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Abbreviations
AIDS - acquired immunodeficiency syndrome

ARV - anti-retroviral therapy

CAHR - Community Action on Harm Reduction Project
CITI - community initiated treatment intervention

GO - governmental organisation

HAART - highly active antiretroviral therapy

HIV - human immunodeficiency virus

NEP - needle exchange point

NSP - needle and syringe programme

PDI - peer driven intervention

PreP - pre-exposure prophylaxis

ST - substitution therapy

UNAIDS - the Joint United Nations Programme on HIV/AIDS
UNODC - United Nations Office on Drugs and Crime
VCT - voluntary counselling and testing for HIV

VL - viral load

WHO - World Health Organisation

Training principles and module use

The ideal number of training participants is 10-15 people. It is advisable to accommodate all
participants at the location where the training will be conducted, as there will be homework at the
end of each day in order to prepare training sessions in small groups. Staying in the same place as
the training also encourages informal communication and team building.

Training principles:



e All participants (including facilitators) are equal and free to express their opinions and
ideas.

o Facilitators are flexible in adapting the context of the training, based on country context and
participants’ needs and requests received before or during the workshop.

e Facilitators provide necessary support to participants for their homework, upon request.

e Participants are informed that, as part of the training concept, they will be required to
perform post-training tasks and send their materials to facilitators.

Aim and objectives of the training

Aim: To present participants with a theoretical basis and practical models of building effective
programmes on access to care and treatment for PWIDs, using community-based outreach services
for marginalized groups as a platform.

Objectives:

e To present modern approaches for organizing ART for PWIDs, including regimen selection,
adherence support and case management

e To develop best models for an effective case management model, using NSP and outreach
projects that meet the requirements of both national specifics and client needs

e To develop project plans with a specific focus on scaling up ART for project clients.

Training structure

The training module is planned for three training days. It envisions day I focussing primarily on an
introduction and lectures, day Il combining both teaching and practical exercises, and day III
focussing mainly on developing and presenting project workplans. All training days start at 9.30am
and finish at 5.30pm with two coffee breaks. Each day participants will have a regular wrap up
session to share the results of the day, and start every morning with a short Q&A session to
reinforce key topics of the previous day.

Each teaching session is supported by practical exercises and interactive discussion. This will allow
participants to gain a full understanding of models and approaches, as well as key principles of
managing HIV positive clients in need of ART, including clients with co-morbidities and various
social barriers to effective initiation of a care continuum.
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The main focus of the training is on ensuring participants’ full understanding of the potential of
NSP/outreach projects to effectively manage clients with HIV, link outreach projects to HIV service
sites, and the integral role of outreach teams in the continuum of care for PWIDs.

Agenda
Day 1
Time Session title
9:30 - Introduction (aim and objectives of the workshop)
10:00
Questionnaire (pre-workshop)
10:00 - Introduction of the facilitator and participants
10:20
Participants’ expectations
10:20 - Organizing access to ART for PWIDs: historical overview, key principles and most
11:30 effective models. New approaches to ART in PWIDs, role of NSP and access to ARV
treatment in reversing the HIV epidemic in marginalized communities
Video lecture by Julio Montaner
Interactive presentation and discussion
11:30 - Coffee-break
12:00
12:00 - Treatment cascade concept: definition, key components of the continuum of care,
13:00 flowchart of services and barriers

Stage I discussion
Outreach programmes as a vanguard of VCT and treatment continuum
Facilitator:

Making treatment in proximity and accessible - role of outreach programmes in
ensuring entry to the care continuum

Mini-presentations from countries (10 min/case presentation) - maximum 3

5




presentations
Discussion

13:00 - Lunch

14:00

14:00 - Stage Il discussion

15:30
Linking outreach clients to HIV healthcare centres: access to HIV disease
monitoring (CD4 cells, VL); case management, treatment counselling, integrated
approach
Facilitator:
Mini-presentations from countries (10 min/case presentation) - maximum 2
presentations
Discussion

15:30 - Coffee break

16:00

17:00 - Feedback on day 1. Expectations for day 2

17:30

Day 2.

Time Session title

9:00 - 9:30 | Briefingonday 1

9:30 - Stage III discussion

11:00
Within the healthcare system: dealing with co-infections (TB, HCV), treatment
inclusion criteria, counselling and support
Mini-presentations from countries (10 min/case presentation) - maximum 2
presentations

11:00 - Coffee break

11:30




11:30 - Stage IV discussion
13:00
Adherence and effective viral suppression - the primary goal
Facilitator:
Adherence in PWIDs: effective approaches to maintaining adherence in PWIDs.
Best models of ensuring high levels of adherence in PWIDs: peer counselling,
modified DOTS, reaching “dropouts” and working with treatment failures.
Mini-presentations from countries (10 min/case presentation) - maximum 1
presentation
What should be in place to ensure effective adherence support for PWIDs who
initiated ARV?
- medicines
- integrated care sites
- multi-disciplinary approach
- peer counsellor
- co-infection treatment (TB, HCV)
- social and psychological support
Facilitated discussion
13:00 - Lunch
14:00
14:00 - Cases
15:30
Group work
4 cases given out (NSP client/VCT; TB co-infection ST client; treatment denial)
Each group should finish with an individual plan for managing the client to ARV
initiation
15:30 - Coffee break
16:00
16:00 - Presentations from the groups
17:00
17:00- Feedback on day 2. Expectations for day 3
17:30




Day 3.
Time Session title
9:30 - 10:00 | Briefing on day 2
10:00 -
11:00
Experience of community-driven advocacy for access to treatment
What's new in the ARV world? pre-contact prevention strategy (PreP); test and
treat strategy; role of HAART in HIV prevention.
Mini-presentations from countries (10 min/case presentation) - maximum 1
presentation (optional)
Discussion
11:00 - Coffee break
11:30
11:30-12:30 | Country group work
Developing an annual project plan for scaling up access to treatment for PWID
12:30 - Presentations from country groups:
13:30
Country project plans
13:30 - Wrap up
14:00
Feedback from participants
Post-workshop questionnaire
Day 1.

