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Introduction

In recent years, the international community has responded to the growing HIVV/AIDS
epidemic with bold commitments to provide universally available treatment and preven-
tion services. e United States is the single largest supporter of international HIV pro-
grams, with $4.5 billion in assistance for HIVV/AIDS, tuberculosis, and malaria programs
approved in FY2007.

Donor support has focused primarily on sub-Saharan Africa, where the majority of
HIV infections occur, spread largely through sexual contact. But outside this region, in-
jection drug use is 0 en the primary driver of HIV/AIDS. Injection-related HIV has now
been reported in at least 114 countries, with more than 4 million people infected as a re-
sult of contaminated injection equipment.?

Drug-driven HIV epidemics may be relatively small in size but are among the world’s
fastest growing. Russia, China, Indonesia, and Malaysia, which together account for more
than a quarter of the world’s population, all have signi cant HIV epidemics driven by
injection drug use. In country a er country, HIV prevalence among drug injectors has
climbed, o en by more than 15 percent in a single year. Countries in Africa, already strug-
gling with advanced HIV epidemics, now face epidemics among a growing population of
injectors, most notably in Nigeria and Kenya.

1. UNAIDS, Health Canada, Open Society Institute, Canadian International Development Agency, “ e
Warsaw Declaration: A Framework for E ective Action on HIVV/AIDS and Injecting Drug Use,” paper pre-
sented at the Second International Policy Dialogue on HIV/AIDS, Warsaw, Poland, November 12-14, 2003,
http://data.unaids.org/Publications/External-Documents/warsaw_declaration_18nov03_en.pdf. See also,
UNAIDS, AIDS Epidemic Update: December 2006, http://www.unaids.org/en/HIV_data/epi2006/default.
asp.
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Drug-driven HIV epidemics o en spread with high e ciency, in part because there
are very few health and social services available for injection drug users (IDUs). Of the
estimated 13 million people worldwide who inject drugs, 80 percent live in developing
countries. e secretary general of the United Nations recently reported that 92 percent of
injection drug users in low- and middle-income countries have no access to HIV-preven-
tion services of any kind.?

As the U.S. President’s Emergency Plan for AIDS Relief (PEPFAR) enters its second
phase and the U.S. Congress considers reauthorization of the PEPFAR program, there is
an opportunity for the United States to strengthen provisions and policies that address the
dangerous nexus between injecting drug use and HIV infection. One promising area for
expansion is in treatment for drug dependence, speci cally with maintenance therapy us-
ing methadone and buprenorphine, which a growing body of evidence indicates reduces
signi cantly the use of illicit drugs, needle sharing, and HIV transmission. Maintenance
therapy, on its own, will not avert a widespread HIV epidemic. e single most e ective
form of HIV prevention for injectors is needle and syringe exchange, and its impact can
be increased by linking syringe exchange and maintenance-based treatment programs.
However, the United States prohibits the use of federal government funding for needle
exchange, so it is particularly important that this work be coordinated with other donors.
By expanding U.S. support for maintenance therapy and strengthening integration of drug
treatment and HIV-prevention services, the United States can help curb the spread of HIV
in areas of the world where the pandemic is spreading most rapidly.

is paper rst outlines why drug maintenance therapy is an e ective HIV preven-
tion intervention; o ers a snapshot of treatment availability in 12 developing countries;
and concludes with recommendations to more fully integrate drug treatment services and
HIV-prevention e orts in PEPFAR’s next phase. Findings and recommendations are based
on data gathered on 12 developing countries: 10 with IDU-driven HIV epidemics (China,
Georgia, Indonesia, Kazakhstan, Kyrgyzstan, Malaysia, Russia, Tajikistan, Ukraine, and
Vietnam) and 2 with emerging epidemics among IDUs (Kenya and Nigeria). A longer
version of this report, which summarizes the underlying research in greater detail, will be
published in late 2007.

Nexus between Drug Treatment and HIV Prevention

Drug addiction is best understood as a complex illness, but one that, as with other medical
disorders, can be e ectively treated. Maintenance treatment with methadone or buprenor-
phine is currently recognized as the only consistently e ective treatment for opioid addic-
tion. For long-term heroin users, drug treatment without methadone or buprenorphine is
generally unsuccessful.® By occupying the brain’s opioid receptors, such therapy can help
stabilize brain neurochemistry and thereby break the cycle of withdrawal and craving.

2. Ban Ki-moon, “Declaration of Commitment on HIVV/AIDS and Political Declaration on HIV/AIDS:
Focus on Progress over the Past 12 months,” United Nations, March 20, 2007.

3. Laura Amato et al., “An overview of systematic reviews of the e ectiveness of opiate maintenance
therapies: available evidence to inform clinical practice and research,” Journal of Substance Abuse Treatment
28 (2005): 321-329.

