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PART 1: Introduction

1.1 Background
Since 1997 the World Health Organization (WHO) in collaboration with the Joint
United Nations Programme on HIV/AIDS (UNAIDS) have spearheaded a project that
looks at sexual risk behaviour and substance use. The foundation of this project is the
use of  the Rapid Assessment Methodology to determine local evidence on the
relationship between psychoactive substance use and sexual risk behaviour.  This
method aims at generating information to plan, develop and improve health policies,
services and programmes through the application of specific health interventions.

To support the efforts of local researchers employing this methodology, a Rapid
Assessment and Response Guide on Sexual Risk Behaviour and Substance Use
(SEX-RAR) was developed.  This guide is meant to assist in updating the knowledge,
skills and attitudes within the team of people carrying out the assessment (the “RAR
team”) as well as help them to identify and respond to problems related to substance
use and sexual behaviour. The guide exists in print and at the website:
http://www.who.int/mental_health

From 1998-2000 the SEX-RAR Guide went through a field-testing process in Costa
Rica, Slovakia and Zimbabwe. It is widely recognized that passive dissemination of
information or tools is ineffective and, at best, results only in small response.  Even
where the product or information is available, it may not be acted upon unless there is
an interaction process in place which stimulates and encourages use of the guide.
Hence these meetings held in 2002 provided a good opportunity for exposing the
guide to the users.

1.2 Introduction to the regional meetings
Four Regional Meetings were planned and held in Costa Rica, Belarus, India and the
republic of Tanzania as a contribution to capacity building among collaborating
partners and potential users of the methodology for assessing sexual risk behaviour
related to substance use. Facilitators were drawn from the four regions in which the
workshops were organized. List of participants and facilitators can be found in the
annex of this report.  The bringing together of participants in each region was based
on the following criteria:
- Regional Principal Investigators currently participating in the SEX-RAR

Project
- Programme managers from selected priority countries within the region
- Representatives of potential Collaborating Research institutions from

countries within the region
- Regional experts on the Rapid Assessment and Response (RAR) methods

These meetings were highly interactive.  Participants were exposed to a variety of
learning activities in the form of group exercises and field visits to relevant sites were
possible. Overall the meetings exceeded expectations as demonstrated through the
various terminal evaluations of each of these meetings.
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1.3 The purpose of this report
The report puts together information from the four technical meetings as reference
point for interested parties as well as an educational document on valuable opinions
that would otherwise have been lost should they have not been documented.

The summaries in this report are a reflection of the various presentations of facilitators
on that particular topic and thus do not represent one individual facilitator’s
presentation but rather an amalgamation of all input except where a single name is
indicated. Little adjustments to the information presented by countries have been
made to maintain its originality.

1.4 A view on the importance of SEX-RAR

The importance of these meetings can be summed up in one of the speeches
delivered at the Belarus meeting:

In Belarus the number of people using substances or have dependence problems has
been increasing during the last 5 years.  In 2001 there were 1211 newly registered
people identified with substance use dependence problems. The total number of
registered (in narcological dispensaries) patients with dependence problems in 2001
was 5496.  Those with toxic substance use problems were 284. Substance abuse was
registered in 2823 patients. The increase of  substance use dependence is the
universal trend in all regions of Belarus. The number of new cases increased by 3.6
times compared with 1995 and 1.2 times with the last year.  Injecting Drug Users
(IDUs) are at risk of contracting HIV/AIDS and STDs. For instance in Minsk
intravenous mode of substance use prevails (91.2%). The situation in other regions is
similar. The number of HIV infected in Belarus in 2001 was 3857 pers.  According to
the 2001 Rapid Assessment results, the total number of people with dependence
problems was 43000.   These figures establish a justification on the importance of
substance use problems for Belarus.  In this respect scientifically based methods
which can provide reliable data on substance use related problems profile and needs
tailored intervention development are of great importance. Dr. V. Maksimchuk,  Chief
Narcologist, Ministry of Health
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PART 2: Technical
Presentations

The four regional meetings were characterized by various technical presentations from
participants and facilitators of these meetings.  Because most presentations are a
combination of similar presentations on a given topic, names of presenters are not
reflected, except for key note speeches presented during the initiation of each of the
meeting in Part 2. Country representatives (see list of participants) provide country
specific experiences.  The keynote speeches are placed in this document in the
context of the content of the relevant subject under discussion, though they were given
during the introductory period of each workshop.   This was an attempt to make a link
within the context of these topical areas.

2.1 The Scale of the Problem
There is overwhelming evidence that continues to point towards the association of
substance use and sexual risk behaviour. These associations have been observed in
the general population and among various population groups such as young people,
Commercial Sex Workers (CSWs), Injecting Drug Users (IDUs). Because the
prevalence of substance use in many societies is increasing, this places all sexually
active individuals at risk of HIV and Sexually Transmitted Diseases (STDs).  An
individual under the influence of substances becomes compromised in the practice of
safe sex and those that administer substances with contaminated injecting equipment
are at risk for acquisition of other blood borne infections. Since the HIV epidemic which
began 20 years ago, more than 60 million people have been infected with the virus.
HIV/AIDS is now the leading cause of death in sub-Saharan Africa. Worldwide, it is the
fourth biggest killer.  At the end of 2001, an estimated 40 million people globally were
living with HIV. One-third of those currently living with HIV/AIDS is aged 15-24. Most of
them do not know they carry the virus and know nothing or too little about HIV and
how to protect themselves against it.  Addressing substance use and sexual risk
behaviour can therefore contribute to the minimization of HIV infection and other
substance use consequences.  WHO recognizes the importance of community
empowerment in response to these problems to have lasting positive results. Better
prepared communities are able to more effectively plan and take into consideration
their particular needs. In addition, a multidisciplinary approach is required to increase
the effectiveness of the response.  Because the problem of substance use is dynamic
and contextual in nature, comprehensive approaches targeted at individuals, families
and community in a variety of community settings have to be developed.  Evidence-
based interventions have a greater promise of being effective and sustainable.  Apart
from shading light on the extent and nature of the problem and required response, this
information can be used for advocacy and awareness creation.  Hence research
should be a staring point for any actions, to enable communities make informed
choices based on evidence from local research and act on it and evaluate its
effectiveness.  Consequently this should lead to the adoption of suitable positive life
styles. Mwansa Nkowane, RN, RM, BSc, MA (HRD)
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2.2 Substance use and HIV/AIDS Problem in Costa Rica

Substance use, with all its repercussions, is something that affects the populations of
Costa Rica. This problem is strongly linked to the cultural identity of the population,
learned and reaffirmed by hallucinatory and emotional experiences induced by the
effects of mind-altering substances. Substance use, and the industry it generates,
coupled with overpopulation, deficient health programs, corruption, weak legislation
and epidemics, have created an environment that could eventually trigger a crisis of
devastating proportions.  Substance use/abuse, substance dependence and drug-
trafficking are directly and indirectly linked to the sharp increase in homicides, suicides,
rapes, self-mutilations, gang wars, punishments for debts, prostitution and general
deterioration in the quality of life. The indiscriminate use of benzodiazepines,
stimulants, opiates, cannabis, inhaled substances and ethanol has been the direct
cause of serious crimes.  More recently, the use of crack cocaine has spread rapidly -
in almost epidemic proportions – due to its low cost and highly addictive nature.  This
has served as a catalyst for the serious incidents of violence and HIV infection, turning
societies in North, South and Central America and the Caribbean, into veritable
underworlds. The lives of many have been reduced simply to a daily attempt to survive
in the most extreme conditions.   It is essential to take note that prevention work is an
urgent necessity. Reaching out and relating to the people involved in this cultural
identity, in a scientific, creative, compassionate and effective manner, and improving
their quality of life is imperative. The number of people dependent on substances and
diagnosed as HIV positive is increasing which is a reflection of the lack of policies on
harm reduction practices.  Several factors that make up the cultural identity of this
population using substances make this group an ideal target for infectious and
contagious diseases.  It is essential that the competent health authorities develop
appropriate strategies to address this situation. However, all efforts to eradicate
HIV/AIDS must be based on prevention policies that facilitate continuity in the
campaigns.  Individuals and families should not be subjected to discriminatory
practices in relation to AIDS or HIV infection (for example: mandatory AIDS testing,
segregation or isolation), except when necessary for their own welfare. Sonia Marta
Mora, Ph.D. Director, Universidad Nacional
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2.3. The link between Substance Use and Sexual Risk
Behaviour

According to existing data a number of studies reveal the positive correlation between
substance use and sexual risk behaviour. Few studies show otherwise. The effects of
substances on behaviour are best understood as a product of an interaction between
psychopharmacology and social aspects.  Substance use can have a critical role in
mediating sexual risk behaviour consequently leading to transmission of HIV and
STDs.

The pharmacological properties can alter the way individuals perceive and experience
their behaviour and surroundings.  Psychoactive substances may result in sexual
desire and activity being increased or reduced, use of condoms is given a low priority
and decision-making skills are impaired.  Social contexts can also influence sexual
behaviour of substance users such as the immediate physical settings in which
substance use or sexual behaviours occur as well as peer group and community
expectations, beliefs about the effects of particular substances on sexual behaviour
and economic, structural and political factors.  The individual’s beliefs and
expectations of pharmacological effects, the way in which substances are used
influenced by social norms and cultural beliefs  could also provide link between sexual
risk behaviour and substance use .

Example Alcohol

USA: - 75–80% of women had used alcohol in their last sexual encounter; Scotland
(United Kingdom): - 16–30-year-olds, 82% used alcohol the last time they had sex.
Use of alcohol has been implicated in being in “at risk situations”. Heavy drinking of
five or more drinks on one occasion is associated with unintended sexual contact. In
Zimbabwe people frequent drinking places where drinking alcohol and sexual
indulgence co-mingle. Involvement in substance use often overlaps with commercial
sex work. Some studies among the runaway and homeless adolescents indicate
condom use during sexual activity is (42%). 23% males and 14% of females
exchange sex for money. 97% use alcohol or other psychoactive substance.  Overall,
75% engage in sex under the influence of alcohol or other substances.  Some studies
illustrate that those who use alcohol most frequently use condoms least consistently.
Other studies associate inconsistent condom use with the use of alcohol in
combination with other substances. A survey in South Africa among 2,231
mineworkers, sex workers and the general population found alcohol consumption to
be associated with HIV incidence in both men and women.  Among both male and
female, age of first sexual activity is positively associated with age of first use of
alcohol and other substances. Injecting drug users report more frequent and heavier
alcohol consumption, heroin dependent individuals increase alcohol use when not
taking heroin. Alcohol is also often used in conjunction with crack cocaine as a
mediating substance to ease the anxiety and effects of crack cocaine.  The effects of
alcohol, as with other substances, vary depending on the specific social and cultural
contexts in which it is used. All of the above taken together have important
consequences for HIV and STD transmission.
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♦  Case Studies: Alcohol Use and Sexual Risk

Zimbabwe, Costa Rica and Slovakia had carried out the work under WHO/UNAIDS
funding between 1999-2001.

Zimbabwe

The research on the relationship between alcohol use and sexual risk behaviour
showed a strong statistical association between STDs and alcohol use, in that men
with STDs are approximately seven times more likely to be alcohol users than men
without STDs. In Zimbabwe, the ‘beer hall’ or shebeen is a key focal point of
recreational activity for men, where heavy drinking and drinking to intoxication is often
the norm. The bar is also a key setting for making extramarital and commercial sexual
contacts. 75% of Zimbabwean sex workers seek clients in bars. While alcohol in itself
may not necessarily lead to risky sexual behaviour, the environment in which alcohol
use occurs can play a key role in the sexual transmission of HIV and STDs.
The main findings were that alcohol is associated with risky sex. Individuals found it
difficult to refuse sex under alcohol influence, alcohol gives courage to sell sex, and
that alcohol is associated with increased sexual desire. The population is ambivalence
towards condom use.  It was concluded that alcohol is strongly associated with sexual
risk. To curb the problem, risk may be modified through “buddy system”(looking out for
one ’s drinking friends, making condoms more available, creating a norm of non-
drunken sex. Increasing knowledge, skills and norms among drinking peers through
social support among friends and change of drinking norms on drinking habits and sex
while drunk by use of popular opinion leaders to lead the norm change.
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Costa Rica : RAR among SEX-Workers

When implementing RAR in Costa Rica the questions explored during initial
consultations were as follows:
- Do sex workers use psychoactive substances including alcohol?
- Are substances part of the work?
- Is the type of work related to substance use?

Contextual analysis revealed that night Clubs sell both alcohol and prostitution.  Sex
workers get a percentage of drinks sold and owners make more money from alcohol
than from sex, clients like sex workers to drink and get intoxicated and cocaine is a
private consumption by sex workers to neutralize alcohol. The study  determined that
the sex workers intoxication produces amnesia and lack of control and that substance
dependence increases prostitution and need for more customers.  There was also
evidence of unsafe sex practices related to intoxication. Based on the findings, it was
concluded that there was need for a program to reduce alcohol consumption, which
must offer incentives to both club owners and sex workers.  The strategy was to start a
sex worker’s paper that will promote those joints to conduct harm reduction activities
and increase the non sexual and non drinking aspects of Night Clubs.

Slovakia RAR among the Military

The aim of the rapid assessment was to assess substance use and sexual risk
behaviour in the military. In the RAR study of men in the Slovak Army,  soldiers
frequently reported that, when separated from their families, alcohol use was the main
form of recreation, that drinking venues were the main access to sex partners, and
that alcohol improved ‘courage’. This suggests that there may be a ‘situational link’
between alcohol use and sexual risk behaviour under specific circumstances. The key
areas of investigations were the same as the Zimbabwe study.  The findings reviewed
lack of opportunities for steady partners, existence of offers for commercial sex, for
money and alcohol, drinking alcohol at pubs to meet local girls for casual sex, casual
sex without necessary protection and peer pressure to have sexual intercourse .

Furthermore, the study demonstrated that there was implicit and explicit pressure into
alcohol consumption and smoking. Alcohol consumption was a psychological relief
from strict  limited military environment "while chasing girls". Only unwanted pregnancy
seen as risk and not STD, HIV/AIDS. Most respondents believed that HIV/AIDS only
occurred among foreigners and people with substance use dependence problems.
Oral sex was not perceived as a risk and the desire to have sex was stronger than the
knowledge about risk and prevention. Less than one third of those interviewed
participated in preventive activities.

In response to the findings it was decided to review the general health policies in the
military settings, on illegal and legal (mainly alcohol) substance use and
homosexuality.  The overall goal was to have an overall change in policy on both legal
and illegal substance use through a detailed strategic plan involving military
representatives at all levels, educational interventions for attitude and prejudice
change.  In addition, providing training for health promotion and risk prevention by
promotion of behavioural change and the teaching of social skills for healthy patterns
of conduct through military professionals and peer educators was deemed essential
including development of educational materials for use in training and dissemination -
widely within the military.
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2.4. Links between Drug Injecting and HIV in Brazil

Negative Health Consequences of Drug Injecting that have been identified are:

- HIV transmission
- STI  transmission
- Unwanted pregnancies
- Vertical transmission
- Pregnancy problems
- Problems in getting access to health services and drug use and unsafe sex.

Indirect links include, choice and type of partner which has an impact on how sex is
perceived and practised, impact of places of consumption : clandestine sex, fast sex,
sex for money, unhealthy environment, lack of clean needles, etc.   Among IDUs 70 to
80% are of the heterosexual AIDS cases. 89% of those infected through heterosexual
sex who were users had a partner who was an IDU. 40% of the female heterosexual
Brazilian AIDS cases were partners of IDUs. It has been determined that there is,
sharing of contaminated needles, use of the same equipment many times, lack of
access to clean needles and syringes, lack of contact with the health establishment,
no access to treatment and medicines and existence of crime related activities.

AIDS Cases related to  IUD

Country IUD related
Cases

Argentina 39%
Brazil 25%

Uruguay 24%
Paraguay 11%

Chile 6%

Dr  Sylvia Inchaurraga.
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Summary of discussions
A study among gay men in Australia found that substance use – but not necessarily
alcohol use – was associated with HIV seroconversion. In the beginning, HIV was
associated with gay communities and with those who were sharing needles.  The
association between HIV and the use of alcohol and other substances remained on
the back burner.  Although presently, there are no clear answers to this issue, this
association will help convince policymakers to bring about relevant changes.

There is still need for further research in order to be able to advocate for action and
plan for intervention, as well as convince policy makers to take appropriate action.
Health education by itself is not effective.  Members of many cultures accept alcohol
consumption as a normal part of life.  In addition, other areas such as economic issues
have to be considered to successfully combat the abuse of alcohol.  For instance, the
production of commercial alcohol as well as local brew has positive economic
implications for the producers.  Governments too, generate a lot of income from the
production of commercial alcohol.  The manufacturers of local brew do so to generate
income.  Hence, alternative ways of generating income have to be found for them.

Alcohol per se is seen more as a local problem.  When it is linked to HIV it is given
more priority by policy makers and implementers.  Hence, this link is a great step
towards prioritizing alcohol as a problem that needs urgent attention.

The relationship between substance use and sexual behaviour is complex and it is not
necessary that the assessment seeks to establish causal relationship but may seek to
identify the possibilities of association taking into consideration the settings in which
the behaviour takes place and the individuals involved.

2.5 A theoretical perspective on  the study of human sexual
behaviour

Human interactions may be seen as mainly narrative interactions performed in speech
within particular type of discourse. The narrative process enables to express
subjective meanings, reflect norms and negotiate interactions. Four (4) main types of
discourse on sexuality can be identified. Different environments, social contexts and
cultures favour particular types of discourse. Even though everyday conversations
usually match with more than one type of discourse, these discourses may be easily
identified in narratives given by participants in qualitative research. Each of the
following discourses presents a set of  norms, standards, expectations, regulations,
and indirect or direct recommendation for sexual behaviour of individual people.
Therefore it may be extremely useful to identify the discourse-background of the
narratives given by research-participants; thus preventive measures and interventions
may be targeted more precisely and comprehensively.

Application of a qualitative research approach presumes the significance of narratives
and discourse for controlling human behaviour. Narrative approach in psychology is
based on the following statements  (M. Murray):

- Human thought is narrative
- Narration results in social constructions, e.g. of sexuality, risk
- Narration is effective in therapy
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♦  Christian tradition and morality

According to Foucault (1990) the influence of  the Victorian moral on sexuality
continues to the present times. Sexuality is restricted to home and marriage and has
an instrumental value – mainly of reproduction. Sexuality is controlled by strict rules
(monogamy, marriage) and prohibitions (nude, unfaithfulness, public talk on sexuality).
Sexual practices outside these rules (e.g. homosexuality) are penalised or simply
ignored. Endangering behaviour is analysed in the conceptual framework of taboo and
sin. Discourse on sexuality more or less does not exist.

♦  Scientific, medical, sexological discourse

In the study of sexuality, J.H. Gagnon and R.G. Parker (1995) consider the period
1890-1980 as sexological. The most characteristic attribute of this period is the effort
to maximize objectivity and the scientific approach (Foucault, 1990). It strives to find
mechanisms of sexuality and thus gain control over sexual drives and incentives and
resist them. Partially also pleasure/bliss gets considered which means that the
autonomous value of sexuality begins to be accepted, however, with significant
differences between males and females. The regulative influence of norms on
sexuality is accepted; these norms are: male sexuality, heterosexuality, marriage. Sex
is considered as a natural force which opposes civilization, culture and society, is the
matter of  an individual's knowledge on sexuality which is trans-culturally and trans-
historically valid. Discourse on sexuality is medical and biological.

♦  Civic liberal discourse

In the 60s., the crisis of value system of the middle class resulted in a crisis of the
sexological paradigm. Sexuality gets re-conceptualized within the framework of social
constructivism. The issue of pleasure/bliss moves into the foreground and sexuality
acquires full autonomous value-status. The only norms in sexuality are freedom and
equity, all prohibitions are abolished. Homosexuality gets accepted. The contraceptive
pill enables women to actively control their sexual life and thus contributes to a power
balancing between men and women. Tolerance to erotic and pornographic products
increases, sexual education enters schools. Discourse on sexuality encompasses all
issues, and turns to an overall social discourse.