Introductory session
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Objectives

1. Introduce training participants and facilitators

2. Gather expectations of participants and match them with the
programme context

3. Present aim, objectives and agenda
4. Establish ground rules

5. Assess participant’s knowledge/pre-workshop questionnaire

1 hour

By
\=

resources

Flipchart paper, markers, coloured or felt-tip pens, a “tree of expectations” on
a flipchart, a painting which symbolically presents the agenda, paints.

Step-by-step
instructions

g

Step 1. Questionnaire sheets should be distributed beforehand in
participants’ folders. Each participant should fill in the questionnaire before
the introductory session starts. ANNEX I

Ask national partners to make a welcoming speech on behalf of the hosting
organization (5 min)

Step 2. Ask a healthcare professional who is a champion of promoting access
to make a short inspiring speech on the role of harm reduction in access to
care for PWIDs (10-15 min)

Step 3. Introduce yourself, the group of co-trainers and administrative
personnel. Try to give exact information:

- What project do you work for?
- What is your experience as a consultant and trainer?
- What's your relation to the hosting organization?

Your colleagues then make their presentations according to the same
algorithm (15 min.)

Step 4. Round of introductions from participants and their expectations from
the training (20 min.)

Give each participant one post-it note and ask them to write a short mini-
presentation of themselves and their expectations from the training:

- My name and occupation
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- Where I come from
- My expectations for this training

- What I think is the most interesting/new thing to get from this
training

Step 5. All participants put their notes on a “tree of expectations” (a tree
drawn on a flipchart) that should stay on the wall during the entire training.

Mention which expectations can be achieved during the training and which
can be hard to achieve.

Key messages

An introductory session usually follows the following sequence:
¢ Knowledge assessment

¢ Introduction of training facilitators
e Presentation of aim and objectives

e Introduction of participants and expectations

Though the sequence can be changed, it is important not to forget any of the
components.

Make sure you have enough time for introductions when participants meet
for the first time.

The introductory session works as an ice-breaker and establishes the
atmosphere for the whole training.

Organizing access to ARV for PWIDs

10
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1‘@
Objectives

1. Give a historical overview of the development of access to treatment for
PWIDs: concept, strategy and principles.

2. Present key principles of organizing ARV for PWIDs, most effective
models and approaches.

3. Give information about new findings on ART for PWIDs, and the role of
NSP and community outreach in access to ARV treatment.

4. Present the new vision and philosophy of ART and its role in reversing
the epidemic in marginalized communities.

Time

1-1.2 hours

Materials/
A
resources (—

PowerPoint presentation?, video lecture, flipchart paper, markers, 6 sets of
paints, brushes.

Step-by-step
instructions

BA

%

Step 1.

Start with slides giving a historical overview of the development of the
concept of ART access for PWIDs.

Focus specifically on barriers to scaling up ART for marginalized
communities; provide parallels with negative stereotypes and denials that
prevented scale up of ART access in developing countries.

HIV in PWIDs: the neglected epidemic

30% of all new HIV cases happen outside Africa’s sub-Sahara region

30% of all HIV cases outside the sub-Sahara region are due to injecting drug
use

In many countries a generalized HIV epidemic started in the PWID
community and quickly increased and spread to the general population

Present this graph showing the exploding character of the HIV epidemic in
PWID communities.

! “Access to care and Treatment for PWIDs”, Day I presentation, Constantine Lezhentsev, Bangkok, Thailand,

2014

11
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Make sure participants understand the key feature of the HIV epidemic in
PWIDs: “once the virus gets into the PWID community it takes 5-7 years to
develop into a full-blown epidemic that affects this population very
severely”.

An effective response to the HIV epidemic is a combination of targeted
prevention programmes (i.e. harm reduction) and access to treatment for
vulnerable groups (ART).

Describe the situation with access to ART for PWIDs based on examples
from selected countries: in China, Russia, Malaysia, Vietnam and Ukraine. In
all these countries where PWIDs made up 67% of all HIV cases, only 25% of
this category of patients received ART (2008-2010).

Make sure participants understand that limited access to ART for PWIDs is a
universal problem and does not depend on economic development,

healthcare infrastructure, etc.

Barriers to access to ART

12




Go through the barriers and make sure participants understand and agree
with them.

Step 2.

Provide scientific data and evidence-based information about adherence,
access to treatment and effective models of ART provision for PWIDs.

Present WHO guiding principles of ART organization in PWIDs. Each
principle/approach should be supported by a case study description.

Be objective and try to describe each barrier specifically with proven ways
to overcome it.

WHO guiding principles of organizing ART access for PWIDs (WHO, 2006-
2014).

Go through the guiding principles and focus specifically on the 4th principle
that underlines the role of outreach/harm reduction projects.

Principles of organizing care for PWIDs
e Accessibility. Services should be in close proximity to the client, located

near his or her place of living and/or an area of frequent community
activities. They also should be part of the general system of healthcare

13




14

(decentralization, public health approach).

eIntegration of services (one-stop shopping). Concentration of maximum
quantity of the most needed services in one site.

eGradual increase of complexity of healthcare interventions (except in
urgent cases).

eLinkage with harm reduction programmes. Effective use of outreach routes,
NEPs, drop-in zones as an entry point to healthcare interventions.

Provide examples of the best models of organizing care for PWIDs.
Specifically focus on integration of substitution treatment (ST) and ART.

Examples:
eCanada. With ARV/ST integration, 35 out of 54 clients reached undetectable
viral load in 24 months.

*USA. With ART/ST, 79% reached less than 400 copies viral load in 6
months compared to 54% in general healthcare settings.