4. A third medication, naltrexone, is used on a limited basis in some of the countries covered in this re-
port, most notably Vietnam and Russia, but has no proven e cacy in HIV prevention. Naltrexone does not
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e primary HIV risk for injecting drug users comes from contaminated needles and
syringes. Drug treatment with methadone and buprenorphine reduces heroin use and,
by reducing the number of injections, reduces the risk of HIV.®  ere is no evidence that
other forms of treatment for opioid addiction have any e cacy as an HIV-prevention
strategy.

Studies consistently show that patients on methadone or buprenorphine reduce use of
illicit drugs and experience fewer opioid overdose deaths, less needle sharing, and reduced
HIV transmission.® ’ In addition, patients in treatment report less criminal activity, im-
proved family ties, reduction in number of sexual partners, and fewer attempts at suicide.

A landmark study published in 1993 examined two cohorts of HIVV-negative IDUs
over an 18-month period. One group received methadone while the other did not. Con-
version from HIV negative to HIV positive status was noted in 22 percent of those who
did not receive methadone and 3.5 percent of those who did receive methadone.® Finally,
repeated analyses have demonstrated that expanding treatment so that it is available to
more people is cost e ective.®

Ideally, maintenance therapy is part of a package of care that includes outreach to and
education of drug users, primary prevention to limit the spread of injection drug abuse,
syringe exchange, HIV counseling and testing, and antiretroviral (ARV) treatment for
those already infected.  ere is growing international consensus, including endorsement
by the World Health Organization (WHO), the Joint United Nations Programme on HIV/
AIDS (UNAIDS), and others, that this package of interventions can prevent or reverse
HIV epidemics among injection drug users.®  ere is strong international support for the
provision of maintenance therapy both on its own merits and as an e ective HIV-preven-
tion intervention.

block craving for opioids, the leading cause of relapse. In one treatment program, only 15 out of nearly 300
patients chose naltrexone instead of detoxi cation or methadone maintenance, and of these, only 3 of the 15
remained in treatment greater than two months. D.H. Fram et al., “Naltrexone treatment—the problem of
patient acceptance,” Journal of Substance Abuse Treatment 6 (1989): 119-122. In another program, only 40
percent of 242 patients remained in treatment over a four-week period of time. R.A. Greenstein et al., “Nal-
trexone: A clinical perspective,” Journal of Clinical Psychiatry 45 (1984): 25-28.

5. National Institutes of Health (NIH), “Interventions to Prevent HIV Risk Behaviors,” NIH Con-
sensus Development Conference Statement, February 11-13, 1997, http://consensus.nih.gov/1997/
1997PreventHIVRisk104html.htm. See also David S. Metzger et al., “Drug Abuse Treatment as AIDS Pre-
vention,” Public Health Reports 113, supplement 1 (1998): 97-106.

6. David Metzger et al., “Human immunode ciency virus seroconversion among intravenous drug us-
ers in- and out-of-treatment: an 18-month prospective follow-up,” Journal of Acquired Immune De ciency
Syndrome 6 (1993): 1049-1056. See also Andrew R. Moss et al., “HIV seroconversion in intravenous drug
users in San Francisco, 1985-1990,” AIDS 8 (1994): 223-231.

7. Richard P. Mattick et al., “Methadone maintenance therapy versus no opioid replacement therapy for
opioid dependence,” Cochrane Database of Systematic Review (2003): CD002209.

8. Metzger et al., “Human immunode ciency virus”

9. Among them, Gregory S. Zaric, “Modeling e Costs and E ects of Maintenance Treatment for Opi-
ate Addiction” in Operations Research and Health Care: A Handbook of Methods and Applications, vol.

70, ed. Margaret L. Brandeau et al. (New York: Springer; 2005), pp. 333—361; and Anthony H. Harris et al.,
“A randomised trial of the cost e ectiveness of buprenorphine as an alternative to methadone maintenance
treatment for heroin dependence in a primary care setting,” Pharmacoeconomics 23 (2005): 77-91.

10. See UNAIDS, “ e Warsaw Declaration,” and NIH, “Interventions to Prevent HIV Risk Behaviors.”
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m A 1997 National Institutes of Health Consensus Panel concluded that e orts to
decrease the spread of HIV and mitigate its consequences will have to include the
expansion of substance abuse treatment services for opioid dependent injection drug
users.!

m In reports from 1998 and 2001, the WHO, the UNAIDS, and the UN O ce on Drugs
and Crime documented the e ectiveness of opioid agonist treatment as an HIV-
prevention intervention amongst injection drug users.*?

