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Table 2.4.1: Epidemiology of HIV and Viral Hepatitis,
and Harm Reduction Responses in Caribbean

Hepatitis B

iti i- Harm reduction response?
. . HIV prevalence L L ] (anti-HBsAg) g
Country/territory with HCV) prevalence
P People who among people prevalence among
reported injecting L o L among people .
inject drugs' who inject drugs - people who inject
drug use? o who inject drugs
(%) %) drugs
(%)°
Bahamas nk nk nk nk x X
Bermuda nk nk nk nk x x
Dominican Republic nk nk nk nk x x
Haiti nk nk nk nk x x
Jamaica nk nk nk nk x X
Puerto Rico 29,130 12.99 89%" nk v (13) v 6)M)
Suriname nk nk nk nk x %

nk= not known

a In 2008 the UN Reference Group found no reports of injecting drug use for Antigua and Barbuda, Barbados, Belize, Dominica, Grenada, St Kitts and Nevis, St Lucia or St Vincent and the
Grenadines.

b Unless otherwise stated, data are sourced from Mathers B et al. for the Reference Group to the UN on HIV and Injecting Drug Use (2008) Global epidemiology of injecting drug use and HIV
among people who inject drugs: a systematic review, Lancet, 372(9651):1733-1745.

¢ Nelson PK et al. (2011) Global epidemiology of hepatitis B and hepatitis C in people who inject drugs: results of systematic reviews, Lancet, 378(9791): 571-583.

d  Unless otherwise stated, data on NSP and OST coverage are sourced from Mathers B et al. for the Reference Group to the United Nations on HIV and Injecting Drug Use (2010) HIV prevention,
treatment and care for people who inject drugs: A systematic review of global, regional and country level coverage, Lancet 375(9719):1014-28.

e The number in brackets represents the number of operational NSP sites, including fixed sites, vending machines and mobile NSPs operating from a vehicle or through outreach workers.
(P) = needles and syringes reported to be available for purchase from pharmacies or other outlets, and (NP) = needles and syringes not available for purchase.

f  The number in brackets represents the number of operational OST programmes, including publicly and privately funded clinics and pharmacy dispensing programmes. (M) = methadone,
(B) = buprenorphine, (O) = any other form (including morphine and codeine).

g Estimate from 1998-2001.

h  This figure is sub-national and relates to San Juan only.
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Map 2.4.1: Availability of needle and syringe exchange programmes (NSP)
and opioid substitution therapy (0ST)
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Harm Reduction in the Caribbean

After sub-Saharan Africa, the Caribbean has the highest
regional HIV prevalence worldwide.! Seven of the larger
Caribbean islands have adult HIV prevalence of more than
1%, the highest being the Bahamas at 3.1%.2 UNAIDS reports,
that the generalised epidemic slowed significantly between
2001 and 2011, with HIV incidence declining by 25% in the
Dominican Republic and Jamaica, and by 12% in Haiti.!

Injecting drug use (IDU) is rare across most of the Caribbean
with the exception of Puerto Rico and Bermuda.? Currently
only seven countries and/or territories have reported
IDU.'3 Reliable data on the number of people who inject
drugs (PWID) and the prevalence of HIV among injecting
populations are only available for Puerto Rico, where unsafe
injecting is a major contributor to the HIV epidemic. In 2006
it was reported that this mode of transmission accounted for
40% of new infections among men and 27% among women.*
The most recent estimate indicates that there are 29,130 PWID
in Puerto Rico, with HIV prevalence among them reported to
be 12.9%. ° Researchers have found that Puerto Ricans who
inject drugs tend to inject frequently (on average six times
a day) and use the same syringe multiple times (on average
eight times). They are more likely to share drugs and injecting
equipment and inject in shooting galleries than Puerto Ricans
who inject drugs living in mainland USA.® A 2007 study found
HIV prevalence to be higher among female non-injecting
heroin users (4.3%) than among their male counterparts
(0.6%). The researchers called for supportive systems for
women who use drugs to be made a high-priority public
health issue in the country.’

Several Caribbean countries have reported a link between
sexual HIV transmission and the use of crack cocaine, which
is widely available and extensively used on some islands.?
Reported HIV prevalence among people who use crack cocaine
reach 5% in Jamaica and 7.5% in St Lucia (11.1% among
women and 6.8% among men).® Researchers have reported
that crack cocaine users, particularly women, are more likely
to sell sex to support their drug use and engage in high-
risk sexual practices.* > "' Impaired judgement associated
with drug use is also reported to contribute to sexual risk
behaviours in Barbados.'? Research plans in Belize for 2012
included further investigation into the link between drug
use and HIV transmission.”® In 2006, UNAIDS recommended
that countries devise indicators on targeted HIV prevention
programmes among people who use crack cocaine, to ensure
these activities are captured in UNAIDS progress reporting.’

i Trinidad and Tobago's progress report to UNAIDS in 2012 stated that it is ‘by and large
not an injecting society’ and that the few reported cases have been linked to ‘deportees
returned from abroad'".

j  Estimate from 1998-2001.

k Inastudy conducted in St Croix in 2005 involving 254 drug and alcohol users, women
not only reported higher levels of crack use (85% compared to 49% of male participants)
but also significantly more sexual partners in the month previous to the study (5.6
compared to 2.3) with more unprotected sexual acts (11.2 compared to 6.5). Female
participants also reported a notably higher HIV prevalence of 8.8%, compared to 1.4%
Inmen.

However, few countries have included information on this in
their latest progress reports.™

The harm reduction response remains very limited throughout
the region. Needle and syringe exchange programmes
(NSPs) and opioid substitution therapy (OST) are only
available in Puerto Rico.? Services for people who use drugs
(PWUD) throughout the rest of the region are predominantly
abstinence-based, high-threshold interventions, with the
exception of a small number of drop-in centres in St Lucia,
the Dominican Republic, Trinidad and Tobago and Jamaica.®
With the initiation of a Round 9 Global Fund programme in the
region, there are planned activities related to harm reduction
in Jamaica, the Dominican Republic and Trinidad and Tobago,
including the development of a harm reduction training
programme.'® There are also efforts underway to include drug
use and harm reduction within peer education curriculum for
sex workers and men who have sex with men (MSM), as part
of the Global Fund programme.'

There have been no significant policy developments related
to harm reduction in the Caribbean in the past two years.

Developments in harm reduction
implementation

Needle and syringe exchange programmes (NSPs)

Regional NSP coverage is very low, with a reported
distribution of 0.3 syringes per PWID per year.? Puerto Rico
is the only territory with NSPs, with currently 13 active NSP
sites based in communities around the capital city of San
Juan, equal to 0.4 NSP sites per 1000 PWID.? Although Law
110 that classified syringes as illegal injecting paraphernalia
was amended in 1997, there are anecdotal reports of law
enforcement authorities entering el punto (shooting galleries)
and destroying the available sterile injecting equipment.'®

Despite reports of IDU in six other Caribbean countries and/
or territories, no NSP services have been established outside
Puerto Rico. In the Dominican Republic, it is reported that
sterile syringes can be purchased in pharmacies.”

Opioid substitution therapy (OST)

Puerto Rico remains the only territory in the region that has
any OST provision. There are reported to be six operational
OST sites (five in the community and one in a prison), which is
equal to 0.2 OST sites per 1000 PWID.2 In 2007, there were an
estimated 5570 people receiving methadone in Puerto Rico,
representing 19% of the injecting population. Despite opiate
use reported in the Dominican Republic, there are no OST
sites operating in the country."



In Puerto Rico a majority of PWID report starting to inject
at a very young age. In contrast to many other countries
outside the Caribbean, there are currently no legal restrictions
inhibiting anyone under eighteen from accessing available
NSP and OST services."”

Anecdotal reports indicate that harm reduction coverage in
Puerto Rico is negatively impacted by funding restrictions.
Since 2010 the Punto Fijo programme of Iniciativa Cominitaria
that previously worked across twenty five communities in
the northeastern part of the island, now covers only fifteen
communities in the San Juan municipality, with no renewed
services in the other ten areas.'® The situation in Puerto Rico is
not captured by UNAIDS reporting processes as it is a territory
of the USA but unfortunately not included within the 2012
USA report.®

Harm reduction for people who use crack cocaine

A small number of drop-in centres primarily for people who
use drugs (PWUD) have been established across the region.
Programmes advocating a harm reduction approach have
been set up in Santo Domingo (Dominican Republic), Port
of Spain (Trinidad), Kingston (Jamaica) and Vieux Fort and
Castries (St Lucia).” The Castries facility offers shelter and
other services for homeless crack cocaine users living with
HIV, providing adherence support for residents receiving
antiretroviral therapy (ART). Although it does not distribute
cannabis, the centre advocates the use of the drug for residents
as a method of combating crack cocaine addiction and the
nausea that is often a side effect of ART.” In Jamaica, the
National Council on Drug Abuse (NCDA) provides homeless
PWUD with HIV treatment, prevention and care services as
well as rehabilitation and detox services and links to services
providing food, shelter and primary health care.?

While countries have not developed indicators specifically
related to targeted prevention for people who use crack
cocaine,' several UNAIDS progress reports in 2012 include
mention of this group as a vulnerable population. Jamaica,
for example, now includes responding to HIV among crack
cocaine users within its National Strategic Plan.?®

Hepatitis C

There is very limited information available on hepatitis C
(HCV) among PWUD in the Caribbean. The national HCV
prevalence among PWID in Puerto Rico is not available.
However, sub-national data relating to San Juan indicate that
HCV prevalence among PWID is very high (89%).2' Positive
HCV status has been found to be strongly associated with the
number of years of IDU, use of shooting galleries, receiving
a tattoo while incarcerated and having a history of sexually
transmitted infections (STls).' HCV treatment is currently not
being distributed by the Puerto Rican Health Department due
to prohibitive cost.'” Obtaining treatment from private health
providers remains the sole option for people living with
HCV, with associated costs prohibiting most from accessing
treatment services."”

Tuberculosis

Data on the extent of tuberculosis (TB) infection among
Caribbean PWUD are lacking. However, TB remains an
important public healthissuein the region, particularly among
people living with HIV. In Puerto Rico, one study reported that
TB incidence was highest among PWID living with HIV.22 A
recent visit to Puerto Rico by the Centers for Disease Control
and Prevention (CDC) was prompted by a reported outbreak
of TB within a ‘drug addiction centre’in the village of Trujillo
Alto.®> The extent to which TB prevention and treatment is
available to PWID in Puerto Rico is not known.

Antiretroviral therapy (ART)

Alongside Latin America, the Caribbean leads globally in ART
coverage among low- and middle-income countries; Belize,
Haiti and Jamaica are reported to have ART coverage of 40—
59%, with Cuba reporting to reach 80% of people who require
ART." Increased access to ART has led to a considerable drop
in the number of people dying of AIDS-defining illnesses,
with an estimated 26,000 averted deaths.? While there
are programmes in place on some islands to provide ART
adherence support to PWUD,'® there are no estimates of the
numbers of PWUD receiving ART in the Caribbean.? A regional
synthesis of UNAIDS progress reports from 2008 emphasised
the need for the region to quickly increase the meaningful
involvement of its most vulnerable populations within the
HIV response. It also called for more targeted prevention,
as currently HIV prevention efforts primarily target the
general population and reach a very low percentage of MSM,
male and female sex workers and PWUD. Similarly, there
is a need for increased access to HIV treatment, care and
support programmes among populations with elevated HIV
prevalence including PWUD and prisoners.

Harm reduction in prisons

Drug use is highly criminalised and incurs severe sentences
across the Caribbean region, resulting in the incarceration
of large numbers of PWUD and subsequent overcrowding
within prisons. The criminalisation of sex between men and
drug use, and high-risk sex within prisons, contribute to high
HIV prevalence among Caribbean prisoners. While estimates
of HIV prevalence within prisons are limited to results from
routine HIV screening and seroprevalence studies (i.e. no
systematic research has yet been undertaken), there is
evidence of elevated HIV prevalence in prisons from several
countries and/or territories, ranging from 2% in St Lucia to
4.9% in Belize and 5.24% in Guyana.?*

There are no NSPs operating within prisons in the Caribbean,
and only one OST programme operating in one prison in
Puerto Rico. There are no systematic data on access to HIV
prevention, treatment, care and support within prisons, but
indications are that service provision remains limited.



Overdose

Data on overdose prevalence among PWUD in the Caribbean
are lacking. One cross-sectional survey in Puerto Rican prisons
found that almost half of 1179 prisoners had witnessed an
overdose in prison, and one-third had known someone to
have died of an overdose while incarcerated.” The likelihood
of witnessing an overdose incident was associated with age,
being male and using drugs in prison (particularly poly-drug
use).” Of those reporting IDU before incarceration, 60.6% had
witnessed an overdose incident and 44.9% had known of an
overdose death.” The majority of participants who injected
drugs in prison reported high-risk injecting practices.

The researchers note the need to develop and improve
appropriate responses within prison settings.”® They
also highlight the need for further investigation into the
structural factors and staff attitudes that facilitate or hinder
the implementation of overdose prevention programmes in
prisons.®

Policy developments for harm
reduction

There have been few developments in harm reduction policy
at either national or regional levels in the Caribbean during
the past two years. Harm reduction is included within Trinidad
and Tobago’s National Anti-Drug Plan for 2008-2012 as a
key component of the national response to drugs,? but this
remains the sole national policy related to HIV or drugs in the
region which includes harm reduction.

Local respondents have reported an increase in discussions
surrounding the decriminalisation of cannabis in the
Caribbean, but as yet there has been no actual legislative
action.”

The awarding of a regional bid from Round 9 of the Global
Fund to fight AIDS, Tuberculosis and Malaria, entitled
‘Fighting HIV in the Caribbean: a Strategic Regional Approach;,
signified an important advance for harm reduction in the
Caribbean.” A total of US$29,812,507 will be disbursed to the
Pan Caribbean Partnership Against HIV/AIDS (PANCAP) over a
period of five years, from January 2011 to December 2015.%”
The programme includes harm reduction initiatives for people
who use crack cocaine both in the community and in prisons.
Priority area 3 of the Caribbean Regional Strategic Framework
(CRSF) 2008-2012 is ‘to achieve universal access to targeted
prevention interventions among the most-at-risk populations
(such as, MSM, SW [sex workers], drug users, prisoners, and
migrant populations).?® An expected result articulated in the
Grant Application is that six countries will report adoption of
HIV prevention programmes among cocaine users with harm
reduction measures by 2014 (up from two in 2008 - St Lucia
and Jamaica).?

As reported in the Global State of Harm Reduction 2010, the
involvement of government representatives within Country
Coordinating Mechanisms (CCMs) for Global Fund grants
provides some indication of national support for a harm
reduction approach from Caribbean governments.

Civil society and advocacy
developments for harm reduction

The few drop-in centres with a harm reduction approach
operating in the region are primarily implemented by civil
society organisations (CSOs). The civil society initiative within
the PANCAP Round 9 Global Fund programme continues
to play a significant role in the regional HIV response. It
is jointly led by the Caribbean Vulnerable Communities
Coalition (Jamaican coalition of civil society actors known
as CVC) and El Centro de Orientacién e Investigacion
Integral (Dominican Republic-based CSO COIN). They work
to challenge the structural drivers of the epidemic, focusing
on socially marginalised populations affected by HIV.?* CVC/
COIN provides technical support to community partners to
help scale up and develop innovative programme models
targeting key population groups that include PWUD.*

The Caribbean Drug Abuse Research Unit (CDARI) continues
to support research into the public health risk of hidden
populations by assessing prevention, treatment and legislative
methods as well as promoting a public health approach to
substance use and dependency issues.*’

The 2011 Caribbean HIV conference was held in the Bahamas
to discuss the forging of a sustainable response to the regional
HIV epidemic, highlighting critical issues of sustainability and
evidence-based interventions.?* The conference attracted
more than 2000 participants from across the region, with
individuals from vulnerable population groups, members of
community organisations and representatives of regional and
international governments.>

Caribbean civil society will have some involvement in the
upcoming 6™ Latin American & Caribbean Forum on HIV/AIDS
and STls to be held in Sao Paolo, Brazil, in August 2012. The
theme of the conference will be ‘health systems, community
networks and the challenge of prevention; and it will offer an
opportunity to strengthen regional dialogue on key objectives
in the prevention of STls, AIDS and viral hepatitis throughout
the two regions.®

At the international level, civil society engagement in the
Commission on Narcotic Drugs (CND) remains limited, with
only a small number of Caribbean countries sending CSO
representatives to participate and/or observe the CND.3*



Multilaterals and donors:
developments for harm reduction

The most significant advance in harm reduction funding
within the region has been the regional Global Fund grant.
The five-year programme includes US$1.2 million allocated
for HIV prevention, treatment and care among drug users and
prisoners.” Harm reduction activities within the programme
focus on HIV transmission among people who use crack
cocaine and as such do not include implementation of the
comprehensive package of interventions for PWID."