*USA. 54% of patients achieved undetectable viral load when ART was
delivered at needle exchange points; 69% chose to enter drug treatment.

e Ukraine. Combined tuberculosis treatment, ART, and buprenorphine was
associated with undetectable HIV viral load, increased CD4 cell count, and
sputum negative tuberculosis test after 6 months.

Step 3.

Describe new developments in ART and their role in effective management
of treatment in PWIDs. Present results of studies on ART utilization in
PWIDs.

Since 2004 there has been a breakthrough in developing new ART
medicines, presenting optimal ART combinations and significantly cutting
the price of ARVs.

What have we gained?

- Better regimens: simple, fewer side-effects

- Fixed dose combinations: number of pills decreased from 20 pills a
day to 1 per day

- We have better knowledge about resistance, ways to prevent it,
interactions between ART and substitution treatment
medications/street drugs

- We know when to start, how to avoid complications and reduce
mortality

- ART is a powerful tool to decrease HIV transmission

14
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We have proven:

- Scaling up ART in PWIDs is not associated with increased levels of
resistance to ARVs

- PWIDs (including active users) can be adherent to ART and reach
undetectable levels of viral load as well as other patients

Studies:

eIn the largest of the available studies (n=1191) investigators compared HIV
resistance to all major classes of antiretroviral drugs in PWIDs and other
patients during the first 30 months of ART.

eNo difference in rates of resistance has been found.

» A 2010 meta-analysis concluded that PWIDs had no greater odds of
developing antiretroviral resistance than did other patient populations.

Step 4.

Introduce Julio Montaner’s lecture. Talk about Julio Montaner’s role in
developing evidence-based data on ART in PWIDs, his role in advocacy,
research and delivery of medical care for marginalized communities.

Who is Julio Montaner?

Dr. Julio Montaner is a B.C. clinician and researcher recognized by the
international community as a leader in the field of HIV for over 20 years.

Over the course of his career, Dr. Montaner’s achievements have benefited
thousands of British Columbians, as well as people living with HIV across
the globe.

Among his many achievements, Dr. Montaner helped pioneer a “made in
B.C.” gold standard treatment for HIV, Highly Active Antiretroviral Therapy
(HAART) - an achievement that has saved thousands of lives.

Dr. Montaner has played a pivotal role in establishing and evaluating the
effectiveness of Vancouver’s Supervised Injection Site, which supports
hundreds of people who use injection drugs in Vancouver.

Currently, Dr. Montaner is leading a scientific inquiry to determine whether
increasing HIV treatment coverage among affected individuals can reduce
HIV transmission, a strategy that could offer new hope in the global battle
against AIDS.

Dr. Montaner is a catalyst and leader of the main studies that we use as
evidence when addressing adherence in PWIDs. He is an internationally
known advocate for harm reduction and equal access to treatment for
PWIDs.

15
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Step 5.

Start the video lecture. Make sure you study the lecture before the
presentation and develop a “facilitation plan” (i.e. identify and underline key
recommendations, statements and parts that require additional
explanation).

You can make pauses in the video lecture and encourage participants to
comment. Make sure you facilitate interactive group discussion, so
participants easily translate scientific data into practical solutions.

Key questions participants raise could be the following:

- Do we have enough data to state that scaling up ART in PWIDs does
not lead to resistance development?

- Did Julio Montaner study active drug users or only clients of ST
programmes in his research?

- Did Julio Montaner suggest to start ART as early as possible also in
PWIDs?

The video lecture is in Annex II.
Step 6.

Facilitate discussion based on two information blocks and reflect key points
and summaries on the flipchart.

Make a short summary of the knowledge gained from this section, and its
importance for further discussion and group work.

Key messages

It is important that participants remember and accept key statements on
ART provision for PWIDs (reflected on the flipchart) that include:

e adherence in PWIDs - facts versus stereotypes
¢ myths about ART in PWIDs and evidence-based study results

e what works and does not work in organizing ART for PWIDs

The main message should reflect global acknowledgement of the role of
harm reduction/outreach projects in organizing ART for marginalized
communities, and that access to ART for their clients is their responsibility.

Introduction to treatment cascade and Stage I of the care continuum

16
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1:@
Objectives

1. Present the treatment cascade concept: modern definition and its
epidemiological and programmatic value.

2. Discuss the care continuum concept and its main
components/stages.

3. Discuss and identify main barriers in reaching treatment cascade
goals.

4. Present stage I of the treatment cascade and discuss the role of
outreach programmes in enhancing VCT and further treatment
continuum.

Time

1.5 hours

Materials/

Al
o
1 )

resources' (—

PowerPoint presentation?, flipchart paper, markers, coloured or felt-tip pens

Step-by-step
instructions

g

Step 1.

Start with the PowerPoint presentation slides that give a definition of the
treatment cascade, and its practical use in organizing universal access to HIV
treatment and care.

Present the treatment cascade concept as a tool to understanding the link
between prevention/VCT and treatment as integral components of the
comprehensive strategy to control the HIV epidemic. (10 min.)

What is the HIV treatment cascade?

The HIV treatment cascade—also referred to as the HIV care continuum—is
a system to monitor the number of individuals living with HIV who are
actually receiving medical care and the treatment they need.

It was developed to recognize the various steps necessary for everyone who
needs HIV care to remain engaged in it—from the initial stage of getting

tested for HIV, to being able to suppress the virus through treatment.

The system recognizes the new science of viral suppression, which states that

? “Treatment Cascade: definition and role in organizing universal access to HIV treatment and care”, Day I
presentation, Olga Denisiuk, Bangkok, Thailand, 2014
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when people are engaged in care and taking antiretroviral therapy (ART) to
reduce the amount of virus in their bodies, it makes them less likely to
transmit HIV to others.

We use treatment cascade as a powerful tool to monitor effectiveness of our
outreach projects in their work linking people to care. Our programmes can
use the treatment cascade to keep track of the progress our clients make
after receiving a positive diagnosis, and throughout their lives.

