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THE STATE UNIVERSITY OF NEW JERSEY

RUTGERS

New Jersey Collegiate Consortium for Health in Education
Rutgers Student Health Center Hurtado Health Center
Rutgers, The State Universily of New Jersey
11 Bishop Place « New Brunswick « New Jersey 08901-1180
(732) 932-1219 « FAX: (732) 932-1223

October 8, 1997

Mr. Todd Summers

Deputy Director

White House Office of AIDS Policy
808 17th Street NW

Suite 820

Washington, DC 20006

Fax: (202)632-1096

Dear Mr. Summers,

Thank you for agreeing to participate in the Community Forum on HIV/AIDS policy,
drug use and needle exchange. The panel is scheduled for:

Tuesday, October 28, 1997
1:00 p.m. - 3:00 p.m.
Multipurpose Room

Busch Campus Center
Rutgers University
Piscataway, NJ

Joining the panel will be Diana McCague, Executive Director, the Chai Project (New
Jersey’s largest harm reduction project); Reverend Bryant Ali, Broadway House, Newark; and
Attorney Joe Grace, Philadelphia, PA. There will also be an evaluation specialist on the panel.
In addition, invitations to participate have been extended to New Jersey Governor Christine Todd
Whitman, Senator Jim McGreevey (the Democratic challenger for Governor), and several
mayors in New Jersey. Each person will have ten to fifteen minutes to present their perspective,
after which the moderator will generate discussion by posing several questions to panelists.

I am hoping you will provide us with a national perspective, addressing needle exchange
within the context of broader drug treatment and HIV prevention initiatives. Diana McCague
will lead the panel with a slide presentation of who is effected by HIV disease in New Jersey.
The evaluation specialist will provide a brief overview of the research on needle exchange
programs. Joe Grace will discuss routes to legalization and Bryant Ali will discuss why his
community supports needle exchange. :
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Mr. Todd Summers
October 8, 1997
Page 2

As I discussed with Sarah, Amtrack is your best bet for traveling to New Jersey. The
train from D.C. stops in New Brunswick (a five minute cab ride to the Busch Student Center)
several times a day. The train stops more frequently at the Metro Park Train Station, which is
about a 20 minute cab ride to the Student Center. We would be able to have a driver (probably
one of our students) meet you at the train station or you could arrange for a cab. I’ll call next
week to confirm travel plans with you.

With over 40,000 injecting drug users (IDUs), New Jersey ranks first in the nation in
percentage of AIDS cases related to injection drug use. In fact, 49% of the state’s AIDS cases
result directly from the sharing of contaminated needles. And, when those who have been
indirectly infected with HIV are added to this sum-- primarily the girlfriends and wives of IDUs
and their children-- over two-thirds of the state’s AIDS cases are directly or indirectly related to
injection drug use.

This panel is part of a statewide meeting of the New Jersey Collegiate Consortium for
Health in Education. Your audience will be comprised of representatives from community
organizations as well as college and university administrators, facuity, and staff from all over
New Jersey-- about 80 people. We have planned this panel as part of an ongoing effort to create
discussion around and draw attention to the current conflicts and tensions surrounding
HIV/AIDS treatment, prevention and education.

Please don't hesitate to call with any questions. I look forward to talking with you soon.

Sincerely,

Olbod Lt

Deborah Lewis

Coordinator,

New Jersey Collegiate Consortium
for Health in Education
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Scheduling Itinerary -Todd A. Summers Deborah Lewis@ 732-932-1219

Event:
Date:

Location:

Duties:

Participants:

Background/briefing:

Itinerary:

Community Forum on HIV/AIDS Policy and Needle Exchange
October 28, 1997

Rutgers University, Busch Campus Center
Pascataway campus

Speaker on Panel: Each presenter will be given about 10-15 minutes to address
the audience. Discussion and Q&A will follow.

. provide a national perspective

. put the issues surrounding needle exchange into an overall prevention context
. prevention policy related to drug issues, etc.

. the White House role in dealing with prevention issues overall

Other speakers on the panel include: Diana McCague, Executive Director

Chai Project - slide presentation
NJ’s largest harm reduction project

Rev. Bryant Ali - supports needle exchange
Broadway House

Joe Grace, Attorney
‘Routes to Legalization’
Philadelphia, PA

Invitations to participate have been extended to Governor Whitman, Senator McGreevey,
and several NJ Mayors. The general audience will be comprised of representatives from
community organizations as well as college and university administrators, faculty, and
staff from all over New Jersey -- about 80 people. They have planned this panel as an
ongoing effort to create discussion around and draw attention to the current conflicts and
tensions surrounding HIV/AIDS treatment, prevention, and education.

With over 40,000 injecting drug users, New Jersey ranks first in the nation in percentage
of AIDS cases related to injection drug use. 49% of the state’s AIDS cases result directly
from the sharing of contaminated needles. And, when those who have been indirectly
infected with HIV are added to this sum -- primarily the girlfriends and wives of IDUs
and their children -- over two-thirds of the state’s AIDS cases are directly or indirectly
related to injection drug use.

8:15-11:06 AM Depart Union Station en route to Metro Park
Amtrak Train #184, Conf. #43254315 - Open seating

11:06-11:26 AM Taxi cab to Rutgers Univ., Busch Campus Center, Pascataway
12:00 - 1:00 PM Lunch with Panel Participants and Guests

1:00 -3:00 PM Panel - Cab will be waiting for you afterwards

3:50 - 6:55 PM Depart Metro Park en route to Union Station

Amtrak Train#173, Conf. #43254315 - Open Seating
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New Jersey Collegiate Consortium for Health in Education

October 28, 1997

9:00 - 9:30 a.m.
Multipurpose Room

9:30- 10:00 a.m.
Multipurpose Room

10:00-11:00 a.m.
Multipurpose Room

11:00-12:00 p.m.

Room 115

Room 117

Room 116 A/B

12:00 - 1:00 p.m.
Multipurpose Room

1:00 - 3:00 p.m.
Multipurpose Room

Registration & Continental Breakfast

Consortium Business

Leadership Development and Effective Communication with
Campus Administrators about HIV and Other Health Concerns
A talk by David Burns, Association of American Colleges and
Universities

Small Group Workshops

HIV Education and Service Learning Programs:

Model Programs at 2-Year and 4-Year Colleges

Presenters: Sourri Baetjer, Raritan Valley Community College
Sarah McMahon, Rutgers University '

Round Table Discussion on Plans for World AIDS Day
Facilitator: Pat Dingleberry, Jersey City State College

Grant Writing & Proposal Development:
Sharing Tips for Success
Facilitator: Deborah Lewis, Rutgers University

Lunch

Community Forum: HIV Policy, Drug Use and Needle Exchange

A conversation with Todd Summers, Deputy Director, White House
Office of AIDS Policy; Diana McCague, Executive Director, The Chai
Project: Dr. Robert Heimer, Yale University School of Medicine;
Mayor Martin Barnes. Paterson; Reverend Bryant Ali, Broadway
House, Newark: and Joe Grace, Attorney. Newark. Panel moderated
by: Ronald Johnson, Office of AIDS Policy. City of New York




Results From the 1995 National College
Health Risk Behavior Survey

Kathy A. Douglas, PhD; Janet L. Collins, PhD; Charles Warren, PhD;
Laura Kann, PhD; Robert Gold, DrPH; Sonia Clayton, BS;
James G. Ross, MS; and Lloyd J. Kolbe, PhD

Abstract. Results trom the 1995 National College Health Risk
Behavior Survey. which monitored health risk behaviors among
US college and unmiversity undergraduates. suggest that many stu-
dents” behaviors increase their likelihood of adverse health out-
comes. During the 30 days preceding the survey. 34% of the par-
ticipants had consumed tive or more alcoholic drinks on at least
one oceasion, and 27% had drunk alcohol and driven a car. Thir-
tv-one percent had smoked cigarettes regularly duning their life-
times. 49% had ever used marijuana. 30% had used a condom dur-
ing their last sexual intercourse. 217 were overweight. and 38%
had participated in vigorous physical activity on 3 or more of the
7 davs preceding the survey. These data were analyzed by gender.
dge group. race and ethnicity. and institution type. They can be
used by those responsible Tor the heatth and education of college
~tudents to reduce risks associated with the leading causes ol mor-
tahity and morbidity.

Key Words: alcohol and other drug use. vollege students. dietary
behaviors. injuries. physical activity. sexual behavior. tobacco use

pproximately 7.1 miiiion 18- to 24-vear-olds—a
quarter ot all 18- 10 24-year-olds in the United
States—uare currently among the more than 12
million students enrolled either tull time or part time in the

Kathy A. Douglas is u health scientist with the Division of Adult
and Community Health: Janet L. Collins is chief of the

Surveillunce and FEvaluation Research Branch. Division of

Adolescent and School Health, where Charles Warren is a demog-
rapher: and Laura Kann s chief of the Surveillunce Research
Section: all are with the National Center for Chronic Disease
Prevention and Health Promotion. Centers tor Disease Control
and Prevention. Atlanta. Robert Gold is vice president of Macro
International in Calverton. Marviand. where Sonia Clayton is a
project coordinator and James G. Ross is vice president. Lloyd J.
Kolbe is director of the Division of Adolescent and School Health.
Nutional Center for Chronic Disease Prevention and Health
Promotion. Centers for Disease Control und Prevention.

Copyright is not claimed: this work is in the public domain.
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nation’s 3.600 colleges and universities.' Institutions of
higher cducation can provide an important setting for reach-
ing voung people and reducing health risk behaviors among
them.

Although more than halt of all young people aged 20 to
24 vears have attended college.” little is known about the
health of college swdents nationwide. Rates of death.
injury. sexually transmitted diseases (STDs)., and pregnancy
are not available tor this specific population. and most stud-
ies examning heaith risk behaviors among college students
have tocused on a single cotlege or university and oniy one
or two health risk behaviors.

A few important studies have assessed alcohol. tobacco.
other drug use. and sexual aggression among national sam-
ples of college students. One is the Monitoring the Future
Studv. which since 1980 has conducted annual follow-up
survevs of American high school seniors as they become 19
10 22 veurs ot uge and are enrolied full time in 2- or 4-vear
colleges and universities. Monitoring the Future measures
tobacco. alcohol. marijuana. inhalant. stimulant. cocaine,
and other illicit drug use.* In 1994, 52% of male and 31%
of female college students reported consuming five or more
drinks of alcohol in a row on at least one occaston during
the 2 weeks preceding the survey. Moreover. 24% of male
and 23 of female college students reported smoking ciga-
rettes. and 20% of male and 12% of female college students
reported using marijuana during the 30 days preceding the
survey.

In 1993, Wechsler et al®> examined the nature and extent
of binge drinking among a national sample of students in 4-
year colleges and universities. Wechsler and colleagues’
findings were consistent with the results of the Monitoring
the Future survey: 50% ot college men and 39% of college
women were binge drinkers (defined as male students who
consumed 2 5 drinks of alcohol in a row and female stu-
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dents who consumed = 4 in a row during the 2 weeks pre-
ceding the survey).

Another substance-use study. the Core Alcohol und Drug
Survey. is used by institutions funded by the US Depart-
ment of Education’s Fund for the Improvement ot Postsec-
ondary Education (FIPSE1L.® In 78 FIPSE-tunded survevs at
2- and 4-veur colleges and universitics during 1989 10 1991,
31¢ of male and 35% of female college students reported
binge drinking (2 5 drinks ot alcohol in one sitting during
the 2 weeks preceding the survey). Tobacco use was report-
ed by 46% of male and 369 of temale college students. und
martjudana use by 30% ot men and 24% of women during
the [2 months preceding the survey.

Episodic heavy dninking has been shown to be more
prevalent among college students than among their same-
age peers” and is strongly related to serious injuries and
injury-related deaths. particularly fatal motor vehicle crash-
es.t Alcohol use among college students also has been
shown to be related to unsate sexual behaviors. violent
hehaviors. and academic problems.«” "

The oniy other national data avatlable on the health risk
behaviors of US college students focus on sexual aggres-
ston and victimization, The Sexual Experiences Survey'!
conducted in 1984/1985 among a national sample of stu-
dents in 2- and 4-vear colleges and universities indicated
that 5% of female college students reported rape und
another 127 reported attempted rape since age |4,

To monitor the priority heaith risk behaviors among
voung people. the Centers for Disease Control and Preven-
tion (CDC) developed the Youth Risk Behavior Surveil-
lance Svstem (YRBSS).'" The YRBSS includes national.
state. and local school-based surveys of high school stu-
dents conducted biennially since 1991: i houschold-based
survey among a national sample of 12- to 21-year-old vouth
in and out of school conducted in 1992: and the 1995
Nationai College Health Risk Behavior Survev (NCHRBS).
The 1995 NCHRBS built on previous surveys ot health risk
hehaviors among college students by assessing in one ques-
tionnaire a broad range of health risk behaviors that con-
tribute to the leading causes of mortality and morbidity for
voung people.

