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Febiufliy23, 1998

James P. Ahstrom, Jr., M.D.
H. Constance Bonbresi, M.D.
Co-Chairs of Ad hoc Committee on Needle Access
c/o Dean Devert
Illinois State Medical Society
20 N. Michigan, Suite 700
Chicago,!. 60602
312-782.1654 (ext 1156) fax 312-782-9212 

Dear Colleagues:

This letter is intended to provide background information related to human immunodeficiency 
vims (HIV) prevention among injection dmg users (IDUs) including recently adopted policies of 
the American Medical Association (AMA) and a variety of published articles and 
recommendations that emphasize the importance for HIV prevention of access to sterile syringes 
for IDUs.

(1) Policies Adopted at the June 25,1997 Meeting of the House of Delegates of the 
American Medical Association

At the June 25, 1997 meeting of the AMA House of Delegates several new AMA policies were 
adopted. ’ Those policies relate to laws restricting the purchase and possession of syringes, 
syringe exchange programs, and drug use. Two of the new AMA policy positions are:

That the AMA encotange the extemive application of needle and syringe exdvmge and 
distribution programs and the modification of restrictive laws and regulations cmceming 
the sale and possession nf needles and syringes to maximize the availability of sterile 
syringes and needles, while ensuring continued reimbursement for medically necessary 
needles and syringes. The needfor such programs and modification of laws and regulations 
Is urgent, considering the contribution of mjeaing drug use to the epidemic of HIV infection.

^ ^ ^that the AMA strongly encourage state medical associations to initiate state legislation
^ modifying drug paraphernalia laws so then injection drug users can purchase and possess 

\' iUm needles and syringes without a prescription.

0(^ (2) United States Public Health Service HIV Prevention Bulletin: Medical Advice for Persons
' who Iryect lUicit Drugs

On May 9, 1997, the Centers for Disease Control and Prevention (CDCX the Health Resources
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and Services Administration, the National Institute on Drug Abuse, and the Substance Abuse and 
Mental Health Services Administration released a bulletin to update health care providers on 
medical advice that should be provided to persons who iryect illicit dnigs.^

The bulletin states that preventing drug abuse and providing efective substance abuse treatment 
for people who inject illicit drugs are the best ways to prevent drug-associated HIV transmission. 
The bulletin includes provisional recommendations that, to reduce the risks of HTV transmission 
and other health pnoblems, individuals who continue to inject drugs should be advised to use 
sterile syringes tn prepare and inject drugs and never reuse or share syringes and other 
equipment used to prepare drugs.

(3) American Medical Association A Physician Guide to HIV Prevention

In 1996, the AMA published A Physician Guide to HIV Prevention} The AMA sent this guide to 
about two hundred thousand primary care physicians in the United States. The document 
provides guidance on a variety of HTV prevention measures. Pages 6 and 7 specifically deal with 
“Injecting Drug Use and HTV Preventioa” That section includes the following statement;

Some pulients are unwilling or believe themselves unable to abstain from injecting drugs. 
Using new, sterile injection equipment each time drugs are injected eliminates the risk of 
acquiring HIV infection through injecting drugs. ..

The section concludes with the following advice:

Primary care physicians am help their patients reduce HIV risk from injecting drugs by 
encouraging their patients tn...

• Abstain from using drugs and to seek treatment.

• Use a ntnv needle and syringe each time drags are injeaed.

• Have their own personal injection equipment that is never shared.

• Share only needles and syringes that have been correctly cleaned.

• Use condoms with sex partners who share injecting equipment.

(4) U.S. Preventive Services Task Force Guide to clinical preventive serrices

This guide was produced for the United States Department of Health and Human Services by the 
U.S. Preventive Services Task Force.* On page 591, it includes the fblbwing recommendation;

.., Patients with evidence of drug dependence should be referred to appropriate drug-
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IreiUmenl providars and cummunUy programs specializing in the IrealmerU of drug 
dependencies. Persons who contirme to inject ^gs should be screened periodically for HIV 
infection ard advised of measures that may reduce the risk of infections due to drug use: use 
a new sterile syringe with each use, never share or revise injection equipmeta, use clean 
(sterile, if possible) water to prepare drugs, clean the injection site with alcohol prior to 
injection, and safely dispose of syringes after use...

(5) United States National Academy of Sciences Beport on Sterile Needles and Bleach

Tn September 1995, the National Research Council and the Institute of Medicine of the National 
Academy of Sciences (NAS) published the report Preventing HIV Transmission: the Role of 
Sterile Needles emdBleach.^ It includes the following statement:

For injection drug users who cannot or will not stop injecting dru^, the once-only use of 
sterile needles and syringes remains the safest, most ^feaive approach for limiting HIV 
transmission.

(6) National Survey on the Regulation of Syringes and Needles

The January 1. 1997 issue olxh&Jourtml of the American Medical Association contained an 
article by Lawrence Gostin and colleagues entitled Prevention cf HIV/AIDS and Other 
Blood-Borne Diseases Among Injection Drug Users: A National Survey on the Regulation of 
Syringes and Needles.^ The article includes the following statements;

We report the results of a survey of laws and regulations governing the sale artd possession 
of needles arid syringes in the United States and its territories and discuss legal andpublic 
health proposals to increase the availability of sterile ^nges, as a human 
immunodeficiency virus (HTV) franontwron prevention measure, for persons who continue to 
inject drugs. F.very state, the District of Columbia (DQ, and the Virgin Islands (VJ) have 
enacted .state or local laws or r^ulatioKS that restrict the sale, £strihution, or po.s.session 
of syringes. Drug paraphernalia laws prohibiting the sale, distribution, and/or possession of 
syringes known to be used to introduce illicit drugs into the body exist in 47 states, DC, and 
I'7. Syringe prescription laws prohibiting the sale, disrrSiution, and possession of syringes 
without a valid medical prescription exist in 8 states and VI. Pharmacy regukaions or 
practice guidelines restrict access to syringes in 23 states. We discuss the following legal and 
public health approaches to improve the availability of sterile syringes to prevent 
blood-home disease among injection drug users: (1) clarify the legitimate medical purpose 
of sterile syringes for the prevention of HIV and other blood-home infections; (2) modify 
drug paraphernalia laws to exclude Syringes; (3) repeal syringe prescription laws; (4) repeal 
pharmacy regulations and practice guidelines restricting the sale of sterile syringes; (S) 
promote professional training cfpharmacists, other health professionals, and law 
enforcemeta officers about the prevention of blood-banie infections; (6) permit local 
discretion in establishing syringe exchange programs; and (7) desiffi community programs
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for safe syringe disposal

Finally, it is important to emphasize that deregulation of syringe sale and possession should 
constitute only one component of a comprehensive, well-financed strategy to impede the dual 
epidemics of drug use and HB'VAIDS. A realistic and sound national program must devote 
sufficient resources for expanded access to high-quality treatment for drug and alcohol 
dependency; education and counseling regarding the harms of illicit drugs; effective 
community efforts to discourage drug use; crime prevention in schools and communities; 
rehabilitation  for offenders; and support and community activities for families and young 
people. Ultimately, both law enforcement and public health seek the same end—to promote 
the health and safety cf the population through a comprehensive program designed to 
prevent HIV/AIDS and drug dependency.