Example of treatment cascade

Engagement in HIV care and Treatment in the US

1,200,000

1,106.4
-t ~20% of those infected don’t know it
g 1,000,000 T 874,056 , N o
- ~25% do not link to care within 6-12 manths of diagnosis
2 800,000 —
:‘;’ 900,542 ~50% not engaged in regular HIV care
% 600,000 — —
. 437,028 349622 ~25% of ART eligible not on ART
@
g T 262,217
E ' 200,773 | “80% UDVL
Z 200,000 — — = — —
0 T T T r T
@ @ 1) @
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Gardner et al. CID 2011

Step 2. Continue with information about key components/stages of the
treatment cascade and mention work required at each stage:

e Stage I: enhancing coverage with HIV testing

e Stage II: linking PWIDs to HIV healthcare centres

e Stage III: Early (timely) ART initiation

o Stage IV: ART adherence support and support of retention in
care

Describe the importance of community-based organizations in monitoring
and sustaining the progress that clients make after receiving a positive
diagnosis, and throughout their lives. (20 min.)

Step 3.

Interactive exercise: checking participants’ knowledge and understanding of
the key principles and activities in each stage of the treatment continuum.

18
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(20 min.)

This exercise requires two facilitators (one making the round of questions
and the other writing the answers on the flipchart). Start with the following
questions:

v' What is the key question for the stage 1 evaluation?

Answers :

How many PWIDs living with HIV are getting tested and diagnosed (and where
to find them)?

Who is not covered?

Whom we are missing?

v' What are the priority actions/solutions for stage 1?

Answers:

1. Enhance and modify outreach testing models to cover hard to reach
clients.
2. Risk network PDI (RNPDI) - active recruitment of HIV-positive
clients and their risk networks.
Write answers on the flipchart.

Discuss if there are any other proposed answers. Make sure ALL
participants fully understand the recorded answers.

v' What are the priority questions for stages 2 and 3?

Answers:

1. How many HIV-positive PWIDs are linked to medical care (registered)?
2. How many have at least had a CD4 test (when was the latest?) and
clinical assessment?

3. Ofthose, how many are receiving ART?

v' What are the main actions/solutions appropriate at stages 2 and
3?

Answers:

1. Community initiated treatment intervention (CITI) - rapid linkage to
treatment intervention that ensures early treatment access for active drug
users with follow-up adherence support.

Write answers on the flipchart.

19
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Discuss if there are any other proposed answers. Make sure ALL
participants fully understand the answers.

v' What is the key question for the stage evaluation?

Answers:

1. How many HIV-positive PWIDs are retained in HIV care and achieve
effective viral suppression?

v' What are the main actions/solutions appropriate at stage 47?

Answers:

1. Community initiated treatment intervention (CITI) - support during HIV
treatment, adherence support.

2. Special adherence support programmes for PWIDs.

3. Client-centred approach.

4. Comfortable and safe atmosphere at treatment sites.

Write answers on the flipchart.

Discuss if there are any other proposed answers. Make sure ALL
participants fully understand the answers.

Step 4.

Give participants information about types of VCT and their advantages and
disadvantages. Outreach is a cornerstone for effective VCT organization in
specific populations. Provide more details for this.

(10 min.)
Step 5.

Describe different settings for VCT provision. What are the best settings for
organizing VCT in PWIDs3?

> WHO (NA), HIV testing services. Accessed in December 2014. Available at:
www.who.int/hiv/topics/vct/en/

20
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Start by outlining different types of VCT sites. VCT is being carried out in
various settings in industrialized and developing countries, depending on
needs and resources, including:

= Freestanding sites

= Hospital services

= NGOs within hospitals

= Integrated into general medical services as part of specialist medical
care (STI, dermatology or chest clinic; antenatal and family planning
services, etc.)

= Part of the continuum of care/home-based care (including palliative
care services)

= Health centre (urban or rural)

= Private sector (clinics and hospitals)

= Workplace clinics

= Legal requirements: pre-employment, pre-travel, premarital

= Youth and school health services

= Health services for vulnerable groups

= Children and orphans

= Self testing/home testing

= Research project/pilot project

= Associated with antenatal services and interventions

= Associated with tuberculosis service and TB prevention therapy

= Blood transfusion services

Problems associated with VCT for PWIDs:

Lack of resources and available services

Illegality of intravenous drug use

Hard to reach population

Psychosocial problems frequently associated with drug use

Punitive rather than prevention and care approach to PWIDs

Needs of PWIDs in prisons ignored

Mandatory testing before medical and psychosocial treatment or entry

to prison
Emphasize important features of VCT for PWIDs. (20 min.)

Before providing this information, ask the group what the particular qualities
of VCT provision for PWIDs are at their sites.

Write answers on the flipchart.
Step 6.

Ask participants_What are the main barriers they face to providing VCT at
their sites?.

What model(s) do they use?

21
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Provide an interactive comparative analysis of pros and cons of different VCT
types when working with PWIDs.

Example:

Community-based VCT. Pros: close to target group, accessible, flexible
working schedule, trusted, etc. Cons: recognition of the results in healthcare
settings, follow up, safety, etc.

Step 7.
Wrap-up exercise. Brainstorming session:

Ask vourself before you start outreach VCT: What should you have in place
when starting outreach VCT?

Write answers on the flipchart.
Examples:

Trained personnel

Permission from authorities
Links to healthcare facilities
Storage conditions

Infection control

Data management

Key messages

7

It is important participants appreciate that treatment cascade is a practical
concept of understanding how treatment and prevention work together and
are integral parts of a comprehensive strategy to control the HIV epidemic.

[t is critical to make sure participants understand that outreach projects are
the cornerstone of effective VCT for PWIDs, and therefore the entry point for
the whole continuum of care and treatment.

Stage II. Linking outreach clients to HIV healthcare centres

0
Objectives "@

1. Inform participants about the main principles and models of effective
involvement of harm reduction/outreach projects in the process of
organizing access to ART for PWIDs.