= In 2005, the WHO added the two primary medications used in maintenance therapy—
methadone and buprenorphine—to its list of essential medicines.™

m In 2006, the U.S. Institute of Medicine (IOM) released a report urging high-risk tran-
sitional and developing countries to take immediate steps to make HIV-prevention
techniques widely available to injecting drug users and noted that “[s]trong evidence
shows that two opioid agonist medications—methadone and buprenorphine—are
e ective in treating dependence on opioids.”*

Urgent Need to Expand Access to Treatment

Methadone and buprenorphine treatment in transitional and developing countries can
help prevent the further spread of HIV, but in most cases they are either nonexistent or
beyond the reach of the majority of injection drug users. In the 12 countries examined
in this report, 70,280 people currently receive treatment, a fraction of the more than 3.6
million people in need. (See table 1, Assessment of the IDU-driven HIV Epidemics in 12
Countries, at the end of this report.)

Expanding Access to Treatment and Scaling Up

Six of the 12 countries investigated in this report have no maintenance services at all. In
Russia, home to more than 2 million injection drug users, maintenance therapy is illegal.
In 2005, 87 percent of Russia’s HIV cases with a known cause were among injection drug
users. Other countries where maintenance treatment is illegal or unavailable include Ka-
zakhstan, Kenya, Nigeria, and Tajikistan. Legal barriers to the use of maintenance therapy
in Vietnam were removed in 2006, and while pilot programs are being developed, none
has yet begun.®

Two countries covered in this report—China and Malaysia—have scaled up mainte-
nance therapy programs to meet a growing need and societal concern about the threat

11. NIH, “Interventions to Prevent HIV Risk Behaviors,” and James R. Cooper, “Methadone treatment
and acquired immunode ciency syndrome,” JAMA 262 (1989): 1664—1669.

12. UNAIDS and UNODC, Drug Abuse and HIV/AIDS: Lessons Learned, Case Studies Booklet: Central
and Easter Europe and the Central Asian States (Geneva: UNAIDS, April 2001), http://data.unaids.org/pub-
lications/IRC-pub02/JC673-DrugAbuse_en.pdf; WHO, Approaches to Injecting Drug Use (Geneva: WHO,
1998).

13. WHO, WHO Model List of Essential Medicines, 14th ed. (Geneva: WHO, March, 2005),
http://whglibdoc.who.int/hg/2005/a87017_eng.pdf.

14. Institute of Medicine (IOM), Preventing HIV Infection among Injecting Drug Users in High Risk
Countries: An Assessment of the Evidence (Washington, D.C.: National Academies Press, 2006).

15. Xinhua News Agency, “Vietnam Uses Methadone as Drug Substitute,” March 26, 2007.
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of HIV. Today, these two countries together account for 97 percent of those in treatment
in the 12 countries under study. Malaysia began employing maintenance therapy in 2001
and now reaches over 30,000 patients through government and private prescription.’® is
puts Malaysia just at the cusp of having su cient maintenance therapy to help control its
HIV epidemic among injectors. China began the use of maintenance therapy in 2004 and
has rapidly scaled up to have 37,000 patients in treatment by the end of 2006.1” However,
despite increased government e orts, plans to have 200,000 patients in treatment by 2010
would still reach only 10 percent of the country’s projected number of injectors. s re-
mains below the threshold of coverage that appears to be needed to help control an HIV
epidemic among IDUs.

In the remaining four countries with maintenance therapy, none was meeting even 5
percent of the need. Pilot programs almost universally have failed to expand to scale, and
small e orts serving fewer than 1,000 people nationwide are the norm.  ese programs
cannot slow the HIV epidemic. While piloting is an important step, it 0 en provides the
illusion of action without the kind of progress required to substantially impact HIV infec-
tion. Among the countries in the former Soviet Union, only Lithuania has scaled up main-
tenance treatment to anything approaching the levels required to impact HIV or meet the
demand for drug treatment.*® Ukraine, the country with the greatest number of people
in maintenance treatment in the region, treated fewer than 600 of the estimated 400,000
IDUs in the country at the close of 2006. Programs that fail to scale up will fail to make
use of one of the most e ective tools to contain HIV. is is a missed opportunity, since
countries that restrict treatment to only a few hundred patients risk having less-control-
lable epidemics on their hands by the time they decide to expand to full-scale, national
e orts.

Countries vary in terms of the medication piloted.  ere does, however, seem to be a
trend toward widening treatment options. For example, both Malaysia and Ukraine began
use of maintenance therapy with only buprenorphine, Malaysia in 2001 and Ukraine in
2004.%° Malaysia added methadone in 2003; Ukraine is expected to add it this year. Con-
versely, China initiated maintenance therapy in 2004 using methadone, and it is expected
that a trial using Suboxone (a buprenorphine formulation) will begin within the year.?