Nearly all of the most important health risk behaviors can
be categorized in six areas: (1) behaviors that contribute to
unintentional and intentional injuries: (2) tobacco use: (3)
alcohol and other drug use: (4) sexual behaviors that con-
tribute to unintended pregnancy and STDs. including
human immunodeficiency virus (HIV) intection: (3)
unheaithy dietary behaviors: and (6) physical inactivity.'”
NCHRBS is the first national survey to measure health risk
behaviors among college students in all six areas. In addi-
tion. NCHRBS helps measure progress toward 11 national
health objectives that target adolescents and young adults:
17 national health objectives that target age groups that
include college-aged people; and two national health objec-
tives related to the availability and characteristics of health
promotion programs on college campuses. including HIV
education.
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METHOD
Respondents

The 1995 NCHRBS employed a two-stage cluster sample
design to produce a nationally representative sample of
undergraduate college students aged 1¥ vears or older. The
first-stage sampling frame contained 2,919 2- and 4-year
colleges und universities. the primury sampling units
iPSUs). From the 2.919 institutions. we selected 148 (74 2-
year and 74 4-year institutions) trom 16 strata formed on
the basis of the relative percentage of Black. non-Hispanic
students chereinatter referred to us Black students) and His-
panic students in the schools. The institutions were selected
with a probability proportional 1o undergraduate enrollment
size. Of the 148 insttutions selected. 136 (92%) participat-
ed in the survey.

The second sampling stage consisted of a simple random
sample trom a list of the full-time and part-time undergrad-
uate students aged |8 years or older enrolled in the 148
selected colleges and universities. We used differential sam-
pling rates to ensure required numbers of minority students
in the sample. After allowing for assumed student nonre-
sponse and ineligibility rates. we set iniual student samples
at 56 for the 4-year and 72 for the 2-yvear institutions. From
the total of 8.810 students selected. we determined that
7.442 were eligible for the study. Of those eligible. 4,838
(65%) completed the questionnaire. The overall NCHRBS
response rate was 60% (calculated by muluplying the insti-
tutional participation rate of 92¢ by the eligible student
participation rate of 65%). Of the 4.838 students who com-
pleted the questionnaire. 229 identitied themselves as grad-
uate students. even though they were included in the list of
undergraduate students provided by the college or universi-
tv. We excluded these 229 records trom this analysis.

Questionnaire

The NCHRBS questionnaire was developed by CDC in
collaboration with representatives from universities, other
relevant national organizations. and federal agencies. Focus
groups were conducted with Black. White non-Hispanic
therein atter referred to as White students). and Hispanic
students to pilot test versions of the draft questionnaire.
Reliability data on many of the questions included in the
NCHRBS questionnaire were reported earlier by Brener et
al.™* Designed for self-administration. the final question-
naire consisted of a computer-scannable booklet with 96
multiple-choice questions. English und Spanish versions
were available.

Responses to the questionnaire were both voluntary and
confidential. We used identification numbers on the ques-
tionnaires to permit follow-up with nonrespondents. When
questionnaires were received. corresponding names and
addresses were destroyed so that individuals could not be
linked to their responses.

Institution Recruitment

A survev information packet. which contained an

JACH
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HEALTH RISK BEHAVIOR SURVEY

TABLE 1
Percentages of Undergraduate College Students Aged > 18 Years. by Age
Group, Gender. Race and Ethnicity, Institution Type, Marital Status,
Hours Worked per Week, Student Status. and Sorority or
Fraternity Membership—United States
Age group
18-24 vears > 25 vears

Category Toual 163.67) 136.4%)
Giender

Female 355 52.0 6l

Male 443 480 W2
Race and cthnicity

White. non-Hispani 728 70.9 76.1

Black. non-Hispanic 10.3 10.5 Y6

Hispanic 7.1 6.9 7.4

Other+ 9.9 1.7 6.9
fnstitution s pe

2-yeur 43.6 RE X)) 638

4-veur 44 654 2
Marital status

Never married 69 .4 V3.2 278

Married 220 hh 50.3

Separated 1.7 0.4 39

Divorced 6.4 0.5 16.7

Widowed 0.5 0.1 1.3
Hours worked per week

0 273 0.1 225

1-39 4937 38.1 35.1

> 40 229 1.9 424
Student status

Full ime 682 85.2 33.5

Part time 2.8 14.8 61.5
Sorority or Iraternity membership

Yes 93 124 AN

No a2 87.6 Uiy
Sowrce: Natsonai College Heaith Risk Behavior survey. 1993,
Note. Percentages within categories may not total 100 0 because of rounding.
sincludes students who responded to the question on race/ethnicity by selecting Asian or Pacific
Islander. Amenican Indian or Alaskan Native. or Other.

overview ol the purpose of the survey. a description of the
survey process. and the questionnaire. was mailed to the
president ot each of the selected institutions. Each president
was then contacted by telephone to determine whether the
institution would participate in the survey. On agreement to
participate. the college president was asked to identify a
survey contact who could provide a list of undergraduate
students trom which we would draw the sample of college
students.

Student Recruitment

Once the sample of college students within each partici-
pating institution was drawn up. we mailed each sampled
student an initial questionnaire packet. The packet con-
tained a cover letter explaining the voluntary nature and
importance of the surveyv. a questionnaire booklet. a pencil
for completing the questionnaire. and a postage-paid return

VOL 46. SEPT 1997

envelope. In addivon. the packet contained a description of
an incentive offered—a $100 US Savings Bond for one ran-
domly selected student from each participating institution.

Two weeks after the initial questionnaire packet was
mailed to the students. we mailed a second questionnaire
packet to those who had not yet returned the question-
naire. Two weeks after the second mailing. those students
who still had not returned the questionnaire were sent a
third copy of the questionnaire by certified mail and were
called by telephone 1o determine their willingness to par-
ticipate. A final questionnaire was sent by overnight mail
to those students who requested one during the telephone
contact. The timing of the initial and follow-up mailings
were staggered to accommodate the semester and quarter
svstems of the participating colleges and universities. Data
collection. which began in January 1995. was completed
by July 1995.
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TABLE 2
Percentages of Undergraduate College Students Aged > 18 Years Who Participated in Selected Behaviors That
Contribute to Unintentional Injury, by Gender, Age Group, Race and Ethnicity, and Institution Type

Rarelv or never used
safety belts when

Rarelv or never
wore motorcvele

Drank alcohol and
drove a car or other

Ever drank alcohol
when boating or

driving a car~ helmetsz vehicle§ swimmingll
Category “ Cl G Cl % Cl e Cl
Gender
Female 6 P2 3.0 0 T 28 24 264 3
Male 12,3 23 R T4 3322y 35230
Ave group
I18-24 vears 9.7 i.6 37.1 o 2778 24 83 25
25 veurs TN ) 26.8 v 26.7 LNl M40 34
Race and ethnicity
White. non-Hispanic 10.1 14 26 T3 2 24 33424
Black. non-Hispanic 77 25 NA 14.7 28 1.1 4.3
Hispanie N 22 NA 48 48 22249
Instiunon vpe
2-vear 9.8 21 278 V0 246 A 07 39
4-veur %7 I.6 389 ue 298 27 0.3 27
Total 9.2 1.3 M40 67 2740 21 05 23

Nearee: Nanonal College Health Risk Behavior Survey, 1995,
“Among the Y635 of students who drive.

YOne or more times during the 30 davs preceding the survey.

Vore: Contidence interval. 95% . NA = data not availuble. insutticient sample size.
s Among the F7.6% ol students who rode a motoreyele during the 12 months preceding the survey.

IAmony the TA.87% of students who went boatng or swimming during the 12 months preceding the survev.

Data Analysis

We cdited data for consistency of responses and applied
a weighting factor to cach student record to adjust for the
school sampling weight. the school nonresponse adjustment
factor. the student sampling weight. and the student nonre-
sponse adjustment tactor. We used information on the total
number of students, listed by race and ethmeny. gender. and
mstitution tvpe (2-vear v 4-vear institution) to poststratify
the sample. For each adjustment class (a particular race or
ethnicity. gender. and institution type). the poststratification
adjustment tactor was the ratio of the known national value
(o the sample estimate of that value.

We scaled the final overall weights so that the weighted
count ot students was equal to the number of cases tor that
vear. The scaling factor was the ratio of the number of
respondent cases to the sum of the weights for those stu-
dents. We used SUDAAN to compute 95% confidence
intervals.'” The NCHRBS data are representative of under-
graduate college students aged 18 vears or older in colleges
and universities in the United States.

RESULTS
General Demographic Characteristics.

[n the final student sample. 35.5% of the paricipants
were women. 72.8% were White. 10.3% were Black. and
7.1% were Hispanic: 63.6% were 18 to 24 years old: 54 4%

attended 4-vear institutions ( Table 11. Two thirds (68.29%) of
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the students attended college full time. One out of 10
19.8% ) students belonged to a soronty or traternity. Nearly
one fourth (22.09%) of the students were currently married.
whereas 69.4% had never been married. About one fourth
122.9¢%) of students worked full time. 49.7% worked parnt
ume. und the remaining fourth (27.3%) were not emploved.

Stwudents aged 25 and older were more likely to attend 2-
vear institutions (63.8%). whereas students aged 18 to 24
vears were more likely to attend 4-vear institutions (65.4%).
The survey respondents closely reflected the demographic
distribution of undergraduate students aged 18 or more
vears of age who were enrolled in 2- und 4-veur colleges
and universities in the United States.'

Unintentional Injury

Of the 96.3% of students who drove cars. 9.2% rarely or
never used a safety belt when driving a car (Table 2). Male
students were significantly more likely than female students
and White students were significantly more likely than His-
panic students to have rarely or never used a safety belt.
Safety belt use did not vary by age group or by institution
tvpe.

Of the 17.6% of students who rode a motorcycle during
the 12 months preceding the survey. 34.0% rarely or never
wore motorcycle helmets (Table 2). Motorcycle helmet use
did not vary by gender. age group. race and ethnicity. or
institution type.
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TABLE 3
Percentages of Undergraduate College Students Aged > 18 Years Who Participated in Selected Behaviors That
Contribute to Intentional injury, or Were Ever Forced to Have

Race and Ethnicity, and Institution Type

Sexual Intercourse, by Gender, Age Group,

Ever been forced

Participated in a to have sexual

Carmied o weapon® Carried a gunz physical fights intercourse
Category K Cl K Cl “ Cl s Ci
Gender
Female idon 1.2 05 7.0 1.1 204 20
Male 38 20 51002 42 13 3910
Age group
18-24 years X.5 1.4 25 0.7 13.2 |4 10.6 1.3
2 25 years 73l 8 10 48 14 175 24
Race and ethnicity
White. non-Hispanic 8.2 '3 A0 0y 92 13 125 15
Black. non-Hispanic 95 22 33 1.5 135 3 158 3.6
Hispanic 78 23 3 23 124 10 136 44
[nstitution type
2-vear X.6 1.3 34 0.9 10.0 1.5 15.6 1.9
d-vear 7.5 1.7 23 0.8 10.4 1.6 1.1 1.6
Total 8.0 1.2 29 06 0.2 1.4 13.1 1.3

Source: National College Health Risk Behavior Survey, 1995,
Note. Confidence interval, 95%.

*Such as a gun. knufe. or club on 2 | of the 30 davs
$O0n 2 | of the 30 days preceding the survey. except

§Ore or more times during the 12 months preceding the survey.

preceding the survey, exeept for job-related reasons.
tor job-refated reasons.

More than one fourth of all students (27.4%) reported
that they had drunk alcohol and driven a car or other vchi-
cle at least once during the 30 days preceding the survey
(Table 21. Male students were significantly more likelv than
female students. and White and Hispanic students were sig-
nificantly more likely than Black students o have drunk
alcohol and driven a car, Drinking alcohol and driving did
not vary by age group or institution type.

Among the three fourths (76.8%) of the students who
reported boating or swimming during the 12 months pre-
ceding the survey. 30.5% had drunk alcohol while hoating
or swimming (Table 2). Male students were significantly
more likely than female students. students aged 25 vears or
more were significantly more likely than younger students.
White students significantly more likely than either Black
or Hispanic students, and Hispanic students significantly
more likely than Black students to have drunk alcohol whije
boating or swimming. Drinking alcohol while boating or
swimming did not vary by institution type.

Intentional Injury

Among all students. 8.0% had carried a weapon (for
non-job-related reasons). such as a gun, knife, or club. at
least | day during the 30 days preceding the survey. and
2.9% had carried a gun (for non—job-related reasons. see
(Table 3). Male students were significantly more likely than
female students to have carried a weapon or gun. Weapon
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carrying and gun carrying did not vary by age group. race
and ethnicity. or institution type.

Among all students. 10.2% had heen involved in at least
one physical fight during the |12 months preceding the sur-
vev (Table 3). Male students were significantly more likely
than female students. and students aged 18 to 24 years were
significantly more likely than older students to have been in
a physical fight. Physical fighting did not vary by race and
ethnicity or by institution type.

Among all students. 13.1% had ever been forced 10 have
>exual intercourse against their will (Table 3). Female stu-
dents were significantly more likely than male students, stu-
dents aged 25 years or more were significantly more likely
than younger students. and students in 2-year institutions
were significantly more likely than those in 4-year institu-
tions to have been forced to have sexual intercourse. Forced
sexual intercourse did not vary by race and ethnicity.