The US President’s Emergency Program for AIDS Relief
(PEPFAR) has continued to fund HIV programmes within the
region. A five-year collaborative framework between the USA
and the Caribbean to support the implementation of strategic,
regional efforts to combat HIV/AIDS was confirmed in 2010."
Although it is potentially a mechanism to provide financial
and technical support for harm reduction initiatives across the
region, recent changes to PEPFAR funding restrictions prohibit
the funding of NSPs. The current USAID grant is administered
by the Caribbean HIV/AIDS Alliance (CHAA) and currently
covers sex workers, MSM and people living with HIV in some
of the smaller Caribbean territories.” As yet, no international
programmes target PWID in the region.

A new Strategy on Substance Use and Public Health was
approved at the WHO/PAHO 50™ Directing Council meeting
in September 2010.3> While advocating a primary health
care approach with integrated service delivery networks, the
strategy directly articulates the benefits of evidence-based
health initiatives that include harm reduction and preventive
interventions targeting vulnerable population groups.®

A recent initiative of the Organization of American States
(OAS) involved the training of 40 Caribbean delegates on
the Drug Treatment Courts (DTCs) model that has proved
an effective alternative measure to incarceration for drug
use.’® The delegates included judges, prosecutors, defence
attorneys, treatment providers and health care and justice
professionals from Trinidad and Tobago, Jamaica, Barbados,
the Bahamas and Grenada.
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Table 2.5.1: Epidemiology of HIV and Viral Hepatitis,
and Harm Reduction Responses in Latin America®

Hepatitis B

Hi iti nti- A Harm reduction response®
. . HIV prevalence D6 (anti-HBsAg) e
Country/territory with HCV) prevalence
P People who among people prevalence among
reported injecting L o L among people .
inject drugs' who inject drugs - people who inject
drug use /b who inject drugs
(%) %)’ drugs
(%)
. 65,829
Argentina (64,500-67,158) 49.7 (35.4-64) 54.6 8.6 « (25) X
Bolivia nk nk nk nk ® ®
Brazil 540,500 48 (18-78) 63.9 2.3 + (150-450) x
Chile 42,176 nk nk nk x x
Colombia nk il nk nk X v (4)
Costa Rica nk nk nk nk x %
Ecuador nk nk nk nk x X
El Salvador nk nk nk nk x X
Guatemala nk nk nk nk X x
Honduras nk nk nk nk x %
Mexico nk 3(1.9-4.1) 97.4 (96-98.7) nk v (19) v (21-25)(M)
Nicaragua nk 6 nk nk x %
Panama nk nk nk nk x X
Paraguay nk 9.35 (3.7-15) 9.8 nk v (3 x
Peru nk 139 nk nk x x
Uruguay nk nk 21.9 4.5 v %
Venezuela nk nk nk nk x X

nk= not known

a Latin American civil society respondents reviewing the data above expressed concern that many of the estimates were outdated and did not accurately represent the current national situa-
tion in relation to the number of PWID and HIV among PWID. Where more recent alternative estimates were available, these are included in the text of this chapter. Similar concern was expressed
regarding the number of NSP and OST within countries, but in most cases up-to-date figures were not available.

b Unless otherwise stated, data are sourced from Mathers B et al. for the Reference Group to the UN on HIV and Injecting Drug Use (2008) Global epidemiology of injecting drug use and HIV
among people who inject drugs: a systematic review, Lancet, 372(9651):1733-1745.

¢ Unless otherwise stated, data on NSP and OST coverage are sourced from Mathers B et al. for the Reference Group to the United Nations on HIV and Injecting Drug Use (2010) HIV prevention,
treatment and care for people who inject drugs: A systematic review of global, regional and country level coverage, Lancet, 375(9719):1014-28.

d The number in brackets represents the number of operational NSP sites, including fixed sites, vending machines and mobile NSPs operating from a vehicle or through outreach workers.

(P) = needles and syringes reported to be available for purchase from pharmacies or other outlets, and (NP) = needles and syringes not available for purchase.

e The number in brackets represents the number of operational OST programmes, including publicly and privately funded clinics and pharmacy dispensing programmes. (M) = methadone,

(B) = buprenorphine, (O) = any other form (including morphine and codeine).

f Estimate from 1999: UN Reference Group.

g Estimate from 1994-1995: UN Reference Group.
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Harm Reduction in Latin America

HIV continues to affect marginalised populations across
the Latin American region, including people who use drugs
(PWUD). Though widely under reported, injecting drug use
(IDV) is a significant route of HIV transmission in the region,
especially in the southern cone of South America and in
Mexico.? The Reference Group to the United Nations on HIV
and Injecting Drug Use estimates that there were over two
million people who inject drugs (PWID) in Latin America in
2008, with the largest number residing in Brazil (540,000).
Where data on HIV prevalence among PWID are available,
there are wide variations among and within countries. Latest
UN Reference Group estimates are that over one quarter
(580,500) of the 2 million PWID in Latin America were living
with HIV2 The highest HIV prevalence among injecting
populations was reported in Brazil and Argentina at 48% and
49.7%, respectively (see Table 2.5.1).

Further insights into the HIV epidemic among PWID in the
region can be obtained from national reports to UNAIDS and
WHO. For example, the following Latin American countries
reported to WHO on HIV prevalence among PWID: Brazil (6%),
Colombia (2%), Mexico (4%) and Paraguay (9%).? In Colombia,
reported HIV prevalence among PWID ranged from 1.9% in
Pereira to 9% in Cucata.* There are plans for further studies
on HIV and injecting drug use in Cali, Armenia and Bogota,
three areas where injecting heroin use is on the rise.> While
unprotected sex between men remains the dominant mode
of transmission in Mexico, intersections between IDU and
sex work are reported to play an important role in Mexico's
epidemic.®

There is increasing research into the prevalence and harms
related to non-injecting use of cocaine and its derivatives
within the Latin American region.” As in the Caribbean region
(see Chapter 2.4), studies in several Latin American countries
indicate that HIV prevalence among people who use crack
cocaine is often elevated when compared with the general
population.”" In addition, the use of coca paste, bazuco or
paco is of increasing concern in Colombia, Argentina, Bolivia,
Chile, Ecuador, Peru and Uruguay.''?

Civil society organisations continue to be the primary
implementers of harm reduction initiatives in Latin America.
Six countries are currently implementing harm reduction
programmes: Argentina, Brazil, Colombia, Mexico, Paraguay
and Uruguay. No additional countries have adopted a harm
reduction approach in the past two years."” The vast majority
of needle and syringe exchange programmes (NSPs) operate
in Brazil, with projects also running in Argentina, Mexico,
Paraguay and Uruguay. Opioid dependence is uncommon
throughout much of Latin America, with most heroin use
concentrated in Mexico and Colombia. Consequently, opioid
substitution therapy (OST) coverage is low with services only
available in these two countries (see Table 2.5.1).

Harm reduction programmes targeted towards people who
use crack cocaine are operating in some countries but in
general, these experiences are yet to be documented.

Across the region, there are very limited comprehensive care
programmes available for those living with HIV, viral hepatitis
or TB. Few health services target or address the specific needs
of PWUD and linkages or referral systems between existing
services for PWUD and other health services are often poor.'
However, in Colombia there are indications that they intend
to ‘Imove] forward in the integration of the agenda of HIV
with the agenda of drugs, which have historically worked very
separately.®

Latin America is at the forefront of a growing global movement
to decriminalise drug use. Civil society advocacy in several
countries has been instrumental in bringing about preliminary
changes in national drug policy.” While these developments
have clear implications for PWUD and harm reduction policy
and practice, in no country have legal reforms been followed
up with an increase in harm reduction services. Civil society
organisations continue to be the primary service providers of
harm reduction initiatives throughout the region. However, in
the absence of state support they are frequently confronted
with funding difficulties and are increasingly forced to rely on
international resources.™

Multilateral agencies and international donors such as the
Global Fund to Fight AIDS, Tuberculosis and Malaria and the
World Health Organization’s Pan American Health Organization
(PAHO) continue to provide limited support to harm reduction
initiatives throughout the region.* However, the absence of
adequate government support and poor financing for harm
reduction continues to inhibit the introduction and/or scale-
up of services in many Latin American countries.”™

Developments in harm reduction
implementation

Needle and syringe exchange programmes (NSPs)

Estimates of NSP coverage are very limited for Latin America.
Where available, data indicates extremely low coverage with
only 2% of PWID accessing NSP services across the region and
0.3 syringes received per PWID per year." only five countries
currently operate NSP programmes, leaving twelve that have
reported injecting drug use with no available NSP facilities. No
new countries have introduced NSP sites in the past two years,
and there has been very little scale-up of established NSP
services." Brazil still reports the highest number of active NSP
sites, with between 150 and 450 currently in operation' (see
Table 2.5.1). Recent national reporting to UNAIDS indicates
that 54.3% of PWID reported to have used sterile injecting
equipment the last time they injected.*



In Paraguay this figure is reported at 92.11% despite there
being only three NSP sites in operation.*

In Mexico, there are reported to be 0.4 NSP sites per 1000
PWID, providing equivalent to 2.7 syringes per PWID per year;?
significantly higher than the regional average. State funds
subsidise the distribution of sterile injecting equipment to
Centres for Youth Integration (ClJ) and some CAPASITS (State
Coordinating of HIV/AIDS/STIs).”® In Ciudad Juarez, the NGO
intervention Companeros Program distributes equipment
packs containing sterile needles and HIV and hepatitis C
prevention information.

There are still no NSP programmes in Colombia, despite
widespread heroin use and high-risk injecting practices. A
recent study found that 40% and 60% of PWID in Medellin and
Pereira respectively reported sharing injecting equipment.*
The majority of participants reported using tap water to
clean syringes, with a small number using alcohol. The
interconnection between PWID and their sexual networks in
HIV transmission has also been highlighted.* Approximately
22.9% of PWID in Medellin and 22.7% in Pereira reported
giving a used syringe to a casual partner.*

The criminalisation of drug use and strict law enforcement
across the region remains a significant barrier to PWID
accessing health services. There are anecdotal reports from
Mexican civil society of the frequent seizing of used injecting
equipment from PWID to be used as evidence against them."
The registration requirements of Mexican NSPs are also
reported to deter many PWID from accessing these services.

Prohibition policies in Colombia have given rise to high levels
of stigma, social discrimination and exclusion of PWUD."
Discrimination against PWUD from health service providers is
reported.’ Studies in Medellin and Pereira revealed that, while
the majority of PWID participants had purchased syringes
in pharmacies, most reported discrimination by pharmacy
employers.*

In those countries that offer limited harm reduction facilities,
restricted access hours, waiting times, insufficient resources
and inadequately trained service providers deter many PWID
from accessing services.'* The Brazilian NGO, Viva Rio, in
coordination with the Department of Mental Health of Rio
de Janeiro, is working to improve service access in the area,
training community health operators who work in the favelas
in harm reduction intervention." '* The Intercambios Civil
Association, in coordination with the governments of various
provinces and the support of the Levi Strauss Foundation,
is also developing training in Argentina under the project
‘Reducing stigma and discrimination of drug users’!”

h  Favelas are poor and precarious housing settlements.

Further research and programme-monitoring in countries
implementing NSPs is required to determine accurate levels of
coverage across the region. Although concentrated epidemics
within key populations are reported throughout Latin America,
services targeting the needs of vulnerable population groups
are limited. More harm reduction initiatives that actively
engage with networks of PWUD and include community and
interdisciplinary interventions are required.

Further developments for harm reduction targeting PWID
include the investment of US$500,000 of the National Drug
Council of Uruguay to open two crisis centres for PWUD,
based in the Maciel and San Jose Hospitals.”® In Paraguay,
the National Centre on Addiction Control with the National
HIV/AIDS and STI Control Programme and regional NGOs, is
developing harm reduction initiatives, although it is not yet
clear what these will involve.”® An Advisory and HIV Testing
Centre has recently opened in Argentina.* The National Policy
for the Reduction of Substance Abuse in Colombia is leading
localised harm reduction developments for people who inject
heroin.” Street-based outreach services are being initiated
in accordance with local authorities to deliver educational
activities and monitored distribution of condoms and sterile
syringes. Pilot schemes have been established in the Cucata,
Pereira, Santander de Quilichao, Cali, Armenia and Medellin
areas.”

Harm reduction for people who use crack cocaine

As the association between HIV transmission and non-
injecting drug use in the region is being increasingly
reported, 7 there is a need for guidance on the development
of interventions that specifically aim to prevent HIV for those
drug users who do not inject. This is of particular urgency in
South American countries where researchers and CSOs have
called for increased access to HIV prevention and voluntary
counselling and testing (VCT) for crack cocaine users.'®

Some harm reduction initiatives in the region are tailored
toward people who use crack cocaine, but these need to be
more systematically documented. One such programme
was developed in 2010 in Rio de Janeiro. The ‘crack-land’
project provided a safe place for young people to congregate
and smoke crack cocaine in the Rio favela of Yacarecinho.'
Pipes, lip balms, condoms and syringes were provided by
the scheme, which was run by health workers specifically
trained in the needs of crack cocaine users. Though initially
supported by a number of government and state bodies as
well as UNODC, funds supporting the project have since been
suspended.”



Opioid substitution therapy (OST)

Opioid use is rare throughout most of Latin America. Mexico
and Colombia remain the only countries with OST programmes
in operation (see Table 2.5.1)."* There have been limited
developments in OST service provision in the past two years.
In 2010, the estimated number of active services in Mexico was
between twenty-one and twenty-five sites and in Colombia,
four operational services were reported to be providing
methadone maintenance treatment (MMT) across three
districts.” In 2012, local respondents reported there being
eight public OST programmes in operation across Colombia,
each serving an average of 100 patients, with an additional
four privately run institutions offering OST services.” It is also
reported that expanding the range of available OST doses and
forms is being considered in Colombia.™

Viral hepatitis

Population prevalence of HCV in Latin America varies by
country but averages less than 1% across the region.™
Contaminated blood products are responsible for most HCV
infectionsin Latin America.” Injecting drug useis an important
risk factor in parts of the region, most notably major urban
areas and northern Mexico.” Data on viral hepatitis among
PWID remains limited for the Latin America region. Estimates
of hepatitis C antibody (anti-HCV) prevalence among PWID
range from 9.8% in Paraguay to 97.4% in Mexico. Estimates
for hepatitis B surface antigen (anti-HBsAg) are only recorded
for three countries, and range from 2.3% in Brazil to 8.6% in
Argentina (see Table 2.5.1). HCV prevalence is also elevated
among non-injecting cocaine users in Brazil and Argentina.
Studies have indicated high levels of HIV/HCV co-infection
among PWID in the region."”

With the exception of one programme in Brazil,”® there
are currently no integrated HIV, tuberculosis (TB) and viral
hepatitis testing and treatment programmes in Latin America.
Attempts have been made to address this situation. The
Ministry of Health and the Social Security (CCSS) in Costa Rica
and Panama have pledged to guarantee access to testing and
treatmentservices for HIV and viral hepatitistoall.?°In 2011, the
Ministry of Health of the province of Buenos Aires (Argentina)
launched the Programme for Prevention and Detection of
Viral Hepatitis to work in conjunction with the HIV/AIDS and
Sexually Transmitted Infections (STls) Programme.

Tuberculosis

Brazil is one of the twenty-two countries recognised as having
a highTB burden, reporting forty-eight TB cases per 100,000 of
the population in 2010.2' Infections with drug-resistant strains
are beginning to occur in areas of Central America. While
research on TB prevalence among PWUD in Latin America
is lacking, there is evidence to suggest that both injecting
and non-injecting drug use are associated with elevated TB
infection rates.?!

Most countries in the region offer an HIV test to anyone
presenting with TB.” Similar diagnosis services are, in theory,
available for people who use drugs, though compliance to
such practices is not always consistent.'* Integrated TB and HIV
programmes are beginning to emerge in the region, including
in Uruguay, Argentina and parts of Central America. However,
there are currently no services that specifically target PWUD.?

Overdose

Data on the prevalence of overdose in Latin America is very
limited. Research in Colombia reported 25% and 33.3%
of PWID in Pereira and Mendellin respectively to have
experienced a non-fatal heroin overdose.* In both cities, six
out of ten revealed that they would not access health services
if they had another overdose episode for fear they would be
referred to law enforcement authorities.*

There are currently no overdose prevention programmes
established in the region.'* Naloxone is registered in a number
of South American countries including Argentina, Brazil, Peru,
Chile, Uruguay, Mexico, Paraguay and Venezuela. However,
it is not yet available to PWUD or for medical emergencies
in any of these areas. In Colombia, where heroin and opiate
use is more widely reported, naloxone is available and its use
included in regional health care plans.™

Prevailing laws and the criminalisation of drug use continue to
inhibit the introduction of overdose prevention and treatment
initiatives in the region.

