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Preface

Alan I. Leshner, Ph.D.

Director

National Institute on Drug Abuse

National Institutes of Health

Bethesda, Maryland, United States

The National Institute on Drug Abuse (NIDA), National
Institutes of Health (NIH), in collaboration with NIH’s Office
of AIDS Research (OAR), the Joint United Nations Programme
on HIV/AIDS (UNAIDS), and the World Health Organization’s
(WHO) Programme on Substance Abuse, last year invited
international researchers to participate in the inaugural
meeting of the Global Research Network on HIV Prevention
in Drug-Using Populations. The meeting took place in
Geneva, Switzerland, on June 25 and 26, 1998, in advance of
the Twelfth World AIDS Conference. More than 50 researchers
from 12 geographic regions and 23 countries met to create an
infrastructure to (1) share, make accessible, and rapidly 
communicate science-based evidence about the effectiveness
of intervention strategies, best practices, and supportive 
policies to prevent the spread of HIV and other blood-borne
diseases and to gain a better understanding of prevention in
drug-using populations; and (2) stimulate interest and plan
strategies to develop and support a cross-national research
agenda on HIV prevention.

This inaugural meeting of the Global Research Network 
coincided with the release of three profoundly important new
publications representing more than a decade of research on
HIV prevention in drug-using populations.1 The collective 
scientific evidence reported in these publications and at the
meeting suggests that HIV transmission in drug-using 
populations can be prevented and that epidemics can be
slowed, stopped, and even reversed. The evidence suggests
that a range of HIV intervention strategies and supporting
policies have been effective in changing the course of the

HIV/AIDS epidemic in some drug-using populations. Still, the
spread of injection drug use and the resultant increase in HIV
transmission continues. Although the inaugural meeting 
represented a critical step in fostering the creation of a global
network of scientists dedicated to identifying potential strategies
to more effectively address the twin pandemics of drug abuse
and HIV/AIDS, we must move more quickly. We must develop
mechanisms to more rapidly expand, coordinate, and exchange
information; ensure the sharing of recent findings about
effective intervention strategies; and translate findings into
best practices to prevent the spread of HIV among drug users.

NIDA, in collaboration with OAR, UNAIDS, and WHO, 
welcomed the opportunity to host the inaugural meeting and
facilitate international cooperation and collaboration on
research to prevent HIV among drug users. What emerged
from this meeting were more formalized and collaborative
relationships among international organizations, U.S. agencies,
and nongovernmental agencies to respond to the challenges
of the dynamic and co-occurring epidemics of drug abuse,
HIV/AIDS, and other blood-borne diseases. This meeting
also helped to create links between individual HIV prevention
researchers and established networks that have been organized
to prevent the consequences of drug abuse and protect the
human rights of drug users. Participants recognized the
importance of collaborating to translate science-based findings
into prevention principles that can be applied, adapted, and
implemented in diverse epidemics and of integrating field-
based, “real world” practices into new research and the 
development of next generation interventions. 

1 The three publications were (1) a special issue of Public Health Reports that reviewed the origins, evolution, and current status of the HIV prevention science knowledge base, 
which was derived in large part from NIDA's HIV research and prevention programs (Needle, Coyle, and Cesari 1998); (2) Drug Injecting and HIV Infection, a publication in 
WHO's series on "Social Aspects of AIDS," which presented findings from a multisite WHO study (Stimson, Des Jarlais, and Ball 1998); and (3) a special issue of the Journal of 
Acquired Immune Deficiency Syndromes and Human Retrovirology that addressed issues about sterile syringes to prevent HIV and other blood-borne infections, including hepatitis C
(Jones and Vlahov 1998).
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It has been demonstrated by the research papers presented at
the meeting and included in this Administrative Report that
introducing interventions early in the epidemic (or as early as
possible), relying on multiple intervention strategies rather
than a single strategy, and establishing supportive policies
can all help prevent the spread of HIV/AIDS. It is also clear
from these papers that while HIV transmission is preventable,
HIV/AIDS epidemics in drug-using populations continue to
occur. If we are ever to significantly reduce the tremendous
impact of HIV/AIDS and avert new and emerging HIV epi-
demics in drug-using populations, we must take advantage of
every opportunity to implement prevention strategies.

We at NIDA look forward to the second meeting of the
Network, which will be held in Atlanta, Georgia, in August

1999, and to new opportunities for research and cooperation
in addressing issues related to the prevention of HIV/AIDS in
drug-using populations. The Centers for Disease Control and
Prevention and Health Canada will join NIDA and the original
inaugural meeting cosponsors in planning the second Network
meeting. This global Network of scientists and practitioners
from governmental and nongovernmental organizations,
research institutes, and universities will help to guide future
efforts in preventing and controlling the problems of drug
abuse and HIV/AIDS.

I commend all of you who planned and participated in this
valuable inaugural meeting and continue to develop strategies
and engage in the struggle against HIV/AIDS in drug-using
populations.  �

Jones, T.S.; and Vlahov, D. HIV prevention for injection drug users. JAIDS
18(supp. 1), July 1998.

Needle, R.; Coyle, S.; and Cesari, H. HIV prevention with drug-using 
populations: Current status and future prospects. Public Health Rep
113(supp. 1), 1998.

Stimson, G.; Des Jarlais, D.C.; and Ball, A. Drug Injecting and HIV Infection.
World Health Organization. London: UCL Press Limited, 1998.
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Dr. Richard Needle, on behalf of Dr. Alan I. Leshner, Director
of the National Institute on Drug Abuse (NIDA), National
Institutes of Health (NIH), welcomed the participants to the
meeting, and discussed the structure of the Network and the
meeting objectives. He introduced colleagues from the
cosponsoring organizations: Drs. Li Shichuo [World Health
Organization (WHO)], Werasit Sittitrai [Joint United Nations
Programme on HIV/AIDS (UNAIDS)], and Neal Nathanson
(Office of AIDS Research, NIH), all of whom welcomed indi-
viduals representing 19 countries and 6 continents to the
inaugural meeting of the Global Research Network on HIV
Prevention in Drug-Using Populations. The introductory
comments by Drs. Shichuo, Sittitrai, and Nathanson reflected
their organizations' interest in facilitating the development
and maintenance of international networks on HIV prevention
among drug-using populations. Dr. Sittitrai, speaking for 
Dr. Peter Piot, the Executive Director of UNAIDS, reported
their belief that technical resource networks at the global,
regional, and local levels are the best way to obtain, translate,
and apply evidence-based knowledge about HIV prevention
in drug-using populations.

Participants discussed the global impact of the twin epidemics
of drug abuse and HIV/AIDS, focusing on the regional and
country-level epidemiology and prevention of the spread of
HIV in drug-using populations. Dr. Andrew Ball of WHO
reported that injection drug use has been detected in 129
countries and territories, and HIV/AIDS associated with
injection drug use has been detected in 103 countries and 
territories. In 1992, 80 countries reported injection drug use
in their populations, and 52 reported HIV infection in their
injection drug-using populations. Reports from the regions

and countries of the world make it clear that epidemics are
diverse and change over time. The reports reveal considerable
variation across regions and between and within countries in
the patterns and types of drugs consumed, prevalence of use,
and incidence and prevalence of HIV in different subpopula-
tions at risk for HIV and other blood-borne diseases.
Researchers reported that injection drug use is now the major
mode of HIV transmission in the countries of North Africa,
the Middle East, Central and Eastern Europe including the
Newly Independent States,1 parts of Southeast Asia, Southern
Europe, and North America. 

The Global Research Network on HIV Prevention in Drug-
Using Populations was established, in part, to expand under-
standing about the epidemic of HIV in drug-using populations
by inviting network members to compile data and report on
research findings at the regional and country levels. Further,
network members would provide information on HIV preven-
tion responses, including the impact of interventions on
reducing the risk of HIV infection in drug-using populations
and preventing the further spread of HIV in other populations.

Regional and Country Reports

Dr. Wiessing and colleagues described the current and 
historical spread of HIV in drug-using populations in Western
Europe and the current spread of hepatitis B (HBV) and 
hepatitis C (HCV) among injection drug users (IDUs). They
reported that HIV, HBV, and HCV continue to be major public
health burdens for IDUs in the countries of the European
Union (EU), and these epidemics are still not under control.2

Countries with histories of HIV in drug-using populations

1 The Newly Independent States are Armenia, Belarus, Estonia, Georgia, Kazakhstan, Kyrgyzstan, Latvia, Lithuania, Moldova, Russian Federation, Tajikistan, Turkmenistan, 
Ukraine, and Uzbekistan.
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dating back to the late 1970s and early 1980s have established
surveillance systems. Currently, stable or declining rates of
HIV seroprevalence are being reported in most EU countries.
New combination drug therapies have led to a sharp decline
in AIDS incidence in all EU countries except Portugal.

In North America, the epidemic has shifted from one that
almost entirely affects men who have sex with men to one that
affects increasing proportions of IDUs, their sexual partners,
and their offspring. The explosive growth in HIV incidence
among IDUs has also occurred in developed countries such as
Canada. The shift in Canada of the drug of choice from heroin
to cocaine (although both drugs are still frequently used)
coincided with a dramatic increase in HIV incidence, and was
one of the major reasons for HIV outbreaks in Vancouver,
British Columbia, in the early and mid-1990s. Dr. Sutherland
noted that the HIV epidemic in Canada, especially among
IDUs, is unstable and unpredictable; needle-exchange 
programs alone are not sufficient to control it.

Dr. Helene Gayle of the Centers for Disease Control and
Prevention (United States) reported that a recent analysis of
risk categories for HIV infection revealed that there is probably
a much greater drug-related problem in the United States
than originally thought. Noninjection drug use, particularly 
of crack cocaine and sexual transmission, is clearly implicated
in the transmission of HIV. The epidemic in the United States,
which began in the late 1970s and continues today, is driven
by new HIV infections in IDUs and disproportionately affects
racial and ethnic minority populations.

In Mexico, it was reported that HIV infections occur primarily
through sexual transmission; a low HIV prevalence rate has
been found among IDUs. However, there have been clusters
of HIV infections along Mexico's northern border where heroin
use is prevalent and where people live in close proximity to
areas (the United States) where drug consumption levels are
high. Ms. Rossi and Ms. Touzé reported on HIV in drug-using
populations in the countries of South America's Southern Cone:
Argentina, Chile, Paraguay, and Uruguay. In Argentina and
Uruguay, rates of HIV transmission among IDUs are high, and
heterosexual and vertical transmission rates have increased
quickly. In Chile and Paraguay, sexual transmission dominates,
and HIV infection rates among IDUs are low. In the Southern
Cone countries, cocaine is the most frequently injected drug.

A different epidemic pattern of HIV transmission has
occurred in Central and Eastern Europe (CEE). There were

early HIV epidemics among IDUs in Poland and the former
Yugoslavia during the late 1980s and early 1990s. Since the
mid-1990s there has been rapid HIV transmission in some of
the Newly Independent States. The region can be characterized
as having high HIV seroprevalence rates and low numbers of
AIDS cases (Drs. Khodakevich and Dehne), replicating the
patterns of explosive growth in seroprevalence among IDUs
that were observed at earlier stages in epidemics in cities 
like New York, Bangkok, Edinburgh, and Manipur. There are
some states in the former Soviet Union where the epidemics
are in the early stages. Drs. Khodakevich and Dehne reported
on the apparent underlying causes for the rapid increase in 
HIV epidemics in injection drug-using populations in CEE,
including a dramatic increase in drug trafficking and 
drug consumption. 

In Southern and Southeast Asia, the number of people infected
with HIV is now more than twice the number infected in the
industrialized world. An estimated 5.2 million (23 percent) 
of the 22.6 million adults and children in the world infected
with HIV live in Southern and Southeast Asia. The HIV epi-
demics in Asia and the Pacific are diverse, and three main
factors appear crucial: sex work, substance use, and population
mobility (Dr. Nguyen). The epidemics in this region are
largely dependent on the extent of the epidemics occurring in
a few countries: Cambodia, India, Thailand, Myanmar, and
because of the size of their populations, Indonesia and China.
Some countries reported their first cases of HIV infection in
the 1990s (e.g., Vietnam). In China, the HIV epidemic spread
very rapidly among IDUs. Before 1994, only one province in
China reported HIV infection among IDUs, but by 1997, HIV
infection among IDUs had spread to 13 provinces. 

HIV is being transmitted rapidly throughout Vietnam, primarily
among IDUs who share needles and syringes (Dr. Nguyen). 
By the year 2000, the cumulative number of HIV infections in
Vietnam is expected to reach about 130,000 to 160,000, with
14,000 to 20,000 people developing AIDS, and 17,000 to
24,000 dying of the disease. Although the HIV epidemic in
Vietnam is in the early stage, reports revealed considerable
changes in the behaviors of IDUs to reduce their risk of 
infection and substantial efforts to support HIV prevention
programs, including outreach and peer education, drug abuse
treatment, and needle- and syringe-exchange programs.

Like many countries in Southeast Asia, Vietnam is facing
serious problems with the production, trafficking, and abuse
of illicit drugs. The level of illegal drug trafficking and the

2 The countries of the European Union are Austria, Belgium, Denmark, Finland, France, Germany, Greece, Ireland, Italy, Luxembourg, the Netherlands, Portugal, Spain, Sweden, 
and the United Kingdom.
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number of seizures of opium and heroin in Vietnam have
been increasing. Recent seizures suggest that heroin is being
shipped from neighboring countries into Vietnam for domestic
use and for transfer to North America and Australia. 

A description of the trends in drug use and HIV infection in
Eastern Mediterranean countries and sub-Saharan Africa are
also included in this report. In countries in the Eastern
Mediterranean region, the data show that the numbers of AIDS
cases are comparatively low, and the mode of HIV transmission
is primarily heterosexual contact followed by injection drug
use. There are some indications of a recent increase in the
number of HIV infections among IDUs. Some of these coun-
tries are involved in the production and trafficking of drugs,
particularly raw opium and heroin, and other countries are
affected by the flow of drugs. Dr. Adelekan reported that in 
sub-Saharan Africa, which includes 46 of the 54 countries in
Africa, the primary mode of HIV transmission is heterosexual
activity. He grouped the countries into three categories: 
those with severe epidemics, those with moderately severe
epidemics, and those with relatively low rates of HIV infection.
From the available data, which are limited, it appears that
rates of injection use of heroin and cocaine are low but
increasing. Heroin and cocaine are smoked and/or snorted,
and there are reports of risk behaviors such as needle-sharing
among IDUs.

HIV Prevention Response

Participants also discussed HIV/AIDS prevention responses
at the regional and country levels. They described a wide range
of behavioral and biomedical interventions that have been
implemented, including abstinence-based drug treatment,
agonist pharmacotherapies, provision of sterile injection
equipment, bleach and equipment sterilization programs; and
counseling, testing, and risk reduction information (Dr. Ball).
Several presenters discussed evidence-based principles for
organizing best practices and prevention responses. Their
reports are descriptive and increase understanding of the
global response to HIV. 

The most complete characterization of a regional prevention
response was provided on Western Europe by Dr. Wiessing
and colleagues. The countries in the EU detected HIV in drug-
using populations in the early 1980s. Although there is varia-
tion across countries with some experiencing HIV infections
earlier than others [particularly in the United Kingdom (UK),
which appears to have averted an HIV epidemic among IDUs

in the early 1980s by introducing a comprehensive prevention
program], multicomponent prevention strategies are the norm
for the region. These strategies include syringe-exchange
programs, syringe availability at pharmacies, substitution
therapy, and HIV counseling and testing. Although it is some-
what difficult to assess the specific contributions of these
prevention measures, in general, there is evidence of
decreased risk of infection, and in some countries, such as
the example of the UK mentioned earlier, expansion of the
epidemic was averted. Australia represents another country in
which a multicomponent prevention response was introduced
early and where an HIV epidemic was averted. 

Reports of prevention activities for most other regions of the
world reflected the emergence and formation of regional net-
works for the prevention of drug abuse-related consequences
(e.g., harm reduction). Regional networks tend to be linked
with each other, and UNAIDS and other organizations have
been supporting their programs. The Global Research
Network on HIV Prevention considers it critical to link up
with these established networks [including the International
Harm Reduction Network (IHRN)] to ensure that evidence-
based findings from research are translated into best practices
and implemented by organizations that will be most effective
in preventing the spread of HIV. 

The Asian Multicity Epidemiology Program began in the 
early 1990s to respond to regional drug abuse issues, and the
Asian Multicity Epidemiology Work Group (AEWG) that was
formed now consists of 22 cities in Southern and Southeast
Asia.3 City-based drug surveillance systems have been 
developed in 12 cities represented in the AEWG, including
Bangkok, Thailand; Hanoi, Vietnam; Yangon, Myanmar;
Phnom Penh, Cambodia; and Chennai, India. The city-
based drug surveillance program is based on the Community
Epidemiology Work Group project implemented in the 
United States by NIDA.

Dr. Honti reported on the activities of the recently formed
Central-Eastern European Harm Reduction Network
(CEEHRN) which has 50 members from Central and Eastern
Europe and the Newly Independent States. CEEHRN is 
organized to work with governmental and nongovernmental
organizations to develop and support activities to prevent 
the consequences of drug use, evaluate the effectiveness of
intervention programs, publicize program results, and support
the humanization of society's response to drug users and
those living with HIV/AIDS. 

