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ii F O R E WO R D 

Foreword 

Injection drug users (IDUs) play a key role in the continuing epidemics of HIV and other blood-borne infections, 
primarily viral hepatitis. Addressing the role that IDUs play in these epidemics is a challenge because it necessitates 
coordinated action on two of our most complex public health problems —AIDS and drug addiction. 

In the past, prevention planners, public health agencies, community organizations, and providers tended to focus 
on one aspect or another of the problem: improving the quality of substance abuse treatment, encouraging HIV 
prevention education efforts, or helping IDUs who continue to inject to obtain sterile syringes. 

Preventing Blood-borne Infections Among Injection Drug Users: A Comprehensive Approach takes a 
different tack, one that many in the prevention arena recognize and are acting on. No one provider or approach can 
do it all. To help IDUs reduce their sexual and drug-use risks of transmission, communities and organizations 
must embrace a broad approach that incorporates a variety of pragmatic strategies addressing IDUs’ differing life 
circumstances, cultures and languages, behaviors, and readiness to change. This technical assistance document 
describes eight complementary strategies that, together, can make a real difference for HIV prevention for IDUs. 

Services and interventions for IDUs don’t take place in a vacuum, however. They are carried out within a complex, 
often contentious social, political, and legal environment. Potential partners in the effort to reduce infection among 
IDUs may not agree on everything, but they do need to find ways to work together so that a critical mass of IDUs 
can obtain sufficient, high-quality services. A Comprehensive Approach discusses this environment and lays out some 
principles that can help community groups, agencies, and providers begin — or continue— to collaborate. 

The challenges are substantial, but so are the rewards, for reducing infections among IDUs will translate into 
a substantial public health benefit for the whole community. We hope this document will help move the field in 
that direction by providing new ways of thinking about this problem and about IDUs and by encouraging dialogue, 
collaboration, and constructive action. 

Helene Gayle, MD, MPH 
Director 
National Center for HIV, STD, and TB Prevention 
Centers for Disease Control and Prevention 
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• Recognize and overcome stigma. Many 
people fear and disapprove of injection 
drug use and consider IDUs to be bad 
or weak people whose addiction results 
from moral failure. IDUs live in an envi-
ronment of high risk and are frequently 
ostracized. Many, though not all, are poor 

and live on the margins of society. If 
IDUs are to be successfully engaged in 
prevention efforts and if public policy is 
to move forward, these negative attitudes 
and misconceptions must be recognized 
and addressed. Addiction is now known 
to be a treatable, chronic brain disease. 
Making this understanding of addiction 
more generally known and accepted is 
key to overcoming stigma. 

• Tailor services and programs. IDUs are 
tremendously diverse. They have different 
l a n g u a ges, cultures, sexual orientations, 
l i fe circumstances, behaviors, and require-
ments for services. In planning and deliv-
ering interventions, programs and 
providers must take into account the fac-
tors that characterize IDUs—who they 
a re, whe re they are, what they do, wha t 
motivates them, and with whom they 
socialize. Tailoring services and pro gr a m s 
and involving IDUs in their planning, 
implementation, and monitoring will 
m a ke them more effec t ive . 

This document describes in more detail 
the need for and characteristics of the 
comprehensive approach. It is divided into 
t h ree ch a p t e r s : 

Chapter 1: Injection Drug Users Play a 
Key Role in the Transmission of HIV 
and Other Blood-borne Infections. Thi s 
chapter provides epidemiologic detail on 
the importance of injection drug use in 
the epidemics of HIV and other blood-
borne infections and describes the drug 
use and sexual behaviors that place IDUs 
at risk of infection. 

Chapter 2: The Legal, Social, and Policy 
Climate Limits Prevention Options for 
IDUs. This chapter describes the context 
within which prevention programs with 
IDUs must work—the existing stigmas and 
biases that characterize ma ny public and 
provider attitudes toward IDUs, even in the 
face of current knowledge about the nature 
of addiction, and the policy, legal, and 
service provision climate that has emerged 
f rom these attitudes. 

Chapter 3: A Comprehensive Approach 
is a More Effective Approach. This chap-
ter briefly describes the component strate-
gies and principles of the comprehensive 
approach. Vignettes about selected programs 
are included throughout this chapter to 
illustrate the ways in which the strategies 
and principles are being applied in diverse 
communities and settings. 

This document also includes two 
Appendixes. Appendix A provides greater 
detail on each of the eight key strategies, 
including findings from programs and 
research and discussions of issues and 
barriers faced by agencies and providers 
in each of these areas. Appendix B is a 
matrix of the many research studies and 
reports cited in Appendix A, organized by 
strategy so that readers have easy access to 
this rich literature. 

More effective and comprehensive prevention 
approaches for IDUs will clearly benefit 
injection drug-using men and women and 
their partners and chi l d ren. The benefit s 
have important implications for society as a 
whole as well, for reducing the transmission 
of HIV and other blood-borne infections in 
this population means reducing transmission 
in the broader population. The results will 
be a smaller impact on and costs for health 
and social services, reduced crime, and a 
m o re pro d u c t ive society. Many indiv i d u a l s , 
o rganizations, and agencies have rec o g n i z e d 
the importance of the issue of HIV and 
other blo o d - b o rne infections among IDUs 
and are acting in innovative ways to address 
them. We hope this document provides the 
vision and impetus for other program staff 
and policy makers to take the steps neces-
s a ry to effec t ive ly address the preve n t i o n 
and care needs of injection drug users. 

More effective and 
comprehensive prevention 
and treatment approaches 
will cle a rly benefit IDUs, 
their part n e rs and children, 
and society as a whole. 

The comprehensive 
approach consists of 
8 pragmatic strategies 
supported by 4 cross-
cutting principles. 
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Of the 46,400 new cases of AIDS 
reported in 1999, almost 14,000 were 
IDU-associated: 

• 7,207, or 52 percent of these IDU-
associated cases, were heterosexual 
male IDUs; 

• 2,931, or 21 percent, were female IDUs; 

• 1,806, or 13 percent, were men who have 
sex with men and were IDUs; 

• 1,790, or 13 percent, were heterosexual 
sex partners of IDUs; and 

• 99, or less than 1 percent, were children 
whose mothers were IDUs or the sex 
p a rtners of IDUs. 

These numbers for IDU-associated AIDS 
cases in 1999 are minimum estimates, as 
11,209 of the 46,400 cases (24 percent) 
were cl a s s i fied as “other/risk not reported 
or identifie d .” Some of these cases were 
I D U - a s s o c i a t e d . 

Data from prevalence surveys and case 
surveillance continue to demonstrate the 

heavy impact of the HIV/AIDS epidemic 
on racial and ethnic minority populations 
and on women, youth, and children. The 
data suggest three inter related issues play a 
role in this—disparities in socioeconomic 
status, the nation’s inability to substantially 
reduce substance abuse, and the intersec -
tion of substance abuse and the epidemics 
of HIV and other STDs. There is no 
question that drug use plays a major role 
in the spread of the epidemic of HIV and 
other blood-borne infections among 
African Americans and Hispanics, both 
through the direct impact of injection drug 
use and indirectly through sex with an 
IDU or through the exchange of sex for 
drugs or money (CDC, 1999a; CDC, 
1999b). In 1998, IDU-associated AIDS 
cases represented almost 40 percent of all 
cases among African Americans and 43 
percent of all cases among Hispanics 
(CDC, 1999b). In 1998, the IDU-associ-
ated infection rate was five times higher 
among Hispanics than among whites and 
more than ten times higher among African 
Americans than among whites (CDC, 1999c). 

Within these continuing high numbers, 
however, there appear to be some promising 
trends. Partly because of prevention efforts 
targeting those at highest risk, the epidemic 
has slowed considerably since its earliest 
days (CDC, 1999b). HIV seroincidence in 
injection drug users has declined over the 
past several years in the largest drug-using 
communities, including New York, northern 
New Jersey, and Los Angeles (Des Jarlais et 
al., 2000; H o l m b e rg, 1996). These decli n e s 
can be attributed to changes in IDUs’ risk 
behaviors, including greater use of sterile 

Since 1981, 733,374 cases of AIDS have been reported to the CDC (CDC, 1999a). At least 430,441 
of these Americans have died. It is estimated that 650,000 to 900,000 Americans are now living with HIV, 
and that approximately 40,000 new infections occur each year (CDC, 1999b). HIV infection and AIDS 
is concentrated in large urban areas, primarily along the East and West Coasts, in the south, and in Puerto 
Rico. In the late 1980s and early 1990s, AIDS incidence increased in all regions of the country, with the 
most dramatic increases in the South. Since then, incidence has declined in all regions except the South, where it 
has remained stable (CDC, 1999b). CDC surveillance data show that injection drug use is directly or indi-
rectly associated with about one-third of all AIDS cases (CDC, 1999a). 

Injection Drug Users Play a Key Role 
in the Transmission of HIV and 

Other Blood-borne Infections 

I D  U 
H I  V 
P R E V E N T I O N 

Injection drug use 
is a major force in 
HIV/AIDS: 
• about 1⁄3 of 

adult AIDS cases 
are related to 
injection drug use 

C H A P  T E R  O N E  
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needles, more disinfection of drug prepa-
ration equipment, shifts from injection to 
snorting, and stopping using drugs. 

The shift from injecting to snorting drugs 
is documented by information on drug use 
t rends gat h e red by the National Institute 
on Drug Abuse’s (NIDA) Community 
Epidemiology Work Group (CEWG, 
1998). CEWG contributors report that 
although heroin use indicators continue to 
increase in 12 cities monitored by CEWG, 
in those cities in which high-purity white 
powder heroin is available, heroin snorting 
has become much more prevalent and is 
spreading to new and younger users. 
However, this may be a short-lived trend, 
as many of these snorters may shift to 
injecting if the purity of available heroin 
drops. It is also known that many drug users 
who begin by snorting heroin eventually 
move to injecting it (Irwin et al., 1996). 

The findings on declining serop reval e n c e 
have been supported by other recent work, 
including an examination of temporal trends 
in HIV seroprevalence in New York from 
1991 to 1996 (Des Jarlais et al., 1998). 
New York has between 170,000 to over 
200,000 IDUs and almost 50,000 cases 
of diagnosed AIDS among IDUs and their 
p a rtners and chi l d ren (Des Jarlais et al., 
1998). New York City accounts for almost 
one-fourth of the IDU AIDS cases in the 
U.S. and almost one-tenth of all AIDS cases 
in the U.S. During the first half of the 
1990s, the city saw a steady decline in HIV 
seroprevalence. The authors attribute the 
decline in number of seropositive IDUs to 
two major factors. The first is the death of 
many HIV-positive IDUs who became 
infected early in the epidemic. Others may 
have become too ill to engage in the activities 
needed to obtain and use drugs. The second 
factor is the adoption of risk reduction 
behaviors as a result of community out-
reach efforts, syringe exchange programs, 
and other contributing factors. 