Antiretroviral therapy (ART)

Latin America and the Caribbean continue to lead globally in
ART coverage levels for low- and middle-income countries.??
In December 2010, it was reported that ART was being
provided to 521,000 of the 820,000 (710,000-920,000) in need
of treatment, which equated to 63% ART coverage.? Coverage
varied between countries, from less than 70% in Ecuador and
Guatemala to above 80% in Chile and Nicaragua.? Brazil is the
only country with estimates for the number of PWID living
with HIV and receiving ART. While past estimates have been
much higher, the UN Reference Group found only 2,974 PWID
to be receiving treatment: between one and four of every
hundred PWID living with HIV in Brazil.™

Latin America reports twenty-four ART facilities per 100,000 of
the population.? Yet at 11%, the region reported the smallest
percentage increase in the number of people receiving ART
between 2009 and 2010.2 While ART coverage is generally
high in the region, this figure may also reflect challenges
in scaling up VCT and in early HIV diagnoses.? Significant
improvements in access to adequate diagnosis and care
services are necessary to reach all those in need of ART in the
region, particularly vulnerable populations.?



The criminalisation of drug use continues to greatly inhibit
service access and treatment adherence among key
populations. Attitudes among health professionals that
patients must stop the use of illegal drugs or alcohol to receive
ART is also reported to be impeding the success of many ART
treatment programmes.

Limited medical resources and the cost of ART are of growing
concernin Latin America.Inasurvey conducted by PAHO/WHO
in 2011, eight out of twelve countries in the region reported
episodes of ART shortages, which required people to change
treatment regimens or to have treatment interruptions,
increasing the risk of HIV resistance and treatment failure.?*

Harm reduction in prisons

In most Latin American countries, the cultivation, distribution
and personal use of drugs remains a criminal offence. The
predominant ‘war on drugs’ approaches in the region have
led to large proportions of the drug-using population being
incarcerated. While there are a lack of data on the prevalence
of HIV, viral hepatitis and TB within Latin American prisons,
it is clear that prison populations are at an increased risk of
infection. In Argentina, for example, TB patients with a history
of incarceration were six and 18 times more likely to test
positively for HBV and HCV infection, respectively.?

More thorough and systematic research is required to
provide an accurate analysis of the current situation of HIV,
viral hepatitis and TB epidemics and drug use within prisons
in Latin America. There are currently no prison-based harm
reduction services operating in the region.’

Policy developments for harm
reduction

As reported in 2010, six Latin American countries include
harm reduction within their national policies on HIV and/
or drugs: Argentina, Brazil, Colombia, Mexico, Paraguay and
Uraguay. The extent to which this indicates government
support for harm reduction varies. For example, though
harm reduction is now recognised as part of national public
health policy in Paraguay, it is implemented only by non-
governmental organisations and often without the support
of the state.'* While there has been little development in the
specific inclusion of harm reduction within national policy
across the region, there has been a notable increase in the
debate about drug policy and legislation at both national and
international levels. In most Latin American countries, and
particularly in Central America, drug policy and legislation
remains focused on supply reduction and combating drug
trafficking. These policies are largely determined by security
and justice ministries and incorporate extensive military
and policing operations.?® However, during the ‘Strategic
Meeting of Public Security and Drug Policy; held in Rio de

Janeiro in November 2011, law enforcement representatives
from eighteen countries expressed concern at the negative
consequences of the current‘war on drugs'strategy and called
for more effective and constructive policy approaches.?’

Moreover there is a growing awareness within policy circles
of the vulnerability of key affected population groups. The
47th Regular Session of the Inter-American Drug Abuse
Control Commission (CICAD/OAS) in May 2010 saw the
approval of the new Hemispheric Drug Strategy.® Although
there are no explicit mentions of harm reduction initiatives,
the strategy does call for comprehensive evidence-based
prevention programmes targeting key vulnerable and socially
marginalised populations as well as a stronger institutional
presence to establish and implement new policy initiatives.?

In September 2011, the 51 Directing Council of PAHO
endorsed the Plan of Action on Psychoactive Substance Use
and Public Health Strategy aimed at reducing the burden of
drug use while strengthening an integrated public health
response.? Shortly afterwards, delegations from the twelve
UNASUR nations of the regional bloc met for the 2011
South American Council to discuss the ratification of the
Drug Action Plan to reduce narcotic supply and demand.
Prevention initiatives and treatment programmes for high-
risk populations were addressed as well as institutional
strengthening and the harmonising of anti-drug legislation to
create mechanisms for regional coordination.*®

In January 2011, representatives of The Latin American
Commission on Drugs and Democracy (comprised of 17 drug
policy campaigners, including former presidents of Brazil,
Colombia and Mexico) presented an initiative to create the
Global Commission on Drug Policy. The first meeting and
official launch of the Global Commission was held in Geneva,
June 2011. Chaired by Fernando Henrique Cardoso, the Global
Commission condemns the global ‘war on drugs’ as a failure
and advocates a paradigm shift towards harm reduction,
decriminalisation of drug use and the legal regulation of
certain substances. It seeks to create space for a debate on
evidence-based drug policies.'3!

There have been several developments in drug policy in the
region that have implications for harm reduction, some of
which are summarised below. For more information on these
and other developments globally, refer to Chapter 3.4.



Drug policy developments in Latin America

In June 2011, the Bolivian government announced its
formal withdrawal from the UN Single Convention on
Narcotic Drugs of 1961. This followed the rejection of a
proposal to amend Article 49 to remove the coca leaf from
the list of classified drugs as identified by the Convention.
Despite its withdrawal, Bolivia indicated its intention to
adhere to the main outlines of the Convention with the
exception of the prohibition of the traditional use of coca
leaf. It remains explicitly in favour of criminalising the use of
cocaine - ‘Coca Yes, Cocaine No'.®

The Chilean government has decided to use Drug
Treatment Courts for those convicted for problematic
drug use. The initiative allows the accused to participate
in a voluntary rehabilitation programme under the
direct supervision of the judge, and on completion of
the treatment, the case is dismissed and criminal records
erased.”

In Argentina, the Mental Health Law now prohibits
involuntary internment, previously a common practice for
PWUD. It also denotes the rights of patients to be adequately
informed of care options and to receive treatment that does
not infringe on their personal freedoms. The regulation is
still pending but the enactment of the law marks a step
towards addressing addiction within mental health policy.”

Ecuador has some of the toughest drug laws in the
region, resulting in the incarceration of many small-
scale drug traffickers. The Constitution drawn up by the
National Constituent Assembly in 2008 declared that drug

Civil society and advocacy
developments for harm reduction

Civil society organisations (CSOs) have continued to play
an important role in advocating for drug policy reform at
both regional and national levels. A second edition of the
Latin America Conference on Drug Policy was held in Rio
de Janeiro in 2010, and a third in Mexico City in September
2011." Organised by Intercambios Civil Association and its
respective local partners, Psicotropicus and CUPIDH, the
events brought together key representatives from across
the region to promote and continue discussions on drug
policy and reform.” Various satellite events were held at
each conference to encourage further dialogue between
governments and society. The 2011 Mexico convention
incorporated a ‘Drug Policy in Latin America’ seminar for
journalists, sponsored by PAHO, to generate a critical mass of

i For more information about this topic, see TNI Publication, Drugs and Conflict, Debate
Documents, N° 13, May 2006, ‘Coca Yes, Cocaine No’ Legal Options for the Coca Leaf,
http://www.tni.org/briefing/coca-yes-cocaine-no.

consumption should be decriminalised and substance
dependency addressed as a public health issue. A complete
review of the judicial system has since been put forward by
the Ministry of Justice and Human Rights. The proposed
legislation distinguishes between small and large-scale
drug trafficking and street distribution, and introduces
proportional sentences. Yet there is still no guarantee
that either the broader reforms or drug legislation will be
implemented.”

In November 2010 in Mexico, the Law for Integral Support
to Psychoactive Substance Use was approved. This law
proposes an alternative justice model focusing on the
prevention and treatment of addictions through public
services.*? However, drug policy in Mexico has continued to
adhere to the ‘war on drugs’ approach.

The Brazilian government is to invest US$2 billion toward
creating a public health network for the treatment of PWUD,
with a particular focus on crack cocaine use. Funds are to
be used to establish 300 health centres and 600 temporary
shelters for drug dependency.*

In June 2012, Colombia’s constitutional Court approved
the government proposal to decriminalise the possession
of small amounts of cocaine and marijuana for personal
use.>* The recent court ruling stated that anyone caught
with less than 22g of marijuana, or less than one gram of
cocaine, may receive physical/psychological treatment
depending on their level of intoxication, but may not be
prosecuted or detained.?*

trained reporters engaged with advocating for inclusive, harm
reduction policy development in line with human rights.”
Contact between regional civil society organisations and the
International Network of People who Use Drugs (INPUD) led
to the formation of the LANPUD (Latin American Network of
People who Use Drugs)™ which has plans to hold a further
strategic meeting in October 2012.3

Such dialogues on drug policy, initiated in 2007 by the
Transnational Institute (TNI) and Washington Office on
Latin America (WOLA), to promote the free and confidential
exchange of ideas between officials and nongovernmental
experts, have continued to further the debate on current
trends and how existing contradictions within international
drug policy might be resolved.” In recent years informal
dialogues have been conducted in Rio de Janeiro (February
2009 and 2010), Buenos Aires (October 2009), Montevideo
(February 2011) and most recently in Lima (February 2012).3¢



The RAISSS network of institutions includes many community-
based organisations committed to addressing the problems of
drug use and harm reduction in conditions of social inequality
across the continent.” It currently comprises organisations
throughout Latin America and the Caribbean, in Brazil, Chile,
Haiti, Guatemala, Honduras, El Salvador, Nicaragua, Costa Rica,
Panama, Bolivia, Mexico and Colombia. RIOD is a similar non-
profit organisation network of Latin American NGOs working
on prevention, treatment and social inclusion within the drug
field.”

At the national level, CSOs continue to play a key role in
advocating for drug law reform and the increase of harm
reduction service provision. CSOs in Colombia are calling
for a reform of the national drug statute to align drug policy
with human rights and public health."* Advocating a rejection
of compulsory treatments and the repression, persecution
and criminalisation of PWUD, they have demanded that the
government readdress the failure of the punitive policies of
previous years." Civil society advocacy for harm reduction
and the involvement of drug users remains weakest in Central
America, although some NGOs cover these issues in their
work."

Multilaterals and donors:
developments for harm reduction

Multilateral agencies and international donors have continued
to support several harm reduction initiatives in Latin America
in recent years.”® As in other regions, the most significant
donor has been the Global Fund. Over the past five years,
close to US$90 million has been allocated to programmes in
Argentina, Panama, Peru, Uruguay, Colombia and Honduras.*
However, the 2011 selection of proposals was made in the
context of a global financial crisis. With imposed restrictions
on the access to resources for middle-income countries, the
sustainability of many of the projects in Latin American is now
at risk.

UNAIDS and WHO recently investigated the challenges
specific to Latin America of engaging PWID in HIV prevention
trials. Information collated at the regional consultation
held in Buenos Aires in 2011 has been used to supplement
previous guidance on ethical considerations in biomedical
HIV prevention trials initially conducted in 2007."* 3 WHO,
UNODC and UNAIDS have also produced a region-specific
draft of their Technical Guide for countries to identify and
set targets for universal access to HIV prevention, treatment
and care for PWID."> 3¢ The modified document addresses
HIV transmission risks and interventions for PWUD in the
regional context of Latin America and the Caribbean. The
HIV/STI Project of PAHO/WHO held a regional consultation in
April 2010 in El Paso, Texas. Experts met to discuss research,
policy and intervention strategies to address HIV transmission
associated with or resulting from drug use in the region of the

Americas. A draft for discussion to review the state of harm
reduction in Latin America and the Caribbean was produced.”
In June 2011 the Global Commission on HIV and the Law
hosted a Regional Dialogue to discuss the experiences and
perspectives of individuals, communities, policy makers and
law enforcement officials in the Latin American region.

Open Society Foundations (OSF) continues to support
advocacy activities of regional CSOs in drug policy reform
and advocacy for harm reduction.” Caritas (Germany) has
provided support to the RAISSS network activities and the
Levis Straus Foundation has continued its support for projects
in Argentina.'

Government support is essential for sustainable harm
reduction programmes within the region. In addition, and
particularly given the global economic crisis, support from
international donors and multilateral agencies in the region
remains critical to ensuring that harm reduction forms an
integral part of drug policy and public health responses
throughout the region.
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Table 2.6.1: Epidemiology of HIV and Viral Hepatitis,
and Harm Reduction Responses in North America

Hepatitis B

iti i- Harm reduction response®
Country/territory HIV prevalence e (anti-HBsAg) U
_ HCV) prevalence
with reported People who among people . prevalence among
injecting inject drugs® who inject drugs T in% (':)t leu a people who inject
drug use? (%) (l‘y ) 9 drugs
i (%)'
286,987
Canada (220,690~ 5.8 64 (51-77) nk v (>775)° () (P)? v (B,M) v
375,173)
1,857,354 15.57°
United States (1,294,929- 8.74-22.4 73.4 (69.7-77) 11.8 (3.5-20) v (186) (P) v (1,433) (B, BN,M) %
2,589,858) (8.74-22.4)

nk= not known

a There are no identified reports of injecting drug use in Greenland.

b Unless otherwise stated, data are sourced from Mathers B et al. for the Reference Group to the UN on HIV and Injecting Drug Use (2008) Global epidemiology of injecting drug use and HIV
among people who inject drugs: a systematic review, Lancet, 372(9651):1733 - 1745.

¢ Unless otherwise stated, data on NSP and OST coverage are sourced from Mathers B et al for the Reference Group to the United Nations on HIV and Injecting Drug Use (2010) HIV prevention,
treatment and care for people who inject drugs: A systematic review of global, regional and country level coverage, Lancet, 375(9719):1014-28.

d The number in brackets represents the number of operational NSP sites, including fixed sites, vending machines and mobile NSPs operating from a vehicle or through outreach workers.
(P) = needles and syringes reported to be available for purchase from pharmacies or other outlets, and (NP) = needles and syringes not available for purchase.

e The number in brackets represents the number of operational OST programmes, including publicly and privately funded clinics and pharmacy dispensing programmes. (M) = methadone,
(B) = buprenorphine, (BN) = buprenorphine-naloxone combination, (O) = any other form (including morphine and codeine).

f DCR = Drug consumption room, also referred to as safer injection facility (SIF).

g This figure represents the number of sites in two Canadian provinces: British Columbia and Quebec. The number of sites in other provinces was not known at publication in July 2012.
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Map 2.6.1: Availability of needle and syringe exchange programmes (NSP)
and opioid substitution therapy (0ST)
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Harm Reduction in North America

More than 10% of all people who inject drugs (PWID)
worldwide reside in Canada and the USA.*The USA, after China
and Russia, has one of the highest estimated populations of
PWID globally.* Injecting drug use (IDU) accounted for about
17% of HIV cases in Canada at the end of 2008° and 9% of
new HIV cases in the USA in 2009.° The HIV epidemic among
PWID in both countries mirrors broader disparities in the HIV
epidemic, with racial and ethnic minorities in the USA and
Aboriginals in Canada disproportionately affected.> ¢ There
are no data available on IDU in Greenland.

Although key harm reduction programmes such as needle and
syringe exchange programmes (NSPs) and opioid substitution
therapy (OST) are in place in both countries, provision remains
uneven across smaller cities and rural areas. Coverage of NSPs
and OST in North America remains below that in Australia and
several countries in Western Europe’ (see Chapter 2.3). Since
last reported in 2010, overdose prevention and response
programmes, including distribution of community-based
naloxone, have become increasingly widespread across the
continent. Prison NSPs remain unavailable in North America,
while provision of methadone for substitution therapy is
offered in federal and provincial prisons in Canada and on a
very limited basis in some US jails.

Significant policy developments with implications for harm
reduction have occurred since last reported in 2010. The
Supreme Court of Canada ruled that the Minister of Health
had violated Canada’s Charter of Rights and Freedoms by not
allowing InSite, the country’s only safe injecting facility (SIF),
to remain open, and ordered its continuing operation.2 On 16
December 2011, US Congress reinstated the ban on US federal
funding for NSPs.? In a context of global financial uncertainty,
this policy decision contributes to critical concerns around
the expansion of HIV prevention programmes to meet global
targets and commitments on coverage for PWID."

Civil society organisations (CSOs) in the USA and Canada have
actively engaged in activities around overdose prevention
and community naloxone distribution in the last two years,
as a result of which there has been growing awareness of the
issue at various levels of policy and programme delivery. The
Canadian Drug Policy Coalition (CDPC), an independent civil
society network of organisations and individuals advocating
to improve Canada’s drug policies, is the newest addition to
the strong civil society presence working for harm reduction
in the region.