Students were asked about suicide ideation and attempts
during the 12 months preceding the survey (Table 4).
Among all students. 10.3% had thought seriously about
attempting suicide. 6.7% had made specific plans to attempt
suicide. 1.5% had attempted suicide. and 0.4% had made a
suicide attempt that resulted in an injury. poisoning, or
overdose that required medical treatment by a doctor or
nurse. Students aged 18 to 24 vears were significantly more
likely than older students to have thought seriously about
attempting suicide and to have made a specific plan to
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TABLE 4
Percentages of Undergraduate College Students Aged > 18 Years Who Reported Having Thought Seriously
About Attempting Suicide and Who Reported Suicidal Behavior, by Gender, Age Group,
Race and Ethnicity, and Institution Type

Thought seriousiy Sucide attempt
about attempting Made a suicide Attempted rec:ired medical
suicide™ plan+ suictde .z attention™
Category & Cl “r Cl i Cl ‘v Cl
Ciender
Female 10.8 R 6.3 1.0 13 0.3 03 0.2
Male Y7 I3 72 1.2 1.7 0.7 0.5 0.3
Ade group
I8-24 vears 1.4 I3 79 1.0 1.7 0.3 0.4 0.3
> 25 vears %3 [.2 4.6 0.9 .0 0.6 0.2 0.2
Race and ethnicity
White. non-Hispanic 06 3] 6.3 0.8 1.0 n.4 0.3 0.2
Black. non-Hispanic 0.7 28 6.3 24 34 1.9 0.7 0.7
Hispanic 1.1 29 6.3 22 19 1.6 0.8 1.0
Institution v pe
2ovear 104 1.2 6.2 1.0 1.3 0.% 0.6 0.4
S-vear 6.3 I3 7.0 | 1.2 0.4 0.2 0.2
Total 10.3 (9 6.7 0.7 1.5 0.4 0.4 0.2

Sewerce: National College Health Risk Behavior Survey. 1995,
Noge. Confidence interval. 95%.

"During the 12 months preceding the survey,

=One or more tmes.

attempt suicide. Black swdents were significantly  more ceding the survey (Table 35). Male students were signifi-
likeiv than White students to have atempted suicide. but cantly more likely than female students. students aged 18 to
suicide ideation and attempts did not vary by gender or 24 vears were significantly more likely than older students.
institution type. and White students were significanty more likely than

either Black or Hispanic students to have used smokeless

Tobacco Use tobacco. Smokeless tobacco use did not vary by institution

Almost one third (31.35) of students had smoked ciga- tvpe.
rettes daily tat least one cigarette every day tor 30 davs) at
ome time during their lifetimes, 29.0% were current ciga- Alcohol and Other Drug Use
rette smokers (had smoked one or more cigarettes during Among all students. 4.2% engaged in current frequent
the 30 days preceding the survev). and 16.5% were current- alcohol use (alcohol use on at least 20 of the 30 days pre-
Iv frequent cigarette smokers thad smoked cigarettes on at ceding the survey. see Table 6). Male students were signifi-
feast 20 of the 30 days preceding the survev: sce Table 3. canuly more likely than female students. and White students
Students aged 25 years of age or older were significantly were significantly more likely than Black or Hispanic stu-
more likely than younger students to have smoked ciga- dents to be current frequent users of alcohol. Current fre-
rettes daily during their lifetimes and to be current frequent quent alcohol use did not vary by age group or by type of
cigarette smokers. institution.

White students were significantly more likely than either About one third (34.5%) of all students reported current
Black or Hispanic students to have smoked cigarettes daily ¢pisodic heavy drinking (consuming five or more drinks of
during their lifetimes and to be either current smokers or alcohol on at least one occasion during the 30 days preced-
current frequent cigarette smokers. but Hispunic students ing the surver. Table 6). Current episodic heavy drinking
were significantly more likely than Black students to be occurred significantly more often among male students than
current cigarette smokers. Students in 2-year institutions among temale students. among students aged 18 to 24 years
were significantly more likely than those in 4-year institu- of age than among older students. and among White stu-
tions to have smoked cigarettes daily during their lifetimes dents than among either Black or Hispanic students. How-
and to be current frequent cigarette smokers. Cigarette use ever. the heavy episodic drinking was significantly more
did not vary by gender. frequent among Hispanic students than Black students and

Among all students. 5.4% had used smokeless tobacco among students in 4-vear institutions than those in 2-year
fchewing tobacco or snutf) on | or more of the 30 days pre- institutions.
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TABLE 5
Percentages of Undergraduate College Students Aged > 18 Years Who Used Tobacco, by Gender, Age Group,
Race and Ethnicity, and Institution Type

Cigarette use Current smokeless

Litetime daily+ Currentz Current frequent tobacco usell
Category “r Cl e Cl % Cl [ Cl
Gender
Female 34 29 28.2 23 17.7 2.0 0.3 0.3
Male 28.8 27 30.0 28 149 2.0 1.7 22
Age group
18-24 vears 26 19 8.8 23 135 l.4 6.3 14
2 25 years 47.0 3.2 28.7 20 213 2.8 3.0 0.9
Race and ethnicity
White. non-Hispanic 335 25 318 2.2 19.0 1.7 6.8 1.3
Black. non-Hispanic 13.6 6 14.2 6 7.0 2.6 0.7 08
Hispanic 21 39 25.0 4.0 8.0 27 (N} 0.9
Institution type
J-year 38.0 0 299 29 20.2 2.7 39 1.1
4-vear 259 N 28.3 25 13,4 1.8 6.6 1.6
Total 33 22 29.0 1.9 16.5 1.6 54 1.0

Source: National College Health Risk Behavior Survey, 1995,

Note. Confidence mterval. 95%.

+Ever smoked at least one cigarette eveny day tor 30 days.

:Smoked cigarettes on 2 | of the 30 duys preceding the survey.

$Smoked cigarettes on 2 20 of the 30 days preceding the survey.

llUsed chewing tobacco or snutf on 2 | of the 30 duys preceding the survey.

TABLE 6
Percentages ot Undergraduate College Students Aged > 18 Years Who Drank Alcohol or Used Marijuana or
Cocaine, by Gender, Age Group, Race and Ethnicity, and Institution Type

Current
Current episodic Lifetime Current Lifetime
frequent heavy marijuana marijuana cocaine
alcohol usev drinkingz used usell useq
Category e Cl % Cl G Cl % Cl % ClI
Gender
Female 2.2 0.6 27.0 2.6 47.7 3.0 11.6 1.7 14.1 2.1
Male 6.6 1.3 43.8 34 0.0 31 17.1 2.2 145 20
Age group
18-24 vears 34 0.7 415 30 425 25 17.3 1.9 6.6 1.1
2 25 years 54 1.5 20 27 596 33 8.3 1.6 28.1 27
Race and ethnicity
White, non-Hispanic 4.7 09 395 32 525 3.0 15.5 1.8 16.0 2.0
Black, non-Hispanic 1.6 1.4 125 30 391 46 11.8 29 79 27
Hispanic 2.0 1.3 30.2 39 430 438 73 24 159 3.0
Institution type
2-year 4.2 1.2 268 209 509 29 12.2 1.6 19.6 1.7
+-year 4.1 0.8 410 40 468 34 156 23 10.1 23
Total 42 0.7 345 25 487 23 140 1.4 14.4 1.5

Source: National College Health Risk Behavior Survey, 1995.
Note. Contidence interval. 95%.
+Drank alcohoi on 2 20 of the 30 days preceding the survey.

$Drank five or more drinks of alcohol on at least one occasion on 2 1 of the 30 days preceding the survey.
§Ever used marijuana,

IlUsed marijuana one or more times during the 30 days preceding the survey.
IEver tried any form of cocaine. including powder. crack. or freebase.
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by Gender. Age Group,

TABLE 7
Percentages of Undergraduate College Students Aged > 18 Years Who Engaged in Selected Sexual Behaviors,
Race and Ethnicity, and Institution Type

Six or more Condom use Contraceptive
Ever had SCX partners during last use during Consistent
sexuul during sexual last sexual condom
ntercourse lifetime mtercourse intercourse s s used
Category " 1 i Cl “r Cl “r Cl R Cl
Giender
Femule NTS ih N 26 BRI 24 N 2 2501 25
Male 84.0 2 V7.8 33 332 a4 93 27 324 34
Age group
I8=24 vears 79.5 .7 257 21 R 235 X6.0) 1.3 36.5 2.6
2 25 veurs W78 1.0 49.6 a4 8.5 29 R 23 17.4 19
Race and cthnicity
White. non-Hispanic 867 Iz RS 2.6 273 27 S0 2.0 252 26
Black. non-Hispanic 928 | 40.3 47 428 4.5 794 4.2 428 4.5
Hispanic 852 8] 0.6 4.3 298 3.2 74.7 4.1 32.0 5.3
luststion tvpe
J-veuar 899 17 0.7 32 6.2 34 748 26 239 33
4-vear 829 23 0.2 RN 327 S %43 24 3.7 29
Total N6 () 4S 2.2 29.6 22 79.8 1.8 279 21
Sorrce: National College Health Risk Behavior Survey 1995
Note. Contidence interval, 957
~Among the 65,277 of students who had sexual miercourse during the 3 months preceding the survey.
:Birth control pills. condoms. withdrawal. or some other method
SAmony the 62 4 of students who had sexual intercourse durmg the 30 davs preceding the survey. used condoms abways or most of the time.

Nearly hall” of all students (48.7% 1 had used marijuana
during their lifetimes. and 14.0% had used marijuana dur-
ing the 30 days preceding the survey (Table 6). Lifetime
marijuana use occurred significantly more otten among stu-
dents aged 23 vears or more than among yvounger students.
and among White students than wmong either Black or His-
panic students. Current marijuana use occurred significant-
Iy more otten among male students than among temale stu-
dents. among students aged 18 to 24 vears than among older
students. and among White than Hispanic students. Life-
time and current marijuana use did not vary bv institution
e,

Among all students. 14.4% had used cocaine at some
time during their lifetimes (Table 6). Lifetime cocaine use
occurred significantly more often among students aged 25
years or older than among younger students. among White
and Hispanic students than Black students. and among stu-
dents in 2-vear institutions than those in 4-vear institutions.
Lifetime cocaine use did not vary by gender.

Sexual Behaviors

Among all students. 86.1% reported thev had ever had
sexual intercourse. and 34.5% reported having six or more
sex partners during their litetimes (Table 7). Female stu-
dents were significantly more likely than male students to
have ever had sexual intercourse, whereas male students
were significantly more likely than female students to have
had six or more sexual partners during their lives. Students

62

more than 25 years old were significantly more likely than
vounger students. Black students were significantly more
likely than etther White or Hispanic students. and students
in 2-vear institutions were significantly more likely than
those in 4-vear colleges to have ever had sexual intercourse
and to have had six or more sex partners.

Among the 68.27% of students who had engaged in sexu-
al intercourse during the 3 months preceding the survey
teurrent sexual activity). 29.6% reported thev used a con-
dom during their last sexuai intercourse. and 79.8% report-
ed using some form of contraception on that occasion
(Table 7). Male students were significantly more likely than
female students. students aged 18 to 24 vears were signifi-
cantly more likely than older students. and Black students
were significantly more likely than either White or Hispan-
ic students to report they used a condom during their last
sexual intercourse. Use of some form of contraception dur-
ing the last sexual intercourse was reported significantly
more often by students aged |8 to 24 vears than by older
students. by White students than by Hispanic students. and
by students in 4-vear institutions than by those in 2-year
institutions.

Among the 62.4% ot students who reported they engaged
in sexual intercourse during the 30 days preceding the sur-
vey (recent sexual activity). 27.9% reported using a condom
most of the time or always (consistent condom use. Table
7). Consistent condom use was reported significantly more
often by male students than by temale students. by students

JACH



aged 18 to 24 years than by older students. by Bluck stu-
dents than by either White or Hispanic students. and by stu-
dents enrolled in 4-vear institutions than those i 2-vear

institutions.
Dietary Behaviors

One fifth (20.5%) of all students were overweieht as
determined by their body mass index (BMD. Overweight
was defined as a BMI (weight kg/height{m]- 2 27.8 tfor men
and > 27.3 for women: see Table 8). Students 25 vears of
age or older were significantly more likely than younger
students. Black students were signiticantly more likels than
either White or Hispanic students. and students i 2-vear
institutions were significantly more likely than those in 4
year institutions to be overweight.

We asked students about how they had lost weight or had
kept from gaining weight during the 30 davs preceding the
survev. Among all students. 30.8% had dicted. 33.6% had
exercised. 2.6% had vomited or taken luxatives. und 4.3%
had taken diet pills (Table 8). Female students were sienit-
icantly more likely than male students 1o diet. exercrse.
vomit or take laxatives. and take diet pills.

Students 25 years of age or older were significanty more
likely than younger students to dict to lose weight. and stu-
dents in 2-vear institutions were significantly more likely
than those in 4-vear institutions to diet and take dict pills.
Methods of losing weight or keeping from gining weicht
did not vary by race and ethnicity.