(7) 1996 Survey of Syringe Exchange Programs in the United States

In June 1997, the CDC Morbidity and Mortality Weekly Report published the results of a survey 
of syringe exchange programs (SEPs) in the United States. Of 101 known SEPs, 87 participated 
in a survey carried out by the Beth Israel Medical Center in New York City. Those 87 programs 
were operating in 71 cities in 28 states and one territory. For the period January-December 
1996, 84 SEPs reported exchanging approximately 14 million new, sterile syringes for used 
sjringes (median 36,017 syringes per SEP).’

I hope these materials will be of use to you and the Illinois State Medical Society. If I can be of 
further assistance, please contact me at 404-639-5200.

Sincerely yours,

T. Stephen Jones, M.D.
Associate Director for Science
Division of HIV/AIDS Prevention
National Center for HTV. STD, and TB Prevention

Anachments

cc:
David Holtgrave, PhD. 
Chet Kelley 
WiUiam Longdon
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June 23, 1997
NOTE TO: SANDRA THURIVIAN, DIRECTOR, NATIONAL OFHCE OF AIDS POLICY 

FROM: PETER HARTSOCK, NIH/NIDA

Re: SYRINGE EXCHANGE PROGRAMS-MMWR UPDATE

The attached report in the June 20, 1997 MMWR should be of interest both because it 
summarizes the latest U.S. syringe exchange program (SEP) trends and because this work was 
developed by NIDA in conjunction with Dr. Don Des Jarlais and was funded by NIDA.

Three years ago I ran the concept by Des Jarlais of using SEPs as an epidemiologic tool (as a 
complement to SEPs being used as an intervention tool) to monitor and study patterns of drug use 
and AIDS risk behavior in active drug users. The result was a grant that Des Jarlais and I 
developed which vvzs recently funded and which has produced the findings that went into the 

attached MMWR report.

This study will continue to monitor all the SEPs that are members of the North American Syringe 
Exchange Network (NASEN) and will produce annual “state-of-the-art” reports of SEPs in the 
U.S. It will also do a number of other things as described in the project application’s abstract 
page which I have attached.

I will keep you posted as more information comes out.
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Korea — Continued
nutrient supplementation for children, continuing general food aid, and restoring es­
sential public health services, especially vaccination and water-chlorination programs.

TFood7nd Agricultural Organization and World Food Program, United Nations. FAOWFP crop 

and food supply assessment mission to the Democratic People's Republic of Korea, December
1995. Rome, Italy: United Nations, Food and Agricultural Organization and World Food Pro­

gram, 1996-
2. Food and Agricultural Organization and World Food Program, United Nations. FAO/WFP crop 

and food supply assessment mission to the Democratic People's Republic of Korea, December 
1996- Rome, Italy: United Nations, Food and Agricultural Organization and World Food Pro­

gram, 1997.
3. LautzB S. North Korea food aid assessment press debrief. Washington, DC: US Agency for 

International Development, 1996.
4. Yasukawa T. Travel report summary; Democratic People's Republic of Korea, March 10-April 

2,1997. Geneva, Switzerland: World Health Organization, Division of Emergency and Humani­

tarian Action, 1997.
5 World Health Organization. Nutritional assessment in emergenaes. In; The management of 

nutrition in major emergencies. Geneva, Switzerland; World Health Organization (in press).
6. Office of the United Nations Resident Coordinator. Situation report: DPR Korea as of 15 October

1996. New York, New York: United Nations Development Program, November 1996.
7. CDC. Update: progress toward poliomyelitis eradication—South East Asia Region, 1995-1997. 

MMWR 1997:46:468-73.
8. Eberstadt N, Banister J. The population of North Korea. Berkeley, California: University of Cali­

fornia, 1992.
9. World Health Organization. The world health report, 1996. Geneva, Switzerland: World Health 

Organization, 1996.

Update: Syringe-Exchange Programs —
United States, 1996

As of December 1996, approximately one third (36%) of The 573,000 cases of ac­
quired immunodeficiency syndrome (AIDS) among adults reported to CDC were di­
rectly or indirectly associated with injecting-drug use (7). Syringe-exchange 
programs (SEPs) are one of the strategies for preventing infection with human immu­
nodeficiency virus (HIV) among injecting-drug users (IDUs). The goal of SEPs is to 
reduce the transmission of HIV and other bloodborne infections associated with drug 
injection by providing sterile syringes in exchange for used, potentially contaminated 
syringes. This report summarizes a survey of U.S. SEPs regarding their activities dur­
ing 1995 and 1996 and compares the findings with those during 1994 and early 1995 
(2). The findings indicate continued expansion in the number and activities of SEPs in 

the United States.*
In November 1996, the Beth Israel Medical Center (BIMC) in New York City, in col­

laboration with the North American Syringe Exchange Network (NASEN), mailed 
questionnaires to the directors of 101 SEPs in the United States that were members of 
NASEN. Although the number of SEPs in the United States is unknown, most are be-

* Single copies of this report will be available until June 20, 1998, from CDC National AIDS 
Oefrfnghouse, RO. Box 6003, Rockville, MD 2084a-6003; telephone (800) 458-5231 or (301) 

217-0023.
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tieved to be members of NASEN. From November 1996through April 1997, BIMC con­
tacted SEP directors to conduct structured telephone interviews based on tiie mailed 
questionnaires. SEP directors were asked about when the SEP began; the number of 
syringes^ exchanged during 1995; and, for 1996, legal status, services provided, and 
the num ber of syringes exchanged.