3 Kumar, M.S. Asian Multicity Epidemiology Program. Inaugural Meeting of the Global Research Network on HIV Prevention in Drug-Using Populations, Geneva, 
June 25–26, 1998.
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Dr. Mesquita reported that in 1998, public health professionals
and other individuals from Argentina, Brazil, Chile, Colombia,
Paraguay, and Uruguay joined together to found the Latin
American Harm Reduction Network (RELARD). RELARD's
main objective is to promote activities that will reduce the
harm associated with drug use, with priority given to prevention
of HIV/AIDS. RELARD maintains relationships with the IHRN
and the Asian Harm Reduction Network, and in 1998, it
helped to organize the Global Voice, an association of harm
reduction networks.

Research

A global network can facilitate research and maximize its
potential for preventing HIV transmission. Rigorous, multisite
comparisons must be part of epidemiologic and prevention
research studies if one is to understand the relationships
between risk behaviors and rates of HIV transmission or
understand what makes one prevention program more 
effective than another (Dr. Des Jarlais). 

Dr. Gayle observed that more international collaboration is
needed on surveillance, research, prevention, and treatment
of drug use and HIV/AIDS. At the same time, the cross-training
of professionals within the same country is important so that
those who work primarily on HIV/AIDS and those who focus
on drug abuse can collaborate effectively. 

Solid research is needed to obtain the commitment of decision-
makers to support prevention programs, and the most effec-
tive type of research for gaining their support is action-
oriented research that is relevant to current problems and
practical solutions (Dr. Piot). The rapid assessment of risk
behaviors and surveillance provide the type of information
that decisionmakers can most easily act on. Dr. Piot and 
others also noted that it is important to conduct research on
the cost-effectiveness of prevention programs and to investigate
the role of substances that are not injected in HIV infection,
particularly among young people who may use alcohol but not
other substances.

Dr. Crofts identified three major research priorities for
Central and Eastern Europe and the Newly Independent
States: (1) evaluation research to prove the benefit of small
prevention programs that are struggling to survive in hostile
environments; (2) research on the social and economic costs
of the HIV epidemic among IDUs to correct misconceptions
that such an epidemic can be contained so that it does not
impact the larger society; and (3) studies to examine the
impact of existing laws on the development and promotion of
programs designed to prevent HIV infection.

Summary 

Dr. Piot presented what UNAIDS has determined as the three
most effective components of a strategy to prevent HIV among
IDUs: (1) early implementation of prevention programs; 
(2) "combination prevention," a package of interventions to
prevent HIV and reduce the demand for drugs (e.g., providing
sterile injection equipment, educating drug users and their
sex partners, making condoms widely available, offering drug
treatment programs and counseling, and providing care and
support for HIV-infected individuals); and (3) outreach and
peer education. 

Dr. Gayle advised that no single strategy will sufficiently
address the problems of the twin epidemics of drug abuse 
and HIV/AIDS and affirmed Dr. Piot's recommendation that
it is necessary to implement a comprehensive combination of
approaches to prevent HIV in drug-using populations. The
United States has become more aware of the heavy toll taken
by the global HIV/AIDS epidemic and the role of substance
abuse in this devastation. She noted that evidence-based
findings from studies of more than 11,000 IDUs have 
demonstrated effective strategies for changing both drug use
behaviors and other risk behaviors, including unsafe sexual
practices and needle use. According to Dr. Gayle, research has
found that well-designed HIV prevention programs have a
positive impact on preventing HIV transmission among drug
users, and these same prevention programs have also been
effective in reducing the sexual risk behaviors of other at-
risk populations.

Clearly, there is a consensus that a combination of approaches
is necessary to prevent the spread of HIV. Dr. Piot discussed 
several tasks that must be accomplished, the first being to
conduct research that is critical to understanding and fighting
the virus. This task includes providing research information
to decisionmakers in formats that can be easily understood and
used, and in such a way that decisionmakers have confidence
in the information provided. Research on the effectiveness of
HIV prevention programs has to be translated into formats
that are effective in communicating and informing policy-
makers and then used to develop evidence-based programs to
prevent HIV infection. The second task, according to Dr. Piot,
is to convince the political leadership that HIV prevention is
valid, can save lives, and will be much more cost-efficient
than the tried and ineffective alternatives.

Prevention programs have to be anchored in the context of
public health to ensure that supportive environments facilitate
and sustain the necessary behavior changes. Rapid assessment
methodologies and rapid responses to emerging diseases
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provide a necessary link between situational assessments 
and the introduction of pragmatic public health and disease
prevention strategies. 

The meeting presenters outlined the challenges for the 
Global Research Network on HIV Prevention in Drug-Using
Populations, including the reality of limited research
resources and competing research priorities. To be successful,
links need to be established and maintained between preven-
tion researchers and prevention networks. The challenges
outlined by the presenters need to be addressed, and the
enthusiasm needs to be maintained for establishing a network
to (1) coordinate international HIV prevention research
efforts with drug-using populations, (2) disseminate research
findings internationally, and (3) facilitate the worldwide
transfer of technology and good practices.

The global HIV epidemic continues despite considerable
progress in understanding how and when to most effectively
intervene to prevent the further spread of HIV among drug
users, particularly injection drug-using populations. It is 
paradoxical that we are aware that HIV transmission can be
prevented in drug-using populations and that we have 

evidence-based best practices which have evolved from years
of research, but yet, new HIV infections, tragically, continue
to occur. 

To address these issues, the Global Research Network on 
HIV Prevention in Drug-Using Populations has planned to
organize its Second Annual Network Meeting. This meeting
will focus on presentations and dialogue around the synthesis
of research on prevention strategies, the translation of findings
and planning on the use of science-based best practices for
HIV prevention, and stimulating and finding support for
cross-sectional prevention research. This administrative
report includes considerable attention to regional and 
country epidemiological profiles and some descriptive 
information about prevention. We expect that the Second
Annual Meeting will continue to provide epidemiological 
data about the global nature of the epidemic and the changing
dynamics of the interrelated epidemics of drug abuse,
HIV/AIDS, and other blood-borne diseases such as HCV and
HBV, but it will also more fully report on prevention issues
and the impact of the HIV/AIDS epidemic.  �
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Introductory Remarks: Global Research Network 

on HIV Prevention in Drug-Using Populations

Li Shichuo, A.D.G.

World Health Organization

Geneva, Switzerland

It is my pleasure to welcome you to Geneva and to this meeting,
which is jointly sponsored by the World Health Organization
(WHO), the National Institute on Drug Abuse (NIDA), and 
the Joint United Nations Programme on HIV/AIDS (UNAIDS).
I would particularly like to thank NIDA for its generosity in
funding this important meeting.

As of the end of May 1998, at least 103 countries and territories
had reported HIV infections associated with injection drug
use. This number is increasing each month. Injection drug
use is now the major mode of HIV transmission in north
Africa, the Middle East, central and Eastern Europe, the Newly
Independent States, east Asia, and a number of developed
countries, such as the U.S., Spain, and Italy. HIV transmission
associated with injection drug use is also becoming more
important among countries in western Africa and the Southern
Cone of South America.

Research has demonstrated that there are effective strategies
for preventing HIV infection associated with injection drug
use. Despite this knowledge, 17 years after the existence of the
HIV epidemic was first reported among injection drug users
(IDUs) in New York City, we are still experiencing new and
explosive epidemics in different cities and countries, such as
the one currently being witnessed in Temirtau, Kazakhstan.

The international community recognizes that the dual epi-
demics of injection drug use and HIV infection are critical
public health concerns. I recently attended the 20th Special
Session of the United Nations General Assembly in New York
where I took part in a panel discussion devoted specifically 
to these concerns.

WHO also recognizes the importance of injection drug use
and HIV infection and has launched a comprehensive 

program of action to address these issues. This WHO pro-
gram covers eight thematic areas, each involving research,
intervention development, and regional and national 
capacity-building:

• Theme 1 focuses on HIV infection and risk behaviors asso-
ciated with injection drug use, with a particular emphasis 
on rapid situation assessment utilizing rapid assessment 
and response methods.

• Theme 2 concerns the role of drug treatment in preventing 
HIV transmission with a focus on opioid agonist pharma-
cotherapy (such as methadone and buprenorphine).

• Theme 3 examines the relationship between substance use 
(including alcohol) and sexual risk behaviors.

• Theme 4 considers substance use and HIV prevention and 
treatment among especially vulnerable young people, such 
as street children.

• Theme 5 examines the relationships that exist among 
gender, substance use, and HIV risk.

• Theme 6 addresses the issue of psychoactive substance use 
by people living with HIV and AIDS.

• Theme 7 deals with strengthening national and regional 
capacities to prevent and respond to HIV infection associ-
ated with substance use through the provision of technical 
assistance and policy advice.

• Finally, Theme 8 concentrates on facilitating the develop-
ment and maintenance of international networks on HIV 
prevention among drug-using populations.
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This last thematic program area of network development is
most relevant to the aim of this meeting: the launch of the
Global Research Network on HIV Prevention in Drug-Using
Populations. Such a network aims not only to disseminate
research findings internationally but also to stimulate inter-
national collaboration.

WHO is excited by this initiative at a time when there are 
limited resources and competing priorities. The Network
offers an opportunity to coordinate international research
efforts and to facilitate the worldwide transfer of technology

and models of good practice.

We look forward to working with NIDA, the Office of AIDS
Research of the National Institutes of Health, UNAIDS, and
other partners to ensure that this meeting is only the beginning
of a concerted international collaborative effort to respond to
the dual epidemics of injection drug use and HIV infection.

I wish you every success in your endeavors.  �
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I bring you warm greetings from Dr. Peter Piot, the Executive
Director of UNAIDS. He regrets that he could not be here for
the opening of this very important meeting, but he is pleased
that he will meet with you tomorrow. On his behalf, I would
like to say that UNAIDS is honored to cosponsor this meeting.
Your Network is extremely important to UNAIDS for many
reasons. Here are just a few of them:

First, there is our mandate. When UNAIDS was created in
1996, our constituent documents formally recognized that the
risk behaviors accompanying drug abuse were crucial factors
in the AIDS epidemic. Your work is therefore our work — we
need your help if we are going to succeed in our mandate.

Second, UNAIDS recognizes the immense value of having a
forum for international HIV prevention researchers that will
provide them with a formal but flexible way to exchange expe-
riences, discuss methodologies, and share research results.
Perhaps I should explain that UNAIDS was created with its
current structure because we knew that a unidirectional, 
top-down approach was simply the wrong way to deal with
HIV/AIDS. We believe that technical resource networks that
work at the global, regional, and local levels are the best way
to obtain and apply knowledge from the diverse research
resources around the world.

We need that diversity because of the complex nature of the
problem we face. I sometimes think of this epidemic as being
like the Hydra, the Greek monster with many heads. Do you
remember the story? Every time you cut off one head, it grew
two more big, ugly, poisonous heads. With an opponent like
that, one sword is not going to be enough to defeat it. This is 
a case in which the size of the sword does not matter. When
Hercules took on the Hydra, he first hacked at it with his
sword, which was the way he was used to solving problems. 

It did not work very well.  In fact, it made things worse. Every
time he cut off one head, two more grew in its place. He did
not make any progress until he got someone to work with him.
And not only did he get help, but he used different weapons: 
a sword, fire from a torch, arrows, even poison. And when it
was all over, he had to bury the last head under a heavy rock.

Defeating HIV/AIDS will be like defeating the Hydra. The
purely medical approach — like Hercules’ trusty old sword —
does not work by itself. We have to be smarter.

And this brings me to my last reason. We believe that net-
works like this are the best way to move from research to
action. By action, I mean creating policies and strategies that
can focus political debates, free up resources, and ultimately
save lives. Essentially, this kind of network reflects the “best
practice” concept. Sharing information on “what works” in
one place means that “what works” can be tried in other
places. If it works there too, great. If it needs adaptation to
work there, also great. If it does not work, at least we will
learn why not. But the likelihood is that good research will
also help us develop adaptations that have a good chance 
of working.

UNAIDS wishes to take part in the activities of this Network.
We would also like to help by linking you to the United Nations
system, government programs, communities, and all the
other relevant networks and task forces that can help with 
this epidemic.

Let me close by saying that UNAIDS shares the confidence 
of the National Institute on Drug Abuse and the World 
Health Organization that this meeting will be a great success.
Thank you again to NIDA for inviting us to participate in this
exciting event.  �
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As the new Director of the Office of AIDS Research (OAR) of
the National Institutes of Health (NIH), I want to share with
you the general vision of OAR, the Government office respon-
sible for setting the scientific agenda for all AIDS research
conducted at NIH. Our mandate is to plan, coordinate, and
determine the relative distribution of HIV/AIDS efforts
across a wide variety of research goals. 

I would like my comments to serve as a bridge between OAR,
which oversees a very broad research program, and the
researchers in this Network who are focused on the immediate
and very devastating worldwide problem of drug use associated
with HIV/AIDS. I want to show you how OAR's work relates to
the work that you are doing.

The AIDS epidemic has claimed more than 10 million lives
worldwide, with approximately 6 million new HIV infections
occurring each year. Prevention and intervention strategies
must be planned and tailored to meet the differing needs of
each country and each population, particularly those popula-
tions experiencing a rise in AIDS cases, including drug users,
women, racial and ethnic minority groups, heterosexuals, and
adolescents. Data from the Centers for Disease Control and
Prevention provide a snapshot view of the AIDS epidemic in
the United States:

• An estimated 375,000 to 625,000 individuals are infected 
with HIV but do not meet the diagnosis of AIDS because 
they are asymptomatic or have minimal symptoms.

• An estimated one-third of those who are HIV-infected are 
receiving antiretroviral treatment.

• The total number of individuals diagnosed with AIDS is 
about 275,000; approximately 80 percent of those individ-
uals are believed to be receiving treatment.

• Approximately 40,000 new HIV infections occur each year.

• HIV infection progresses to AIDS in about 60,000 individ-
uals each year.

• AIDS causes approximately 20,000 deaths each year.

To address our mandate of developing the overall NIH AIDS
research agenda, the OAR has looked particularly at each of
the subpopulations affected by the epidemic to identify
potential points of intervention. We have called this new
approach “intervention research.”

There are three stages in HIV/AIDS where interventions can
take place: (1) prevention of HIV transmission, (2) prevention
of disease progression to AIDS, and (3) prevention of death.
At each stage we ask, How can we design research programs
that will provide new interventions? How can we improve
existing interventions? What other interventions can be
developed that will assist HIV/AIDS researchers, including
those in the Network?

OAR sees several opportunities for implementation of these
interventions. For example, interventions to prevent HIV
transmission include (1) treatment of concurrent diseases,
such as sexually transmitted diseases; (2) behavioral inter-
ventions, such as needle exchange programs; (3) biomedical
interventions, such as anti-HIV therapy, antenatal AZT 
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therapy, and topical microbicides; and (4) development of
vaccines to protect against HIV infection. To prevent disease
progression, interventions include the initiation of highly
active antiretroviral therapy and prophylaxis of opportunistic
infections.

We need to constantly scan the research horizon and ask 
people in the field, What research is needed? We want to 

fund proposals that will improve intervention strategies for
all populations affected by or at risk of HIV around the world.
We are committed to research that will address the global
pandemic of AIDS — research that can be conducted in inter-
national settings and that will provide solutions that will be
relevant and applicable in all parts of the world.  �
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HIV Prevention Among Injection Drug Users
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By the end of May 1998, 129 countries and territories had
reported injection drug use, compared with 80 in 1992. Of
these 129 countries and territories, 103 had reported HIV
infection associated with injecting drug use, compared with 
52 in 1992 (see figure 1). Injection drug use is the major mode
of HIV transmission in Eastern and southern Europe, central
Asia, east Asia, north Africa, the Middle East, the United
States, and parts of South America. For example, injection
drug users (IDUs) account for 75 percent of HIV cases in
Malaysia, 82 percent in Kazakhstan, 65 percent in Vietnam, 
70 percent in China, and more than 50 percent in the 
Russian Federation.

A series of explosive HIV/AIDS epidemics have been witnessed
in different cities over the past 15 years, starting with New York
City around 1980, followed by Edinburgh in 1984, Bangkok 
in 1988, and in the Indian state of Manipur in 1989. However,
by the late 1980s there was growing evidence from different
cities, for example, Glasgow, London, and Sydney, that HIV
epidemics associated with injection drug use can be prevented,
slowed, stopped, and even reversed (see figure 2). Despite this
knowledge and experience, 10 years later new and explosive
HIV epidemics among IDUs are still being witnessed. Recently,
the most dramatic examples have been observed in Eastern
Europe and the Newly Independent States, including Ukraine
(Odessa and Nikolayev in 1996), Belarus (Svetlogorsk in
1996), the Russian Federation (Kaliningrad in 1997), and
Kazakhstan (Karagandi in 1997).

International research has played a critical role in under-
standing those factors that influence the spread of HIV in
drug-using populations and in informing appropriate
responses. For example, a review of prevention activities and
risk behaviors in cities with stable, low HIV prevalence rates
among IDUs concluded that these cities had four features in

common that were associated with containment of the epi-
demic: (1) early implementation of prevention initiatives
while HIV prevalence was low; (2) community outreach to
IDUs that provided HIV/AIDS information and helped develop
trust between IDUs and health care providers; (3) widespread
availability of sterile injection equipment; and (4) access to
drug treatment, such as methadone maintenance. Also, at an
individual level, there is evidence that, given the opportunity,
IDUs will reduce their risk of HIV infection by changing
drug-injection practices and, in certain circumstances, by
modifying sexual behavior.