2. Community initiated treatment intervention - definition, principles of
organization, technical and human resource needs.

3. Algorithm of case management and linking to healthcare centres.
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4. Principles of integrated care and on-site access to healthcare
interventions.

1.5 hours

Materials/

Al

<

/z\»' -
\5
resources «

\‘/}'
-

PowerPoint presentation?, flipchart, short PowerPoint presentations from
countries (experience, service models, problems)

Step-by-step
instructions

=3

%

Step 1.

Start the session with questions to refresh previously discussed issues related
to Stages I-II. (5-10 min.)

Step 2.

Continue with the definition of CITI (community initiated treatment
intervention). Provide participants with the aims and principles of

organizing CITL
Main steps of CITI intervention:

v' Meeting the client after rapid test positive result, or recruited lost
cases from AIDS clinic registers

v’ Signing informed consent, client card and support plan

v Navigation through registration process (tests, meetings with
clinicians, etc.) - creating a “green corridor”

v" Work with client motivations and myths

v' Support during HIV treatment, adherence support (20 min.)

Step 3.

Presentation on integrated services: principles of integrated services

4 “CITI: definition and role in organizing access to care and treatment for PWIDs”, Day I presentation, Olga
Denisiuk, Bangkok, Thailand, 2014
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provision, aims and barriers for effective organization of integrated services.
(20 min.)

Actualize main aspects of integrated services provision:

1. Providing services at a “one-stop shop”. Research indicates that
providing all services at a “one-stop shop” is much more efficient
than referring patients to other healthcare facility services, even
when all necessary agreements and mechanisms are in place.

2. Multidisciplinary approach. Case management by a group of
specialists who meet regularly to coordinate their activities
guarantees rational organization, timely response and greater
efficiency of treatment.

3. Partnering with patients. Trust and mutual understanding between
patients and health or social workers decreases the risk of
treatment interruption associated with the side effects of
medication, inadequate dosage, or violation of programme rules;
supports greater achievement of therapeutic goals, and decreases
the risk of burn-out among project personnel.

4. Applying harm reduction principles.

5. Intersectoral cooperation. Cooperation between governmental
and nongovernmental sectors in the organization and provision of
services is both useful and necessary.

Mention the importance of referrals from the community involvement
perspective:

v' Ifit is not possible or reasonable to provide a certain service at health
care facilities, that service should be provided through referral.

Step 4.

Brainstorming exercise: What are the most needed services for our clients
(PWIDs in our countries)? Write answers on the flipchart. (20 min.)

Example:

- Access to rapid testing (HCV, HIV)

- Access to TB diagnosis and treatment
- Substitution therapy

- Housing

- Food

- NSP and clean water

- ART delivery

Step 5.
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Go through the list and discuss proposed services. Select the most needed,
encourage participants to provide arguments why they think these services
are most critical in their national /project context. (10min.)

Step 6.
Prepare a short presentation about effective models of treatment linkage and

CITIL Use the information in ANNEX III as a resource. (10 min.)
Facilitated discussion and wrap up.

Key messages

Participants should understand the key principles of CITI and integrated
services provision. The key message is that harm reduction/outreach sites
should be the catalysts and drivers of services implementation.

If it is not possible or reasonable to provide a certain service at healthcare
facilities, that service should be provided through referral. This slogan should
be written on the flipchart and put on the wall.

Feedback from
day 1/
expectations for
day 2

.

)

(1

\

Facilitated discussion
Participants are invited to answer three points in turn:

1. Share your feelings from the day.

2. What is the most important/interesting information you got during
day 17

3. Share your expectations for tomorrow.

Make sure all participants share their thoughts and feelings from the
day!

Day 2

Stage III. Dealing with co-infections (TB, HCV), treatment inclusion criteria, counselling and

support

Obiectives"@

1. Present the basics of managing TB and HCV co-infection; its role in HIV
mortality; why TB is a key risk factor for HIV-positive PWIDs. HCV/HIV
co-infection and ART: facts and developments.

2. Best models of organizing care for people with TB/HIV co-infection who
are PWIDs.
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3. What s the integrated care model? How does it work?

4. Role of community-based counselling and service provision in managing
TB/HIV/HCV co-infection.

; 1.5 hours
il
Time 2
PowerPoint presentation?, flipchart, short PowerPoint presentations from

Materials/

A

resources

countries (experience, service models, problems)

Step-by-step
instructions

g

Step 1.

Start with the “throw the ball” exercise: the facilitator starts off by throwing the
ball to a participant and asking a question from the topics of day 1. The
participant answers the question and throws the ball with a relevant question to
the next participant. The exercise continues until all participants have
answered. (15 min maximum).

Step 2.
After the exercise, make an introductory presentation on key pillars of stage III.

e What is our role within the healthcare system?

e What are the most needed services that have to be in place for our
clients?

e How we can make these services accessible and in proximity to clients?
e Main gaps in managing clients with dual/triple diagnosis (HIV/TB/HCV).
Step 3.

Make sure you prepare a case model from a country that shows how effectively
TB, ARV and ST services can be integrated. We propose using the Ukrainian
example of ensuring access to ST in TB hospitals and organizing on-site access
to ART for TB patients.

5 “Integrating HIV, ST and TB services: model of Ukraine”, Day Il presentation, Olga Denisiuk, Bangkok,

Thailand, 2014
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Case study: TB/ART/ST.

In Ukraine TB is responsible for more than 75% of all AIDS-related deaths. The
majority of PWID patients are expelled from TB wards due to drug use and
“security violations”, cannot benefit from TB treatment, and add to the growing
incidence of multi-drug resistant TB in the country.

Within the Global Fund to fight AIDS, TB and Malaria project we equipped TB
hospitals with storage conditions for narcotic medications and ensured
hospitals obtained a license to store and prescribe ST medications.

On-site access to ST ensured compliance of PWID patients to treatment
regimens, successful completion of TB courses and effective initiation of ART
while on TB treatment.

Most of our clients arrive at TB wards with severe immunodeficiency and have
to start ART together with TB treatment. We organized on-site counselling with
infectious disease specialists, and delivery of ARV stocks to TB wards.

[t is important to underline that these services are usually the most needed for
our clients. Make sure participants understand why this is so.

e Who are late presenters to treatment?

e Why do the majority of marginalized patients present late to treatment
(main reasons)?

Step 4.

Ensuring services are close to, and accessible by the client. Make sure you
prepare a case model /project experience of how NSP sites can be used for actual
treatment delivery: blood sampling for CD4 /viral load, ART distribution,
treatment counselling, etc.; explain why it is important. Try to link project
activities to specific barriers in accessing ART by PWIDs.

Step 5.

Effective cooperation with healthcare structures/clinics. Make sure you present
a positive experience that describes the partnership between NSP/outreach
teams and healthcare clinics. Try to show what innovative approaches
healthcare institutions have implemented to provide client-centred, demand-
oriented services for PWIDs.

For example: changing working hours to serve clients who constantly fail to
come during morning hours; minimizing long waiting times; devoting one
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specific day a week to serve clients with special needs, etc.

Step 6.

Facilitate discussion on best models of working within healthcare settings.
Write best approaches, models and innovations on the flipchart.

Key points for discussion:
- Building a network of trusted physicians
- Organizing laboratory diagnostics for our clients: blood sampling on-site,

samples delivery, diagnostics, etc.
- Making special attendance times in hospitals for PWID clients
- Placing an adherence counsellor in the facility

Key messages

Participants should understand that very simple reforms/innovations can lead
to success in managing HIV in PWIDs. It is important that NSP/outreach teams
understand the importance of close cooperation with healthcare personnel, and
that their knowledge of the clients is critical for effective management of ART
and co-morbidities. Specific focus should be placed on the actual use of
NSP/outreach sites in ART delivery and supporting other treatments in PWID
clients.

Adherence in PWIDs: effective approaches to maintaining adherence in PWIDs

Obiectives"@

1. Provide basic knowledge about adherence and its role in treating chronic
diseases. Why is adherence important in infectious diseases? What are
the appropriate adherence levels for ART?

2. Make an overview of the best models of ensuring high levels of
adherence in PWIDs.

3. Provide information on the importance of peer counselling: preparing
peer counsellors, organizing their effective work, adherence education

and adherence support sessions.

4. How to reach “dropout” patients and work with treatment failures

U

Develop a list of adherence support tools together with participants.

2

Time \

1.5 hours
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Materials/

resources

PowerPoint presentation®, flipcharts, markers, sheets of paper for case
descriptions.

Step-by-step
instructions

g

Step 1.

Start with information about adherence, its role in effective treatment of chronic
diseases, high value of adherence in treating infectious diseases.

Make sure participants understand the role of adherence in HIV treatment. Give
practical examples of what 90% adherence or sub-optimal adherence (days,
doses missed) mean.

Facts:
*80% adherence is optimum for treating many chronic diseases.
eInfectious diseases require higher adherence rates because of resistance.

*TB is very similar to HIV as 95% adherence leads to optimal outcome, whereas
chaotic and irregular pill intake leads to resistance and treatment failure.

Adherence and treatment effectiveness:

What adherence is required?

AD-ce VL
>95% 81%
90-95% 64%
80-90% 50%
70-80% 25%
<70% 6%

Examples of non-adherence
eChaotic medicine uptake

eFrequently missing doses

6 «

Adherence for ART in PWIDs”, Day Il presentation, Constantine Lezhentsev, Bangkok, Thailand, 2014
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eTerminating uptake of one or more ARVs from the scheme
*Missing visits to the doctor

Step 2. Make an overview of the models and tools for adherence support in
PWIDs, link each tool to a specific challenge for adherence in PWID clients.

Make this discussion interactive and try to involve participants by encouraging
them to share stories from friends, clients who started to take ART, etc. (10
min):

- What was the biggest problem with adherence?
- What support was provided?
- What was the reason for terminating treatment (in a negative case)?

Step 3. After the presentation, start a brainstorming discussion on “What
should be in place to ensure effective adherence support for PWIDs who started
ART?” Write all the ideas from participants on the flipchart and make sure
participants mention:

- medicines

- distribution of medicines (pre-packed)
- alarms and reminders

- integrated care sites

- multi-disciplinary approach

- peer counsellor

- modified DOTS

- social and psychological support

Summarize the brainstorming session with a list of adherence support tools and
methods. (20 min.)

Step 4.
Interactive exercise. Divide participants into groups of 3 people.

Each group should write the story of a client who starts ART (either a real one
or an invented). The portrait should include:

- Age, sex, place of living (province, big city, small village)
- His/her drug-use experience: how many years, which drugs, alcohol use,
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etc.

- How did you met him/her?

- Why does he/she have to start ART: laboratory results, clinical condition,
how does he/she feel?

- Whatis his/her knowledge of ART, and attitude towards treatment?

- Social conditions and way of life.

Make an analysis of potential risk factors for the client’'s adherence. Why
does the group think they are important?

Propose a strategy for supporting adherence in the client. Participants
should describe what tools they will use, and how they will provide
adherence education/adherence support. What they will need for this
strategy?

Time to prepare oral presentation: 30-40 min.

Step 5. Facilitated discussion. Each group presents their “client” and
strategy. Other participants ask questions and make recommendations after
each presentation. The facilitator makes an assessment of the strategy and
summarizes group recommendations and evaluation of each presentation.
(20 min.)

Key messages

*Q ( @

%

Participants should gain a clear understanding of the role of adherence, its
importance for effective HIV treatment and optimal adherence rates. They
should understand the specifics of adherence in PWIDs, and get objective
information about potential problems with adherence and why they appear.
Participants should understand the main tools and methods for adherence
support in PWIDs.