Developments in harm reduction
implementation

Needle and syringe exchange programmes

National-level estimates of NSP coverage are not collected in
Canada or the USA, making it difficult to accurately monitor
service provision levels." The latest available data, as reported
in 2010, indicate that an average of 23 syringes are distributed
per PWID per year across North America, amounting to
low coverage by international targets,’'" and placing North
America behind other high-income regions such as Europe
(59 syringes) and Australasia (202 syringes).'?

Civil society reports since 2010 suggest that funding is one
of the most significant barriers to service provision and scale-
up in both countries. The reinstatement of the US federal
funding ban for NSPs in December 2011 comes just two
years after the 21-year-old ban was repealed by President
Barack Obama.® While the lifting of the ban in 2009 mobilised
funders to consider access to sterile injecting equipment for
financial support, and propelled advocacy efforts by harm
reduction funders to reach out to other potential donors,
the recent move undermines programme scale-up and
marginalises existing programmes away from mainstream HIV
policy and funding.” Since individual states determine the
legality of syringe exchange or distribution, some US states
have only underground NSPs, or none at all, which is largely
the case throughout the southern region of the USA.™ In
Canada the lack of federal support for NSPs means that harm
reduction services are delivered by community agencies,
NGOs, municipalities, provinces and territories. Although
programmes are available in most major cities, individual
jurisdictions may independently prohibit the provision of
harm reduction services, including NSPs and safe-injection
sites, within the city limitsJ

Anecdotal evidence indicates that a small number of
programmes in the USA have closed in the past two years,
largely due to financial limitations and shifting political
priorities. For example, when the Washington State
government reallocated HIV funding away from primarily
government-supported programmes, the survival of rural
services was threatened.* As NSP implementation is a state
rather than federal responsibility, the impact of the shifting
funding landscape varies across the country. In some states
such as California, new bills passed as of 1 January 2012
enabling the expansion of access to needles and syringes
and allowing pharmacists to sell syringes without requiring a
prescription.’ Likewise, Colorado expanded its NSP provision
following an authorisation bill from the state, while syringe
access legislation in Nevada has stalled.”™

h  The HRSA HIV/AIDS Bureau in the USA began tracking client-level data on utilisation of
services in 2011, but data were not available at the time of writing.

i According to the 2009 WHO, UNODC, UNAIDS target-setting guide, <100 syringes
distributed per person who injects drugs per year is considered low coverage; 100-200 is
medium coverage, and >200 is high coverage.

j See, forexample, The Canadian Press: ‘End Needle Exchange Ban’, Advocates Tell B.C.
city, 5 July 2012, CTV News.



The limited geographical reach and opening hours of
available sites also pose barriers to access, especially for
women who inject drugs, who experience added stigma and
fear of exposure to authorities in light of strict child custody
and welfare laws. In Canada, confidentiality and fear of stigma
pose a barrier to access in rural and remote areas and on
Aboriginal reserves, where those accessing harm reduction
services may be easily identified.

Safer crack use kit distribution

A significant increase in crack use, particularly among PWID,
has been documented in Canada over the past decade.'
People who smoke crack are particularly vulnerable to the
transmission of viral hepatitis (B and C), tuberculosis (TB)
and HIV through sharing crack use paraphernalia.’” '® Safer
crack use kit distribution programmes have resulted in health
benefits to individuals who use drugs and communities in
Canada, including a decreased need among users to share
paraphernalia, increased health awareness and improved
personal and community safety.'

Safer crack smoking supplies have been available in a number
of cities across Canada for over a decade. Recently, however,
negative media attention around a new pilot to distribute
free crack kits in Vancouver’s Downtown Eastside® has led to
the slow implementation of this initiative and to the shutting
down of Safeworks, a programme providing crack smoking
equipment since 2008 in Calgary.?' Despite these challenges,
new initiatives are being discussed in some settings.?> For
example, a comprehensive approach to the distribution of
safer crack kits, including an evaluation of the proposed
programme, is being considered in Alberta for roll-out in
August 2012.2 Continuing barriers to programme initiation
and scale-up include lack of resourcing, public opposition,?
limited geographical reach, interference by the police as well
as the need for further research to evaluate the impact of this
intervention.”

Opioid substitution therapy (OST)

Provision of OST has increased steadily in both countries,
although it is by no means universal. Over 1,433 licensed
facilities provide OST in the form of methadone,
buprenorphine and buprenorphine-naloxone combination
across the USA. The most recent available data indicate
that in the USA in 2009 there were 640,000 individuals on
buprenorphine or buprenorphine-naloxone combination for
maintenance therapy (up from 96,000 in 2005) and 266,818
on methadone (up from 236,836 in 2005).* All ten Canadian
provinces deliver methadone maintenance therapy (MMT)
services through a variety of models, including government-
funded programmes, for-profit private clinics and family
practice, but the number of sites is unknown due to lack of
monitoring as part of national surveillance.” Only one of three
Canadian territories provides MMT, and buprenorphine is not
widely used due to its prohibitive cost.”® In Canada, there has

also been an increase in demand, including in First Nations
communities and prisons.?> However, the lack of physicians
who can prescribe methadone and limited provision
through low-threshold services remain a significant barrier to
addressing the increasing demand for MMT in Canada.

Several developments related to OST provision and access
have occurred in North America since 2010. Limited funding
options and budget cuts threaten the quality of service
provision in Canada. For example, in December 2011, as part of
broader budget cuts, the Canadian province New Brunswick’s
Department of Social Development placed an 18-month limit
onthetime period during which methadoneclients canreceive
travel subsidies (for example, bus passes or reimbursements
for petrol and taxis) to attend a dispensing pharmacy as part of
anew MMT benefit programme.?® % Benefits were also capped
at C$200 per month, potentially restricting access to the 1,328
people who use drugs (PWUD) who used the travel subsidy
to access OST in 2011.% Additional obstacles to OST access in
Canada include geographical distance from sites, stigma and
misconceptions around drug dependence at every level of the
treatment system and, as with NSPs, issues of confidentiality,
especially in small cities and remote areas. Furthermore, there
is often powerful community resistance to the establishment
of new programmes, with some cities amending their zoning
by-laws to restrict or limit programmes (such as Coquitlam
and Surrey, BC).¥ Civil society reports highlighted a need for
more low-threshold services and diversification of service
models, as well as provision of integrated psychosocial and
mental health support, especially in First Nation communities.

The clinical trial ‘Study to Assess Longer-term Opioid
Medication Effectiveness’ (SALOME) is currently underway
in Vancouver.? The trial will investigate the effectiveness of
hydromorphone, the active ingredient in heroin, as compared
to injectable medical-grade heroin (diacetylmorphine), at
benefiting people with chronic opioid dependence for whom
other maintenance treatments have not been successful.

In the USA, growing concerns about the diversion of
buprenorphine®* have the potential to decrease access to
the medication. For example, newly imposed restrictions as
a result of diversion concerns include mandatory counselling
and urine toxicology tests, as well as requirements by
insurance companies for prior approval for each patient,
placing greater time demands on physicians who administer
buprenorphine maintenance therapy.?' Additional barriers
to OST access in the USA include uneven Medicaid coverage
across states, leaving many uninsured PWUD unable to
access the medication, as well as many physicians opting to

k Examples include Coquitlam, BC, where a by-law regards methadone clinics as
‘undesirable businesses’ and limits the location of their operation to five small areas;
Surrey, BC, which prohibits methadone clinics in business parks, commercial, special
care housing, single family residential and multiple residential commercial zones;
Abbotsford, BC, which has amended its zoning by-laws to limit harm reduction services
including fixed NSPs and mobile dispensing vans as well as supervised injection sites in
its municipality; and Kelowna, BC, where a municipal by-law restricts possession of harm
reduction supplies in any park or public space.



discharge patients for poor attendance, active drug use or not
participating in counselling. Methadone clinics in the USA are
rarely low-threshold, with waiting lists of at least six months to
ayear, or longer outside major cities. Barriers are compounded
for pregnant women who use drugs or those with children, as
they are at risk of being reported to Child Protection Services
and losing custody of their children for enrolling in treatment
or actively using drugs. The need for frequent attendance (in
some cases, seven days a week) can be further complicated by
child care and increased stigma.

Restricting prescription
opiates in Canada

Diversion of the prescription time-release opiate
OxyContin, and adverse effects arising from its illicit use,
have risen considerably in Canada in the past few years.
A 2009 study linked the introduction of OxyContin to
the market in 2000 with a five-fold increase in painkiller-
related deaths during the following five years.3 The
problem is particularly widespread in First Nations
communities, where more than 50% of adults on some
Canadian reserves are dependent on the medication.*

The knee-jerk response from several Canadian provinces,
including Prince Edward Island, Nova Scotia, Ontario,
Manitoba, Saskatchewan and British Columbia, has
been to either delist OxyContin entirely or restrict its
availability under provincial health care coverage plans.*
3 In February 2012, the federal government announced
that it would no longer pay for OxyContin for patients
under the Non-Insured Health Benefits Program (NIHB).3¢
Purdue Pharma Canada, the pharmaceutical company
behind OxyContin, plans to replace it with a new version,
OxyNEOQ, but several provinces have already announced
that this, too, will have restricted access. Without
providing support for people who may be going into
withdrawal, individuals may turn to other narcotics such
as heroin, increasing the potential for switching to less
regulated, potentially more harmful opioids.k

Antiretroviral therapy (ART)

An estimated 40,334 PWID in Canada and 308,208 PWID in the
USA were living with HIV as of 2008.° In the USA, 9% of new HIV
infections are among PWID.® According to the US Centers for
Disease Control, African-American PWID are ten times more
likely to be diagnosed with HIV than white PWID.™* In Canada,
Aboriginal (composed of First Nations, Inuit and Métis) PWID
are more likely to acquire HIV than non-Aboriginal PWID, and
IDU accounts for more HIV cases among Aboriginal women

| Public health officials in Ontario have already warned that their treatment programmes
are overwhelmed. See The Toronto Star (2012) Ontario must boost addiction services and
treatment programs to help OxyContin addicts, 2 April 2012.

than among Aboriginal men.?” ¥ This group comprises
only 3.8% of Canada’s overall population but represents a
disproportionately high number of new HIV cases (12.5%) and
all prevalent infections (8%) at the end of 2008.3°

There are no national-level data on antiretroviral therapy
(ART) coverage among PWID in either Canada or the USA.
Differing approaches, targets and implementation structures
across states, provinces and jurisdictions impact the ability to
monitor service provision. It can be inferred that a sizeable
proportion of those who may need treatment could be
unaware of their HIV status. As of 2008, 26% of the estimated
65,000 Canadians living with HIV were unaware that they
were infected.?®* A majority of these individuals represent key
populations at higher risk of HIV, including PWID. Although
recent data indicate that 85.5% of PWID took an HIV test and
received their results in the past 12 months,? this proportion is
substantially lower among sub-groups at higher risk, such as
Aboriginal people and women who inject drugs.5*’

Civil society reports in the USA cite the lack of access to
antiretroviral drugs, especially in the southern region of the
country where there is a growing waiting list*® for the AIDS
Drug Assistance Program, as a major barrier to PWID starting
ART#" Additionally, some physicians are reported to initiate
treatment only when the patient abstains from drug use.

Viral hepatitis

The USA and Canada have significant numbers of people co-
infected with HIV and hepatitis C (HCV).* A recent systematic
review reported rates of over 60% and 70% HCV prevalence
among PWID in Canada and the USA, respectively (see
Table 2.6.1). High lifetime prevalence of HCV (91%) was also
detected among transgender people who inject drugs.® Rates
of hepatitis B (HBV) are unknown in Canada, and exceed 10%
in the USA!

In 2011 the US Department of Health and Human Services
released its Viral Hepatitis Action Plan.*> The Plan included
strong language on strategies for PWUD, with a separate
chapter dedicated to HCV prevention, treatment and research
for PWID. In particular, the Plan commits to expanding access
to syringes as a critical prevention strategy.

The extent of testing and treatment for viral hepatitis among
PWID is not clear. In the USA, access to testing and treatment
services for viral hepatitis is limited by several factors, including
the prohibitive cost of treatment, geographic distance from
centres that may offer the service, and the current lack of
an effective test that can determine current infection status
instead of history of exposure. In Canada, comprehensive HIV
and viral hepatitis services are available in some jurisdictions
but remain limited in most places where populations at
higher risk may need them most, such as on Aboriginal
reserves.?? A recent study estimated that approximately



137,000 PWID will experience HCV-related disease each year
until 2026, and it will cost C$3.96 billion to provide them with
treatment, highlighting the urgent need to develop targeted
HCV prevention strategies and ensure adequate allocation of
resources for future treatment needs in Canada.®

Tuberculosis

Integration of TB, viral hepatitis and HIV services vary from
region to region across Canada and the USA. The lack of
free TB testing and treatment targeted at PWUD and poor
awareness of the relevance of TB for PWID hinder many of
them from seeking these services. The US Centers for Disease
Control and Prevention have recently launched a Program
Collaboration and Service Integration (PCSI) mechanism to
promote increased collaboration and integration of testing,
treatment and surveillance for HIV, viral hepatitis, sexually
transmitted infections (STIs) and TB in the USA.* The impacts
of this initiative are yet to be determined.

Overdose

Drug overdose death rates have increased steadily in the USA
since 1990. Currently, overdose is the most frequent cause
of death among PWID,* and the number of these deaths
has overtaken motor vehicle fatalities in the USA.* In 2008,
a total of 36,450 drug overdose deaths™ were reported,
with prescription opioid analgesics such as oxycodone,
hydrocodone and methadone, as well as cocaine and
heroin, most commonly involved.*” Research has detected
fatal overdose rates two to three times higher among First
Nations Canadians compared with the general population.*
Although national estimates for lifetime non-fatal overdose
are rare, high rates have been detected at the local level (for
example, 41% in Baltimore* and 42% in New York City).>°

Community-based programmes in the USA have increasingly
offered opioid overdose prevention services to PWUD,
their families and service providers, including the opioid
antagonist naloxone hydrochloride. As of October 2010, 50
community-based opioid overdose prevention programmes
distributing naloxone were known in the USA.*' Since the first
opioid overdose prevention programme began distributing
naloxone in 1996, kits with naloxone have been distributed
to 53,032 persons, and programmes received reports of
10,171 overdose reversals. These 50 programmes operate in
15 US states and the District of Columbia and include nearly
200 sites where naloxone is distributed in the community to
PWUD, their friends and family. New Mexico, New York and
Massachusetts operate state-wide naloxone distribution
programmes through their state Departments of Public
Health. North Carolina has recently agreed to make naloxone
available state-wide through its Medicaid health insurance
programme to patients who are prescribed opioids for pain
management or dependence treatment, and others at risk of
an opioid overdose. The US Army also distributes naloxone

m Including unintentional, intentional (suicide or homicide) or undetermined intent.
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to soldiers on active duty who are at risk of overdose from
prescription opioids or heroin, as part of a pilot project on
one of its largest bases.>

Since 2010, there has been growing activity in Canada
around the implementation of overdose death prevention
programmes through the delivery of naloxone. Several
provinces are considering implementing initiatives for
distributing naloxone in collaboration with local NGOs. One
such example, the Harm Reduction Program at the BC Centre
for Disease Control, is developing an initiative to increase
access to naloxone across BC. Working alongside its many
partners, the Harm Reduction Program hopes to increase
the public’s awareness of and accessibility to naloxone, as
well as have naloxone made available at community service
organisations.>® Education and overdose prevention training
are implemented through some NSPs and methadone
clinics across the country, with varying availability across
provinces. Streetworks in Edmonton has operated a naloxone
distribution programme since 2005,°* and a new programme
wasinitiated by Toronto PublicHealthin late 2011.5°In Canada,
naloxone distribution through peers in the community is only
implemented in Edmonton and Toronto.

New evidence has emerged suggesting that among other
health benefits, Canada’s SIF in Vancouver has had a positive
impact on the number of overdose deaths in its vicinity. A
2011 study observed a 35% reduction in overdose deaths
in the city’s Downtown Eastside after the SIF opened in
September 2003, while overdose deaths in the rest of the city
declined only 9% over the same period (see chapter 3.6 for a
Vancouver-based case study which includes Insite).>

The legal battle over InSite

In the autumn of 2011 the Canadian Supreme Court
ordered the federal Minister of Health to continue
the Section 56 exemption to the Controlled Drugs
and Substances Act that permits InSite, Canada’s only
supervised injection site (SIF), in Vancouver, BC, to
continue to operate.® Extensive research has proven that
InSite reduces crime, overdose deaths and transmission
of HIV and other blood-borne viruses, and has helped
people access treatment when they were ready to do
50.°¢%° The Court found that the Minister of Health had
violated Canada’s Charter of Rights and Freedoms in not
allowing the project to remain open, and ordered the
Minister to remedy the situation. Several Canadian cities
are in the process of discussing the implementation of
supervised injection sites including Victoria, Montreal,
Ottawa, Toronto and Quebec City.



Harm reduction in prisons

Despite high levels of IDU, ¢ high rates of HIV and high
prevalence of viral hepatitisand TBamonginmates, particularly
among those who are released and re-incarcerated,®> harm
reduction initiatives within these settings remain limited in
North America.