The emergence of HIV has stimulated a dramatic increase in
the quantity and quality of research on injection drug use.
Action research, which aims to provide information quickly 
to inform the development of appropriate interventions, poli-
cies, and programs, is now taking priority in many countries.
Although much research to date has been concentrated in the
developed world, increasing research is being undertaken in
developing countries and countries in transition. HIV pre-
vention research in drug-using populations may be grouped
into four main areas:

1. Description and measurement of the phenomenon
2. Research on behavioral interventions
3. Research on models of service delivery
4. Research on contextual and policy interventions

Below are examples of some of the research that is being
undertaken around the world.

Situation Assessment

Before HIV appeared in drug-using populations, much drug
research had focused on quantitative methods designed to

Introduction
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measure and monitor levels of drug use. The advent of HIV has
contributed to a reorientation of research programs, with the
promotion of qualitative research methods to complement
more traditional survey methods. Increasing attention is being
paid to examining risk behaviors and the context of drug use,
such as factors influencing transitions from non-injection 
to injection drug use and drug-preparation techniques. For
example, in various areas in Asia that are close to regions of
opium production, there has been a transition from the tradi-
tional smoking of opium to smoking of heroin, followed by a
move to injecting heroin. In the Newly Independent States and
Eastern Europe, many IDUs produce opioid or amphetamine-
type drugs in their homes, using crude preparation techniques
and risking contamination with chemicals used in the pro-
duction phase or infectious agents such as HIV and hepatitis
B and C. Direct observational methods, including videotaping
and photography, are being used to examine in detail drug-
preparation and injecting practices in an effort to identify
those practices that pose significant health risks.

The utilization of rapid assessment methods has played an
important role in analyzing the situation of HIV infection
associated with drug use in a wide range of countries where,
until recently, basic data have been nonexistent or inadequate
for the planning of interventions and policies. To formalize
and standardize drug injection situation analysis, the World
Health Organization Programme on Substance Abuse has
developed the Rapid Assessment and Response to Injecting
Drug Use (IDU-RAR). This guide has been used for under-
taking situation assessments in various countries, including
Brazil, Colombia, India, Kazakhstan, Kyrgyzstan, Nepal,
Nigeria, Romania, Russian Federation, Ukraine, Uzbekistan,
and Vietnam. Such assessments can be undertaken in as little
as 3 weeks. The usual process involves a number of clearly
defined steps:

1. Training local investigators and key individuals from the 
communities where data are lacking in rapid assessment 
and response methods
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2. Planning for the situation assessment and involving key 
stakeholders from the targeted community

3. Conducting the fieldwork, including drawing on the expe-
rience of local organizations and individuals who can act 
as “gatekeepers,” enabling access to multiple and varied 
sources of data

4. Analyzing the findings

5. Preparing an action plan and specific proposals for 
intervention

6. Conducting an advocacy meeting to present the assessment
findings and recommendations to key decisionmakers, 
community representatives, and funders

7. Evaluating the impact of the assessment on planning, 
policy, and programming

8. Using methods and structures introduced in the rapid 
assessment process for ongoing monitoring of the situation

Behavioral Interventions

A wide range of behavioral interventions have been developed
and tested for reducing HIV risk behaviors among drug users.
Much research has focused on the efficacy and feasibility of
such interventions, including abstinence-based drug treat-
ment; agonist pharmacotherapy programs; provision of sterile
injection equipment; bleach and equipment sterilization pro-
grams; provision of information, education, and counseling
on risk reduction measures; voluntary counseling and testing;
and provision of information and counseling on sexual risk
practices. In response to the rapid spread of HIV infection
among IDUs, many countries are introducing various combi-
nations of these interventions. However, for various reasons,
major gaps still exist, and many communities still do not have
dedicated HIV prevention programs available for their exist-
ing or emerging populations of IDUs (see figure 3).

Models of Service Delivery

Strategies targeting individual behavior change will be effec-
tive only if they reach populations at risk. Much research is
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being undertaken to identify and develop cost-effective 
models of service delivery, including outreach, peer educa-
tion, and social network interventions. Various models of out-
reach exist, including those targeting individual drug users
and communities or networks of drug users. Particularly 
vulnerable groups include poor people living in cities; street
children; prisoners; sex workers; itinerant and guest workers;
residents of remote rural communities; refugees and dis-
placed persons from civil conflicts and natural disasters; 
ethnic minority, tribal, and indigenous groups; persons 
with physical and mental disabilities; and residents of drug-
producing areas. Despite this, different forms of interven-
tions targeting IDUs have been successfully implemented in
these difficult settings, including peer-led HIV prevention
education programs, bleach and condom distribution, 
needle-syringe exchange programs, and opioid agonist 
pharmacotherapy programs.

Networks of IDUs provide excellent opportunities for out-
reach programs to influence peer groups and social norms.
Peer education programs among IDUs have been shown to be
effective in reducing both HIV risk behavior and HIV infection
rates. Peer-based, needle-syringe exchange programs have
been shown to be more effective in reaching new clients than
those conducted by nonpeers. In some communities, new
models of outreach have been developed that aim to more
effectively involve IDUs as outreach workers. In some coun-
tries (notably Australia and many European countries), drug
users have organized and formed organizations to advocate 
on behalf of IDUs and for implementation of HIV prevention
programs (including peer outreach, education, and needle-
syringe exchange). Such groups are now emerging in various
developing countries such as India. The establishment of
regional networks of HIV prevention programs, such as the
Asian Harm Reduction Network, has helped support the
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development and maintenance of many of these local HIV
prevention initiatives.

Policy and Contextual Interventions

Interventions targeting individual behavior change will be
more successful if they are positioned within a public health
context and supported by government policies and legislation.
Many HIV prevention strategies touch on very sensitive areas,
such as international drug control and affect other areas of
international and national policy beyond that of public health.
International and regional policies, treaties, and actions have
significantly influenced the global spread of HIV. The critical
role of injection drug use in the diffusion of HIV infection in
the Asian and Eastern European regions is only one example.
Many factors have contributed to the spread of HIV infection
in these regions, including changing drug trafficking routes,
shifting areas of drug production, local availability of inject-
able versus noninjectable drugs, and regional economic
development.

Considering the interplay of many different factors influencing
the diffusion of HIV infection associated with substance use,
international, national, and local policies and strategies need
to be multisectoral and have the support of key decisionmakers,
whether they be village chiefs, local governors, ministers
(including those responsible for health, education, welfare,
justice, and security, to name a few), or heads of state. Certain
countries have a tradition of responding to illicit drug use
within a public health context and therefore were well posi-
tioned to react rapidly to the emergence of HIV infection
among IDUs. Public health advocates need to ensure that
within their respective countries each health ministry recog-
nizes the importance of promoting a public health response to
this issue. The Global Research Network on HIV Prevention
in Drug-Using Populations aims to assist in this process by
promoting international collaborative research to strengthen
the science in this area and to promote evidence-based policies
and programs.  �
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I am not sure if I can convey to you just how glad I am to see
this Network up and running. I think that it is essential that
we have a unique combination of people with very different
backgrounds because this is typical of the efforts that have
allowed us to make advances in AIDS research and prevention
and responding to this epidemic. 

None of you has to be convinced that injection drug use and
HIV form an explosive combination. The audience you need
to convince is outside of this room, and it holds the purse
strings and the decisionmaking power over what you do.
Convincing that audience is the real challenge we all face. It 
is also one of the biggest challenges of my job.

This Network has a dual challenge before it. The first is to do
research that is critical to understanding and fighting the virus.
The second is to convince the political leadership that what
you do is valid, can save lives, and will be much more cost-
efficient than the tired old alternatives. Hence, the title of
this talk is “Prevention Research Plus Political Commitment
Equals Making a Difference.” But how do we make this work
in real life? I know from personal experience how hard it is to
do research on drug use, but I also know that it is not imposs-
ible. Your work is an illustration of the fact that it can be done.

Yet I will wager that for most of you the second challenge —
gaining commitment for your work from the political audi-
ence — is the tougher challenge. In attempting to meet the
challenge, we need to keep in mind what decisionmakers need
from us. They need information that they can (1) understand,
(2) trust, and (3) use. These needs throw some of the challenges
back into our laps.

What can we tell the people who make up the political audience?
For some of them, we will need to start with basic information:

• AIDS is a major threat to the world's population.
• Some 5.8 million people were infected with HIV last year.
• About 16,000 people are newly infected with HIV each day.
• AIDS bears a high cost in human lives and in economic 

problems.

That information is just to get their attention. Next, decision-
makers should know that injection drug use is one of the driv-
ing forces of this epidemic in a growing number of countries,
including their own.

At this point, your audience may ask a practical question: Can
we do something about it? How can we best reduce the risk?
Our answer must be immediate and unequivocal: By setting
up well designed HIV prevention programs; it is an excellent
investment of public health money. The cost of not acting is
too high for countries to afford, not only in terms of human
lives but also in terms of many indirect costs.

What decisionmakers then need is a clear strategy that pro-
vides options useful in different contexts. I would like to
share with you what the Joint United Nations Programme 
on HIV/AIDS (UNAIDS) sees as three of the most effective
components of a prevention strategy aimed at injecting drug
users (IDUs). I should add that these components are inter-
dependent because none of them works as effectively alone 
as they do in concert with the other two.

• The first is early implementation of prevention programs 
while HIV prevalence is still low. At today's prices, a gram 
of prevention is worth a kilo of cure — and many kilos of 
cocaine or heroin.

• Second, we have “combination prevention,“ which is a 
package of measures to simultaneously reduce demand for 



Papers and Presentations20

drugs and prevent the spread of HIV among IDUs. Such 
measures can include providing sterile injection equip-
ment; educating drug users and their sex partners; making 
condoms widely available; offering drug treatment pro-
grams; and providing for the counseling, care, and support
of HIV-infected IDUs. These measures work best if local 
communities, including communities of drug users, are 
mobilized and fully participate. 

• Third, there must be outreach work and peer education. 
I am particularly impressed with programs that have suc-
cessfully trained IDUs to work in their own communities 
as peer educators.

Obviously, it is up to each government to decide which pre-
ventive activities are most suitable for local conditions. To be
realistic, I am not just talking about effectiveness but also
what is possible in the social, political, and economic context
of the country.

This brings me back to my point about providing information
that decisionmakers can actually understand, trust, and use.
Experience teaches us that action-oriented research is the
easiest type for decisionmakers to deal with because it frames
the inquiry in terms of current problems and practical solu-
tions. In other words, it makes the research relevant to their
timelines. Information about research that does not seem
immediately relevant to them, no matter how well designed or
rigorously pursued it may be, will go into their wastebaskets
or onto their bookshelves. Full stop.

Experience also teaches us that the early involvement of poli-
cymakers, program managers, and the community in research
can greatly increase their understanding of and trust in the
research findings.

Tools such as the rapid assessment of risk behaviors and sur-
veillance of HIV provide the type of information that decision-
makers can act on. Armed with such information, they can
provide the type of political commitment we need. Here are
two examples of what happens when that political commit-
ment is achieved.

The first example comes from São Paulo, Brazil. In 1989, only
3 percent of AIDS cases in São Paulo were directly linked to
drug use. At that time, needle exchange programs were illegal,
therefore government funding was not possible. Last year, 
26 percent of Brazil’s 110,845 reported AIDS cases were
directly attributable to injecting drug use. Recently, however,
Sao Paulo’s State government threw its support — and its
funding — behind harm-reduction projects. Today, IDUs are

offered information and services, including needle and
syringe exchanges, all with guaranteed confidentiality.

The second example is Manipur, in the northeastern corner
of India. This small state has less than 0.2 percent of India’s
population but nearly 8 percent of the country’s reported
cases of people living with HIV/AIDS. Manipur's response to
the first appearance of HIV infection among drug users in
1990 was mass arrests, compulsory HIV testing, and impris-
onment of those testing positive. IDUs today account for 
76 percent of persons living with HIV in Manipur. In 1996,
however, after a period of research and debate, Manipur
turned to harm-reduction strategies. Compulsory HIV testing
was abolished, and a variety of prevention services are now
offered to drug users, largely through nongovernmental
organizations (NGOs).

As you all know, HIV prevention among drug users is not a
high priority on international agendas for drug control. Most
governments and international agencies place reducing drug
demand as a higher, if not the only, priority.

Occasionally I am asked if there is any conflict between our
HIV prevention objectives and the wider goal of reducing drug
demand. As of June this year, I can reply with this quote from
the United Nations Economic and Social Council’s Declaration
on the Guiding Principles of Drug Demand Reduction (UNESCO
1998). It says, “Demand reduction programs should cover all
areas of prevention, from discouraging initial use to reducing
the negative health and social consequences of drug abuse.”

A final word on research. I would like to leave you with a sense
of the amount of interest that UNAIDS has in this Network.
Last week I sent a note to my colleagues, asking what research
gaps they hoped this Network might tackle. Here are just
three of their many responses:

• One colleague e-mailed back immediately, saying she saw 
a serious gap in cost-effectiveness research.

• A second colleague mentioned societies in transition, such 
as Eastern Europe. In order to design prevention strategies
for those societies, he wanted to know more about the 
relationship between increasing drug use and the rapid 
economic dislocation, increasing migration, and falling 
standards of living.

• A third colleague described a gap between prevention 
approaches aimed at young IDUs and other approaches 
aimed at young people who use alcohol and other sub-
stances that are not injected.



Peter Piot, M.D., Ph.D. 21

I want to echo the last colleague’s interest in noninjecting
drugs and HIV transmission. It is not just the infected needle
that transmits HIV in this population. Unprotected sex is
more likely to occur when people feel “high,” and that high is
just as likely to be caused by something smoked or swallowed
as it is by something from a needle and syringe. But again, we
need solid, action-oriented research on this issue.

Let me conclude by reiterating how pleased I am that this
Network has been created and by acknowledging the support
of UNAIDS to this effort. With solid research behind us, the
job of obtaining the political commitment we need at all lev-
els — including the highest national offices and those within
the U.N. system — will be a great deal easier. Never a piece of
cake, as we all know, but easier.  �

United Nations Economic and Social Council (UNESCO). Declaration on 
the Guiding Principles of Drug Demand Reduction (DRAFT). 
E/CN.7/1998/PC/6, 1998.
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The rapidly increasing trends in HIV prevalence found in 
several Ukrainian cities resemble those found in other parts
of the world where no early preventive measures had been
taken (figure 3).

The HIV epidemics in Belarus, Moldova, and the Russian
Federation have followed a similar pattern, with a delay of
between 1 and 2 years. In Belarus the HIV epidemic appears to
have started at the end of 1995 or at the beginning of 1996 in
Svetlogorsk, a relatively young industrial town of 72,000
inhabitants in the south. Mass screening of nearly 1,500 IDUs
in Svetlogorsk in May 1996 revealed that almost 50 percent
were infected with HIV. More than 70 cases of HIV infection
were also detected in the nearby town of Zhlobin. By the end
of that year, HIV infections among IDUs were reported in all
administrative regions of Belarus, and by the end of 1997, the
total number of HIV infections had doubled to more than 1,500.

Of the 1,052 cases of HIV infection reported in the Russian
Federation at the end of 1994, only 2 involved IDUs. In 1996,
1,535 new HIV infections were reported, 948 (62 percent) of

them among IDUs. By December 1, 1997, the total number of
cases had again more than doubled to exceed 6,000 with more
than 80 percent of new infections occurring among persons
with a history of injecting drugs. The increasing incidence of
HIV among IDUs has significantly changed the profile of the
epidemic (figure 4).

In Moldova, a country with 4 million people, HIV entered the
epidemic stage soon after the outbreaks in Ukraine, Belarus,
and Russia. Only one case of HIV infection among IDUs was
reported in Moldova by the end of 1995. In 1996, 55 new infec-
tions were reported, mainly in the capital Chisinau, 38 of them
among IDUs. During 1997 the total number of HIV infections
reported in Moldova increased more than tenfold to 471, with
IDUs accounting for 87 percent of all new infections.

In Kazakhstan, Central Asia's second largest country, only 
69 cases of HIV infection had been reported by mid-1996.
Following the detection of HIV infection among IDUs in a
prison in the city of Temirtau, mass testing of all drug users
was initiated and revealed more than 400 new cases of HIV
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infection. By December 31, 1997, 445 new HIV infections had
been reported in Kazakhstan with 422 of them (95 percent)
occurring among IDUs.

States With Slowly Developing Epidemics

Among most of the other 10 successor states of the former
Soviet Union, HIV epidemics among IDUs are still in the early
stages. In Georgia, the total number of reported HIV infec-
tions doubled from 19 to 38 from January 1996 to mid-1997.
Virtually all new infections were found among IDUs (except
for one blood transfusion recipient who was infected much
earlier). The situation was similar in Azerbaijan, where HIV
infection among IDUs was unknown before 1995 but by mid-
1997 accounted for 47 percent (17) of HIV infections, almost
half of the total number reported (37).

The spread of HIV among IDUs has also begun in the Baltic
States (Latvia, Lithuania, and Estonia). In Latvia, 76 persons
were diagnosed as HIV infected by September 1997, with only
1 IDU identified. In November and December 1997, five new
cases were reported, and in January 1998, another seven were

reported among IDUs. In Lithuania, IDUs started playing a
significant role in 1996 and 1997 and represented 15 of the 
28 new infections reported during this time period.

As for the Central Asian Republics, Turkmenistan reported
only one HIV-positive citizen by the end of 1997; Tajikistan
and Kyrgyzstan reported four and two, respectively. Data on
foreigners, including citizens of the neighboring Newly
Independent States, were reported separately.3 In Uzbekistan,
despite the routine testing of 22 different population groups
and the conduct of several million tests each year, only 19 HIV
infections were reported. In addition, 26 foreigners who were
found to be HIV infected were deported.