16. Mahmud Mazlan et al., “New challenges and opportunities in managing substance abuse in Malay-
sia,” Drug & Alcohol Review 25, no. 5 (2006): 473-478.

17. Personal communication from Zhao P., senior professional o  cer, WHO, China. April, 2007.

18. isaccomplishment in Lithuania is a combined result of the small number of HIV cases (estimated
at 1,300), the minor role played by injection drug use, and the political will to respond with pragmatic, evi-
dence-based solutions. See AIDS Foundation East West, Moscow, RF, September 2007, http://www.afew.org/
english/countries/lithuania.php; UNAIDS, AIDS Epidemic Update: December 2006; and Saulius Chaplinskas,
“Address to the ECAD 11th Mayors’ Conference,” Cyprus, May 2004, http://www.ecad.net/activ/M11Chap-
linskas.html.

19. Mazlan et al., “New challenges and opportunities in managing substance abuse in Malaysia”; and
R. Douglas Bruce et al., “HIV treatment access and scale-up for delivery of opiate substitution therapy with
buprenorphine for IDUs in Ukraine: programme description and policy implications,” International Journal
of Drug Policy 18 (2007): 326—328.

20. HPTN 058 Protocol Team, A phase I11 randomized controlled trial to evaluate the e cacy of drug

treatment in prevention of HIV infection among opiate dependent injectors, 2005, http://www.hptn.org/re-
search_studies/HPTN058StudyDocuments.htm#StudyProtocol.



Combating the Twin Epidemics of HIV/AIDS and Addiction

Rising Injection Drug Use in Africa

ere is evidence of increasing injection drug use in 23 sub-Saharan African countries,

with IDU epidemics emerging in countries such as Nigeria and Kenya. e region is in-
creasingly vulnerable to international drug tra cking routes, which some suspect is driv-
ing growing rates of drug use and transmission of HIV. In Mauritius, for example, injec-
tion drug use accounted for an estimated 7 percent of new HIV cases in 2001. In 2005 an
estimated 90 percent of new infections were through injection drug use.?

Kenya and Nigeria already have large numbers of HIV-infected individuals (1.4 and
4.3 million, respectively). e percentage of cases due to injection drug use is relatively
small at less than 10 percent in both countries, but drug use and HIV infection are spread-
ing rapidly. In Kenya, anywhere between 23 and 50 percent of injectors are already HIV
positive. In Nigeria, almost 10 percent of IDUs are infected. Maintenance therapy is illegal
and unavailable in both countries, where some 45,000 IDUs need treatment. Injection
drug use carries with it increased risks for sexual transmission, especially since IDUs may
also trade or sell sex to support their addiction. As such, injection drug use stands to fur-
ther exacerbate the already advanced sexually driven epidemics.

Early interventions here are necessary to help avert a more widespread epidemic
among injectors, their partners, and families.

Reaching the Incarcerated

e primary response to drug use in many developing countries has been incarceration.
In Russia, for example, as many as half of all those incarcerated were arrested for drug-re-
lated 0 enses.?? In some locations, entire penal institutions have been developed to segre-
gate drug users from society. s is most notable in Vietnam where as many as 50,000 to
80,000 mostly young men have been consigned.? China continues to pursue mandatory
institutionalization of drug users, though in some places there isa shi  from involuntary
detoxi cation in penal institutions to maintenance therapy in the community.

With few health care services available and high-risk behavior including injection
drug use common, prisons have served to accelerate the spread of HIV.® Many countries
in Western Europe have recognized the need to treat addicted prisoners with maintenance
therapy during their incarceration and to develop ways to keep individuals in treatment
as they reenter the world outside of prison. Developing and transitional countries could
bene t by implementing such programs. One positive step has been the establishment in
2005 of a pilot methadone program implemented in the Kerobokan prison in Indonesia,

21. Reychad Abdool et al., “ e injecting drug use and HIV/AIDS nexus in the Republic of Mauritius,”
African Journal of Drug & Alcohol Studies 5, no. 2 (2006): 108-116.

22. Joanne Csete, “Lessons not learned: Human rights abuses and HI\VV/AIDS in the Russian Federa-
tion,” Human Rights Watch 16, no. 5 (2004), http://hrw.org/reports/2004/russia0404/.

23.J. Stephen Morrison and Phillip Nieburg, HIV/AIDS in Vietnam (Washington, D.C.: CSIS, June
2006), http://www.csis.org/media/csis/pubs/hiv_in_vietnam_(5-8-06).pdf.