There are no NSPs operating in prisons in either Canada or
the USA. MMT is available in federal correctional facilities and
provincial prison systems in Canada,® and minimal access
to substitution treatment is offered in some jails in the USA.
Other HIV and viral hepatitis prevention strategies, such as
safe tattooing programmes, were abolished by Canada’s
current Conservative government in one of the first actions
after it attained office in 2007.

Policy developments for harm
reduction

Significant developments have occurred at the national
level in Canada and the USA since last reported in 2010. On
16 December 2011, US Congress reinstated the ban on US
federal funding for NSPs,® just two years after it was repealed
and signed into law by President Barack Obama. In the
precarious global economic context, the US government’s
policy shift on NSPs is a significant step backward in meeting
international commitments to halve HIV transmission among
PWID by 2015." Concerns around essential harm reduction
programmes being discontinued or scaled back within the
USA have also since increased.

Several developments have taken place on the Canadian
drug policy landscape. Following public consultations on
its Marihuana Medical Access Program,” Canada’s federal
government announced a series of proposed changes that
would see an end to licences for individuals to produce
medical marijuana for personal use or the use of others.s
These changes would limit the cultivation and supply of
medical marijuana to commercially licensed producers. The
potential impacts of these changes on the quality, variety and
accessibility of medical cannabis have yet to be determined.

In March 2012 the Canadian federal government passed into
law changes that implement mandatory minimum sentences
for drug crimes as part of the Safe Streets and Communities
Act, which will come into effect in November 2012.%* Drawn
from the US approach to drug policy, these harsher penalties,®
many focused on youth and Aboriginals, are among several
‘anti-crime’ approaches which were recently introduced
into Canadian law. The changes prioritise punishment as an
objective of criminal law rather than access to treatment and
health programmes.

n See, forinstance, http://www.hc-sc.gc.ca/dhp-mps/consultation/marihuana/_2011/
program/consult-eng.php.

o Forexample, these include mandatory minimum sentences of one year in a provincial
jail for possession of five cannabis plants, and an increase in sentences for larger
quantities of marijuana and other drugs.

Amid more conservative developments at the federal level,
the debate at the provincial and local levels in Canada appears
to be broadening. For example, despite opposition to the
decriminalisation of currently prohibited drugs by the federal
government, in the autumn of 2011, the Health Officers
Council of British Columbia released a revised version of its
public health model for a regulated market for all currently
prohibited substances.®® Another example is the Thunder
Bay Drug Strategy, an official community plan to address
substance use in Thunder Bay, Ontario. Ratified by the City
Council in September 2011, the Thunder Bay Drug Strategy
Implementation Panel explicitly supports harm reduction and
includes in its three-year action plan the investigation of harm
reduction services for youth.®®

Civil society and advocacy
developments for harm reduction

CSOs working for harm reduction and drug policy advocacy in
North America have been increasingly active during the past
two years. For example, a joint working group, comprising
government representatives and NGOs organised by the
Substance Abuse and Mental Health Services Administration
(SAMSHA), and an all-NGO Naloxone Overdose Prevention
Education Working Group have increasingly mobilised around
overdose prevention and community naloxone distribution in
the USA. Notable civil society events since 2010 include the first
conference of the Peer Delivered Syringe Exchange Network
in New York in 2011, the annual Harm Reduction Coalition
conference in Austin in November 2010 and the Drug Policy
Alliance conference in November 2011. Although drug user
organising remains uncommon in the USA, there is a growing
awareness and legitimacy around the distinct expertise
provided by PWUD, and the need to meaningfully involve
this group in the planning and execution of programmes that
affect them.

Organisations of PWUD operate in a number of cities and
regions in Canada. They are active in Vancouver (VANDU),
Victoria (SOLID) and Toronto (TODUU). Two groups — the BC/
Yukon Association of Drug War Survivors and AAWARE in
Alberta - operate at the regional level. Most organisations of
PWUD remain small and have minimal budgets. In the past
two years, smaller groups have been initiated at the local
level in some cities and provinces, including around InSite,
Canada’s SIF.2 A national meeting of groups of PWUD around
the country is being planned for later in 2012.

In Vancouver, BC, a group of former patients in the North
American Opiate Medication Initiative (NAOMI)? have joined
efforts to advocate for better integrated services in the

p The findings of the NAOMI trials conducted in Vancouver indicated that medically
prescribed diacetylmorphine, the active ingredient in heroin, was more effective than
methadone therapy for individuals with chronic opioid dependence who were not
benefiting from other conventional treatments. The results showed that patients treated
with injectable diacetylmorphine were more likely to stay in treatment and to reduce
their use of illegal drugs and other illegal activities than patients treated with oral
methadone.



wake of clinical trials of heroin-assisted therapy. After the
research trial was completed, participants were not offered
medically prescribed heroin. For some of these individuals,
discontinuation of treatment precipitated a downward slide
in their health and other outcomes. The NAOMI Patients
Association (NPA) has now released its own study of the
experience of participating in this research trial.’” The NPA
has also made recommendations for future ‘experimental
drug maintenance programmes’ including the provision of
an umbrella of support and services and the continuation of
heroin-assisted treatment after the end of research trials. This
group challenged future research programmes to consider
the context of consent when a prohibited drug is offered as
a treatment. The NPA has been supported by VANDU (see
chapter 3.6 for a Vancouver-based case study which includes
the NAOMI trial).

Other significant CSOs working for harm reduction in
Canada include the Canadian Harm Reduction Coalition, a
virtual forum for information exchange for individuals and
organisations working in the areas of harm reduction and
drug policy,® and the HIV/AIDS Legal Network, a national
organisation actively engaged in advocacy on legal and
human rights issues surrounding HIV, including among PWID
in communities and in prisons.

The Canadian Drug Policy Coalition

The Canadian Drug Policy Coalition (CDPC), a new
independent civil society network of organisations and
individuals advocating to improve Canada’s drug policies,
was launched in 2011. It envisions a safe, healthy and
just Canada in which drug policy and legislation as well
as related institutional practice are based on evidence,
human rights, social inclusion and public health.

The CDPC is focused on five key policy areas: a
comprehensive health, social and human rights approach
to drug policy; scaling up harm reduction; challenging
criminalisation as a barrier to belonging for people who
use drugs; moving beyond prohibition; and promoting
human rights both inside Canada and globally.

A 15-member steering committee extending across the
country through partnerships and networks oversees the
work of CDPC, which is based at the Centre for Applied
Research in Mental Health and Addictions at Simon
Fraser University in Vancouver, BC.

q For more information, see http://canadianharmreduction.com/.
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Though not explicitly focused on harm reduction, a civil society
group - Stop the Violence BC (STVBC) - has formed a coalition
of law enforcement officials, legal experts, medical and public
health officials and academic experts concerned about the
links between cannabis prohibition in BC and the growth
of organised crime and related violence in the province. This
coalition has released several reports that examine the context
of marijuana production in BC and explore options for its
regulation. Its campaign has received intense media scrutiny
as well as support from currently serving and former mayors,
former provincial attorney generals and key supporters in the
USA.

Multilaterals and donors:
developments for harm reduction

Harm reduction in Canada is largely funded by provinces and
territories, as well as municipalities, and covers programming,
community-based research and direct service delivery. Other
sources of funding include MAC AIDS Fund and the Open
Society Foundations.

A number of foundations consistently support harm reduction
implementation and advocacy in the USA, with the largest
percentage of funding being directed to direct services. In
the absence of federal funding, the Syringe Access Fund
(SAF) is the largest private funding source for syringe access
in the country and is comprised of AIDS United, Elton John
AIDS Foundation, Levis-Strauss Foundation, Open Society
Foundations, Tides Foundation, Irene Diamond Fund (closed
in 2011) and the North American Syringe Exchange Network.
In 2010, the total reported funding for NSPs in the USA totalled
$21,674,495, over 60% of which was provided by state (43.1%),
city (27.8%) and county (10.7%) governments.®®

In addition to the contributions made by the SAF, as well as
separate funding provided by individual SAF partners, MAC
AIDS, amfAR, Ford Foundation, Broadway Cares/Equity Fights
AIDS and the Comer Foundation have provided ongoing
support to both harm reduction implementation and policy
advocacy projects. In response to the reinstatement of the
federal funding ban, community and corporate foundations
that fund harm reduction services reported an increase in
grant requests from public health departments looking to
offset projected loss of federal funding.'



References

A

20.

21.

22.

23.

24.

25.

26.

27.
28.

29.

30.

31.

32

33.

34.

35.

36.

37.

Nelson PK et al. (2011) Global epidemiology of hepatitis B and hepatitis C in people
who inject drugs: results of systematic reviews, Lancet, 378(9791): 571-583.

Public Health Agency of Canada (2011) Enhanced Surveillance of Risk Behaviours
among People who Inject Drugs, Phase 3 (2010-2011). Unpublished data from
|-Track, December 2011. Ottawa: Public Health Agency of Canada Surveillance and
Epidemiology Division, Centre for Communicable Diseases and Infection Control.
Canadian HIV/AIDS Legal Network (2005) Info Sheets on Injection Drug Use and HIV/
AIDS. Toronto: Canadian HIV/AIDs Legal Network.

Mathers B et al. (2008) The global epidemiology of injecting drug use and

HIV among people who inject drugs: A systematic review, Lancet, 372 (9651):
1733-1745.

Public Health Agency of Canada (2010) Population-Specific HIV/AIDS Status Report:
Aboriginal Peoples. Ottawa: Public Health Agency of Canada.

Centers for Disease Control and Prevention (2012) HIV Infection and HIV-
Associated Behaviors Among Injecting Drug Users — 20 Cities, United States,
2009, Morbidity and Mortality Weekly Report, 61(08):133-138.

UNAIDS (2012) Australia Global AIDS Progress Reporting. Geneva: UNAIDS.
Supreme Court of Canada (2011) Canada (Attorney General) v. PHS Community
Services Society, 2011 SCC 44, [2011] 3 S.C.R. 134. Ottawa: Supreme Court of Canada,
http://scc.lexum.org/en/2011/2011scc44/2011scc44.html Accessed 15 July 2012.
The White House (2012) Federal Funding Ban on Needle Exchange Programs.

The White House Blog, http://www.whitehouse. gov/blog/2012/01/05/federal-
funding-ban-needle-exchange-programs Accessed 29 June 2012.

UNAIDS (2011) Resolution Adopted by the General Assembly: Political
Declaration on HIV and AIDS: Intensifying Our Efforts to Eliminate HIV and

AIDS, http://www.unaids.org/en/media/unaids/contentassets/documents/
document/2011/06/20110610_un_a-res-65-277_en.pdf Accessed 23 June 2012.
WHO, UNODC, UNAIDS (2009) Technical Guide for Countries to Set Targets for
Universal Access to HIV Prevention, Treatment and Care for Injecting Drug Users.
Geneva: World Health Organization.

Mathers B et al for the Reference Group to the United Nations on HIV and Injecting
Drug Use (2010) HIV prevention, treatment and care for people who inject drugs:
A systematic review of global, regional and country level coverage, Lancet,
375(9719):1014-28.

Harm Reduction Coalition, Global State of Harm Reduction 2012 information
collection response, 14 May 2012.

Burris S et al. (2010) Racial Disparities in Injection-related HIV: Case Study of Toxic
Law, Temple University Law Review, (82): 1263-1307.

State of California (2011) Official California Legislative Information (Approved October
9,2011) Assembly Bill 604: Chapter 744, http://www.leginfo.ca.gov/pub/11-12/bill/
asm/ab_0601-0650/ab_604_bill_20111009_chaptered.pdf Accessed 15 July 2012.
Werb D et al. (2010) Modelling crack cocaine use trends over 10 years in a Canadian
setting, Drug and Alcohol Review, (29): 271-277.

DeBeck K, Kerr T, Li K, Fischer B, Buxton J, Montaner J & Wood E (2008) Smoking
of crack cocaine as a risk factor for HIV infection among people who use injection
drugs, Canadian Medical Association Journal, 2008;181(9):585-589.

Nyamathi AM, Dixon EL, Robbins W, Smith C, Wiley D, Leake B, Longshore D &
Gelberg L (2002) Risk Factors for Hepatitis C Virus Infection Among Homeless
Adults, Journal of General Internal Medicine, 17:134-143.

Isvins A (2011) Uptake, benefits of and barriers to safer crack use kit (SCUK)
distribution programmes in Victoria, Canada - A qualitative exploration,
International Journal of Drug Policy, (22)4: 292-300.

Vancouver Coastal Health (2011) Pilot to prevent the spread of disease among
crack users, https://www.vch.ca/about_us/news/safer-smoking-kits-pilot-study-
to-prevent-disease-transmission Accessed 15 July 2012.

Dormer D (2011) Province shuts down free crack pipe program, Toronto Sun, 18
August 2011, http://www.torontosun.com/2011/08/18/province-shuts-down-free-
crack-pipe-program Accessed 15 July 2012.

MacLennan D (2012) Council supports distribution of crack pipe kits, Canada.com,
1 June 2012, http://www.canada.com/Council+supports+distribution+crack+pipe
+kits/6712307/story.html Accessed 15 July 2012.

Walter Cavalieri, Canadian Harm Reduction Network, Global State of Harm
Reduction 2012 information collection response.

Substance Abuse and Mental Health Services Administration (2011) Results

from the 2010 National Survey on Drug Abuse and Health: Summary of National
Findings. Rockville, MD: US Department of Health and Human Services, http://
www.samhsa.gov/data/NSDUH/2k10ResultsRev/NSDUHresultsRev2010.htm
Accessed 3 July 2012.

Luce J & Strike C (2011) A CrossXCanada Scan of Methadone Maintenance Treatment
Policy Developments. Ottawa: Canadian Executive Council on Addictions.

CBC News (2011) Budget cuts target bus passes for methadone patients, 21
December 2011.

CBC News (2011) Methadone program cuts defended, 22 December 2011.

Donkin K (2011) Methadone benefits to be cut, Saint John Telegraph-Journal, 22
December 2011.

Providence Health Care (2012) About Salome, http://www.providencehealthcare.
org/salome/about-us.html Accessed 15 July 2012.

Johanson CE et al. (2012) Diversion and abuse of buprenorphine: Findings

from national surveys of treatment patients and physicians, Drug and Alcohol
Dependence, 120(1-3): 190-195.

Sharon Stancliff, Harm Reduction Coalition, Global State of Harm Reduction 2012
information collection response.

St Michael’s Hospital (2009) Media Release: Deaths related to narcotic pain
relievers have doubled since 1991: Introduction of OxyContin linked to a

five-fold increase in deaths. Toronto: St Michael’s Hospital, 7 December 2009,
http://www.stmichaelshospital.com/media/detail.php?source=media_
releases/2009/20091207_mr Accessed 15 July 2012.

Kirkup K (2012) OxyContin removed from Canadian market, The Toronto Sun, 29
February 2012.

The Globe and Mail (2012) Placing new restriction on OxyContin is not enough, 1
March 2012.

Canadian HIV/AIDS Legal Network (2012) Painkiller medication OxyContin
removed from shelves, HIV/AIDS Policy & Law Review, (16): 24.

Wawatay News Online (2012) Health Canada takes oxy off drug coverage plans, 17
February 2012.

Wood E, Montaner JSG, Li K, Zhang R, Barney L, Strathdee SA et al. (2008) Burden
of HIV infection among Aboriginal injection drug users in Vancouver, British
Columbia. American Journal of Public Health, 983(3):515-9.

38.

39.

41.

42.

43,

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

UNAIDS (2012) Canada Global AIDS Progress Reporting. Geneva: UNAIDS,
http://www.unaids.org/en/dataanalysis/monitoringcountryprogress/
progressreports/2012countries/ce_CA_Narrative_Report[1].pdf Accessed 15 July
2012.

Public Health Agency of Canada (2010) HIV/AIDS Among People who Inject Drugs
in Canada, HIV/AIDS Epi update, July 2012, http://www.phac-aspc.gc.ca/aids-sida/
publication/epi/2010/pdf/EN_Chapter10_Web.pdf Accessed 15 July 2012.
National Alliance for State and Territorial AIDS Directors (NASTAD) (2012) ADAPs
with waiting lists, 13 April 2012. Washington, DC: NASTAD, http://www.nastad.org/
Docs/024408_ADAP%20Watch%20update%20-%204.13.12.pdf Accessed 15 July
2012.

Allan Clear, Harm Reduction Coalition, Global State of Harm Reduction 2012
information collection response.

United Stated Department of Health and Human Services (2011) Combating the
Silent Epidemic of Viral Hepatitis: Action Plan for the Prevention, Care & Treatment of
Viral Hepatitis. Washington, DC: US Department of Health and Human Services,
http://www.hhs.gov/ash/initiatives/hepatitis/actionplan_viralhepatitis2011.pdf
Accessed 4 July 2012.