Increasing Drug Trafficking and Consumption

The HIV epidemics in Eastern Europe are associated with a
dramatic increase in the number of persons using illicit drugs.
For example, in Ukraine the number of reported drug users
has been increasing in recent years by 20 to 30 percent,
exceeding 70,000 by 1997. In 1997 the Ukrainian Ministry 
of Internal Affairs estimated the actual number of illicit drug

3 The Newly Independent States are Armenia, Azerbaijan, Belarus, Estonia, Georgia, Kazakhstan, Kyrgyzstan, Latvia, Lithuania, Moldova, Russian Federation, Tajikistan, 
Turkmenistan, Ukraine, and Uzbekistan.
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users at 600,000 to 700,000, more than 1 percent of the total
population; it was estimated that 75 to 80 percent of illicit drug
users used injection drugs. In Odesa, a city of roughly 1 million
people, about 17,000 IDUs were reported, corresponding to 
a rate of 17 per 1,000 inhabitants. The actual prevalence of
drug use was estimated to be twice that rate at 35 per 1,000
inhabitants. With rates of 31 and 20 per 1,000 inhabitants
respectively, reported drug use was even more prevalent in the
Ukrainian cities of Dnepropetrovsk and Nikolayev.

According to statistics of the Russian Federation's Ministry 
of Health, the number of drug users grew from about 28,000
in 1990 to 88,000 in 1996, whereas the Ministry of Internal
Affairs has reported a figure of 250,000 for 1997. Estimates 
of the actual number of drug users range from 1 million to 
2.5 million, thus exceeding 1 percent of the total Russian 
population, as was seen in Ukraine. As in Ukraine, the vast
majority of drug users in the Russian Federation are believed
to be IDUs.

A review of available data from the region showed the highest
concentration of drug users to be in the city of Svetlogorsk 

in Belarus. Svetlogorsk, a city where the average age is 36, is
where one of the first and most explosive HIV epidemics was
detected. In 1996 the number of IDUs was estimated (conser-
vatively) by the city administration at 5,000, a rate of 69.4 per 
1,000 inhabitants.

Drug use has also increased in many Central European coun-
tries although not to the same extent as in the Commonwealth
of Independent States (CIS).4 In Poland all available indica-
tors—the estimated number of drug users, number of drug
treatment episodes, and number of drug trafficking offenses—
were found to have increased. A report by Poland's National
Bureau of Drug Addiction minimally estimated the number of
drug users of all types (except alcohol users) at 100,000. In
Warsaw, the number of individuals addicted to drugs has been
estimated as high as 10,000, corresponding to an estimated
prevalence of drug use (predominantly injection drug use) of
about 6.3 per 1,000 individuals.

Noticeable increases in the number of drug users have also
been reported by officials in Slovenia, Bulgaria, Czech
Republic, and Macedonia in recent years, and informal

4 The Commonwealth of Independent States includes all of the Newly Independent States except for the Baltic States (Estonia, Latvia, and Lithuania).
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reports indicate similar patterns in other countries of Central
Europe. As reported, the number of HIV infections in these
countries is still relatively low.

The most commonly used drugs in the Russian Federation
and other CIS countries are homemade opiates. Amphetamines,

cocaine, and inhalants are used less frequently than opiates.
The cultivation of poppies is traditional in the Central Asian
Republics, Ukraine, Poland, parts of Russia and the Baltic
States, and parts of Southeastern Europe. United Nations
International Drug Control Programme reports indicate that
in Afghanistan and three bordering Central Asian Republics
(Uzbekistan, Tajikistan, and Turkmenistan) poppy growing
and opium production have expanded rapidly in recent years
(figure 5). In the Russian Federation, large amounts of poppy
straw have been seized by authorities (table 1).

In Central and Southeastern European countries such as
Bulgaria, Czech Republic, Romania, Slovakia, and Slovenia,
heroin is the most frequently injected drug, but opiate use
overall is uncommon. Heroin use has also started to spread in
the Russian Federation and among the countries of the CIS.
In 1997 the use of imported heroin was reported in Odesa, the
most-studied city in the region, as well as in Moscow and
other Russian cities.

Table 1. Total amount of seized illicit drugs in
Russian Federation

1996 (kg)

19,470.0
18,968.0

650.5
1,401.0

45.1
79.8
18.1

1997 (kg)

21,353.0
22,976.0

887.5
1,938.0

1.3
57.6
40.3

Poppy straw
Marijuana
Hashish
Opium
Morphine
Cocaine
Heroin
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Behavior Patterns

The first behavioral studies carried out in various cities of
Ukraine, Belarus, Russia, and Moldova revealed many common
features in the preparation, distribution, and sharing of drugs
and injection equipment. The amounts of drug solution pre-
pared at a single time varied depending on whether its main
purpose was for home consumption by a group of friends or
for sale. The risk of contaminating the drug solution with 
HIV was found to exist throughout the distribution and con-
sumption processes. However, drug preparation and injection
practices were found to be changing over time. Following 
the introduction of educational programs in some countries
(e.g., Belarus or Poland), IDUs were found to be taking 
precautions to minimize the risk of acquiring HIV infection
or infecting others. Many would use their own syringes, and 
if they were opiate users, boil the homemade solution to
destroy the virus before drawing the drug solution into 
the syringe.

Summary and Conclusions

Since 1995 several Eastern European countries, in particular
Ukraine and other countries of the CIS, have been experienc-
ing explosive HIV epidemics among IDUs. Within less than 
2 years following the appearance of the epidemics, HIV infec-
tions among IDUs were reported in all regions of Ukraine and

Belarus and in about one-third of the areas of the Russian
Federation. In some cities, such as Odesa and Svetlogorsk,
large proportions of IDUs have been infected within a very
short time period. In the Caucasus, Baltic States, and Central
Asia, the epidemics are still in the early stages.

One of the main factors fueling the epidemics appears to be 
a massive increase in the supply and use of illicit drugs
throughout the former Soviet Union. Border controls have
revealed the trafficking of huge amounts of drugs, and 
narcology and police services have reported increasing num-
bers of illicit drug users, but the data derived from either
source still seem to severely underestimate the magnitude 
of the problem.

Other factors likely to be associated with the rapid spread of
HIV among IDUs in the former Soviet Union need further
investigation. These include migration, increased drug demand,
and specific local drug production and consumption patterns.

Many lessons have been learned from drug-related HIV epi-
demics in cities in the Americas, Europe, and Asia. The main
lesson is that prevention programs must start early if rapid
spread is to be avoided. Eastern European governments, with
assistance from the international community, should take
vigorous measures to respond to the parallel epidemics of
drug use and HIV infection.  �
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Central-Eastern European Harm Reduction Network

Judit Honti, M.D.

Central-Eastern European Harm Reduction Network

Szeged, Hungary

The Central-Eastern European Harm Reduction Network
(CEE-HRN) is a nongovernmental organization (NGO). It 
was founded in June 1997, in Warsaw, Poland, based on grass-
roots initiatives by harm-reduction professionals and by the
suggestion of international organizations, such as the Joint
United Nations Programme on HIV/AIDS (UNAIDS), United
Nations Development Programme (UNDP), International
Harm Reduction Association (IHRA), Asian Harm Reduction
Network (AHRN), and the Open Society Institute in New
York. The Network was registered as an organization in 1998
in Hungary. Its membership consists of individuals, govern-
mental organizations (GOs), and NGOs from the Central-
Eastern European (CEE) countries and the Newly Independent
States (NIS) who are concerned about the public health impact
of the new drug-using trends and the consequences of the
region’s political changes in the 1990s. 

Aims of CEE-HRN

The network has three primary aims:

1. To work with all GOs, NGOs, and other associations to 
develop and support activities in the field of prevention 
and the reduction of all harms related to nonmedical drug 
use, especially HIV infection. 

2. To evaluate the efficiency of harm-reduction programs in 
the region, publicize the results of these activities, and 
inform communities, governments, and the international 
community about the situation in these countries. 

3. To support the humanization of society's response to drug 
consumers and people living with HIV or AIDS to prevent 
their being marginalized, prevent the growth of social ten-
sion, and protect individuals' irrevocable human rights.

The association was founded on the principle of respect for
the cultural and religious traditions of different nations and
peoples and the right of all people to be provided with medical
and social assistance. 

Organization

The Network consists of members who meet each year in a
general assembly or in working meetings. Membership is
based on a registration procedure. Regular members can be
registered from the CEE-NIS region, and supporting members
are considered from the developed world. Registration is
open to any individual or institution /organization that accepts
the mission statement of the CEE-HRN. The Network is 
managed by a seven-member steering committee led by a
paid chairperson/coordinator. Temporary steering committee
members can be invited to meetings depending on the 
specific situation. 

Sponsors

The Network budget is covered by The Lindesmith Center of
the Open Society Institute.

Specificity

The Harm Reduction Network can be considered a response
to the conditions in which the harm-reduction programs
function in our communities. The Network fulfills several
needs of programs and professionals dealing with drug-related
harms: information, methods, evaluation, platform, publicity,
protection, feedback, funding, responses to political circum-
stances, and several others.
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Activities

The CEE-HRN consists of 50 members from 19 CEE-NIS
countries: Albania, Azerbaijan, Belarus, Bulgaria, Croatia,
Czech Republic, Estonia, Hungary, Kazakhstan, Kyrgyzstan,
Latvia, Lithuania, Macedonia, Moldova, Poland, Russia,
Slovakia, Slovenia, and Ukraine. Several bilingual, English/
Russian media for communicating have been developed:

• Bilingual newsletter
• Listserv: list@ceehrn.org with 150 subscribers
• Web page on Internet: http://www.ceehrn.org
• Mailing list and data base

We have advertised and advocated our HIV prevention and
harm-reduction activities at international forums and con-
ferences and through press releases. The Network is accepted
internationally as the first regional network devoted to harm
reduction and HIV/AIDS prevention in the CEE-NIS region.
It has developed collaborations with similar networks like
AHRN, Harm Reduction Coalition, Latin American Harm
Reduction Network, and Global Voice, which is an umbrella
network of regional harm reduction networks. The Network
initiates national network development and collects examples
of “best practices of harm reduction.”

The Network provides media for UNAIDS Task Force publica-
tions in the newsletter and provides an information channel
for other network activities, such as the Project Development
Groups of the Open Society Institute's Lindesmith Center.

Supporting Organizations

• UNAIDS, World Health Organization
• International Harm Reduction Development Programs, 

The Lindesmith Center, Open Society Institute
• United Nations Development Programme, Warsaw, Poland
• Netherlands Institute of Mental Health and Addiction 

(The Trimbos-instituut)
• Asian Harm Reduction Network
• International Harm Reduction Association

Steering Committee

• Dr. Natalia Chebotarenko—Association DRUGS, Moldava
• Dr. Marek Beniowski—Center for AIDS Diagnostics and 

Therapy, Poland
• Dr. Tatyana Rumantseva—Friends Helping Friends, Russia
• Dr. Judit Honti—Harm Reduction Program, Szeged, Hungary
• Dr. Emilis Subata—Vilnius Narcology Center, Lithuania
• Marek Zygadlo—MONAR, Poland

Central-Eastern European Harm Reduction Network 
Data Collection Sheet Text

Information on the Project

1. Name of organization
2. Address
3. City
4. Country
5. Phone
6. Fax
7. E-mail
8. Name of the program and brief description of its scope
9. For how long have you been working in the program?

How many people are involved in the program?
Staff members: Full-Time ____________

Part-Time ____________
Volunteers: ______________
Do you have printed issues (newsletters, leaflets, other)?
Please indicate the frequency of your editions.

10. What kind of activities are in your project:
• Street workers team 
• Needle-exchange program
• Counseling
• Detoxification center
• Rehabilitation center
• Methadone substitution treatment
• Social work
• HR trainings
• Attendance at country or international conferences on 

HR topics
• Translation and distribution of HR materials 
• Other

11. How many clients participate in your program per year?
12. Which language is more convenient for you for communi-

cating within the Network?
Russian? English?

13. What kind of support do you need to further develop your 
organization?
Technical Support:
• E-mail connection
• Computer
• Other
Trainings:
• Management skills
• Looking for money?
• How to prepare, run, and develop the HR projects
• Other
Preparation and Implementation of New Projects:
• Needle-exchange program 
• Methadone substitution treatment
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• Street workers team
• Other

14. Key persons in your organization:
Address
Phone
Fax
E-mail
Role in the program

Information prepared by:  �
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Commentary

Nicholas Crofts, M.B., B.S.

Macfarlane Burnet Center for Medical Research

Fairfield (Victoria), Australia

This Network is a useful and powerful resource because it is a
gathering of the world's leading experts on the prevention of
HIV among injection drug users (IDUs).

Of particular concern right now is the situation in Kathmandu
because Kathmandu is strategically important. It was the site
of the first needle exchange and HIV prevention program
among IDUs in Asia, and probably, in the developing world.
The founders of the Kathmandu program were Aaron Peak
and Sujata Rana. Its strategic significance stems from the fact
that this one program broke down conceptual barriers to the
introduction of harm reduction and HIV prevention programs
in Asia. It challenged and overcame the common response in
Asia that harm reduction is a Western concept that is not
applicable in other cultures.

The Kathmandu program has been operating since 1991, and
its first 4 years were reviewed in an article published in AIDS
in 1995. The program has been documented to be highly 
successful at preventing HIV infection among IDUs, and 
Dr. Peter Piot and others have used the Kathmandu program
as a high-profile example of the responses that can be achieved
and the success that is possible.

Kathmandu is currently experiencing changes in drug pat-
terns, including the nature of the drugs being used, the 
people who are using drugs, and the frequency of injection
drug use. With these changes, an alteration in the pattern of
HIV infection has also occurred; within groups that previ-
ously were not experiencing HIV infection, the virus is now
spreading.

Within Kathmandu and recently outside the country as well,
news reports are questioning the effectiveness of the needle
exchange program. A headline from a newspaper in Nepal

reads, “Needle Exchange Helps Worsen HIV/AIDS Menace.”
The article states,

Legalizing needle exchange program[s] in which needles 
are provided to the injection drug users will worsen the 
already alarming drug addiction and HIV/AIDS problem 
in Nepal. The needle exchange program, a legalized pro-
gram in some of the Western countries, would not only 
reduce the chances of rehabilitating drug addicts but also 
lead others to drugs.

(Conference participants were asked to sign a statement
[drafted by Dr. Crofts] that will be offered to the Nepal pro-
gram and to the National AIDS Council in Nepal. This state-
ment would likely be used as an advertisement in the same
newspaper in which the above quote appeared to counter
public and media perceptions.)

Central and Eastern Europe and the Newly Independent
States

Dr. Crofts discussed three major research priorities or direc-
tions that are needed with regard to HIV prevention in Central
and Eastern Europe and the Newly Independent States.

1. Evaluation Research. Evaluation research is one of the 
more pressing needs in these regions and States. Many of 
the small programs in Asia are under threat, operating in 
a hostile environment and being pressed to demonstrate 
their effectiveness. These programs are desperately in 
need of research assistance to prove their impact. Many 
other programs are calling themselves—but really are not—
HIV prevention programs. Some drug demand-reduction 
programs have made themselves popular with funding 
agencies by describing their missions as HIV prevention. 

The Network and the Situation in Kathmandu
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Evaluations of these programs would either prove their 
assertions or end their diversion of the funding intended 
for HIV prevention programs.

2. The Role of Injection Drug Use Epidemics in National 
Epidemics. When it appears that science does not affect 
related policy, researchers can only continue to chop away 
at the different legs on which bad policies have been built. 
One of these legs is the idea that injection drug use epi-
demics can be or are self-contained and do not have a 
significant impact on either the development of larger 

national epidemics or on society as a whole. These ideas 
will be exposed in part by relevant research such as evalu-
ating social and economic costs, examining the social and 
economic impact of HIV epidemics among IDUs, and ana-
lyzing the impact of different drug policy approaches on 
the development of HIV epidemics.

3. Document and Examine Laws. The third pressing need is 
a simple strategy that is useful in any context—to document
existing laws and examine their impact on HIV prevention 
or the promotion of harm reduction strategies.  �

Peak, A.; Rana, S.; Maharjan, S.H.; Jolley, D.; and Crofts, N. Declining risk 
for HIV among injecting drug users in Kathmandu, Nepal: The impact 
of a harm-reduction programme. AIDS 9(9):1067-1070, 1995.

Reference
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HIV Epidemiology and Prevention Research in 

Eastern Mediterranean Countries

Ahmed Mohit, M.D.

Regional Office for the Eastern Mediterranean

World Health Organization

Alexandria, Egypt

I would like to start by thanking the National Institute on
Drug Abuse, my colleagues in Geneva at the Programme on
Substance Abuse (PSA) of the World Health Organization
(WHO), and colleagues in the Joint United Nations
Programme on HIV/AIDS (UNAIDS) for giving me this
opportunity to share our experiences in the Eastern
Mediterranean regional office of WHO.

Of course, I cannot speak for any of the individual countries,
but I will try to present a very brief regional overview of con-
ditions in the Eastern Mediterranean.

Let me start by saying that generally speaking, there is much
to worry about regarding all issues related to substance abuse
in the Eastern Mediterranean region of WHO. This region
extends from Morocco in the West to Afghanistan and Pakistan
in the East. On the one hand, these countries form a unified
group. The main religion of almost all these countries is
Islam, and the main language of most is Arabic. On the other
hand, there are socioeconomic and cultural reasons that argue
for the existence of much diversity in this region.