The transmission of other blo o d - b o rn e 
diseases, primarily hepatitis B and hep a t i t i s 
C, through unsafe sex and sharing needles, 
s y r i n ges, and drug preparation equipment, 
such as filters, water, and cookers, is another 
important concern for public health agencies 
and service providers. App rox i m a t e ly 1 to 
1.25 million Americans are chronically 
infected with hepatitis B virus (HBV), and 
since 1995, approxi m a t e ly 185,000 new 
infections have occured each year. The CDC 
reports that the incidence of HBV infec-
tion increased through the mid-1980s, then 
declined through 1994. A small portion of 
this decline is attributed to the wider use 

of vaccine among healthcare workers. It is 
hypothesized that a significant portion of 
this decline was the result of reduced high-
risk practices following the introduction of 
HIV prevention messages. 

An estimated 2.7 million Americans are 
chronically infected with hepatitis C. Most 
are unaware of their infection because some 
i n d ividuals experience no symptoms for 
20-30 years after infection (Alter et al., 

1999). However, hepatitis C is a major 
cause of cirrhosis and liver cancer, and 
HCV-related end stage liver disease is the 
leading reason for liver transplantation in 
the U.S. The estimated annual incidence of 
hepatitis C remained relatively stable through 
m u ch of the 1980s. Howeve r, based on 
sentinel surveillance for acute viral hepatitis 
conducted in four U.S. counties, the CDC 
estimates that the ave r a ge number of n e w ly 
a c q u i red HCV infections has decli n e d 
from 180,000 in 1984 to 40,000 in 1998 
(Alter and Moyer 1998, CDC unpubl i s h e d 
data). The risk of exp o s u re to HCV fro m 
transfused blood has declined dramatically in 
recent years with improvements in screening 
blood donations. In contrast, ille gal drug 
use currently accounts for about 60 per -
cent of HCV transmission, while sexual 
exposures account for 20 percent (Alter, 
1999). Studies have consistently shown 
that injection drug use is the single most 
important risk factor for hepatitis C virus 
infection (Alter et al., 1999; Alter and 
Moyer, 1998; Garfein et al., 1998; Thomas 
et al., 1995). Among IDUs, hepatitis C 
v i rus infection is ext re m e ly preva l e nt — in 
studies conducted worldwide, from 50 to 
95 percent of IDUs are infected (Garfein et 
al., 1998). This high prevalence persists even 
in populations in which the prevalence of 
HIV is relatively low (van Beek et al., 1998). 
This may be because HCV has a higher 
ave r a ge transmission effic i e n cy than doe s 
HIV (Coutinho, 1998; Crofts et al., 2000). 
In addition, HIV may be transmitted on 
equipment such as swabs, spoons, and rinse 
water that may be commonly shared by 
IDUs even if they do not share syringes1 

( C o u t i n h o, 1998; Crofts et al., 2000). 
Another reason why HCV is of p a rt i c u l a r 
c o n c e rn is that infection appears to be 
a c q u i red rel a t ive ly soon after drug injecting 
is initiated (one study reported that 50 to 
80 percent of new IDUs became infected 
within 6 to 12 months of first injecting 
[ G a r fein et al., 1996]). Howeve r, more 
recent studies are suggesting that IDUs are 
getting infected at a slower rate (Garfein et 

1The term “syringe” is used throughout this document to refer to the needle and all other parts of the syringe. 

IDUs are also 
important in 
the hepatitis C 
epidemic: 
• illegal drug use and 

high-risk sex are the 
factors most strongly 
associated with 
hepatitis C infection 
among those 17-59 
years old 

• 1⁄2 of hepatitis C cases 
in the U.S. are directly 
or indirectly linked to 
illegal drug use 
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al., 2000). There is however a very large 
reservoir of potentially infectious indiv i d u-
als, whi ch provides multiple opportunities 
for transmission to occur (Alter and 
M oye r, 1998). 

Risk Behaviors Associated 
with Infection by HIV and Other 
Blood-borne Infections 

D RU G P R A C T I C E S 

The process of preparing and injecting 
d rugs and the various items of e q u i p m e n t 
used provide many opportunities for con-
tamination with and transmission of HIV 
or other blood-borne viruses (AED, 1997). 

To be injected, drugs such as heroin must 
be dissolved in water. Heat is sometimes 
used to speed the process. This is typically 
done in a spoon or a bottle cap, called a 
“cooker.” The drug and water solution is 
then drawn into a syringe through a filter 
or a “cotton,” which prevents small particles 
in the solution from clogging the narrow 
gau ge needle. 

Before injecting intravenously, an IDU must 
d e t e rmine whether the needle is in a vei n . 
To do so, he or she pulls back the syringe 
plunger to see if blood enters the syringe. 
This is called “ reg i s t e r i n g.” If blood reg i s-
ters, the needle is in a vein. Reg i s t e r i n g 
contaminates the entire syringe with blo o d : 
needle, hub, barrel, and plunger (Koester, 
1998; Normand et al., 1995). 

Once the user registers that the needle is in 
a suitable vein, the drug is injected directly. 
To ensure that all the drug is injected, the 
IDU may pull the plunger back several 
times, drawing blood into the syringe eac h 
time, and then re-injecting it. This technique, 
called “booting ,” increases the presence of 
residual blood in the syringe (Koester, 1998; 
Normand et al., 1995). 

HIV survives in the residual blood in used 
s y r i n ges, even if it has been rinsed with 
water. A recent study showed that HIV in 
used syringes remained viable and infectious 
at room temperature for more than 4 weeks 
(Abdala, 1999). 

After injecting the drug, the IDU rinses the 
syringe with water to prevent any remaining 
blood from cl o t t i n g. This contaminates the 
rinse water. Drug injection may take place 
in locations with little access to water, so 
rinse water may be reused and therefore 
become increasingly contaminated. In many 
cases, this water is used for dissolving drugs 
to be injected as well as for rinsing. In the 
absence of a sufficient supply of new sterile 
s y r i n ges, IDUs must reuse their syringe s . 
D i s i n fecting used syringes with ble a ch is 
recommended as a risk reduction measure, 
but even if done correctly, it is not as safe 
as using a new, sterile syringe. In reality, the 
multiple steps invol ved in the ble a ch i n g 
procedure and the difficulty of a d e q u a t e ly 
cleaning the hard-to-reach internal spaces 
of a syringe mean that many IDUs are 
u n a ble to pro p e rly disinfect their used 
s y r i n ges. (Gershon, 1998; Glegh o rn et al., 
1994; McCoy et al., 1994). 

The patterns of cocaine and heroin use 
present particular viral transmission risks 
(Koester et al., 1996). The desire and need 
for cocaine mean that users of this drug 
inject fre q u e n t ly, multiplying the opport u-
nities for transmission of blo o d - b o rn e 
v i ruses. Heroin injectors make fewer injec-
tions per day, but their risks are multiplied 
because of their overwhelming physical and 
emotional need to avoid the withdrawal 
syndrome. Their objective is to inject as 
soon as possible after obtaining the drug, 
whi ch means they may use wha t ever syringe 
or equipment is closest to hand, whether 
or not that presents viral infection trans-
mission risks (Koester et al., 1996). 

Transmission of HIV and other blood-
borne viruses can occur through either 
d i rect or indirect sharing of c o n t a m i n a t e d 
equipment. Direct sharing involves injecting 
drugs with a syringe already used by another 
injector. Indirect sharing occurs when injec-
tors prepare their own drugs but use injection 
paraphernalia, such as water, cookers, cottons, 
and spoons, that others have used, or when 
injectors jointly prepare and share drugs 
( Koester and Hoffer, 1994). This occurs, 

for example, when several IDUs pool their 
money to purchase drugs toge t h e r. Th e 
e n t i re amount of d rug is dissolved during 
a shared preparation process. The preparer 
draws all the drug and water solution into 
a syringe through the cotton. Using the 
calibrations on the syringe, the preparer 
then transfers individual doses of the drug 
into the syringes of the other users. After 
injecting the drug, users rinse their syringes 
with water. Though syringes themselves are 
not used by more than one person in indirect 
s h a r i n g, they still become contaminated 
with blood because of contact with con-
taminated ancillary paraphernalia. 

Other practices associated with indirect 
sharing can also transmit infection, including 
( Koester and Hoffer, 1994): 

• S q u i rting the drug solution from a prev i-
ously blood-contaminated syringe into the 
cooker or spoon and then drawing it into 
another syringe. 

• Using the plunger from a previously 
blood-contaminated syringe to mix the 
d rug with wat e r. 

• Returning the drug solution from a 
p rev i o u s ly blood-contaminated syringe to 
the shared cooker or directly to another 
s y r i n ge. This occurs when the user draw s 
up more than his or her allotted share of 
the drug. 

• “ B e a t i n g,” or pre s s i n g, a used cotton 
(or several cottons) to ret r i eve any dru g 
remaining in the cotton from a previous 
injecting session. 

• “Kicking out a taste” by putting a part of 
the drug/water solution from a previously 
blood-contaminated syringe back into the 
cooker or into another IDU’s syringe so 
that another or several other IDUs can 
get some of the drug. 

• Drawing up the water for dissolving the 
drug by using another injector’s used and 
i n a d e q u a t e ly disinfected syringe . 

Another attribute of drug use that con-
tributes to the risk of viral transmission is 
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the use of more than one drug. For example, 
IDUs often use alcohol, cigarettes, and 
marijuana in addition to the drug they inject 
( A E D, 1997). “ S p e e d b a l l ,” a combination 
o f he roin and cocaine is favo red by some 
injectors, and has been highly correlated 
with HIV infection (Battjes et al., 1994). 
Common reasons for this polydrug use 
include the need to counteract the effects 
of one drug with another, the desire to 
experience the effects of more than one 
drug, and the need to substitute when the 
drug of choice is too difficult or costly to 
obtain. Polydrug use can increase the risk 
o f HIV and other blo o d - b o rne disease 
transmission in several ways. For exa m p l e , 
the situations and people with whom an 
IDU uses drugs may vary depending on 
the drug. These differing contexts may 
expose the individual to a variety of high-
risk situations. Furt h e rm o re, intox i c a t i o n 
with one drug may lessen an indiv i d u a l ’s 
ability or desire to reduce risks associated 
with the use of another drug. 

S E X U A L B E H AV I O R S 

High-risk drug use behaviors and high-risk 
sexual behaviors are often linked, further 
increasing the risk of HIV and other blood-
borne diseases being transmitted from one 
person to another (Chu et al., 1998). These 
risky sexual behaviors include unprot e c t e d 
anal, vaginal, or oral sex; multiple partners; 
and lack of treatment of sexually transmitted 
diseases (STDs), especially those with 

ulcerative lesions. These high-risk drug and 
sexual behaviors intersect in a variety of ways 
to increase risk. For example, sex partners 
o f HIV-infected IDUs may begin injecting 
drugs themselves (Ouellet et al., 1998). 
D rug injectors who also fre q u e n t ly smoke 
crack cocaine tend to spend time in crack 
houses or other places with other drug-
injecting cocaine users (Friedman et al., 
1995). Crack use is associated with high-
risk sexual activities, possibly because of the 
disinhibiting effect of the drug or because 
of the addicted person’s need to obtain the 
d ru g, whi ch leads to excha n ges of s ex for 
crack or for money to buy crack (Edlin et al., 
1994). Many IDUs, both men and women, 
trade sex for drugs or money to buy drugs 
or engage in commercial sex or hustling to 
generate income for their habits and this 
i n c reases their transmission risks (AED, 
1997; Kail et al., 1995; Rietmeijer et al., 
1998; Schilling et al., 1992). 