24. Rachel Humeniuk and Robert Ali, “ e rst methadone clinic in Beijing,” Drug & Alcohol Review 24
(2005): 285-287.

25. Evan Wood et al., “HIV treatment, injection drug use, and illicit drug policies,” Lancet 370 (2007):
8-10.
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and proposed expansions within Kerobokan and to another prison in Djakarta are moving
forward.?

Onerous Regulations Impede Scale-up

Unnecessary restrictions and regulations in many instances limit potentially bene cial
treatment approaches, including low-threshold, mobile, and prisoners’ transitional pro-
grams to obtain or continue treatment a er release.

All countries must submit estimates for opiate maintenance medications to the In-
ternational Narcotics Control Board, whose experts evaluate requests to ensure appro-
priateness and reduce potential for diversion to illicit markets. Many countries impose
additional and multiple restrictions on importation, requiring those responsible to secure
signatures and approvals from multiple ministries; to install alarm systems, safes, and
iron-clad rooms to store medications; and to follow strict procedures about division and
distribution of medication. Onerous regulations have resulted in multiple countries in the
disruption of supply (most recently in Moldova where patients went without their medica-
tion for more than a month). It is vital that mechanisms to ensure continuity of supply of
medication are part of national programs and international relief e orts.

m In Ukraine, bulk methadone import has been permissible for a number of years, but
division of the larger batches into smaller batches usable by individual providers was
not authorized by law. This meant no methadone treatment was available prior to
2007.

m In Kyrgyzstan, the chief in charge of drug treatment is required to obtain multiple
signatures to authorize importation each year. The cumulative effect is to discourage
providers from medication delivery or to delay scale-up significantly.

m In Kyrgyzstan and Ukraine, some clinics ran out or feared disruptions to supply of
medications in 2006. Physicians were forced either to radically reduce doses provid-
ed to patients or to cut patients from treatment altogether. In some instances, patients
returned to the streets to find opioid drugs.

Restrictions on clients also reduce the accessibility of medications. Some countries re-
strict treatment to those who can document previous unsuccessful attempts to treat illicit
drug use, despite shortages in other forms of drug treatment. Programs vary in terms of
continuity of care, with some expelling patients who use any illicit drugs despite evidence
that adjustments in medication doses and counseling are more e ective than punitive
approaches in preventing relapse.  ese kinds of restrictive regulations ultimately under-
mine access to treatment and HIV/AIDS prevention.

China began methadone maintenance treatment with a restrictive policy that required
most patients to complete at least a year in compulsory detoxi cation centers or forced
labor camps run by the police. Recognizing that the requirement excluded thousands
in need of treatment, the Chinese government has on paper removed that requirement,
though the association of police surveillance with maintenance treatment still limits

26. Ingrid Irawati et al., “Indonesia sets up prison methadone maintenance treatment,” Addiction 100
(2006): 1525.



Combating the Twin Epidemics of HIV/AIDS and Addiction

enrollment at some of the more than 320 clinics now open in the country, and some clin-
ics continue to require previous experience of compulsory detoxi cation.?

Restrictive dosing is another impediment to treatment. Some programs, fearing that
patients are “drug seeking,” restrict doses to levels below those shown clinically e ective or
prohibit upward adjustment of doses even when patients report inadequate treatment ef-
fect. e resultis treatment that does not adequately reduce craving and consequently may
fail.

In countries where there are waiting lists to enter methadone and buprenorphine
maintenance programs (especially in the United States), diverted medication iso en
consumed by individuals who want treatment but cannot or have not yet obtained entry.
Among the countries covered in our larger report, this problem has been particularly
acute in Malaysia where the diversion of buprenorphine that resulted from poor prescrib-
ing practices led to problems of poor medication adherence and injection misuse.?

Tailoring Treatment Programs to Each Country’s Epidemic

In considering the extent to which programs have to be expanded to meet the treatment
gap, several speci cs need to be taken into account. In the countries considered in this
paper, IDUs range from less than 5 percent to more than 80 percent of the total cases of
HIV. eir HIV epidemics span the gamut from nascent (total population HIV-prevalence
rates less than 2 percent, with low prevalences in the high-risk groups) through concen-
trated (total HIV-prevalence rates less than 2 percent, with high prevalence in the high-
risk groups) to generalized (total population HIV-prevalence rates more than 2 percent).
Maintenance therapy programs in countries with di erent epidemic conditions will need
to be tailored to those conditions.