Of the 101 SEPs, 87 (86%) participated in this survey. Of these, 51 began operating 
before 1995; 22, in 1995; and 14, in 1996. These 87 SEPs reported operating in 71 cities 
in 28 states and one territory®; 44 (51%) of the SEPs were located in four states (Cali­
fornia [171, Washington [111, New York [101, and Connecticut [sixl). In eight cities, at 
least two SEPs were reported operating. In the 1994-1995 survey, 60 SEPs reported 
operating in 46 cities and in 21 states (2).

Of the 73 SEPs operating in 1995, 70 reported exchanging approximately 11 million 
syringes. In 1996, of the 87 SEPs that provided information about the number of syr­
inges exchanged, 84 reported exchanging approximately 14 million syringes (median; 
36,017 syringes per SEP) (Table D.The lOmost active SEPs (i.e., those that exchanged 
>500,000 syringes)^ exchanged approximately 9.4 million (69%) of all syringes ex­
changed. The SEP in San Francisco reported exchanging the largest number of syr­
inges (1,461,096) in 1996. During 1996, a total of 50 SEPs (57%) reported exchanging 
^55,000 syringes each; of these, 23 (46%) exchanged <10,000 syringes each.

All 87 SEPs provided IDUs with information about safer injection techniques and/or 
use of bleach to disinfect injection equipment. Other services included referral of cli­
ents to substance-abuse treatment programs (84 [97%D, instruction in the use of con­
doms and dental dams to prevent sexual transmission of HIV and other sexually 
transmitted diseases (STDs) (84 [97%D, and STD-prevention education (70 [81%]}- 
Health services offered on-site included HIV counseling and testing (35 [40%]), pri­
mary health care (15 [17%]), tuberculosis (TB) skin testing (23 [26%]), and STD screen­

ing (17 [20%]).

TFor this report, the term "syr inges" refers to both syringes and needles. ^
SCalifornia (17 SEPs); Washington (11); New York (10); Connecticut (six); Illinois and Michigan 
(Three each); Massachusetts, Pueao Rico, Texas, and Wisconsin (two each); and one each in 
Colorado Florida, Indiana, Louisiana, Maryland, Minnesota, Missouri, New Hampshire, New 
Jersey, North Carolina, Ohio, Oregon, Pennsylvania, Rhode Island, and Tennessee. Twenty-four
SEPs asked that their location not be reported. ^ ^ ^ ■ n*.-. ,4 i

iNew York (two); Bridgeport, Connecticut Chicago; Los Angeles; Oakland. California, Philadel­
phia; San Francisco; Seattle; and Tacoma, Washington (one each).

TABLE 1. Number and percentage of syringe-exchange programs (SEPs) and number 
and percentage of new syringes provided by SEPs, by size of program—United States, 

1996 ________

SEPs Total syringes exrfianged

Size of SEP* No. 1%) No. (%)

< 10,000 23 ( 27) 64,737 ( <1)

10,000- 55,000 27 ( 32) 810,247 { 6)
55,001-499,999 24 ( 29) 3,658,060 ( 26)

S?500,000 10 ( 12) 9,407,628 { 68)

Total 84 (100) 13,940,672 (100)

-Based on The number of syringes exchanged in 1996.
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SEPs were defined as legal if they operated in a state that had no law requiring a 

prescription to purchase a hypodermic syringe (i.e., a prescription law) or had an ex­
emption to the state prescription law allowing the SEP to operate; illegal-but-tolerated 
if they operated in a state with a prescription law but had received a formal vote of 
support or approval from a local elected body (e.g., city council); and illegal- 
underground if the SEP operated in a state with a prescription law but had not re­
ceived formal support from local elected officials. In 1996, a total of 46 (53%) SEPs 
were legal, 20 (23%) were illegal but tolerated, and 21 (24%) were illegal-underground. 
Legal SEPs were more likely than illegal ones to offer on-site HIV counseling and test­
ing (29 [63%1 of 46 legal versus eight [20%1 of 41 illegal) and TB skin testing (19 [41%1 
of 46 versus three [7%1 of 41). The three SEPs that did not refer clients to substance- 
abuse treatment were illegal-underground programs.
Reported by: D Paone, EdD, D Des Jadais, PhD, J Clark, Q Shi, MS, Beth Israel Medical Center; 
M Knm, PhD, American Foundation for AIDS Research, New York. D Purchase, North American 
Syringe Exchange Network, Tacoma, Washington. Div of HIV/AIDS Prevention, National Center 
for HIV, STD, and TB Prevention, CDC.
Editorial Note; Among IDUs, multiperson use of syringes (i.e., "sharing") is the pri­
mary mechanism of transmission of HIV, hepatitis B and C, and other bloodborne In­
fections related to injection of illicit drugs (5). Multiperson use occurs when an IDU 
prepares or injects drugs using a syringe borrowed, rented, and/or lent by another 
IDU. In addition, equipment and water used to prepare drugs for injection can become 
contaminated with blood remaining in previously used syringes.

In May 1997, the Public Health Service” released provisional recommendations for 
persons who continue to inject drugs (4). These recommendations include advice that 
drug users who cannot stop injecting drugs use only sterile syringes to prepare and 
inject drugs and other steps to prevent bloodborne infection transmission. If IDUs ad­
here to these recommendations, the number of syringes required would be substan­
tially greater than that currently provided through SEPs and other sources. Because of 
the costs of large-scale expansion of SEPs, these services alone probably could not 
meet the demand for sterile syringes (5).

The findings in this report indicate an expansion in the number of SEPs and in the 
scope of activities since 1994 (,?). During 1994^1996, there were increases in the num­
ber of SEPs participating in the surveys (58% [from 55 to 87]) and in the numbers of 
cities (52% [from 46 to 71]) and states (38% [from 21 to 29]) with SEPs. Although the 
number of syringes exchanged increased by 75% (from 8 million to 14 million) from 
1994 to 1996, most SEPs exchanged relatively small numbers of syringes, and the 
23 least active SEPs exchanged a mean of 2815 syringes per program. If less active 
SEPs are located in communities with large numbers of IDUs, their impact on the over­
all availability of sterile syringes will probably be limited.

The findings in this report are subject to at least two limitations. First, the extent of 
SEP activity is probably underestimated because of incomplete participation in this 
survey of U.S. SEPs and the possible existence of SEPs that are not members of 
NASEN. Second, because the definition of legal status did not include the local status 
of drug paraphernalia laws, legal barriers to SEPs may be underestimated {6).