The Context of High-risk Drug and 
Sexual Practices 
The degree of risk associated with injecting 
drugs is determined in part by the physical 
setting in which it takes place and the people 
with whom a user injects. An understanding 
of the contexts in which drug use occurs is 
particularly important because they help to 
explain the ways drug use takes place and 
they help define individual users and the 
other people with whom they spend time, 
buy drugs, inject drugs, and have sex. This 
knowledge, in turn, illuminates the ways in 
which infection is transmitted from on e 
individual to another, as well as from small 
high-seroprevalence groups to the larger 
community (Des Jarlais et al., 1993; 
Friedman et al., 1995; Friedman et al., 1997; 
Needle et al., 1995). Armed with these 
insights, policy makers and service providers 
can develop prevention interventions that 
are tailored to the characteristics and needs 
o f sp e c i fic groups of injection drug users 
(AED, 1997; Bourgois, 1998; IOM, 1995). 
The following sections discuss several key 
social contexts for drug use. 

D  RU G  U S E S E T T I N  G S  

Drug use takes place in a variety of locations 
that allow people to inject by themselves 
or in small groups. These locations include 
apartments or homes, bars, massage parlors, 
social clubs, residential hotels, abandoned 
buildings, public bathrooms, and “shooting 
gal l e r i e s ” (A E D, 1997; Des Jarlais et al., 
1993; IOM, 1995; Latkin et al., 1996a). 
In some settings, users rent out needles and 
other equipment for a small fee or a portion 
of the user’s drug, which is paid to the dealer 
operating the gallery. The needles are then 
returned and used by the next injector. In 
other settings, sharing drugs or equipment 
occurs without payment of drugs or money. 
Key components of this context are the 
number of drug users in the setting and the 
riskiness of the behaviors. When a setting 
brings together multiple individuals who 
prepare and inject drugs in risky ways (with 
few syringes and widespread direct and 
i n d i rect sharing) or who have high-risk sex, 
transmission of HIV and other blood-born 
v i ruses can spread rapidly and effic i e n t ly 
from one user to others (Latkin et al., 1994). 

S O C  I A L  N E T  W O R K S  

These are groups of users linked by various 
relationships and bonds. Networks differ 
based on the number of members and how 
stable the relationships are, the types of 
relationships among members, the degree 
to whi ch the group is open to incl u d i n g 
new members, the kind of social activity 
that occurs within it, and the types of drug 
used and how they are used (Friedman et al., 
1997; Needle et al., 1995). In addition, net-
works may be defined by race or ethnicity, 
gender, sexual orientation, social class, and 
the presence of kinship among members. 

The nature of the relationships among 
members and the interpersonal and group 
dynamics of the network dire c t ly affects a 
member’s drug-use and sexual behaviors and 
therefore are highly influential in determining 
that person’s risk of infection (Friedman 

High-risk drug use 
behaviors and high-risk 
sexual behaviors 
are often linked, 
further increasing 
risk of transmission. 
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et al., 1997; Latkin et al., 1996b; Needle et 
al., 1995). For example, some networks are 
small, consisting of a close group of drug-
using or sex partners. These individuals may 
have increased risk because they may be less 
likely to use condoms or sterile syringes, 
which may conflict with the intimacy and 
trust developed in the relationships. Ot h e r 
types of networks are characterized by a 
l a rge r, more open membership, and the 
level of risky behavior engaged in by mem-
bers is influenced by the settings in which 
drug use takes place and the closeness of the 
ties that bind members (Trotter, 1995). A 
member who has close links with other 
drug injectors in the network is more likely 
to engage in high-risk practices, such as 
sharing syringes or injecting in shooting 
galleries, than are drug injectors who are 
only peripherally connected to other network 
members (Friedman et al., 1997). Further-
more, those members with the most material 
res o u rces are at the top of the netwo r k ’s 
h i e r a rchy. When sharing drugs, they will 
shoot first, which may make it more likely 
that they will use a sterile syringe and 
equipment. In contrast, the newest members 
of the network or those with the fewest 
material and other res o u rces command the 
least respect and exist on the margins of 
the network. They often must engage in 
the riskiest drug and equipment sharing 
practices, such as collecting used cottons 
to extract any drug remaining in them 
( B o u rgois, 1998; Bourgois, unpublished). 

Social networks are a critically important 
c o n t ext for understanding drug use and its 
intersection with the transmission of HIV 
and other blood-borne pathogens because of 
their role in maintaining an epidemic within 
the group and in providing a starting po i n t 
for rapid transmission beyond the group 
(Friedman et al., 1997). They are also a 
c r i t i c a l ly important context when consider-
ing prevention efforts because these same 
dynamics also may be used to introduce and 
reinforce norms that support risk reduction 
and to develop effec t ive channels of c o m-
munication with members (Latkin, 1995). 

M E  M B  E R S H I P  I N  G R O  U  P  S 
W I  T H  E S P E C I  A L  LY 
H I G  H  R I S K S  

Certain groups of injection drug users 
warrant particular attention because their 
occupations or behaviors lead to drug- and 
sexually-related transmission risks that 
appear to be higher than they are for other 
populations. They can experience consid-
erable societal stigma to begin with because 
of these occupations and behaviors, and 
their drug use compounds this problem and 
contributes to their higher transmission risk. 
For example, many IDUs have c oex i s t i n g 
problems, such as mental illness, phy s i c a l 
illness, homelessness, and incarc e r a t i o n . 
As many as 30 percent of homeless adults 
may be substance abusers. (NIDA, 1990; 
Schutt et al., 1992). Overall, homeless 
adults have higher HIV rates than do the 
general population, particularly in high 
prevalence areas. A recent survey of home-
less adults using a storefront medical clinic 
found that more than two - t h i rds were at 
risk of HIV infection from various sources, 
including unprotected sex with multiple 
partners, injection drug use, sex with an 
IDU partner, or exchanges of sex for money 
or drugs (St. Lawrence and Brasfield, 1995). 
Some homeless also have mental illness 
and violent and unstable living situations, 
and because of this they find it dif ficult to 
form the safe, intimate relationships that 
could help them reduce their risk. Limited 
availability of or access to mental health 
services increases this problem. 

Men and women in prisons and jails also 
suffer disproportionately high rates of 
drug abuse as well as of HIV infection. 
Recent data from the National Center on 
Addiction and Substance Abuse (CASA) 
show a direct or indirect connection between 
substance abuse and the incarceration of 
nearly 80 percent of those in federal, state, 
and local prisons and jails (Belenko, 1998); 
60-80 percent of inmates have serious 
substance abuse problems (Leshner, 1999). 
Another recent report, published by the 
National Institute of Justice, CDC, and 

the Bureau of Justice Statistics shows that 
in 1996, 24,881 inmates in state and fed-
eral prisons were kn own to be infe c t e d 
with HIV (Hammett et al., 1999). HIV-
positive inmates comprised 2.4 percent of 
the state prison population in 1996 and 
1.0 perce n t of the federal prison popula-
tion. Between 1991 and 1996, the number 
of HIV-positive inmates grew at about the 
same rate as the overall prison population 
(both increased by about 42 percent). 

Female sex workers and female IDUs who 
have sex with other women are particularly 
vulnerable to infection because many are 
poor and homeless and addicted to alcohol 
as well as drugs. Female IDUs who trade 
sex for money or drugs are more likely to 
share needles than are female injectors 
who do not engage in sex trading, and are 
less likely to use new needles or to clean 
old ones (Kail et al., 1995). Female drug-
injecting partners of male IDUs may be 
more likely to inject after the man and 
therefore be exposed to greater risk. 

Regardless of the origin of their risks, these 
wom e n often exist in a subordinate and 
physically dependent relationship to the 
men with whom they interact, and these 
power imbalances make it dif ficult for 
them to change their behaviors in ways 
that might reduce risk (AED, 1997; 
Bourgois, unpublished). 

Key contexts of 
high-risk behaviors: 
• drug use settings 

• social networks 

• membership in groups 
with high risk 

• geography 

• income and social factors 
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Young injection drug users are another 
group who require increased attention 
because the contexts in which they inject 
frequently increase their risk of transmission. 
Young IDUs may be runaways or peripheral 
members of drug-using social networks. 
If they lack money to buy drugs, they may 
be forced to trade sex for drugs or money. 

Men who have sex with men (MSM) and 
inject drugs also face increased risks of 
transmission. For example, recent evidence 
from CEWG shows that methamphetamine 
use, once largely restricted to the West, is 
now spreading into other parts of the 
country and gaining in popularity among 
MSM. Methamphetamines can be admin-
istered in several ways but the injection 
route appears to be increasingly common. 
This method of administration incre a s e s 
a user’s chances for engaging in high-risk 
sexual and non-sexual behaviors, thus 
increasing the risk of acquiring or trans-
mitting infection (NIDA, 2000). 

G E O G R A P H I C 
D I  F F  E R  E N C E S 

Location often influences the types of 
drugs available, and this in turn dictates the 
method of administration (e.g., injected, 
smoked) and the level of risk experienced 
by users (Sullivan et al., 1998). For example, 
the two major sources of heroin in the 
United States today are South America and 
Mexico. South American heroin is distributed 
primarily to cities on the East Coast and 
is a high purity, white powder form of the 
drug. Because of this high purity (60-70 
percent), an increasing number of users are 
resorting to snorting the drug rather than 
injecting it (CEWG, 1998). In contrast, 
the major forms of heroin available on the 
West Coast, Texas, and some Midwestern 
cities, such as Chicago and St. Louis, are 
Mexican black tar and brown powdered 

heroin. Mexican black tar heroin also has 
recently reappeared in Atlanta (CEWG, 
1998). Black tar heroin is less pure than 
the white powder form (39 percent) and 
has a consistency somewhere between tar 
and wax. Its difficult texture makes it hard 
to snort and users are therefore more likely 
to inject it, which exposes them to the 
potential transmission risks associated with 
injection practices. The combination of the 
texture and the drug’s cost (in San Francisco, 
it is commonly sold in $20 units about 
the size of pencil eraser) also increases the 
chances that IDUs who are short of money 
will share the drug. This involves dissolving 
the drug and dividing it into portions 
equivalent to the money each person 
contributed to the purchase of the drug. 
This procedure increases the risk of infection 
through shared needles and ancillary para-
phernalia (Bourgois, unpublished; Koester 
and Hoffer, 1994). 

