising for managing opioid withdrawal, but may be associated with lower rates of treatment retention than methadone.

Naltrexone

Naltrexone has been characterised by low rates of patient acceptance and resulting high drop out rates. People who are highly motivated and well supported by family or friends tend to respond best to naltrexone.  Naltrexone has been associated with increased risk of fatal overdose following relapse to opioid use after naltrexone treatment.

Methadone

Methadone is the most widely researched and commonly used substitution pharmacotherapy. It is long acting (from 24 – 36 hours) and is taken orally once a day. When the dosage is correct (ranging from 60 – 100 mg, per day) and stable, it effectively wards off withdrawal symptoms and suppresses the drug craving experienced by people dependent on opiates. Scientific evidence shows long term methadone maintenance treatment (MMT) is effective in the prevention of HIV by reducing HIV risk behaviours, specifically related to injecting. It can substantially decrease or eliminate drug use. Research shows methadone:

· improves overall health and well being

· reduces criminal activity

· reduces mortality

· reduces transmission of blood borne viruses

· improves psycho-social functioning

· can ultimately lead to abstinence from all drugs in time

· is also a relatively inexpensive form of treatment.

A minimum of 12 months treatment with methadone is recommended as it leads to better outcomes than short-term treatment. While there are many benefits to methadone the side effects experienced by some people include nausea, constipation, lethargy and a loss of libido. These usually settle down over time. As methadone does not work for everyone, alternative drug treatment and harm reduction interventions are also required.

“Programs need to be effective and attractive to drug users”

For any drug substitution program to be successful, it needs to be effective and attractive to drug users. Programs work better when they are tailored to the individual’s characteristics and needs. Research has demonstrated that drug substitution provides many benefits for drug users and the wider community and consequently has become a key component of drug treatment. Drug substitution can help drug users regain control of their lives. 
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