**CDC the Health Resources and Services Administration, the National Institute on Drug 
Abuse of the National Institutes of Health, and the Substance Abuse and Mental Health 
Services Administration.
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Existing laws and regulations in many U.S. communities substantially limit the sale 

of sterile syringes and needles and establish criminal penalties for possession of syr­
inges for persons who inject illicit drugs {6) and may reduce the likelihood that IDUs 
will be able to obtain sterile syringes from legal sources (e.g., pharmacies). In May 
1997, in efforts to prevent HIV transmission among IDUs, the legislatures in Maine and 
Minnesota removed criminal penalties for possession of ^10 syringes to permit the 
legal operation of SEPs and increase IDUs' use of sterile syringes from legal sources.

References ,,, , . , ^1. CDC. HIV/AIDS surveillance report, 1996- Atlanta, Georgia. US Department of Health and Hu­
man Services, Public Health Service, 1997:1-39. (Vol 8, no. 2).

2. CDC. Syringe exchange programs^—United States, 1994-1995. MMWR 1995;44,684-5,691.
3. Garfein RS, Vlahov D, Galai N, Doherty MC, Nelson KE. Viral infections in short-term injection 

drug users: the prevalence of the hepatitis C, hepatitis B, human immunodeficiency, and human 
T-lymphotropic viruses. Am J Public Health 1996,-86:655-61.

4. CDC/Health Resources and Services Administration/National Institute on Drug Abuse/ 
Substance Abuse and Mental Health Sen/ices Administration. HIV prevention bulletin: medical 
advice for persons who inject illicit drugs. Atlanta: US Department of Health and Human Ser­
vices, Public Health Service, 1997.

5 Bigg D Syringe exchange programs will not be enough [Letterl. Inter J Drug Policy 1995;6:292.
6 Gostin LO, Lazzarini Z, Jones TS, Flaherty K. Prevention of HIV/AIDS and other blood-bome 

diseases among injection drug users: a national survey on the regulation of syringes and nee­
dles. JAMA 1997;277:53-62.
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Update; Syringe-Exchange Programs —
United States, 1996

As of December 1996, approyjmately one third (36%) of the 573,000 cases of ac­
quired immunodeficiency syndrome (AIDS) among adults reported to CDC were di- 
orooram^ ^ associated with injecting-drug use (7). Syringe-exchange
nadir,strategies for preventing infection with human immu­
nodeficiency virus (HIV) among mjecting-drug users (IDUs). The goal of SEPs is to 
reduce the transmission of HIV and other bloodborne infections associated with druq

syringes in exchange for used, potentially contaminated 
fno inQR J « survey of U.S. SEPs regarding their activities dur-

compares the findings with those during 1994 and early 1995 
the Unite^cTsta^eV*'^'*^^^^ continued expansion in the number and activities of SEPs in

In November 1996. the Beth Israel Medical Center (BIMC) in New York City, in col­
oration with the North American Syringe Exchange Network (NASEN), mailed

NASEN. Although the number of SEPs in the United States Is unknown, most are be-
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Of NASEN.From November 1996 through April 1997 eiMCrnn

in 28 states and one territory^- 44 (5Z ) 'f 1 ® ^ J m 71 cities

cheng°^S exchanged epproximately 9.4 million 169%) of all syr“Se"?x^

inges^,46™096fin''l9tl"D™T?9^ra»«ror6^
use If bleach to dkfn w I ? T- oafer injection techniques and/or
P.nt<b t ^ jniectfon equipment. Other sen/ices included referral of cli
dor^fan'd dpnM treatment programs (84 [97%]), instruction in the use of con­
doms and dental dams to prevent sexual transmission of HIV and other sexuaHv 
transmitted diseases (STDs) (84 [97%]), and STD-prevention education 
Health services offered on-site included HIV counseling and testing {35 [40%]) o ' 
rng7l7 120%]?'® (15(17%]), tuberculosis (TB) skin testing (23 [26%]), and STD sireen-

P''«n»oge of syringa-axchange programs (SEPs) and number 
and percentage of new synnges provided by SEPs, by size of program -- Unhed ^te7

Size of SEP*
SEPs

No. (%)
< 10,000

10.000- 55,000
55.001- 499,999 

>500,000

Total

23 
27
24 
10

84

Total syringes exchanged

Mo- (%)
< 27) 
( 32) 
( 29) 
( 12)

(100)

64,737
810,247

3,658,060
9,407,628

13,940,672

( <1) 
( 6) 
( 26) 
{ 68)

(100)
•Based on the number of syringes exchanged in 1996.
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SEPs were defined as legal if they operated in a state that had no law requiring a 
prescription to purchase a hypodermic syringe (i.e., a prescription law) or had an ex­
emption to the state prescription law allowing the SEP to operate; illegal-but-tolerated 
If they operated in a state with a prescription law but had received a formal vote of 
support or approval from a local elected body (e.g., city council); and illegal- 
underground if the SEP operated in a state with a prescription law but had not re­
ceived formal support from local elected officials. In 1996, a total of 46 (53%) SEPs 
were legal, 20 (23%) were illegal but tolerated, and 21 (24%) were illegal-underground 
Legal SEPs were more likely than illegal ones to offer on-site HIV counseling and test­
ing (29 [63%1 of 46 legal versus eight [20%) of 41 illegal) andTB skin testing (19 [4i%] 
of 46 versus three (7%J of 41). The three SEPs that did not refer clients to substance- 
abuse treatment were illegal-underground programs

Q Medical Center;M Knm, PhD, American Foundation for AIDS Research, New York. D Purchase, North American

Editorial Note: Among IDUs. multiperson use of syringes (I.e., "sharing") is the pri­
mary mechanism of transmission of HIV, hepatitis B and C, and other bloodborne in­
fections related to injection of illicit drugs (3), Multiperson use occurs when an IDU 
prepares or injects drugs using a syringe borrowed, rented, and/or lent by another 
IDU. In addition, equipment and water used to prepare drugs for injection can become 
contaminated with blood remaining in previously used syringes.

In May 1997, the Public Health Service** released provisional recommendations for 
persons who continue to inject drugs (4). These recommendations include advice that 
drug users who cannot stop injecting drugs use only sterile syringes to prepare and 
inject drugs and other steps to prevent bloodborne infection transmission. If IDUs ad­
here to these recommendations, the number of syringes required would be substan­
tially greater than that currently provided through SEPs and other sources. Because of 
the costs of large-scale expansion of SEPs, these services alone probably could not 
meet the demand for sterile syringes (5).