I N  C O  M E  A N D  
S O  C I  A L  F A C T O R S 

Many IDUs have jobs and health insurance 
(Eisenhandler and Drucker, 1993; SAMH-
SA, 1999). Others are less involved in the 
m a i n s t ream economy and must res o rt to a 
variety of tactics to support their habits, 
including panhandling, scavenging, day labor, 
sex work, and petty theft. As noted already, 
the relative social status of IDUs has a direct 
i n fluence on the degree of risky behavi o r 
necessary for survival. Those who begin with 
higher social status and more secure income, 
housing, and support networks may be more 
a ble to control their risks of t r a n s m i s s i o n . 
Poorer IDUs, those with concomitant health 
or mental problems, and those with unstable 
living and social circumstances may have 
difficulty obtaining sterile syringes or be 
more susceptible to legal penalties for syringe 
possession, and thus may be more likely 
to pursue risky behaviors, such as sharing 

injection equipment (Bluthenthal et al., 
1999a; Bluthenthal et al., 1999b; Case et 
al., 1998). For these IDUs, any cha n ge in 
financial or social circumstances can have a 
significant impact on their risk profile. A 
case in point is the 1997 federal decision to 
cease Supplemental Security Income (SSI) 
benefit payments to individuals whose drug 
or alcohol addiction is considered a con-
tributing factor to their disability. Data 
from a 1995 study of IDUs living in six 
San Francisco area communities showed 
that benefits for SSI recipients contributed 
to the overall stability of their lives and to 
a lower risk of acquiring or transmitting 
infection because they were less likely to be 
homeless, were less reliant on illegal income, 
used drugs less often, and shared syringes 
less often than did IDUs who did not 
receive benefits (Lorvick et al., 1997). A 
follow-up study showed that those who 
lost SSI benefits as a result of the ruling 
were more likely to participate in ille gal 
activities, more likely to share syringes, 
and injected drugs more often than did 
those who retained benefits (Bluthenthal 
et al., 1999b). 

Conclusion 
Tod ay, a major force behind the ep i d e m i c 
o f HIV and other blo o d - b o rne illnesses is 
i n fections among IDUs, their sex partn e r s , 
and their ch i l d ren. IDUs engage in a 
number of drug-use and sexual practices 
that signifi c a n t ly increase their risk of c o n-
tracting HIV and hepatitis and of p a s s i n g 
them on to others. The next chapter of this 
document fu rther describes the pro bl e m 
facing programs and professionals as they 
a d d ress the complex prevention needs of 
IDUs: the env i ronment of stigma and 
b i as — the “ j u n k i ep h o b i a” — in whi ch 
m a ny IDUs live and the policy, legal, and 
service provision climate that has emerged 
from these attitudes. 
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Negative Attitudes and Stigma 
Toward IDUs Persist Despite a 
New Understanding of Addiction 
Negative attitudes and biases about addiction 
and drug users are pervasive and derive 
from experience and deeply felt moral and 
philosophical beliefs. These attitudes, 
w i d e s p read among the general public and 
many policy makers, are prevalent even 
among service providers and health profes-
sionals (Cole and Slocumb, 1993; 
McGrory et al., 1990; Wal l a ck, 1991; 
Yedidia et al., 1993; Yedidia et al., 1996). 
IDUs are stigmatized, seen as less valuable 
citizens than others in the population. 

Many IDUs are marginalized, without full 
participation in the economic, social, or 
cultural life of their community. For those 
IDUs who are infected with HIV or other 
blood-borne illnesses or who have associated 
mental illness or other conditions, the 
stigmatization and marginalization are 
further increased (Des Jarlais et al., 1993). 

In the eyes of many, IDUs, at best, ar e 
seen as victims of their addiction. At worst, 
they are viewed as criminals or as weak and 
bad people whose chaotic lives and inability 
to overcome addiction result from moral 
failure rather than from a legitimate medical 

condition or a lack of access to adequate, 
comprehensive treatment (Des Jarlais et al., 
1993; Leshner, 1997). They are regarded 
somehow as alien figures, as one of “them,” 
not one of “us.” Their addiction or result-
ing infection with HIV or hepatitis is “their 
fault.” IDUs are incor rectly perceived to 
be unwilling to change their behaviors or 
unable to respond to education, outreach, 
or treatment interventions (Jones and 
Anderson, 1999). These negative and 
dehumanizing attitudes toward IDUs even 
extend to the providers and programs that 
work with them. These professionals and 
organizations are also seen as having lower 

The AIDS epidemic and the public health importance of other blood-borne illnesses, primarily hepatitis B and 
hepatitis C, have introduced a new dimension to the issue of injection drug use and increased the urgency of 
finding effec t ive and appro p r i ate interventions for IDUs. Numerous studies have examined issues related to the 
nature of addiction, the reasons why individuals begin and continue to use addictive drugs, and the factors that 
help them change their behaviors so as to stop using drugs. Despite this growing body of s c i e n t i fic knowledge, 
many myths, negative stereotypes, and biases persist about drug users and their lives, the health and safety risks 
they take, and their ability to overcome addiction. These stereotypes and beliefs profoundly influence the service, 
policy, and legal environment affecting IDUs and the scope and quality of health and social services provided 
to them (Friedman, 1998). They also constrain efforts to reduce the spread of blood-borne pathogens among 
IDUs and ach i eve the nat i o n’s ultimate goal, whi ch is to substantially reduce or even eliminate drug use. To 
design and deliver effective interventions for IDUs, prevention providers, program staff, and policy makers must 
better understand the lives and issues faced by IDUs, address the biases they and society have toward this pop-
ulation, and work to ameliorate the stigma caused by such biases. They must also explore ways to surmount the 
profound differences in philosophy and approach that exist among various types of providers and that all too 
often hinder collaboration and limit effective solutions. 

The Legal, Social, and Policy 
Climate Limits Prevention 

Options for IDUs 

I D  U 
H I  V 
P R E V E N T I O N 

C H A P T E R  T  W O 
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social value than those working with 
mainstream populations and are often 
stigmatized for serving IDUs (AED, 
1999; Friedman, 1998). 

“Junkiephobia” is a term that has been used 
to encapsulate this complex of stereotypes, 
stigma, and negative attitudes toward IDUs 
(Jones and Anderson, 1999). Like “racism” 
and “homophobia,” “ j u n k i ep h o b i a ”c overs 
a number of social and individual factors 
underlying these attitudes. For example, a 
lack of knowledge about addiction and 
ignorance of the lives and cultures of IDUs 
is a factor leading to stereotyping and 
stigmatization. Fear of the addictive capacity 
of drugs and of addicts themselves is 
another factor. Reluctance to support 
policies that might appear to promote or 
condone drug use, such as syringe exchange, 
is a third powerful factor. Lack of specific 
provider training and education also hamper 
those in service agencies from providing 
empathetic, responsive, and appropriate 
services and education to IDUs. 

These attitudes persist among the public, 
policy makers, and service providers 
despite advances in the neurosciences and 
the behavioral sciences that have transformed 
the understanding of drug abuse and 
addiction. It is now known that the roots 
of addiction lie in a series of complex 
biochemical changes that occur in the 
brain over time, causing alterations in 
brain function. The result is a chro n i c 
and relapsing, but treatable, disease with 
intertwined biological, behavioral, and 
social components. 

Studies over the last 20 years have revealed 
that all drugs have the same effects on a 
single pathway deep inside the brain, the 
mesolimbic dopamine system (Childress 
et al., 1999; Koo b, 1996; Koo b, 1992; 
N I DA/Hospital Practice, 1997; Vol kow 
et al., 1993). When activated in response to 
natural rewards, such as food, water, sex, and 
nurturing, this pathway provides pleasurable 
feelings. These pleasurable feelings cause the 
individual to repeat the behavior to reactivate 
the reward pathway. All addictive drugs, 

including heroin, cocaine, marijuana, alcohol, 
and nicotine, also activate this reward system 
by causing an extra release of dopamine 
into the pathway. Initially, an individual 
uses a drug because of the pleasurable 
effects on mood, perception, and psycho-
logical state. Prolonged drug use, however, 
causes fundamental and long-lasting 
changes in the brain. At some point, these 
changes throw a metaphorical “switch” in 
the brain. Once the swi t ch is thrown , the 
individual moves from a state of voluntary 
drug use to a state of addiction in which 
drug seeking and use are uncontrol l a bl e 
and compulsive. In the addicted state, the 
pleasurable effects of the drug may be 
minimized or absent altogether. 

The compulsion to use some drugs, like 

heroin, is partly driven by the need to ward 
o ff the withdrawal syndrome, which occurs 
when use is stopped or reduced. This syn-
drome is characterized by nausea and 
vomiting, muscle cramps, sweating, agitation, 
and depression. Because these symptoms 
can be managed with medications and 
because not all addictive drugs result in 
this syndrome (cocaine, for example, does 
not), addiction is no longer defined so much 
by the element of physical dependence, 
but is increasingly described as compulsive 
drug seeking and use that come to dominate 
a drug addict’s life, even in the face of terrible 

physical and social consequences (Leshner, 
1997; NIH, 1997). 

Another concept that is key to the current 
understanding of drug addiction is that it 
is not an acute illness, but rather a chronic, 
relapsing condition that is treatable. Like 
other chronic illnesses, such as diabetes, 
asthma, or hypertension, appropriate treat-
ment must be focused more on effective 
management over the long term rather 

than on a permanent cure (Leshner, 1997). 
Treatment compliance and relapse rates in 
drug addiction are about the same as in 
these other chronic medical conditions 
(O’Brien and McLellan, 1996). 

Negative Attitudes Toward 
IDUs Affect Public Policy and 
Treatment Approaches 
Public and provider attitudes and perce p-
tions about drug use and users color 
attitudes toward appropriate responses 
to the problem of injection drug use. 
The substantial investment in prisons and 
criminal justice institutions, the relatively 
limited public support for substance abuse 
treatment, and laws and regulations limiting 
sterile syringe sales and syringe exchange 
programs appear to reflect a national incli-
nation to respond to drug users in a punitive 
and dehumanizing fashion. For example, 
active drug users are disqualified from the 
federal Supplemental Security Income 
program if their addiction is considered to 
be a contributing factor to their disability 
(Bluthenthal et al., 1999; Lorvick et al., 
1999), and welfare recipients are tested for 

Addiction is no longer 
defined so much by 
the element of physical 
dependence, but is 
increasingly described as 
compulsive drug seeking 
and use that come to 
dominate a drug addict’s 
life, even in the face of 
terrible physical and 
social consequences. 

Overall, treatment for 
addiction is as successful 
as treatment of other 
chronic conditions, 
such as asthma, diabetes, 
and hypertension. 
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drug use and may lose their benefits if the 
test is positive (though in some areas they 
may retain food and rent vouchers) 
(Friedman, 1998). Pregnant drug-using 
women still face barriers in obtaining treat-
ment and, should they be incarcerated, in 
obtaining prenatal care and retaining custody 
of their child after delivery (Breitbart et 
al., 1994; GAO, 1999). 

The impact of these public and personal 
attitudes on current laws, regulations, and 
policies can be seen in several ways: 

◆ Emphasis on criminal penalties rather 
than treatment. With several notable 
exceptions (alcohol and tobacco use by 
adults), the use of addictive drugs is illegal 

and users are subject to arrest and incar-
ceration. Punitive laws for drug possession 
and dealing channel users and IDUs into 
prison rather than substance abuse treatment. 

This, combined with the criminal activities 
that many IDUs pursue to maintain their 
addictions, means that they are frequently 
a rre s t e d and imprisoned. This tends to 
reinforce the public’s perception of them as 
“bad” people and of drug use as a crime 
rather than a medical and behavioral problem. 