HEALTH RISK BEHAVIOR SURVEY

Among all students. 26.3% had met the Nationat Cancer
Institute (NCD) guidelines'™ by eating tive or more servings
of fruits and vegetables during the dayv preceding the survey
(Table 9). Consumption of fruils and vegetables was signif-
icantly greater among Hispanic students than among White
students. Fruit and vegetable consumption did not vary by
gender. uge group. or instiution type.

Most students 1 78.2% ) reported having eaten two or fewer
servings of foods typically high in tut content (hamburgers.
hot dogs. suusages. French fries. potato chips. cookies.
doughnuts. pies. or cakes) during the day preceding the sur-
vey (Table 1. Female students were signiticantly more like-
Iy than male sudents. students aged 25 vears or older were
sigmficanty more likely than younger students. and White
and Hispanic students were significantly more likely than
Black students to have eaten two or fewer servings of toods
tvpically high in tat content. Consumption of the foods typ-
ically high in tut content did not vary by institution type.

Physical Activity

Among all students. 37.6% reported they had participat-
ed in vigorous physical activity (“that made you sweat and
breathe hard ™) for at least 20 minutes on 3 or more of the 7
days preceding the survey. and 19.3% reported walking or
bicycling (moderate physical activityy for at least 30 min-
utes at a time on 3 or more of the 7 days preceding the sur-
vey (Table 10). Participation in vigorous physical activity
was significandy higher among mule students than among

TABLE 8
Percentages of Undergraduate College Students Aged > 18 Years Reporting Various Dietary Behaviors, by
Gender, Age Group, Race and Ethnicity, and Institution Type

Dicted o
fase ur keep
from guming

Vomited or ook
laxatives to lose or
keep tfrom gaming

Exercised 1o
lose or keep
from vaining

Took diet prlls
to lose or keep
trom gaining

Overwelght+ werghtz welghts weight= weightt

Category % Cl s Cl “r Cl % CI % CI
Gender

Female 20.2 1.6 421 23 62.6 23 2 0.9 7.0 1.2

Male 209 20 16.7 1.9 423 27 0.6 0.3 1.1 0.5
Age group

18-24 years 15.5 1.3 278 1.8 534 20 238 0.3 37 0.7

2 25 years 28.8 23 36.2 27 54.0 37 21 0.8 5.6 1.4
Race and ethnicity

White. non-Hispanic 19.5 1.5 36 21 555 22 2.6 0.7 48 09

Black. non-Hispanic 335 4.1 8.3 43 48.5 3.0 2.0 I.5 34 1.2

Hispanic 208 4.0 30.5 4.4 53.7 42 1.7 13 1.6
Institution type

2-year 248 20 43 29 52.1 27 27 0.8 5.9 1.2

4-year 16.9 1.7 279 AN | 548 26 24 0.7 RN 0.7

Total 205 1.3 20.8 1.7 53.6 1.9 2.6 0.6 4.3 0.7

Source: National College Health Risk Behavior Survey. 1995,
Note. Confidence interval, 95%.

$During the 30 days preceding the survey.

tOverweight is defined as a body mass index (BMI = weight [kg|/height |m]
on the 85th percentile value for BMI among persons aged 20-29 vears in the Second Nationai Health and Nutrition Examination Survey.

2 > 27.8 for men and 2 27.3 for women. This classification was based
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TABLE 9
Percentages of Undergraduate College Students Aged > 18 Years Who
Participated in Selected Dietary Behaviors, by Gender. Age Group,
Race and Ethnicity, and Institution Type

Ate 2 3 servings
of fruits and
vegetables™

Ate € 2 servings of
roods typically high
in tat contentz

Nore. Conhidence interval. 5%
survey.

or cake during the duy preceding the survey.

Category “ Cl e ClI
Gender

Female 230 20 849 i6

Male 281 28 9.6 25
Age group

18-24 vears 230 22 75.6 b7

2 25 vears 8.5 22 %23 27
Race and ethnicity

White. non-Hispanic 246 23 79.1 19

Black. non-Hispunic 298 4.5 69.3 37

Hispanic 1S 4.2 81.2 53
Institution tvpe

2-vear 6.5 23 794 27

4-vear 26.2 29 772 2.0

Totai 26.3 1.9 78.2 1.6

Source: National College Health Risk Behavior Survey. 1995,

TAle 2 5 servings of truit frut juice. green safad. und cooked vegetables during the day preceding the

ZAle £ X servings of humburgers. hot dogs. sausage. trench fries. potato chips. cookies. doughnuts, pie.

female students and for students aged 18 to 24 vears than
for older students. Participation in vigorous physical activi-
tv did not vary by race and ethnicity or institution tvpe.
Black ~wdents. however. engaged in moderate physical
detuvity signiticantly more often than did White students.
Moderate physical acuvity did not vary by eender. age
JToup. or mstitution tvpe.

DISCUSSION

These findings indicated that many college students in
the United States engage in behaviors that pluce them at risk
for serious health problems. Certain risks are particularly
notable because of the large numbers of students affected.
For exumple. alcohol use is a major public health problem
because of the amount consumed and the siwations in
which it 1s trequently used.

Approximately one third of those surveved reported con-
suming tive or more drinks on a single occasion during the
past month (34.5%). drinking and driving during this same
period (27 4%\, or drinking while boating or swimming
during the past vear (30.5%). Motor vehicle crashes are the
leading cause ot death among 15- to 24-year-olds.'” and
alcohol use contributes to almost half of all motor vehicle
fatalities and all intentional injuries.!

Tobacco use. the single most preventable cause of death
in the United States.!” places a huge economic burden on
the country.-' The prevalence of current cigarette use among
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college students is high {29.0%). Although fewer students
reported using tobacco trequently (16.5¢). even lower lev-
els of tobacco use may place students at risk for long-term
addiction. -

College students often fail to protect themselves trom
exposure to sexually transmitted diseases (STDs). including
HIV infecuon. Only one tourth of the students (27.9%) who
reported having sexual intercourse during the 30 days pre-
ceding the survey reported consistent condom use. We do
not know how many of the students who had engaged in
sexual intercourse during the 30 duvs preceding the survey
were involved in monogamous relationships with uninfect-
ed partners. However. only 22% of all college students
reported that they are currently married. suggesting that
many students may be placing themselives at an unnecessary
risk of STD infection.

Although 86% of the students aged 18 to 24 years report-
ed using some torm of contraceptive during their last sexual
intercourse. it is unclear how consistentlv students use con-
traceptives over time. The rates of unintended births among
adolescent girls and women aged |5 to 24 years are higher
than for any other age group. [n 1988. nearly two thirds of
births to 15- to 24-yeur-old females were unintended.*

This survey showed that one in five college students is
overweight. Consistent with this finding are reports that
almost three fourths (73.7%) of the responding students
failed to meet NCI guidelines for daily truit and vegetable
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TABLE 10
Percentages of Undergraduate College Students Aged > 18 Years Who
Participated in Vigorous and Moderate Physical Activity, by Gender,

Age Group, Race and Ethnicity,

and Institution Type

Participated in
vigorous phywcal

Participated in
moderate phvsical

Vore, Contidence interval, 93547

ceding the surnvey.

acuvity T actvitys

Gender

Femaie 330 23 193 1.9

Male 437 32 19.7 23
Age group

I18-24 veurs 41N 23 0.2 19

2 25 vears 3.6 27 18.1 25
Ruce and ethnicity

White. non-Hispanic N7 23 182 L9

Black. non-Hispanie RGN ) 276 49

Hispanic 354 4.2 214 3.7
Institution & pe

2-vear R i 17.9 2.0

4-veur RUN 29 20.8 24

Total 37.6 21 19.5 I.6

Sewerce: Navonai College Health Rish Beha wor Surves, [49s,

“ACUVILes that caused sweating and hard hreadthing 1or wt jeast

“Walked or bicveled for at Jeast 30 iminutes dGUatime on 2 2

20 munutes on 2 3 of the 7 days pre-

o the 7 duys preceding the survey.

consumption. 21.8% reported cating three or more high-tat
toods during the day preceding the survey. and few students
had engaged in adequate levels of vigorous (37.6%) or
moderate (19,34 physical acuvity. These tindings are con-
sstent with trends wward Increasing overwelght
American adults.

Risk behaviors were more likely 10 occur among particu-
lar subgroups of students. The survey showed that male stu-
dents are more likely than female students to report rarely
or never wearing safety belts when driving a car. drinking
aeohol and driving a car or other vehicle. drinking alcohol
while boating or swimming. or carrying Weupons or guns.
Men were also more likely than the women to participate in
physical fighting. current use of smokeless lobacco. current
frequent alcohol use. current episodic heavy drinking. cur-
rent marijuana use. having six or more sexual partners dur-
g their lifetimes. and eating more than wo servings of
foods typically high in fat content.

By contrast. temale students were more likely than mate
students to report ever being forced to have sexual inter-
course against their will. having ever had sexual inter-
course. failing to use a condom at last sexual intercourse.
and inconsistent condom use. The women were also more
likely than the men 10 use vomiting or taking laxatives to
lose weight or to keep from gaining weight. taking diet pills
to lose weight or to keep from gaining weight. and not par-
ticipating in vigorous physical activity.

among
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Students aged 18 10 24 vears were more likely than those
aged 25 vears or older to report physical fighting. thinking
~enoushy about attempuing suicide and making a suicide
plan. currently using smokeless tobacco. €ngaging in cur-
fent episodic heavy drinking, currently using marijuana.
and ¢ating more than two servings of foods typically highin
fat content.

Students who were 253 years or older were more likely
than those aged 18 to 24 veurs to report drinking alcohol
while boating or swimming. ever beiny forced to have sex-
ual intercourse against therr will. lifeime daily cigarettes
and frequent cigarette use. lifetime marijuana or cocaine
use. ever having sexual intercourse, having six or more sex
partners during their lifetimes. failing to use a condom or
some other form of contraception at last sexual intercourse.
inconsistently using condoms. being overweight, and not
participating in vigorous physical activity.

White students were more likely than both Black and
Hispanic students to report drinking alcohol while boating
or swimming: lifetime dailv. current. and current frequent
cigarette use. current smokeless tobacco use. current fre-
quent alcohol use. current episodic heavy drinking. and life-
time marijuana use. White students were also more likely
than Black students to report drinking alcohol and driving a
car or other vehicle. lifetime cocaine use. tailing to use a
condom at last sexual intercourse. inconsistent condom use,
and not participating in moderate physical activity, White
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students were more likely than Hispanic students to report
rarely or never wearing safety belts when driving a car. cur-
rently using marijuana. and eating tewer than five servings
of fruits and vegetables.

Bluck students were more hikely than both White und
Hispanic students to report ever having sexual mtercourse.
having s1x or more sex partners during ther hives. being
overweieht. and eating more than two servings ot (vpically
high-1at foods. Black students were more likely than White
students to report they had attempted suicide.

Hispanic students reported no risk behaviors more often
than did both White and Bluck students. However, Hispan-
1¢ students were more likely than White students o report
Fatling 1o use some torm ot contraception at their List sexu-
Al antercourse. Hispanic students were more likely than
Black students to report drinking alcohol and driving u car
or other vehicle. drinking aleohol while boaung or ~swim-
mine. currenty using cigarettes and engaging in current
episodic heuvy drinking. using cocaine durng their hte-
tmes. tailing 1o use a condom at last sexual intercourse. and
usiny condoms inconsistently.

Students in 2-year insttutions were more hikely than sw-
dents in d-vear institutions 1o report ever heen forced o
have sexual intercourse against their witl, Titetime daity and
current frequent cigarette use. lifetime cocaine use. ever
having had sexual intercourse. having had six or more sex
partners during their fives. Tarling to use some torm of con-
traception ot lust sexual intercourse. inconsistent condom
use. being overweight. and taking diet pills to lose or keep
from gaining weieht. [n contrast. students in 4-vear institu-
tions were more likely than students in 2-year institutions 1o
report engaging in current episodic heavy drinking.

Many college students” behaviors jeopardize their current
and tuture health status. Colleges and universities otfer an
important wvenue (or providing health-related services und
cducation 10 large numbers of young adults, Further analy-
<1y 0f NCHRBS duta will provide additional insights into
the mterrelationships of nsk behaviors and characteristcs
of students at risk. In addition. CDC may repeat this study
to monitor progress in reducing critical health risk behas -
10rs wmony youth.
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Project Summary:
Theory to Action: the New Jersey HIV Prevention Institute

The New Jersey Collegiate Consortium for Health in Education (NJCCHE),” in conjunction with
the Office of Community Development and the New Jersey AIDS Education and Training Center,
is currently developing a two-day training program focusing on applying the theoretical principles
of the transtheoretical/stages of change model to HIV health education/risk reduction (HE/RR)
and prevention case management.

The goal of the project is to increase capacity among 23 of New Jersey’s community-based
organizations (CBOs) to integrate the transtheoretical model of behavior change theory in to HIV
prevention health education/risk reduction and prevention case management activities by: (1)
introducing CBO staff to the practical application of the transtheoretical/stages of change model;
(2) introducing staff to the Partners in Prevention Curriculum and relevant research on changing
HIV risk behavior; and (3) providing technical assistance to CBOs applying this theory to their
prevention activities.