The findings in this report indicate an expansion in the number of SEPs and in the 
scope of activities since 1994 (2). During 1994-1996, there were increases in the num­
ber of SEPs participating in the surveys (58% [from 55 to 87]) and in the numbers of 
cities (52% [from 46 to 71]) and states (38% (from 21 to 29]) with SEPs. Although the 
number of syringes exchanged increased by 75% (from 8 million to 14 million) from 
1994 to 1996, most SEPs exchanged relatively small numbers of syringes, and the 
23 least active SEPs exchanged a mean of 2815 syringes per program. If less active 
SEPs are located in communities with large numbers of IDUs, their impact on the over­
all availability of sterile syringes will probably be limited.

The findings in this report are subject to at least two limitations. First, the extent of 
SEP activity is probably underestimated because of incomplete participation in this 
survey of U.S. SEPs and the possible existence of SEPs that are not members of 
NASEN. Second, because the definition of legal status did not include the local status 
of drug paraphernalia laws, legal barriers to SEPs may be underestimated (6).

**CpC, the Health Resources and Services Administration, the National Institute on Drug 
of the National Institutes of Health, and the Substance Abu.se and Mental Health 

Services Administration.
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Existing laws and regulations in many U.S. communities substantially limit the sale 
of sterile syringes and needles and establish criminal penalties for possession of syr- 
inges for persons who inject illicit drugs {6) and may reduce the likelihood that IDUs

Minnesota removed criminal penalties for possession of <10 syringes to permit the 
legal operation of SEPs and increase IDUs' use of sterile syringes from legal sources. 
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SEPs Participating in Beth Israel Survey in 1996
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Note: Twenty-four SEPs asked that their location not be reported.
Source: MMWR Update: Syringe-Exchange Programs - United States, 1996.



Update; Syringe-Exchange Programs —
United States, 1996

As of December 1996, approximately one third (36%) of the 573,000 cases of ac­
quired immunodeficiency syndrome (AIDS) among adults reported to CDC were di­
rectly or indirectly associated with injecting-drug use (7). Syringe-exchange 
programs (SEPs) are one of the strategies for preventing infection with human immu­
nodeficiency virus (HIV) among injecting-drug users (IDUs). The goal of SEPs is to 
reduce the transmission of HIV and other bloodborne infections associated with drug 
injection by providing sterile syringes in exchange for used, potentially contaminated 
syringes. This report summarizes a survey of U.S. SEPs regarding their activities dur­
ing 1995 and 1996 and compares the findings with those during 1994 and early 1995 
(2). The findings indicate continued expansion in the number and activities of SEPs in 
the United States.*

In November 1996, the Beth Israel Medical Center (BIMC) in New York City, in col­
laboration with the North American Syringe Exchange Network (NASEN), mailed 
questionnaires to the directors of 101 SEPs in the United States that were members of 
NASEN. Although the number of SEPs in the United States is unknown, most are be-

*Single copies of this report will be available until June 20, 1998, from the CDC National AIDS 
Clearinghouse, P.O. Box 6003, Rockville, MD 20849-6003; telephone (800) 458-5231 or (301) 
217-0023.
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lieved to be members of NASEN. From November 1996 through April 1997 BIMC con­
tacted SEP directors to conduct structured telephone interviews based on'the mailed 
questionnaires. SEP directors were asked about when the SEP began; the number of 
syringes^ exchanged during 1995; and, for 1996, legal status, services provided and 
the number of syringes exchanged.

Of the 101 SEPs, 87 (86%) participated in this survey. Of these, 51 began operating 
before 1995; 22, in 1995; and 14, in 1996. These 87 SEPs reported operating in 71 cities 
in 28 states and one territory!*; 44 (51%) of the SEPs were located in four states (Cali­
fornia [17], Washington [11], New York [10], and Connecticut [six]). In eight cities, at 
least two SEPs were reported operating. In the 1994-1995 survey, 60 SEPs reported 
operating in 46 cities and in 21 states (2).

Of the 73 SEPs operating in 1995, 70 reported exchanging approximately 11 million 
syringes. In 1996, of the 87 SEPs that provided information about the number of syr­
inges exchanged, 84 reported exchanging approximately 14 million syringes (median- 
36,017 syringes per SEP) (Table 1). The 10 most active SEPs (i.e., those that exchanged 
>500,000 syringes)Tl exchanged approximately 9.4 million (69%) of all syringes ex­
changed. The SEP in San Francisco reported exchanging the largest number of syr­
inges (1,461,096) in 1996. During 1996, a total of 50 SEPs (57%) reported exchanging 
<55,000 syringes each; of these, 23 (46%) exchanged <10,000 syringes each.

All 87 SEPs provided IDUs with information about safer injection techniques and/or 
use of bleach to disinfect injection equipment. Other services included referral of cli­
ents to substance-abuse treatment programs (84 [97%]), instruction in the use of con­
doms and dental dams to prevent sexual transmission of HIV and other sexually 
transmitted diseases (STDs) (84 [97%]), and STD-prevention education (70 [81%]). 
Health services offered on-site included HIV counseling and testing (35 [40%]), pri­
mary health care (15 [17%]), tuberculosis (TB) skin testing (23 [26%]), and STD screen­
ing (17 [20%]).

term "syringes" refers to both syringes and needles.
California (17 SEPs); Washington (11); New York (10); Connecticut (six); Illinois and Michigan 
Uhree each) Massachusetts, Puerto Rico, Texas, and Wisconsin (two each); and one each in 
Colorado, Flonda, Indiana, Louisiana, Maryland, Minnesota, Missouri, New Hampshire New
slS'(:steJJhar.h™io°a;b„°no%"; rlpSSd""' ’'"-'V''-

UNew York (two); Bridgeport, Connecticut; Chicago; Los Angeles; Oakland, California; Philadel­
phia; San Francisco; Seattle; and Tacoma, Washington (one each).