♦  HIV/AIDS risk related, “ecological” discourse

Under the influence of the HIV pandemic the deconstruction of the ideological
backgrounds of  previous conceptions of sexuality is completed. Social and cultural
contexts of sexuality become crucial HIV prevention in cultures, subcultures, and
minorities. The only all-present normative recommendation is expressed in the so-
called “safer sex”. Threats to health are discussed in terms of risk; it is accepted that
risk is socially constructed. Discourse on sexuality is general, however, with emphasis
on risks and protection.

Reference:
Bianchi, G., Popper, M., Lukšík, I., Supeková, M.: Pokus o konštruovaie stratégií mladých ľudí v
oblasti sexuality. Československá Psychologie, ročník 43, 1999, číslo 3, str. 231-252.
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♦  A  theoretical perspective on  SEX-RAR

The whole study process is to be understood as an attempt to improve the
understanding of the issues, their inter-relatedness, contexts and consequences,
mainly consequences to health. With certain restriction, the epistemological concept of
the SEX-RAR project, may be understood as a "quasi" grounded theory approach,
referring to the paradigm introduced originally by Glaser, Strauss (1967), which
opposes the deductive positivist way of creating theory and knowledge. Instead, an
inductive, bottom-up process of a stepwise construction of knowledge, is proposed.
During the process of the study, with each step, not only some evidence becomes
reliable, new and unexpected research questions may arise. To address these, further
tools need to be utilized.

In the background of this theoretical argument for a predominantly inductive procedure
of creating knowledge on the studied subject, there is also an ontological presumption
about the social constructionist nature of our being; important issues in our lives
(concepts, norms, expectations, plans, satisfaction, success, etc.) are constructed
socially in people’s interactions, mainly language interactions.

For this inductive research process qualitative methods/tools are recommended (semi-
structured interview, focus group discussions, observations); the nature of extracting
knowledge from qualitative methods is not statistical (which is the case when using
quantitative methods) but an interpretative one. It is important to stress, that
interpretation takes place on both sides – on the "phenomenological" one, i. e. within
the studied participants, the people who's behaviour is of  interest, as well as in the
researcher while interpreting observations and analyses of texts from interviews and
discussions. Interpretative knowledge means:

- The researcher is looking for subjective meanings of issues relevant to the
research problem - how participants understand what they are doing and
what is going on around them (e.g. related to health, risk, happiness,
pleasure, sex, etc.). These subjective meanings are expressed in language,
therefore a substantial portion of qualitative research is based on analyzing
language/dialogue.

- The researcher makes an effort to understand how people in their interaction
create the network of meanings, thus constituting the culture and constructing
the social reality.

- The researcher identifies how cultural and social contexts and norms are
reflected in people's subjective perceptions, expectations, and behaviour.

This approach matches with the concept of an ideographic perspective, which is the
expression of internal, subjective views of actors/participants. This perspective is
opposed to the traditional scientific perspective, expressing the logic of a from-theory-
derived empirically verified and (more or less) universally valid knowledge applicable
to all.

In general, a substantial methodological paradigm for social sciences may be called
hermeneutics. Its history originates in interpreting religious texts, e.g. the Bible. A
hermeneutic approach encompasses both – using knowledge derived from a theory,
as well as interpretative work with meanings; the researcher is “invited” to use all
levels of applicable knowledge in order to understand most adequately the particular
issues. Thus he/she may use everyday/lay theories, scientific theories, and narratives
collected from participants (from interviews, discussions, observations). The use of
theories in a hermeneutic approach is, however, different from a positivist approach. A
hermeneutic researcher does not seek confirmation or negation for a single theory in
order to explain a particular issue; in contrary, he/she critically uses, compares and/or
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integrates several theories (their elements) and reflect them in the empirical narratives
in order to maximize the understanding of the studied issues. This type of
hermeneutics can be best labeled as phenomenological hermeneutics, meaning a
search for understanding of the meaning of issues (in this case of risky behaviour) by
a critical (or careful) use of  all accessible sources of knowledge.

♦  Advantages of using an interpretative epistemology

The main advantage of using an interpretative epistemology (and within it qualitative
methods) is in the high validity of the produced knowledge. What we learn by this kind
of research (1) is tightly connected to real-life issues and (2) can directly be used for
designing effective prevention/intervention actions. The frequently doubted reliability of
this kind of "subjective interpretations of subjective interpretations" research may be
satisfactorily secured by comparing various sources of information (participants, key
informants, documents) and various interpretations of the results by several
researchers (in or outside the team).

A specific support for using qualitative methods comes also from Glaser and Strauss
(1967), who stressed that qualitative instruments are crucially important if we seek for
identifying consequences of a particular behaviour, deviations from the norm,
processes and systems; all these (related to health, alcohol use, sexual risk taking)
are at the core of the research interest to this Project. Moreover, qualitative methods
contribute  to the formulation of hypotheses even for a quantitative survey.
Due to the multi-site/multi-culture approach, the advantage of comparative
confirmation of evidence, as well as an extended source of explanation of national
specifics, is evident; in cross-cultural comparative studies we may frequently observe,
that issues which could not be explained within a national context, open up for
understanding when put under a new – international perspective. Therefore, the
maximum effect of this study may be reached if international coordination is provided –
not only technically, but also methodologically, as well as on the level of analysis of
empirical materials.

Reference:
Guidelines on: The Development of A Methodology to Study Factors Related to Risky Sexual
Behaviour Among Alcohol Users in Diverse Cultural Settings. Drafted by G. Bianchi. World
Health Organization Mental Health Evidence and Research, Department of Mental Health and
Substance Dependence, Geneva, 2002.

2.6 Overview of Assessment Modules

The SEX-RAR guide is being disseminated as a tool to study local problems and to
help come up with solutions that are appropriate locally.  The present document is just
a guide and there is need to adapt it for local purposes. The Rapid Assessment and
Response Guide contains a set of strategies designed to quickly generate useful
information for planning and developing health policies and programs, as well as for
specific health interventions.  Contents of the SEX-RAR Guide are organized under
six topics. The introduction –outlines the aim and the target groups of the Guide.
Module two relates to key concepts of SEX-RAR and critical issues to be considered
in the preparation stage are covered in Module three and these include objective
setting, team formation, etc. Module four specifically deals with assessment of sexual
risk behaviour related problems such as; context assessment, health consequence
assessment, risk assessment and intervention assessment. In Module five important
issues related to SEX-RAR response stage are addressed. Module six is the last
Module in the Guide and covers methods of the rapid assessment.

It is important to understand that individual factors, micro level community factors and
macro level structural factors influence risk behaviour.
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Micro / Community Factors

Individual Factors Risk Behaviours

Macro / Structural Factors

The Guide is not a textbook and can be more beneficial to people with some social
research skills. The SEX-RAR Guide can be accessed at this website under
publications: http://www.who.int/mental_health

2.7 Research methods

The research process involves information gathering from existing data; new data
gathering exercises where existing information is inadequate and use of multiple
methods to improve the validity of information (triangulation). Further enquiry is guided
by critical examination of data (induction) and halting the data collection after point of
saturation.  Since a single method cannot answer all the questions effectively, multiple
methods are used.  Multiple methods provide a more comprehensive description of
complex social problems as well as of sensitive/hidden issues, e.g. substance use and
helps to inform the use or development of another method (e.g. the modification of the
survey method). To be effective in RAR, using existing data is central to RAR and
helps to determine in the existing knowledge so that other methods can be used to fill
these gaps. Through the process of triangulation, data obtained from different sources
are constantly compared to check for consensus or contradiction while engaging in
induction where hypotheses are developed from the data being collected. A point of
saturation is reached when a particular method is no longer providing any new data or
information on a particular topic. Important RAR sources are,  existing data sources, focus
group discussions (FGDs), in-depth interviews, observations and surveys (often
conducted towards the end -after using other methods).   The methods to be
employed are guided by the questions that need to be answered in assessments.
There is need to do an ongoing analysis of the qualitative data that help to shape
further data collection.
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Case Examples data collection

 Jersey
Existing data: police reports on drinking-driving, drunk and disorderly, domestic
violence, road accidents; accident and emergency reports- survey of 60% Jersey
public houses on the drinking environment (n=50) of alcohol consumers (n=100),
observation of Jersey drinking environments (n=8), interview with under-age drinkers,
publicans, consumers, breweries, police (n=30)

Madras
Existing data: annual treatment and law enforcement; biannual treatment city data,
interviews exploratory: IDUs (10); former IDUs (5); treatment (5); law enforcement (3);
pharmacist (1); family of IDUs (3); other (6). Structured interviews in high substance
use prevalent areas (n=100) of alcohol consumers. Observation was guided by social
mapping with outreach team; observations in natural settings, interview of users, ex-
users, treatment professionals, dealers, police, pharmacists.

Togliatti
Existing data city and oblast HIV case reports; narcology; HIV/AIDS centre; socio-
economic data
Interviews: street-recruited IDUs(n=57);experts (n=28), survey structured interviews
among street-recruited sample of IDUs, including saliva specimen collection (n=423).
Observation with outreach team, and during survey. Monitoring routine data collection
via outreach and syringe exchange methodological principles- triangulation, induction,
and saturation.

Harare
Survey of alcohol users in drinking settings in rural and urban areas- survey of STI
clinic attendees, number of used condoms in car park, nature qualitative interviews
with alcohol users, bar tenders, and prostitutes and observations of drinking settings.

Lagos
The usefulness of the RAR methodology was demonstrated during the research
carried out in Lagos on IDU.  This method was valuable for targeting and identifying a
previously unidentified population, as well as for facilitating community involvement
and sensitizing stakeholders to an emerging health problem.   The research also
helped to point out factors mitigating against immediate response (advocacy).  The
level of awareness of the problem was low among policymakers and practitioners, and
the infrastructure and budgetary allocations were inadequate.  Therefore, there is an
urgent need to stress advocacy. The Lagos study had far-reaching impact, as it
generated interest locally as well as internationally.  There was also a change in long-
held beliefs, such as the one that IDU was rare in Nigeria.  The research proved that it
was not as rare as previously believed.  The study also indicated the usefulness of the
RAR methodology for Africa.

Where qualitative methods have been employed in studying sexuality among the
youth as well as to understand the woman’s perspective about mother to child
transmission prevention efforts, they have yielded sufficient information that helped in
intervention development and offered an insider perspective to the problem as
opposed to the outsider perspective.

      India

In one study in India, the methods were used to develop survey instruments and in
addition, in MTCT study, the methods helped to understand the women’s perspective
to the prevention efforts.
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♦  Ethnographic observation

 “Science starts with observation”.  The researcher is present, sees what people do,
listens to what they say, gains a first-hand understanding of the meanings and
contexts of their behaviour. It complements data gained from other sources / methods
(e.g. FGDs) and is useful for validating findings from other methods. Observations aim
to give the rapid assessment researcher a first-hand understanding of the meanings
and contexts of behaviour, providing useful descriptive data for appreciating how and
why particular behaviours occur, and the factors which influence them in particular
settings. Observations are also useful for obtaining descriptive data about the
contextual factors that influence the feasibility and delivery of interventions.

In RAR undertaking observations could be carried out at selected drinking venues, or
locations where substances are bought, sold and used, or in commercial sex-work
settings. It is usually unlikely that observations will be able to identify specific sexual
risk behaviours themselves. During and towards the end of the rapid assessment,
observations can be used to assess the generalizability and validity of the findings
from other data sources and methods, as well as to identify and describe the process
factors influencing the implementation and feasibility of existing interventions.
Undertaking observations in health service settings and in the locations where
interventions are delivered may prove to be particularly useful.  There are two main
types of observation: ‘unstructured’ and ‘structured’ observations. Structured
observations consist of ‘extended’, ‘time-point’ and ‘spot-check’ observations.

Case examples

Odessa (1994), Nikolayev (1994), Svetlogorsk (1996), Poltava (1998)

HIV risk in drug production chornyi, khimiya, hanka vint, belie, pervatin containers and
mixers used in decanting, adding and mixing ingredients equipment used to taste or
test drug solution blood as a clarifying or purification agent assessment and response
risk ‘situations’ and ‘environments’ behaviours, their meanings, and their ‘micro’ and
‘macro’ contexts. To assess the situation key areas were assessed using multiple
methods and data sources.

Costa Rica

In order to carry out an investigation on sex in public places conceptual maps of the
actors were drawn, hours, geographic space, and sexual practice. The observations
carried out at various locations revealed the following:

Parque Monumental. Is frequented by sex workers, whose ages range from
approximately 17 to 25, and who offer their services at night. In the south-eastern
sector are predominantly gays who work as prostitutes, while in the south-western
sector are bisexual or heterosexual prostitutes.  Another specific group that frequents
the park is the "locusts], young criminals and muggers who, among other things, make
money from gay sex. These young street kids rob gays and sex workers alike. The
observation revealed ways and norms used to attract clients.  At new pick-up parks, it
was observed that contacts are primarily between sex workers and their clients,
though it is well known that the area around a nearby fast-food restaurant is a social
meeting place for gays, especially young ones. It is an important pick-up point.  “We
noticed how, when he hangs up and leaves, the man who was pretending to wait in
line to make a call follows him and they make contact”.

In the public toilets and fast food restaurant located just north of Parque Principal
sexual encounters, which begun in the park, continue. The toilets appeared to offer a
measure of privacy. Though they appeared anxious at the possible arrival of a security
guard, the presence of the ethnographer did not bother them in the least. Such
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encounters appear to be fairly common here. To the west are CSWs with similar
characteristics. The process of making contacts is the same, although sex workers
usually sit on the many benches around La Misericordia, where clients seek them out.

On the south side of Pinochet Park is Thai Pei, one of the cityZs main female brothels.
Here there is a constant flow of men—both locals and foreigners - especially at night.
Pinochet Park has become a meeting point for female sex workers and their clients,
and more recently, transvestite prostitutes have begun to work in this area. Both
transvestites and prostitutes perform hurried sex in the surrounding area.
Colombia Park is used by some male sex workers as a pick-up point. They usually
gather around the edge of the park in the afternoon to wait for clients who arrive by car
or on foot.

In the shopping malls public sexual encounters take place in the bathrooms of the
mallZs movie theatres, mainly after the movies have begun, as is also the case in other
commercial centres.

University campuses have become very popular public sex places, both for
heterosexuals and homosexuals. It was observed that people who frequent the
campus for sex usually wear sports clothes or lycra which allows them to show off
their bodies. Some places are well known as pick-up points or to signal availability.
One is the public telephone located just outside the School of Geometry (north-
western sector of the campus) which the universityZs own security staff call the ^gay
phone]. This phone rings constantly and if the person who answers is willing, the caller
will soon appear. Other well-known pick-up on the university campus are the menZs
toilets. A visit is enough to see the sexual graffiti and slogans painted on the walls as
well as telephone numbers offering services that show these places are popular with
the universityZs gay population.

Leisure centres. The Balneario del Fuego, a public swimming pool and spa is full of
young people, adolescents and children as well as families and groups of friends,
though there are also older people, all of them from the lower social strata.

The spa has become a popular meeting place for some sectors of the gay community,
especially weekdays. The observers were able to identify a number of well-known
gays, including a male sex worker who is very popular in the capitalZs gay bars.
Among the information gathered at the spa was the fact that many hair stylists flock to
the spa on Mondays, when they normally take the day off work. One way to exhibit the
body is by wearing tiny tangas or tight-fitting swimsuits.

La Llanura is nicknamed by many ^La finca] (^The Farm]), a paradise of anonymous
public sex in the country. There are no obstacles around the perimeter to restrict
access and it is easy to enter on foot and by car. There are five major entry points for
cars and the entire place is criss-crossed by paved roads leading to four large parking
areas inside the park. The lighting is conspicuous by its absence.  At night, La Llanura
is taken over by men who come in search of sex. The visitors are of every age, from
youngsters of 18 or 19 to older men aged 60 or 70.  They are also of a visibly higher
social class than the clients at most other places: many of the clients turn up in new
cars that are known to be expensive (BMWs, Pathfinders, Toyotas).  Those who
frequent the place report that sexual activity in La Llanura begins at nightfall. As soon
as the sports players have left the soccer and baseball pitches located in the south
western sector of the park, (around 5 or 6 p.m.), sexual encounters begin between
people who arrive on foot use the cover of a dense line of trees to hide from preying
eyes. But it is at night, especially week-ends, when La Llanura - particularly the
western sector—becomes ^the farm] where men come in search of impersonal sex
with other men. Visitors to La Llanura must become familiar with the behaviour code.
In the first place, it is almost indispensable to have a car. Clients drive along the
streets at low speed with their lights on, while around them other cars circulate in the
same way. This is how initial contacts are established.  The next step in the ritual is to
facilitate a more direct contact. To do this, the client drives through the car parks to
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see who is there, or else leaves his own car in one of the parking lots. He immediately
turns off his car lights: this is the first sign that he is looking for a sexual contact. Soon
one or more cars will approach and follow the same conduct. Not only have public sex
diversified and specialized, but also the number of clients has doubled.

♦  Focus group discussions.

Focus groups discussions have a key role in rapid assessment. Like interviews, they
can provide descriptive data on the nature of substance use and sexual behaviours,
individual and group perceptions of the meanings associated with substance use and
sexual risk behaviour, and data on the contextual factors influencing risk reduction and
sexual behaviour change. They are also a useful exploratory method for gaining data
on topics about which little is known and for assisting with the planning and design of
interviews and survey questionnaires. Because focus groups encourage discussion
between the participants, they can also provide data on how the participants interact
and talk about substance use and sexual behaviour.  Focus groups are not only useful
for gaining multiple opinions on a topic at the same time, but they can provide insight
on group perceptions and differences regarding substance use and sexual behaviour
norms and values. This may be particularly the case when the focus group consists of
‘naturally occurring’ groups who already know each other, such as a group of heroin
users who share the same friendship or social networks, or a group of male prostitutes
who work in the same area.

Focus groups are distinct from group interviews. Homogenous groups are easier to
deal with and obtain data from; hence, when selecting participants for the group,
consider gender, sexuality, ethnicity, religious background, pattern of substance use,
etc.

When organizing FGDs, the participants have to be explained the reasons for the
session, reassured that their confidentiality will be maintained, and their contact details
secured.  Any misconceptions they might carry have to be corrected, e.g. that the
focus groups are not meant to benefit them directly or materially, but rather in the long
run.  Time required, date, location, duration, etc have to be negotiated with the
participants.  It is better to have two people facilitating the focus groups, a moderator
and an assistant.  The focus group should be facilitated tactfully using prompts.
Participation of all the members should be encouraged and continuity of discussion
ensured.  The information has to be recorded, in either writing or using a tape
recorder.  However, in some settings, using a tape recorder may not be appropriate.
In addition, transcribing and translating the recorded data can be a very tedious
process.

Experience with FGDs in Tanzania

Three people facilitated the Focus Group Discussions, with the third one being an
observer looking at the group dynamics.  This individual provided comments on how
the FGD proceeded, as well as feedback on the group process, etc.  This experience
had proved effective.  It was important to think of the location where the focus group is
going to be held, especially when dealing with very sensitive issues such as substance
use, since their safety has to be ensured.  Security is a very important aspect of any
Focus Group Discussion, for both the participants and facilitators.  There is also a
need for the individuals to carry IDs for security reasons.
Audio-recordings do not capture the non-verbal cues of the participants; therefore,
facilitator recorded these. Transcribing would take on average three times longer but in
the Tanzania case is was deemed appropriate to transcribe the same day that the
recording took place. Though this may not always be possible due to time constraints.
At times participants had a tendency to bring up their own personal issues, when this
happened the facilitator advised them where to go after the session was over.  It was
found helpful to keep a list of referral facilities available to pass on when required. The
facilitator should offer advice and not promises that cannot be kept.  When people are
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needy, they have a tendency to repeatedly return to their needs and it gets difficult to
balance the needs of the research and those of the participant’s.  One has to be firm
and then give the participant some time after the discussion.  This issue should be
addressed and clarified before the FGD.   The role of the facilitator is to keep track of
the time and make sure that the discussions flow smoothly.  Hence the need to be
very diplomatic and tactful, and make sure that not too much time is spent on one
issue.