Funding for this project has been provided by the Division of AIDS Prevention and Control
(DOPAC) of the New Jersey State Department of Health and Senior Services. This training is
specifically targeted for staff at the 23 CBOs currently funded by DOPAC to provide outreach,
HE/RR, and prevention case management to targeted high risk women, youth, and men who have
sex with men (MSMs). The Institute will be held at the end of February, 1998.

To assist in the planning, implementation and evaluation of the Institute, we are assembling a
Planning Committee comprised of representatives from the targeted CBOs as well as other
relevant New Jersey organizations. The Planning Committee will be responsible for working with
the consultant to develop an agenda that meets the needs of CBOs in New Jersey, marketing the
Institute, developing and implementing the post-evaluation measures, and overseeing the
provision of technical assistance. We anticipate that the Planning Committee will communicate
through monthly conference calls (no longer than an hour in duration) and two face-to-face
meetings. The Planning Committee will meet from October, 1997 through the completion of the
project in April, 1998.

For further information, please contact the project assistant, Johanna Malaret at 732/932-1219.

* Founded in 1990, the New Jersey Collegiate Consortium is a statewide network comprised of almost 300
faculty, staff, and administrators from 56 colleges and universities, state agencies and community-based organizations.
Our mission is to disseminat= research findings and provide technical assistance for the design and evaluation of
effective health education interventions. Consortium offices are located within the Rutgers Student Health Service at
Rutgers University.



ASSESSMENT FORM
October 28, 1997

Please take a few minutes to complete and return the following evaluation.

Rate your answers to the following questions on a scale from | to 5 (1 = poor; 5 = excellent).

How would you rate the session on both relevance to your community and on the style of the

presentation?
Poor
A. Business Meeting
relevant information ! 2
B. Strategies for Working with Administrators
relevant information 1 2
style of presentation 1 2

C. Morning Small-Group Workshops
Which workshop did vou attend?

relevant information 1 2
style of presentation 1 2
D. Community Forum: HIV/AIDS Policy &
Needle Exchange
relevant information 1 2

I

style of presentation 1

(U3}

(VSRR VS]

LI LI

Excellent
4 5 N/A
4 5 N/A
4 3 N/A
4 5 N/A
4 5 N/A
4 5 N/A
4 5 N/A

To what extent will you follow-up on suggestions and information provided in the presentations at

today’s forum:

Not at all
1. Business Meeting ] 2
2. Strategies for Working with Administrators 1 2
3. Morning Workshops 1 2
4. HIV/AIDS Policy & Needle Exchange | 2

What did you like most about today’s meeting?

W W W W

A Great Deal

4 5 N/A
4 5 N/A
4 5 N/A
4 5 N/A

What did you like least about today’s meeting?

Please return at the end of the meeting
or
fax to: Deborah Lewis
732/932-1223

Thank you.



Project Summary:
The College Sexual Health Program Manual

Founded in 1990 at Rutgers University. the mission of the New Jersey Collegiate Consortium for
Health in Education is to increase and enhance higher education's response to HIV/AIDS and other
important college health problems. A recent survev of Consortium members identified a lack of rangible
materials and demonstrations of effective prevention programs and applicable evaluations measures as a
major barrier to their work. Staft and faculty, who have the interest but often not the time to create
their own programs, would benetit from seeing and adapting others' work. Many of the current
prevention programs were developed for high school students and slightly modified for the college
population. Few programs address sub-populations of students, such as athletes. fraternity and sorority
students, and adult students who are themselves parents. Even fewer college sexual health programs
are adequately evaluated.

In response to this need for diffusion of innovation, the Consortiwm will be developing a college-
specific manual and a series of training sessions devoted to the implementation and evaluation of
effective interventions on topics related to sexual health, such as the prevention of pregnancy and
sexually transmitted infections and the use of alcohol and drugs in the context of sexual
relationships.

We anticipate this project will be completed in three phases:

(1) Development of Advisory Board and Research The role of the Board is to assist in identifying
and selecting effective programs and evaluation measures to be included in the manual, planning the
training sessions, and identifying appropriate trainers. Research efforts will consist of a national search
to identify effective programs and evaluation measures, and will include reviewing published journal
materials, culling informztion available on the Internet, attending local and national conferences, and
contacting colleagues through the American College Health Association and other public health and
education organizations. We anticipate the research will be complete by November 1997

(2) Development of Manual and Planning of Training Sessions The actual compilation of the
manual and the planning of the training sessions will begin in December 1997 The Consortium
coordinator, project director and Advisory Board will determine which programs and evaluation
measures to include in the manual. The text and graphics for the manual will be developed with the
support of a graphic artist. We anticipate that the manual will be ready for the printer by April, 1998.

(3) Distribution of Manual and Implementation of Training Sessions Beginning in May, the
manual will be widely available to colleges and universities and community-based organizations that
conduct HIV prevention. Two training programs, to be offered free-of-charge, will be held in New
Jersey.

This project is funded by a grant from the Robert Wood Johnson Foundation with additional support
from the Department of tlealth Education, part of the Rutgers Student Health Services at Rutgers

University. Further information, please contact the Project Assistant, Natasha Daniel, 732/932-1219 or
ndaniel@eden.rutgers.edu.



Name:

Company/Agency:
Address:

Phone:

Save the Date!!!

The Eighth Annual AIDS
Symposium

The AIDS Epidemic:
New Jersey and Beyond

Tuesday December 2, 1997
Princeton Marriott,
Forrestal Village

Sponsored by NJPHA, NJDHSS,

NJ AIDS Education & Training
Center at UMDN]J]

National Laboratory Training
Network Eastern Office

Svremm—

o3 Workshops Include:

Benefits of ORASURE test,

HIV Prevention in schools,

AIDS Care & Support Services,

New Guidelines for Ols and Management
of HIV/AIDS

For more information contact:

Kevin Quinlan

New Jersey Department of Health

& Senior Services

Division of AIDS Prevention &
Control

Phone: 609-984-6191

E-mail: kjq@doh.state.nj.us

or

Ralph Sims at S&D Associates
Tel/Fax: (609)530-0983

Fax:

State:

E-mail:

NJPHA member? Y /N
Make checks payable to NJPHA

Mail to:

Fees (please circle one)

S & D Associates NJPHA or Sponsoring
Ralph Sims Organization members
P.O. Box 7372 Early Registration $45
West Trenton, NJ 08628 Registration after

November 21, 1997 $55

FT Students w/o Lunch $10

(For workshop listing see attached program)
Choose one Workshop A B C D

Non-members



Role of Needle Exchange Programs in AIDS Prevention

David Viahov, Ph.D.

Introduction

Injection drug users (IDUs) are at high risk for human immunodeficiency virus (HIV) and other
blood-borne diseases (Esteban., 1993; Levine et al., 1995: Des Jarlais et al.. 1992). In the United States,
IDUs account for nearly one-third of the cases of AIDS; either directly or indirectly (i.e.. heterosexual
and perinatal cases of AIDS where the source of infection was an IDU) (Alcabes & Friedland. 1995).
IDUs also account for a substantial proportion of cases of hepatitis B (HBV) and C (HCV) virus
infections (Levine, Vlahov. & Nelson, 1994). The primary mode of transmission for HIV among IDUs

is parenteral, namely through direct "needle sharing" or muitiperson use of syringes {Nicolosi et al.,
1992: Selwvn et al.. 1987).

Despite high levels of knowledge about risk. multiperson use of needles and syringes is due
primarily to fear of arrest and incarceration for violation of drug paraphernalia laws and ordinances that
prohibit manufacture, sale, distribution. or possession of equipment and materials intended to be used
with narcotics (Koester, 1994; Mandel et al., 1994). Under these laws, it is possible to obtain
hypodermic syringes and needles with a medical prescription. In 45 states and the District Columbia,
such laws are in effect and severely limit the availability of drug paraphernalia. In 1986, the Federal
Government enacted a statute to further limit the availability of drug-related equipment.

Needle exchange programs were originally set up to reduce blood-borne infections among IDUs.
These programs have become an integral component of comprehensive HIV prevention programs in
many countries (e.g., Amsterdam). More than 100 needle exchange programs have been established in
the United Kingdom and Australia (Stimson et al., 1988).

Needle exchange programs in the United States date back to 1986, and it is estimated that in 1996
there are approximately 100 needle exchange programs in North America (David Purchase, North
American Syringe Exchange Network, personal communication). In part, because of the ban on the use
of Federal funds for the operation of needle exchange, it has been difficult to evaluate the efficacy of

these programs. This review will present data from the studies that have evaluated the role of needle
exchange programs in AIDS prevention.

Conciusions

The aggregated results support the positive benefit of needle exchange programs and do not support
negative outcomes from needle exchange programs.

«  When legal restrictions on both purchase and possession of syringes are removed. IDUs will change
their syringe-sharing behaviors in ways that can reduce HIV transmission.
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Needle exchange programs do not result in increased drug use among participants or the recruitment
of first-time drug users.

Overview of Needle Exchange Studies

Evidence for the efficacy of needle exchange programs comes from three sources: (1) studies
originally focused on the effectiveness of needle exchange programs in non-HIV blood-borne infections;
(2) mathematical modeling of data on needle exchange on HIV seroincidence; and (3) studies that
examine the positive and negative impact of needle exchange programs on HIV/AIDS.

Needle Exchange Programs with Blood-Borne Diseases

In 1984, Amsterdam established a needle exchange program that was originally designed to limit
transmission of the HBV (Bunning, 1991). Case-control studies have provided powerful data on the
positive effect of needle exchange programs on reduction of two blood-borne viral infections (HBV and
HCV). For example, a case-control study in Tacoma, Washington. showed that a sixfold increase in

HBYV and a sevenfold increase in HCV infections in IDUs were associated with nonuse of the needle
exchange program (Hagan et al., 1994).

Mathematical Modeling of Needle Exchange on HIV Seroincidence

The first federally funded study of needle exchange was an evaluation of the New Haven needle
exchange program. which is legally operated by the New Haven Health Department. Rather than relying
on self-report of reduced risky injection drug use, this study utilized mathematical and statistical
modeling, using data from a syringe tracking and testing system. Incidence of HIV infection among
needle exchange participants was estimated to have decreased by 33 percent as a result of the needle
exchange program (Kaplan & Heimer, 1995). Because demographic and behavioral data were collected
at the time of recruitment, it was possible to relate individual client characteristics (e.g., age, injection
frequency, frequency of needle sharing) to spread of HIV. For example, the mean age (approximately
33-34 years old) and duration of infection (men = 10 years; women = 5-10 years) did not change during
this study. Women tended to remain stable at 20 percent of participants, but the percentage of whites
participating increased. In the beginning, 83 percent of the participants were nonwhite, and the infection

rate in the syringes was 67.5 percent; after 7 months those figures had changed to 67 percent nonwhite
and the infection rate in the syringes to 43 percent. '

Positive and Negative impact of Needle Exchange Programs

Needle exchange programs have been established to increase the availability of sterile injection
equipment and to remove any contaminated needles from circulation. The following positive outcomes
have been used to evaluate the efficacy of needle exchange programs: (1) reduction in high-risk
behavior, (2) reduction in HIV infection rates, and (3) increased referral to drug treatment programs.

Needle exchange programs are not universally praised because of concern about negative outcomes.
There is a concern that publicly supported needle exchange programs will condone drug abuse and
undercut efforts to get IDUs into drug treatment programs and off drugs. The following are possible

88



negative outcomes: (1) possible increase in drug use: (2) increase in first-time drug users: and (3)
increase in inappropriate disposal of contaminated svringes.

A series of Government-commissioned reports have reviewed the data on positive and negative
outcomes of needle exchange programs. The major reports are from the National Commission on AIDS
(National Commission on Acquired Immune Deficiency Syndrome. 1991); U.S. Government Accounting
Office (U. S. General Accounting Office. 1993); the Centers for Disease Control/University of California

(Lurie et al.. 1993); and the National Academy of Sciences (Normand, Vlahov. & Moses. 1995). The
latter two reports will be used in this review.

Reduction in High-Risk Behavior

Although none of the studies on needle exchange have been randomized. controlled trials. research
results from evaluations have shown favorable reductions in risky drug-using behavior. Lurie and
colleagues (1993) reviewed the 16 studies that have been conducted: 14 evaluated the impact of needle

exchange programs on the sharing of syringes—10 demonstrated decreases in sharing and 4 showed no
change.

Watters and colleagues (1994) examined risk behaviors in IDUs over a 6%-year period in 13 cross-
sectional surveys between 1986 and 1992. Among IDUs who reported sharing needles, the proportion of
those reporting ever having used bleach increased from 3 percent in 1986 to 89 percent by 1988 and
remained stable through 1992. Sexually active heterosexual male injectors also reported significant

changes in condom use (i.e., IDUs reported using a condom 4.5 percent of the time in 1986, compared
with 31 percent of the time in 1992).

[n 1984, Des Jarlais and colleagues determined that 65 percent of IDUs reported having used
shooting galleries in the preceding 2 years; in the 1990-1992 period, only 3 percent reported injecting in
shooting galleries in the preceding 6 months.

Reduction in H!V Infection Rates

Data on long-term impact of needle exchange programs are sparse and have limited power. In five
cities (Glasgow. Lund, Sydney, Tacoma, and Toronto), aggressive multicomponent AIDS prevention
programs, including needle exchange, were vigorously implemented. There is weil-documented

evidence that the seroprevalence remained less than 5 percent for at least 6 years (Des Jarlais et al..
1992).