I personally believe the diversities are at least as important as
the similarities among the countries and people of this region.
The reasons? In this part of the world live people with the
highest or close to the highest per capita incomes in the
world, and others with close to or actually the lowest per capita
incomes. In some countries of this region, the literacy rate is
close to 100 percent, and in other countries it is less than 
20 percent. There are countries where the literacy rate for
women is below 12 percent. Similar diversity exists in infant
mortality rates and other health indices. Therefore, it is fair
to say that the diversities are as important as the similarities.

As far as the drug scene is concerned, Afghanistan and the
countries bordering it are the most affected. As a result of
longstanding problems in Afghanistan, this country has
become a major supplier of narcotics for the whole world. 
It is well known that all the borders of Afghanistan are in 
one way or another flooded with raw opium and heroin. It is
also known that around the borders and inside Afghanistan,
there are many, many laboratories that produce heroin. For
all practical purposes, Pakistan and Iran, and to a certain
extent the countries of the Gulf Cooperation Council, are
directly affected by the flow of narcotics from this country.
Iran and Pakistan are particularly affected by this flow of 
narcotics, and the official number of drug users in these 
two countries is worrisome. Undoubtedly, Central Asian 
and European countries, which are not part of the Eastern
Mediterranean region, are also endangered by drugs 
originating from Afghanistan. 

The countries of the Gulf Cooperation Council form a special
group. In general, they have a relatively high standard of living,
with high per capita incomes and a large number of migrant
workers. In the past few decades there has been a sharp
increase in traveling abroad among all the people of these
countries. Naturally, they are susceptible to both the good and
not so good effects of their wealth, and that creates a favorable
condition for many afflictions, including substance abuse. In
addition to narcotics and cannabis, there is the emergence of
a trend of increasing cocaine abuse in these countries.

Lebanon, Jordan, and Syria are another group. Until a few
years ago, as a result of long years of conflict in that country,
Lebanon was producing large quantities of opium and heroin.
But now that trend has slowed considerably. Jordan and Syria
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have a drug problem that is still manageable, but it does exist
and requires increasing vigilance.

The next group is the North African countries of Egypt and
Libya, and with some differences, Tunisia and Morocco. The
traditional substance abused in these countries is cannabis,
but recently there is evidence that narcotics, particularly
heroin, are making increasing inroads.

As can be seen clearly, the whole region is endangered by
substance abuse, and the problem is at least as big here as
anywhere else in the world. I do not think there is even one
country of the region that for one reason or another is not
under a potential or existing threat of substance abuse.

Let me add that we also have khat-consuming countries in the
region, and these are Yemen, Somalia, and Djibouti. The
interesting thing about khat in Yemen is that almost no social
stigma is attached to its use. It is accepted as a free (legal)
drug, and people use it. I do not know; there may be less
abuse of other drugs in Yemen, but khat use itself is a major
social and economic problem that needs attention.

The ways in which countries deal with substance abuse are
different from country to country. In general, even in the 
best conditions, demand-reduction programs are not quite
well developed, and the countries of the region put more
emphasis on the punitive aspects of substance abuse than 
on the treatment and rehabilitation aspects.

The statistics that I have from colleagues who work in the field
of sexually transmitted diseases show that the region in 
general has much less than its share of the total number of
HIV infections in the world. There are reasons for this.
Among these, one can point to religious beliefs and practices
and the existence of strong families. Undoubtedly, one should
make sure that the methodology for collecting statistics is
sound and that the reporting system is not affected by the
stigma attached to sexually transmitted conditions, including
HIV and AIDS. The same data show that the mode of trans-
mission for HIV infection is basically through heterosexual
contact, followed by injection drug use, blood transfusions,
and perinatal infections. There are a few cases in which the
mode of transmission is unknown.

The infection rate is much higher among men than among
women, and this also probably reflects the cultural trends and
religious influences in the Middle East. But it is also an open
question. Are there women with positive HIV tests who are
not reported because of the stigma? It is generally accepted
that fewer women than men are infected.

The reasons for drug demand in the region are numerous.
There are many types of stresses and social and economic
conditions that are quite favorable for increasing the demand
for different types of psychotropic drugs. This is also an area
open for research.

As for age distribution, I do not think there is anything
unusual about it. Teenagers and adults ages 15 to 49 represent
89 percent of AIDS cases. There have been 3 million HIV tests
done, out of which about 3,400 (approximately 1 percent)
have been positive. It is a very low percentage.

Injection drug users (IDUs), patients suspected of having
AIDS, patients with TB, blood product recipients, and prison-
ers have the highest number of HIV-positive cases. It seems
that, in general, the role of sexual transmission is not as
important as in some other parts of the world and other
routes, including injection drug use, are almost as important
as far as positive HIV tests are concerned.

I would like to draw one conclusion based on my own obser-
vations. It is not supported by any hard-core research. Our
feeling in the WHO office is that HIV infections caused by
injection drug use are going to increase in the region. We have
some economic indices to support this idea.

The whole economic condition of the region is going down, 
as is the economic condition of Asia, which has an effect on
Western Asia as well. Also, the price of oil is going down, and
the price of oil affects not only oil-producing countries but
also other countries of this region. As the economic condi-
tions decline, the purity of heroin available in the markets
starts to decline, and as the purity declines, the tendency to
use injections will increase. We feel this is a trend to watch
very carefully.

There are also some indications from statistics of the past 2 to
3 years that HIV cases caused by injection drug use are steadily
increasing. So, there are enough reasons to strongly suspect
that the dangers of HIV infection based on injection drug use
are going to increase in the region.

Finally, in the Eastern Mediterranean, we work with 
countries in building resource-oriented strategies to face
substance abuse issues. One area that we are very interested
to have researched is the identification of resources in each
country that can be used and mobilized most effectively for
the prevention, treatment, and rehabilitation of substance
abuse. We have identified a number of resources and continue
to work on that. There are centers of excellence in the region,
and we can recommend them as centers for collaboration in
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the area of substance abuse. Our WHO Collaborative Centers
for Mental Health in Pakistan, Iran, Egypt, and Morocco–
we do not have such collaborative centers in substance abuse–
are good locations for collaborations.

For many reasons, these four or five countries are the main
countries in which research is needed and will be useful. They

are threatened by drugs, and their drug scene can influence the
region and the global scene. Any research in these countries,
plus one or two of the smaller countries in the Persian Gulf,
particularly Bahrain, which has a good capacity for research,
would be good to consider as locations for collaborative
research.  �
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Sub-Saharan Africa (SSA) comprises 46 of the 54 countries 
in Africa (or 85 percent of the continent) (figure 1). The SSA
countries range significantly in population size: Nigeria is the
largest with an estimated population of more than 100 million,
while Seychelles, the smallest country, has a population of
fewer than 70,000. Level of urbanization varies widely, from
50 percent of the land in Zambia to only 6 percent in Burundi.
Income per capita ranges from Mozambique's US$80 to
Gabon's US$3,330 (Sparks 1995). According to Sparks, 
sub-Saharan Africa contains about 11 percent of the total 
population of developing countries while at the same time
representing about 16 percent of the developing world's 
poor. For example, of the four major developing groups (sub-
Saharan Africa, East Asia, South Asia, and Latin America),
Africa south of the Sahara has the lowest GDP (gross domestic
product) per capita growth rate, the lowest life expectancy 
(51 years), the lowest primary school enrollment rate (just
over one-half of total eligible school-age children), the
smallest number of children immunized against childhood
diseases (just under one-half), the lowest daily caloric intake,
and the highest percentage of people living under the inter-
national poverty level. The region also has the developing
world's highest population growth rate (3.2 percent) and the

highest rate of infant mortality (196 out of every 1,000 die
before reaching the age of 5 years). Furthermore, the health
care system is generally characterized by poor allocation of
resources for service development, greater emphasis on 
curative services, a dearth of qualified personnel, and poorly
developed information-gathering systems. The resultant
effect of all these is that the majority of African people do 
not have easy and ready access to good quality and affordable
health services.

The factors underlying Africa’s perilous economic conditions
can be broadly categorized as either “external” or “internal.”
The major external factors include adverse movement in
terms of trade and declines in foreign aid and foreign invest-
ment, as well as heavy debt burden. The internal factors
include unstable political systems, severe natural and man-
made disasters, poor human and physical development, rapid
urbanization and population growth, and inappropriate public
policies (Sparks 1995, pp. 10–15).

Current Substance Use Situation in SSA

Information on substance use and misuse in SSA countries is
limited in many ways. Most of the data are derived from sec-
ondary sources (hospital records, seizures and arrests, per-
sonal reports, etc.), and as such, are an uncertain reflection of
the situation in the community. Most countries lack national
drug abuse registries. Research coordinating bodies exist in
only a few countries, and most research studies are inade-
quately funded, being supported by individuals rather than by
the government or other agencies. Most reported surveys are
ad hoc and involve a ”snapshot” cross-sectional design, mak-
ing them of limited use in predicting trends. More recent data
are being generated through projects sponsored by interna-
tional organizations, in particular the U.N. International Drug

Sub-Saharan Africa in Context

Figure 1. Sub-Saharan African region in context

• 46 out of 54 countries in Africa (85%) are in Sub-Saharan Africa

• Highest level of poverty indices

• Poor communications systems

• Inadequate health care systems

• External and internal factors underlie perilous economic 
conditions
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Control Programme (UNDCP) and the World Health
Organization (WHO). In spite of the limitations on research,
the available information indicates the misuse of a wide range
of psychoactive substances in Africa.

Alcohol

In traditional African society, alcohol consumption has long
been closely linked to ritualistic or social events. There was 
an inbuilt control system as to who was allowed to drink and
when and where they could drink. A wide variety of alcohol
beverages was available: fermented honey water, fermented
fruits and juices, fermented sap of various species of palm,
and beers. Drunkenness and excessive alcohol use was not
common, and use among children, adolescents, and young
women, unless for nutritional or medicinal reasons, was
indeed very rare. As a result of profound sociocultural and
economic changes that swept through the continent within
the last century, alcohol production and sales have become
commercialized and industrialized. Although accurate esti-
mates of the amount of alcoholic beverages produced and
consumed in various countries are not available, it is generally
believed that there has been a marked increase in the local
production of nonindustrial and industrial brews, and in the
levels of importation in many countries. Reports now indicate
that the use of alcohol now cuts across age, gender, ethnic,
socioeconomic, and religious barriers (Odejide 1978; Adelekan
et al. 1993; Ikuesan 1995).

Cannabis

Cannabis is the most commonly abused substance in the con-
tinent. The plant grows wild in most, if not all, African coun-
tries, although it is also illegally cultivated in many places.
Information exists on the use of cannabis for ritualistic and
traditional medicinal purposes (Eide and Acuda 1995). At the
traditional level, the substance was not extensively abused
because of societal control. In recent years, cannabis abuse
has been extensively reported outside the traditional system.
Its use has been reported among students, farmers, soldiers,
street children, commercial sex workers (CSWs), and long-
distance and civil servants (Boroffka 1966; Oviasu 1976).
Cannabis users usually consume the drug by smoking the
dried leaves with the seeds, although some prefer to include 
it in cocktails of soups, such as pepper soup, or porridge.

Psychotropic Substances

The misuse of stimulants (amphetamine and its derivatives)
has been reported from Burkina Faso, Chad, Gabon, Ghana,
Mali, Senegal, and South Africa [U.N. Economic and Social

Council (UNESCO) 1994]. The substances are usually smug-
gled into African countries where they are consumed mainly
by adolescents (predominantly students) and casual laborers,
such as drivers and farmers, for the purpose of keeping awake
or alert to study or work, respectively. Hypnosedative misuse
is reported from Uganda, South Africa, Senegal, Nigeria,
Mauritius, Mali, Kenya, Ghana, Côte D’Ivoire, Chad, and
Burkina Faso. The misuse of barbiturates is more limited,
having been reported from Côte D’Ivoire, Mali, Mauritius,
and Tanzania (UNESCO 1994). Ineffective pharmacy control
systems, as well as poor prescribing protocols for health pro-
fessionals, have been partly blamed for the latter (Asuni and
Pela 1986). There is widespread use of khat (catha edulis), a
stimulant, in the eastern countries of Somalia, Kenya, and
Ethiopia, where its use is legal, and in Eritrea and Tanzania,
where it is an illicit substance. Khat is reported to be used by
students to increase their study hours, by truck drivers to
keep themselves awake, and by laborers to supply extra
strength and energy for work. The trafficking in and use of
mandrax (methaqualone) is a major concern in the southern
and eastern countries of Zambia, South Africa, Swaziland,
Namibia, Mauritius, Kenya, Uganda, and Tanzania (UNDCP
1994). Synthetic narcotic analgesics (e.g., wellcanol) are well-
known misused substances in South Africa, Sudan, and
Tanzania. The sniffing of glues and petrol is found among
street children and juveniles in Kenya, Tanzania, Sudan,
Somalia, Swaziland, and Zambia (UNDCP 1994) and was
recently reported among casual laborers and street children
in Nigeria (Adelekan and Lawal 1997).

Heroin and Cocaine

There was no indigenous use of heroin and cocaine in SSA
countries. Beginning in the early 1980s, West Africa became
an important transshipment route for heroin from Southeast
Asia en route to Europe and North America, and for cocaine
from South America, involving initially Nigeria and then Côte
D’Ivoire, Mali, Ghana, and Senegal. Since then, the use of
heroin has been on the increase in almost all countries in 
the continent, particularly those hitherto recognized as drug
trafficking transit zones (e.g., Nigeria, Liberia, Côte D’Ivoire,
Senegal, Chad, Ghana, Kenya, South Africa, and Mauritius)
(Day 1992, pp. 9–14). Similarly, cocaine use is reported as a
major problem in Nigeria, Ghana, Mali, South Africa,
Tanzania, and Uganda and as a limited but growing problem
in Côte D’Ivoire, Gabon, Kenya, Mauritius, and Senegal
(UNESCO 1994).

There are very limited and anecdotal reports of injecting use
of heroin and cocaine in SSA countries. All the 14 countries
that participated in the Expert Forum on Demand Reduction
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in East and Southern Africa in 1993 reported an increase in
the use of heroin and cocaine in their countries, but intra-
venous or injecting use was reported only from Mauritius 
and South Africa (UNDCP 1994). However, new information
about the mode of use of heroin and cocaine, particularly
injection use, has started to emerge during the pilot study of
the World Health Organization Phase II drug injecting study
which took place in Lagos, Nigeria, between March and June
1997 (Adelekan and Lawal 1997). Smoking tobacco or cannabis
laced with heroin and cocaine powder was the most common
mode of use reported, although a few people reported sniffing
the drugs. Heroin is also run on foil and the fumes chased
(“chasing the dragon”). Cocaine is also smoked through glass
pipes or stems (“stemming”), or users may heat cocaine over
water in a distilling flask and inhale it through an inserted
stem (“bunkering”). Respondents claimed that injecting heroin
and cocaine is a less common method, but it nonetheless
occurs among widely traveled middle-class people. This class
of users inject mainly in their homes and in some popular
hotels in Lagos and other large Nigerian cities. Professional
injectors, who are known to operate from their hotel rooms,
use the same needles (sterilized by boiling) for several
clients, although new syringes and needles (readily available
and quite affordable) are supplied to clients at an additional
cost. However, many injectors are reported to re-use their
injecting equipment as they cannot afford the several units
needed for their numerous daily shots. Others who re-use
injecting equipment do so out of ignorance about the possible
complications or a nonchalant attitude about the seriousness
of such complications. Fatal overdoses from injected heroin
and cocaine have been witnessed by some of the interviewees.
More indepth information is expected to emerge during the
main study. Our experience from this pilot study in Nigeria
has shown that injection drug use, with its multiple health
consequences, may not after all be a rare phenomenon among
drug users in vulnerable African countries. However, novel
methods such as the rapid assessment methodology (RAM),
which employs both quantitative and qualitative techniques,
will be needed to unearth the nature and extent of injection
drug use in these countries.

Current Response to Drug Use in Africa

Policy Thrust

Many sub-Saharan African countries have set up inter-
ministerial committees under different names to formulate
drug policies and to coordinate and supervise drug supply-
control strategies and demand-reduction (DR) activities.
Examples of such bodies include the National Advisory and
Research Council on Drug Addiction (NARCODA) in

Mauritius, the National Drug Law Enforcement Agency
(NDLEA) in Nigeria, and the Inter-Ministerial Committee 
for Drug Abuse Control (CILAD) in Côte D’Ivoire. The drug
supply-control strategy adopted in most countries hinges on
one or more of the U.N. international drug control treaties to
which most of the countries are signatories. Although the
supply-control strategy seems to enjoy greater emphasis and
attract more resources in many African countries, it would
appear to have demonstrated only limited success, judging by
the reported increase in drug trafficking activities and the
street availability of drugs (Day 1992). The DR strategy, funded
mainly through international sources such as the UNDCP, is
now being pursued with renewed vigor to complement supply-
control efforts. Below is a brief description of some of the DR
programs being implemented in SSA countries.

Primary Prevention Activities

The bulk of DR activities involve primary prevention, includ-
ing drug education for at-risk groups (mainly young people in
school) as well as public awareness campaigns. Such activities
are usually planned and implemented singly or jointly by 
governmental and nongovernmental bodies. For example, in
Kenya, the primary prevention activities include a compre-
hensive curriculum for schools and colleges, annual student
drug education contests, prevention through student activi-
ties, prevention through family education, preservice and
inservice training of teachers and educational administrators,
and the use of mass media for prevention education. In Côte
D’Ivoire, drug abuse prevention education has been incorpo-
rated into secondary school curricula since 1984. The Namibian
approach emphasizes training pupils in ”Life Skills” with only
a minor focus on drugs and alcohol. An organization, Teenagers
Against Drug Abuse, also organizes peer group programs
(UNDCP 1994). Similar prevention programs operate in other
countries, albeit at different levels of coverage and sophisti-
cation. A major limitation of the prevention programs is that
most of the facilitating tools (e.g., manuals) and techniques
are still being developed and are not yet standardized. The
programs themselves have not been subjected to any critical
evaluation. However, the NGOs Network on Drug Demand
Reduction in Nigeria (NNDDR) is currently examining all
aspects of prevention activities run by its members, with the
aim of producing a manual on a minimum standard of opera-
tions (the author is involved in the project).