[t is important that participants understand when an intensive period of
adherence support is needed. Why? What is the role of peers/outreach workers
in adherence support? Participants should gain practical knowledge in assessing
risks and factors influencing adherence and develop relevant strategies for
adherence support.

Group work. Case discussion and presentation.
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1‘@
Objectives

1. Carry out a practical exercise on managing clients with various needs and
barriers to access to ART.

2. Participants should gain practical experience in identifying client needs
and developing strategies for managing clients.

Time

1-1.5 hours

Materials/

/%'\FY’\/ \/\5
P
(=

resources

e Flipchart, markers, handouts

Step-by-step
instructions

=4

%

Step 1:

Ask participants to divide into 4 groups.
(if the audience is small, having 2 groups working on 2 cases each is an option).
(10 min.)

Step 2.

Start by presenting key components of the case management strategy for each
client. Briefly present the cases (you can note that they are taken from real life).
Then, give out handouts with the cases (see ANNEX III) to each group and make
sure each group has a space to work, flipchart paper/laptop, handouts. Make
sure you divide facilitators between the working groups to supervise and assist
each group. (20 min.)

Key components of the case management strategy:
- Key problems/barriers in assessment/utilization of treatment.
- Reasons they appear

- How to classify problems/barriers (i.e. social, psychological, adherence,
drug use, co-infection, etc.)

- What should you start with?
- Whom should you involve?
- What approaches/models will you use?

- Describe specifically the role of the outreach programme in managing
your client. (1 hr)
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Step 3.

Facilitate a presentation session based on the results of group work. Make sure
you upload the PowerPoint presentations and make them available to
participants. Make sure you discuss each case presentation with involvement of
the whole audience. Focus on specific identified barriers and solutions proposed
by the group in each case. (30 min.)

Discussion and wrap up.

Key messages | Participants should gain practical experience in identifying key

_ barriers/problems to clients accessing ART, how to prioritize activities in

Q /g\ managing your client, and the role of the case manager in ART initiation,
Q\(/ retention and re-starting.

Feedback from Facilitated discussion

day 2/

expectations Participants are invited to answer three points in turn:

for day 3

0 i W

1. Share your feelings from the day
2. What important/interesting information have you got during day 27
3. Share you expectations for tomorrow

Make sure all participants share their thoughts and feelings from the day!

Day 3

What’s new in the ARV world?

Objectives

1. Give an overview of new developments in ART that could improve
access to treatment and adherence in PWIDs.

2. Provide information about pre-contact prevention strategy (PreP), test
and treat strategy and overall role of ART in prevention of HIV

transmission.
\ 45 min.
Time \Q
Materials/ Flipchart paper, markers
\j\/io

—
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resources

Step-by-step
instructions

g

Step 1.

Start with the “throw the ball” exercise: the facilitator starts by throwing the
ball to a participant and asking a question on the topics of day 2. The participant
answers the question and throws the ball with a relevant question to another
participant. The exercise continues until all participants have answered
questions. (15 min maximum).

Step 1.

“When to start?” considerations and how they change over a period of time.
Recent WHO recommendations, US and EU guidelines. (10 min.)

June 2013 was a turning point in ART, when WHO issued new recommendations
that envision new criteria for an early start of ART.

As a priority, ART should be initiated in all individuals with severe or advanced
HIV clinical disease (WHO clinical stage 3 or 4) and individuals with CD4 count
<350 cells/mm3 (strong recommendation, moderate-quality evidence).

ART should be initiated in all individuals with HIV with a CD4 count >350
cells and <500/mm3 regardless of WHO clinical stage (strong
recommendation, moderate-quality evidence).

ART should be initiated in all individuals with HIV regardless of WHO
clinical stage or CD4 cell count in the following situations:

a. Individuals with HIV and active TB disease (strong
recommendation, low-quality evidence).

b. Individuals coinfected with HIV and HBV with evidence of
severe chronic liver disease (strong recommendation, low-quality
evidence).

C. Partners with HIV in serodiscordant couples should be

offered ART to reduce HIV transmission to uninfected partners
(strong recommendation, high-quality evidence).
d. Pregnant and breastfeeding women with HIV.

Step 2.

What is PreP(pre-exposure prophylaxis). Research study, results. Pros and cons.
Current international discussion.

PreP is a strategy of using antiretroviral medications in preventing transmission
of HIV in men having sex with men.

PreP strategy is based on the encouraging results of the IPERGAY and PROUD
TRIALS that studied the influence on transmission of antiretroviral
combinations (2 ARVs) taken before and after unprotected sex. The key
innovation was assessment of pre-contact versus daily intake of pills.

34




35

UNAIDS states that no single intervention is completely protective in
preventing HIV transmission, which is why UNAIDS advocates strongly for
combination HIV prevention. This includes correct and consistent use of
condoms, delaying sexual debut, having fewer sexual partners, male
circumcision, access to antiretroviral therapy, reducing stigma and
discrimination.

Discussion with the audience. (10 min.)
Step 3.
How can new developments in ART be beneficial for our clients?

Facilitated discussion. (10 min.)

Key messages

Participants should understand that ART has hugely improved over the last
decade; we now have much simpler, less toxic, user-friendly combinations.

At the same time the necessity to start earlier gives us all another challenge in
terms of recruitment, timely initiation and effective management of ART in
PWIDs.

Scaling up ART access in PWIDs is not only a life-saving humanitarian act, but an
effective tool of prevention of new cases in the PWID community which is
critical to controlling the epidemic.

Country group work

1‘@
Objectives

1. Develop an annual plan for scaling up access to treatment for PWIDs.

2. Present and review country access to treatment plans, discuss technical
assistance needs and operational research component.

Time

1.5-2 hrs

Materials/

resources

Flipchart paper, markers, handouts/templates

Step-by-step
instructions

Step 1.

Present a template of project annual plans: what components should be
included, indicators, technical assistance and operational research components.
See ANNEX IV
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B2 (10-20 min.)