An analysis from a New York City needle exchange program concluded that there is a protective
effect of needle exchange programs on HIV seroincidence (Des Jarlais et al., 1996). Watters and
colleagues (1994) conducted a study to evaluate the effects of an all-volunteer syringe exchange program

on risky injection drug use. Both studies reported a stabilization of HIV seroprevalence rates that
coincided with increased reporting of risk-reduction activities.
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Hagan and colleagues (1994) used a cross-sectional study of needle exchange participants that had a

2-percent HIV prevalence rate. which compared favorably with the 8-percent HIV prevalence rate among
nonparticipants in the needle exchange program.

There is a discrepancy in seroincidence studies between needle exchange programs in the United
States and Canada (Bruneau et al.. 1996). In the U.S. studies. the comparison groups tend to be [DUs
without access to sterile needles, whereas in the Canadian studies the comparison groups tend to inciude
[DUs with access to needles from pharmacies. If the subset that is denied access are indeed riskier IDUs,
and these individuals go to needle exchange programs. the result is a selection bias for U.S. research.

increased Referral to Drug Treatment

Lurie and colleagues (1993) noted that 17 of {8 U.S. and Canadian programs provide referrals to
drug treatment programs. Only six programs collect data on whether those referred actually enter
treatment. Twenty-five percent of the participants in the New Haven needle exchange program requested
drug treatment (Normand et al.. 1995). It should be noted, however. that the effectiveness of referrai to

drug treatment programs is severely limited in the United States because of the few treatment placements
available (Normand et al.. 1995).

Increase in Drug Use

Lurie and colleagues (1993) identified eight studies that presented data on reported injection
frequency. Three studies found reductions in injection drug use associated with needle exchange
programs. four found mixed or no effects, and only one found an increase in injection compared with
controfs. This last one also found reduced needle sharing reported among needle exchange participants.

Increase in First-Time Injection Drug Users

Lurie and colleagues (1993) reviewed studies to determine when needle exchange programs would
lead non-IDUs to become IDUs. The report indicated that the median age of participants in the programs
was 33—41 years and the median duration of substance abuse was 7-20 years; this suggests that
substance abuse predates participation in the needle exchange programs. A review of the experience in
Amsterdam supported the fact that the programs did not lead to recruitment of drug abusers; the average
age of drug users increased over time and the number of drug users under age 22 decreased from 14
percent in 1983 to 3 percent in 1988 (Normand et al., 1995).

Increase in Inappropriate Disposal of Contaminated Syringes

The report by Lurie and colleagues (1993) concluded that needle exchange programs do not increase
the total number of improperly discarded syringes, and a surveillance project in Portiand. Oregon,
actually noted a decrease in the prevalence of discarded syringes near the program.
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Future Directions
Future research in needle exchange should be focused in the following areas:

Studies to clarify the impact of needle exchange programs on HIV seroincidence. especiallv when
needles are available through pharmacies. should be conducted.

Studies should be supported to identify the specific components of needle exchange programs that
optimize the effectiveness of these programs.

Research is needed to examine the interaction between needle exchange programs and risky sexual
behavior. especially among hard-to-reach populations (e.g., youth and women).

*  Because social networks are central to AIDS prevention efforts with IDUs. their role in the
effectiveness of needle exchange programs needs to be studied.

Epidemiological studies that monitor the long-term impact of needle exchange programs are needed.

Methodological issues in needle exchange programs need to be carefully assessed. Although a
randomized controlled trial might provide a definitive answer about the positive and negative
outcomes of needle exchange programs. true random assignment may never be achieved. Therefore,
sophisticated observational epidemiological designs urgently need to be supported on such a scale to

answer important research questions about the efficacy of needle exchange programs (e.g.,
prospective and case-control methods).
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The following article appeared at pages 1161-1166 of the August 1996 issue (Vol. 86, No. 8) of the American
Journal of Public Heaith, which is published by the American Public Health Associarion (APHA). It is reprinted
here with APHA permission. For further information, contact the author, Scott Burris, J.D., Temple Law School,
1719 N. Broad Street, Philadelphia, PA 19]22.

The Legal Strategies Used in
Operating Syringe Exchange
Programs in the United States

Scott Burris, ID, David Finucane, JD, Heather Gallagher, /D,

and Joseph Grace, JD

Introduction

The evidence that syringe exchange
can reduce the rate of human immunode-
ficiency virus (HIV) transmission among
intravenous drug users continues (o
grow.'-S However, the effective use of this
strategy has been hindered by uncertainty
about its legal status under laws that
prohibit the distribution of drug parapher-
nalia or that require a prescription for the
sale of a needle.® Such uncertainty may
deter govenment health agencies and
private parties from conducting syringe
exchange, can deter government agencies
and foundations from funding syringe
exchange, and can prevent publicly funded
syringe exchanges from geuting liability
insurance, charitable tax status. and other
items necessary for effective operation.
Consequently, developing a workable le-
gal foundation for a syringe exchange is an
important step in establishing an effective
program.

We investigated the legal basis for
syringe exchange programs operating in
the United States. Our data consisted of
statutes, court decisions, published stud-
ies of such programs, news stories, and
interviews with program personnel.

The Legal Environment

Forty-six states and the District of
Columbia have laws restricting the posses-
sion or delivery of drug paraphemalia.’

Only four..states—Alaska, Iowa,. North .-

Dakota. and South Carolina—are without
a form of paraphernalia faw.! Most of
these laws are based on the Model Drug
Paraphernalia Act, which was promul-
gated by the US Drug Enforcement
Admunistration in 1979.73 The laws crimi-
nalize the manufacture. possession. or
distribution of drug paraphernalia. The

phrase drug paraphemalia is broadly de-
fined in the statutes to cover any equip-
ment, product, or material of any sort,
including hypodermic needles and sy-
ringes, intended to be used to introduce
illicit or controlled substances into the
body.* As a consequence of this broad
definition. even items such as bleach and
cotton swabs could be deemed drug
paraphernalia, depending entirely on the
intent of the user or distributor. As one
judge put it, “Criminal intent is what
distinguishes the paper clip which holds
the pages of this memorandum of opinion
from an identical clip which is used to
hold a marijuana cigarertte.”™

A parallel federal statute prohibits
the importation of drug paraphernalia or
their transportation in interstate com-
merce.'® Many syringe exchange pro-
grams purchase syringes and bleach kits
by mail order and so could, at least in
theory, be subject to prosecution by
federal authorities.!! Although this act
has not been used to prosecute anyone
involved with syringe exchange and is not
likely to be, it exemplifies the potential of
broadly written drug laws to chill the
expansion of syringe exchange. '

In several of the highest areas of HIV
prevalence, syringe exchange programs
are also subject to state prescription laws.
A prescription is required for the pur-
chase or possession of a hypodermic
needle or syringe in the District of
Columbia, California, Delaware, Illinois,

- Massachusetts, -New- Hampshire, New

Jersey, New York, Pennsylvania, and

The authors are with Tempile Law School,
Philadelphia. Pa.

Requests for reprints should be sent to
Scott Burris, JD. Tempie Law School. 1719 N
Broad St. Philadelphia. PA 19122

Editor's Note. Sce reiated annotation by
Glanz and Mariner (p 1077) in this issue.
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TABLE 1—t_egal Bases for Operating Syringe Exchange Programs

No Clear Legal Basis

Authorization under

Formai Legal Local Interpretation
Authonzation under of State Orug or
State Orug Law Public Heaith Law

9 syringe exchange programs

Fairbanks, Alaska
Bndgeport. Conn

Alameda Co. Caiif (2)
Los Angelas, Calit

Harttard, Conn g’;ﬂn Coég;m
New Haven. Conn S rl‘ﬂ:s . caif
Storrs. Conn an Francisco, Cali

Willimantic, Conn
District of Columbia
Honolulu. Hawati (3)
Baitimore. Md

Boston. Mass
Cambndge, Mass

Buffalo. NY (2}
New York, NY (6)

Portand, Ore
Rhode istana

Seattte-King Co.. Wash

Spokane, Wash
Tacoma. Wash
Yakima, Wash

Santa Clara Co. Calif
Waest Hollywood, Calif

Boulder, Colo
Chicago, Ill
Hennepin Co, Minn
Cleveland, Qhio
Philadeiphia. Pa

TABLE 2—Completed Prosecutions of Syringe Exchange Workers

Acquittals

Convictions

Commonweaith v Parker, Mass (1990)
Peopie v Tranchina, Calif (1991)
Peopie v Bordowitz, NY (1991)
Peopie v Cezar, NY (1991)

State v Sorge, NJ (1991)
Commonweaith v Luger, Mass (1991)
Paople v Haiem, Calif (1993)

Peopie v Stuen-Parker, il (1994)
People v Haiem, Calit (1995)

Commonwealith v Parker, Mass (1990)
Commonweaith v Leno, Mass {1991)

Rhode Island.’ Connecticut’s law forbids
the distribution or sale of more than [0
needles and syringes without a prescrip-
tion.'* Prescription laws do not require
proof of criminal intent: mere possession
of a hypodermic needle or syringe without
a prescription is enough for a conviction.
Furthermore. the prescription usuaily
must be wnttea by a physician for a
“legitimate medical purpose.”™ In a few
other states. more general laws limit the
possession or dispensing of needles with-
out requiring prescriptions.'+'*

All states have laws. framed in nrore- * -

or less broad terms. empowering heaith
officials ac the state and local level to take
necessary action to prevent the transmis-
sion of disease: such authority includes
extraordinary powers [o respond to emer-

gencies.!” For example, California state
law empowers municipalities to declare a
public health emergency and *“promulgate
orders and regulations necessary to pro-
vide for the protection of life and prop-
erty.”"™ The exercise of these powers has
traditionally been reviewed with consider-
able deterence by courts. and health mea-
sures aimed at controlling communicabie
disease are rarely overrumned.'” In contrast
to the limitations imposed by paraphemalia
laws, public heaith statutes are a reservoir
of broad authority to develop programs.

‘including syringe-exchange, to controt HIV- -

Findings
We coilected all legislation, regula-
tions, and court decisions concerning

syringe exchange programs. These pro-
grams were identified from published
lists.’!* newspaper stories. legal matenals.
and references from other such programs.
Programs whose claim to legality was not
discernibie from the legal materials or
other published sources were surveved by
telephone and. if unavailable, by letter.
Fifty-two programs were included in the
study. The legal status of three could not
be determined.

Proponents of syringe exchange have
followed three principal avenues in rela-
tion to the law (Tabie 1). Nine programs
in our study operate without a clear legal
basis, their members being subject. in
theory, to prosecution under parapherna-
lia or prescription laws. Twenty-seven
syringe exchanges have been directly or
indirectly authorized by amendments to
or judicial interpretations of drug laws.
have been exempted from those laws by
state administrative action, or operate in
one of the states that does not have such
drug laws. Thirteen programs operate
under claims of legality based on local
interpretations of state public health
and/or drug law that have not been
reviewed by a court. In all cases, these
different approaches have evoived in
response to local political, regulatory, and
community dynamics.

No Claim to Legality

The question of “legality” of syringe
exchange is complicated, not least in the
case of syringe exchanges operating with-
out a clear legal basis. Programs with no
claim to legality are able to operate
because local law enforcement officials
exercise their discretion not to arrest or
prosecute program personnel. While the
motivations of these officials are beyond
the scope of our study, several factors
alone or in combination may provide
some expianation. First, law enforcement
officials or political leaders with control
over law enforcement activities may tac-
itly support syringe exchange despite an
unwillingness to act openly to develop a
legal basis. Several programs in our survey
provided anecdutal support for this view.
Second, law enforcement officials may not
regard syringe exchange as a sufficiently
important activity to justify the diversion
of resources required for prosecution.
Finally, prosecutors may doubt their abii-
ity to secure convictions. We identified 11
cases in which exchangers were tried for
drug paraphernalia or needle prescription
violations between 1990 and March (995
(Table 2). In all but two cases. defendants
escaped conviction through either jury
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nullification or the successful use of the
necessity defense. “Jury nuilification” re-
fers to the ability of a jury to vote for
acquittal even though the formal elements
of the crime would appear to have been
proven and no recogmized defense was
otfered. The necessity defense allows a
judge or jury to acquit a syringe exchanger
who shows that his or her illegal act was
reasonably intended to avert a greater
harm—in this instance. the transmission
of HIV through contaminated injection
equipment. {=0-2

The cases that have gone to trial
involved activists who were at least par-
tially motivated by a desire to challenge
the law. We did not attempt to document
every instance in which syringe exchang-
ers were arrested. Other studies suggest
that the number of such cases is not
substanually greater than the number of
compieted prosecutions and that many of
the same defendants are invoived, notably
Jon Parker.!? Being arrested and booked
can deter program workers from engaging
in syringe exchange even if no charges are
filed. or if charges are dismissed prior to
trial or disposed of with a plea bargain.
Nevertheless, to the extent that program
workers are not actually subject to arrest
in a community or, even if arrested,
cannot be convicted, the “illegality” of
their behavior is largely a formality,
aithough one with certain negative conse-
quences for the growth of syringe ex-
change programs.