Werb D et al. (2011) Treatment costs of hepatitis C infection among injecion drug
users in Canada, 2006-2026, International Journal of Drug Policy, (22)1: 70-76.
Centers for Disease Control and Prevention (2011) Program Collaboration

and Service Integration (PCSI) at NCHSTP, http://www.cdc.gov/nchhstp/
programintegration/ Accessed 15 July 2012.

Saucier R (2011) Stopping Overdose. New York: Open Society Foundations, http://
www.soros.org/publications/stopping-overdose Accessed 15 July 2012.

Girion L, Glover S & Smith D (2011) Drug deaths now outnumber traffic fatalities
in U.S., data show, Los Angeles Times, 17 September 2011, http://articles.latimes.
com/2011/sep/17/local/la-me-drugs-epidemic-20110918 Accesed 15 July 2012.
US Centers for Disease Control and Prevention (2011) Vital Signs: Overdoses

of Prescription Opioid Pain Relievers: United States, 1999-2008, Morbidity and
Mortality Weekly Report, 60(43): 1487-1492.

Milloy MJ et al. (2010) Elevated overdose mortality rates among First Nations
individuals in a Canadian setting: a population-based analysis, Addiction,
105(11):1962-70.

Tobin KE & Latkin CA (2003) The relationship between depressive symptoms and
nonfatal overdose among a sample of drug users in Baltimore, Maryland, Journal
of Urban Health, 80: 220-29.

Coffin PO et al. (2007) Identifying injection drug users at risk of nonfatal overdose,
Academic Emergency Medicine, 14: 616-23.

US Centers for Disease Control and Prevention (2012) Community-Based Opioid
Overdose Prevention Programs Providing Naloxone - United States, 2010,
Morbidity and Mortality Weekly Report, (61)6: 101-105.

Open Society Foundations (2012) Public Health Factsheets: Intranasal Naloxone and
Opioid Overdose. New York: Open Society Foundations, http://www.soros.org/
sites/default/files/intranasal-naloxone-04112012_1.pdf Accessed 15 July 2012.

BC Centre for Disease Control (2012) Bringing Naloxone to B.C. Toward the Heart: A
Project of the BC Harm Reduction Program, 10 April 2012, http://towardtheheart.
com/news/bringing-naloxone-to-bc Accessed 15 July 2012.

Brosnahan M (2011) Toronto drug users receiving anti-overdose kits, CBC News, 31
October 2011.

Appleby T (2012) A second chance for overdose victims, The Globe and Mail, 9
January 2012.

Marshall BD et al. (2011) Reduction in overdose mortality after the opening of
North America’s first medically supervised safer injection facility: a retrospective
population-based study, Lancet, 377 (9775): 1429 -1437.

DeBeck K et al. (2011) Injection drug use cessation and use of North America’s
first medically supervised safer injecting facility, Drug & Alcohol Dependency,
113(2-3):172-6.

Tyndall M (2006) HIV seroprevalence among participants at a Supervised Injection
Facility in Vancouver, Canada: implications for prevention, care and treatment,
Harm Reduction Journal, 3:36 doi:10.1186/1477-7517-3-36.

Wood E (2006) Impact of a medically supervised safer injecting facility on drug
dealing and other drug-related crime, Substance Abuse Treatment, Prevention and
Policy, 1:13.

Weinbaum CM, Saib KM & Santibanez SS (2005) Hepatitis B, hepatitis C, and HIV in
correctional populations: a review of epidemiology and prevention, AIDS, 19(Suppl
3):541-546.

Hammett TM (2006) HIV/AIDS and other infectious diseases among correctional
inmates: transmission, burden, and an appropriate response, American Journal of
Public Health, 96:974-978.

Gough E et al. (2010) HIV and Hepatitis B and C incidence rates in US correctional
populations and high risk groups: a systematic review and meta-analysis, BMC
Public Health, (10): 777.

Government of Canada (2011) Government of Canada Considers Improvements to
the Marihuana Medical Access Program to Reduce the Risk of Abuse and Keep our
Children and Communities Safe. News Release, 17 June 2011, http://www.hc-sc.
gc.ca/ahc-asc/media/nr-cp/_2011/2011_80-eng.php Accesses 15 July 2012.
Canadian HIV/AIDS Legal Network (2012) Federal government’s omnibus crime
legislation becomes law, HIV/AIDS Policy & Law Review, (16): 19-21.

Health Officers Council of British Columbia (2011) Public Health Perspectives for
Regulating Psychoactive Substances — What we can do about alcohol, tobacco and
other drugs. Victoria: Health Officers Council of British Columbia.

Hadju P (2012) Thunder Bay Drug Strategy: Priority Actions March 2012. Thunder
Bay: Thunder Bay District Health Unit, http://www.tbdhu.com/NR/rdonlyres/
D357A0EA-9ABA-4265-9EC3-3F07870B592A/0/2012DrugStrategyPriorityActions.
pdf Accessed 3 July 2012.

Canadian Drug Policy Coalition (2011) NAOMI Research Survivors: Experiences
and Recommendations, http://drugpolicy.ca/2012/03/naomi-research-survivors-
experiences-and-recommendations/ Accessed 15 July 2012.

The National Survey of Syringe Exchange Programs (2010) funded by The
Foundation for AIDS Research and the Elton John AIDS Foundation.



)

2.7 | Regional Update
Oceania



Table 2.7.1: Epidemiology of HIV and Viral Hepatitis,
and Harm Reduction Responses in Oceania

Hepatitis B

Hepatitis C (anti- X Harm reduction response®
Country/territory with LA HCV) prevalence (anti-HBsAg)
P People who among people prevalence among
reported injecting L L among people .
inject drugs® who inject drugs - people who inject
drug use o who inject drugs
(%) %) drugs
i (%)'
149,591
Australia (89,253- 1.0 54.6 (41.2-68) 4(2.9-5) v (1372) (P) v (2132) (B,M) v
204,564)
Fiji nk nk nk nk x 3 x
New Zealand EIES 0.42 51.9 2.8 (1.2-4.4) « (>200)* (P) v (BM) x
(13,535-26,792) ) : "o eT ’
Papua New Guinea nk nk nk nk
Samoa nk 0 nk nk
Timor Leste nk nk nk nk X %

nk= not known

a Unless otherwise stated, data are sourced from Mathers B et al. for the Reference Group to the UN on HIV and Injecting Drug Use (2008) Global epidemiology of injecting drug use and
HIV among people who inject drugs: a systematic review, Lancet, 372(9651):1733 - 1745.

b Unless otherwise stated, data on NSP and OST coverage are sourced from Mathers B, Degenhardt L, Ali H, Wiessing L, Hickman M, Mattick RP, Myers B, Ambekar A & Strathdee SA for the
Reference Group to the United Nations on HIV and Injecting Drug Use (2010) HIV prevention, treatment and care for people who inject drugs: A systematic review of global, regional and
country level coverage, Lancet, 375(9719):1014-28.

¢ The number in brackets represents the number of operational NSP sites, including fixed sites, vending machines and mobile NSPs operating from a vehicle or through outreach workers.
(P) = needles and syringes reported to be available for purchase from pharmacies or other outlets, and (NP) = needles and syringes not available for purchase.

d The number in brackets represents the number of operational OST programmes, including publicly and privately funded clinics and pharmacy dispensing programmes.

(M) = methadone, (B) = buprenorphine, (BN) = buprenorphine-naloxone combination, (O) = any other form (including morphine and codeine).

e DCR = Drug consumption room, also referred to as safer injection facility (SIF).

f This figure represents the number of sites in two Canadian provinces: British Columbia and Quebec. The number of sites in other provinces was not known at publication in July 2012.
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Map 2.7.1: Availability of needle and syringe exchange programmes (NSP)
and opioid substitution therapy (0ST)
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Harm Reduction in Oceania

The Oceania region includes Australia, New Zealand and
the Pacific island countries and territories (PICTs).9 There are
approximately 170,000 people who inject drugs (PWID) in
Australia and New Zealand combined, a low proportion of
whom (0.4-1.0%) are living with HIV,? and over half of whom
have hepatitis C (HCV).! The prevalence of injecting drug use
(IDV) is higher and accounts for a greater proportion of HIV
transmission (18%) among Aboriginal Australians than among
non-Aboriginals (3%).2 Few recent, reliable and representative
data exist on population size estimates of people who use and
inject drugs, or on the prevalence of blood-borne viruses and
other drug-related harms in the PICTs.*

Although the early implementation of harm reduction
programmes in Australia has been widely credited with low
levels of HIV among injecting populations, available evidence
points to significant ethnic disparities and uneven coverage
regionally and among affected groups. No significant
changes have occurred in Australia or New Zealand in terms
of harm reduction service coverage since 2010. Civil society
reports suggest that engagement with the federal and some
state governments in Australia has become increasingly
challenging around issues such as the need for increased
funding for needle and syringe exchange programmes (NSPs),
diversification of opioid substitution therapy (OST) options
including heroin-assisted treatment and improvement in the
range of service provision for people who inject drugs other
than heroin.’ Culturally sensitive, integrated services targeting
Aboriginal and Torres Strait Islander Australians, particularly in
remote and rural areas, and the meaningful involvement of
these communities in service delivery and evaluation, remain
important gaps.?

With the exception of Papua New Guinea, which has a
generalised HIV epidemic, epidemics in the PICTs have
remained small.® IDU is a minor route of transmission in this
sub-region. For instance, in French Polynesia approximately
12% of the cumulative reported HIV cases have been
attributed to IDU. Poly-drug use, particularly involving
alcohol - both legally and illegally produced homebrew -
as well as cannabis, inhalants, kava (for example, on Samoa,
Tonga and Vanuatu) and emerging markets for amphetamine-
type stimulants, are more common in the PICTs than injecting
drug use.* Anecdotal evidence indicates that levels of licit
and illicit drug use and the availability of new drugs may be
increasing in the region.®

Responses to drug and alcohol use in the PICTs have relied
largely on abstinence-based approaches and law enforcement
methods focused on supply reduction. Some broader public-

g The PICTs comprise 22 countries and territories subdivided into Micronesia, Polynesia
and Melanesia. They are American Samoa, Cook Islands, Federated States of Micronesia,
Fiji, French Polynesia, Guam, Kiribati, Marshall Islands, Nauru, New Caledonia, Niue,
Northern Mariana Islands, Palau, Papua New Guinea, Pitcairn Islands, Samoa, Solomon
Islands, Tokelau, Tonga, Tuvalu, Vanuatu, and Wallis and Futuna.

health-focused approaches, including multisectoral education
and awareness campaigns and integration of drug services
with the mental health system, have been implemented to
some degree in individual Pacific island states.* However,
these have not been systematically evaluated, and a clear
framework for addressing drug use in this sub-region is yet to
be developed.

The engagement of civil society organisations (CSOs) and
organisations of people who use drugs is integral to the
harm reduction response in Australia. In the PICTs, the lack
of resources and of reliable, active data collection continue
to pose barriers to understanding the extent of drug use and
designing appropriate policies and responses.

Developments in harm reduction
implementation

Needle and syringe programmes (NSPs)

There are over 1372 NSP outlets across Australia operating
through a diverse range of service provision models such
as needle-syringe vending machines and pharmacy-
operated sites. Approximately 203 syringes per person per
year were distributed to PWID in 2011.° The low rate of HIV
among PWID in Australia has often been attributed to the
early implementation and scale-up of NSPs. Recent cost-
effectiveness analyses have estimated that between 2000 and
2009 over 32,000 HIV infections were averted, and for every $1
invested in NSPs $4 were returned in health care cost savings.'®
Along with Australia, New Zealand has one of the highest NSP
coverage rates in the world, having distributed 2.7 million
needle-syringes from the approximately 200 outlets across
the country at an estimated rate of 270-280 needle-syringes
per person per year.?

Despite relatively high coverage rates by international
standards," recent estimates indicate that only 12.4% of PWID
in Australia and 70% in New Zealand reported using sterile
injecting equipment the last time they injected.? Evidence
suggests that the use of non-sterile equipment and re-use
of injecting paraphernalia may be relatively high among
key sub-groups of PWID, such as Aboriginal Australians, who
also tend to experience a multiplicity of health and socio-
economic disparities compared with their non-Aboriginal
counterparts.® Access to NSP services by these groups is
limited by inadequate provision in remote and rural areas,
the lack of culturally sensitive service delivery or service
models that recognise the Aboriginal definition of health' and

h The 2009 WHO, UNAIDS, UNODC Technical Guide for countries to set targets for universal
access to HIV prevention, treatment and care for injecting drug users categorises NSP
coverage levels as follows: low (<100 needles/syringes per injector per year), medium
(>100-<200 needles/syringes per injector per year) and high (=200 needles/syringes per
injector per year).

i Aboriginal community-controlled health services (ACCHS) in Australia consider three
different social dimensions: the individual, the family, and the community. For more
information, see Australian National Council on Drugs (2011) Injecting drug use and
associated harms among Aboriginal Australians. Canberra: Australian National Council on
Drugs.



stigma and discrimination by the community and by medical
personnel >0

A recent survey by the Australian Injecting and lllicit Drug
Users' League (AIVL) found that not only does much of the
general population discriminate against people who use drugs
(PWUD), but many feel that discrimination may deter people
from using drugs, and as such is a positive event."" Additional
barriers to access are posed by legislation limiting the
distribution of injecting equipment.’?For example, it is illegal
for a person to provide injecting equipment to a peer, which
often translates into services placing limits on the amount
of equipment distributed per person. The limited range of
equipment supplied at NSPs is also a challenge in many states
in Australia, particularly for people injecting drugs other than
heroin. In most states, for example, equipment such as sterile
water, large-sized barrels, filters and winged-tip syringes are
not supplied by state health departments, and service users
must purchase them from pharmacies or other suppliers.’

NSPs do not operate in any PICTs, and it is not known whether
needle-syringes can be purchased from pharmacies in these
settings. Where drug and alcohol services for PWUD exist,
these tend to be abstinence-based and are often located
within mental health services.*

Legal status for Australia’s only
medically supervised injecting
centre

Australia’s only medically supervised injecting centre
(MSIC) originally began operating for a trial period of
18 months in Sydney in May 2001 and continued to
operate as a‘trial’ project for over a decade, during which
it underwent numerous evaluations.’* The MSIC has
provided sterile injecting equipment for use alongside
a range of additional services to all people who inject
drugs, with the exception of pregnant women who inject
drugs or young people under the age of 18.°

On 1 November 2010 the MSIC was ultimately awarded
legal status through the enactment of the Drug Misuse
and Trafficking Amendment (Medically Supervised
Injecting Centre) Bill 2010 into law.™ This allows the
facility to operate as other health services — without
requiring an extension from the State Parliament to
continue operation every four years. Although the MSIC
has strong support within the local community, plans
to trial or open similar facilities are not currently on the
agenda anywhere else in Australia.

=Y oceanic

Opioid substitution therapy

Over 2132 outlets provide OST across Australia.” A key change
in the provision of OST in Australia since 2010 has been the
introduction of buprenorphine-naloxone film to replace
buprenorphine and buprenorphine-naloxone combination
pills for substitution therapy.® Presently, pills are being phased
out over a two-year period, following which they will cease
to be covered through the government scheme. However,
some clinics, pharmacies and doctors have reportedly been
forcing a shift to the film without prior consultation or patient
involvement in the decision.®

As reported in 2010, a major barrier to accessing OST remains
the cost prescribed by dispensing pharmacies and private
clinics/ with people on OST paying between A$40 and A$85
per week for the medication.' Qualitative research has shown
that the high costs of OST services may compel some people
to choose between basic necessities such as food and their
medication, while others report engaging in crime or selling
takeaway doses to pay for OST.® While demand for OST
has increased in Australia in recent years, the availability of
treatment has remained the same, resulting in frequent delays
and waiting lists, particularly in remote and rural areas.’ In
some regions, where one prescribing doctor or dispensing
pharmacist often covers a wide geographical area, clients have
reported travelling more than two hours daily or several times
per week to access OST.> Pregnant women and women with
children who use opiates are often hesitant to access services
for fear that Child Protection Services may potentially take
their children into protective care.’ Guidelines for prescribing
and administering pharmacotherapies in Australia were being
reviewed at the time of writing.

In New Zealand, approximately 4600 individuals are receiving
OST, mostly in the form of methadone.” Significant waiting
times and restrictions on takeaway doses have been reported
among the top three perceived barriers to OST."" Resource
constraints pose an additional obstacle in the transfer of OST
provision from specialist OST sites and its integration into
primary care settings."”

There is generally a lack of treatment options, and no OST
provision, in the PICTs. Existing responses to drug and alcohol
use are usually abstinence-based and largely delivered
through mental health and counselling programmes.* A 2008-
9 situational analysis by the Burnet Institute identified a focus
on prevention-focused education and training programmes
around drug and alcohol use for young people; however, it is
unclear whether these interventions have had an impact on
behaviour change in the sub-region, and there has been little
evaluation of their effectiveness.*

j Methadone and buprenorphine are provided free to pharmacies and clinics in Australia
by the federal government under the Pharmaceutical Benefits Scheme (PBS). These
services then charge the client for dispensing, often charging more for takeaway doses.