Treatment and Rehabilitation

Treatment of addicted individuals takes place mainly in psy-
chiatric hospitals, although a few general hospitals and health
centers offer some primary care services (Ohaeri and Odejide
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1991; UNDCP 1994). Units set up specifically for the treatment
and rehabilitation of addicted individuals exist in only a few
countries such as South Africa, Mauritius, Nigeria, and
Ghana. Hospital treatment adopts the biopsychosocial model
and includes the following: full physical, psychiatric, and
social assessment; admission where indicated; treatment of
diagnosed conditions; and maintenance of abstinence
(through the use of individual and group counseling tech-
niques) and rehabilitation. Treatment is a team activity which
involves a nurse, clinical psychologist, social worker, occupa-
tional therapist, and a psychiatrist who usually leads and
coordinates the team. In view of the dearth of treatment per-
sonnel in many African countries, there is less emphasis on
specialization or a rigid division of roles among the treatment
team. In African countries, unlike many developed countries
where there are separate detoxification units, detoxification 
is regarded as an integral part of the treatment process. Detox-
ification involves the use of pharmacological support to avert
or reduce withdrawal symptoms. Benzodiazepines (e.g.,
chlordiazepoxide) are used to detoxify patients addicted to
alcohol, while major tranquilizers (e.g., chlorpromazine and
haloperidol) are commonly used for patients with cannabis,
cocaine, or opiate-related problems. The use of substitute
drugs (e.g., methadone and heroin) for gradual detoxification
has not been reported by any African country. Maintenance
therapy using substitute drugs or chemical deterrents (e.g.,
disulfiram) is also not the usual practice in African countries.
Rehabili-tation starts from the initial contact with patients
and involves the relatives and friends of the addicted person.
The supportive role of the extended family system serves a
useful purpose in rehabilitation, although this is also vul-
nerable to being overstretched by the financial and physical
demands of treatment. As most addicted individuals come
into treatment with little or no labor skills and are usually
unemployed, rehabilitation is usually geared toward equipping
them with skills in practical areas (e.g., carpentry, bricklaying,
tailoring, farming, animal husbandry, and the like) so that
they can earn a living on discharge. Followup of discharged
patients is usually hampered by the absence of community
services, the distance of the treatment unit from the patients’
normal abode, and the cost of treatment (Adelekan and
Adeniran 1991). Thus, some studies have reported that up 
to 60 to 70 percent would fail to return for follow-up appoint-
ments within 6 months of discharge (Asuni 1975, pp. 17-23;
Adelekan and Adeniran 1991). Efforts should therefore be
made by African governments to provide affordable care 
for people with drug problems, preferably at the primary-
care level.

Religious organizations and traditional healers also provide
some form of treatment for addicted individuals. Patients are

required to stay within the premises of the healer or organi-
zation for periods of up to 6 to 12 months, when complete
abstinence from the drug is the rule. Patients are also engaged
in creative activities such as farming and carpentry during
this “admission” period, and this is considered a positive 
part of the treatment process. Religious organizations base
their counseling techniques on the doctrines of their reli-
gions. In addition, some churches organize special anti-
drug abuse crusades and sermons, in which individuals who
have been “healed” of their addictions preach and give “testi-
monies.” On the other hand, the traditional healer works on
the belief that substance use disorders, like mental disorders,
are caused by external agents, usually evil spirits or a curse
from a presumed enemy. Accordingly, the healer performs
certain rituals designed to remove these afflictions. While it 
is generally agreed that alter-native caregivers are relevant 
in the care of the addicted individual in the African setting,
some form of cooperation or collaboration between these
groups and orthodox health workers is still urgently needed 
to maximize the benefits for patients.

HIV, AIDS, and Hepatitis

According to the December 1997 reports of the Joint United
Nations Programme on HIV/AIDS (UNAIDS), sub-Saharan
Africa is the region with the fastest growing HIV epidemic.
About two-thirds of the total number of people living with
HIV in Africa are from this part of the world. Unprotected 
sex between men and women accounted for most of the 
3.4 million new HIV infections estimated among adults in
sub-Saharan Africa in 1997. SSA countries can be broadly
grouped into three categories according to the extent and
severity of HIV infection:

1. Countries With Severe Epidemics. These include coun-
tries such as Cameroon, Ethiopia, Kenya, Rwanda, Sudan, 
and Uganda. These countries have 37 percent of all current 
HIV infections in Africa.

2. Countries With Moderately Severe Epidemics. These are 
mainly countries in southern and eastern Africa, such as 
Botswana, Malawi, Mozambique, South Africa, Tanzania, 
Zambia, and Zimbabwe, all of which contribute about 
37 percent of total HIV infections on the continent.

3. Countries With Relatively Low Rates of Infection. These 
are mainly countries in western Africa, including Burkina 
Faso, Côte D’Ivoire, Ghana, and Nigeria, which contribute 
about 15 percent of the total number of adults and adoles-
cents living with HIV in SSA.
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Mode of Transmission

In Africa, heterosexual transmission is the primary mode of
HIV transmission (UNAIDS/WHO 1998). This mode of trans-
mission reportedly affects both sexes equally. The most
affected age groups are 30- to 40-year-old males and 20- to
30-year-old females (Van de Walle 1990). Transmission of
HIV by transfusion of blood and blood products has been
reported (Berkley 1991), and it may still be a significant prob-
lem in countries where the technology for screening blood
and donors is often inadequate. Occasional transmission of
HIV may occur through intramuscular injections for medical
and quasimedical treatment, when unsterilized or poorly
sterilized needles are used (Nwokolo and Parry 1989). Our
extensive literature search failed to reveal evidence from 
sub-Saharan African countries linking HIV infection and
AIDS with the injection of drugs.

Risk Factors

Heterosexual promiscuity has been identified as the major
risk factor associated with HIV infection among adults in 
sub-Saharan Africa. Female CSWs, men who report multiple
sexual partners, and men with a past history of genital ulcers
are at particularly high risk of HIV infection (Carael et al.
1988). These subgroups constitute the major source of infec-
tion for their sexual partners when they engage in unprotected
sex. It has also been speculated that new risk factors may
emerge from CSWs who have sexual contact with Western
tourists. Such CSWs may be more willing to participate in 
heterosexual anal sex and oral sex, which are not part of the
traditional sexual practice of the general population (Gwede
and McDermott 1992). Migration for employment reasons,
high mobility and forced segregation of the sexes are factors
that encourage premarital sex, particularly among certain 
vulnerable groups such as male long- distance truck drivers,
miners, and military and paramilitary groups (Moses and
Plummer 1994). Marginalized groups (e.g., street youths,
drug addicts) are also at particular risk because of their expo-
sure to sexual abuse or exploitation.

The latest reports from Nigeria claim that only about 2,000
cases of AIDS have been officially reported. The sentinel
seroprevalence survey (SSS) conducted annually points to a
steady rise in national HIV seroprevalence rates (0 percent in
1986, 1.5 percent in 1991–92, 3.5 percent in 1992–94, and 
4.5 percent in 1995–96). The 1995–96 sentinel surveillance
reported HIV infections in 4.5 percent of pregnant women
attending antenatal clinics, 18 percent of STD patients, 16 per-
cent of tuberculosis patients, and 34 percent of CSWs. HIV
transmission in Nigeria is mostly of a heterosexual nature,

and the most vulnerable groups are youths and women.
Substance abusers as a group were not targeted in the SSS, nor
has any attempt been made at a national level to study their
vital status. However, isolated clinical cases have been report-
ed on HIV seropositivity and AIDS in noninjection drug users
(Adamson 1992). As part of a general surveillance of street
adolescents and young adults (Area Boys and Girls), Ekpo et
al. (1995) found that 53 percent of them tested positive on
ELISA, and 28 percent were confirmed positive on Western
blotting. For hepatitis B (HBV), 7 percent tested positive.

National Responses to HIV Infection

HIV/AIDS prevention and control programs, supported by
WHO, UNAIDS, and other donor agencies, have been estab-
lished in every SSA country. These programs plan, implement,
and coordinate (1) epidemiological surveillance; (2) public
awareness campaigns aimed at increasing the level of aware-
ness and knowledge of HIV infection among the general 
public as well as among high-risk and special target groups;
(3) provision of training on HIV infection and AIDS to all 
categories of health care workers, including traditional heal-
ers; and (4) activities aimed at ensuring that health workers
adhere to WHO-recommended guidelines on HIV prevention
and the health and psychosocial care of those infected.

Specific programs implemented by National AIDS
Committees include

• HIV testing with pre- and posttest counseling
• Social marketing of condoms
• Treatment and control of STDs
• HIV screening of blood transfusions
• Care of people living with AIDS:

– Palliative, as elsewhere
– Symptomatic treatment of opportunistic infections
– Long-term hospital care (Such care can be very expen-

sive in resource-limited African settings. Home-based 
care using community and family resources has been 
tried in Agomanya, Ghana, and was found to be cheaper,
effective, and acceptable to the patients and their rela-
tives [Mensah 1994].)

• Antiviral drugs that are used in developing countries to 
improve the quality of life of AIDS patients are not afford-
able by the majority of infected people in SSA.

Barriers to implementing intervention and prevention efforts
and recommendations:

• Highly limited research data. More research is urgently 
needed in SSA countries to determine the extent of 
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injection drug use; the prevalence of HIV, hepatitis B and 
C, and other blood-borne diseases among IDUs; and the 
sexual behaviors and other risk practices of IDUs. In view 
of the general inaccessibility of IDUs (from the Lagos expe-

rience), a major research challenge will be to bridge the gap 
and gain access to them.

• Moralistic views on substance abuse, HIV, AIDS, and 
related issues. Many people still hold strongly moralistic 
and judgmental views on these issues in SSA countries. 
Thus, people afflicted by these problems are more likely 
going to be perceived as either “bad” or “morally weak” 
rather than ill and requiring medical treatment. This stigma
works against people seeking voluntary treatment at an 
early stage. Intensive public education is needed to improve
this situation.

• Unfavorable criminal justice system. In many SSA coun-
tries, substance abuse is still highly criminalized. Convic-
tions for the possession or use of even a small quantity of 
prohibited or illicit substances may attract many years of 
imprisonment. This situation tends to encourage denial 
on the part of users and their relatives and also reluctance 
to seek treatment and participate in research. Advocacy on 
the need for review of legislation and policies is therefore 
needed in many SSA countries. A multidisciplinary 

approach involving health care personnel, human rights 
groups, lawyers, sociologists, policymakers, and other 
relevant professionals could yield good results over time.

• Lack of a clear policy and low prioritization. Despite 
growing evidence of the increase in HIV infection and 
substance abuse in many SSA countries, many governments
are yet to evolve clear policy guidelines on assessment and 
HIV interventions, and the problems remain low priorities.
Other problems that are perceived as needing more urgent 
attention include political instability, refugee problems, 
war, the provision of essential infrastructures (water, good 
roads, and housing), and other health care problems such 
as malnutrition, tuberculosis, and malaria. Funding agen-
cies may need to issue clear guidelines on the prioritization
of HIV and related issues to recipient governmental and 
nongovernmental agencies.

• Poor social and economic resources. Many SSA countries 
lack the social infrastructures and resources needed to 
implement sustainable intervention programs, even 
where there is a clear demonstration on the part of the 
government of an appreciation of the problem and a will-
ingness to intervene. International funding agencies have 
a major role to play in understanding the situation and 
helping such countries.  �
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Buenos Aires, Argentina

The Southern Cone of Latin America is made up of four 
countries:

• Argentina, with 33.9 million inhabitants
• Chile, with 13.6 million inhabitants
• Paraguay, with 4.8 million inhabitants
• Uruguay, with 3.2 million inhabitants

The situation of HIV transmission among injection drug users
(IDUs) in the region is serious. In Argentina, 42 percent of
AIDS cases are attributed to injection drug use; in Uruguay it
is 33 percent; in Chile, 9 percent; and in Paraguay, 11 percent.

Despite their similar beginnings in the 1980s, the HIV/AIDS
epidemics in the four countries of the Southern Cone have
followed different trends and assumed two different patterns.
The first pattern is characterized by low cumulative incidence
and a low rate of expansion, as we can observe in Chile and
Paraguay; the second pattern, seen in Argentina and Uruguay,
is characterized by high cumulative incidences compared with
most countries of the continent and a high rate of expansion.

The number of AIDS cases reported in the American conti-
nent amounted to 812,162 as of December 1997 (UNAIDS/
WHO 1997). As of July 1997, the Southern Cone countries
reported the following figures (see table 1):

Argentina: 10,889 AIDS cases, with a cumulative incidence 
of 28.9/100,000 inhabitants

Chile: 1,967 AIDS cases, with a cumulative incidence 
of 14.9/100,000 inhabitants

Paraguay: 293 AIDS cases, with a cumulative incidence of 
6/100,000 inhabitants

Uruguay: 949 AIDS cases, with a cumulative incidence of 
29.9/100,000 inhabitants

The routes of transmission of HIV infection in the AIDS cases
of these countries follow internal dynamics of the epidemic
that can be understood in two ways. In Chile and Paraguay,
sexual transmission predominates (with homosexual and
bisexual transmission being responsible for 76 percent of
AIDS cases in Chile and 68 percent in Paraguay). IDU trans-
mission is still moderate in both countries (9 percent and 
11 percent, respectively). Heterosexual transmission has not
had a major impact. Meanwhile, in Argentina and Uruguay,
IDU transmission is high (42 percent and 33 percent, respec-
tively), and that route of transmission has characterized the
epidemic—there has been quick growth of heterosexual and
vertical transmission and also a drastic reduction in the
male-to-female ratio of AIDS cases, compared to the first
years of the epidemic. In Argentina, 24 percent of AIDS cases
are attributed to heterosexual transmission, 6 percent to 
vertical transmission, and the ratio of male-to-female AIDS
cases is 3.6:1; in Uruguay, heterosexual transmission is
responsible for 37 percent of all cases, vertical transmission
accounts for 4.3 percent, and the ratio of male-to-female
cases is only 2.7:1 (Ministerio de Salud — Argentina 1998;
Ministerio de Salud de Chile/CONASIDA 1997; Ministerio de
Salud — Uruguay 1997; Ministerio de Salud — Paraguay 1997;
Berriolo et al. 1997).

Other data emphasize the seriousness of the problem: 

In Uruguay, 40 percent of AIDS cases due to vertical trans-
mission involve female IDUs. In Argentina, AIDS cases
among IDUs have been steadily increasing. Also, the rising
number of cases among women might be explained by their
own injection drug use or their being the sexual partners of

Epidemiological Overview
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IDUs. Women's AIDS cases have increased 13.7 percent, while
men's AIDS cases increased 2.7 percent in the same period.
So too, a study of 9,959 persons who were tested for HIV
shows that among injection drug users 42 percent had positive
results and among their sexual partners, 48 percent were 
positive (Cahn et al. 1996). Another study, led by one of the
first hospitals in Buenos Aires to care for persons living with
AIDS, demonstrates that 7 out of 10 IDUs tested between 1987
and 1996 were HIV positive (Oliva et al. 1997). There is also
research indicating the geographical distribution of persons
living with AIDS in Buenos Aires that includes ages and
routes of HIV transmission. The results show a strong link
between the disease and young persons living in poor urban
areas, most of whom are IDUs (Lopez 1997).

Besides, other diseases such as hepatitis B and C, HTLV-1,
and syphilis could be prevented by adequate interventions.
Argentina is the only country that has data on other viral
infections. In one seroprevalence study of IDUs, 20 percent
were found to be positive for HTLV-1 and 60 percent for 
hepatitis B (Libonatti et al. 1989; Weissenbacher et al. 1988).

In Chile and Paraguay, which still has moderate HIV infection
rates, injection drug use is nearly an unknown phenomenon.

Drug Use:  Policies and Interventions

In the Southern Cone countries, cocaine is the most frequently
injected substance, followed by medicines (amphetamines
and codeine syrups) and alcohol. In all countries of the region,
use of cocaine, whether injected or not, and the use of other
illegal drugs are associated with the following profile: a young
person, 15 to 30 years of age, usually male, belonging to either
the middle or lower class, and in more than 50 percent of all

cases, without a defined occupation (Secretaría de Prevención
y Asistencia 1997; CONACE 1995; Centro de Información y
Recursos 1995; CONACE 1996).

The region’s policies and laws related to drug use are charac-
terized by very low tolerance. Legal sanctions are the most
frequent mechanisms adopted by local authorities, and
strategies are focused in repression, primary prevention,
compulsory drug treatment, and abstinence. Since the 1970s
the resolutions and drug policies of international organiza-
tions, and particularly that of the United States, have had an
important influence on drug policies in the Southern Cone
(Rossi 1993; Concepción de Problema 1994; CICAD 1996).

Assistance services for drug users in the region are based 
on abstinence models, and their principal goal is to stop 
drug use. At the same time, many of the nongovernmental
organizations (NGOs) involved in providing assistance foster
the isolation of the person who enters the rehabilitation 
program. There are diverse proposals for treatment
approaches, from psychiatric to religious. There are not
enough treatment programs for drug users in the region,
except in Argentina.