◆ Funding priorities. The federal govern-
ment currently spends nearly twice as much 
on programs to stop drugs from entering 
the U.S. as on programs to reduce the 
demand for drugs. In 1998, two-thirds of 
the $16.18 billion federal drug control 
budget was allocated for “supply reduction” 
activities, such as border control efforts, and 
one-third for “demand red u c t i o n ”a c t iv i t i e s , 
such as prevention and treatment programs 
(ONDCP, 1999 in Amaro, 1999). The 
drug control budget for fiscal year 2000 is 
expected to increase by over $1.6 billion, 
but the proportion dedicated to demand 
reduction will be only slightly augmented 
( A m a ro, 1999). 

◆ Limited substance abuse treatment 
services. It is clear that the people who 
need substance abuse treatment far out-
number the people who are able to receive 
it. For example, data from the Substance 
Abuse and Mental Health Services 
Administration’s (SAMHSA) National 
Household Survey on Drug Abuse 
(NHSDA) show that in 1996, more than 
5.3 million people with severe substance 
abuse problems needed treatment services. 
However, only 37 percent received such 
treatment (Epstein and Gfroerer, 1998). 
Of the estimated 600,000 opiate-dependent 
individuals in the U.S., only about 
115,000 (19.2 percent) are in methadone 
maintenance treatment (NIH, 1997). Par t 
of this results from a lack of funding. 
Other contributing issues include a shortage 
of physicians and other health care profes-
sionals who are trained and able to provide 
treatment; complex federal regulations that 
limit the flexibility and responsiveness of 
treatment programs; limitations in health 
insurance coverage for treatment; and an 
existing patchwork of federal, state, and 

local regulations and funding mecha nisms 
that limit prov i d e r s ’ ability to provide the 
continuum of services necessary to meet the 
complex substance abuse treatment, medical, 
and social service needs of injection drug 
users (AED, 1999; NIH, 1997). 

Community resistance to substance abuse 
treatment facilities and programs— the 
“not-in-my-backyard” (NIMBY) factor — 
also plays an important role in limiting the 
availability of t reatment and other serv i c e s 
for IDUs. Common objections to these 
facilities are that they contribute to an 
increase in crime in the area, attract unde-
sirable groups of people, and import the 
drug culture. As a result, treatment facilities 
are often located in industrial or run-down 
parts of town to avoid the presence of 
residential neighbors and diminish the 
possibility of community res i s t a n c e . 
Treatment program counselors also may 
routinely patrol the area around their facility 
to ensure that clients do not loiter and 
cause problems with neighbors. 

During 1999, a number of prominent voices 
spoke out on these issues and in favor of 
major increases in the funding and attention 
d evoted to substance abuse tre a t m e n t : 

• General Barry McCaffrey, Director of the 
Office of National Drug Control Policy 
(ONDCP), proposed a new strate gy of 
integrating drug testing and substance 
abuse treatment into almost every phase 
of the criminal justice process, from 
arrest to the return to community after 
prison. Gen. McCaffrey outlined this 
strategy at a “National Assembly on 
Drugs, Alcohol Abuse and the Criminal 
Offender,” which was sponsored by the 
O N D C P, the Dep a rtment of Justice, and 
the Department of Health and Human 
Services to bring together 900 law enforce-
ment, prison, and public health specialists 
from around the country to discuss ways 
to break the seemingly unbreakable link 
between substance abuse and crime. The 
assembly advocated better collaboration 
between substance abuse, public health, and 

Legal and public 
policy results 
of attitudes 
and stigma: 
• emphasis on 

criminal punishment 
over treatment 

• differences in 
funding priorities 

• limited drug 
treatment services 

• restrictive syringe 
prescription and 
paraphernalia laws 
and regulations 

• a fragmented and 
polarized atmosphere 
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criminal justice, much greater reliance on 
substance abuse treatment to address the 
cause of most involvement with criminal 
justice, and better programs to ease inmates’ 
return to their home communities after 
prison (Wren, 1999). 

• Dr. Alan Leshner, Director of the National 
Institute on Drug Abuse (NIDA), made 
the case that as a society we should no 
longer focus on unanswerable questions 
about the morality of treating versus 
punishing those addicted to drugs, but 
instead should focus on the practical 
benefits to individuals and society as a 
whole of treating drug addiction. “If we 
are ever going to significantly reduce the 
tremendous price that drug addiction 
exacts from every aspect of our society, 
drug treatment for all who need it must be 
a core element of our society’s strategies” 
(Leshner, 1999). 

• Dr. Hortensia Amaro of Boston University 
School of Medicine argued that limited 
funding for substance abuse treatment is 
an exp e n s ive long-term policy. She noted 
that the federal govern m e n t ’s policy of 
spending nearly twice as much on reducing 
the supply of drugs as on reducing the 
demand for them through prevention and 
treatment programs is “ p e rp l ex i n g ”g iven 
that treatment has been shown to be more 
effective than law enforcement and incar -
ceration in reducing the demand for illegal 
drugs. “Providing treatment to all in 
need could save more than $150 billion 
over the next 15 years, at a price tag of just 
$21 billion in treatment costs. Funding 
treatment for persons addicted to drugs 
is prudent fiscal policy: every dollar 
invested in drug treatment generates $7 in 
savings of future costs” (Amaro, 1999; 
California Department of Alcohol and 
Drug Programs, 1994; Rydell and 
Everingham, 1994). 

◆ Restrictive syringe prescription and 
paraphernalia laws and regulations. In the 
i n t e rest of limiting drug use, a number of 
laws restrict the purchase and possession of 
equipment used to prepare and administer 

injection drugs. They fall into several 
major catego r i e s : 

• Drug paraphernalia laws in many states 
make it illegal to distribute or possess 
any equipment intended for injecting, 
smoking, or otherwise consuming ille gal 
substances (AED, 1997; Case et al., 
1998; Gostin, 1998; Koester, 1994). 
Currently, 44 states have such laws. 

• Prescription laws require that a person 
wishing to buy syringes have a valid medical 
prescription for syringes. In addition, some 
states require that syringe purchasers show 

identification and provide their name, 
address, and other identifying information 
(AED, 1997). Until recently, eight states 
had prescription statutes (Gostin, 1998). 
In 2000, New York, Rhode Island, and 
New Hampshire partially or completely 
removed their prescription laws. In the 
states in which these laws are in effect, 
p hysicians are allowed to pre s c r i b e 

hypodermic equipment only for medical 
purposes (AED, 1997). 

• P h a rmacy re g u l ations or practice guidelines in 23 
jurisdictions restrain pharmacists from 
selling sterile syringes or impose addi-
tional requirements on customers for 
their purchases. In addition, some drug 
stores have corporate or individual policies 
that limit over-the-counter sales of 
syringes (Jones and Taussig, 1999). 

Other related laws and restrictions include 
the Mail Order Drug Paraphernalia Act, 
which permits federal enforcement against 
individuals who knowingly sell or distribute 
syringes to IDUs, and a Congressional 
prohibition against federal funding for 
syringe exchange programs (SEPs) 
(Gostin, 1998). 

◆ A fragmented and polarized atmosphere. 
C u rrent public policies and res t r i c t ive law s 
and regulations are an important fac t o r 
constraining efforts to develop compre-
hensive and effective interventions for IDUs. 
Another critical factor is the profound 
differences in training, experience, attitude, 
and approach among the various profes-
sionals who provide services to IDUs (for 
example, those working in infectious disease 
p revention, substance abuse tre a t m e n t , 
mental health, criminal justice, and primary 
care). These philosophical and practical 
gulfs foster an atmosphere of p o l a r i z a t i o n , 
work against a coordinated, collaborative 
a p p ro a ch, and hinder system-wide efforts 
to reach IDUs. The gulfs emerge from lack 
o f knowledge about issues outside of one’s 
own expertise, specific training and education 
p e r s p e c t ives, attitudes held toward users, 
personal experience with addiction and 
recovery, and experience working with IDUs. 

One example of these differences is the 
debate over the relative merits of various 
substance abuse treatment approaches. 
Recovery from addiction is a day-by-da y, 
minute-by-minute, sometimes precarious 
balancing act in which the user makes 
repeated, sequential decisions not to use. 
Relapse can be common. Traditional 

Differences 
among providers 
of services 
to IDUs are 
caused by: 
• lack of knowledge 

about issues beyond 
one’s expertise 

• specific training 
and educational 
perspectives 

• attitudes toward users 

• personal experience 
with addiction and 
recovery 

• experience working 
with IDUs 
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substance abuse treatment models have 
focused exclusively on abstinence as the 
only acceptable short- and long-term out-
come. A person or program that appears 
to tolerate any use of drugs is seen as 
enabling the user to continue his or her 
addiction. Treatment approaches that 
focus on abstinence from alcohol and 
drug use include detoxification programs, 
inpatient and outpatient programs, and 
peer-based residential treatment settings 
(called therapeutic communities). These 
approaches are usually complemented by 
self-help or “12-Step” programs, such 
as Alcoholics Anonymous, Narcotics 
Anonymous, or Cocaine Anonymous 
(AED, 1997). All have the ultimate goal 
of helping an individual achieve and main-
tain a drug-free recovery (to become 
“clean and sober”). 

Another appro a ch, methadone maintenance 
treatment, has been used for more than 
30 years to treat tens of thousands of 
individuals addicted to opiates. Consistent 
participation in methadone maintenance 
programs over time diminishes and often 
eliminates use of other opiates, with con-

sequent benefits of reduced transmission 
of HIV and other blood-borne infections 
and reduced criminal activity (NIH, 1997). 
The effectiveness of this approach is 
dependent on a number of issues, including 
adequate dosage, the length and continuity 
of treatment, and the presence of associated 
psychosocial support services. Though 
considerable research supports the effec-
tiveness of methadone maintenance treatment 
and it is a legally sanctioned treatment in 
most states, its use is very highly regulated by 
federal and state agencies, it is still contro-
versial, and less than 20 percent of o p i a t e -
d ependent indiv i d u a l s have access to it 
(NIH, 1997). 

Another perspective on working with IDUs, 
called risk reduction or harm red u c t i o n , 
sees the fundamental problem as the adverse 
consequences of continued drug use (Des 
Jarlais et al., 1993). This approach is based 
on a recognition that many IDUs and other 
drug users are initially unwilling or unable 
to stop drug use and that many things can 
be done to help protect them, their families, 
and society from the harmful consequences 
of the drug use until they are able to stop 
using. Because HIV, hepatitis B, and hepatitis 
C infections are transmitted through shared 
injection equipment, it is possible for active 
users to reduce the risk of or prevent 
infection (Des Jarlais et al., 1993). Primary 
HIV-related risk red u c t i o n approaches 
include a range of interventions, such as 
substance abuse treatment to reduce or 
stop drug use; referrals to HIV-antibody 
testing and medical care services; referrals 
to social s u p p o rt services; education about 
ways for IDUs to increase control over 
whe n , how often, whe re, and with whom 
they inject; and ef forts to encourage active 
users to switch to non-injection forms of 
drug use. For those IDUs who are unable or 
unwilling to stop injecting, risk reduction 
interventions also focus specifically on 
injection practices — providing access to 
sterile syringes through exchange programs 
or over-the-counter sales from pharmacies; 
emphasizing the need to never share syringes, 
water, or drug preparation equipment; 

emphasizing bleach disinfection for IDUs 
who do not have sterile syringes; and pro-
viding alcohol swabs to clean injection sites 
to help prevent abscesses and other infections. 
A recent analysis of the laws in the 50 
states, the District of Columbia, and 
Puerto Rico found that physicians in 
nearly all of these jurisdictions may legally 
prescribe sterile syringe equipment to prevent 

disease transmission and that pharmacists 
in most states have a clear or reasonable 
legal basis for filling the prescription. While 
physician prescription will likely not result 
in widespread access to sterile syringes, it 
may have an important beneficial impact 
among individual IDUs who cannot or 
will not stop injecting (Burris et al., 2000). 