Antiretroviral therapy

HIV prevalence among PWID remains low in Australia (1.0%)
and New Zealand (0.4%) (see Table 2.7.1). However, the drug-
related HIV burden is not consistent across sub-groups of
injectors. In 2011, a higher proportion of HIV cases among
Aboriginal and Torres Strait Islander people (19.4%) were
attributed to IDU compared with new HIV diagnoses among
non-Indigenous people (2.5%),” and HIV rates within these
sub-populations who inject drugs are high by comparison.
It is estimated that in Australia the total number of people
prescribed antiretroviral therapy (ART) increased from 9463 in
2006 to 11,523 during 2010.° It is unclear how many of these
people are PWID.

New data indicate that almost half (47.6%) of PWID in Australia
accessed HIV testing in the last year. This proportion is lower
than in New Zealand, where 80% of PWID reported having an
HIV test in 2009.2

In 2010, Australasia was reported to have the second highest
level of ART coverage among PWID after Western Europe.'®
Papua New Guinea, Fiji, Timor Leste and states in Micronesia
provide ART, but it is unknown how many PWID living with
HIV are receiving treatment.

Viral hepatitis

In contrast to low HIV prevalence among PWID in the region,
viral hepatitis rates are high and increasing in key areas of
the region. Australia and New Zealand both have HCV rates
over 50% among PWID.! Liver disease, most commonly as
a result of viral hepatitis, has become the most common
cause of mortality among ageing people who are dependent
on opioids.” For example, incidence of HCV among PWID
enrolled in the Hepatitis C Incidence and Transmission Study
community (HITS-c) in Sydney increased from 5.0 per 100
person years in 2009 to 9.3 in 2010." In some regions, such
as South Australia and Western Australia, levels of HCV are
substantially higher in the Aboriginal and Torres Strait Islander
population than in the non-Aboriginal population.’®

Hepatitis B (HBV) prevalence among PWID has remained
stable over the past decade - 2.8% in New Zealand and 4% in
Australia, according to a 2011 systematic review.! Surveillance
studies show that there has been an increasing number of
newly diagnosed HBV cases among Aboriginal Australians,
despite vaccination programmes,® with IDU reported as the
most frequent source of exposure.'®

Targeted, integrated HIV and viral hepatitis programmes
operate free of charge across Australia and are particularly
common in capital cities. Despite high levels of provision, the
AIVL estimates that less than 10% of people living with chronic
HCV access treatment every year.? Barriers to HCV testing and
treatment among PWID include stigma and discrimination in
the health care sector, lack of housing, treatment and post-
treatment support.’

In Christchurch, where the largest population of PWID in New
Zealand resides, a specialised pilot programme dedicated
solely to addressing HCV testing, treatment and support
has operated since January 2009, enrolling more than 530
clients as of November 2011.%" The Christchurch Hepatitis C
Community Clinic operates as an integrated model attached
to an NSP and liaises with various local agencies, including
OST programmes, hospitals offering antiviral therapy and
general practitioners (GPs). Its low-threshold services and
accessible community setting have attracted PWID who may
feel stigmatised by mainstream health services.

Little is known about the prevalence of viral hepatitis in the
PICTs. HBV is highly endemic in Tonga, where more than 10%
of the population is estimated to have active HBV infection.?
The WHO Western Pacific Regional Office (WHO-PRO) has
also documented HBV in Guam, Kiribati, Solomon Islands, Fiji,
Vanuatu, New Caledonia, Federated States of Micronesia and
Samoa.” Low HCV prevalence has previously been recorded
among Samoans and American Samoans, with tattooing
practices potentially contributing to infection.?* It is unclear
what role drug and alcohol use plays in the viral hepatitis
context in the PICTs.

Tuberculosis

The incidence of tuberculosis (TB) cases is low at between 5-6
cases per 100,000 people in Australia, or 1062 bacteriologically
confirmed cases of TBin 2009.% Incidence rates in New Zealand
are higher than those in Australia at around 10 per 100,000
people, representing approximately 350-400 cases per year.?
Foreign-born individuals are disproportionately affected:
for instance, all cases of multidrug-resistant TB (MIDR-TB) in
Australia in 2009 were among individuals from Papua New
Guinea and the Torres Strait Islands cross-border region, and
over two-thirds of all TB cases in New Zealand are in foreign-
born individuals, particularly among people from the PICTs.
It is estimated that 11,000 people across 22 PICTs acquire TB
every year, 50% of whom are infectious cases.?’

It is not known what proportion of PWID across the region
have had TB diagnosed and treated successfully, or to what
extent TB/HIV co-infection occurs among PWUD.

Overdose

A recent meta-analysis showed that among other world
regions, Australasia had the lowest pooled crude mortality
rates (CMRs) among people who use opioids, with overdose
reported most commonly as the cause of death.?® Non-fatal
heroin overdose is highly prevalent,? while drug overdoses
attributed to prescription drugs are overrepresented in
remote and rural areas of Australia.® Recent evidence has
shown the positive effect of the Sydney MSIC on overdose-
deaths: calls to ambulance services to attend to opioid-related
overdoses declined significantly in the vicinity of the Sydney
safe injecting facility (SIF) after it opened, compared to the
rest of New South Wales.®'



Naloxone is a prescription-only drug administered to reverse
the effects of overdose by ambulance paramedics and other
medical staff through registered health services in Australia.
In late 2011 the first trial piloting distribution of naloxone for
peer administration was launched in Canberra.?? The two-year
training programme seeks to make naloxone more widely
available by training 200 PWID, their families and friends to
respond to drug overdoses. This will include training on the
administration of naloxone, which will be funded by the
government.®'

Harm reduction in prisons

Drug use and injecting are common in Australasian prisons.
Almost half of participants (48-49%) in the 2011 Australian
Needle and Syringe Program Survey reported a lifetime history
of imprisonment, and 10% reported incarceration in the last
year.® One in three (31-37%) of those who reported having
been incarcerated in the past year had injected drugs while
in prison.?* Studies have shown that Aboriginal Australians,
and Aboriginal women in particular, are overrepresented in
prisons and tend to experience elevated rates of HIV, HCV and
other blood-borne viruses.* Previous research in Australian
prisons has suggested that prisoners are more likely to share
injecting equipment in custody than people in the general
community, and found that HCV rates among prisoners were
higher than 20%.%

There are currently no NSPs in prisons in the Oceania region.
However, OST is available in most Australian and New
Zealand prisons. In 2011 the Australian Capital Territory (ACT)
government invited public submissions on a proposed NSP
trial at the Alexander Maconochie Centre (AMC) in Canberra.*®
At the time of writing, plans to initiate the NSP had been
placed on hold amid debates among key stakeholders, with
an implementation date yet to be determined.’

Policy developments for harm
reduction

Although nosignificant changes to harm reduction policy have
occurred at the national level in Australia, the debate around
drug policy reform and decriminalisation has broadened
considerably. In response to the Global Commission on
Drug Policy’s 2010 report,*” Australia 21, an independent,
multidisciplinary NGO, brought together 24 former senior
state and federal politicians, experts in drug policy and public
health, young people, a business executive and former law
enforcement officers to discuss Australia’s present drug policy
and explore moving toward a decriminalisation approach
to illicit drugs. The report that followed the 21 January 2012
high-level roundtable, The prohibition of illicit drugs is killing
and criminalising our children and we are all letting it happen,

k For more information, visit http://www.australia21.org.au.

has since called for a review of Australia’s drug law toward a
decriminalisation and regulation approach of illicit drugs.®
Despite more open debate around drug policy reform, there
has been increased interest by some state governments
and funders in the ‘New Recovery’ movement, which in the
Australian context has promoted abstinence as an externally
enforced goal for people who use opiates, and limits the time
period during which a person may be able to access OST.?

In 2010, Australia released its Third National Hepatitis
C Strategy 2010-2013*°* and accompanying National
Surveillance and Monitoring Plan.* The inclusion of concrete
targets and dedicated resources in the new document is a
significant improvement on the previous strategies between
1999 and 2008, as it will allow for monitoring and evaluation of
its effectiveness.*! Targets to be measured include increasing
access to sterile injecting equipment through NSPs, and
reducing the burden of disease attributed to chronic HCV in
Australia.

An extensive review of New Zealand’s drug law began in early
2010. In June 2011 an independent, government-funded law
advisory body, the Law Commission, tabled in Parliament
its final report and 144 recommendations for reforming the
Misuse of Drugs Act 1975.The review called the current policy
‘outdated’ and recommended greater investment in harm
reduction, education and addiction treatment, amendment
of drug paraphernalia laws and decriminalisation of small
amounts of drug possession.*?

Many of the same concerns as in 2010 are still applicable
to the context of the PICTs. Responses to drug use in the
region have generally been law-enforcement-centred.*
However, recent reports have cited the development of a
broadening perspective that takes into account public health
and development approaches.* Increased engagement in
the region from agencies such as WHO-PRO, the Secretariat
of the Pacific Community (SPC) and the Pacific Drug and
Alcohol Research Network (PDARN) have increasingly brought
attention to drug and alcohol issues in the PICTs. For instance,
a significant concern emerging out of the 2011 meeting of
PDARN remains the lack of national frameworks to address
the production of homebrew alcohol, which has been linked
to increased crime, particularly violence against women.*
“ The lack of data and resources to conduct comprehensive
research continues to hamper the design and implementation
of appropriate policy responses.®®



Civil society developments for harm
reduction

Civil society organisations (CSOs) and organisations of
people who use drugs have been integral to Australia’s harm
reduction response at the national and state levels. Although
advocacy on behalf of PWUD remains underfunded, the AIVL
and its member organisations across the country regularly
engage in advocacy within academic, community and policy
forums. AIVL recently completed its Online Discrimination
Survey as part of the broader National Anti-Discrimination
Project which aims to reduce stigma and discrimination,
improve access to services and reduce social exclusion among
PWID and those on OST."® A report summarising the findings
and exploring the history of stigma and discrimination against
PWUD was published in July 2011.2

In August 2011 the New Zealand Drug Foundation and the
New Zealand Society on Alcohol and Drug Dependence
organised a Drug Policy Symposium that brought together
experts from New Zealand and overseas. The aim of the
symposium was to engage policymakers and funders in a
conversation around integrated and effective treatment for
drug dependence in light of the government’s commitment
to provide additional funding for treatment.*

Although civil society in the PICTs has established a more
visible presence in recent years, its engagement in regional
forums around harm reduction has remained very limited.
Activities have largely been hindered by inadequate
resources. The Pacific Regional Rights Resource Team (RRRT)
is active in the region, providing training, technical support
and policy and advocacy assistance on issues of governance,
democracy and human rights. PDARN is the only research
and information network in the Pacific Region with a specific
focus on substance use and related issues. The network first
met in 2005 in response to a lack of data describing drug and
alcohol issues in the PICTs, and held its most recent meeting
in 2011 in Fiji. The gathering brought together government
officials, NGOs, representatives from multilateral agencies,
researchers and law enforcement representatives to exchange
information and collaborate on joint activities.® Among the
priorities identified for the region are the urgent need for
technical and financial support to develop effective national
alcohol policies and action plans, the need for adequate
funding for conducting comprehensive research to inform
responses and the need for ongoing support to strengthen
networks within countries and the region.?

Multilaterals and donors:
developments for harm reduction

Bilateral funds from Australia and New Zealand remain
an important source of support in the PICTs.* Multilateral
agencies such as WHO-PRO have increasingly worked with the
SPC and PDARN to improve the level of engagement in the
region. The Australian government, through the Australian
Agency for International Development (AusAID), is also
an important source of bilateral support for HIV and harm
reduction programming across Asia and the Pacific.

Support for harm reduction services and for organisations
of PWUD in Australia has long been provided by the federal
government and state governments, generally via health
departments. In the past two years, a competitive funding
model has been introduced whereby a larger number of
NGOs compete for a smaller pool of funding in one-year
cycles, resulting in increasingly insecure funding year to year.’
The level of funding for harm reduction programmes such as
NSPs and OST nationally has remained the same as reported
in 2010. No significant changes in funding or support for harm
reduction were reported in New Zealand.
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Table 2.8.1: Epidemiology of HIV and Viral Hepatitis,
and Harm Reduction Responses in Middle East and North Africa

- . Hepatitis B H " b
5 arm reduction response!'
. . HIV prevalence i (anti-HBsAg) e
Country/territory with HCV) prevalence
P People who among people prevalence among
reported injecting L o among people L
inject drugs® who inject drugs - people who inject
drug use o who inject drugs
(%) (%) drugs

(%)’
Algeria nk nk nk nk
Bahrain nk nk nk nk
Egypt 85,0002 6.5-6.82¢¢ 49.4 (35.8-63) 13.5 (10.9-16) v (2P

170,000 -

Iran 230.000° 15 (9.5 - 22.9)* 50.2 (34.5-65.9) 17.3 (3.7-30.9) v (421 (P) « (3,373)° (B,M)
Iraq nk nk nk nk % (P) X
Israel nk 2.94 (2.07-3.81) 67.6 2.8 (0-5.5) v (5 « (B,M)
Jordan nk nk nk nk % (P) b 4
Kuwait nk nk nk nk X b 4
Lebanon nk 05 52.8° 2.5 (0-5) v (1-5) (P) v (1)(B)
Libya 1685 877® nk nk X x
Morocco 18,5002 11.4 (0.4-21.8)° nk nk v (6)°(P) v (3)° (M)
Oman nk 11.8 (5-18.6) nk nk v (1) x
Palestine nk 0%e 38.280) 6.4 v (1) X
Qatar nk nk nk nk X x
Saudi Arabia 10,000% 0.6"3 49.8 (14.1-85.4) 18.5 X b 4
Syria 10,0002 nk 60.5 nk % (P) %
Tunisia nk 2.4 nk nk v (3° X
United Arab Emirates (UAE) nk nk nk nk b 3 v *(BN)
Yemen nk nk nk nk % (NP) b

nk= not known
© = sub-national data

a Unless otherwise stated, data are sourced from Mathers B et al. for the Reference Group to the UN on HIV and Injecting Drug Use (2008) Global epidemiology of injecting drug use and
HIV among people who inject drugs: a systematic review, Lancet, 372(9651):1733-1745.

b Unless otherwise stated, data on NSP and OST coverage are sourced from Mathers B, Degenhardt L, Ali H, Wiessing L, Hickman M, Mattick RP, Myers B, Ambekar A & Strathdee SA for the
Reference Group to the United Nations on HIV and Injecting Drug Use (2010) HIV prevention, treatment and care for people who inject drugs: A systematic review of global, regional and
country level coverage, Lancet, 375(9719):1014-28.

¢ The number in brackets represents the number of operational NSP sites, including fixed sites, vending machines and mobile NSPs operating from a vehicle or through outreach workers.
(P) = needles and syringes reported to be available for purchase from pharmacies or other outlets, and (NP) = needles and syringes not available for purchase.

d The number in brackets represents the number of operational OST programmes, including publicly and privately funded clinics and pharmacy dispensing programmes. (M) = metha-
done, (B) = buprenorphine.

e Sub-national data from 2010 behavioural/biological surveillance conducted in two cities: Alexandria and Cairo.

f Year of estimate: 2007.

g Includes sites in the community and in prisons.

h 2010-2011 estimate based on people who inject drugs (n=3441) enrolled in the detoxification centre at Al-Amal Hospital in Riyadh, and may not be representative of out-of-treatment
and other populations of people who inject drugs.

i Population size estimate reported by NAP for 2011, but no information was available at the time of writing as to how this size estimate was arrived at.
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Map 2.8.1: Availability of needle and syringe exchange programmes (NSP)
and opioid substitution therapy (0ST)
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Harm Reduction in the Middle East and
North Africa

The Middle East and North Africa (MENA) is one of two regions
in the world where HIV rates continue to increase.” People
who inject drugs (PWID), men who have sex with men (MSM)
and female sex workers (FSWs) remain the most affected
groups. Estimates of the numbers of PWID across the region
vary from over 300,000'° to approximately 1 million,"" a wide
range that is complicated by the lack of reliable size estimates
for populations of PWID in most countries in this region.
Although important progress has been made in improving
monitoring and surveillance to inform data gathering,
and to target prevention and treatment efforts among key
populations at higher risk of HIV, availability of reliable data
remains extremely poor.

Available data indicate that injecting drug use (IDU)
contributes to HIV epidemics in most MENA countries, is
increasing in some (for example, Syria, Egypt, Libya, Oman and
Bahrain) and is driving the HIV epidemic in others (Iran, Libya).
Since 2010 there have been significant policy developments
and scale-up of harm reduction programmes as an HIV
prevention strategy in several countries in the region, pointing
to an increased willingness from governments to address
key populations at higher risk of HIV, including drug-related
epidemics among PWID.

Eight countries in the region implement needle and syringe
exchange programmes (NSPs) to varying degrees, and five
provide opioid substitution therapy (OST) (see Table 2.8.1).
The reach of harm reduction programmes has expanded
in Iran and Morocco. In 2010, Morocco started prescribing
methadone for substitution therapy at three pilot sites in
Tangier, Salé and Casablanca, with plans to scale up its
methadone maintenance therapy (MMT) programme to
seven additional sites.? Significant scale-up of harm reduction
programmes have occurred in the community and in prisons
in Iran, where programmes covered an estimated 42.6% of
PWID as of 2010, and expanded provision to 3,373 MMT sites
in public and private treatment centres and in prisons as of
August 2011, compared with 680 to 1100 sites reported
in 2010.2 Despite these positive developments in service
provision, the scope and coverage of existing services remain
insufficient to have a marked impact on reversing HIV and viral
hepatitis epidemics among PWID. Where programmes already
exist, improvements in scale and quality are urgently needed
to ensure that interventions achieve the greatest impact.

Poly-drug use is common across the region, particularly
with pharmaceutical prescription drugs, as well as other
substances such as hashish. A recent increase in use of
amphetamine-type stimulants (ATS) among people who use
drugs (PWUD) in the community, those enrolled in MMT and
those in prisons has been documented in recent years in some

countries, with potential for these substances to be injected.?
Overlaps between IDU and the exchange of sex for money —
but also for drugs, food and shelter — have been increasingly
documented in the region (for example, in Syria and Egypt).?
Improved monitoring systems at the local and national
levels in most countries are urgently required to gain a more
nuanced understanding of local drug-related epidemics and
intersections with other populations at high risk of HIV such
as sex workers and MSM, and inform integrated, targeted
responses across sectors.

A significant concern in the MENA region remains the high
prevalence of viral hepatitis and tuberculosis (TB) among
inmates, particularly those who engage in IDU in prisons and
other closed settings. Harm reduction initiatives in prison
settings are only available in Iran, despite evidence that
injecting equipment is commonly shared in prisons across
the region, including in Iran, Jordan, Kuwait and Lebanon.
Improving the coverage of TB and HIV co-treatment is a
persisting challenge for the region and is particularly relevant
to addressing the needs of the most marginalised populations
of PWID."

Severe levels of marginalisation and criminalisation of PWID
across the MENA region pose substantial barriers to effective
service provision and outreach. Women who inject drugs
comprise a small proportion of all PWID in the region but
tend to experience higher levels of HIV, hepatitis C (HCV)
and other blood-borne viruses and increased levels of stigma
and discrimination. They are also less likely than men who
inject drugs to access harm reduction programmes.® '3 1
Gender-sensitive harm reduction programming remains a
considerable gap, with the notable exception of Iran, the
only MENA country to have successfully developed female-
operated harm reduction services targeted at women."”
Since the first female drop-in centre was opened in 2007, the
gender-specific programme been has expanded to 27 sites
in several major cities in Iran.” Strengthening the response
among PWID in the MENA region will require a reorientation
of laws and policies that continue to criminalise PWID and
hinder the implementation of evidence- and human-rights-
based HIV prevention and treatment services.

Several countries in the region now explicitly mention key
populations at higher risk of HIV, including PWID, as part of
their national HIV strategies, including Jordan, Syria and
Tunisia since last reported in 2010. This suggests a slight shift
in the regional policy environment toward greater acceptance
of harm reduction as a core strategy for HIV prevention among
PWID. The Middle East and North Africa Harm Reduction
Association (MENAHRA) has been an important catalyst for
increased government and civil society attention to harm
reduction since its founding in 2007. Regional momentum
for harm reduction implementation and policy has increased
further following MENAHRA’s multi-country Round 10 grant
from the Global Fund to Fight AIDS, Tuberculosis and Malaria,



which has been implemented beginning in January 2012.
The US$6.2 million grant awarded to MENAHRA in 2010 is
the first regional Global Fund grant exclusively dedicated
to support harm reduction and civil society activities. The
grant came into effect in 2012, and over the next five years
MENAHRA will work together with the Global Fund and other
international, regional and national stakeholders to advocate
for an improved policy environment for implementing harm
reduction programmes, and to build the capacity of civil
society organisations (CSOs) working for harm reduction in 12
countries in the region.

Developments in harm reduction
implementation

Needle and syringe exchange programmes (NSPs)

As reported in 2010, eight countries in the MENA region have
operational NSPs (see Table 2.8.1). Iran continues to have the
highest level of provision in the region, with a total of 6,022,834
free needles and syringes distributed through 421 sites across
the country over a one-year period ending in September
2011.2 There has been an increase in service provision in
Morocco, where six NGO-run sites are now operating in Nador,
Al Hoceima, Rabat, Oujda, Tangier and Tetouan. Although
no formal harm reduction programmes distribute sterile
injecting equipment in Oman, anecdotal evidence of small-
scale, unofficial syringe distribution has been reported in the
Muscat area.® Importantly, Syria’s new 2011-2015 National
Strategic Plan on HIV and AIDS prioritises prevention among
populations at higher risk of HIV including PWID.? As of early
2012, plans were underway to initiate an NSP pilot with
support from the Global Fund channeled through MENAHRA.
Sterile needles and syringes are extremely difficult to obtain
in Bahrain, where pharmacy provision is only possible on
prescription. PWID are highly criminalised, with reports of
arrest for possession of drug paraphernalia including new
needles and syringes.'®

Estimates of NSP service coverage are sparse in the region,
due largely to the lack of reliable size estimates of numbers
of PWID and inadequate monitoring of existing services.
Global AIDS progress reports submitted by governments to
UNAIDS suggest that coverage remains extremely limited.
Iran has the highest NSP coverage in the region, distributing
26-35 syringes per PWID per year® — a slight decrease from
the average 41 syringes per person per year reported to be
distributed in 2010."” In Morocco 13 syringes were distributed
per person per year in 2011, a minor improvement compared
with 7 syringes per person per year distributed in 2010,
but still far below levels needed to have a positive impact

j Iran, Pakistan, Libya, Lebanon, Syria, Jordan, Bahrain, Morocco, Egypt, Afghanistan,
Oman, and West Bank and Gaza.
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on HIV and viral hepatitis epidemics in this population.*®
During the same period, three NGOs with support from the
Global Fund in Tunisia distributed 137,000 free needle syringes
to 9000 PWID, amounting to similarly low coverage at 15.2
syringes per person per year. No national data on coverage
are available for Lebanon, but reports from Soins Infirmiers et
Développement Communautaire (SIDC), an NGO providing
this service, indicate that coverage was exceptionally low
at 1.6 syringes per person per year.> The majority of PWID in
Tunisia, and nearly half in Jordan (49.8%) and Iran (48.6%)
access injecting equipment from pharmacies.

Research indicates that there is a high prevalence of sharing
syringes and other injecting equipment such as cookers,
vials, containers, filters or rinse water in MENA countries.
For instance, 63% of PWID in Jordan report engaging in the
high-risk practice of ‘frontloading;' and almost three-quarters
report sharing injecting paraphernalia: Where figures are
available, high rates of syringe-sharing are also reported in
Lebanon (21%),'" Bahrain (53.4%)'® and Syria (46%).%°

The criminalisation of PWUD and acute stigma, discrimination
and human rights violations against them pose significant
obstacles to accessing existing services. For example,ina 2011
study among 300 PWUD in Northern Morocco, 87% reported
experiencing police violence, and 50% reported human rights
violations by medical personnel; when asked to elaborate on
the type of police abuse, 83% reported recurrent harassment
and 65% reported illegal practices.”

Opioid substitution therapy (OST)

In 2012, five countries in the MENA region provide OST to
varying degrees: Iran, Israel, Lebanon, Morocco and the United
Arab Emirates (UAE). The most significant programme scale-
up occurred in Iran, where there were 3373 sites in public and
private treatment centres and in prisons providing MMT as of
August 2011 - a considerable increase in provision compared
with 680 to 1100 sites reported in 2010.2 Buprenorphine and
opium tincture are also offered as maintenance therapies in
Iran, with 3500 persons receiving the latter as of February
201223

Progress was also made in Morocco, where methadone was
approved for substitution therapy in November 2009, and OST
pilot sites in three cities —Tangier, Salé and Casablanca - began
prescribing in June the following year. Responding to positive
results from a 2011 evaluation, the government of Morocco
approved the scale-up of the MMT programme to a further
seven sites in Oujda, Rabat, Marrakech, Tetouan, Nador, Al
Hoceima and Agadir.? Information on the availability of OST in

k The 2009 WHO, UNAIDS, UNODC Technical Guide for countries to set targets for universal
access to HIV prevention, treatment and care for injecting drug users categorises NSP cover-
age levels as follows: low (<100 needles/syringes per injector per year), medium (>100-
<200 needles/syringes per injector per year) and high (=200 needles/syringes per injector
per year).

| ‘Frontloading’is a drug-sharing ritual that involves injecting with a syringe after
someone else has squirted drugs into it from his/her used syringe, either by removing the
plunger (backloading) or needle (frontloading) from the receiving syringe.



the UAE was unknown in 2010, yet since then the government
has confirmed that there are eight patients receiving
buprenorphine-naloxone combination for substitution at
the National Rehabilitation Centre, a drug treatment facility
run by the Dubai police in Abu Dhabi2 A decree on OST
implementation was signed by Lebanon’s Ministry of Health
and a national OST taskforce put in place to provide technical
support for developing OST clinical guidelines in September
2010. By March 2012, 120 clients were reported to be receiving
buprenorphine as substitution therapy from two government
hospitals in Beirut? Authorities in Oman have recently
approved the implementation of an OST pilot, but it is as yet
unclear when it will start.> Methadone is available in Bahrain
but used only for detoxification on an inpatient basis, rather
than maintenance. Saudi Arabia has established the first OST
committee and agreed to initiate MMT services through one
pilot site in Al-Amal Psychiatric Hospital in Riyadh.??

OST coverage estimates are almost non-existent in the MENA
region, with the exception of Iran. Bio-behavioural surveillance
in Iran in 2010 indicated that at the time of study 42.6% of
people who had injected in the last year were receiving
MMT.* Women who inject drugs in Iran, as women injectors
in other settings,” experience higher levels of HIV, HCV and
other blood-borne viruses and increased levels of stigma and
discrimination but are less likely than men who use/inject
drugs to access harm reduction programmes.”> > A clinic
for women who use drugs that provides a range of services
including MMT was established in Tehran in 2007 and has
now expanded to 27 sites around the country.?* Subsequent
research showed that women who use drugs respond well
to MMT: within six months of initiating MMT, decreases
were observed in heroin use, levels of dependence and
engagement in high-risk injecting behaviour and criminality.'
A gender-sensitive setting designed and operated for women
was key to engaging this population in harm reduction and
drug treatment services.'

HIV testing and antiretroviral therapy (ART) for
people who inject drugs

Although an increasing number of countries™ in the
region now conduct bio-behavioural surveillance among
populations at higher risk of HIV, including PWID? data on
HIV prevalence, testing and antiretroviral therapy (ART) in
the region are largely based on detoxification services, police
registers and prison records. As such, available figures in many
countries tend to be underestimated, are highly susceptible
to reporting bias and are unlikely to be representative of the
broader population of PWID.

Voluntary counseling and testing (VCT) is available in
several MENA countries, yet where it exists, there are few,
if any, facilities specifically targeted at PWID. Mandatory

m  Tunisia, Morocco, Jordan, Iran, Egypt, Algeria, Libya, Oman (planned) and Syria
(planned).

testing is widely implemented across the region, with the
exception of Morocco, the only country with explicit national
policies prohibiting mandatory testing.'? In early 2012, the
government of Libya announced plans to establish eight
VCT centres targeted at key populations at higher risk
of HIV, including PWID.* The UAE has recently reviewed
existing policies on mandatory HIV screening, allowing for
the introduction of VCT for the first time.? Testing for drug
users is mandatory on entering treatment or on arrest/
imprisonment in several countries, including the UAE, Iraq
and Bahrain. Available estimates reported by countries to
UNAIDS in March 2012 indicate that only a small proportion
of PWID are getting tested and following up their test results:
19.5% in Tunisia, 11% in Morocco, 26.9% in Jordan, 40.9% in
Egypt and 24.8% (16.9% among PWID under 25 years old) in
Iran.2 In Syria, uptake of existing VCT services was generally
low (1541 clients in 2011), representing only 0.23% of all tests
conducted that year. However, it is unknown what proportion
of VCT clients are PWID, since there are no VCT services
targeting this population.? In Bahrain, a country where HIV is
primarily driven by IDU, mandatory testing of HIV, hepatitis B
(HBV), HCV and TB is routinely performed, particularly among
migrants and mobile populations, all of whom are deported
upon a positive diagnosis. Most newly identified HIV cases in
Bahrain are among males, three-quarters of whom are non-
Bahraini migrants, with 58.1% of these attributed to IDU.?

Regionally, recent estimates of HIV prevalence among PWID
range from 0.6% in Saudi Arabia" to over 10% in Iran, Libya,
Morocco and Oman. However, much higher rates of HIV
have been detected at the local level within some countries.
A surveillance survey conducted by the Liverpool School of
Tropical Medicine with the support of the European Union in
the Libyan capital, Tripoli, detected 87% HIV prevalence among
PWID. In the past, IDU has accounted for as many as 90% of
HIV cases in Libya.?® In Iran, HIV estimates range considerably,
from 2.2% to 44.4%, with the highest prevalence documented
in Tehran, Fars and Lorestan provinces.* Increases in prevalence
have been documented in some parts of the region, particularly
in Tehran, Khuseztan, Fars and Sistan-Baluchestan provinces in
Iran, as well as in Egypt, where HIV prevalence among PWID
rose sharply from 0.6% in 2006 to 6.7% in 2010.>%

Despite improved access to ART in some countries at the end
of 2010, including Lebanon (37%), Morocco (30%) and Oman
(45%), the estimated regional coverage remains low at 13%
in 2011.2 It is unknown what proportion of ART recipients
are PWID and how ART coverage in this population fares
compared with regional coverage among all people living
with HIV. In Libya, ART is currently provided for free to an
estimated 2000-2500 people living with HIV from four sites
including hospitals in Tripoli, and one each in Benghazi and
Sabha, but information on the proportion of ART recipients

n Estimate based on mandatory testing among clients enrolled in detoxification at
Al-Amal Hospital in Riyadh, and cannot be generalised to the entire population of people
who inject drugs in Saudi Arabia.



who are PWID is unavailable.’ * According to the World Health
Organization (WHO), nine of 11 countries surveyed in the
MENA region in 2010 reported ART availability for PWID;
however, data on the scope and reach of treatment were
not known.? In Iran in 2010, 580 PWID were reported to be
receiving ART.?® Estimates of ART coverage among PWID are
very limited across the region.

Viral hepatitis

According to a 2011 global systematic review, figures on
HBV and HCV prevalence among PWID are available for only
a fraction of MENA countries.” The large ranges for available
figures suggest that the quality of estimates in the region
is limited, and existing estimates are inexact at best (see
Table 2.8.1). All seven countries that reported data had HCV
prevalence close to or above 40% among PWID. In Israel and
Syria, HCV rates among PWID exceed 60%. Prevalence of
HBV ranges from 2.5% in Lebanon to 18.5% in Saudi Arabia.
Additionally, a local study in Tehran, Iran, found that co-
infection with HBV and HCV was significant in PWID living
with HIV: up to 61.2% and 85.1%, respectively.?®

Information on the extent of the response to viral hepatitis
among PWID in MENA is limited. In 2011, the WHO reported
that among 11 countries surveyed in the region, seven
provided viral hepatitis diagnosis, treatment and vaccination
services for PWID.? However, the scope and coverage of such
interventions among PWID are unknown. The high prevalence
of HBV in the region highlights the need for intensified efforts
to increase provision and uptake of HBV vaccination targeting
this population.

Tuberculosis

There are no systematic data on rates of TB, multi-drug-
resistant TB (MDR-TB) and TB/HIV co-infection among PWID in
the MENA region. Data from Libya indicate that there were 731
new TB cases in 2011, 128 of which were TB/HIV co-infected.?
However, people living with HIV are not routinely screened for
TB, and there is no information on rates among PWID. In Iran,
approximately 14,000 people were affected by TB in 2010,
50 of whom had MDR-TB; it is not known what proportion of
these also used drugs.®

According to UNAIDS 2011 Universal Access reporting,
coverage of treatment for people with TB/HIV co-infection
in the region ranges from less than 10% in five countries
to between 22% and 55% in another four, and nearly full
coverage in Oman (100%) and Algeria (99%).”” However,
disaggregated data by population are not available, and as
such the proportion of PWID with TB/HIV co-infection among
those receiving treatment is not known. Similarly, in 2011, six
countries in the region reported availability of prevention,

o Interruptions in treatment for over six months in 2011 due to in