State Legislatve, Judicial,
or Administrative Action

Twenty-seven syringe exchange pro-
grams have established a legal basis
through formai action to clarify their
status under state drug law. Syringe
exchange has been statutoniy authorized
in Hawaii® Connecticut.* Massachu-
setts,® the District of Columbia,” Mary-
land.” and Rhode Island.? Two other
states have removed drug law barriers to
syringe exchange without formally autho-
rizing exchange programs: Oregon
amended its drug law to exempt needles
and syringes, thereby ecliminating the
barriers to exchange without specifically
mentioning syringe exchange programs,™
and Maine repealed its needle prescrip-
tion law.* Legislation is currently pending
in 6 additional states (Taple. 3). ..

in New York. drug statutes authorize
the state commissioner of heaith to waive
needle prescription laws.)! Using this
power, the commissioner has promul-
gated regulations granting a waiver for
state-approved syringe exchanges.? Ad-

TABLE 3—Active Pending Lagisiation Regarding Syringe Exchange Programs
(SEPs), May 1996

Citation

Subject Matter

Status

Hawaii House Bill 2924

llinois Senate Bill 1366

Ilinois Senate Bill 1368

llinots House Bill 2873

llinois House Bill 3266

New Jersey Senate Bill 92

New Jorsey Senate Bill
417

New Jarsey Senate Bill
463

New Mexico Senate Bill
214

New York Assembly 8ill
2810

New York Senate Bill 1998

Califormia Senate Bill 1976  Authonzes one or more

local pilot SEPs
Abolishes SEP

Requires neaith dept to
astablish demonstration
SEPs in 3 counties with
highest total AIDS cases
among intravenous drug
users

Amends prescription law
to allow sale and pos-
session of <10 syringes
without a prescription

Requires SEPs in counties
with a rate of AIDS
greater than 32/100 000
and provides immunity
from paraphernaiia laws
for participants and statf

Same as Senate Bill 1368

Amends prescription law
to allow saie of syringes
at pharmacies in quanti-
ties of 510 and para-
phemalia law to allow
possession of <10
Syfinges not contami-
nated with illegal drugs

Requires Dept of Motor
Vehicies be notified of
licensedq drivers partici-
pating in any SEP

Establishes 3-year demon-
stration SEP, with immu-
nity from paraphemalia
laws tor statt and partici-
pams

Appropnates $168 000 to
fund an SEP

Decriminalizes sale, pos-
session, and use of
syringes in SEPs, heaith
care faciiities, and phar-
macias

Same as Senate Bill 1998

In commntee April 24,
1996

In commuttee January 29,
1996

In commntee February 6§,
1996

in committee February 6,
1996

In committae February 6,
1996

In committes February 8,
19968

Introduced January 11,
1996

In committee January 18,
1996

In committee January 18,
996

mittee February 18,
1996

In committee January 3,
1996

In commuttee January 3,
1996

ministrative agencies in many states have
similar authority.’>

.Finally, in two instances. local otfi-
cials went to court seeking “declaratory
judgments” that they had the authority to
conduct syringe exchange. Through this
device, a party seeking a clarification of
law for a specific purpose may obtain a
ruling without waiting to be prosecuted

for a violation. In Washington State,
Spokane County heaith officials, disputing
an opinion of the state attorney general
challenging their authority,® had their
interpretation validated by the state su-
preme court.” In Sacramento. Calif,
however. a trial court heid in early 1995
that syringe exchange was prohibited by
the state’s drug paraphernalia law and
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that the county supervisors lacked the
authority to override the law.™

Local Authonty

Qur study found that 11 local govern-
ments had rejected the common assump-
tion that drug laws govern the legal
analysis of svringe exchange programs.
choosing instead to analyze these pro-
grams under the rubric of public heaith
law. Philadeiphia.”® Cleveland.* Los An-
geles.* San Francisco.* and six other
counties or cities in California conduct
synnge exchange based on their public
health powers under state and local
law. = Government officials and their
attorneys in these municipalities have
taken the position that drug iaws were not
intended to apply to bona fide disease
control measures and so do not prohibit
syringe exchange programs established
pursuant to emergency health powers.

The procedure for authorizing needle

exchange in these localitics has been
similar. Nearly all counties and major
municipalities in the United States have
been given the authority under state
health codes, local government law, or
home rule charters to respond to heaith
emergencies. The power may be vested in
a city or county council or board of
health.!847# The local authorization of a
syringe exchange program begins with a
formai resoiution declaring a health emer-
gency, describing the local spread of HIV
through drug use, and providing evidence
in support of syringe exchange as an
effective preventive measure. The declara-
tion of emergency vests the local heaith
department, mayor. or other executive
authonty with extraordinary power to
respond as the necessity requires. This
power is used to approve, operate.-and/or
fund a syringe exchange program. The
emergency is periodically redeclared. as
health statutes ordinanly limit the emer-
gency to a period of weeks.* (In Colo-
rado. the Boulder County heaith depart-
ment has proceeded on its own authority
without a declaration of emergency or
other special step.)

In two cities. local authorities have
operated syringe cxchanges in reliance on
their attorneys’ interpretation of general
language in state drug !laws that arguably
creates an exception for syringe exchange
programs. The Chicago syringe exchange

relies on an exemption in state needle-

prescription law for “chemical, clinical,
pharmaceutical or other scientific re-
search.” a term the local states’ attomey
has opined includes syringe exchanges.
Similarly, Hennepin County, Minnesota.

funds a syninge exchange program under
an interpretation of an exemption in the
state’s needle possession law for ““persons
engaged in bona fide research or educa-
tion."'*! Under the county’s interpreta-
tion. the exemption aiso appiies to the
state’s drug paraphernalia law because
conduct that is legal under a more specific
rule cannot be illegal under a general one.

The data presented here are subject
to an important limitation. The number of
syringe exchange programs increased rap-
idly during the research period: the North
American Syringe Exchange Network
now has at least 68 member programs.®
For this reason, the number of programs
operating without a legal basis is certainly
larger than that reported here. Our
findings on programs operating under
local authorization. which are based on
media reports as well as on survey data.
are less subject to this limitation. Our
findings on state-level legal authorization
are current as of October 1995. Table 3
was compiled in May 1996 and includes
only biils active in 1996.

Discussion

The literature on syringe exchange
has generally assumed that programs not
explicitly approved under prescription or
paraphemalia laws, or located in jurisdic-
tions where no such laws apply, are
illegal 3933 Yet aparnt from those states
that have enacted new legislation address-
ing syringe exchange, most places have no
statutory or decisional law explicitly dis-
cussing the legality of the practice. While
most states have drug paraphernalia or
prescription laws that may reasonably be
interpreted to prolubit syringe exchange.
these laws have rarely been enforced. and
most people charged under them have
escaped conviction. Moreover. evidence
of the etficacy of syringe exchange has
continued to grow. Under these circum-
stances, local officials and their legal
advisors in 13 cities and counties have
found it equally reasonable to conclude
that syringe exchange, conducted under
public heaith auspices. is authorized un-
der public heaith law and not prohibited
by drug law.

It is appropriate. indeed inevitable.
for elected officials and their legal counsel
to act on reasonable interpretations of
unsettled law. Competing claims -of the
law governing syringe exchange programs
can ultimately be resoived oniy by judicial
or legislative action. On two occasions
identified in our study, local officiais
sought immediate judicial review of their

legal claims. In most cases. however, local
officials have simply proceeded in the
absence of a ruling contrary to their
position. No arrests have been made. suits
filed. or legislation enacted to challenge
their legal position. The experience of
locally authorized syringe exchanges thus
shows that amending drug paraphemalia
and prescription laws is not the only viable
option for program proponents and may
in some cases be a poorer approach than
cither of the alternatives, each of which
has its own advantages and disadvantages.

Simply operating an exchange cer-
tainly requires at least some political work
in the site community to gain acquies-
cence, if not support, from neighbors. To
avoid police intrusion, it also requires
some negotiation with local law enforce-
ment officials. Yet it remains the cheapest
alternative for the start-up syringe ex-
change. It entails no effort to lobby an
indifferent or hostile legislator in an often
remote state capital: it requires no state-
wide consensus but only an immediate
and local one; and it affords local authori-
ties the option of providing tacit, but
politically deniable, support for syringe
exchange. It may also allow a program 1o
operate while long-term efforts to change
state law proceed.

The disadvantages of operating with-
out a clear legal basis are significant.
Arrest and conviction on criminal charges
cannot be ruled out. The defense of
necessity is not always accepted. For
example, a Massachusetts court reasoned
that defendants charged with violating
statutes that restrict possession and distri-
bution of hypodermic needles were not
entitled to a necessity defense because the
prevention of possible future harm did
not excuse a current systematic violation
of the law in anticipation of an eventual
overail benefit to the public.= Similarly,
the claim of urgent necessity may be less
convincing when raised by repeat play-
ers.® In addition to legal jeopardy. pro-
grams without a claim of legality may not
be ailowed to incorporate or claim tax
exempt status. both of which advantages
are theoretically unavailabie to criminal
enterprises. Finally, although the Ameri-
can Foundation for AIDS Research and
other philanthropies have funded syringe
exchanges that lack a clear legal basis,
concems about the issue presumably may
make fundraising over the long term more.
difficuit in many instances.

The advantages of explicit authoriza-
tion under state drug laws are plain. It
utterly puts to rest any questions about
the legality of syringe exchange and
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constitutes an endorsement of the inter-

vention. The negative aspects. however,
are also significant. Getting a bill passed
by the state legislature is difficult, requir-
ing what may be the considerable energy
and determination of a cohesive group of
legislators, state health administrators.
and others in the executive branch. as weil
as of advocates.”® Even a small band of
determined opponents may have the

power to frustrate the legislation.

Even if legislation passes, its form
may create problems for exchanges. All of
the exchange programs approved in this
manner have been subject 10 more or less
strict regulations. Several have been de-
nominated as experimentai®¥=3 and have
been limited in the number or location of
exchange sites.%? Connecticut, the Dis-
trict of Columbia, Hawaii, Maryland. and
Massachusetts require the programs to
maintain data on the number of necdles
exchanged as well as on the program's
success in reducing HIV transmission
among intravenous drug users. These
requirements, while generally consistent
with the proper running of an exchange
program. may not be appropriate in every
case and may significantly raise the cost of
operating an exchange. Certainly, inflex-
ible restrictions such as a limited number
of needles™ or a one-for-one exchange-’
can undermine the effective operation of
a particular exchange. Thus, in several
places where some legal exchange is
authorized, such as Baitimore and Wash-
ington State, we found that other syringe
exchanges continued to operate without

claims of legal basis.

The alternative of relying on an
executive agency to amend regulations
under drug laws, assuming it has the
authority to do so, may not be more
viable. It is difficult for a state health
commissioner to act unilateraily in a state
where the legislature or governor does not
support syringe exchange, and, in fact. this
route has been followed only in New
York. Seeking court approval of syringe
exchange through a declaratory Judgment
action is legally conservative in that the
agency can get a formal ruling on the law
without risking a criminal prosecution. [t
is also time-consuming and may, as in
Sacramento, precipitate a ruling that
syringe exchange is illegal. Once an
agency has been party.to a case-deciding
that needle exchange violates drug law. it
will no longer be able to reasonably argue
a contrary interpretation of the law.

Proceeding on the basis of a local
authorization, without prior judicial or
legislative approval. has a number of

t

distinct advantages. [t has often proven
easier to get a locai consensus in favor of
an exchange program than to convince
legislators from throughout a state. On
the tactical level, this approach has the
substantial benetit of shifting the burden
of legal action to opponents of syringe
exchange. The experience of programs to
date suggests that not every public official
who would refuse to support syringe
exchange would undertake to act affirma-
tively against it, particularly given the
distinct possibility that local health authori-
ties would have their legal position up-
held. Armed with a reasonable interpreta-
tion of state public heaith law, locally
authorized programs can operate under
color of law, with the ability to receive
public funding, incorporate as nonprofits,
seek grant funding, and so on. The terms
and services can be tailored to meet local
needs with less pressure to require spe-
cific services or validation. This is a
strategy whose chief advantage is its
sensitivity to and reliance on local political
conditions. Like proceeding without any
claim of legal right, it depends on establish-
ing, by discussion and negotiation. a
modus vivendi berween exchangers and
law enforcement authonties.

Local authorization under public
heaith law, however. does have its draw-
backs. Local officials may have to defend
their position in court if opponents secure
an arrest, file a suit, or cut off funding.
Even if local law enforcement authorities
have agreed not to make arrests, the
existence of drug laws remains a weapon
for other opponents. In one instance, for
example, individuals who opposed the
location of a Los Angeles syringe ex-
change forced the police’s hand by mak-
ing “citizen's arrests” at a locally autho-
rized syringe exchange.’® Local author-
ization for the program may not effec-
tively protect syringe exchange consumers
from subsequent arrest or prosecution for
possessing drug paraphemalia.