TABLE 1. Number and percentage of syringe-exchange programs (SEPs) and number 
and percentage of new syringes provided by SEPs, by size of program — United States, 
1996

SEPs
Size of SEP* No. (%)

Total syringes exchanged 
No. (%)

< 10,000
10.000- 55,000
55.001- 499,999 

>500,000

Total

23 
27
24 
10

84

( 27) 
( 32) 
( 29) 
{ 12)

(100)

64,737
810,247

3,658,060
9,407,628

13,940,672

( <1) 
( 6) 
( 26) 
( 68)

1100)
'Based on the number of syringes exchanged in 1996.
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SEPs were defined as legal if they operated in a state that had no law requiring a 
prescription to purchase a hypodermic syringe (i.e., a prescription law) or had an ex­
emption to the state prescription law allowing the SEP to operate; illegal-but-tolerated 
if they operated in a state with a prescription law but had received a formal vote of 
support or approval from a local elected body (e.g., city council); and illegal- 
underground if the SEP operated in a state with a prescription law but had not re­
ceived formal support from local elected officials. In 1996, a total of 46 (53%) SEPs 
were legal, 20 (23%) were illegal but tolerated, and 21 (24%) were illegal-underground. 
Legal SEPs were more likely than illegal ones to offer on-site HIV counseling and test­
ing (29 [63%] of 46 legal versus eight [20%] of 41 illegal) and TB skin testing (19 [41%] 
of 46 versus three [7%] of 41). The three SEPs that did not refer clients to substance- 
abuse treatment were illegal-underground programs.
Reported by: D Paone, EdD, D Des Jarlais, PhD, J Clark, Q Shi, MS, Beth Israel Medical Center; 
M Krim, PhD, American Foundation for AIDS Research, New York. D Purchase, North American 
Syringe Exchange Network, Tacoma, Washington. Div of HIV/AIDS Prevention, National Center 
for HIV, STD, and TB Prevention, CDC.
Editorial Note: Among IDUs, multiperson use of syringes (i.e., "sharing") is the pri­
mary mechanism of transmission of HIV, hepatitis B and C, and other bloodborne in­
fections related to injection of illicit drugs (3). Multiperson use occurs when an IDU 
prepares or injects drugs using a syringe borrowed, rented, and/or lent by another 
IDU. In addition, equipment and water used to prepare drugs for injection can become 
contaminated with blood remaining in previously used syringes.

In May 1997, the Public Health Service** released provisional recommendations for 
persons who continue to inject drugs (4). These recommendations include advice that 
drug users who cannot stop injecting drugs use only sterile syringes to prepare and 
inject drugs and other steps to prevent bloodborne infection transmission. If IDUs ad­
here to these recommendations, the number of syringes required would be substan­
tially greater than that currently provided through SEPs and other sources. Because of 
the costs of large-scale expansion of SEPs, these services alone probably could not 
meet the demand for sterile syringes (5).

The findings in this report indicate an expansion in the number of SEPs and in the 
scope of activities since 1994 {2). During 1994-1996, there were increases in the num­
ber of SEPs participating in the surveys (58% [from 55 to 87]) and in the numbers of 
cities (52% [from 46 to 71]) and states (38% [from 21 to 29]) with SEPs. Although the 
number of syringes exchanged increased by 75% (from 8 million to 14 million) from 
1994 to 1996, most SEPs exchanged relatively small numbers of syringes, and the 
23 least active SEPs exchanged a mean of 2815 syringes per program. If less active 
SEPs are located in communities with large numbers of IDUs, their impact on the over­
all availability of sterile syringes will probably be limited.

The findings in this report are subject to at least two limitations. First, the extent of 
SEP activity is probably underestimated because of incomplete participation in this 
survey of U.S. SEPs and the possible existence of SEPs that are not members of 
NASEN. Second, because the definition of legal status did not include the local status 
of drug paraphernalia laws, legal barriers to SEPs may be underestimated (6).

^CDC, the Health Resources and Services Administration, the National Institute on Drug 
Abuse of the National Institutes of Health, and the Substance Abuse and Mental Health 
Services Administration.
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Existing laws and regulations in many U.S. communities substantially limit the sale 

of sterile syringes and needles and establish criminal penalties for possession of syr­
inges for persons who inject illicit drugs {6) and may reduce the likelihood that IDUs 
will be able to obtain sterile syringes from legal sources (e.g., pharmacies). In May 
1997, in efforts to prevent HIV transmission among IDUs, the legislatures in Maine and 
Minnesota removed criminal penalties for possession of <10 syringes to permit the 
legal operation of SEPs and increase IDUs' use of sterile syringes from legal sources.

References
1. CDC. HIV/AIDS surveillance report, 1996. Atlanta, Georgia. US Department of Health and Hu­
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AIDS Associated with Injecting-Drug Use —
United States, 1995

Injecting-drug use is the second most frequently reported risk behavior for infec­
tion with human immunodeficiency virus (HIV) (7). As of December 31, 1995, of 
513,486 cases of acquired immunodeficiency syndrome (AIDS) reported to CDC, 
184,359 (36%) were directly or indirectly associated with injecting-drug use. Injecting- 
drug-user (IDU)-associated AIDS cases include persons who are IDUs* (n=161,891), 
their heterosexual sex partners (n=18,710), and children (n=3,758) whose mothers 
were IDUs or sex partners of IDUs (7). This report characterizes persons with and 
trends in IDU-associated AIDS reported to CDC through 1995 from the 50 states, the 
District of Columbia, and the U.S. territories.

IDU-associated AIDS cases reported in 1995 were analyzed by sex, race/ethnicity, 
state, and region^. Trends in IDU-associated AIDS among adolescents and adults 
(aged >13 years) were evaluated using the estimated incidence of AIDS-defining op­
portunistic illness (AIDS-01), which adjusts for the 1993 expansion of the AIDS 
surveillance case definition and for reporting delays and anticipated reclassification of 
cases initially reported with no identified risk (1,2). Trends in estimated AIDS-OI inci­
dence were analyzed by quarter for January 1990-June 1995 (the most recent date for 
which AIDS-OI incidence can be reliably estimated). For inter-area and intergroup 
comparisons, estimated IDU-associated AIDS-OI incidence rates (per 100,000 popula­
tion) among adolescents and adults for July 1994-June 1995 were calculated using 
1994 Bureau of the Census population estimates by race/ethnicity and region.

IDU-Associated AIDS Cases Reported in 1995
Of 74,180 AIDS cases reported in 1995, a total of 25,860 (35%) were associated with 

injecting-drug use. Among persons with IDU-associated AIDS, 14,057 (54%) were het­
erosexual males, 5204 (20%) were female, 3425 (13%) were men who have sex with 
men (MSM), 2849 (11%) were male and female heterosexual sex partners of IDUs, and 
325 (1%) were children whose mothers were either IDUs or sex partners of IDUs. 
Among persons with IDU-associated AIDS, 50% (12,832) were black, 25% (6509) white, 
and 24% (6319) Hispanic; Asians/Pacific Islanders (74) and American Indians/Alaskan 
Natives (88) each accounted for <1% of cases.