Ethical issues to be considered before and during  and after FGD

Ethical issues are of concern in research more so during FGDs.  Consent (written or
oral) is needed.  For those who are minors, parental consent should be acquired.
Issues to consider are:

- Incentives.
- The issue of confidentiality.
- How to deal with sensitive findings such as child abuse.  For instance, in

some countries it is mandatory for health workers to report any findings of
child abuse to the relevant authorities.

- Storage of information, which information should be in a safe, locked place.
- Reporting of findings – to ensure that the confidentiality of the participants is

maintained when reporting the findings.
- Destruction/disposal of tapes and other information etc.
- Duration of storage of information.

The experience in Lagos

Consent was obtained from the management in charge of the place where the
research was to be conducted, for instance from the bar owner if the people attending
that place were going to be observed.  Other circumstances required consent to be
obtained from local leaders.  There was  also the issue of implied consent.  The very
fact that an individual answers the questions put forward to him/her implies that  the
individual is consenting to answering the questions, and is not opposed to it.  These
issues need to be considered during the planning sessions of the research.  In
general, ethical issues to be considered would depend on the requirements of the
ethical committees, countries, local settings, funding agencies, etc.

♦  Interviews and surveys

Interviews can be arranged for the purposes of the assessment, or in ‘informal’
situations which may occur opportunistically. Interviews offer the rapid assessment
team access to experiences and situations that they may be unable to capture by
using other methods. Interviews are useful in RAR as they provide direct access to
information and knowledge that may be unknown, and they can take place anywhere.
At the early stage, national or regional key informants, local people, and local key
informants can be interviewed.  During the middle stage, targeted individuals or
groups can be interviewed, and at the end stage, targeted groups or individuals, and
community groups can be interviewed.

Surveys can be  conducted after the initial interviews, FGDs & observations.  Data
from other methods are used to design the instrument to complement data gathering
& to validate data from other methods and provide quantitative data e.g. frequencies.
Surveys in RAR help t o validate the data, complement the observations, provide
baseline data and can be exploratory to identify target groups. Surveys can be used at
baseline as well as follow-up.  Instruments for surveys in rapid assessments have to
be brief, simple to analyse and should be oriented towards basic quantitative
information on key variables.
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♦  Mapping

Mapping is the use of simple graphics, drawings, pictures sketches to present
complex information and understand relationship between situation and individual
behaviour.  Mapping in RAR is the first step which helps to create user trust,
fieldworker identification, rapid familiarity with a location, shape group process and
sampling and identity target areas for response. Rapport and identity establishes
substance user as the expert, interesting and participatory. It allows researchers to
become known on the street  and have their role defined by substance users. Being
familiar with location produces rapid familiarity with local places, structures and
agencies that can influence dynamic patterns of substance use and sexual risk
behaviour group process. In RAR, mapping can be used at the individual as well as
the organizational levels.  For instance, body mapping to indicate the effects  of
substance use on the body, or plotting migration of substance users to identify future
intervention sites, etc.   In the RAR process, mapping can be used during the
preparation and assessment phase.  The decision to use the mapping techniques will
depend on the objectives/questions discussed for the RAR.  Some examples of
mapping include mapping of database, resources, community assets, and social
networks. Mapping:

- promotes thought-provoking dialogue
- encourages peer consensus building
- informs sampling strategy and key public locations for recruitment
- informs assessment development of new and important areas for

outreach teams, likely obstacles/barriers to accessing key populations

Mapping can therefore be done in RAR at specific points:

- initial orientation activity on Who? Where? What?
- middle stages to triangulate and cross-check data from other sources
- later stages to monitor change in public drug use and sex environments

Key principles in mapping are that there should be limited number of questions ‘free
list’ key items to be mapped, a map and clear symbols.  Seeking of  consensus
participant discussion is important data (document conflict). Indigenous mapping can
provide ‘insider’ view of substance use/sexual behaviour, recognizing substance user
as expert to description of local neighbourhoods.  This has been beneficial to both the
researcher and the target group.

Case Examples of Mapping

Minsk
Mapping was used as a statistical method of graphic presentation of quantitative data
in a limited area. In Minsk, mapping was done among injecting drug users to reveal
the indicators that could be used in mapping to develop a technology of showing that
on a map.  The main factors that were taken into account into account were:
- the prevalence of substance users
- new cases of injecting drug use
- the rate of acute hepatitis B
- the spread of criminality connected with drug business

The places where substance use was high the incidence of hepatitis was high as well.
As a result of this mapping the researchers presented a summarized rank order for 9
districts in Minsk. This type of mapping represents a statistical approach. In future
consideration will be made to combine statistical mapping with that proposed in RAR.
RAR method cannot rely on this quantitative approach.  Validity of data is one of the
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key principles of RAR. Thus, it proves to be important to constantly check the validity
of information by use of a combination of methods.

Tanzania
The Muhimbili University College of Health Sciences used the mapping techniques for
the purpose of allowing different kinds of information to be represented geographically
on a map.  The advantages of mapping include being simple, easy to understand and
implement.  This process was interactive, allowing the community members and study
population to participate in the research process.  Mapping can also be used to inform
other methods in RAR.

In the "Safer Cities Project" in Dar-es-Salaam, participants were asked to review
information about substance use problem from all sides i.e. Supply and demand.
Three main questions guided the mapping:
- people influencing IDU in the neighbourhood
- places where injection occurs
- what equipment is required.

In preparation for mapping materials such as maps, markers, highlighters were
procured.   Before mapping, ‘free listing’ to elicit items for each question through
brainstorm of every type of person they could think of that influenced IDU was done.
During mapping, participants used ‘free lists’ to produce maps indicating; types of
people (e.g. drug dealers, police, outreach workers), key places (e.g. shooting
galleries, syringe discard sites) and injecting equipment (e.g. wool/cotton cloth, clean
equipment, bleach). During mapping dialogue was facilitated/recorded, rationale and
explanation was sought and conflict and disagreement were treated as important data.

In Tanzania, mapping techniques have also been used in the HIV programme, for
example, in the development of action plans at the village level. The risk areas where
HIV transmission occurs can be mapped out, after which means of tackling these risks
can be planned.  Another example of utilizing mapping techniques includes the
mapping of HIV prevalence among truck drivers.

♦  Sampling

 It is not often easy to study a whole population. There are time and money constraints
to consider. It is therefore often necessary to select a sample of the population for
study. Because there is a tendency for different samples to give different information
about the same population, every effort has to be made to ensure that the selected
sample is as representative of the population as possible. One way of minimizing
selection bias is through simple random sampling. There are however many situations
in which simple randomization is impracticable, such as when a sampling frame is
unavailable and would be very difficult to compile, or when the population of interest is
widely spread and would be difficult to cover.  To overcome these, more complex
sampling schemes are often used, sometimes with less precise results.  Simple
randomization is often inappropriate in RAR because

- a sampling frame does not really exist since the population of interest is often
“hidden”

- appropriate sample size is not easy to calculate as existing data on the study
population are insufficient.

Non-randomized sampling methods have therefore been used in RAR with
appropriate steps taken to improve validity of results. Sampling is then aimed at being
‘theoretically representative’ rather than being ‘statistically representative’. This
involves selecting a sample of cases which will provide information of interest to the
RAR team. Study populations are selected on the basis of their theoretical and
practical relevance for assessing the topic of interest. Sample selection is ‘inductive’,
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so that new samples are selected on the basis of emerging findings. The findings from
different samples are constantly compared and this continues to the ‘point of
saturation’ when no new information is being collected.

Qualitative analysis

For the purposes of data analysis and choice of methods these two following
questions are critical:

- "what is in the text/factual information about substance use and risky sexual
behaviour did we learn from the interviews?": This kind of analysis yields
DESCRIPTIONS of what was reported by the participants/interviewees.
Within the framework of this project the following descriptions may be of
particular interests: a) narratives (episodes) of drinking b) narratives
(episodes) of sexual encounters and c) identification of key issues/concepts in
the behavioural patterns of the participants; these key issues may then be
subject of a thematic/conceptual analysis (see further)

- "why are things being described in this way, what does it mean?": to be
reached by a) thematic/conceptual, and  b) immersion/crystallising approach.
Also, if communication patterns are to be studied, c) interaction analysis may
be applied. Finally, the analysis may be completed by d) idiographic analysis
(biography=linear OR trajectory=key episodes) /interpretative
phenomenological analysis (J. Smith). This will produce comprehensive
narratives (case studies) of typical behaviour.

Thematic analysis

The purpose of thematic analysis is to study particular key issues which may have
crucial importance in the development of risk patterns of behaviour, e.g. a) first alcohol
drinking ever, b) most frequent company for alcohol drinking, c) casual sexual
intercourse when both partners are under the influence of alcohol, d) condom use
practice in casual sex, ...There are three aims to the thematic analysis:

a) to create a categorization of various types of a particular behaviour

b) to identify links to other issues/concepts – e.g.  which type of company for drinking
connect with which type of condom use  in casual sex.

c) To address the question -WHY do particular types (i.e. categories) of the
particular behaviour occur.

The area of WHY should be approached at the following three levels:

- disclosing general, cultural and social specific patterns in behaviour, mainly by
analysing the discourse in its macro-aspects. (Why do people in general, in
specific cultural and/or social settings behave in a particular way?).

- disclosing individual patterns of risky behaviour (observable in general, as
well as for specific settings), mainly by use of the "Verstehen" analysis of
discourse. (What is a good example of a particular person behaving in a
risky/safe way?)

-       disclosing individual warranties (excuses) for unsafe behaviour, mainly by the
use of microanalysis of discourse. (How do people excuse their
unsafe/risky/safe behaviour?) The warranties may be targeted in preventive
messages later on.
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Immersing/crystallizing

When applying a rapid research approach, this analysis may not take place due to
lack of time. However, if time is available, through this approach you can get a deeper
insight into problems, as well as new ideas for possible interventions/responses. An
immersing analysis allows time for repeated and delayed "untargeted" reading of all
transcribed materials from the interviews in order to allow unexpected knowledge to
come to surface.

Interaction analysis

This is an analysis of communication patterns between participants involved in the
risky behaviour (e.g. sexual partners). This specific analysis is aimed at disclosing the
dynamism of mutual expectations, offers, pressures, negotiation, etc. Interaction
analysis may be performed even if only one "party" was interviewed. However, there is
need to be aware of the aim to perform an interaction analysis before the start of the
research; if a requirement for an analysis of interaction occurs, the interview itself
needs to be designed in such a way that it will focus on the interactions of participants
and their partners.

Idiographic analysis

In contrast to an individual behavioural pattern which may be produced using several
participants narratives, in the idiographic approach focus is on just one participant and
tries to follow his/her real-life biography or trajectory.
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Summary of discussions

The RAR method

The rapid assessment process can be carried out from a few weeks to few months
depending on the key questions and the local contexts. It is a flexible method and
depends on what one wants to find out and to respond to. Assessment and response
is ongoing and continuous. Different methods yield different data and choosing
methods to answer key questions is critical. Comparison of data from different
methods gives an opportunity for understanding the discrepancies and provides an
opportunity for further probe by inductive approaches. Qualitative methods can inform
about survey item development; give an understanding about why a phenomenon
happened and can complement the quantitative data.  The sample population and the
sub-samples are decided based on the objectives of the study and rapid assessment
can be tailored to address specific issues like the relationship between sex work and
substance use. A rapid assessment is unlikely to achieve its aim unless it receives
broad community support.
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Quantitative rather than qualitative research was valued in the field, even at the
international level, as people put a lot of importance of numbers. RAR utilizes a
mixture of qualitative and quantitative methods, the balance of which depended on the
initial needs. RAR methods are quick and practical in obtaining information on
pertinent issues.  The only deficiency is that it does not generate the numbers required
to convince policy makers. Nevertheless this method is extremely useful in resource-
limited situations.  Using secondary data as baseline data for carrying out the
qualitative work can solve the problem.  In other circumstances, one can begin with
qualitative methods and then move on to quantitative methods-small surveys.

The experience from Nigeria highlighted the fact that the RAR method provided the
opportunity to collect a large amount of information, much of which may not have been
identified before carrying out the research.  The conventional methods are very
restrictive using a particular framework that provides little room for new and additional
information.  RAR is a very useful method especially when working with hidden
populations, those with substance use problems, HIV/AIDS individuals, etc.

Although the information that may be derived initially using the RAR method may not
be complete, it is better to handle the problem at hand using whatever information was
available through this method rather than waiting longer until the information was
completed.  In the process more information would be derived and in the end, no harm
would have been done following this method.

In a properly designed research, qualitative methods could generate a large amount of
data. It is useful to conduct the qualitative study first, as the information derived from it
will help to redefine the quantitative aspect of the study.  When working with a hidden
population there is often no quantitative information available initially, and it may not be
possible to get the same population again.  However, using the qualitative methods
first generally helps improve the quantitative components that come later.  However,
there are no specific rules that necessitate using either method first.

Observations

Observations are direct rather than indirect data collection methods which give
description of settings, people, activities, events, signs, and connections.
Observations can be done as spot-checks, at a time-point, extended exploring
naturally occurring events and can help demonstrate and validate data derived
through other methods.

The information obtained during the observation exercise depends on the researcher's
personal insight.  Hence, training the observers before carrying out the observation
exercise is of paramount importance.

The participatory method is helpful to avoid influencing the findings of the observation
method.  One way is to ensure that the observer is accepted within the environment
being observed.  The observer can do this by adhering to the required dress code, etc.
of the group members so as not to stand out or cause distractions in the research
environment. Camouflaging should be done for the specific purpose of losing oneself
among the respondents rather than of going contrary to the required ethics and
cheating the respondents.

FGDs

Ethical considerations depend on the setting where the FGD was being carried out.
For instance, in some settings, verbal consent would suffice, whereas some settings
may require written consent.  In certain situations, it may not be possible to obtain
written consent, for example, from the subjects who are using substances.  In this
case, one has to consider if verbal consent would be sufficient.  Under certain
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circumstances, consent may not be required, for example, when observing people in a
public place and where the information obtained would be anonymous.

Due to the sensitive nature of certain issues, setting up the FGD in a certain area may
be difficult or time consuming.  Adequate planning can help overcome this problem.
Consider the participants’ needs and move the location of the FGD according to these
needs.  The turnout is better and people are more comfortable when the FGDs are
held in their natural environment than when they are held in an unfamiliar
environment.

There are varying opinions on the issue of incentives.  In the West, the participants of
a study are often compensated financially.  In developing countries, monetary
compensation is not very common.  A small amount of money for food or lunch is
generally offered to the participants as an incentive. In a study conducted in New
Delhi, two bars of soap were given to the participants as an incentive.  In clinical
settings, the incentives may be intangible, for instance, the opportunity of sitting
together with others and sharing one’s experiences and voicing one’s problems can
be an incentive in itself.  The researcher has to strike a balance with the incentive to
be provided – i.e. it should not be too small as to be insignificant, but at the same time,
it should not be too large either.

FGDs may face two main dangers. Sometimes a FGD may be hijacked by the leader
of the group who is very influential or is a strongly opinionated person.  When sensitive
issues are being discussed, it is easier for participants to discuss when they are in the
presence of one or two people, but it is more difficult to discuss when faced with 12
people in a group.

The group leaders may face a situation where they may be asked to do something
that is not within their means.  They have to be careful not to commit themselves to
things that are not within their means to carry out.

Facilitating FGDs requires good communication skills, moderators should be well
trained. Ideally the moderator should be the same age as the participants in the focus
group. Possible obstacles are lack of confidentiality; ethical issues concerning
incentives; improper participants selection and lack of training for moderator.

Some facilitators are tempted to have a larger number of FGDs. There is a limited
amount of information that can be obtained through FGDs and hence, one has to limit
their numbers.  It is better to have fewer FGDs that are well organized than to have too
many that are not well structured.

Care has to be made in particular, terms and the language used during FGDs.  This is
because the use of certain terms may be offensive to some participants. For , the term
housemaid can be substituted for the term house girl.

It is possible to  video or tape record while organizing focus group discussions if it is
agreeable to the group. Geographical and cultural norms that may influence the
degree of openness and the willingness of the participants to be recorded or filmed
should be taken into consideration. Group moderator should have good
communication skills. FGD was about variety of opinions than about voting on a topic.

Surveys and interviews

A pilot study to test out some of the questions and responses can prove extremely
useful in improving the language and questions asked in the interview.

Group interviews provide the opportunity to bring together a group of people with
similar experiences.  They also facilitated the use of certain methods, for example the
listing exercise, which is well suited for group interviews. Group interviews can also
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facilitate discussion of certain topics or issues that may not be possible using other
methods.

To make sure that information is not distorted when translating from one language into
another. Try to be very precise and make sure that the conceptual meanings are
captured rather than translating word for word.  Another alternative is to have two or
more people translating and back translating the information.

A number of things can help to put the members at ease, such as the body language,
attire, hospitality, etc.  The interviewer has to be adaptable and if the members agree
with the use of a certain language or languages and understand each other, then they
should go ahead and use them.

Triangulation assists when one derives different answers, for instance, the members
may deny certain things in an interview, while admitting them in an FGD.  Sometimes
it helps to deliberately repeat questions in a questionnaire to get the correct answers.

Mapping

The mapping exercise can prove useful in a study and helps to maximize the means
of targeting the specific population under study, for instance, mapping out the
whereabouts of street children.

Maps can be used to present data and information, especially after triangulation with
other data sets. Mapping usually assists in designing interventions for specific areas.

Qualitative assessment

Analysis of the data in qualitative research begins right from the time when data is
collected.  Qualitative information is usually descriptive, but some of the findings can
be presented as percentages rather than as incidence or prevalence. Computer
programmes such as NUDIST can be used to analyse qualitative data. Usually in the
qualitative method, there is no rule of thumb as to the number of methods required to
complete the research.  The “point of saturation” in terms of information obtained is the
best gauge.  If a new line of enquiry occurs, a new sample which provides fresh
information can be selected.  Depending on the type of information being collected,
the general standard for FGDs is to have two groups per category.

Point to remember
Triangulation- different methods reveal different perspectives, different methods
conceal different aspects of the topic, data from different methods inform
methodological development making the use of multiple methods systematic
(induction). Forms of triangulation- the RAR team should cover a variety of
professional backgrounds concentrating on the use of multiple methods and data
sources.

2.8 Planning the assessment

In preparing for the assessment the first step is to ensure that objectives are clear. To
achieve the objectives, a number of key questions need to be considered and key
activities identified.  A good project is objective oriented, in which the objectives are
relevant to the issues being examined and are consistent with and support the policies
and overall health goals of a given country.  Good objectives are not set arbitrarily and
there is need to determine if they can be accomplished within the time and financial
constraints.    A good RAR team is critical to the success of RAR and the team should
be diverse, credible, familiar to the local community, available for the full duration of
RAR, possess necessary skills. The RAR team should be guided by a Community
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Advisory Board and trained adequately to carry out the RAR. A Community Advisory
Board needs to be formed comprising of 5-20 influential “stake holders” in the
community is essential who can help clarify issues for assessment, provide contacts or
data sources, point out potential obstacles, and provide a forum to identify and
implement strategies. Monitoring can be done through regular weekly team meetings,
which are conducted in a formal manner with a clear agenda to avoid wasting time. In
addition to providing background, skills the training should facilitate opportunity to
discuss the challenges and ethical issues.  A team should be formed, consisting of
around 4-15 people, and should ideally reflect the diversity for that particular setting in
terms of race/ethnicity, gender, age, etc.  The team members should have experience
in social science research, should either belong to or be familiar with the local
community, belong to or have credibility with the target group.  Team training provides
an opportunity to discuss tasks, challenges and ethical issues, as well as clarify one’s
own values on RAR.