Conclusion

Syringe exchange demonstrates the
importance of a complex understanding
of the law as it appiies to public heaith
work. The law, as Wing observes, is not
just a set of rules but a process and a

cuiture in which rules are developed; -

interpreted. and enforced.’” Despite the
widespread assumption in the legai and
public health literature that syringe ex-
change generally violates ‘drug laws. this
study shows that many syringe exchange
programs arc successtully operating on a

contrary view. In the long term. the
etficacy of svringe exchange in reducing
HIV transmission will probably lead to
legislation throughout the nation clarify-
ing its legal status. In the meantime.
however, pubiic officials and syringe ex-
change advocates who are abie to develop
3 local consensus may consider using
public heaith law to legally justifv the
pubiic operation or funding of a syringe
exchange program. O
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" t costs about $100,000 over a pa-

tient's lifetime to provide medi-
- cal care — often at government
expense — for every person infected
with AIDS. More than half of the
33,355 people diagnosed with AIDS in
New Jersey were infected because
they or their sex partners injected
drugs with dirty needles.

Those details were revealed at a
municipal court trial that began in

New Bruns-
SUSAN K. wick Mon
LIViO y—acase
that shouid
B oo
one who

wonders what the state 1s doing to
prevent AIDS, or for anyone who wor-
ries about how tax dollars are spent.

Caught in the turmoil are two city
-eaidents. Diana McCague and
Thomas scvzzare. charged with a dis-
orderly conduct offense — possessing
a hypodermic syringe. What they
were doing was distributing clean
needles to addicts.

s notjust tnzt MeCiaoue and Seoz-

.70 BHYORE U Lo i What sparked

“ieCague’s 2nd scozzare s arrests ap-
sedrs o oe Gov, Canstie Whitman's
negative reaction to the heightened
publicity over thetr activities.

Now it seems Whitman's efforts to
quash needle exchange in New Jersev
oniv has given 1ne issue a new life in

Court.

sIcCague 2n€ a band of volunteers
have been hanaing out clean needles
10 Injection drug users on the streets,
unimpeded by police, since January
1994. The group is called the Chai
Project (Chai means “life” in He-
brew), and believes its activism saves
lives by preventing the spread of
AIDS.

But for For Whitman, it's clear:

“My concern is that [V drug use is

against the law.” she said on World
AIDS Day last vear. She flatly rejected
her own Advisory Council on ALDS'

recommendation last year to suppm‘t a

needle exchange program.

On April 18, 1996, two weeks after
the recommendation. authorities ar-
rested the Chai volunteers.

But it wasn t The local police who
charged them.

Trial highlights AIDS fight

Whitman prefers needle-exchange issue not be publzczZe
VIS omr i s wpun=r=_ ' '

PRI e 1 4

' FOR NEEDLE SHARING, 1T'S "AIMYS‘;THE;GWING. SEASON...

Middlesex County Prosecutor Rob-
ert W. Gluck sent in his narcotics
drug task force to make the arrests
after consulting with then-Attormney
General Dcborah Poritz. Chai mem-
hers were arrested because thev had
become too brazen. Gluck said.

Perhaps. but putting Chai on trial
succeeds in giving its volunteers a
larger forum to advocate for its cause.
-.Chal's attorneys, Alan Silber and
Ronald Busch, called a dream team of
expert witnesses. They testified that

- about 75 cities and 28 states have

made needle exchange legal.

Ermest Drucker, a clinical psycholo-
gist and professor of epidemiology and
social medicine at Albert Einstein Col-
lege of Medicine, New York, testified
that not only do studies say needle
availability does not entice new users,
such programs “offer a bridge to -
treatment.”

Donald Des Jarlais ot Beth Israel
Medical Center in New York and an
AIDS consuitant for the World Health

Organizatiop and the U.S. Centers for
Disease Cd#trol, said 40 studies on
the subject all conciude that needle
exchange decreases HIV transmis-
stons and does not increase drug usc.

And so on. But an impressive array
of witnesses might not spare the Chas
volunteers from conviction. McCague
testified she knew she was breaking
the law.

-Silber, her attorney, argued McCa-
gue is innocent because she had no
criminal intent or purpose when she
circulated the needies. She did so out
of medical necessity, he said.

The “medical necessity” defense
won the acquittal for four men distrib-
uting needles on the streets of Jersev
City in 1991, said Brian Neary of

‘Hackensack, the defense attorney n
‘that case. “This is really a political de-

bate being played out in a criminal
court,” said Neary, the president of
the Association of Criminal Defense
Lawyers of New Jersey.

If Municipal Court Judge Terrill

Brenner follows Jersey City'slead,
another showdown with authorities is
‘nevitable, given the state’s unwaiver-
“~.g POSITION.

e likeiier scenario ts that Chai
-:¢2 and anpeals — to the Superior
. ourt. the Appellate Division and the
:zate Supreme Court. if the high court
is willing. All the while, the case wiil
be followed by a wealth of newspaper
and television coverage. And at each
and every opportunify, Chai and its
supporters will hammer on the state’s
inability to contro! the spread of AIDS

Either way, it could get costly — in
-erms of dollars, and 1n lives.

The trial resumes Aug. 11. A ver-
dict is expected then, although it's
doubtful that Brenner’s ruhng would
be the last word.

So much for making a headache go
IWay.

susan K. Livio is a member of the

Statehouse staff.
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Unresolved HIV Debate: Should Addicts Get Free Needles?

By KIT R. ROANE

NEWARK

biana McCague tecails many scenes

from her days passing out needles on the

streets of New Jersev, the laughs she re-

ceived when first setung up on a corner, the

cutlden press for her services that followed
with each passing day.

But one scene sticks in her mind. A boy
rode up on a bicycle with a siory about his
mother, a former heroin addict who was
wasting away in an A1DS ward. '‘{ guess you
weren't out here then,” she recalis him
saying before riding off. “'l guess you
weren't out here to save her life.”

Ms. McCague, who began handing out
needles in 1994, has not heen to that corner
in a long time, not since her arrest last year
on a disorderly persons charge for handing
out clean needles. The only needies she now
feels comfortable providing are those laid
out as a prop on her lawver's mahogany
conlerence table as she readies for the trial,

In New Jersey, where unclean hypoder-
mic needles are the single iargest cause of
HIV, the virus that causes AIDS, the issue of

whether addicts should be provided clean |

mies remains unresolved, as it is in many
nther states. And the case of Ms. McCague
and another volunteer who was arrested,
has further fueled the debate, which pits a
wealth of public health data supporting such
exchanges against the political resistance of
Governor Whitman.

AIDS advocates, health professionals and
snme legislators have lohbied for much of
the past decade for a more aggressive
stance against the spread of the disease,
advocating sometimes unpopular measures
— like needle exchanges — (hat seem to
show results on the street but that fail in the
political arena

A strong majority of the Governor’s Advi-
sory Council on AIDS voted last year to
tecommend that the state amend its laws to
alow needle exchanges and the sale of
svringes without a prescription. State Sena-
tor Wynona M. Lipman, whose district in-
cludes the hard-hit Newark area, has spon-
sarcd two bills that would do just that. But
for nearly a year they have remained in the
Senate Health comnuttee. she said, adding
that there was little political will to push
them forward

“All the experts have come to the conclu-
sum that needles are the bhiggest cause of
ATDS and that to step the virus we need to
give addicts access to clean needles,” Sena-
tor Lipman said. " But politicians don’t want
to go out on a limb and 1 doubt my bills will
nver get out of comnitiee. f they do, |
expect them to be soundiv voted down.”

Pohitical timidity is not the only thing
holdmg back change. From the Governor on
down. many legisiators. members of the
clergy  and law  enforcement officials
counter that the state cannot get into the
practice of appearing to permit or abet
illegal drug activity, no matter the health
henefits.

“We are aware of the data supporting
these measures,” said Dr. Leah Ziskin, the
‘leputy commissioner of the state's Depart-
ment of Heaith and Senior Services, who
cast one of the five dissenting votes on the
29-member  Advisory Council on  AIDS.

Julio A Iharra Jr ior The New Yark Ttmes

Diana McCague. who is being prosecuted for distributing hypodermic needles to addicts in an attempt to combat the AIDS virus.

“However, we view this not purely as a
health issue.

“There are law enforcement issues at
stake. perception issue and messages that
the government gives ont hy rondoning
something like giving out necdles and sy-
ringes,” she said.

New Jersey is not alone in defending its
ban. Only eight states — Hawaii, Maryland,
Massachusetts, Rhode Island, New York,
Alaska, South Carolina and lowa, as well as
the District of Columbia — either exempt
syringe exchanges (rom drug parapherna-
lia laws or dn not have such statutes.

Massachusetts, Rhode Island and Con-

necticut go one step further, atlowing phar.
MACIStS to sell syninges without a prescrip-
tion, but such states are the exceptions
‘Throughout the country, a tangle of local
and state reguiations as well as a Federal
prohibition on the transport of drug para-
phernaiia across state lines prevent needie
exchanges from operating legally.

There is also a ban on Federal funding of
needle exchanges. even though studies by
the National Institutes for Health and the
Centers for Disease Control, the Generai
Accounting Office and many other organiza-
tions found that providing addicts with clean
needles did not increase drug use and could

Making the Case for Clean Needles

In New Jerscy, more than 40,000 residents
areliving with HIV, the fifth-highest per-
centage in the country. Of those, two-thirds
have contracted the disease through some
cunnection with intravenous drug use — ei-
ther because they are users themselves, or
the children or sex partners of users, ac-
cording to the State Department of Health.

Nationally, as well asin New Jersey, the
infection rate is rising fastest among the
foor, non-whites and females, health ex-
perts say. adding that the trend could large-
ly be curtailed by more liberal state and
Federal policies allowing addicts easy ac-
cess to clean needles.

Studies done after changes in such laws in
New York and Connecticut have holstered
these arguments, as have studies of H1V
rates in Australia, which aliow easv access
toneedle exchanges. (In that country, where
drug faws were liberalized in 1985, intr a-
venous drug use accounted for only 2.5 per-
cent ol all new AIDS cases in 1994))

A similar lessening of infection rates s
'u_:ulu iounag HAMONE pai BCIRANLS I New
York City's necdle exchange programs,
which were Iegalized in 1992. Saliva tests for
the virus have shown infection rates among
participants to be 2 percent a vear, com-
pared with about 6 percent for those not us-

A kit like one given to addicts, contain-
ing needies, cleaning equipment and in-
structions for use.

ing the exchanges, according to the Ameri-
can Foundatian for AIDS Reseaich.
Overall tesearcher s reported a two-
thirds drop in the number of HIV infections
among participants As in flow dersey,

health ufficials have estimated that up to 50
percent of the city's intravenous drug users
are already infected with the virus because
of dirty needles.

Connecticut, which hegan letting pharma-
cists hand out packets of up to 10 syringes
without a prescription and legalized needie
exchanges in 1992, has reported that needle
sharing and other high risk activities fell 40
percent alter changes in the law.

Noting that nationally only 12 percent of
all ATDS cases were attributable to intra-
venous drug use in 1981, Lawrence . Gos-
tin, a professor of law and public health at
Georgetown University, said that states like
New Jersevy may already have missed a sig-
nificant opportunity to combat the disease,

“The sad partis that we can say with cer-
tainty that f New Jersey had a more liberal
policy on making svringes legal even five
years ago, there would have been thousands
of fewer deaths there.”” said Professor Gos-
tin. whais alsn a member of the Centers for
Iisease Control ATDS advisary committee,
"Dirty needles are the fuel driving this epi-
demic, particularly among hlacks and wom-
en. But now, even thongh they should change
the law, thousands mare will continue to die-
" KITR. ROANF.

diastically reduce the spread of the virus,
not only among addicts, but also their scx
partners and children.

Driven by these facts, AIDS activists like
Ms. McCague have increasingly flouted the
law and opened ncedle exchanges in states
that do not permit them, buymng syringes
with donatinns and using volunteers to pass
them out. While there are 46 needle ex-
changes operating legally in the United
States, counts done last year found 65 more
operating illegally.

Some, like Ms. McCague's organization,
the Chai Project (from the Hebrew word for
life). have done so publicly and have been
tolerated tn a point. But it 1S a tenuous
existence.

Though her organization had been hand-
ing out needles on the same corners for two
and a half vears and several news accounts
have been published about their activities,
Ms. McCague and a colleague, Thomas
Scozzare, were not arrested untit April 18,
two weeks after Governor Whitman disre-
garded her AIDS advisory committee's rec-
ommendation to legalize such establish-
ments.

Their case appears to be only the second
in the state. Although the charge, a disorder-
Iy persons offense, is in Municipal Court, the
defendants’ lawyers are trying to maneuver
it into a higher court to challenge the law.
They arpue that needle exchanges do not
“‘actually cause or threaten the harm or evil
sought to he prevented by the faw."”

Legal experts say this is unlikely to work
because these laws leave little room for
interpretation. But with little chance that
the Legistature will redraw the statute it-
sclf. Ms McCague has dittle choice. Win or
lnse — the penalty is <ix months in jail or a
$1.000 fine or hath — she is likelv to be back
on the street handing out needles,

"My phidosaphy is that if samething neerls
tn be done and you can do i1, vou do.”" sald
Ms. McCague, who estimates that she and
other volunteers passed oul more than
15,000 syringes during the twa and a half
vears that preceded her arrest. 1 perceive
what [ have done as a moral abligation.*