Traditional 
substance abuse 
treatment 
approaches: 
• detoxification 

• inpatient/outpatient 
programs 

• methadone maintenance 

• peer-based residential 
treatment settings 

• self-help programs 

Risk reduction 
approaches: 
• substance abuse 

treatment 

• referrals to HIV-
antibody testing, 
medical care, and 
social services 

• providing education 
about ways to manage 
drug use and gain 
control over daily 
life issues 

• reduction in risky 
injection practices 

• access to sterile 
syringes 

• working with injectors 
who choose to attempt 
abstinence 

• focusing on “treatment 
readiness” 
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All of these approaches have strong 
advocates as well as fierce opponents. 
D e fenders of a b s t i n e n c e - o n ly interve n t i o n s 
argue that tolerating any drug use is unac-
ceptable because it allows users to continue 
their self-destructive behavior and prevents 
them from achieving a “drug-free” status. 
Specifically, they express concerns that 
promoting syringe exchange programs and 
safer injection practices ser ve to encourage 
continued drug use, that methadone main-
tenance programs merely substitute one 
addicting drug for another, and that support 
for risk reduction approaches is an opening 
wedge for the eventual legalization of drugs. 
Many advocates of abstinence-based sub-
stance abuse treatment are former drug 
users for whom this approach was essential 
to recovery. Their experience is the foun-
dation of their conviction that abstinence 
is the only valid strategy for helping IDUs 
to stop using drugs. 

Defenders of methadone maintenance 
treatment cite its effectiveness in reducing 
dependence on illegal drugs and in helping 
users become productive members of society. 

Defenders of risk reduction cite as com-
pelling reasons for pursuing their approach 
the limited number of substance abuse 
treatment slots available, the fact that many 
users are unable or unwilling to permanently 
and completely stop their drug use, the 
importance of injection drug use in the 
HIV and hepatitis epidemics, and the 
i m p o rtance of injection drug use in other 
health problems such as abscesses and 
e n d o c a rditis. Another strength, they say, is 
risk red u c t i o n’s underlying principle of 
beginning any efforts with users at the 
place whe re they are, wh i ch then allow s 
providers to help them move to a new and 
better place whe re risk is red u c e d . 

A 1998 U. S. House of Rep re s e n t a t ive s 
d ebate on legislation to prohibit fed e r a l 

funding for syringe exchange pro gr a m s 
highlights the polemics involved in the 
debate over approaches to working with 
IDUs and illustrates some of the attitudinal 
and philosophical perspectives described 
earlier in this chapter (U.S. House of 
Representatives, 1998): 

“Mr. Goodlatte. Not only are needle exchange pro-
grams inconsistent with federal law, the results of 
community-based needle exchange program have been 
disastrous. Needle exchange programs have resulted 
in communities with higher crime, communities 
that are littered with used drug paraphernalia, and 
communities that are magnets for drug addicts and 
the high-risk behavior that accompany them….I urge 
my colleagues to support this legislation, oppose the 
use of needle exchange programs, and make sure 
that we continue the fight on drugs in a sensible 
way by cracking down on drug traffickers and 
educating people in the country about the dangers 
of using illegal drugs. 

Ms. Woolsey. Maintaining the ban [on federal 
funding for needle exchange programs] will not help 
s ave our ch i l d ren or anyone else. In fact, the ban on 
needle excha n ge actually thre atens lives….In 1995, 
needle excha n ge pro g rams were found to reduce the 
spread of AIDS and not to lead to increased drug use. 

This bill would ignore the science by denying public 
health experts a tool in the fight against AIDS, a 
tool that has been proven to slow the spread of this 
deadly disease. And those of my colleagues who are 
worried that free needles increase drug usage have 
to stop and think. We have to be reassured that 
knowing that the positive step by a drug user to 
choose clean needles is actually a first step in a very 
positive way towards their recovery. Just think about 
it. This is an opportunity to begin the healing process.” 

Conclusion 
As seen in this chapter, the social, legal, 
and public policy climate surrounding drug 
use creates structural and environmental 
barriers that limit the ability of IDUs to 
stop their drug use and reduce their risks of 
acquiring or transmitting infection. For 

example, IDUs are advised to enter substance 
abuse treatment and, if they continue to 
inject, to use only sterile syringes. 
However, insufficient substance abuse 
treatment capacity and syringe laws that 
make it illegal to obtain or possess sterile 
injection equipment often make it dif ficult 
or impossible to car ry out this public 
health advice. 

This climate presents a multi-layered 
challenge for program staff, policy makers, 
and others in the public health community. 
Many types of services and inter ventions 
currently exist to serve the complex drug-
related, medical, and social circumstances 
of IDUs and their families. More of these 
services and interventions are clearly needed, 
but if they are to be successful, public health 
program staff, service providers, and policy 
leaders need to design them with this exist-
ing social, legal, and policy climate in mind. 
This is because the social attitudes and 
structural factors described here often sub-
s t a n t i a l ly limit pro gram activities and con-
tribute to a fragmented service delivery 
system that does not ensure the availability 
of a full range of high-quality services that 
IDUs can easily obtain. Services and pro-
grams need to be or ganized and delivered 
in such a way that prevention messages and 
public health strategies can be reinforced 
across IDUs’ various circumstances, patterns 
of drug use, stages of change of risk 
behaviors, and across the many community 
and institutional settings where they ar e 
found. At the same time, individual services 
need to be supported by a philosophical 
framework that moves beyond the stigma 
surrounding IDUs, reduces the cur rent 
polarization among different approaches to 
working with IDUs, and ensures that col-
laboration is integral to the provision of 
services. The next chapter provides further 
detail on this vision o f a compreh e n s ive 
approach to preventing HIV and other 
blood-borne pathogens among IDUs. 
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Though many services and interve n t i o n s 
can be used to help IDUs, this approach 
focuses on eight specific strategies and fou r 
u n d e rlying principles. Figure 1 i l l u s t r a t e s 
the compre h e n s ive appro a ch and shows 
how its components are linked. The eight 
s t r a t egies, clu s t e red around the concept of 
HIV prevention for IDUs, are supported 
and framed by the cross-cutting principles of 
collaboration, tailoring, overcoming stigma, 
and ensuring coverage, access, and quality. 

A range of strategies are included because 
a single type of service or program (sub-
stance abuse treatment, HIV prevention 
education, access to sterile syringes) is not 
enough. Multiple services and programs 
delivered in multiple settings are needed. 
The supporting principles are included 
because if the strategies are to succeed, 
the providers, health departments, and 

community organizations who plan, deliver, 
and monitor them must consciously focus 
not only on “what” to pursue but also on 
“why” and “how” they will be pursued. 
Each principle contains the seeds of positive 

action that will allow communities, agen-
cies, and providers to come together and 
act more effe c t ive ly. 

The remainder of this chapter defines and 
describes the four supporting principles 
and the eight key strategies for preventing 
blood-borne diseases among IDUs. 
Accompanying these descriptions are 
vignettes about selected programs around 
the country that are working with IDUs. 
Although many of these programs provide 
similar types of services and all employ 
multiple components of the compreh e n s ive 
approach, the vignettes are intended to high-
light one or another strategy or principle 
and show the way in which each program’s 
unique approach, content, or philosophy 
brings that particular principle or strategy 
to life. Many other exemplary programs 
throughout the country are in c o rp o r a t i n g 
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Figure 1 

P revention planners, pro g ram staff, policy makers, community-based organizations, and others who work with 
IDUs must deal with several significant and interrelated problems: 
• the high risk of infection with HIV and other blood-borne pathogens, particularly hepatitis B and C; 
• a ran ge of s ex and drug use behav i o rs that maintain the epidemics and facilitate their transmission to 

n o n - i n fected IDUs as well as to the larger population of s ex part n e rs, ch i l d ren, and other adults who 
do not inject drugs; 

• attitudes of bias and stigma that margi n a l i ze and dehumanize IDUs and that limit options for prevention 
through their negative influence on laws, regulations, social policies, and access to services; and 

• profound and deeply held differences of philosophy and orientation among providers and organizations, 
whi ch cause polarization and fra g m e n t ation, hinder cooperative wo rking re l at i o n s h i p s, and ultimat e l y, 
limit the effectiveness of services and interventions for IDUs. 

These pro blems are hard to solve. Their complex i t y, interc o n n e c t e d n e s s, and deep - rooted nat u re re q u i re a 
comprehensive and multifaceted approach. This chapter proposes and describes such a comprehensive approach. 

C H A P T E R  T H R E E  
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In 1996, the Georgia Department of Health received funding from 
the Center for Substance Abuse Treatment (CSAT) of the federal 
Substance Abuse and Mental Health Services Administration 
(SAMHSA) to develop and deliver a series of workshops to bring 
together staff from the state’s public health and substance abuse 
treatment agencies. CDC also participated by providing technical 
assistance and oversight. The genesis of this project was the fact 
that the shift of the epidemic toward IDUs and disadvantaged and 
minority populations meant, increasingly, that providers were 
working with clients who had multiple problems. Having providers 
focus only on a client’s substance abuse problem, or STD, or high-
risk sexual behaviors was clearly not adequate. But significant barriers 
prevented these professionals from providing more comprehensive 
services. Staff from public health or substance abuse treatment 
didn’t know what questions to ask to assess a client’s problems in the 
other arena, or felt it wasn’t appropriate to ask those questions. 
Federal confidentiality protections precluded substance abuse 
treatment and public health staff from discussing a client who 
was being seen at both types of facilities. Longstanding patterns 
of limited communication between the different agencies created 
an additional barrier. 

Clearly, something was needed to help break down these barriers 
and foster collaboration. Staff needed an opportunity to learn about 
each other’s subject areas, client assessment procedures, and treat-
ment options. More than that, they also needed an opportunity to 
make personal connections across agency disciplines, cultures, and 
bureaucracies — connections that would allow them to develop 
mutual respect and a common vocabulary, foster a willingness to 
hear each other’s point of view, and understand the realities of 
each agency’s funding and policy requirements. The desired out-
come? Collaborative working relationships, strong channels of regular 
communication, and ultimately, system-wide positive change. 

Over a 7-month period in 1997, 24 2-day workshops were held 
across the state. About 1,100 nurses, counselors, social workers, 
clinicians, and epidemiologists participated. The first part of each 
workshop focused on one of the biggest difficulties — lack of knowl-
edge. The trainers provided the public health participants with a 
“Substance Abuse 101”; the substance abuse treatment participants 
received the same for STDs. The entire group received an update on 
the HIV/AIDS and TB epidemics. The remainder of the workshop 
emphasized skills-building so that participants could conduct more 
comprehensive prescreening, risk assessment, and counseling with 
clients. Throughout the workshop, participants were encouraged to 
talk with each other, share experiences, and learn about the day-
to-day realities and challenges faced by others. 