•Defined as any person who injected drugs at least once after 1977.
^Northeast=Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York, Penn 
sylvania, Rhode Island, and Vermont; Midwest=lllinois, Indiana, Iowa, Kansas, Michigan 
Minnesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin); South=Ala 
bama, Arkansas, Delaware, District of Columbia, Florida, Georgia, Kentucky, Louisiana 
Maryland, Mississippi, North Carolina, Oklahoma, South Carolina, Tennessee, Texas, Virginia 
and West Virginia; West=Alaska, Arizona, California, Colorado, Hawaii, Idaho, Montana, Ne 
vada. New Mexico, Oregon, Utah, Washington, and Wyoming; U.S. territories=Guam, Puerto 
Rico, U.S. Pacific Islands, and U.S. Virgin Islands.



When analyzed by sex and sexual orientation, 66% (7125 of 10,777) of AIDS cases 
reported among women and 85% (14,985 of 17,686) among heterosexual men with an 
identified exposure category were’IDU-associated. In comparison, 10% (3425 of 
34,096) of AIDS cases among MSM had a history of injecting-drug use.

IDU-associated AIDS accounted for >50% of cases reported from Delaware 
(204 [65%1 of 314 cases), Puerto Rico (1647 [63%] of 2604), Connecticut (1018 (61%1 
of 1676), Maryland (1382 [52%] of 2680), and Rhode Island (121 [52%I of 232) and 
accounted for 49% from New York (6130 of 12,394) and New Jersey (2155 of 4364). By 
region, the Northeast accounted for 44% (11,284) of IDU-associated AIDS cases, fol­
lowed by the South (29%, 7481), West (13%, 3351), Midwest (8%, 2091), and U.S. 
territories (6%, 1653).

Trends in lOU-Associated AIDS-Oi Cases Among Adolescents and Adults,
1990-1995

During January 1990-June 1995, the quarterly number of estimated IDU-associated 
AIDS-OI cases among adolescents and adults increased 48%, from approximately 
4200 cases to approximately 6300 cases (Figure 1). However, most of this increase 
occurred during the early 1990s (annual increases of 17% during 1990-1991 compared 
with 4% during 1993-1994). Among female and heterosexual male IDUs, increases in 
annual AIDS-OI cases were substantial in the early 1990s and smaller in subsequent

FIGURE 1. Estimated number of incident cases* of injecting-drug-user-associated 
AIDS-defining opportunistic illness (AIDS-OI) and percentage of total AIDS-OI, by 
quarter year of diagnosis — United States, January 1990-June 1995

Cases
Percent6000 -J

5000 -

- 30 -u« 4000 -

3000 -

2000 -

1000 -

12 3 4 12 3 4 12 3 4
1992

QuarterA'ear
‘Estimates are adjusted for delays in reporting and reclassification of cases initially reported 
without risk (7).



years (Figure 2). In comparison, the number of cases among MSM IDUs peaked 
in 1992 (approximately 1000 per quarter) and subsequently declined (Figure 2). 
Among heterosexual sex partners of IDUs, the number of cases increased steadily 
throughout the 1990s; cases among heterosexual sex partners of IDUs during 1990- 
1991 increased 23% among women and 19% among men; during January-June 1994 
and January-June 1995, increases were 9% among women and 17% among men.

Among non-Hispanic black IDUs, cases increased from January-June 1990 to 
January-June 1995 by 59% (from approximately 1800 cases to 2800 cases). During 
January-June 1995, the estimated quarterly number of cases among non-Hispanic 
blacks (approximately 2800 cases) was more than twice that among non-Hispanic 
whites (approximately 1300 cases) and Hispanics (approximately 1200 cases) (Fig­
ure 3)^ From January-June 1990 through January-June 1995, the estimated number 
of cases in the South increased 62% (from 1000 to 1700 per quarter) and in the West 
by 56% (from approximately 460 to 700 cases per quarter). In comparison, during 
1990-1993, AIDS-01 cases increased approximately 37% (from 1700 to 2400 per quar­
ter) in the Northeast and 68% (from 240 to 400 per quarter) in the Midwest and have 
remained stable.

sNumbers for other racial/ethnic groups were too small for meaningful analysis.

FIGURE 2. Estimated number of Incident cases* of AIDS-defining opportunistic illness 
among injecting-drug users (IDUs), by risk-exposure group and quarter year of 
diagnosis — United States, January 1990-June 1995^
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•Estimates are adjusted for delays in reporting and reclassification of cases initially reported 
without risk (7).

^Points represent quarterly incidence; line represents "smoothed" incidence (2).
*Men who have sex with men.



FIGURE 3. Estimated number of incident cases* of AIDS-defining opportunistic ill­
ness among injecting-drug users (IDUs), by race/ethnicity^ and quarter year of 
diagnosis — United States, January 1990-June 1995*
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•Estimates are adjusted for delays in reporting and reclassification of cases initially reported 
without risk (7).

^Numbers for other racial/ethnic groups were too small for meaningful analysis.
‘Points represent quarterly incidence; line represents "smoothed' incidence (2).

Estimated IDU-Associated AIDS-01 Rates
Among Adolescents and Adults, July 1994-June 1995

During July 1994-June 1995, the estimated annual incidence rate of IDU-associated 
AIDS-01 among adolescents and adults was 11.1 cases per 100,000 population. In 
all regions, estimated IDU-associated AIDS-01 rates were higher for non-Hispanic 
blacks and Hispanics than non-Hispanic whites (Table 1). Rates were nearly 14-fold 
higher for non-Hispanic black men (78.7 cases per 100,000 population) and nearly 
17-fold higher for non-Hispanic black women (31.8) than for non-Hispanic white men 
(5.8) and non-Hispanic white women (1.9). Rates for Hispanic men (44.7) and Hispanic 
women (15.0) were eightfold higher than rates among non-Hispanic whites.

Rates varied substantially by region and were highest in the Northeast (Table 1); 
of the 13 states with rates >10 cases per 100,000 population, six were located in 
the Northeast (New York [39.4 cases per 100,000 population]. New Jersey [32.3], 
Connecticut [24.7], Massachusetts [12.5], Rhode island [12.4], and Pennsylvania
[10.1] ), six in the South (Delaware [27.8], Maryland [26.2], Florida [19.3], Georgia
[12.2] , South Carolina [10.6], and Louisiana [10.5]), and one in the West (Nevada 
[10.6]). Rates also were high in the District of Columbia (91.9) and Puerto Rico (46.4).
Reported by: Local, state, and territorial health depts. Div of HIV/AIDS Prevention, National 
Center for STD, HIV, and TB Prevention (proposed), CDC.