Case Examples

Romania
Recruitment of team members from governmental treatment centres, social science
researchers, NGO service providers, Secondary data from police, customs, prisons,
drug treatment centres, emergency rooms, school health inspectorate, ministry of
health, Primary data collection through observation, focus groups, expert interviews,
estimation techniques. Induction- the sequence in which different  methods are used
depends on the data emerging.  Methodological planning is ongoing, identifying new
lines of enquiry.

Example of substance use related deaths

In looking at substance use-related deaths, 11 heroin deaths in 3 weeks were they
due to overdose? existing data suggests citric acid, but new data shows heroin
product itself hypothesis generated that anthrax is a link, key informant data indicates
no possible link with anthrax, new hypotheses have to be generated.  Interviews-
definitions, meanings and contexts, ask those who know, capture those hidden to
surveys and existing data, exploratory (unstructured), targeted (structured), individuals
(informal, formal), groups (naturally occurring), to explore and validate. Focus groups-
shared definitions and meanings, capture shared ‘norms’ and views, targeted or
focused discussion, ask those who have a common experience, ask those who have
a particular skill, to explore and validate and provide lots of data quickly and cheaply.

Summary of discussions

The functions of the Community Advisory Board is broad such as; legal issues, ethical
issues, assistance in advocacy, dissemination of findings and implementation of the
programs.  There is need to include key-crucial people only, as the group has to be
manageable.  It is helpful to set up a constitution that obliges the members to
contribute and remain active.

The criteria for being a member of the Community Advisory Board is very important as
not all members may be active participants.  For example, the heads or top officials of
organizations may not be very committed, as their busy schedule may not allow them
the time to contribute to the Board.  However, their inclusion is dependent on the
context, since, in some settings it may be necessary to include them to help carry
forward the research.

The pros and cons of having certain members on the committee have to be weighed
carefully.  Care should be taken that the members’ aims are not in conflict with the
Board’s.  Sometimes the Board members may have their own agenda that may
interfere with those of the Board.  For instance, if the Board members comprise mostly
of academicians, the meetings may tend to focus on the academic part of the research
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at the expense of other issues.  An Advisory Board’s responsibility is to assist in
carrying forward the resolutions/responses of the project.  Members, if not selected
with care, may end up misleading rather than leading the group.

Recruitment of team members from governmental treatment centres, social science
researchers and NGO service providers is essential. Sources of secondary data are;
police, customs, prisons, drug treatment centres, emergency rooms, school health
inspectorate, ministry of health, while primary data can be collected through
observation, focus groups, expert interviews, estimation techniques.

Rapid Assessment and Response is investigative as to the nature of the problem and
factors that potentially impede and enhance interventions. A comprehensive
assessment of such factors facilitates the development of appropriate and effective
interventions. Contextual Assessment is essential to determine the local mix of social,
religious and cultural characteristics that encourage or discourage injecting drug use
and possible interventions.

Substance use and Risk Behaviour Assessment can help to describe the nature,
scope and trends of substance use in the local context and to identify behaviours that
put substance users at risk .  Policy Assessment can help to depict the existing range
of prevention and treatment interventions for substance users and to explore the
potential for future improvements.

2.9 Action Plan

Planning is usually done prior to conducting the research, but it is advisable to plan
while carrying out the research as well. Rapid Assessment and Response results in
comprehensive understanding of needs and resources.  Plan of action can improve
existing services and initiate new ones. What is crucial is sustained community
involvement in monitoring and refinement of services and increased local capacity to
tackle public health problems. Even if the services of volunteers have to be utilised,
care should be taken to compensate them.  Compensation ascertains that the
volunteers remain motivated and hence perform their tasks well.

Although the focus may be on the immediate problems and needs, less serious issues
can be considered for long-term responses. Data analysis through consultation will
result in the development of an action plan proposing interventions at various levels,
refinement of existing interventions, development of new interventions, policy and
strategic planning and design of in-depth research projects. One has to make sure that
funds are available for the dissemination of the reports too.
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♦  Interventions

Despite the proven cost-effectiveness of harm reduction programmes interventions in
developed world, needle distribution, substitution treatment and peer outreach, are the
least practised in Latin America.  Interventions with the lowest impact such as supply
reduction, legal constraints, detoxification and abstinence and awareness programs
are the most often practised.  Changes at the community levels may facilitate changes
in individual behaviours but they need to be strengthened by essential political – public
health and legislative policies - changes. Dr  Sylvia Inchaurraga.

“ Effective prevention, care and treatment strategies will require behavioural
changes and increased availability of and non-discriminatory access to, inter
alia, vaccines condoms, microbiocides, lubricants, sterile injecting equipment,
drugs including anti-retroviral therapy, diagnostics and related technologies as
well as increased research and development.” (United Nations DECLARATION OF
COMMITMENT ON HIV/AIDS – General Assembly of June 2001

Case examples

Canada

Rapid Assessment commissioned by the national health authorities. Findings were
incorporated in the national drug strategy. Set of indicators was developed based on
assessment findings and periodic re-assessment to evaluate improvements were
planed.

Use of RAR for developing key interventions in Rosario city,
Argentina

RAR studies on Rosario city, Argentina on 1998 showed nearly 65 % of IDU HIV
positives, 70% sharing needles and most of them without contact with the health
system. First data on hidden problem encouraged harm reduction activities and the
development of an injection kit, the first in the country with official support. The kit has
the logos of National University (implementing agency of RAR and local harm
reduction programme) and National Ministry of Health printed.  After years of harms
reduction activities developed by civil society, basically the local university (CEADS-
UNR), evidence shows that there is improvement of contacts with IDUs.  International
evidence and data from local RAR resulted in the establishment of an agreement with
Regional Ministry of Health and University Rector on HIV /IDU prevention and harm
reduction in the area, amplifying existing local programme. As a result the first official
Harm Reduction Campaign of Argentina was born and developed together by these
agencies with active involvement of Santa Fe AIDS Programme and the Argentinean
Harm Reduction Association. The Campaign "Syringes and Condoms. Lets reduce
risks" is addressed to health care professionals of all public hospitals. The need to
train professionals in order to support a friendly approach were reported by last RAR in
Phase II of WHO Multicenter Study on the area, and was one of the main
recommendations of the Study. Dr  Sylvia Inchaurraga.
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♦  Harm Reduction

Is Harm Reduction Ethical?

Substance use is a practice that is usually shunned by many in religious circles,
including health authorities. Often drug injecting is viewed as not a concern and that
interventions are not necessary. Harm reduction strategies such as providing clean
syringes and services for injecting substance use seem to be contributing to an
increase of the problem. If ethics is the study of what is right and wrong, and more
important, what is just and what is respectful of human dignity, there is nothing more
ethical than carrying out harm reduction activities among those who cannot or will not
stop injecting drugs or have multiple sexual partners.  There is nothing that can justify
making these human beings vulnerable to HIV/AIDS and death. It was imperative to
implement regional harm reduction programs because it was ethical to do so.  Carlos
Morales, Director, Philosophy Department

The harm reduction approach

The harm reduction approach is a major intervention approach that WHO is utilizing.
With regard to alcohol, for instance, this approach tries to reduce harm caused by
alcohol consumption through increased awareness, e.g. not driving under the
influence of alcohol, not getting involved in activities leading to violence, reducing
sexual risk behaviour, etc. This is a more suitable approach than alcohol reduction
itself, which is more difficult to achieve.  Harm reduction interventions could also
include reducing opening hours for bars and other places where alcohol is served,
implementing stricter licensing regulations, increasing age limits for purchasing
alcohol, etc.  One of the dangers of implementing these interventions is that it could
result in driving the alcohol business underground, rather than reducing its
consumption.

♦  Creation of the Central American and Caribbean Harm Reduction Network
in the framework of the Latin American Harm Reduction Network
(RELARD)

Case example

Costa Rica

WHO Training Seminar on Sex RAR was developed in San Jose de Costa Rica,
Central America involving health care providers and key persons in the area of  HIV
prevention of Central American and Caribbean countries. The Seminar contributed in
identifying regional needs such as vulnerable groups, in particular substance users.
The request about mutual support through networking and the participation of an
expert on harm reduction and representative of the Latin American Harm Reduction
Network (RELARD) facilitated the process of creating the Central American and
Caribbean Network on Harm Reduction . A training workshop proposed by an
international agency and hosted by National University of Costa Rica helped in
identifying regional needs on training in harm reduction and how to face substance
use and HIV/AIDS related risks. As a result of a sensitization campaign a strong link
with the regional network was developed.
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Argentina
The process of introducing harm reduction polices in Latin America has been erratic,
and is characterized by strong opposition from conservative forces and prejudices
towards most of the core components for reducing harm such as condom distribution
1. “Zero tolerance” approaches and the drug control law have pushed users out of the
health system in Argentina 2. Most of  the criminal activities  in Argentina are related to
possession of substances for personal use. Because substance use is against the
Argentinean law, IDUs and other substance users are exposed to high health and
social risks. Argentina has one of the highest rates of HIV incidence through IDU in
Latin America. Nearby 40% of all AIDS cases in Argentina are associated with
injection drug use 3 .   There is no state policy to reduce the enormous social harm and
cost that are associated to this phenomenon, though there have been few
interventions in recent years.  In addition, more comprehensive scientific data is
needed on extent of and specifics about IDU and other substance use.

Dr  Sylvia Inchaurraga.
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♦  Key Harm Reduction Milestones in Latin America-90

1993 - IEPAS, BRASIL, BLEACH DISTRIBUTION

- CEADS, ARGENTINA – INJECTION EQUIPMENT DESINFECTION AND HARM
REDUCTION IN PUBLIC HOSPITAL Dr A AVILA

1995 - CETAD, BRASIL – FIRST NEEDLE EXCHANGE

1998 - INTERCAMBIOS, ARGENTINA – PHARMACY EDUCATION PROGRAM

1998 - CEADS, ARGENTINA – PILOT SUBSTITUTION PROGRAM WITH
BUPRENORPHINE
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♦  HIV seroprevalence among IDUs  in three cities following harm
reduction activities

Source: Brazil and WHO Multicity Study
Bastos, F, et al "Declining HIV/AIDS epidemics among IDUs from Brazilian main metropolitan areas"
Ljubljana, 2002

♦  Percentage of AIDS Cases-By Transmission Risk Factors "Injecting
Drug Use" -Federal State, Brazil, 1980-2000

AIDS Cases in Brazil: 210.000 /12/00)
Percentage of IDU Among total AIDS Cases: 25%
Source: Bastos F et al "Declining HIV/AIDS epidemics among IDUs from three Brazilian main metropolitan
areas" Ljubljana, 2002
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♦  Obstacles to HIV prevention

Application of the biomedical model brings about a number of problems when working
with marginalized and vulnerable populations.  The model is based on the idea that
unsafe sex and risk are the results of lack of information and resources.  Although
there are some real benefits and positive impacts resulting from this approach, there
are obstacles to the success of this method in most developing societies due to
difference in sexual culture development.  In the Latin American context, colonialism
has had an impact on how sexual information and health is promoted and lived,
especially in the periphery areas. There was enormous pressure for the region to
develop and an increased labour force was seen as key to development. Given the
lack of immigration to the region, this could only take place through lax sexual mores,
crossbreeding and high fertility. Illegitimate children, infidelity, and sex out of wedlock
became the norm.  People learned to live with the contradictions between theory and
practice, commonly known as historical “Compartmentalization” of Latin America. This
compartmentalized culture has some specific obstacles to the biomedical approach of
doing prevention.

Sexual practice is hidden and divorced from the social context. People react differently
in different physical spaces. Theory and practice are separated. There is a tradition of
accepting theory and information and not following it through. Powerful groups have
the resources to avoid both persecution and sexual control more than the poor do and
thus there is less need to change the laws. A more differentiated sexual life leads to
more problems in safe sex since it needs “decompartmentalized” practices: alcohol
and other substance consumption.

Denial is the historical and more rational approach to breaking sexual norms. There
was never a historical reward for stating the truth and defending ones desires.
Marginal groups distrust central authorities, experts and health officials. Imposed
health standards have not worked.  Opposition to what is harmful to the majority of the
population is weaker than in the Metropolis.  Sex education, HIV prevention, and
abortion are less debated and contested due to the tradition of avoiding public
confrontation, those with more power to face less opposition.  The challenge is to forge
ahead and not be discouraged in their strive to respond to sexual risk behaviour and
substance use. Jacobo Schifter, PhD

♦  Collaboration and partnership

The Faculty of  Philosophy and Letters at Universidad Nacional  has been in the
frontline in the fight against HIV in collaboration with the World Health Organization.
Through partnership with ILPES (need to spell out this), the University has produced
more than 17 research protocols and books on HIV and substance use prevention.
The Latin American Holistic Program on HIV prevention, which has been adapted all
over the Central America, was created and developed at the Faculty of  Philosophy
and Letters at Universidad Nacional.  Through implementation of the WHO SEX-RAR
project, WHO received support and collaboration on the implementation of Rapid
Assessment on Sexual Risk Behaviour and achieved the field-testing of the WHO
SEX-RAR Guide through ALPES. The guide was used to develop a project to reduce
alcohol consumption among Commercial Sex Workers (CSWs). It is expected that the
project team in Costa Rica will gain valuable perspective on how to carry out harm
reduction among CSWs who continually face pressures of selling and drinking alcohol,
which is one of the most serious avenues for HIV infection and a formidable obstacle
to prevention. Creation of a program that would reduce harm rather than aiming at
impossible goals, such as the total elimination of substance use and prostitution, was
quite a challenge.  Such work requires collaboration with a number of partners and so
far partnerships with USAID, UNAIDS, the Government of the Netherlands, among
others have been established. It was therefore important to disseminate the materials
developed in this area to the rest of the region.  The university was commited to
continue with its research efforts in this field. Jorge Alfaro, Dean of the Faculty of
Philosophy and Letters, Universidad Nacional, Costa Rica
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♦  The Work of WHO in Substance Use area

The goals of WHO in substance use area includes; information collection and
dissemination, capacity building, networking, research and advocacy.  The Technical
Regional meetings fit into the larger picture and aim of the new department that has
been formed through the amalgamation of the two previously separate ones that dealt
with substance abuse and mental health.  The main reason for this merger was to
enhance the skills that were similar to both areas, therefore reducing the resources
needed, while at the same time, increasing capacity.

The celebration of World Health Day in 2001, gave mental health great prominence.
Events were held in all countries around the world.  This helped to increase the profile
of mental health.

During the 2001 World Health Assembly the Ministry of Health Officials responsible
for mental health were interviewed, and the information obtained was published by
WHO in the book titled Mental Health - A Call for Action by World Health Ministers.
This book also emphasises the integration of mental health into primary care.
At the assembly held in May 2002 it was resolved that mental health be given more
importance, and consequently, that more resources be allocated to this area.

The World Health Report, the primary document of WHO, was published in October
2001.  For the first time in the history of WHO, it focused solely on mental health.

mhGAP (Mental Health Global Action Plan), is an action plan for the next five years
aimed at closing the gap between what is needed and what is currently available.  It is
based on four core strategies:

- information for better decisions
- an integrated policy and service development
- advocacy against stigma and discrimination
- enhanced research capacity.

One of the major setbacks is that although change has occurred at the national level,
very little has yet occurred at the grass root level.   Several other publications have
been prepared, including the two versions of the Atlas.   The Atlas describes the state
of mental health in practically all countries around the globe, with particular emphasis
on the level of resources, policies, legislation, budgets etc.  It is a useful document for
making comparisons between various countries listed in it. For instance, between
Western countries and the Third World countries, the difference between the number
of psychiatrists and other mental health professionals is approximately a 100-fold.  An
Atlas web-site has also been created.- www.who.int/mental_health

The process of developing the Atlas

Project Atlas was initiated in late 1999 because of lack of adequate epidemiological
information on mental health. The initial steps involved the development of a
questionnaire, which was sent to 199 countries out of which 185 provided data which
was then compiled into an ATLAS.  Currently the information is also available on the
website http//mh-atlas.k.gc.ca   There is still need to update the website, and this can
be done through the comment section on the website.  A specific glossary has been
prepared on the different definitions related to mental health, for example, the
definition of a psychiatrist, mental health policy, etc. The database is very extensive,
with about a 100 variables.  It is divided into 3 levels: world, region and country.  By
using different variables, information can be generated, for example, maps of different
countries sharing a particular variable such as the number of psychiatric beds.  The
same information can be generated in other forms for example in the form of charts.
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The Limitations of Project Atlas

Several limitations were observed:
- some officials tend to exaggerate the situation in their country to be more

positive than it is in reality, while others tend to do the opposite,
- very limited information exists on private mental health facilities,
- the major focus of this project was on developing countries; hence, a lot of

valuable information on the more developed countries is missing. Dr Shekhar
Saxena MD, DAB, MRCPsych

Summary of discussions

Sharing experiences would help implementers, researchers gain more insight into the
RAR methodologies.  There is need to keep in focus the questions needed to be
asked during the study, as well as the organizations to whom the data is to be
disseminated, for instance to professionals, NGO’s, local authorities, international
organizations, etc.

Frequency of updating the Atlas database poses a great challenge, there is a limit to
what information one can get from the Ministries of Health in the different countries.
Recently, the department has decided to obtain information from other sources to
periodically update the Atlas.  Any information obtained in this way, will be sent back to
the Ministry of Health of that particular country for approval.  Plans for the future
include connecting the database to other health indicators to give more room for more
comparisons.

♦  Future directions of the SEX-RAR Project

Initially only a few countries, six in all, were funded to pilot the guide.  It is hoped that
many more people will start using the guide now that the workshops have been
initiated and the guide introduced.  It is unlikely that WHO will be able to provide funds
for the projects utilizing RAR.  SEX-RAR project is an action program, with the
response built within the assessment.  Hence, it is essential to ensure that enough
time as well as resources are available and that its utilization is planned well.

Strategies for future action

- Training of the NGO Staff: This workshop helped the participants to
understand the rapid assessment process, the assessment modules, the
methods and the links between substance use and sexual risk behaviour.
This benefit should reach the staff of the participating agencies and the
suggestion was to train the staff by the person(s) who have been trained now.

- Improving, Enhancing the response: Agencies and individual researchers
using the RAR guide can improve and enhance the service responses
appropriately.

- Networking: Suggestion was made to create a network of all participating
agencies and individuals in order to sustain the information sharing process.

- Research Proposals: Research proposals using the SEX RAR guide can be
developed by individual agency or a group of interested agencies and they
can be submitted for possible funding sources. The resource team from WHO
and Imperial College, London can provide a support letter for such initiatives.
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- Technical assistance and instruments: WHO and the experts from Imperial
College, London expressed willingness to provide technical support and
provide necessary instruments for research.

- Dissemination to other networks: The guide could be introduced to other
potential networks working in the field of HIV and substance use.

- Funding opportunities: At present there are four studies that are being carried
out around the world using the SEX RAR Guide supported by WHO, Geneva.
WHO will offer technical support to any organization willing to conduct rapid
assessment and response with the help of the guide. However, no funding
commitments can be made.
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PART 3: Experiences on
research and interventions

3.1 Introduction
This section summarizes technical information presented by participants at the four
regional technical meetings.  The attempt was to make available these experiences to
all the readers in particular the participants and facilitators with the hope of enhancing
their understanding on sexual risk behaviour and substance use subject from different
practical experiences.  To reduce the volume of the report and improve the reader’s
accessibility to the information this part of the report has been substantially
summarized. Should the need for detailed information arise, contact details of each
presenter are provided in the annex.  In fact making contact with any one on the
contact list can help to develop, improve and strengthen networks.

3.2 Technical Presentations

♦  Bangkok, Thailand: HIV prevention among substance users.