An essential element in the success of the workshops was including 
all the involved parties in planning and implementation. Before the 
workshops, high-level administrators and front-line staff from the 
public health and substance abuse treatment agencies met to discuss 
existing barriers to collaboration, needed tools and skills, and goals 
and objectives for the workshops. They also discussed Qualified 
Service Organization Agreements (QSOA), which would allow 
substance abuse treatment and public health provider agencies to 
share limited information about clients within the legal constraints 
of federal confidentiality protections. 

The response to the workshops was immediate, powerful, and posi-
tive. They changed attitudes, altered the way that many participants 

worked with clients, created collaborations, and led to requests for 
further trainings. Since then, several other series of cross-training 
workshops in Georgia have helped participants develop new 
approaches to dealing with issues such as substance abuse treatment 
planning, harm reduction, and confidentiality. 

In 1998, CSAT, CDC, and the Health Resources and Services 
Administration (HRSA) developed an interagency agreement to 
expand the cross-training concept. This initiative, called “HIV/AIDS, 
TB and Infectious Diseases: The Alcohol and Other Drug Abuse 
Connection,” provides training and technical assistance to state 
infectious disease and substance abuse health care delivery systems 
so that they can more effectively serve individuals who have or are at 
high risk of having concurrent conditions. During FY99 alone, 13 
cross-training workshops were held in 6 states. In addition, trainers 
have responded to 40 requests for cross-training information and 
technical assistance from states and federal agencies. 

Many components and principles of the early cross-training experi-
ences have been applied in the current initiative: 

• Reflect the diversity of the epidemic. Because success in one 
area is dependent on addressing others, the workshop now covers 
prevention, treatment, and care issues for the various substance 
abuse and infectious disease topics (HIV, STDs, TB, hepatitis). 
Workshop planners and participants include representatives from 
mental health and criminal justice as well as from infectious diseases 
and substance abuse. Planners report that this greater diversity 
in the cross-training helps participants more easily appreciate and 
understand other points of view and approaches than does a 
workshop with more restricted representation or content. 

• Tailor to the local community. Before a workshop is held, 
planners research the disease issues in the community to ensure 
that topics and skills building exercises reflect and are tailored to 
the needs, cultures, and languages of the community. Participant 
lists reflect the particular needs and existing service delivery sys-
tems of the community. Planners also select workshop trainers 
with this principle in mind. 

• Build local commitment and capacity. Although a request 
for a cross-training workshop may come from one agency or 
organization, all the potential partners must agree to support and 
participate in the training. They are also part of the planning group, 
select the participants, and identify local co-trainers. All of these 
activities help to build local capacity for further training and 
encourage widespread institutional commitment to improving 
prevention, treatment, and care systems. 

• Follow up. An essential element of the initiative is long-term 
follow up to track changes that result from workshops (Are 
trainings being replicated? How many QSOAs have been signed? 
Have other types of collaborative activities developed?) and to 
provide necessary technical assistance to states. 

For more information: HIV/AIDS, TB and Infectious Diseases Cross-
Training: The Alcohol and Other Drug Abuse Connection. 
www.treatment.org/Topics/infectious.html 

Cross-Training for HIV/AIDS, Infectious Diseases, and Substance Abuse Providers: 
A Novel Idea Becomes a Nationwide Trend 

C R O S S - T R A I N I N G 
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these same approaches and philosophies 
in their work with IDUs. Readers also are 
encouraged to read Appendix A, which pro-
vides expanded discussions of the eight key 
s t r a t egies, including findings from res e a rch 
and programs and descriptions of issues 
and barriers facing providers and agencies 
as they seek to accomplish their goals. 

Guiding Principles 

E N S U R  E C O O R D  I N A T  I  O  N 
A N D  C O L L A B O R A  T  I  O  N 

Current medical care, social service, and 
HIV and drug use prevention and treatment 
systems are complex and governed by a 
patchwork of federal, state, and local 
funding arrangements and regulatory envi-
ronments (AED, 1999). Service providers 
report frustrations with the barriers these 
multiple systems create and the ways in 
which they limit providers’ ability to provide a 
continuum of services to meet the complex 
needs of injection drug users (AED, 1999). 
If interventions with IDUs are to succeed, 
agencies and providers must find ways to 
work within these systems to coordinate 
their efforts. 

This principle also embodies another 
idea — collaboration. The profound and 
often conflicting differences in approach 

and orientation espoused by various organi-
zations, philosophies, and providers, and 
the resulting reluctance of agencies and 
providers to work together for IDUs con-
tributes to the fragmented service delivery 
system and leads to policies, laws, and 
regulations that can be inconsistent, contra-
dictory, and sometimes at cross-purposes. 
Providers, agencies, and policy makers must 
collaborate, sharing their various skills, per-
spectives, and experiences, building on prior 
relationships, and reaching out to groups 
with whom they may not have worked 
before. Partners in this effort need not 
agree on everything, but they do need to find 
ways to cooperate so as to achieve the larger 
goals of reducing HIV and viral hepatitis 
infection in injection drug users and reducing 
substance abuse. 

E N S U R E C O V E R AG E , 
A C C E S S , A N D Q U A L I T Y 

P ro grams and interve ntions will not be 
effective if they do not reach a critical m a s s 
of people who need them, if IDUs cannot 
or will not use them, or if they are of poor 
quality. The first of these elements, coverage, 
c o n c e rns whether services or interve n t i o n s 
a re rea ching a sufficient number of IDUs 
to make a real difference. For example, it is 
estimated that only a small percentage of 

those needing substance abuse tre a t m e n t 
a c t u a l ly rec e ive those services (Epstein and 
G f roerer, 1998). Similarly, pharmacies and 
s y r i n ge exch a n ge pro grams help a growi n g 
number of IDUs who continue to inject to 

obtain sterile syringes. However, these pro-
grams often fall short of reaching all those 
who desire to reduce their transmission 
risks by obtaining and using sterile syringes 
(Lurie et al., 1998; Remis et al., 1998). 

The Statewide Partnership for HIV Education in Recovery 
Environments (SPHERE) develops and delivers training to substance 
abuse treatment providers, AIDS service organizations, and com-
munity-based health centers in HIV/AIDS prevention and substance 
abuse issues and related topics such as capacity building, policy 
development, organizational development, and coordination and 
collaboration. Increasingly, programs are calling SPHERE for help 
in developing long-term training and development plans and this 
contributes to system-wide positive change. 

Funded by the Massachusetts Department of Health’s AIDS bureau 
and its substance abuse treatment bureau, SPHERE’s primary goal is 
to foster and support interdisciplinary collaboration across the many 
groups that work with substance abusing populations and those at 

risk of or infected with HIV and other blood-borne pathogens. By 
holding cross-trainings and educational workshops and conducting 
outreach to HIV/AIDS, substance abuse, syringe exchange, mental 
health, primary care, and other providers, SPHERE hopes to create 
a synergy among providers so that they can learn with and from each 
other, share best practices, and overcome philosophical barriers. 

In addition to its trainings and efforts to foster collaboration, SPHERE 
has developed a number of tools and forms that have been adopted 
by many organizations and service providers in the state. Among 
these are new standardized intake and record release forms and a 
comprehensive HIV risk assessment tool and a program satisfaction 
and evaluation tool. 

For more information: SPHERE, Brockton, MA, 800/530-2770. 

One-stop Shopping to Help Programs Work Better 

S P H E R E 

A comprehensive 
approach rests on 
4 basic principles 
• ensure coverage, access, 

and quality 

• ensure coordination 
and collaboration 

• overcome stigma 

• tailor services and 
programs 
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The second concern, access, relates to issues 
such as the number and location of pre-
vention and care services and programs, 
whether they are free or not, whether IDUs 
need a referral to use them, and whether 
IDUs know about their availability. 
Problems with access stem from the very 
nature of IDUs’ lives as well as from the 
way in which the services and programs 
are organized and delivered. IDUs may not 
k n ow what services are ava i l a ble to them, 
how to get to them, or how to use them. 
Frequently, their lives are so dominated 
by the demands of their addiction that 
p a rticipation in organized interventions 
is beyond their capability. Further, when 
IDUs do attempt to use care systems or 
programs, they report that some procedures 
and staff are insensitive and demeaning, 
confidentiality is not protected, and agency 
policies effe c t ive ly pose barri e r s to care 
(NYHRE, 1998; Rogers et al., 1998; 

Thaca, 1997). This creates powerful feelings 
of mistrust and alienation and a strong 
reluctance to seek out or participate in 
programs and services. 

The third issue, quality of care provided 
to IDUs, covers a host of issues such as 
the training and competency of service 
providers, the adequacy of medications 
prescribed (for example, are IDUs receiving 
a more effective dose of 80-100 mg of 
methadone per day [Strain et al., 1999] or 
only 30 mg per day?), and the provision 
of all necessary services (for example, are 
substance abuse treatment services accom-
panied by needed primary medical care or 
psychosocial services?). The ability of IDUs 
to comply with treatment regimens, main-
tain or improve their health, and reduce 
their risks of acquiring or transmitting 
HIV and other blood-borne pathogens is 
directly related to the quality of the preven-
tion and care services they receive. 

If agencies and providers hope to truly help 
IDUs, they must consider ways to effectively 
deal with these key issues of coverage, access, 
and quality as they plan, deliver, and monitor 
programs and services. 

R E C O G N I Z E  A N D  
O V  E  RC O M E  S T I G M A  

If IDUs are to be successfully engaged in 
p revention effo rts and if p u blic policy is 
to move forward, the nega t ive attitudes, 
stereotypes, and stigma attached to injection 
drug users and their addiction must be 
recognized and overcome. It is all too easy 
for IDUs to be dehumanized, to become 
“ t h e m ,” not “ u s .” In fact, IDUs are “ u s” 
— they are fam i ly members, neighbors, 
friends, colleagues, patients. A willingness 
to put a human face on the problem, to 
attempt to understand the disease of drug 
addiction, and to consider IDUs as full 
human beings is a critical step to moving 

NYHRE is the largest harm reduction program in New York State. 
Now in its ninth year, its services also include outreach, HIV/AIDS 
prevention education, psychotherapy, treatment advocacy, referrals to 
health care, syringe exchange, and training for service providers. The 
ways in which it plans and provides its services and programs provide 
a useful perspective on the issues of coverage, access, and quality. 

About 35,000 people are enrolled in NYHRE programs and the staff 
sees about 8,000 individuals each year. In the last three years, NYHRE 
has doubled in size and budget and the number of staff has tripled. 
Reaching a critical mass of those who need help is a long-term and 
often difficult process, particularly in a city like New York, which has 
an extremely large IDU population. However, NYHRE’s philosophy 
of reaching as many users as possible “where they are,” providing 
as many different types of services as possible, and creating linkages 
among a myriad of services and service providers are good ways to 
address existing gaps in coverage. 