For instance, in many places—including cities in Vietnam, Ukraine, and Russia—IDUs
are the vanguard of the epidemic and HIV prevalence among injectors hovers around
50 percent.  is maximizes the likelihood that syringe-sharing will be between someone
infected and someone susceptible. To reduce HIV-infection rates, maintenance programs
should be structured to treat everyone equally regardless of HIV status. If, however, the
HIV prevalence among injectors is low but threatening to grow (e.g., in Georgia and sub-
Saharan Africa), the maximal impact in reducing HIV injections would be achieved by
giving preference to HIV-positive people, so that they are less likely to transmit infection.
Before adopting this latter approach, some ethical issues should be considered, and the
approach might be rejected for a number of reasons. First, it might be medically inap-
propriate to reject for treatment HIV-negative individuals with serious, life-threatening
addictive disorders. Second, restricting access to HIV-positive individuals might result in
publicly identifying those who are HIV positive, which might have serious consequences
in locations where HIV infection is more stigmatized than addiction. ird, if testing had
to precede entry into drug treatment, a substantial time lag might result in people chang-
ing their mind about entering treatment. e impact of these factors must be considered
in making an open, evidence-based decision about creating a tiered system of placing
people into treatment.

27. Sabin Russell, “China nally taking steps to ght its HIV problem: Methadone clinics, condoms in
hotels, free testing o ered,” San Francisco Chronicle, July 30, 2006.

28. Mazlan et al., “New challenges and opportunities in managing substance abuse in Malaysia.”
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Maintenance therapy programs must also maximize their impact by providing ad-
equate dosing to decrease injection frequency by at least 75 percent and by coupling
maintenance therapy with antiretroviral therapy where necessary. Programs must also be
substantially larger than planned in those countries that are initiating pilots and planning
for slow expansion. Analysis of data from the United States, Western Europe, and Austra-
lia suggests that unless programs treat and retain more than one in four opioid injectors
nationwide, they will not have much immediate impact on the ever-increasing number of
HIV infections among injectors.?® In countries that have maximized the impact of main-
tenance therapy, two-thirds of eligible individuals are in treatment. e most successful
approach will be ones that combine needle and syringe exchange to prevent HIV and
hepatitis C virus infections and e ective treatment of the addiction. In all the countries
surveyed, there are needle exchange services that can be part of a comprehensive solution,
but these programs will also need additional support.

The U.S. Response

e United States has a great deal of experience with maintenance treatment for opioid
addiction. Methadone was rst introduced in the United States more than 40 years ago,
and the medication is now used by more than 250,000 people. Although access remains
inadequate in many parts of the country, local programs have been shown to reduce HIV
risk and help avert a more widespread HIV epidemic. Buprenorphine was approved for
the treatment of opiate addiction in 2002, and although approximately 150,000 people
have been o ered access to this medication, data on treatment retention remain incom-
plete. e United States is the largest funder of research related to addiction treatment and
HIV prevention and supports clinical trials in a number of developing countries.

e authorizing legislation for the PEPFAR program explicitly allows “assistance to
help avoid substance abuse and intravenous drug use that can lead to HIV infection,"*®
and there have been tentative steps to incorporate access to maintenance therapy in the
PEPFAR program. e Global Fund to Fight AIDS, Tuberculosis, and Malaria, to which
the United States is the largest donor, provides funding for maintenance therapy in a num-
ber of countries.

In March 2006, the U.S. State Department issued guidance on HIV prevention among
drug users, signaling its intention to address this issue by (1) tailoring HIV prevention
programs to substance abusers; (2) supporting substance-abuse therapy programs for
HIV-infected individuals as an HIV-prevention measure; and (3) o ering HIV-infected
drug users a comprehensive HIV/AIDS treatment program to reduce the risk of transmis-
sion.® However, funding of needle and syringe exchange remains explicitly excluded. e

29. Harold A. Pollack and Robert Heimer, “ e Impact and Cost-E ectiveness of Methadone Mainte-
nance Treatment in Preventing HIV and Hepatitis C,” in Impact and Costs of Hepatitis C in Injecting Drug
Users in the European Union, ed. Lucas Wiessing et al. (Lisbon: European Monitoring Centre for Drugs and
Drug Addiction, 2003), http://www.emcdda.europa.eu/?nnodeid=428.

30. Public Law 108-25, “An Act to provide assistance to foreign countries to combat HIVV/AIDS,
tuberculosis, and malaria, and for other purposes,” http://frwebgate.access.gpo.gov/cgi-bin/getdoc.
cgi?dbname=108_cong_public_laws&docid=f:publ025.108.

31. U.S. Department of State, “HIV Prevention among Drug Users Guidance #1: Injection Heroin Use,”
March 2006, http://www.state.gov/s/gac/partners/guide/prevent/64035.htm.
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guidance makes o cial OGAC's support for the provision of methadone and buprenor-
phine treatment as part of PEPFAR. In practice, however, only a handful of countries
receive aid from the United States to support treatment for opiate addiction, and these
funds have been used primarily for policy reform and technical assistance. e guidance
limits the scope of assistance to those already infected with HIV and limits services for
HIV-negative people to pilot programs approved in Washington.  is may leave millions
of people in need without access.