The Department of Health, Bangkok Metropolitan Administration (BMA) has launched
several HIV prevention programs for people with substance use dependence
problems. BMA has 17 narcotic clinics scattered all over Bangkok, which provide
methadone treatment programs for substance abuse and dependence problems.
Methadone maintenance program was established in 1988 in response to the first
reported HIV in Thailand in 1984. Health education on HIV/AIDS, demonstration on
cleaning needles with bleach and condom use are provided to all individuals with
substance use dependence problems who come in contact with narcotic clinics.
Treatment for STDs is provided at 61 Health Centres and BMA hospitals. Condoms
and bleach are provided for free in every narcotic clinic. Other services provided
include; HIV counselling, HIV pre-test and post-test counselling, and family counselling
on HIV issues are provided in every narcotic clinic. Videos, booklets, pamphlets and
posters addressing HIV sexual issues are provided as visual aids. BMA HIV vaccine
trial sponsored by Vaxgen, USA, among 2,500 people with substance dependence
problems is now in process and research on AIDS is highly valued.

A review of BMA narcotic clinics in the year 2000 showed this profile of users:
- age group of people with dependence problems visiting the clinic for

treatment is between 20-24 years (30.46%)
- age of first using psychoactive substance is between 15-19 years (59.45%)
- educational level is between grades 7-9 (39.05%)
- Thai nationality (99.82%)
- Buddhist (97.66%)
- Those without income (54.32%)
- single (approximately 54%)
- Male (92 - 97%)
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There are approximately 1 million out of the 63 million people in Thailand infected with
HIV. The HIV prevalence in general population is between 1-2%. The HIV prevalence
among substance users, trends are presented in the following table:

HIV Prevalence among substance users

Year Month HIV Prevalence
1988 January-March 15.6%
1988 September 42.7%
1989 April 44.6%
1989 November 38.5%
1990 June 44.1%
1991 January 37.34%
1992 February 20.9%
1993 January 33.41%
1994 December 25.90%
1995 July 31.89%

A current report from AIDS Control Division shows nearly 50% of  substance users in
narcotic clinics are infected with HIV.  In 1988 the mean number of heroin injections
per day was 3.5, with 24% of the sample visiting the sellers’ house for an injection.
They tended to use the sellers’ equipment, and shared with other IDUs perhaps
unknown to them. 60% shared their equipment in the past month. The average
number of sex partners was 2.  The largest number of HIV infected male population
had sex with prostitutes.  Not only the spouses of IDUs are at risk but other sexual
contacts. Married couples don’t usually use condom during sexual activity, which
might have enhanced the HIV rate among population.  Furthermore, 26% of users did
not have sexual drive and no sexual intercourse in 6-12 months prior to the study.
However, 48% were still very active sexually. There is low rate of condom use among
heroin users who still have sex. Information from the expert indicates that, to sell sex,
CSWs use amphetamines and other kinds of stimulants before having sex with the
customers.  Amphetamine is now in epidemic proportions especially in brothels.
Usually both clients and CSWs use amphetamine before having sex. Sex work is
disguised in many places such as in the bars, clubs, restaurants, massage parlour,
barber shop, etc.

Although BMA narcotic clinics provide methadone maintenance for risk reduction,
there are no exchange programmes in Thailand. Knowledge of condom use
intervention could promote condom use among users who had never used condom.
28% have increased consistent condom use at follow up.

A lot of work on HIV prevention among substance users needs to be done. Access to
treatment facilities and HIV prevention interventions should be emphasized. Several
places that have the potential to spread HIV among users such as the holding cell in
the police station and the prisons need to implement HIV prevention interventions.

The government should be involved in HIV prevention interventions among substance
users and sex workers. Ms. Aumphornpun Buavirat, BMA
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♦  Pulau Penang, Malaysia: HIV prevention among substance users

In Malaysia, heroin is the primary substance of use. The common mode of
administration is ‘chasing the dragon’ and injecting users are mostly Malays between
the age of 21- 39 years old from low socioeconomic status and poor living conditions.
HIV prevalence is about 0.1% (National Drug Information System, 2002). A study
carried out among IDUs shows that they do not share needles but are sharing other
injecting paraphernalia. They inject in loose networks and condom use is low
(Vicknasingam and Navaratnam, 1999). With the emergence of ATS type of
substances it has been observed that sexual violence is on the increase. Informal
information gathered indicates that substance use is taking place among sex workers
and in brothels.   Some prevention work is being carried out by NGOs and
government in this area. To effectively contribute to reduction in sexual risk behaviour
among substance users there is need to promote safe sex practices such as condom
use and treatment of sexually transmitted diseases. Although some programmes
exist, there is still lack of information regarding substance users, their sexual
behaviour, extent of use among sex workers and their clients. Vicknasingam, B,
USM, Pulau Penang, Malaysia
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♦  Myanmar: HIV prevention among drug users

Opium and heroin constitute more than 90% of the substance abuse. Other
substances are cough syrup, marijuana, stimulants, and tranquilizers. The trend is
increasing use of heroin.  About 60% use injection route followed by inhalation and
oral administrations.  Alcohol use is widespread and the use of methamphetamine
may also become a problem. The majority of users are between 20 and 30 years,
mainly males with low education. Most of them are dependants and perform odd jobs.
The educational level is often secondary level and below. Substance use is also
common among seasonal migrant workers and truck drivers.

The first HIV positive was detected in 1988 and the first case of AIDS was reported in
1991. The cumulative number of HIV positive by March 2001 was 33,553 and 4,598
for AIDS. The majority of cases occurred in young adults between the ages of 20 to 40
with a male to female ratio of 6 to 1. The known impact of HIV/AIDS is most severe
along the northern, Eastern and Southern border of the country neighbouring China,
and Thailand but the epidemic has advanced into all parts of the country. Overall, 68%
of reported HIV cases are attributed to heterosexual transmission. Among the sentinel
sub population IDUs have the highest sero positive rate (more than 50 %) followed by
CSWs.

Condom use among the sex workers, their clients, casual sex and sex among
spouses is low.  Alcohol use usually precedes sex among men.  Women have little or
no negotiation power for safe sex in terms of condom use.  There is increasing trend in
the use of condom. STD (syphilis) sentinel surveillance, which began in 1997, showed
definite decline of syphilis rates in both higher and lower risk sentinel population.
Dysuria declined from 4.6% to 1.3%, urethral discharge from 2.0% to 0.5% and genital
ulcers from 3.8% to 0.3% during the period 1997 to 2000. Promotion of concepts and
practices of cultural and traditional values towards sexuality and promotion of
accessibility of condoms to high-risk groups are some of the strategies in response to
this issue, through religion or culture monogamy is emphasized.  However multiple
partners exists.

UNDESA executed project, “Enhancement of a Multi-Agency Co-ordination
Mechanism to improve Interventions on Drug Use and HIV prevention in Myanmar” is
funded by UNDP. This project aims to create a forum whereby different sector
agencies addressing HIV/AIDS and illicit substance use can review and discuss
important social, economic, behavioural and policy issues related to HIV transmission
and substance use in order to develop an appropriate and effective mechanism for co-
ordination.

There are six major treatment centres for substance dependence problems. There are
limited outreach programs conducted by NGOs.  An HIV policy advocating,
abstinence, monogamy, condom promotion, early and effective treatment of STIs,
safer sex education, safer drug use education exists.  However, information about
substance abuse among CSWs is remains scanty. Phone Saing  , CARE Myanmar,
Yangoon, Myanmar
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♦  NEPAL: HIV and substance abuse

Heroin has replaced other psychoactive substances becoming the substance of
choice for the youth. Substance use scenario developed into an epidemic spreading
from Kathmandu to other urban areas like Pokhara, Biratnagar, Hituada, Birgunj,
Bhairahawa, Butwal, Dharan and some rural areas, especially trisuli.  Later young
people in their teens began using codeine mixed cough mixtures such as phensedyl
and phencodin and sleeping pills like Nitrosun. Many students at the  higher
secondary level were found to be addicted to the cough linctuses and sleeping pills.  In
a survey of 3,000 school and campus students of Kathmandu Valley in 1987, about 5
% of the students had reported to have used some form of licit or illicit substances.
This problem did not limit itself to the student community but also became very
prevalent in the non-student youth community belonging to lower socio-economic
status.

Buprenorphine (Tidigesic), a synthetic opiate-like substance, was introduced in the
country in 1989 as a very potent and non-addictive analgesic for therapeutic purposes.
Since it comes in injectable form, majority of the heroin smoking population changed
to Buprenorphine which became regular intravenous injecting drug population. This
mode of use increased the various health hazards like HIV/AIDS, Hepatitis B and C
very rapidly. About 90 % is IDUs and nearly 50 percent are sharing injecting
equipment. Poly-substance use is also on the increase among young people making
the treatment more complicated and difficult. About 40 to 50 thousand young people
have substance dependence problems. Out of these 1 to 2 % are females. Very few
female users with dependence problems come in contact with the treatment facilities
seeking help.

Between 1994-1999 a total of 204 individuals with dependence problems were
examined and treated with methadone. Most of them were between the ages of 15 to
40 years.  About 54% belonged to the age group of 26-35, 34% 15-25 years, 12%
were over 36 and more. 75 (37%) were single and 129 (63%) were married. Many
families are pathological. 70 (34%) had other members of their families like father,
mother, brother, spouse and child being affected by problems with alcohol and other
substances. 82 (40%) were unemployed and the rest 122 (60%) were doing some
kind of small jobs such as, like driver, mason, cook, restaurant boys, mechanic,
carpenter, etc. The duration of substance use ranged from 1 to 20 years. 96% were
intravenous drug users and only 8 (4%) were smokers. 72 (39%) of the total 204 users
were found to be sharing their injecting equipment.  In earlier years, more were
sharing the syringes but this sharing practice is going down. This is due to the
increased awareness of the HIV infection.

Of the 111, 46 (42%) were found to be HIV positive. All HIV positive cases were male.
63 % of the HIV positive were married and had children. HIV status of their spouses
and children are not known. About 40% of users had been arrested by the police and
kept in jail for a long time on various criminal charges. 11% had spent more than one
year in prison and the number of arrests for drug trafficking was increasing every year.
65 % of the family members reported huge financial loss due to substance use
dependence problems of their sons.  85% of the family members reported that the
health conditions of the users had deteriorated. The families and the children of the
individuals with substance use problems are ostracised and marginalized in the
society and are living with the feeling of humiliation and indignity. This is causing
severe problems for the administration in handling the situation of crime and illegal
activities associated with substance use and there is a huge financial loss at the
national level.
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In spite of all the efforts to prevent and control substance use among the youth, there
still seems to be a lack of  appropriate techniques for prevention, controlling
mechanisms treatment modalities and especially in the rehabilitation areas.
Response to interventions should include harm reduction principles and substitution
Therapy.  In the rehabilitation areas, income generating activity oriented programs
have to be developed which could contribute to relapse prevention.  There is also a
need to collect more information on female youth substance users. Dr. Dhruba Man
Shresta, Kathmandu, Nepal

♦  Sri Lanka: HIV prevention among substance users.

The two substances of choice are, Cannabis (Ganja, Kansa, Grass, etc.) and Heroin,
locally known as ‘kudu’. Cannabis is freely available and affordable. The law
enforcement authorities estimate there are over 200,000 Cannabis smokers. The
poppy plant capsule from which Heroin is derived is not cultivated in Sri Lanka. Heroin
is smuggled from India and Pakistan either through established sea smuggling routes
or by air couriers. It is believed that there are over 100,000 Heroin users.  There is
minimal Opium use.  However, Opium is being abused as a medicinal preparation,
produced illegally. According to the National Dangerous Drug Control Board
(NDDCB), the percentage of IDUs is less than 1%. The main reason attributed to the
low percentage is the low solubility of the variety that is available in Sri Lanka and the
high level of purity. The street level purity is sometimes as high 63.39% - 68.76%. The
methods of use reported during the year 2001 are as follows; 75%; ‘Chinese method’,
6.4%- Eaten or drunk; 0.5%, - Sniffed and 0.4%- injected.

During the year 2001, the number of injectors had increased by 300%, 100% sniffing
and 80% “Chinese Method” compared to the year 2000.  24.3% of users are between
25 and 29 years, followed by 19.9% between 30 and 34 years, 14.7% 20 and 24
years and 14.7%, 35 and 39 years. Out of the reported cases (97.5%) were male and
(0.3%) female while the number of males reported had increased by 95.9%, the
females had increased by 100% during the year 2001 compared to that of year 2000.
During the year 2000, it was reported that  (49.5%) were married, (48%) single and
(0.5%) divorced, separated and cohabiting was (0.2%) each. The number of married
persons reported had increased by 21%, single by 79.5%, and the divorced by 50%
compared to the year 1999.  Most users are from lower income levels and most youth
came from middle-income families.

During the year 2001, 89% had substance use dependence problems.   55.2% had
sought treatment for dependence problems from Colombo District, which was the
highest. 79% of heroin use has been introduced by a friend. The percentage of self-
introduction of the substance was 11%. While majority (71%) of heroin users
consumed  3-7 packets of heroin (approximately 30 milligrams each) 19% of heroin
users only require 1-2 packets a day. Out of the 6,664 heroin users 48% were married
while 47% were single.  Most favourite (47%) alternative to heroin were ‘tablets’
(Piriton, Panadol, Rhypanol, Methadone, Diazepam). Other alternatives were Arrack
(16%) and cigarettes (15%). Out of the 6,664 heroin users, 2,433 have obtained
treatment at least once during their carrier. Majority (73%) has received treatement by
private practitioners/hospitals. A variety of organizations offer services. The National
Dangerous Drugs Control Board offers 27% of services, 75% by Government
hospitals, 4% by prison diversion scheme, 2% through NGO treatment facilities while
9% are Self-medication.
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Polysubstance use is common. Substance use among some sex workers has been
reported but no studies are available only records on alcohol and heroin use among
clients of sex workers.

The first case of HIV infection in Sri Lanka was reported in 1986. By end of December
2000, an increasing total of 358 HIV infections had been reported. Based on available
information it  had been estimated that 8500 persons were infected with HIV by the
end of year 2000. The STD clinic reported that very few substance users access
treatment facilities and knowledge on condom use is low  especially among truck
drivers. Their risk exposure is an occupational hazard.  They are compelled to act as
clients brokers in exchange for commission from commercial sex workers.

Information about sharing of injecting equipment is not available and it is difficult to
reach this group. Shooting locations are not known and the small segment of IDUs do
so by themselves very rarely if any as a group as it is not a popular method of
consumption.  According to the study carried out among ex substance users, most of
the heroin users are not interested in sex.  Sexual violence following intoxication is
common.  Most of the sex workers were introduced to substance use by their clients.
Cigarettes and alcohol are the most commonly used substance by the sex workers,
although a few of them use Heroin and Cannabis.  Although commercial sex work is
not illegal soliciting for sex is.   Sex workers practice their profession in a hidden
manner for fear of harassment by the police this makes it very difficult to find facts
about brothels in Sri Lanka.  A large number of clients are intoxicated and beach boys
and those working in the tourism industry have been identified as being more
vulnerable to HIV due to the sexual soliciting that takes place among them.  HIV
prevention interventions targeting sexual behaviour include; promoting safer sexual
behaviour, increasing awareness and knowledge of STD/HIV and safe sex,
encouraging Sexually Transmitted Infections (STI) diagnosis and treatment.

Except for the National policy on Reproductive Health, National Blood Policy and the
draft Policy on Condoms Promotion, there is at present no comprehensive Nation
Policy on HIV/ AIDS. A National Policy document is required to ensure the highest
political commitment and to put HIV/AIDS in the agenda at all level of government and
to guide all stakeholders on priorities and strategies. The following are some of the
issues that should be considered while formulating the policies a) High level political
commitment; b) Involvement and active collaboration of concerned public sectors,
private sectors, and NGOs; c) Condom promotion and use; d) AIDS education in
Schools; e) Youth friendly STI service and f) Provision of social and economic support
to persons with HIV /AIDS.

Apart from NDDCB, NGOs and peer educators will be used for accessing this group
and in extreme cases it may become necessary to have harm reduction measures.
During the Social reintegration activities for ex substance users, SLANA conducts
sessions regarding HIV/AIDS, prevention methods and advice them to go for a
medical check ups. SLANA has conducted special HIV/ AIDS awareness programmes
with visuals to the commercial sex workers and Woman ex users in collaboration with
STD clinic Consultants.  Production and distribution of a large number of educational
materials such as pamphlets, leaflets, brochure, posters are also done.

Substance users are given sufficient information on HIV risk behaviours as a part of
intervention. Users with STDs are referred to government clinics for treatment. The
National STD/HIV AIDS Control Programme conducts various activities targeting
sexual behaviour. The HIV policy addressing sexual risk reduction among users
should be part of treatment/intervention programme. The National Dangerous Drugs
Control Board in Sri Lanka has been working on prevention of STD and HIV among
users and high-risk groups since the early 1990s.
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According to estimates there are 7,500 HIV positive persons in the country. So far
there are no official records available on HIV positive injecting drug users.   Experience
has shown that substance users, especially those who belong to lower social strata
are more vulnerable to STDs.  Because of low prevalence of HIV/AIDS and substance
use, these issues are receiving less attention from the rest of the world. More attention
and assistance is received by the countries of high prevalence. Equal attention and
support from other/donor countries and international agencies is necessary to maintain
low prevalence and to reduce HIV transmission further. HIV policy addressing sexual
risk reduction should be implemented and awareness programmes should be
conducted through Ministry of Education to School students. Students are willing to
learn more about STD/AIDS, but, a cultural barrier exists among certain teachers and
school principals. This constraint needs to be overcome.  Mr. Y. Ratnayake, NDDCB,
Colombo, Sri Lanka

♦  Imphal, India: HIV prevention among substance users.

There are various types substances and patterns of use. Nitrosun-10, Diazepam,
Spasmo proxyvon, Lobain, Calmpose, raw opium etc. are taken orally, including
alcohol, Cough Syrups, while Ganja, Opium, Ganja mixed with crushed N- 10
(Nitrazepam) powder, Tobacco is mainly smoked and Heroin, Spasmo proxyvon,
Norphine, Morphine, Lobain, etc. are injected.  Users range from13 to 45 years;
Median 28 years; Mean 28.4 years.   90% are male, 10% are female, 59% of then
(161) are not married, while 100 (32.6%) were married, 17 (5.5%) divorced; 8 (2.6%)
were on separation.  Almost all the substance users are living with their families. Some
live in a rented place or at own house. Use of substance is spread across ethnicity.
According to the MACS report (December 2001) the number of HIV positive people
was12,817. Out of this 62.5% were IDU and 12.88% were general public.  Groups at
risk of HIV infection are women and children, CSWs; spouses of risk groups e.g. truck
drivers and small time businessmen.

Needles and syringes are still shared, common sites of shooting are; riverbanks,
cemeteries, public toilets (sulabh). Sharing networks could be anything between 2 to 4
in groups.  Most of the users do not use condom consistently or regularly. (RSA-2000
Imphal City, UNESCO).  Out of the total 278 respondents 65% had sex with CSWs
(RSA-2000 Imphal City, UNESCO). Female users indulged in risky sexual behaviour
for want of money and substances. Users engaged in sexual intercourse after taking
either alcohol/pills/other substances of choice.