There are some epidemiological and behavioral data about
IDUs. Possibilities and alternatives for intervention and 
prevention have not been sufficiently discussed, especially
harm reduction strategies that frequently are misunderstood
and perceived as stimulants of illegal drug use (CICAD 1996;
Ministerio de Salud—Chile 1995; Touzé et al. 1997; Touzé and
Rossi 1993).

The available data about drug use in the region show that it is
a growing problem in all countries despite the differences

Table 1. Demographic and epidemiological data on AIDS in the Southern Cone

Argentina

33.9

28.9

10,889

42.0%
24.0%
6.0%
3.6:1

Chile

13.6

14.9

1,967

6.0%
21.2%
2.0%
9:1

Paraguay

4.8

6.0

293

11.0%
33.0%
2.7%
4:1

Uruguay

3.2

29.9

949

33.0%
37.0%
4.3%
2.7:1

Population (in millions)
AIDS cumulative 

incidence/100,000
Total reported

cumulative cases
Modes of transmission:

IDU
Heterosexual
Vertical

Male-to-female ratio

Sources: National AIDS Programs of Argentina, Chile, Paraguay, and Uruguay, July 1997.
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between them. Chile and Paraguay have a lower rate of illegal
drug use than Argentina and Uruguay, and injection drug use
is particularly important in these last two countries (CONACE
1995; CONACE 1996; Secretaría de Prevención y Asistencia
1997; Rossi 1993; Bustelo 1997). The governmental authorities
of the four countries recognize that major drug traffic routes
are located within their region. They usually explain that it
could be contributing to the spread of illegal drugs and thus
increasing HIV infections due to drug use. The geographic
location of the four countries and their extensive borders
increase those possibilities. The consolidation of the MER-
COSUR as an economic-social-political project also involves
Brazil in this situation.

In the four countries, the national drug control policies are
decided in governmental departments that report to the pres-
ident. In Argentina, it is the Secretariat for the Prevention of
Drug Abuse and the Fight Against Drug Traffic (SEDRONAR);
in Chile, the National Council for Drug Control (CONACE); in
Uruguay, the National Board of the Republic Presidency; and
in Paraguay, the National Anti-Drugs Secretariat.

In the legal arena, the four countries have specific drug acts
and complementary legislation that are sustained in the
international resolutions of the United Nations Convention
Against Illicit Traffic in Narcotic Drugs and Psychotropic
Substances, which was signed in Vienna in 1988, and in the
Strategy for the Hemisphere Drugs Control, approved by the
Organization of American States in 1996 (CICAD 1996).

In Paraguay, drug legislation requires that drug treatment be
provided in a special governmental center; in Chile, drug users
may be sent to an abstinence prevention program offered by
special organizations that may be governmental, nongovern-
mental, or private (CONACE 1993). In Uruguay, the judge
decides if the user needs treatment, and in Argentina, com-
pulsory drug treatment is an alternative to incarceration and
is varied, with a great number of organizations, most of them
private therapeutic communities, receiving subsidies from
the government.

The incriminatory nature of drug policies creates an obstacle
for the concerned population to approach spontaneously the
health care system:  drug users fear being identified when they
visit an assistance center, especially if it is a governmental
institution. For this same reason, the population hides and is
stigmatized, thus making it difficult to develop preventive
programs to meet their needs (Touzé and Rossi 1993). We
must add, institutional responses usually attempt to justify
discriminatory practices by stating that drug users do not
want to improve their health conditions, making them

responsible for the spread of HIV instead of questioning
whether the interventions fit the population's real needs.

In all countries the goal of treatment is abstinence; it is also a
condition for entering treatment. In Paraguay there is practi-
cally no governmental system to assist drug users. Drug treat-
ment programs are operated by a few private, philanthropic
or religious organizations, and other NGOs. In Uruguay, 
governmental treatment referrals are few; the health ministry
has a drug treatment clinic in a hospital and an agreement
with a private entity. Most traditional psychiatric communi-
ties and clinics are beginning to offer specialized drug treat-
ment services. In Chile, governmental and nongovernmental
organizations offer drug treatment services. The Chilean
health ministry has recognized 27 organizations that can
assist drug users who are sent by judges for compulsory drug
treatment (Ministerio de Salud — Chile 1995). In Argentina
there are more than 400 drug treatment organizations, 
some of which have agreements with governmental depart-
ments and receive a grant for each patient they assist.
Psychologists and therapeutic communities are the most 
frequent resources. The first national treatment center with
governmental support—the National Social Reeducation
Centre (Centro Nacional de Reeducación Social) — was 
created in 1973. Treatment was defined as multidisciplinary,
and the professional staff included psychologists, social
workers, sociologists, and other disciplines involving tradi-
tional psychiatry and toxicology. It is still the only institution
of its kind in the Southern Cone (Centro Nacional de
Reeducación Social).

HIV/AIDS Prevention and Intervention

In the four countries, HIV/AIDS prevention among IDUs and
their sexual partners is still insufficient. Equally, knowledge
about the epidemiological and behavioral characteristics of
this group is incomplete (Benetucci 1996; Universidad de
Buenos Aires 1997; Informe Final 1996). Needs assessments
have been done for seroprevalence studies among IDUs only
in Argentina. There is no such information in Uruguay, Chile,
or Paraguay, where the only available indicators are the num-
ber of AIDS cases and HIV-positive persons who report injec-
tion drug use as the route of transmission.

Interaction between universities, governmental organizations,
and NGOs related to drug use and HIV/AIDS is still incipient
in the four countries. There are no organizations for drug
users in these countries, mainly due to police harassment and
legal prosecution of this population. The NGOs and organiza-
tions of persons living with HIV are generally important
activists, but there has been very limited work related to AIDS
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and drug use. Some university centers provide research and
education in these issues, but very few offer assistance.

Despite these difficulties, the European Community
Commission has sponsored a training program for social and
health workers related to reducing the demand for drugs in
the Southern Cone since 1992. During this period the harm
reduction debate began in the region.

Several NGOs, with support from national AIDS programs, have
developed seminars, workshops, and symposiums related to
HIV/AIDS (Informe Final 1996; Touzé et al. 1997). UNAIDS
recently approved research, training, and prevention programs
on HIV/AIDS and drug use in Argentina, Paraguay, and Uruguay,
and these are just beginning (UNAIDS Subject Matter Team of
Argentina; UNAIDS Team, Paraguay; UNAIDS Team, Uruguay).

In January 1998, the project “Prevention of HIV Infection in
Injecting Drug Users in the Southern Cone” was initiated by
the UNAIDS Southern Cone, the National AIDS Programs of
Argentina, Chile, Paraguay, and Uruguay, and by an NGO
from each country: INTERCAMBIOS from Argentina, 
PROGRAMA CALETA SUR from Chile, PREVER from Paraguay,

and IDES from Uruguay. The project will last for 3 years and
be located in major cities in each country:  Buenos Aires
(Argentina), Santiago (Chile), Asuncion (Paraguay), and
Montevideo (Uruguay). Regional coordination will be in the
hands of the Southern Cone's UNAIDS adviser.

The regional project's main objectives are

• To build a common approach in the Southern Cone toward 
the HIV/AIDS epidemic and IDUs

• To promote a wider response to the problem including 
the participation of NGOs and social and governmental 
organizations

• To study attitudes, perceptions, and practices of IDUs and 
their sexual partners

• To promote and develop interventions to reduce the risk 
of HIV infection among IDUs, their sexual partners, and 
their children

Financial support for this project is still being sought.  �
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Assessment of and Response to the Spread of HIV
Among IDUs in Latin America 

The spread of the AIDS epidemic is becoming an important
public health problem in Latin America. The role of injection
drug use in transmission of HIV varies among the different
countries in the region. Table 1 contains a list of the Latin
American countries where injection drug use has had the
greatest impact on the AIDS epidemic.

Harm Reduction in Latin America 

Successful HIV/AIDS prevention efforts are being developed
in Latin America with the cooperation of each country. Harm
reduction strategies are being implemented. The first experi-
ences with harm reduction activities in the region were devel-
oped in Santos, Brazil, under the direction of the local gov-
ernment. The City Government of Santos tried to implement
a needle exchange program (NEP) in 1989, but legal problems
delayed its implementation. However, in 1993 the Institute of 

Studies and Research in AIDS of Santos (IEPAS) implemented
the first bleach distribution program and also the first out-
reach program in the country; this program served as a model
for several other programs in this area.

IEPAS operated one underground NEP from January 1996 to
March 1998 when the State of São Paulo passed a law legalizing
NEPs; this was the first law of its kind in Latin America. This
IEPAS-implemented NEP is still in operation. From the first
harm reduction efforts in 1989 to the legalization of NEPs in
1998, the harm reduction programs in São Paulo have become,
according to the Joint United Nations Programme on HIV/AIDS
(UNAIDS), one of the best AIDS prevention efforts to be
implemented in developing countries during the 15 years of
the HIV/AIDS epidemic. In 1995 the first NEP was implement-
ed in Salvador in the State of Bahia, where legal authorities
tolerated the program's existence. In 1996 the National
Program on STD/AIDS assumed this work with the imple-
mentation of 14 harm reduction programs all over Brazil.

In 1998 UNAIDS began supporting a program to control the
spread of HIV among IDUs in the Southern Cone (Argentina,
Uruguay, Paraguay, and Chile) using harm reduction tech-
niques similar to those used in programs in Brazil. Govern-
mental and nongovernmental organizations (NGOs) are
working together on this effort. Information about the
UNAIDS program was also provided by Dr. Diana Rossi from
INTERCAMBIOS, an Argentinean NGO. Also, in Mexico, an
NGO known as Compañeros is developing an NEP.

All of these programs are directed mainly at IDUs. Their main
strategy is to use outreach workers and the distribution of edu-
cational and prevention materials. Some of these organizations
maintain ties with the public health system and refer their

Table 1. Percentage of each country’s total number of
AIDS cases related to injection drug use

PercentCountry

42
26
9

11
11
33

Argentina
Brazil
Chile
Mexico
Paraguay
Uruguay

Source: Pan American Health Organization, December 1997.
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clients to this system for treatment of diseases such as tubercu-
losis, hepatitis B, hepatitis C, and other blood-borne diseases.
For many years the main barrier to harm reduction programs
(specifically NEPs) in the State of São Paulo was the legal one,
but that masked the true barrier, which was moral. In March
1998, this legal barrier was overcome in the State of São
Paulo; it was never a problem in other States such as Rio de
Janeiro, Bahia, and Rio Grande do Sul.

It is not yet possible to measure the impact of these recent
changes in Brazil and in neighboring countries. Even so, the
process indicators are encouraging. The AIDS epidemic in
Brazil has an enormous potential to spread among heterosex-
uals, particularly among women. Studies show that 40 percent
of women who report heterosexual sex as the route of their
HIV infection are the sexual partners of IDUs. In Argentina,
injection drug use continues and will continue to be a pre-
ponderant factor in the spread of the AIDS epidemic.

Recent Research

Four main research studies have been conducted during the
past 3 years in Brazil to analyze the effectiveness of HIV/AIDS
interventions.

• The first one, an epidemiological study called Projeto 
Brasil, was conducted by the IEPAS research team from 
1994 to 1996. It was a multicity study analyzing behavior as 
well as seroprevalence that involved 5 cities and 701 IDUs.

• The second study, which is based on the first, is being 
conducted by the Ministry of Health in five cities where at 
least one harm reduction program is in development. 
Research has been conducted for the past 6 months, and 
Dr. Waleska Caiaffa, has already presented initial findings 
at this meeting.

• The third one, a qualitative research study on all harm 
reduction programs in the country, is being conducted by 
the Osvaldo Cruz Foundation – Rio de Janeiro, a national 
research project supported by the Ministry of Health. 

• The last study is part of phase II of the World Health 
Organization's (WHO) Multicity Study among IDUs, and 
it is being conducted by the IEPAS team in the Santos 
metropolitan region. The IEPAS team has already finished 
the rapid assessment field work and is ready to present the 
process at the 1998 AIDS conference.

There is no information about AIDS research in other coun-
tries in Latin America, except from Colombia, which is con-

ducting a rapid assessment for phase 2 of WHO's Multicity
Study, and from Argentina through Dr. Rossi’s presentation.

Latin American Harm Reduction Network

The Rede Latino Americana de Redução de Danos (RELARD),
or the Latin American Harm Reduction Network, was founded
in São Paulo in January 1998. The founders were mostly public
health professionals who already worked on community harm
reduction programs. Representatives of six countries partici-
pated in the Network’s formation (Argentina, Brazil, Chile,
Colombia, Paraguay, and Uruguay). The Network structure
includes an executive director, executive secretariat, and a
decision making executive council. Membership is free to
those interested in the subject and proposed programs. The
Network is headquartered at the IEPAS office in Santos. All
information pertaining to drugs focuses primarily on preven-
tion of HIV/AIDS and is circulated among RELARD members.

The main objective of RELARD is to promote activities that
will reduce the harm associated with drug use, with priority
given to prevention of HIV/AIDS, that are in keeping with the
principles of public health, human rights, and citizenship in
Latin America. The other objectives of RELARD are to

• Promote harm reduction as an effective and valid strategy 
for approaching problems related to drug use;

• Support and strengthen the initiatives of the people as 
well as of the governmental and nongovernmental organi-
zations working in the field of harm reduction in the 
countries of Latin America;

• Promote the organization and participation of drug users 
in working to improve the quality of their lives; and

• Provide opportunities to reflect on the causes of drug use 
in terms of the social culture of Latin America by creating 
links with similar networks.

In March 1998, in São Paulo, RELARD helped to organize the
Global Voice, an association of existing harm reduction net-
works. RELARD maintains excellent relationships with the
International Harm Reduction Association (IHRA) and the
Asian Harm Reduction Network (AHRN). IHRA sought support
from UNAIDS for the foundation and operation of RELARD
during its first year. RELARD is now searching for new spon-
sors; institutions being approached include the Brazilian
Government, State Government of São Paulo, Economic
European Community, and the John D. and Catherine T.
MacArthur Foundation.  �
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The National Institute on Drug Abuse (NIDA) and the World
Health Organization (WHO) both deserve congratulations for
devising and organizing this meeting. It is critical that we act
now that we know very clearly both the magnitude of the
problem and the effectiveness of interventions to prevent the
spread of HIV among injection drug users (IDUs).

I feel bound to pay a tribute to my colleagues and friends
working in much more difficult environments than I. Some
work in developing countries where getting even simple
things done is often very difficult. Others work in developed
countries but with a data-resistant policy environment. For
different reasons, it is also often difficult to get even some
simple things done in those countries.

My comments on the situation in Australia summarize material
from two recent reports. One is an annual report of surveil-
lance of HIV/AIDS in Australia and covers the more technical
aspects of the epidemic, while the other, Investing in the
Future, is more focused on policy aspects. 

At the risk of sounding presumptuous, I think it is important
also to acknowledge the humanity of citizens around the world
who inject drugs. Unfortunately, as far as I can tell, we do not
have one of their representatives at this meeting. I think that
is a very great pity. The flagrant denial of the human rights of
IDUs is at the very heart of this problem.

And, inevitably, following the denial of human rights of IDUs
is the public health problem we are battling. It is easy to get
depressed by the very desperate situation associated with
injection drug use and HIV around the world. But we should
not overlook the fact that a great deal has been accomplished
in the past decade. We now know what prevents HIV from

spreading among IDUs. We now have good coverage of inter-
ventions in many parts of the world, and in many places the
epidemic has been prevented. Most important of all, we have
a situation in which perhaps 70, 80, or 90 percent of IDUs
around the world are still not infected with HIV. So, there is
still time to implement effective prevention strategies and
control the HIV epidemic among IDUs in most parts of the
world. So there is much to spur us on.

Every country does many things badly. If we are lucky, many
countries do a few things well. The health care sector in
Australia is quite efficient. Excellent outcomes are achieved
in health with use of moderate resources. Specifically, the
country’s response to HIV/AIDS has been excellent. In many
ways Australia might be a model for seeing not what went
wrong with the response to HIV/AIDS, but seeing what went
right. We need to learn from both our mistakes and our 
successes in this dreadful epidemic.

Australia is a country with almost 19 million people. Drug use
epidemiology in Australia is surprisingly similar to drug use
epidemiology in the United States. This is true for use of both
licit and illicit drugs. The major exception is cocaine use in
the United States, which is about four times more common
than in Australia. However, cocaine use is starting to increase
in Australia, although from very low levels. This recent
increase causes some concern, especially as HIV seems more
difficult to control among IDUs who inject cocaine than
among those who inject heroin. 

IDUs in Australia without other risk factors, that is to say
female or heterosexual male IDUs, have a very low prevalence
of HIV infection. In most studies it is around 1 percent or 
2 percent. There are abundant data, and the data are very 
consistent. Because Australia has a low prevalence of HIV
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infection among IDUs, the prevalence of HIV infection in the
heterosexual population among those who do not inject drugs
is very low. Consequently Australia has not had the major
spread of HIV infection and the major increase in AIDS 
cases that many other countries have experienced.

The incidence of AIDS in Australia is stable or perhaps even
declining. AIDS incidence in 1996 was 3.9 per 100,000. In
the same year in the United States, it was 26 per 100,000,
meaning that means that the AIDS incidence in the United
States is about six times higher than in Australia, and that
ratio is increasing. The ratio reached a nadir of about 4 and
has been increasing for the past 5 years. It looks like it will
continue to increase. The reason is that Australia has man-
aged to prevent an epidemic of HIV infection among its IDUs,
and this means that there was no epidemic to spread from
IDUs to other populations. I think it is fairly clear that the
reason an HIV epidemic among IDUs has not occurred is
because there are effective interventions to prevent it; that is
the most parsimonious explanation for this observation.