Vietnam is the only PEPFAR focus country with an IDU-driven HIV epidemic, and it
illustrates some of the challenges of scaling up drug treatment and HIV-prevention servic-
es. A study funded by the U.S. Agency for International Development (USAID) estimated
that IDUs account for nearly 60 percent of HIV transmission and that HIV prevalence
among injectors exceeds one-third in the most severely a ected areas of the country.®
Tens of thousands of drug users are held in detention centers (so called “06 Centers”),
most of which enforce strict rules about release. Without access to maintenance treatment,
most of these individuals will not be able to abstain from drug use and will continue to be
held. In the meantime, HIV infection rates are high in the detention centers.

Vietnam is also the only country in which the United States approved funding for a
methadone treatment pilot, which was legalized by the Vietnamese government, along
with buprenorphine, in 2006. But despite considerable e orts, the medication remains
unavailable, and the USAID implementer, Family Health International, has not yet been
able to receive the necessary authorizations from the government to begin treatment. Why
this is the case is the subject of considerable speculation. e Vietnamese government has
indicated a preference for naltrexone and is continuing widespread use of that medication.

e United States has correctly declined to fund that program, since there is no evidence
that naltrexone has an impact on HIV-infection rates.
e United States has funded interventions in other countries, most notably Russia
and Ukraine. In Ukraine, where methadone treatment is due to begin a er years of delay,
the United States has decided to consider direct support for medication.

Recommendations for U.S. Global AIDS Efforts

Among the most pressing challenges in the U.S. global AIDS response in the coming
phase will be to elevate HIV-prevention e orts as a strategic priority. If current trends per-
sist, resources targeted early to vulnerable populations can deliver dramatic bene ts.

Outside of Africa, injection drug use accounts for nearly one-third of all new in-
fections. IDU epidemics may rapidly penetrate IDU networks and spread to the larger
population. Addressing the root driver of these epidemics should be a priority for the U.S.
government over the next ve years. ere is considerable room to expand the reach of
programs serving IDUs, and there is an urgent need to help countries scale up programs
in the near term.

In some of these countries, U.S. assistance can and should look di erent from the cur-
rente orts in focus countries, where the United States bears signi cant nancial responsi-

32. UNAIDS, “Vietnam Country Pro le: 2005 Data,” http://www.unaids.org/en/Regions_Coun-
tries/Countries/default.asp. UNESCO Regional Workshop, “Vietnam Country Report: 2005,” http://www.
unescobkk.org/ leadmin/user_upload/hiv_aids/Documents/Workshop_doc/OPEC_Kawyai/presentations/
Vietnam_Opec.pdf.
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bility for scale-up in HIV treatment. In most of the countries we investigated, there is the
opportunity for national government funding and better use of international donors. e
emphasis should be to bring evidence-based HIV-prevention programs to scale and to en-
sure their sustainability.

While the scope of the need is somewhat daunting, it is well within the reach of the in-
ternational community to provide universal treatment to those with need. Some question
funding drug treatment as HIV prevention because they want to keep the PEPFAR pro-
gram narrowly tailored. But drug use is one of the most e cient modes of HIV transmis-
sion and injection driven epidemics are among the fastest growing in the world. Access
to methadone and buprenorphine is a critical component of this work, and maintenance
treatment programs that aim to reduce the spread of HIV should be narrowly tailored
to target injectors and those at risk of injecting. In all countries covered in our study, the
most commonly injected drugs are opiates that are well-suited to medication-assisted
interventions.

U.S. global AIDS e orts, in partnership with international donors and national gov-
ernments, should see to:

1. Rapidly scale up drug treatment pilots, where they exist. Maintenance therapy pro-
grams that fail to scale up will fail to make an impact on the HIV epidemic. Four
countries with existing pilots could bene t from a national plan and resources to
bring services to scale: Georgia, Indonesia, Kyrgyzstan, and Ukraine. Vietnam should
continue to be a priority of the U.S. government in e orts to expedite pilot projects
and bring these to scale once established. Malaysia and China are on the cusp of pro-
viding national coverage; these e orts should be supported.

In almost all cases, the United States should make special e orts to encourage part-
ner governments to introduce and expand programs in prisons, and to ensure that
there is continuity of care as prisoners are released back into the community.

2. Support an integrated approach to drug treatment and HIV prevention. Drug treat-
ment is an essential component of any comprehensive HIV-prevention scheme but
should not be implemented in isolation. e U.S. administration has made explicit its
unwillingness to fund needle and syringe exchange, but it can and should nonetheless
ensure that there are adequate linkages between those programs and drug treatment.
Programs in the United States and abroad have found it e ective to integrate services
for those actively using drugs and those trying to abstain. Ideally, the triangle clinic
approach—one that integrates in primary care settings maintenance therapy, ARV
treatment, and services for active injectors—appears to o er the greatest chances of
meeting the twin goals of controlling the epidemics of HIV and opioid addiction.
Doctors able to provide primary care can also be integrated into such service provi-
sion models. More modestly, methadone facilities in these instances can be located
near or with the needle exchange site. Given that addiction is a chronic and relapsing
condition, and that patients enter care with a variety of needs, the advantage of the
integrated approach is coordination of treatment and increased patient options. Peo-
ple using needle exchange services can be easily referred to drug treatment services.
Patients relapsing in drug treatment can easily access clean syringes to avoid HIV
infection during relapse.
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While this report focuses on syringe-borne transmission of HIV among injection
drug users, sexual transmission among injectors and from injectors to the general
populations does occur. When syringe-borne transmissions are controlled, sexual
transmission emerges as a signi cant factor in new infections.** Prevention program-
ming must therefore include access to sexual health services, and it is necessary that
the programs targeting injectors include state-of-the-art, evidence-based interven-
tions to reduce sexual risk.  is is especially important where injection drug use and
commercial sex work are intertwined, since HIV prevalence o en increases more
rapidly among the injectors who are also engaging in prostitution and from them to
others who are not injectors.®

3. Revise existing guidance to ensure exibility on a country-by-country basis. e O ce
of the Global AIDS Coordinator should revise existing guidance, which prioritizes
maintenance therapy for HIV-positive individuals. e decisions about who to treat
should be made on a country-by-country basis. Maintenance programs may be tied
to ARV treatment in some countries, but programs must take care not to require dis-
closure of HIV status as a condition of receiving treatment.

4. Introduce programs to countries with IDU-driven HIV epidemics where no services ex-
ist. Where necessary, the United State should endeavor, in concert with country part-
ners and international organizations including the WHO, UNAIDS, and the Global
Fund, to remove legal barriers to treatment with methadone and buprenorphine. U.S.
government funding for medications, supply chain management, training of health
professionals, and other direct services may be necessary for some period of time.
Priority countries should be expanded to emphasize Russia, Ukraine, Kazakhstan,
and Tajikistan.

Controlled clinical trials may be one option in countries where political resistance

is strong, and the United States should seek to make full use of the contributions of
the National Institutes of Health (NIH) here. However, since maintenance therapy is
clearly superior to other modalities, it is unlikely that placebo-control trials would be
deemed ethical, so great care must be taken in the design of any clinical trials. Alter-
natives to placebo-control trials should include trials that compare di erent cultur-
ally acceptable methods for the delivery of maintenance therapy and di erent forms
or intensities of support services that supplement the provision of medications.

5. Introduce programs in countries with emerging epidemics among drug injectors. Little
attention has been paid to transmission among injectors in the countries of sub-Sa-
haran Africa where the HIV epidemic is predominantly driven by heterosexual trans-
mission. However, now that increases in injection drug use have been recognized in
many parts of the region, a proactive response is warranted. Based on experiences
from the United States, Western Europe, and Australia, early expansion of metha-

33. Alex H. Kral et al., “Sexual transmission of HIV-1 among injection drug users in San Francisco,
USA.: risk-factor analysis,” Lancet 357 (2001): 1397-1401; and Ste anie A. Strathdee et al., “Sex di erences in
risk factors for HIV seroconversion among injection drug users: a 10-year perspective,” Archives of Internal
Medicine 161 (2001): 1281-1288.

34. Obi J. Saidel et al., “Potential impact of HIV among IDUs on heterosexual transmission in Asian set-
tings: scenarios from the Asian Epidemic Model,” International Journal of Drug Policy 14 (2003): 63—74.
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done and buprenorphine can help prevent widespread HIV infection among injec-
tors, their partners, and their families.®

Data on drug use and HIV-infection rates is particularly weak in sub-Saharan Africa.
Only South Africa has a surveillance system to monitor drug use over time. Where
countries have attempted to improve data collection on HIV/AIDS, it tends to focus
on ante-natal clinics, and likely misses growing infection rates among injectors, who
tend to be overwhelmingly male at the start of such epidemics. Large population
studies also tend to miss vulnerable populations, especially since people take extra

e orts to hide their drug use from authorities. Additional rapid assessments can be
useful. U.S. government support could also help to implement much needed sentinel
surveillance systems to inform an evolving response.

35. Don C. Des Jarlais et al., “Maintaining low HIV seroprevalence in populations of injecting drug us-
ers,” JAMA 274 (1995): 1226-1231.
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