It has been established that teenagers/youths indulged in risky sexual behaviours at
picnics, parties, cultural festivals etc where substance use was a norm- to overcome
inhibition and to extend duration of sexual activity. Safer sex negotiations was found to
be  difficult. Women are less empowered as it is a male dominated society. There is
still lack of awareness and safer practices among the males. There is a long stretch of
358 km sharing a common international border with Myanmar and Manipur (India)
making it easier to traffic heroin through pedestrian routes anywhere. In some cases
the Myanmaris Juntas (Army) are directly involved in drug trafficking in the border
towns.  CSWs as well as partners neglect safer sex practice after intoxication.
Although there is no red light area in Manipur or Imphal, sex work is carried out on
contract through local vendors or dens arranged by middlemen.  In March 2000, 4,373
IDUs were enrolled in the Rapid Intervention and AIDS Care Project (RIAC).
According to the information based on the report of the 5 (five) RIAC partners in
Imphal (October 1998 to June 2000) the following information relate to needle
exchange:
- total number of  IDUs targeted = 2700,
- total number of IDUs enrolled = 1831,
- No. of IDUs receiving needle and syringes regularly = 1254 ,
- No. of IDUs returning needle and syringes regularly = 1138,
- No. of needles and syringes issued = 24,184,
- No. of needles and syringes returned = 16,333 and
- Return rate is 67%.
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SASO is the only NGO implementing substitution treatment program in Manipur. So
far 441 clients were enrolled out of the targeted number of 250 IDUs. From November
1999 to date.   Out of the total respondents of 270 clients 37% used condom rarely,
27% never used condom. The majority of the users never used condom while having
sex with girlfriend/boyfriend and spouses (RSA-2000 Imphal, UNESCO).  73% have
had sex with somebody else other than their spouses.  According to the RSA report
27% responded as suffering from STDs. This figure may not be accurate as users are
usually embarrassed about answering questions on STDs. Records show that a
significant number of them are suffering from STDs. Most users with STDs preferred
to visit the private clinic for treatment instead of going to government hospital.
Intervention strategies are being implemented.  For example, the Manipur State AIDS
Control Society and other agencies in collaboration with Local NGOs have conducted
Community Program on Prevention Intervention for HIV targeting sexual behaviour.
Other Community programs at Educational Institutions and general public are focusing
on sexual health issues. HIV policy is clearly mentioned in the State AIDS Policy of
Manipur as a Harm Reduction Policy.  A Rapid Intervention and AIDS Care (RIAC) is
implemented by 12 major NGOs in Manipur.

However, there is lack of awareness on HIV/AIDS in the remote/outskirts of Imphal
and State as a whole.  Needle syringes exchange program need to be scaled-up
expanding target numbers and supply of needles and syringes. Women and children
issues on HIV/AIDS need to address e.g., income generation and parent to child
transmission (PTCT) etc. In the Northeastern Region fund for activities is irregular
hampering prevention activities. Law enforcement personnel should take an active
role in enforcing laws on supply. Mr. Birendirajit L. Singh, SASO, Imphal

♦  New Delhi, India: HIV prevention among substance users

The De-addiction Centre (DAC) at All India Institute of Medical Sciences (AIIMS) is a
tertiary care hospital and is one of the 5 semi-autonomous Centres associated with
AIIMS.  The DAC has two community out-reach clinics. These clinics are located in
West Delhi within about 5-10 kilometres of the centre with a catchment population of
about 200,000 at each centre. The DAC is primarily treatment centre for substance-
related problems and the majority of subjects attending the DAC can broadly be
classified into two categories, alcohol dependence and opioid dependence in a
proportion of 2:3.   In general, tobacco is the commonest substance of use with
prevalence exceeding 50% of adult male population if all forms of tobacco are
included.  Most users are married migrant workers.  Alcohol is the second commonest
substance of use.  The prevalence is about 40 % of adult male population who have
used in last 30 days. Lifetime use of alcohol is about the same. Heavy drinking is
confined to about 15% of the adult male population and about 5% have alcohol
dependence problems. In the general population it is however much less than 1%.
The IDUs use opioids (buprenorphine, pentazocine) along with promethazine,
pheniramine and diazepam. Opioid users are younger, in their early to mid-twenties,
from lower social economic status and mostly married. Of late party substances like
cocaine are on the increase.

HIV/AIDS is seen basically as a co-morbid condition along with substance use. High-
risk cases are routinely screened for serostatus at the Microbiology Laboratory at
AIIMS.   According to NACO surveys, HIV prevalence in the years 2001 and 2002
were 5% and 3.8% respectively among IDUs. Most IDUs are HIV seropositive. In a
sample of 125 IDUs rates were about 70 % and injecting is done on almost all parts of
the body. Almost all body parts were used with about 17 % using femoral veins for
injections. Reuse of needles and syringes was noted frequently and was associated
with complications. Most of them shared needles and syringes but there was no
consistent sharing partners, need and availability determined the choice.   Interview
with IDUs and other substance users suggest very low rate of condom use. Sexual
relations beyond the traditional marriage or multiple partner sex are present but the



                                                                                          PSYCHOACTIVE SUBSTANCE USE AND SEXUAL RISK BEHAVIOUR

48

rate is low. Among the various reasons for low use of condoms the client insistence is
a major factor. Seropositivity is a concern with parenteral users and they are definitely
screened at least once and often more than once in their period of contact, which at
times spans a few years.  There are no designated HIV prevention centres and those
that exist have poor attendance because of the attached stigma. Services targeting
HIV prevention are carried out through the treatment centres for substance
dependence and substitution programs.  Whatever activities are done are done as a
part of post-test counselling and include risk reduction for transmission to partners as
well.  HIV prevention activities focus on individuals who exhibit high-risk behaviours
and are primarily psychosocial in orientation with focus on counselling for risk
reduction. Efficacy of such services needs evaluation as they are few and far between.
Needle exchange programs exist in Delhi.

Research should include a broader outline to incorporate identification of behaviour
patterns, high-risk populations, development of psychosocial intervention packages
and availability of retroviral drugs using both quantitative and qualitative methods of
users and providers. Relative risk assessment of various behaviours and their
implications in contracting HIV or transmitting HIV should be assessed. In case of
IDUs assessing sexual behaviours is an important issue and should be assessed
simultaneously. Strategies should aim at primary prevention and early secondary
prevention of transmission. Retroviral therapies should be made available to infected
population. HIV policy should address sexual risk and destigmatization reduction
among substance users, in order to attract the infected into the mainstream medical
practice. A multi-sectorial approach on understanding attitudes of the society, its
requirements, requirements of the affected population and the legal/judicial
perspectives should be part of HIV policy.  Dr. Hemraj Pal, AIIMS, New Delhi

♦  New Delhi, India: HIV prevention among substance users

Sharan is a community development organization society serving urban poverty and
responding to IDU since the epidemic in early 1990s. Its activities include HIV
prevention.  Many services were designed to particularly meet the needs of IDUs.
Sharan developed an outpatient treatment and referral service specifically for injecting
drug users in Nizamuddin Basti in New Delhi, from 1993 to 1998 supported by the
European Union. Commitment to providing relevant health care services to substance
users at any point of their lives has been described as a ‘continuum of care’.  A
number of service models were examined and are used including the concepts of
‘rehabilitation before detoxification’ and ‘open community’ approaches to substance
use treatment as well as oral substitution .  Other services addressing substance use
are carried out in four cities and include needle and syringe exchange,  drop-in entres,
abscess management and referrals.

Sharan coordinated another round of rapid assessments in 2000 in the same five
cities and currently engaged in lobbying for policy reform and the development and
implementation of relevant services for male and female substance users in India. The
predominant form of substance use in Delhi is ‘Brown Sugar’/smack – an impure form
of heroin, which is mainly inhaled.  There is a small amount of smack used for
injecting.  IDU usually involves the injection of a cocktail of pharmaceuticals –
buprenorphine, avil (an antihistamine) and a sedative (such as Diazepam).  It is
estimated that around one quarter of the total number of substance users in Delhi are
IDUs.  The majority of users, 95% - 99% are male,  at “median age and age at onset
of injection is between 29 and 24 years, respectively.” (Brahmbatt et al 2000).
According to Sweat et al 2000. 76% live in street, 43.5% scavenge for rags as
employment, 32.4% married, 9.6% have access to a toilet, and 1.8% have access to
clean water.
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Table 12 Socio-Demographic characteristics of substance users in sample (n=465).
Particulars Variable N %

15 & less 6 1.3
16-35 years 304 65.3Age group
36 & above 155 33.4
Single† 210 45.2Marital Status Married 255 54.8

Literacy level 261 56.1
Homeless 183 39.4

Employment 422 90.8
Family support 19 4.1
Imprisoned 6 1.3Source of Income

Not mentioned 18 3.9
100 & less 132 28.4
101 – 200 167 35.9
201 – 300 47 10.1
301 – 400 29 6.2
401 & above 29 6.2

Daily Income

Not Mentioned 61 13.1
Hindu 315 68
Muslim 107 23
Sikh 19 4Religion

Others 24 5
Source: RSA Survey Data

† Includes unmarried, divorced, separated and widowed
‡ Includes categories on Private, Self employed, Daily wage labour, Rag
picker, Pickpockets, Thieves, Sex workers and Cabaret dancers.

The prevalence of HIV/STDs and other blood borne infections  is as follows; HIV-1
40.2%1, hepatitis B 30.4%, hepatitis C 44.2%, syphilis 6.7% (Sweat et al 2000).

The All India Institute of Medical Sciences has reported sero-prevalence of 8.43%
amongst IDUs.  They are obviously of different populations – the Sweat figure being of
a geographical concentration of extremely poor IDUs who are mobile, not accessing
any kind of treatment of health care and engaged in high-risk behaviour over a long
period of time.  The AIIMS figure comes from substance users who have accessed
treatment. Injecting Risk Behaviours: Sharing, indirect sharing, use in shooting
locations, sharing networks is presented in the table (Source: RSA Survey Data).

Number of people N %

1 32 31.4

2 13 12.7

3 16 15.7

4 16 15.7

5 7 6.9

6 6 5.9

More than 6 6 5.9

Number not specified 6 5.9

Total 102 100

                                                     
1 The actual result of this survey was 44.5%, but the figures were released before the results were finalized.
The sample was of an extremely poor and concentrated high risk group.
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Prior to entering the program, 75% shared needles regularly or occasionally; 32% had
1-2 needle sharing partners and 43% reported having >3 sharing partners in the past
6 months (Brahmbatt 2000). 30.6% shared with stranger in the last month (Sweat et al
2000). Sharing of injecting equipment is widespread, mostly re-use of injecting
equipment.  The cocktail of pharmaceuticals is often mixed in larger bottles, which are
shared by a number of different people. “Regular needle sharing behaviour was
significantly more common among clients injecting >2 pharmaceuticals per day
relative to those who injected less frequently (86% vs 14%, p = 0.006)” (H. Brahmbatt
et al 2000).  Some IDUs go to doctors or injecting specialists for injection. It is not
known how many people go to shooting locations.  Sharan’s experience shows that
police activity, quality and availability of substances, weather conditions, health, and
financial status, treatment options, and experience or lack of experience in IDU affect
networks.  The networks extend between cities.

With regard to sexual risk behaviour the reports that “only 26 % of the total
respondents have ever used condoms while having sex (2000RSA).  Approximately
8% of the total maintains consistency in using condoms irrespective of their partner.
However, about 24 % claimed consistent use of condoms during sex with a CSW.
Only 19 % used a condom the last time they had sex with anyone.”  See table below:

Frequency of Condom Use with Certain Groups of Sexual Partners. N=337

Frequency of Condom Use (number and percentage of valid responses)
All the
time

Most of
the time

More
than
half the
time

Less
than half
the time

Rarely Never Total

N % N % N % N % N % N % N %
Any
Partner

9 7.6 17 14.3 9 7.6 11 9.2 71 59.7 2 1.7 119 100.0

Regular 
Partner *

7 7.0 9 9.0 3 3.0 4 4.0 55 55.0 22 22.0 100 100.0

Commercial
Sex workers

20 23.5 8 9.4 - - 5 5.9 39 45.9 13 15.3 85 100.0

Same
Sex **

2 6.1 - - - - - - 13 39.4 18 54.5 33 100.0

Source: RSA Survey Data. * Including Spouses, girlfriends and boyfriends. **Including eunuchs.

“Mean numbers of sex partners and visits to commercial sex workers in the past 6
months were 3.6 and 2.6 respectively and 91% reported never using condoms”
(Brahmbatt et al 2000). Sexual behaviour according to Sweat et al 2000, 77.9% have
had sex, 32.9% with legal spouse, 33.5% with sex worker, and 10.8% with lover in the
past month.3% had sex with men in the past month, 40% gave psychoactive
substances to the sex partner. Only 20.5% used condoms with last partner. 66.7%
had recent burning when urinating and 13.2% had genital ulcers.

Concerning sexual practices some people feel a need to ‘test’ their sexual power,
following a period of low sexual activity or perceived impotence.  This often involves
sex with commercial sex workers before resuming sex with longer-term partners such
as spouses. Relapse into substance use is sometimes attributed to disappointment
following fluctuations in libido and the possibilities of sexual relationships, which are
often associated with detoxification. Young substance users living on the street are
initiated into sexual activity by older men.  A young person may have a ‘benefactor’
who requires sexual favours in exchange for the security they offer.  Either the
powerful, the powerless or both people may use substances.

The majority of women interviewed during the 2000RSA had exchanged sex for
substances.  Trading sex for substances seems to place the person who requires the
substances in a weaker position in the exchange. The female sex workers tend to use
alcohol, tobacco and charas/ganja.  Alcohol may be used by up to 90% of the workers.
This observation is consistent with the observations of other NGOs working in other
brothels in the area.  There has been no observed change in sexual risk activity. Five
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city project funded by EC and coordinated by Sharan on HIV and STD Prevention and
care for IDUs and their sexual partners shows users accessing the programme and
condom promotion has not progressed much beyond education sessions.

Outpatient treatment services and harm reduction services are relatively new concepts
for most substance users in Delhi.  Most people approach these services with a view
to getting treatment for substance dependence problems, rather than protecting their
health.  They learn about needle exchange and substitution, etc through these.
Because of this;
- Injection frequency has reduced
- Health seeking behaviour has increased,
- Norms about sharing have been changed in some circles and;
- Some users have stopped sharing injecting equipment

The Ministry of Social Justice and Empowerment has recently initiated a programme
to include HIV prevention activities. STI treatment and counselling is budgeted into
State AIDS Control Societies. Condoms and medicines for the treatment of STIs can
be accessed from government sources.  Antibiotics might be available from
Department of Family Planning to programmes, which are funded by the Government.

Both outpatient and inpatient services should be increased for female users. Peer
educators should be trained in discussing sexual issues and clinical staff should be
trained in creating appropriate environment for genital examination for syndromic
management of STI.

A study into the relationship between detoxification and changing sexual risk of
substance users would be useful.  The results of such a study would be a vital
resource to the recent government initiative to place ‘HIV workers’ in the more than
400 government funded treatment centres in India.   It would also enhance STI
treatment and counselling for people whilst in treatment, partner notification, relevant
knowledge, and a better understanding of sexual risk behaviour associated with
detoxification. Mr. Greg Manning, SHARAN India, New Delhi
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♦  Calcutta, India: HIV prevention among substance users

Sexual risk behaviour is enhanced with substance use with various chemicals having
varied results. The commonest is substances used are, alcohol, cannabis and tobacco
products cigarettes, bidi etc is also high but Brown Sugar or Tidigesic is quite low.  70
% +  use Brown Sugar (chase), 10 -15% inject mainly Tidigesic. Some use cocktail
(Phenargan + Avil+ Calmpose, about 10% use alcohol and the rest are a mixture of
Cannabis, Proxyvon,  Opium, Cough syrup etc.  The profile of users includes: age
between 17-40 years (Mean age 35 ), 60% Male, 40% Female (mainly married)  and
from the very low socio-economics group and the high ones.

Despite interventions 40% still share injecting equipment.  High-risk behaviour is
observed in the initial stages of Brown Sugar (Adulterated Heroin) Chasers & Tidigesic
injectors and in the post detox stages.  Condom use is almost non-existent and selling
sex for psychoactive subsatnces is common among women and buying sex is
common among men.

Attendance at outreach programmes is more regular and a shift to substitution of oral
Buprenorphine has gained momentum. There are regular outreach activities with
condom promotion, treatment of STDs and screening. Awareness creation and
motivation is done through peer outbreak and IEC. There is also an attempt to build
self-help groups of HIV-positive persons.  However, there is still need for greater effort
on awareness on prevention at early age (school going) regarding substance use as
well as HIV and work on their prevention for high-risk groups, today’s low risk
community member who may show high-risk behaviour tomorrow.  Mr. Debasish
Mukerjee, Calcutta Samaritans, Calcutta

♦  Pune, India: HIV prevention among substance users

NARI has a referral clinic for testing and counselling where pre and post- test is
provided. Ongoing counselling is provided to those who need psychosocial support
and to all those who are part of long term cohort studies. Preventive counselling,
behaviour change modifications, which addresses and includes substance use are
emphasized. Most users inhale substances and some of them participate in injecting
drug use.   The users covered in Muktangana study were mostly the young men, both
married and unmarried with middle class background and educated.  A few had lost
their jobs; most were from in and around Pune.   HIV prevalence in the MTCT study
site staggers around 4% in last few years.  A study in monogamous married women
showed HIV prevalence to be around 14%, their greatest risk being their own
spouses.  Condom use ranges from less than 5% in youth to about 50% in CSWs.  In
general, it has been reported to be used with multiple partner sexual practices
including CSWs, but less frequently reported for sexual activity with spouses.
Youth who are under peer pressures and experiment with commercial sex and
substances need education on safe sex and sexuality.  There is need to provide
ongoing-counselling on issues related to sexual matters and availing STD services to
enable clients’ make informed decisions.  HIV prevention interventions targeting
sexual behaviour is an essential component, however behaviour changes with focus
on sexual and reproductive health should be emphasized.  Prevention interventions
that have long term effects that aim at behaviour changes, enabling responsible
decision making in varied aspects of ones life that includes sexuality, gender
perspectives, reproductive health concerns that can then be sustainable are
necessary. Dr. Nita Mawar, NARI, Pune
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♦  Bangalore, India: Experience in the field of HIV prevention

As of December 2000, there has been confirmation of the existence of HIV positive
individuals in Karnataka. Condom use is determined by several factors such as,
appearance and complexion of the sex partner, money charged, belonging to ‘decent
families’ etc. Visiting commercial sex workers is prevalent, but equal number of casual
sexual contacts with relatives, friends, neighbours and strangers was prevalent.
Observed perceptions on links between sexual behaviour and substance use include;
- alcohol causes disinhibition
- Alcohol and sex are available in the same place
- alcohol results in increased sexual drive
- alcohol results in performance of sex for a longer duration
According to men who visit sex workers, alcohol consumption among sex workers is
very common and there were incidents where sex workers demand alcohol from their
clients. HIV prevention targeting sexual behaviour was implemented through a project
on HIV related sexual risk reduction among alcohol dependence.  It involved
counselling of HIV positive individuals. Adherence to safer sex was noticed in-patients
with alcohol dependence.  Mr. V.A.S. Krishna, NIMHANS, Bangalore

♦  Thiruvananthapuram, India: Experience in the field of HIV prevention
among drug users.

The rapid assessment in Trivandrum was carried out to determine the nature and
extent of IDU.  Patterns of use are varied, heroin is mixed with squeezed lemon juice
and heated in bottle caps, filtered through and taken as IV; buprenorphine is taken as
IV; pentazocine is mixed with cholorpheneramine maleate or phenergan and
diazepam and taken as a cocktail intravenously.   The users are mostly, males the
mean age 30.4 and the age groups ranged from 13-55 years. Among females the
mean age was 31.42 and the age group ranged from 18 to 48. About 49.8% of the
male respondents were currently married. The remaining was either not married,
divorced or living alone. The other half were married men. The remaining was either
unmarried, divorced or living as single. About 60% of women were either
unmarried/single/divorced. Majority of them belonged to lower socio-economic groups.
62% of males were secondary school dropout or lesser schooling; 3.5% were
graduates or better. Only 8% of females were illiterate; 66% were with primary school
education or high school dropouts.  A considerable number of male respondents
(43.4%) were daily wage labourers. About 30.6% of males had small business or
other similar occupation. Only 2.3% had government jobs. Out of 50 females, 6 were
students, 2 had government jobs but the vast majority (41) were without any specific
occupation.  Living conditions are poor. Among males (29%) are homeless whereas
among females (51%) are home less.  Ethnicity and subculture was as follows; among
the males 41.8% were from Muslim community, 38.8% were Hindus and the
remaining 19.4% were Christians. Majority of females were Hindus (about 55%).

78% of males injected drugs for recreational purposes as compared to only 16% of the
women. Among female injecting drug users mean age at which injection of drugs
started is 23.1 years and 87.5% injected drugs to get more pleasure. 15.7% of males
reported that they never shared needles or syringes. While 13.7% shared almost
always, the remaining 70.3% shared less frequently. Majority of the female injecting
drug users reported to have shared needles and syringes. 62% of them shared
injecting equipment. A significant proportion of sharing occurs in abandoned buildings.
Only 50 % of female users reported to be cleaning syringes and needles while
injecting drugs with any available water, clothes or hot water.

The age of initiation to sex for the males ranged from 12 to 37 years. 79.1% of males
had experience of sexual intercourse. First sexual intercourse was with the spouse for
30.2%, with CSWs 20.3%, with relatives for 4.9% and others for 31.9%.  Group sex
was reported by 43.8% of the males. Number of sex partners encountered during the
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last one year ranged from 0-90. Among the female respondents who were not
married, about 91% had experience of sexual intercourse. 53.1% had their first sexual
intercourse with spouse, 32% with boyfriend and 10.2% had their first sexual
intercourse with their relatives.  50% of men reported condom use but only 26.3%
used condom during the last sexual contact. Only 12.4% use condoms all the time
with all partners. 32.6% use them rarely and the remaining respondents use condoms
with varying frequency. For homosexual activities, only 6.7% use condoms all the
time.  About 92% of the female respondents reported that their partner used a condom
while having sex with them. The condom use by their partners was reported as ‘most
of the time’ by 75% of females. 96% reported that they rarely use condom when they
have sex with their husband/boy friend.

About 36% of the male respondents reported that they had used substances with a
member of opposite sex.  Among the female respondents substance use with a
member of the opposite sex was 94% and among them the majority had sex with
them also. 90% of the CSWs are initiated with alcohol. Ganja use reported among
98%, tobacco 86%, pan parag 64% and Buprenorphine 62%, Heroin use were
reported among 24% of the female respondents. 94% of them were reported to be
polysubstance users.  Only 12 % of the CSWs were current users of heroin.  Only
4.2% of them were currently injecting drugs. It is also reported that CSWs that they will
try to avoid sex with people under the influence of alcohol mainly because if the clients
are not able to perform, they put the blame on the CSWs and physically assault them.
It has been estimated that HIV prevalence among the general population is 0.01%.

Rapid situation assessment survey in Trivandrum helped to establish the nature and
extent of intravenous drug use in Kerala and develop sensitizing strategy for planners
and policy makers of the state for developing intervention strategies in the state.  Now
the policy makers are convinced that in Kerala the sero-prevalence among substance
users are same as the general population and it is the ideal time for an intervention so
that we can keep the sero-prevalence of HIV/AIDS low among the drug using
population thereby, protecting the community from a HIV/AIDS epidemic.   Dr.
Viswanathan S. Mani, FIRM, Thiruvananthapuram

References:
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♦  Chennai, India: HIV prevention among substance users

The hospital has been involved in out reach-community and Harm Reduction
approach for 3yrs, The types of substances and patterns of use are as follows: Ganja
(Marihuana) - smoked, Heroin as Brown sugar - smoked, chased, fixed, Tidigesic -
Injected either alone or in cocktails Phenargan Avil Tidigesic (PAT)/ Calmpose, Avil,
Tidigesic (CAT) and Benzodiazepines. Most users are male (65%) between 30 -40
years. 80% of them had formal education and 80% of them are from low
socioeconomic status, living in slum settings.

HIV prevalence in the harm reduction centre is 31%.  More than 60% share needles &
syringe. Many of them participate in commercial sexual activities. Trading of sex for
substances has been reported. Sexual violence following intoxication is common. of
the reported more than 50 % of the registered users attend clinics regularly. HIV
prevention interventions targeting sexual behaviour is done through structured
awareness meetings/classes and making available free condoms to substance users,
though condom use is low.    Substance users are sexually active, experimental and
risk taking. Policy measures must be taken to address the situation.  About 30 % of
the substance users are HIV positive and part of the large society; there is an
imminent danger of spread of infection to the society at large. Hence all out measures
must be taken to intervene appropriately. Dr. Srivastan Srinivasan, TTK, Chennai
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♦  Chennai, India: HIV prevention strategies for injecting drug users in India

In many parts of the Asia, including Malaysia, Vietnam, Myanmar, Yunnan Province of
China, and the north - eastern states of India, injecting drug use is the major mode of
HIV transmission. Drug injecting and HIV form an explosive combination. For
example, in Manipur, the first seropositive drug injector was not detected until October
1989; within three months 9 per cent were positive, and in the next three months, the
prevalence rate had increased to 56 per cent- a rise from zero to 56 per cent within six
months (Sarkar et al, 1994). In India, mid 1980s witnessed an epidemic of heroin
injecting in north-eastern states of Manipur, Nagaland and Mizoram (Naik et al, 1991;
Sarkar et al, 1991). During the 1990s a new epidemic of pharmaceutical drug injecting,
notably with injectable buprenorphine occurred in major cities of India (Chowdhury and
Chowdhury, 1990).

Injecting drug use is escalating in India and is documented in many cities including
Delhi, Chennai, Calcutta, Mumbai, Imphal, Cochin, Thiruvananthapuram, Pune,
Ahmadabad, Amritsar, Chandigarh, Goa, Trichi and Bangalore. The drugs injected
include: heroin, heroin in its adulterated form (brown sugar), buprenorphine (tidigesic),
diazepam (calmpose), chlorpheneramine maleate (avil), promethazine (phenargan),
pentazocine (fortwin) and dextropropoxyphene (proxyvan). Use of cocktails containing
combinations of various pharmaceuticals is popular among injecting drug users and at
Chennai, a vocabulary exists for such combinations – “CAT” for a combination
containing Calmpose, Avil and Tidigesic. In 1998, a series of five rapid situation
assessments (RSA) of injecting drug use were undertaken covering metropolitan cities
of Mumbai, Calcutta, Delhi, Chennai and Imphal (Dorabjee & Sampson, 2000). In
Manipur it is estimated that there are about 15000-20000 injecting drug users. The
following is the estimated number of injecting drug users in the other cities: Delhi -
25000-30000; Mumbai - 38000; Calcutta -10000-15000; and, Chennai 10000-
15000 (Dorabjee & Sampson, 2000).  The HIV sero prevalence among drug users is
heterogeneous in India.

Median Value of HIV prevalence among IDUs- Sentinel Surveillance, Round 2000

Manipur (3 sites) 64.34%

Chennai 26.70%

Mumbai 23.68%

Mizoram 9.61%

Nagaland 7.03%

Delhi 5.00%

Bangalore 4.23%

Calcutta <1%

Risk Behavior and Risk Environment

Key factors encouraging diffusion of injecting to new social groups include the cost of
heroin, the impurity of the drug, the rate of police arrests (Panda et al, 1997), and the
social acceptance or normalisation of drug injecting. Drug injecting and risk behaviours
may be influenced by the ‘risk environment’, and by local substance use settings.
Majority of users in the cities are poor and dwell in slum settings. Many of them are
engaged in transportation, port, fishing and casual unskilled work. Opiate use among
street children is also very high. Certain geographical locations, settings and
subpopulations have increased risk, and there is need to track changes in behavioural
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risk over time to contain the spread of HIV. Many of the problems of HIV transmission
and other adverse health consequences among IDUs are linked to poverty, slum
dwelling, unhygienic surroundings, access to primary health care, clean water, sterile
syringes, prosocial opportunities and high levels of demoralisation. Without addressing
these environmental issues, it is doubtful that the full potential of HIV interventions for
IDUs will be realised. Sharing, both direct and indirect, is common among IDUs
(Kumar et al, 2000; Dorabjee & Sampson, 2000). Sharing is common in shooting
locations, dealer’s places and facilitated by withdrawal states. There are two important
groups of injectors in India –heroin injectors and buprenorphine injectors. The heroin
IDUs lead chaotic lives, inject frequently, have more drug using network members,
share during withdrawal states, frequent shooting locations, use the dealer’s place to
inject, and face increased threats of arrest. In contrast, many buprenorphine IDUs
manage their drug use without serious crises (Kumar et al, 2000).

Sexual risk behaviour is equally important, and India’s HIV epidemic is largely driven
by heterosexual transmission (NACO, 1999). Unprotected sex and commercial sex is
common with a high prevalence of sexually transmitted infections among IDUs, as
elsewhere in the sub-continent (Chowdhury et al, 1998, Kumar et al, 2000). Alcohol
consumption and intoxication is associated with high-risk behaviour, and this important
issue needs to be addressed in HIV prevention among drug users (Latkin et al, 1994;
Kumar et al, 1998).

The contribution that the sexual transmission from IDUs to their partners makes to the
overall HIV epidemic may be substantial. For example 45% of the spouses of HIV
positive IDUs in Manipur are themselves HIV infected (Panda et al, 2000). Contrary to
common belief, IDUs are often highly sexually active and are frequently involved in
high-risk sexual activity.

HIV prevention among Injecting drug users has been done through Community
Outreach programmes.  Outreach has provided substantial opportunity to contact and
work with the hard-to-reach population. Manipur and a few other northeastern states of
India have outreach activities for drug users (Hangzo et al, 1997). Community based
outreach services are operational in Chennai, Calcutta, Mumbai, New Delhi and
Bangalore. Community based outreach services have been evaluated and found to
produce significant changes in injecting drug risk behaviour but that sexual risk
behaviour is difficult to change (Kumar et al, 1998).

Needle exchange programs are operational in Northeastern states, New Delhi,
Calcutta and Chennai. An experimental NEP has been evaluated to significantly
promote positive behaviour change (Kumar & Daniels, 1995).    Even though
transitions to drug injecting in India were facilitated by the increased availability of
injectable buprenorphine, it may be worthwhile considering whether to shift opioid
injectors to sublingual forms of buprenorphine. While methadone is not yet available,
sublingual buprenorphine (0.4mg and 2 mg) is available in India, and has recently
been approved by the Drug Controller of India for use in De-addiction Centres.

Community-based substitution therapy with sublingual buprenorphine has been
implemented in New Delhi (Dorabjee and Sampson, 1998). The programme proved
attractive to the out-of-treatment opioid dependent population in New Delhi. Recently,
supported by the European Commission, a drug substitution program with sublingual
buprenorphine is being carried out at Madras by two non-governmental organizations.
Considering the unacceptably high relapse rates for opioid users following treatment in
Madras (Kumar, 1998), the treatment services need to re-orient towards more
pragmatic public health oriented approaches.
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Condom promotion

Even though condoms are available, the uptake of condoms by drug users is low.
Studies reveal that condom use among the drug users, in particular with their regular
sexual partners is very low. In a study of 250 IDUs from two outreach centres in
Chennai, 77% reported to be sexually active, 32% admitted to visiting sex workers
and 20% reported having had a sexually transmitted disease (STD) during the year
that preceded the survey (Kumar 1998).  In another study of 100 IDUs in Chennai,
43% of buprenorphine users and 24% of heroin users reported a history of an STD
during the last year. IDUs who have been injecting for 2 or more years had high
prevalence of HBV and HCV, 34% and 93% respectively, with similar proportions
among buprenorphine and heroin users. However, heroin injectors had higher levels
of HIV infection than buprenorphine injectors (26% versus 12%)  ( Kumar et al 2000)

Scaling up interventions

Though found to be effective, such outreach and other programmes are reaching only
a small proportion of IDUs. Coverage is critical for successful HIV prevention. Given
the fact that community interventions in India are carried out only by NGOs, the
challenge now is to increase the programmes in number, to a scale commensurate
with the magnitude of the problem in India. Comprehensive HIV prevention requires
multi-level interventions and multi-sectorial involvement ensuring good quality services
are provided (e.g. adequate supply of sterile syringes, condoms, adequate dose of
buprenorphine).  Access to health and welfare services and reaching out to the
majority of drug using population through community outreach may only help to
contain HIV transmission.

HIV prevention programmes for the drug users in India need to target both the
injecting as well as the sex risk related behaviours. There is evidence that injecting
drug use changes with HIV prevention efforts like outreach and maintenance
treatment with sublingual buprenorphine but the sex risk behaviour may be difficult to
change among the drug using populations. Given the potential for transmission of HIV
from injecting drug users to the general population through their sexual partners, there
is an urgent need to develop interventions that reduce the sexual risk behaviour
among the drug users.   Dr. Shakuntala Mudaliar, Dr. M. Suresh Kumar, Fr.
Desmond Daniels
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♦  Tanzania: Psychoactive substance use and sexual risk behaviour in
Tanzania

Review of adolescent sexual activity in Sub-Saharan Africa indicates a high
prevalence of sexual activities, multiple sexual partners and infrequent use of
condoms (Kaaya et al 2002). In Tanzania, an ethnographic study on drug and alcohol
use behaviour have been linked to increased vulnerability to unprotected sexual
activity (Leshabari et al 1996a; Leshabari et al 1996b). Both studies indicate that the
“setting in which alcohol is used is conducive to unprotected sexual activity,
promiscuous behaviour and movement from one area to another during local market
days with increased youth vulnerability to HIV infection.” Intravenous drug use is also
emerging as a serious factor contributing to the HIV epidemic in our region.  Alcohol,
tobacco and cannabis are the substances that are widely abused in Tanzania.  Abuse
of hypnosedatives such as benzodiazepines and methaqualone has been sporadic
depending on availability and movements of these drugs in different parts of the
country. Khat (miraa) has been widely used by a segment of the population; especially
truck drivers and other people who want to keep awake at night. During the past
decade, more and more people are using this drug for recreational purposes (Kilonzo
and Maselle, 1986).  Cannabis and khat are the two major illicit substances that
people use with frequency of 3.8% and 3.7%  respectively (Kilonzo, 1992).
However 0.1% of the informants already have tried either heroin or cocaine. Most
experimenters were males (57%). A large proportion (32%), were between the
ages of 21 and 30 years. Of all informants (N=905), 69% reported to have ever
used at some time in their lives one or several substances for non-medical
purposes. Of these 8.7% have used codeine, 7.4% diazepam (valium), 5.4%
cannabis, and 5.3% khat. Petrol sniffing was reported by 0.8% of respondents and
solvents by 0.4%. Only two (0.2%) informants admitted to have ever used cocaine
and only one (0.1%) had tried heroin. Lifetime use of alcohol and tobacco was
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widespread - 85% and 43% of informants respectively. Petrol sniffing was
characterized by 71.4% of youth ranging from 11 to 20 years. Substantial
proportions of informants between ages 21 and 30 years have used a wide variety
of substances: cannabis 49%, khat 46%, alcohol 34%, tobacco 26%, and heroin
(n=1) as well as cocaine (n=1). Older informants (between age 31 and 40 years
old) mostly used codeine and diazepam (valium). Use of diazepam, barbiturates,
petrol, codeine and khat was higher for informants drawn from urban areas. Use of
tobacco, cannabis and alcohol appeared to be higher in the rural areas. Reasons
for use include; experimental, sociability, fun, curiosity in some regions, stress, peer
and drug pusher pressure.

The department of psychiatry at Muhimbili, the teaching hospital, is recording cases of
substance dependence problems. Most of them smoke heroin as “brown sugar”.
Intravenous use of heroin,  is also emerging, especially in marginal areas of urban
centres. Overall, substance use induced psychosis among admitted patients during
1997, 1998 and 1999 was 1.7% (N=1414), 3.6% and 4.3% (N=1636) respectively,
indicating either an increasing problem or better recognition of the conditions. With
regard to dependent and non-dependent substance use 1997 recorded 9% (N=1414),
1998 9.2% (N=1534) and 7.9% in 1999 (N=1636). In Tanzania prevalence of HIV
infection among pregnant women attending antenatal clinics in the country ranged
from 4.2% to 32.1% among 6,505 attendees from 28 sites in 2000. Out of 800,000
women who delivered in health facilities countrywide, 106,400 (13.3%) were infected
with HIV (MOH, 2001).  The overall sero-prevalence of HIV among blood donors in the
country during 2000 was 9.9%. The range in districts was from 1.5% in Kondoa to
35.3% in Kilombero. The overall HIV prevalence among male blood donors increased
from 8.7% in 1999 to 9.2% in 2000. The highest prevalence was reported in Kagera
region (19.5%) followed by Mbeya and Morogoro regions with prevalence of 15.4%
and 15.2% respectively. The lowest prevalence was reported in Dodoma region
(3.7%). Among females, prevalence increased from 12.6% in 1999 to 13.3% in 2000
(MOH, 2001).  An encouraging observation is that in some parts of Kagera Region
(Muleba) prevalence decreased from 10% in 1987, to 6.8% in 1996 and 4.5% in 1999;
with a similar decline in another site (Karagwe) from 4.5% in 1987 to 2.5% in 1999.
Observations indicate a rise in condom use, marriage at an earlier age, and reduction
in the number of sexual partners (MOH, 2001).

In counselling sessions, many recovering substance use clients, for example, are
reported to be worried of having contracted HIV while they were under the influence of
alcohol or other substances. They raise concern arising out of their previous risky
sexual behaviour. A counsellor observed: “They have concerns when they start to
recount about the boys or girls they have been sleeping around with.” Unsafe sex in
the setting of substance use is reported in casual sex, substance use as a source of
courage to engage in illicit sex or prostitution as a means to facilitate a career in the
sex industry and casual sex with multiple sexual partners is facilitated by substance
use. Respondents likened sex under these circumstances as sexual abuse.  Given the
current high levels of HIV infection in the country, adding substance use to the picture
results in a very high-risk environment.  Several informants reported intravenous drug
use with needle sharing. Syringes used in administration of intravenous heroin are
collected from the hospital disposal sites. This is a situation that further increases the
risk of acquiring most blood borne diseases such as hepatitis C and HIV, the risk that
is then further extended to sexual partners.  Substance use interferes with judgement
over safe sexual practices such as condom use and reduction of sexual partners.
These observations suggest potentially explosive situations if issues of substance use
prevention are not dealt with hand in hand with other preventive strategies for
HIV/AIDS.  HIV prevention through STI control is already showing good results.
Measures to reduce substance use may open another avenue for fighting the
epidemic. Since there is a relationship between substnce use and sexual risk
behaviour, which in turn increases the chances of contracting HIV/AIDS, any
preventive strategies for HIV/AIDS will also have to take into account substance use
prevention if the fight against the AIDS epidemic is to be successful. Professor G. P.
Kilonzo
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♦  South Africa: South Africa: South Africa: South Africa: The association between substance use and sexual risk
behaviour

South Africa currently has one of the highest rates of HIV infection in the world
(UNAIDS, 2002). In addition, rates of alcohol consumption are extremely high among
South Africans (Parry, 2000). Many of South Africa’s social and health problems are a
consequence of those high rates of alcohol consumption (Parry and Bennetts, 1998)
Sexual risk behaviours are proposed to be one such problem. Although there has
been correlational research showing that the two are “linked” there would seem to be a
need for more in-depth research to understand further the association between the
two behaviours.

South Africa is just over eight years into a new democracy. It has been undergoing
massive socio-economic and political changes. Many consequences of these changes
are reported to be much higher rates of crime and of substance use and drug
trafficking than were seen during the days of the repressive apartheid regime. South
Africa has a population of approximately 41 million people (Statistics South Africa,
1996). The rate of growth is lessening due to numerous factors including the HIV
epidemic. During apartheid South Africans were distinguished into four main groups
referred to as Africans, white, coloured and Asian or Indian people. At the time of the
last population census of 1996 there were approximately 77% African people, 11%
white, 9% coloured, and 3% Indian/Asian (Statistics South Africa, 1996).

The prevalence of HIV among antenatal clinic attendees was seen to shoot up from
0.7% in 1990 to 24.5% in 2000 (Department of Health, 2001).  Those most affected by
the epidemic are black people, women, women in their twenties, sex workers and long
distance truck drivers and those in the military. The main factors seen to account for
the epidemic include the migrant labour system, political instability, and poverty.

Alcohol is by far the main substance of abuse in South Africa (Pluddemann et al.,
2002).  Consumption rates vary by gender and race group. Black and Asian females
have the lowest rates of drinking, while males of most groups use alcohol to a far
greater degree (Parry, 2001).  The predominant style of drinking is weekend drinking
and intoxication is fairly common Parry and Bennetts, 1998).

Several study findings in South Africa portray the following picture: Alcohol use is
associated with sexual behaviour (e.g. Flisher et al., 1990; Morojele et al., 2000). In
one study (Morojele et al. 2000) those who had engaged in binge drinking during the
two weeks period prior to the study were more likely to have engaged in sexual
intercourse than were those who had not engaged in binge drinking. Current drinkers
were more likely to have had sex with a near stranger or a person not known to them.
There is inconsistency in the results with regard to condom and alcohol use. Some
studies suggest that adolescents who use alcohol are more likely to use family
planning (e.g. Morojele et al., 2002). However, two studies found that the correlation
between alcohol consumption and use of family planning methods were not
statistically significant (Flisher and Chalton, 2001; Simpson, 1996).  One study
conducted among the arrested in three cities in South Africa – Cape Town, Durban
and Johannesburg sought to examine their rates of substance use (Parry, Vardas and
Pluddemann, 2001). Information was also obtained from the arrested on their use of
alcohol and their HIV status. It emerged that there was not a significant correlation
between alcohol use and HIV status. Specifically, 19% of those who used alcohol in
the past month were HIV positive as compared to 15% of those who reported not
having used alcohol in the past month. There were no significant differences in the
HIV rates of the drinkers and non-drinkers -study presented at the World AIDS
conference in 2000 in Durban reported on drinking among members of a mining
community in South Africa. It revealed that there was a positive correlation between
HIV status and alcohol consumption.



                                                                                          PSYCHOACTIVE SUBSTANCE USE AND SEXUAL RISK BEHAVIOUR

62

Nevertheless, there are numerous gaps and limitations in the research on alcohol and
sexual behaviour in South Africa. Among them are:

- samples have been limited (e.g. they have focused primarily on adolescents),
- methods and measures employed are not always comparable
- research tends to be correlation,
- research provides no explanations for the causes of the relationships,
- research provides no insight into the direction of the relationships

Future research activities should target groups such as, adolescents and youth, long
distance truck drivers, women in their twenties – with the highest HIV rates, Sex
workers, street children, mine workers and other migrant workers and men who have
sex with men .  More research is needed to :
- explain the relationship between alcohol use and sexual behaviour (e.g. is the

link simply due to alcohol’s psychoactive effects?),
- provide explanations for the seemingly inconsistent results regarding the

relationships between family planning use and alcohol use,
- examine specific events or occasions of drinking and how they may impact on

sexual behaviour. The current research does not focus on examining how
contexts of drinking; behaviour patterns of individuals whilst drinking;
expectations regarding alcohol’s effects on sexual behaviour and other such
factors might play a role in influencing sexual behaviour, or risky sexual
behaviour.   Neo K. Morojele, Ph.D.
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♦  ZAMBIA: Alcohol Use and Sexual Risk Behaviour: Report on Literature
Review

Zambia is a landlocked country of 752, 614 square Kilometres and is situated in the
southern part of Africa with eight neighbouring countries. The population is
approximately 10.184,000.  The country’s population is characterized by rapid growth
of 3.1% per annum and by a very young population, with a child population below 15
years estimated at 45.5% of the total population.  In 1991, 69% of the population were
living below the poverty line and this rose to 73% in 1998. Widespread poverty, high
rates of unemployment and generally low returns from informal sector income have
been associated with high -risk sexual behaviour and spread of HIV. The first case of
AIDS was officially reported in 1986. By 1999, the cumulative number of AIDS deaths
from the beginning of the epidemic was estimated at more than 650,000. In the rural
areas, the HIV infection rate is estimated at around 10-15 percent as compared to 25-
30 percent in urban areas.

A number of factors have been identified as contributing to high prevalence and
spread of HIV/AIDS in Zambia. These include, among others; multiple sexual
relationships, low use of condoms, poverty and poor overall health, socio-economic
status of women, urbanization and mobility and early sexual activity. Estimates
indicate that AIDS related deaths account for half of Zambian mortality and
approximately 80% of mortality among adults aged 25-45 years.  Sexually transmitted
Infections (STIs) pose a high susceptibility to HIV infection as medical studies have
proved that STI significantly increase the chance of HIV transmission per act of
unprotected sex between an infected and uninfected partner. The Zambia sexual
behaviour surveys (ZSBS) conducted in 1998 and 2000 observed that the behaviour
of women and men with STI deteriorated between 1998 and 2000.

Overall the 1998 and 2000 ZSBS conducted concluded that a lot needed to be done
to improve knowledge, attitudes and sexual behavioural practices; 1/3 of women do not
think men can be satisfied with only one partner. Even though majority of adolescents
was sexually active, knowledge about HIV/AIDS and condom use was lower than
among older respondents. Misconceptions still existed about HIV transmission and a
greater majority of those who contracted STIs continued to practice unsafe sex despite
being aware about their STI status.  Analysis of the data collected by the Society for a
Family Health indicated that nigh-club based sex workers were less likely to practice
preventive sexual behaviours compared to street-based sex workers who had a
professional identity and were willing to be publicly acknowledged as sex workers,
making it easier to convince clients to use condoms.
Although some literature on traditional drinking practices exists, there is hardly any
relating to current alcohol use and sexual risk behaviour linked to it. However, some
data from the WHO/UNDCP Global Initiative on Primary Prevention of Substance
Abuse Baseline Assessment may be of some help:

Table: Alcoholic Outlets in Kanyama and Chinyika

Residential Area
Kanyama Chinyika

1.   Population 200,000 700
2. Number of retail

Outlets for alcoholic
drinks

129 12

39% of the 150 adults had drunk alcohol in the past 30 days.
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Alcohol was the most commonly used substance for young people as shown
below:

Age
group/sex

Lifetime Past 12
months

Past 30
days

10 – 15
years
16 – 21
years
Male
Female

31.3
56.2
55.0
38.9

23.8
40.6
40.5
28.3

8.8
25.5
27.5
11.1

There is hardly any literature on alcohol use and sexual behaviour in Zambia. This is
the major gap that has been identified by this literature review. Such research could
focus on, among other areas:

- the extent and nature of alcohol use especially among the most vulnerable
groups (adolescents, sex workers and their clients)

- the effect of alcohol use on sexual behaviour i.e. the extent to which the use
of  alcohol affects preventive behaviour e.g. condom use and abstinence

- the interaction between social context and personal identity and
- how this may  affect alcohol use and sexual activity.

Mr Richard Zulu
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♦  Tanzania: Experience with Rapid assessment on substance use

The team carried out rapid assessment in five zones in Tanzania and Zanzibar,
including Arusha, Mbeya, Zanzibar, Dar-es-Salaam and Mwanza.  These sites were
selected primarily as they were large cities or towns, as well as to allow for urban/rural
comparisons. The main methods used were qualitative and ranged from key informant
interviews and discussions to FGDs.  Data collected from the education, health and
law sectors were used as a qualitative base to understand the magnitude of the
problem. The study targeted specific areas both at the organizational and at the
individual level.  Organizations included the police, prisons, education sectors and
health sectors. Individuals included key people in the community and substance users.
An informal mapping was carried out to outline the key areas of high- and low-
substance use. Following the key informant interviews, a snowball method was utilized
to select the substance-users to be interviewed.  The in-depth interviews focused on
group norms and individual perspectives, as well the context in which substances
were abused, and the magnitude of the problem.  The interviews were also used to
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find out what areas of services could be improved in order to make access easier, and
the resources available for addressing the substance use problem.

One of the major constraints faced during the study included difficulty with the law,
especially since they were supposed to enforce the law against drug trafficking. The
study made the law enforcers extremely defensive.  In the case of the judiciary
system, the researchers were only allowed to write down the information and not use
audio tapes. Some of the members of the research team feared going to very risky
areas. One major lesson learned from this study was that qualitative methods involve
a lot of paper work, which usually has to be adequately planned and resourced.  The
use of software such as NUDIST and EZ by CDC are all very useful in analysing
qualitative data. Dr S.  Kaaya

♦  Tanzania: Tanzania: Tanzania: Tanzania: Experience with Rapid assessment on HIV/AIDS

The Ministry of Health commissioned the National Institute for Medical Research to
carry out this study in Tanzania.  The major objective of the study was to assess how
HIV/AIDS has overburdened the health system socially and economically.  The results
obtained were to help find solutions to counteract some of the burden.
The study involved 10 regions in Tanzania, one of them being a pilot region.  For each
region, a regional hospital, a district hospital, a private hospital and a health centre
were included.  In each of the hospital, focus group discussions and interviews with
health workers, counsellors and other key people, including HIV positive patients were
conducted.  Data was also reviewed from the hospital registers.

Qualitative methods were used to collect data for this study. Due to the stigma
attached to HIV/AIDS there is very limited information available on paper, for instance,
the number of admissions due to HIV/AIDS is rarely recorded.  The qualitative method
utilized, e.g. FGDs with HIV/AIDS patients yielded some very sensitive information that
would not have been obtained otherwise.  Despite all the advantages of using
qualitative methods, setting appointments and organizing FGDs proved to be a very
difficult task. Qualitative methods often require a lot of time, which was hard to find
with health workers who were extremely busy with their duties.

Lack of time to transcribe tapes from the FGDs limited the use of all the information
obtained from the groups. Hence, the information used was limited to what the study
required. Experience with this study indicated the importance of scheduling time for
dealing with the vast quantity of data obtained when using qualitative methods
compared to quantitative methods.   Dr. Aziza Mwisongo

♦  Nigeria: Injecting Drug Use and HIV – Findings from Phase II WHO IDU
Study

The Phase I WHO Injecting Drug Use (IDU) study was as a result of international
concern over HIV infection associated with injecting drug use. Eleven cities
participated, only three from developing countries. Issues raised from Phase I included
the need to extend the study to a wider range of developing countries; need to develop
and utilize more rapid methods of assessment; need to use more qualitative methods
to explore the context of IDU; and need to identify critical intervention points and
effective interventions. Planning for Phase II was initiated in 1995, aimed at
addressing issues raised in the Phase I study. Lagos was included among the
participating cities.

Alcohol and tobacco are the most widely-used substances in Nigeria. Use of cannabis
dates back to the 1950s, shortly after World War II. Hypnosedatives, barbiturates and
amphetamine-type substances were quite popular in the 1970s. Use of heroin and



RESEARCH AND RESPONSE EXPERIENCES

67

cocaine was first reported in the early 1980s when the country became a transit route
for international drug trafficking. The key method of administration is by smoking. Until
recently, intravenous drug use was considered rare. The country’s drug control
programme seems to emphasize supply control over demand reduction. Treatment
and rehabilitation facilities are grossly inadequate.

There has been a steady rise in HIV prevalence, from 1.8 per cent in 1991 to 5.4% in
1999. About 2.6m adults (15-49yrs.) have been infected (1999 estimates), mostly in
the age group 20-24yrs. Infection rates among various population groups are: ANC:
4.5%; TB: 13.6%; STD: 15.1%; CSWs: 34.2% (1995 estimates). Mode of transmission
is mainly heterosexual. HIV prevalence among drug users is not known. Factors which
may facilitate the rapid spread of injection practices in Nigeria include: ineffective drug
supply control strategies, easy availability of injecting equipment, preference for
injections even in routine treatment, and the return of youths from IDU-prevalent
regions. Drug use is known to be linked to HIV spread through the sharing of
contaminated injecting equipment (needles and syringes), the psychoactive effect of
substances (e.g. intoxication) leading to high risk behaviour, and the fact that many
drug users engage in CSW to sustain their dependence on substances. Using the
Rapid Assessment and Response methodology (WHO, 1998), the Phase II study was
conducted to collect baseline data on IDU in Lagos.

In one month of field-work, 398 street drug users were surveyed, 21% of whom were
ever-injectors; 14% were current injectors. Heroin was the most commonly injected
drug, followed by cocaine. Some of the reasons why injectors first injected drugs were
that they wanted a better high (39%), their friends/companions were injecting (38%),
peer pressure (20%), curiosity (14%), to impress others (8%) and being at a party
where others were doing it (6%). The never-injectors had always preferred the non-
injection method because they were worried about the health consequences of
injecting (22%), were accustomed to non-injecting methods (20%), did not see
themselves as the injecting type (19%), were satisfied with the high from non-injection
method (15%) and had a fear/dislike for needles/syringes (15%).

The study revealed that injecting drug use is an emerging problem in Nigeria. Even
though it was initially associated with middle-class, well-travelled people, there is now
evidence that it has spread to street users. Sixty four per cent of injectors surveyed
first injected in the Lagos area thus suggesting that injecting drug use is really not a
“foreign” habit as was once believed. Furthermore, 35% of injectors had initiated
someone into injecting drug use in the 6 months before the survey. There was only a
2-year gap between age of first use of injectable drugs and age of first injecting (25.5
Vs 27.2 yrs). The HIV risk factors found to be associated with injecting included: non-
sterile ways of preparing solution and injecting, sharing of injecting equipment
(needles/syringes), sharing of containers, reuse of equipment, and the environment
itself (drug joints, roadsides, and toilets). A number of risk factors were associated with
sexual practice. Only one in four of the sample were married or co-habiting. About a
third engaged in sex with opposite sex casual partners, often without the use of
condom. Most of the females admitted to being CSWs. The street drug users
surveyed had very poor knowledge of HIV transmission. For instance, only a quarter
of them knew that HIV could be transmitted through sharing of needles/syringes.

Up to 9.8% of the sample tested positive for HIV. This was much higher than the
national seroprevalence rate of 5.4%. There was however no statistically significant
difference between ever-injectors (8.9%) and non-injectors (10%). Females in general
were ten times more likely to be positive than males (44% vs. 4.2%; p<0.001). Drug
users below the age of 30 years were also more likely to test positive.

Only one in four of the drug users had used a treatment service before. A third
complained of difficulties in accessing services, 85% for financial reasons. Policy
makers and health care providers admitted having difficulties in offering services. Drug
users were found to be a highly marginalized group and were being discriminated
against.
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A number of limitations were observed in this study. There was limited coverage as
middle-class elite IDUs were not included. The survey was only limited to one of the
36 states of the country. Moreover, intervention could not be implemented
immediately. Nevertheless some lessons have been learnt which include: the
usefulness of RAR methodology (with regards to community participation /
penetration), capacity building (thus ensuring sustainability), and factors militating
against immediate intervention (low level of awareness of problem among
policymakers and practitioners, together with inadequate infrastructure / budgetary
allocation). Among the impacts of the findings is a change in the long-held belief that
IDU is rare in Nigeria.

IDU and HIV are an emerging public health problem in Nigeria and there is poor
knowledge and awareness of the problem at all levels. There is need to focus attention
on the neglected drug users in general, and IDUs in particular. There is also a need for
close collaboration between substance use and HIV services. Community involvement
is essential. Other substance use / HIV prevention modalities need to be explored (not
just supply control / demand reduction). More studies are needed for greater coverage
and to further examine gender issues and sexual risk behaviour among IDUs and
other high risk groups.  Dr.  A. Akinhanmi
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(CEADS), Universidad Nacional de Rosario, Juan Manuel de Rosas 1058, 2000 Rosario,
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Dr Vladimir Poznyak, Mental Health & Substance Dependence Department
World Health Organisation, CH-1211, Geneva, Switzerland
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Dr.Tim Rhodes, Ph D, Senior Lecturer, Dept. of Social Science & Medicine,
Imperial College of Science, Technology and Medicine, The Reynolds Building
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trhodes@ic.ac.uk
Dr.Shekhar Saxena, Co-ordinator, Mental Health & Substance Dependence Department, World
Health Organisation, CH-1211, Geneva, Switzerland
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♦  Participants:
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Hubesh@hotmail.com255-222130770, 744691878, 255-22130660/2131 864 National Institute
for Medical Research (NIMR)
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Tanzania, Kisinza@hotmail.com, Tel: 255-022-2130770 Fax: 255-022-2130660, Research
Scientist (Disease Epidemiology), National Institute for Medical Research

Dr.Rahmaan Abolore Lawal, Psychiatric Hospital, P.O. Box: 2008, Yaba, Lagos, Nigeria,
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yratnake@yahood.co.uk
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Adelita Gutiérrez Madrigal, Minst. Justicia, Trabajadora Social, Tel: 438-17-87

Héctor Acosta Jirón, Economista, Prohumana, Tibás , Tel: 1509-1100, E-Mail:
hector@prohumana21.org
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Ivonne Zelaya de Acosta, Abogada, Prohumana, Tibás, Tel: 1509-1100, E-Mail:
ivonnezm@hotmail.com

Maribel Méndez Porras, Mins.Just, Lic.Est.Lat., San José, Dirección Nal. de Prevención, Tel:
5685-1000, E-Mail: prevencionmj@hotmail.com

Vicky Rodríguez Ruiz, Minis.Just, Tra. Social, San José, Dirección Nal. de
Prevención, Tel: 5685-1000, E-Mail: prevencionmj@hotmail.com

Mario Sáenz Rojas, Minis.Just. Psicólogo, 5685-1000 San José, Dirección Nal. de
Prevención, E-Mial: masaenz65@yahoo.com

Gustavo Campos López, Médico, Prohumana, San José, Tel: 1509-1100, E-Mail:
gcampos@comodes.gob.gt

Luisa Villanueva Salazar, Enfermera, Prohumana, San José, Tel: 1509-1100,  E-Mail:
luivilsa@ns.ulatina.ac.cr

Julia Li Vargas, Adm. de Negocios,CCSS, Banco Nal. de Costa Rica, 300 norte, Condominios,
Santa Mónica, Apartamento 15 Guadalupe, Centro, E-Mail: jlee@ccss.sa.cr

Alvaro Navarro Vargas, Economista, Prohumana, Tibás, Tel: 1509-1100 , E.mail:
alvaronv@racsa.co.cr

Elsie Bell Pantoja, Administradora, Prohumana, Tibás, Tel: 1509-1100, E.Mail-
ebell@ministrabajo.go.cr

Yamileth Jiménez Cubillo, Trab.Social, Minis.de Trabajo, San José Oficina de Género, Tel:
10.133-1000, E.Mail- yjimenez@ministrabajo.go.cr

Warren Crowther, Profesor, Prohumana, Tibás, Tel: 1509-1100,  E.Mail-
warren@crowther.com

Elizabeth Morera Aguero, Enfermera, Mini.de Just.San Miguel, Desamparados Urbanización
Casa de Campo, NO.10-B San José, Tel: 379-88-49/438-53-45.

Armando Silva Solorzano, Médico, Minist. Justicia, San José, Tel: 7-1470-1000, E-Mail:
silvaram@racsa.co.cr

Olga Solano Córdoba, Informática, UNA-MEP, Heredia, Doctorado Estudios Latinoamericanos,
Tel.-86-3000, E.Mial- olga.solano@fod.ac.cr

Yalily Céspedes Mora, Prohumana, Tibás, Tel: 1509-1100, E-Mail: ycespes@sol.racsa.co.cr

Luis Fallas Calderón, Planificador, MIDEPLAN, San José, Tel: 10127-1000, E-Mail:
lfallas@ns.mideplan.go.cr

Claudia Gutiérrez Uribe, Médico, Prohumana, Tibás, Tel: 1509-1100, E-Mail:
cgutierrez62@hotmail.com

Cecilio Simón, Admins. Prohumana, Tibás, Tel: 1509-1100, E-Mail:
csimon@prohumana21.org

Eugenia González Zúñiga, Soc. Política, Prohumana, Tibás, Tel: 1509-1100, E-Mail:
gcalvo@racsa.co.cr

Rodrigo Vargas Ruiz, Antropológo, Fund. Omar Dengo, San Pedro, Tel:1032-2050, E-Mail:
rovaru@racsa.co.cr

Luis Villalta Sosa, Psicólogo, INA, Santo Domingo, Heredia, Tel: 256-3100, E-Mail:
villalta70@yahoo.com