TABLE 1. Estimated annual number and rate* of injecting-drug-use-associated AIDS-defining opportunistic illness among 
persons aged >13 years, by race/ethnicity^ and region^ — United States, July 1994-June 19951

Race/Ethnicity
Northeast Midwest South West Total

No. Rate No. Rate No. Rate No. Rata No. Rate
White, non-Hispanic 1,900 { 5.8) 550 ( 1.4) 1,700 ( 3.2) 1,400 ( 4.7) 5,600 ( 3.5)
Black, non-Hispanic 4,900 (117.3) 1,100 (23.4) 5,300 (41.0) 850 (38.7) 12,100 (50.9)
Hispanic 2,800 ( 87.6) 180 (12.1) 600 (12.0) 550 ( 6.6) 4,200 (21.9)
Total 10,400 1 24.6) 2,000 ( 4.0) 7,900 (10.7) 3,100 ( 6.8) 23,300 (11.1)
•Per 100,000 population.
♦Numbers for other racial/ethnic groups were too small for meaningful analysis.
*Northeast=Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York, Pennsylvania, Rhode Island, and Vermont; 
Midwest=lllinois, Indiana, Iowa, Kansas, Michigan, Minnesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota and Wisconsin; 
Souths^Alabama, Arkansas, Delaware , District of Columbia, Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi, North Carolina, 
Oklahoma, South Carolina, Tennessee, Texas, Virginia, and West Virginia; West»Alaska, Arizona, California, Colorado, Hawaii, Idaho, 
Montana, Nevada, New Mexico, Oregon, Utah, Washington, and Wyoming. . ^

lEstimates are adjusted for delays in reporting of AIDS cases and anticipated redistribution of cases initially reported with no identified 
risk.



Editorial Note: The findings in this report underscore three innportant trends in the 
AIDS epidemic. First, although annual: increases in the number of cases associated 
with IDUs continue to occur, these' increases have been progressively smaller 
while AIDS incidence among heterosexual partners of IDUs has continued to increase 
steadily. Second, IDU-associated AIDS has disproportionately increased among 
heterosexual minorities, particularly among blacks. Finally, although the highest rates 
of IDU-associated AIDS-01 continued to occur in the Northeast, the numbers of cases 
in the South and West continued to increase while increases in the Northeast have 
slowed.

Rates of IDU-associated AIDS in this report were calculated using the total adoles­
cent and adult population. Because the number of IDUs in the United States is 
unknown, rates of AIDS among IDUs could not be calculated. However, findings of HIV 
seroprevalence studies among IDUs entering drug-treatment centers are consistent 
with the results of this report: HIV seroprevalence has been consistently highest 
among IDUs in the Northeast (27%), intermediate in the South (12%), and lowest in the 
Midwest (7%) and West (3%) (3). In addition, HIV seroprevalence has been consis­
tently higher among non-Hispanic black and Hispanic IDUs than among non-Hispanic 
white IDUs (3), Racial differences in the number and rate of IDU-associated AIDS 
cases probably reflect socioeconomic, behavioral, and other risk factors related to 
injecting-drug use.

Because IDU-associated risk for AIDS is probably underreported, the findings in 
this report represent minimum estimates. Multiple overlapping risk behaviors are as­
sociated with HIV/AIDS and account for variations in the epidemiology of this disease. 
For example, through 1995, 17% of the 128,696 heterosexual men and women IDUs 
with AIDS also reported having heterosexual contact with an HIV-positive person or a 
person with other risks for HIV (7,4), emphasizing the strong links between het- 
erosexually acquired AIDS and injecting-drug use. In addition, preliminary findings of 
a study at six sites to verify exposure risk indicated that 21% (120 of 569) of men and 
15% (136 of 877) of women initially reported as having heterosexual contact with an 
HIV-positive partner or a partner at high risk for HIV infection had an additional risk; of 
these, most (56% of 120 men and 88% of 136 women) had injected drugs (5).

Measures for reducing the occurrence of IDU-associated AIDS include preventing 
the initiation of injecting-drug use, increasing the number of IDUs in drug treatment, 
encouraging safer injecting practices among IDUs, and promoting safer sexual behav­
iors among IDUs and their sex partners (6,7). For example, in Connecticut, partial 
repeal of needle prescription and drug paraphernalia laws in 1992 allowing purchase 
of needles and syringes by IDUs without a prescription and possession of this equip­
ment without medical need decreased the sharing of syringes by IDUs (8). In addition, 
some jurisdictions have implemented needle and syringe exchange programs to pro­
vide IDUs with sterile injection equipment and access to drug-abuse treatment and 
some services (9). Persons who continue to inject drugs should be screened peri­
odically for HIV infection and advised of measures that may reduce risks for infection 
(10).
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HIV PREVENTION BULLETIN: 

MEDICAL ADVICE FOR PERSONS WHO 

INJECT ILLICIT DRUGS

Dear Colleague:

Preventing drug use and providing substance abuse treatment for persons who inject 
illicit drugs are crucial to preventing many blood-borne infections, including human 
immunodeficiency virus (HIV). However, many drug users are not currently in 
substance abuse treatment programs because of multiple factors including the limited 
availability of these programs and the lack of readiness or willingness of some drug 
users to enter substance abuse treatment. Consequently, substantial numbers of drug 
users continue to inject drugs.

This bulletin summarizes new information on preventing transmission of HIV and 
other blood-borne infections among persons who inject drugs and updates preven­
tion recommendations published in April 1993. *' The findings of a 1995 workshop 
on the use of sterile syringes by persons who inject drugs and several recent publica­
tions indicate that persons who inject drugs should use sterile syringes" to 
prevent the transmission of HIV and other blood-borne infectious diseases. These 
conclusions should be considered by clinicians providing health care to persons who 
use or inject drugs and by public health professionals planning and carrying out HIV 
prevention programs for injection drug users (IDUs). Health professionals should 
inform IDUs that using sterile syringes is safer than reusing syringes, including 
syringes that have been disinfected with bleach. The information in this bulletin has 
been prepared for health professionals involved in programs serving persons who 
inject drugs. Separate educational materials will be prepared to inform drug injectors 
of these findings.

* Issued jointly by the Centers for Disease Control and Prevention, the National Institute on Drug Abuse of the National 
Institutes of Health, and the Center for Substance Abuse Treatment of the Substance Abuse and Mental Health Services 
Administration.

*
** The term “syringes" is used throughout this bulletin to refer to both syringes and needles.
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