The interventions began early and were vigorously imple-
mented. They are still being expanded. In 1991, Australia 
distributed or exchanged about 10 million needles and
syringes for an estimated IDU population of about 250,000.
In 1997, 19 million needles and syringes were exchanged or
distributed. Australia now has more than 20,000 people on
methadone treatment nationwide, and the number is increas-
ing annually by about 10 percent. In summary, Australia has
vigorously invested in education for drug users, needle
exchange programs (NEPs), and the expansion of quality 
drug treatment. Each jurisdiction of the country also has a
government- funded organization for drug users.

All of those interventions are very important. The evidence
suggests strongly that an epidemic has actually been averted.
It is not enough to say that it has not happened yet or that an
epidemic has occurred but has not been detected. It actually
has been prevented. In support of that conclusion, we have
seen a steady decline in risk behaviors associated with injec-
tion drug use. Before 1985, more than 90 percent of IDUs
reported that they had shared injection equipment in the
month before the interview. By 1994, less than 20 percent of
IDUs said that they had shared this equipment in the month
before the interview. Since 1994, we have also seen declining
levels of IDU risk behaviors as measured by other techniques.

Australia does have other major problems associated with
injection drug use. Hepatitis C is still rampant with an overall
prevalence of approximately 60 to 70 percent, although recent
evidence suggests that hepatitis C prevalence and incidence

are probably declining. As in British Columbia, Canada, and
many other parts of the world, Australia also has an increas-
ing number of deaths due to drug overdoses. This is not the
subject of this meeting, but drug overdose deaths in Australia 
are increasing at a rate of almost 13 percent per year. These
deaths now represent 10 percent of all deaths among those
ages 25 to 34. This dreadful public health outcome is too
important to ignore. Heroin injecting also seems to be
increasing. Recent surveys in Australia have shown increasing
numbers of young drug users who inject heroin. It is always
hard to know why this occurs. Australia is very close to the
major heroin-producing region of the world, the Golden
Triangle of Southeast Asia. 

Also, Australia has chosen economic policies that have 
resulted in sustained high levels of youth employment.
Almost 30 percent of young people are now unemployed
(although this figure does not include young people who are
full-time students), and there is no sign of youth unemploy-
ment declining. There is a widespread belief among clinicians
and researchers in Australia, so far unsupported by data, that
high levels of youth unemployment are associated with
increasing use of illicit drugs.

For the first time in more than 10 to 12 years, we now have
significant and alarming political threats to harm-reduction
efforts. There has been a recent trend toward national con-
servatism that has swept across many policy areas including
this one. On May 25, the Prime Minister spoke in Parliament
in defense of zero tolerance. This is a new phraseology for
Australians. Never before has an Australian Prime Minister
spoken in support of this dangerous policy, at least not publicly.

This is a very significant threat. Recently, we have seen NEPs
close in some parts of the country. Some methadone programs
are under threat. This concerns harm-reduction supporters
and public health practitioners greatly.

We also have a very sensitive situation with regard to HIV/AIDS
and aboriginal Australians; indigenous Australians generally
experience health outcomes similar to those found in the
Third World. There appears to be significant and rising levels
of injection drug use in this population. It is also very difficult
to conduct research in this population. As in similar popula-
tions in other countries, some elders of aboriginal communi-
ties find these issues very difficult to confront. Many resist
harm-reduction interventions such as needle exchange and
methadone programs.

Australia also has, like most other countries, considerable
problems implementing harm-reduction measures within
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prisons. There are some data suggesting that significant HIV
infection occurs among IDUs in prisons through the sharing
of needles and syringes. There is probably much more HIV
infection in prisons than we will ever be able to prove. We 
also have a problem with transmission among IDUs of non-
English-speaking background. The increasing amount of
cocaine use by injection, even though from very low levels, 
is very disturbing.

Research has played a major role in the Australian response to
HIV infection among IDUs. Early in the epidemic, research
helped to raise the level of awareness of this problem. Research
has also been very helpful in monitoring risk behaviors and the
level of blood-borne viral infections. Research has permitted
interventions to be evaluated and has guided policy. Many 
researchers are very involved in the policymaking process.

The longer we consider what is happening around the world,
the more obvious it seems that the most important obstacle to
controlling HIV infection among and from contact with IDUs
in Australia and most other countries, is the entrenched
belief in the effectiveness of criminal justice and law enforce-
ment approaches to illicit drugs. When public health advocates
are battling to try and slow the spread of HIV infection among
IDUs, it is that very entrenched belief that we have to over-
come. The transition in Asia from opium smokers to heroin
smokers to those who inject heroin over the last few genera-
tions, a transition accelerated by law enforcement, very 
elegantly makes that point. That is the fundamental battle we
all face. How public health practitioners will be able to use
research to try and make some headway in this difficult area is
not clear. But it seems undeniable that this is the fundamental
question we have to try to unravel. �
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First of all, I would like to thank the organizers of this meeting
for inviting me. In my talk, I hope to remove the impression
expressed here earlier that injecting cocaine is somehow not
an important part of the North American drug scene because,
in Canada, it is the driving force in terms of being the drug of
choice that is causing HIV to be transmitted.

I would like to give you an overview of the situation in Canada
by focusing on the shift in the HIV epidemics that we have
seen, including the prevention and intervention programs
that have been applied in Canada, the barriers and the envi-
ronmental influences that we think are affecting the injection
drug user (IDU) HIV epidemic, and some comments on the
effectiveness of needle exchange programs (NEPs) and key
issues on such programs in Canada.

I am going to present data that are current to the end of 1996
because I can draw comparisons among the different data; I
will give you some data from 1997 as well. By the end of 1996,
we estimated there were 50,000 to 54,000 people infected
with HIV in Canada, which has a population of 30 million.

The characteristics of our HIV epidemic have changed signifi-
cantly over time. The shift has been from an epidemic that
almost entirely affected men who have sex with men (MSM) to
one that is affecting an increasing proportion of IDUs.

As in other countries where HIV therapies have been applied,
we have seen a recent dramatic drop in the total number of
reported AIDS cases. Looking at the trend among IDUs in
Canada, there has also been a drop in AIDS cases but perhaps
not as marked. If you look at the trend of AIDS cases among
IDUs as a proportion of AIDS cases in Canada, you see a rapid
rise in the past several years, particularly the past 2 years,
1996 and 1997 (see figure 1).

If we look at the trend in AIDS cases among male IDUs, you
see a drop in 1997. But among female IDUs, the drop is less
pronounced, and I think this reflects a rising number of
infections in women, as I will show later (see figure 2).

Now I would like to present some data related to HIV testing
programs in Canada and what we can determine about trends.
A good proportion of the Canadian population, 17 percent,
have been tested for HIV, many of them in the past few years.
However, we now estimate that between 11,000 and 17,000
Canadians are HIV positive but unaware of their infection 
status because they have not been tested as yet. This represents
between 30 and 40 percent of prevalent infections.

Several trends can be seen in the reports on positive HIV tests
(see table 1). Among IDUs during the period 1985 to 1994, 8.4
percent of IDUs tested positive for HIV; by 1997, the number
had risen to 33.2 percent. You will see equivalent trends
among women, going from 9.8 percent to 21.4 percent. The
reverse is true among men who have sex with men; the pro-
portion of men testing positive for HIV went from 74.6 per-
cent in 1985 to 1994, to 37.6 percent in 1997.

We estimate that there are 40,000 prevalent infections in
Canada right now, including AIDS cases, and we estimate that
in 1996 there were 4,200 incident infections. The confidence
intervals for this are about 1,000 on either side, but we com-
pare this to the data for the period 1989 to 1994 in which it
was estimated that there was an average of 2,500 to 3,000 new
infections per year in Canada.

So, we are saying that in 1996, we had an increase in HIV
infections in Canada. The fact that Canada has seen a resur-
gence of its HIV epidemic is not well known or well under-
stood around the world.

The HIV Epidemic Among Injection Drug Users in Canada

Donald Sutherland, M.D.

Bureau of HIV/AIDS, STDs, and TB

Health Canada
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Estimates of HIV incidence in Canada were developed through
a sort of triangulation, and this method was used for the 1996
estimates (see table 2). We built the estimates from provincial
data and added them on to create the national estimate. Here,
again, one can see the trends. From the period 1981 to 1983,
women constituted 4 percent of the epidemic, and by 1996,
they had become 19 percent of the incident HIV infections.
IDUs went from 2 percent to 49 percent by 1996, and MSM
went from 82 percent down to 37 percent. Table 3 shows the
numbers behind those proportions. For example, we estimate
there were 1,240 infections among MSM.

Now we can we look at the prevalence of HIV among IDUs
with some city-specific data. In Montreal, before 1988, we
estimate that the HIV prevalence among IDUs was about 
5 percent (it is interesting that Dr. Ball views that as the cutoff
at which the epidemic may be more controllable). By 1997,
the prevalence rate in Montreal had become 19.5 percent. In
Toronto, the rate among IDUs rose from 4.5 percent in 1992
to 9.5 percent in 1996. During the same period, Ottawa's rate
went from 10 to 21 percent, and Vancouver experienced a dra-
matic rise in prevalence, from 4 percent in 1992 to 23 percent
in 1996.

We can report data on HIV incidence from a couple of cohort
studies that were conducted in Canada. A cohort study in
Montreal showed a 3.7 per 100 person-years rate of incidence
for HIV from 1988 to 1991. Between 1995 and 1997, it rose to
6.5 per 100 person-years. These are alarming statistics for a
city where NEPs have been in place for years.

The cohort studies in Vancouver showed an increased inci-
dence, from 5 per 100 person-years in 1992 to 1993 to 18.2 in
1996 to 1997. Fortunately, with the implementation of a much
broader program and the very positive reaction from authori-
ties toward trying to control the epidemic, the latest incidence
data have shown a drop to 4.8 per 100 person-years. This may
be partly explained by “saturation,” but I think it is a true
change in incidence among IDUs in Vancouver in general.

We have tried to estimate the IDU population in three major
Canadian cities. Initial data were obtained through a telephone
survey. Just over 1 percent of adults reported ever having
injected drugs, and somewhere between 0.2 and 0.3 percent
of the population reported having engaged in injection drug
activities during the past year. Equipment-sharing continues
to be a problem among IDUs in Canada. 
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As for the prevention strategies that apply to Canada, the first
step was recognition that an HIV epidemic was occurring
among IDUs in Canada. Before 1987, less than 1 percent of the
AIDS epidemic appeared to occur among IDUs. However, in
1988, a study among IDUs in prison indicated that 15 percent
of them were HIV positive. These data contributed to a grow-
ing sense of alarm, and HIV prevention activities for IDUs
began to increase in Canada at that time. NEPs were initiated
locally in Vancouver in 1989 and the following year in Montreal.

From 1988 to 1989, the National Advisory Committee on
AIDS implemented a plan aimed at preventing HIV infection
in the IDU community and endorsed the harm-reduction
approach. The Committee prioritized the use of NEPs and
started nine pilot projects throughout the country, including
NEPs, bleach and condom distributions, and counseling and
referral to drug treatment programs. Following that, the plan
called for expanding the number of sites for all interventions
to increase the number of contacts (visits per client), increase
both the number of needles exchanged and the number of
syringes and needles provided per exchange, and expand the
locations where needle exchanges can take place to include
pharmacies, local health centers, emergency rooms, and

mobile vans. Also, services at NEP sites were broadened to
include hepatitis immunizations, TB testing and treatment,
and later, HIV/AIDS treatment.

We evaluated these projects in an attempt to understand their
successes and failures. We also recognized that it was very
important to expand to a multisectoral approach that involved
the police, justice departments, Correctional Service Canada,
social services, mental health services, and so on.

There are many barriers to effective prevention. In Canada,
this was manifested initially as a lack of recognition that the
HIV epidemic was shifting to disadvantaged populations,
street populations, prisoners, and aboriginal people(s). Other
barriers include the following:

• At the beginning of the Vancouver epidemic, there was a 
heroin drug war in progress. Evidence included a rise in 
drug overdose deaths (from 100 to 300) from 1993 to 
1994. I am sure you are all aware of the impact of police 
and court actions, including the prosecution of drug users, 
on the availability and appropriate use of sterile injection 
equipment.
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• Early on we were limited by a one-for-one needle exchange
policy. When cocaine became the drug of choice, this 
clearly was not sufficient. We also ran into considerable 
resistance and delays in implementing harm-reduction 
strategies in prisons. It took a long time to get even a pilot 
bleach distribution program under way.

• Among IDUs, equipment-sharing and risk-taking still 
persist, not only with respect to needle-sharing but also to 
having sex without condoms. In general, access to alcohol 
and other drug treatment programs and methadone main-
tenance programs was woefully inadequate and remains so.

• There is a remarkable preference on the part of Canadian 
drug users to inject substances. As a result, they tend to 

inject many different substances, with a shift lately 
toward cocaine.

• Unemployment rates in Canada have become higher, which
means that more people are marginally poor and there is 
more crowding among inner-city populations.

• There is a lack of access among HIV-positive IDUs to 
HIV/AIDS therapy. It has also been noted that there is a 
poorer response to drug therapy among IDUs with respect 
to reducing viral load. This may relate to treatment com-
pliance or the existence of other co-infections.

I would like to mention some evidence about program effec-
tiveness. There was a study done in Edmonton that estimated

Table 1. Trends in positive HIV test reports in Canada

Female
(percent)

9.8
19.6
21.7
21.4

Injection drug use
(percent)

8.4
26.9
30.7
33.2

Men who have sex with men
(percent)

74.6
44.0
39.9
37.6

Heterosexual
(percent)

7.4
16.2
18.4
21.8

1985–1994
1995
1996
1997

Sources: Bureau of HIV/AIDS and STD, LCDC 10/6/98

Table 2. HIV incidence in Canada (percentages)

1981–1983
(back-calc)Population

4
2

82

1984–1986
(back-calc)

8
8

64

1987–1990
(back-calc)

1996
(estimate)

14
24
50

19
49
37

Women
IDU
MSM

IDU: injection drug user
MSM: men who have sex with men
Sources: Bureau of HIV/AIDS and STD, LCDC 10/6/98

Table 3. Estimated HIV incidence, Canada 1996 (number of cases)

MSMPopulation

1,240
(30%)

0

MSM-IDU

290
(7%)

0

IDU

1,970
(47%)

600
(63%)

Heterosexual

700
(16%)

350
(37%)

Blood products/transfusion

0

0

Total

4,200

950

Men and women

Women

IDU: injection drug user
MSM: men who have sex with men
Sources: Bureau of HIV/AIDS and STD, LCDC 10/6/98
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that it cost CAN$7,600 for every HIV infection averted. Since
direct medical care costs for each HIV infection in Canada
have been estimated to exceed CAN$100,000, this study 
concluded that the Edmonton needle exchange and street
outreach program was highly cost-effective.

In the HIV epidemic among IDUs in Vancouver, we were for-
tunate to have a study going on at the same time the Vancouver
street outreach program was rapidly expanding. We were able
to observe a decrease in HIV incidence in that cohort from 
18 to 5 percent during the expanded intervention.

Another way of looking at the need for conducting prevention
is by estimating the savings to the national economy. Preven-
ting merely 70 of those 4,200 new infections that occurred in
Canada in 1996 would have saved the Canadian economy a
significant amount of the $42 million being invested annually
in the Federal AIDS program.

We have some data on rates of initiation into injection drug
use from a street-youth study conducted in Montreal in 1996.
The initiation rate was 16.5 per 100 person-years for females
and 9.5 per 100 person-years for males. I would suggest that a
great deal more research needs to be done on why injection
drug use is initiated and the potential for interventions to
prevent drug use and the shift to injection drugs.

We also note that some HIV epidemics that were previously
under control are perhaps not under control any longer. The
HIV prevalence rate among IDUs in Toronto has risen quite a
lot in the past 5 years, and we are starting to see rising HIV
infection levels among IDUs in the smaller cities and rural
areas of Canada.

As with other disadvantaged communities, aboriginal people
in Canada are overrepresented in all the statistics with respect
to HIV and injection drug use. Another key research challenge
to understanding the epidemic in Canada is the ethnographic
questions concerning the details around the sharing of equip-
ment and the HIV epidemic.

One of the myths that I hope to have a chance to discuss at 
this meeting is what we believe is an error of interpretation. 
It has been reported from the Canadian cities of Montreal and
Vancouver that there is a very strong association between HIV
incidence and attendance at NEPs. This, indeed, is a phenom-
enon that has been observed. In Montreal, the incidence rate
was 33 percent among NEP users compared with 13 percent
among nonusers, and in Vancouver, it was 11.8 percent versus
6.2 percent. So, while we would agree that there is an associa-
tion between the two, we would argue very strongly that this is
not a causal association. There are a number of explanations
that have been developed. One is that higher incidence and
prevalence rates existed prior to NEP participation, and
another is that high-risk behaviors were already occurring
before NEP participation commenced. It has now been shown
that the NEP is not the site where drug users meet new sharing
partners. We have concluded that the most “at-risk” popula-
tions are being attracted to the needle exchange sites.

In conclusion, the HIV epidemic in Canada, especially among
IDUs, is unstable and unpredictable. NEPs can be effective,
but NEPs alone are not sufficient to control the epidemic.
Multiple external influences can disrupt an effective control
program. Much more needs to be known about the details of
HIV risk behaviors in order to design, implement, and evalu-
ate effective prevention programs for IDUs in Canada.  �


