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Why Syringe Exchanges? The first syringe exchange (SE) program
was begun in 1984 in Amsterdam out of concern for the spread of
hepatitis B among injecting drug users (IDUs). While hepatitis B
virus, hepatitis C virus and human T cell lymphotropic virus can all
cause fatal iliness and are all spread through multi-person use
("sharing") of drug injection equipment, it clearly has been the
threat of human immunodeficiency virus (HIV) that has become the
dominant force in implementing syringe exchange programs
throughout the wbrld. HIV is the causative agent for acquired
immunodeficiency syndrome (AIDS). At present HIV infection is
almost uniformly fatal, there is no permanently effective treatment
for HIV infection, and a vaccine against infection (if possible) is
still well in the future. HIV has now been reported among injecting
drug users in sixty different countries, IDUs from all continents
except Antarctica, and from both industrialized and developing
countries. ‘

One of the more disturbing facets of HIV infection among
injecting drug users is the potential for extremely rapid spread of
the virus through a local population of IDUs. In Edinburgh, Scotland,
HIV spread from introduction of the virus into the local population
to infect over 40% of the local IDUs within two years (Robertson et
al., 1990) In Bangkok, the percentage of HIV infected IDUs (HIV
seroprevalence) increased from 2% to over 40% in less than one year
(Vanichseni et el., 1992). In the state of Manipur, India, over 50% of
the local population of IDUs were infected with HIV within one year
of the introduction of the virus into the group. The very rapid spread
of HIV among IDUs has been associated with a lack of awareness of
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HIV/AIDS as a local threat and mechanisms for rapid, efficient
mixing within the population, such as shooting galleries and dealers'
works (Des Jarlais et al., 1992 review in AIDS)

Once HIV becomes well established within a population of
IDUs, heterosexual and perinatal transmission from IDUs become
additional significant problems. in most developed countries, IDUs
are the predominant source for both heterosexual and perinatal
transmission of HiV.

The great néed to reduce HIV transmission among and from
injecting drug users has led to a wide variety of prevention
programs. There is some evidence for differing degrees of
effectiveness with each of these programs, although there is also
evidence that "education only” programs (i.e., those which do not also
include providing the physical means for behavior change) are the
least effective (see Des Jarlais et al.,, 1992 for a review). In almost
all industrialized and in some developing countries increasing legal
access to sterile injection equipment has become the most common
HIV/AIDS prevention strategy in regard to IDUs. This strategy has
included both (a)increased over-the-counter sales of sterile
injection equipment; and (b) syringe exchange programs, in which
IDUs can exchange used injection equipment for sterile equipment at
no cost.

Increasing legal access to sterile injection equipment has been
politically controversial in several industrialized countries, notably
the U.S. and Sweden, and in many developing countries. Concerns
have been raised as to whether increased legal access would lead to

increased injection of illicit drugs and whether increased legal
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access would appear to "condone” illicit drug use or "send the wrong
message” about illicit drug use (Martinez, 1992). The empirical data
on these questions will be reviewed below, but first it is important
to address operational issues involved in syringe exchange
programs—to specify how syringe exchanges actually operates day
to day before addressing pre-post evaluations of their outcomes.
Organizational Characteristics of Syringe Exchange
Programs. At first glance (and regrettably, in much of the public
debate about syringe exchange programs thus far), the operation of a
program would seem quite simple: one would merely select a
location and provide staff who could trade new injection equipment
for used. In practice, it is important to think of syringe exchanges
as service delivery programs, and that the organization of the
services are critical to their effectiveness. Some programs are
heavily utilized, for example, the Amsterdam programs exchange
approximately 6 million needles and syringes per year in a city with
an estimated 3000 injecting drug users. In contrast, the first legal
syringe exchange program in New York City exchanged fewer than one
thousand needles and syringes per year in a city with an estimated
200,000 injecting drug users.

To date there have been only two comparative studies of the
organizational characteristics of syringe exchange programs
(Stimson et al., 1988 and Lurie et al., 1993), so that further
research is greatly needed on this topic. The most important aspect
of a syringe exchange program would appear to be whether it is "user
friendly” (Stimson et al., 1988). "User friendliness" includes

consideration of practical characteristics such as convenient
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program should decide which additional services to offer on-site and
which to offer through referral. There is, however, a very broad
range of additional services presently being offered on-site at
syringe exchange programs, with some programs offerin‘g
conventional 'drug abuse treatment, self-help recovery groups,
women's support groups, tuberculosis screening and treatment and
Bible study groups.

The need to provide on-site--or link to other--services also
means that syringe exchange programs should be considered as a
part of a system of services for preventing HIV infection among
injecting drug users rather than as self-sufficient HIV prevention
programs.

The effects/effectiveness of syringe exchanges—
methodological issues. Studying the effectiveness of an HIV
prevention program that facilitates sustained risk reduction is
extremely difficult. Research ethics require that "comparison"
subjects also be provided with some intervention to reduce their
chances of HIV infection, and it is not easy to determine an
appropriate comparison condition for a syringe exchange program.
Should the comparison subjects be told/permitted to purchase
sterile injection equipment from pharmacies? Should they be told
to purchase sterile injection equipment through an illicit market?
Should they be given bleach or some other method of possibly
disinfecting contaminated injection equipment?

The logical unit of analysis in a syringe exchange evaluation
would be the local population of injecting drug users rather than
individual drug users. If HIV infected drug users participate in
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injection or Injection drug use." (Lurie et al., 1993). Of the eight
relevant studies analyzed in this review, three found reductions in
injection associated with syringe exchange, four found mixed or no
effect, and one found an increase in injection compared with the
controls. Data from the New York City syringe exchange evaluation
(which were not available at the time of Lurie et al."s 1993 CDC
review, indicate a modest decrease in the frequency of injection
among participants using syringe exchange. (Paone et al., in press).
Moreover alfhough opponents have often expressed an
additional concern--that syringe exchange would attract new
injectors--the overwhelming number of IDUs participating in
exchanges have long histories of drug injection. The mean length of
time injecting illicit drugs usually ranges from five to ten years or
more. Typically only 1 to 2% of syringe exchange participants
initiated drug injecting within the previous year. If providing
Sterile injection equipment to at a syringe exchange had induced
large numbers of persons to begin injecting drugs, then the numerous
studies to date should have observed large numbers of new injectors
participating in syringe exchange.
HIV injection risk behavior. There have been consistent
findings across studies indicating declines in self-reported
frequencies of injecting with potentially HIV-contaminated
equipment (Hagan et al., 1991; O'Keefe et al., 1991; Oliver et al.,
1992; Paone et al.,, 1993; Lurie et al., 1993 and GAQ, 1993 for
reviews). The magnitude of the reductions in injecting risk behavior
is difficult to estimate because studies have used different metrics

for risk behavior, in that some studies have used pre-versus post
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be at very high risk for HIV infection, In New York City the estimated
seroconversion rate among nevb injectors is 6.6 per 100 person years
at risk (Des Jarlais et al.,, 1994). Thus, new injectors in high
seroprevalence cities may become infected with HIV before they
begin to participate in syringe exchanges.

Sexual risk behavior. While all syringe exchange programs
address sexual transmission of HIV to some extent, fewer studies
have examined the effect that syringe exchange has had on sexual-
risk reduction ambng participants. Moreover, the findings from these
few studies are more ambiguous (see Lurie et al., 1993 for a
review). Very few HIV prevention programs for injecting drug users
have found consistent effects on changing the sexual behavior of
IDUs, particularly with "regular" sexual partners (Friedman and Des
Jarlais et al.,, 1994) The one exception might be programs.that
provide HIV counseling and testing, as there is some evidence that
drug injectors who know they are infected with HIV are more likely
to change their behavior in order to reduce the chances of
transmitting HIV to others (Vanichseni et al., 1993).

Effects on HIV and hepatitis B transmission. The present
research data on syringe exchange has produced a body of consistent
findings with regard to reduced drug injection risk behavior.

Studies of HIV seroprevalence and HIV seroincidence among
participants using syringe exchange tend to validate the self-
reported risk reduction. Seroprevalence rates have usually stabilized
after syringe exchanges have been implemented (Des Jariais and
Friedman, 1992; Lart and Stimson, 1990) and the rates of new

infections among participants in syringe exchange have ranged from
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2. Reducing drug use, particularly very heavy (dependent,
addictive) drug use, is the most desirable but not the only means of
reducing the individual and social harms associated with
psychoactive drug use. Syringe exchanges to prevent HIV infection
are a clear example of reducing harm without necessarily reducing
drug use. (Designated driver programs are another example of harm
reduction--reducing the harm associated with alcohol use without
necessarily reducing alcohol use.)

3. In generél. drug related harm is likely to be reduced through
integrating drug users into society rather stigmatizing them and
treating them as social outcasts.

4. While drug addiction clearly restricts an individual's ability
to control his or her own behavior, drug users are still capable of
making rational choices, and should be offered choices among
different ways of reducing the harm drug misuse causes them and
society.

The harm reduction perspective is thus quite different from
the War on Drugs-Zero Tolerance perspective. Harm reduction is
also distinct from a "legalization" of all psychoactive drugs
perspective, The individual and social harms of drugs are not likely
to be minimized by mass marketing of drugs. Nicotine/tobacco is a
prime example of how large scale harm has been created through
uncontrolled merchandising of an addictive drug.

Rather than basing policy on a utopian ideal of a drug free
society or an equally implausible ideal of a society that freely uses
psychoactive drugs without problems, the harm reduction

perspective calls for basing policy on a flexible pragmatism.
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Specific harms associated with specific types of drug use can be
identified and concrete steps can be taken to reduce those specific
harms., Syringe exchanges to reduce HIV infection among injecting
drug users, their sexual partners and their children are a
prototypical example of a concrete action for reducing drug related
harm. The "message" sent by syringe exchange programs thus should
not be read as "drug injecting is good," but rather that drug policies
need to be based on their pragmatic effects rather than on their

symbolism,
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