“We understand that there are reasons why people use drugs and 
good reasons why they are not connected to services. We take that 
as our point of departure,” says Terry Ruefli, NYHRE’s executive 
director, in describing the ways in which NYHRE helps IDUs break 
down barriers to obtaining services. For example, says Ruefli, 
NYHRE provides traditional services in a nontraditional way. “We 
have a psychotherapist, but he doesn’t sit in his office and wait for 
patients to come to him. He sets up two chairs on the sidewalk, 

and hangs his diploma on one of them. We do all our services on 
the street. Everything. Whatever need you have, you can get it met 
in this program in one way or another.” 

As part of its efforts to improve service quality and increase coor-
dination among providers, NYHRE conducts harm reduction training 
programs. These workshops increase participants’ awareness of 
the difficulties that IDUs face in obtaining high-quality services and 
provide training in the principles and practices of harm reduction. 
These trainings help providers learn to respect the ethnic and street 
cultures from which their clients come, which, in turn, helps them 
understand drug users, what makes sense to them, how they inter-
pret the world, how they expect to be treated, and what kinds of 
interventions will be most effective. 

Located in one of the poorest urban communities in the nation — the 
Hunts Point section of the Bron x — NYHRE has worked hard to 
collaborate with others on a variety of projects whose needs are 
defined by the community itself. Ruefli explains that NYHRE is “part 
of the process by which IDUs see that there’s light at the end of the 
tunnel. They’re not condemned to die of AIDS, to be homeless, to 
be mentally ill. We are one of the ways in which people can climb 
out of that.” 

For more information: New York Harm Reduction Educators, Inc., 
Bronx, NY, 718/842-6050. 

Focusing on Coverage, Access, and Quality 

N E W  Y O R K  H A  R M  R E D U  C T I  O N  E D U C A T O R S  ( N  Y H  R E )  
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Stigma toward IDUs and other drug users results from individual 
experiences with drug use or drug users, but it is also generated 
in large measure from broader societal attitudes toward drug use. 
Changing social attitudes is one way to affect change on an individual 
level. The National Institute on Drug Abuse (NIDA), a component of 
the National Institutes of Health (NIH), supports over 85 percent of 
the world’s research on the health aspects of substance abuse and 
addiction and it is working on a number of fronts to disseminate 
the results of its research. This dissemination effort is helping to 
improve the nation’s understanding of addiction and, as a result, 
change attitudes about drug addiction and people who use drugs. 
These various activities include: 

• Being clear on the terminology. NIDA carefully crafts the 
language it uses to talk about addiction and individuals who use 
drugs so that it reflects current scientific knowledge and is clearly 
understandable. These words and phrase s — “addiction is a brain 
disease,” for example — are used repeatedly and in multiple 
contexts so that, eventually, they can become a permanent part 
of the way that society talks about this issue. 

• Fostering dialogue with communities. Since 1996, NIDA has 
hosted a series of 1-day Town Meetings in communities across the 
country to help bridge “the great disconnect”— the dichotomy 
between the public’s perception of drug addiction and the scientific 
facts. These meetings, which are tailored to meet local interests 
and needs, give NIDA the chance to provide communities with 
the latest findings from drug abuse prevention and treatment 
research. They also give communities — local civic leaders, health 
care providers, parents, teachers, concerned citizens — a chance 

to tell NIDA what kind of information they need to better deal 
with drug problems in their community. 

• Taking information to the people. If research findings and 
scientific facts are to have an impact and be useful, they need to 
be used. A big focus of NIDA’s information dissemination effort, 
therefore, is creating a wide range of publications and other mate-
rials that are appealing, user-friendly, and pragmatic. For example, 
NIDA’s recent publication, Principles of Drug Abuse Treatment: 
A Research-based Guide synthesizes 25 years of research into a 
series of practical principles that communities can use to develop 
effective substance abuse treatment programs. NIDA has also 
produced numerous educational booklets, slide shows, and other 
materials for parents, youth, and teachers. 

• Harnessing the power of partnerships. NIDA has developed 
collaborative relationships with many different organizations and 
agencies, from Hollywood’s Entertainment Industries Council, to 
the American Medical Association and other professional associa-
tions, to other federal agencies such as the Department of Justice 
and the Office of National Drug Control Policy (ONDCP), to 
community coalitions such as Join Together and Community 
Anti-Drug Coalitions of America (CADCA). NIDA works through 
these partnerships to promote wide distribution of information, 
ensure that depictions of drug use and addiction are accurate, and 
create a better and more thorough understanding of drugs and 
their effects on the brain and body. 

For more information: National Institute on Drug Abuse (NIDA), 
Bethesda, MD, www.nida.nih/gov. 

Working to Change Attitudes on a National Scale 

N I D A 

The ARRIVE Program of Exponents, Inc. is designed to improve the 
quality of life of traditionally underserved minorities affected by 
drugs, HIV/AIDS, incarceration, and poverty. Serving clients from the 
entire New York City area, Exponents’ programs intervene with 
detainees, recently released inmates, people living with HIV/AIDS, 
and substance users and their families. The ARRIVE curriculum covers 
harm reduction, relapse issues, HIV care and prevention strategies, 
health education, infection control, and nutrition. HIV counseling, 
referrals to much-needed services, and peer-led support groups 
reinforce classroom information and help clients amplify their 
strengths and resources to meet their health and social challenges. 

Communications and presentation classes help clients transform 
personal experience into marketable skills. 

ARRIVE is based on a “corporate social work model,” says deputy 
executive director, Maria (Sam) Josepher. “It was begun by people 
who were corporately aware as well as people who had been in 
the substance abuse field for more than 30 years. We used a lot of 
what we learned from the business world to teach addicts — the 
importance of information, communication skills, respect, cleanliness — 
all of this is given to the client. On the social work side, the clients 
receive a lot of therapeutic peer support. We acknowledge the 
incremental steps that people make. We notice when people are 
dressing better, acting better, making more out of their lives.” 

Started in 1988, ARRIVE now trains over 900 substance users a year, 
60 percent of whom are HIV-positive. It has maintained an 83 percent 
retention rate over the last decade. As Ms. Josepher explains, the 
program is based on the premise that investing in human capital not 
only works, but is cost-effective. “We see people go through a trans-
formation within 2 months,” she says. ARRIVE costs about $1,000 
per person for more than 60 hours of education, support groups, and 
counseling. For $1,000 you have a person who is literally transformed, 
motivated, and renewed.” 

Ms. Josepher illustrates this with the following story: “One of my 
staff is a woman who was in and out of prison for prostitution, for 
drugs, for burglary. She would get off drugs but couldn’t stay off. 
She didn’t have that ability. She was a heroin IDU for 20 years and 
on methadone for two. She came into the ARRIVE program. She 
saw people like herself training, counseling, and becoming part of the 
solution. Then we put her on a computer. She just started soaking 
it up like a sponge. She became a volunteer, our first part-time 
employee. She never went back to drugs. The last time she was in 
prison was about 9 years ago. Two years ago she bought a house. 
When she announced this at a staff meeting, there wasn’t a dry eye 
in the place.” 

For more information: The ARRIVE Program of Exponents, Inc., 
New York, NY, 212/243-3434 www.exponents.org. 

Overcoming Stigma Through Investing in Human Capital 

A R R I V E 
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beyond the stigma. Overcoming stigma is 
also, fundamentally, a pragmatic necessity, 
for without it, the job of helping IDUs 
overcome their addiction and prevent dis-
ease will not be accomplished. 

T A  I  LO R S E  RV I C  E S 
A N D P RO G R A M S 

IDUs have diverse languages, cultures, sexual 
orientations, life circumstances, behaviors, 
and requirements for services. One size does 
not fit all. In planning and delivering inter-
ven t i o n s , providers must take into account 
the factors that differentiate IDUs— who 
they are, where they are, what they do, 
what motivates them, who they socialize 
with. Programs and pr oviders must also 
account for the fact that the behaviors or 
occupations of certain groups of IDUs, 
such as the mentally ill, the homeless, 
commercial sex workers, and those in prisons 
and jails, put them at particularly high risk 
of acquiring and transmitting infection. 
Tailoring interventions to the particular 
characteristics and service needs of recipients 

will increase their effectiveness. Involving 
IDUs in planning, delivering, and evaluating 
services and interventions is one important 
way to make sure that they are appropri-
ately tailored. 

Key Strategies 

S  U  B  S  T A N C E  A B  U S E 
T R E AT M E N T 

Drug addiction is a chronic illness charac-
terized by compulsive, uncontrollable 
drug craving, seeking, and use, even in the 
face of enormous ne gative consequences. 
Though nearly all addicts believe initially 
that they can stop on their own, most of 
their attempts fail to achieve long-term 
abstinence (NIDA, 1999). Substance abuse 
treatment provides the medical, psychological, 
and behavioral support necessary for 
i n d ividuals to stop using drugs and to 
allow their brain processes to ret u rn to 
pre-addiction functioning (see Chapter 2 
for more detail on the changes in brain 
function that occur during addiction). 

Well-Being Institute is a drop-in day treatment center located in 
Detroit’s inner city. It works primarily with HIV-infected, substance-
abusing women who are mentally ill. These women tend to fall 
between the cracks of the existing health care delivery system, which 
is not well suited for creating and maintaining long-term relationships 
with such a high-risk population. The program locates eligible women 
through street outreach, nursing staff contacts with case managers 
in Detroit’s HIV care network, and referrals. Through its own model 
of individualized nursing care, Well-Being staff help clients achieve 
three primary objectives: access — overcoming barriers to obtain-
ing care for their HIV disease, substance abuse problem, or mental 
illness; retention — maintaining relationships with care providers 
over the long-term; and adherenc e — sticking with treatment 
regimens over time. 

To illustrate the specific and broader pay-offs of tailoring interventions 
to the needs and circumstances of particular IDUs, Geoffrey Smereck, 
Well Being’s director, tells the story of a mentally ill woman who 
was also homeless, an IDU, a victim of domestic violence, and had 
an HIV-related cancer: 

“In the course of 9 months, we got her housing, got her primary 
health care needs met, and made sure she kept going to her health 
care appointments. We got her into a substance abuse treatment 
program so she was getting herself off drugs. We made sure she took 
her HIV meds and her meds to reduce her mental illness symptoms. 
I ran into her 3-4 months ago and she looked great. For public policy 
purposes, notice how she is no longer really an infection risk to any 
other person. She is a thousand-fold less drain on public resources. 
No one will have to pick her body out of an alley somewhere. Simply 
getting her to take her meds and getting her to show up for regular 
health care appointments is a far more cost-effective way of dealing 
with her health problems than her showing up in an ER somewhere 
with her problems like an out-of-control train wreck. The kind of 
interventions that can prevent the train wrecks can save the public 
health care systems enormous amounts of money, not to mention 
preventing a lot of human suffering. When I talked to her, the client 
wanted to get into community college and into the workplace. If 
we can get someone to stop soaking up resources, let alone to 
start contributing….” 

For more information: The Well-Being Institute, Detroit, MI, 
734/913-4300. 

Tailoring Interventions for a Specific Population of IDUs 

W E L L - B  E I N  G  I N  S T I  T U T  E 

Substance abuse 
treatment—why 
include it? 
• it helps users stop 

using drugs 

• it helps prevent 
transmission because 
users reduce drug-
and sex-related 
risk behaviors 

• it has major positive 
effects on a user’s life 

• it’s cost effective 

• it’s a good way to 
reach IDUs with 
other messages 
and interventions 






























































