N
I} Step 2.

Participants are divided into country groups; in case there is only one country
representative, propose that he/she joins a neighbouring country group. (10
min.)

Step 3.

Participants work in country groups for 1 hour; after completing the exercise
they return to the conference room.

Step 4.

Presentations from- country groups
Group discussion

Note: All presentations should be filed by programme staff for further review and
follow-up. It is important to agree with each country team on terms and deadlines
for completion of the scaling up plan.

Key messages | What was new and what was most important during the last 3 days?
What further information and what technical assistance might you need to
——\|§ g'\ launch activities outlined in our training?

N7

Make sure you describe options and procedures for follow-up and next
steps as part of project implementation.
Supply the relevant email address of the facilitator responsible for follow-

up.

Annex 1. Pre/post-workshop questionnaire.

1. What are the main barriers to access to ART for PWIDs?
- Limited skills to adjust their lifestyle to pill-taking schedules
- Discrimination in the healthcare system
- Fear of criminalization
- Geographical location and working hours of HIV clinics

- Lack of knowledge about ART and myths (disbelief in treatment)
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Your view

2. What can outreach projects do to ensure access to HIV treatment for their clients?
- Give information about treatment facilities
- Provide VCT on site
- Do treatment counselling
- Take blood for CD4 tests

- Link their clients to ARV sites

Your view

3. What are the key principles of organizing access to ART for PWIDs?

- Concentration of most needed services in one place

- Use of harm reduction projects as an entry point to care and treatment
- Effective treatment counselling as part of outreach work

- Accessibility - ART delivery should be close to their place of living

- Peer counselling and adherence work

- All of the above

Your view

4. When do we need to start ART in PWIDs?
- When they stop active drug use and start ST
- When they develop TB
- When they have indications based on their CD4 cell count
- When they have clinical symptoms of AIDS
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Your view

5. Who will fail their ART regimen?
- People who actively use heroin
- People who actively use amphetamines
- People on ST who use alcohol

- Itisreally hard to predict

Your view

6. What defines successful ART?
- Client feels better and has no side-effects
- Client stops active drug use and starts ST

- Undetectable viral load and increase in CD4 count

Your view

Annex 2. Julio Montaner video lecture.
You can watch video lecture here

Annex 3. Cases.

CASE 1.

Farid is a client of the local community-based needle exchange programme. He has been using
heroin for 8 years. He has been tested once for HIV when he was in the local clinic with abscesses
three years ago. The needle exchange site where he goes with his friend provides sputum collection
for TB screening, and his friend got a positive TB result. After the diagnosis of TB was confirmed,
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Farid was offered a TB prevention course. In the clinic where he comes to pick up his medicines, he
heard that his friend was diagnosed with HIV and hospitalized with severe immunodeficiency.

Farid does not believe he has HIV, he says he was tested three years ago, and has a very negative
experience of visiting the TB clinic: “People are dying there, | don’t want to come to any clinic
anymore...”

In the HIV clinic he was treated in a discriminatory way by the doctor, who simply sent him away
from the clinic. “They all hate me, [ have no reason to go there...”

CASEII.

Anita was diagnosed with HIV more than 5 years ago when she took an HIV rapid test at a needle
exchange point. She is an active drug user and often works as a street sex worker to support her
habit and send money to her family in the village. She is a regular client of the local NEP and
regularly takes condoms and syringes. She became good friends with an outreach worker and once
said that since she was diagnosed she has never visited the HIV clinic and does not know her CD4
count (actually she doesn’t know what CD4 means).

CASE III1.

Max is a drug user and outreach worker in the local needle exchange project. He has been living
with HIV for 7 years. He started treatment 2 years ago with AZT-3TC-NVP, but terminated
treatment after 2 months because “of a severe rash and liver pain”. He did not consult his doctor as
he was afraid “they would be angry with me”. Later, he moved to a rural area to work on a farm for
ayear. He is afraid to come back to the clinic and thinks he has already failed all possible treatment
options and “it’s better not to know what’s happening with my disease”.

He also works far from healthcare sites and cannot devote half a day to travel there and then “stand
in line for hours”.

Annex 4. Workplan template.

Target
Group / Techinical
No | Component | Objective Activity Involvement | Assistance
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Annex 5. Principles of CITI
Community Initiated Treatment Intervention (CITI) combines:

e peer-navigation
e outreach case management
e community support

‘ To achieve better treatment uptake and outcomes for HIV-positive PWIDs

Model

* Responsibility for linking to care and initiation of ART lies with prevention projects (for
their positive clients)

* Aim: individual case management with the purpose of registering clients at the AIDS clinic
and getting ART prescribed

* C(riteria for inclusion: recently tested positive or know their status but are not accessing HIV
treatment services, registered but lost to follow-up

* (Case managers are former outreach workers from harm reduction projects
* CITIis designed to support HIV positive clients up to 6 months after registration

Annex 6. Lancet Article.
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HIV in people who use drugs 3

Treatment and care for injecting drug users with HIV
infection: a review of barriers and ways forward

Daniel Wolfe, M Patrizia Carrieri, Donald Shepard

We review evidence for effectiveness, cost-effectiveness, and coverage of antiretroviral therapy (ART) for injecting drug
users (IDUs) infected with HIV, with particular attention to low-income and middle-income countries. In these countries,
nearly half (47 %) of all IDUs infected with HIV are in five nations—China, Vietnam, Russia, Ukraine, and Malaysia. In all
five countries, IDU access to ART is disproportionately low, and systemic and structural obstacles restrict treatment access.
IDUs are 67% of cumulative HIV cases in these countries, but only 25% of those receiving ART. Integration of ART with
opioid substitution and tuberculosis treatment, increased peer engagement in treatment delivery, and reform of harmful
policies—including police use of drug-user registries, detention of drug users in centres offering no evidence-based
treatment, and imprisonment for possession of drugs for personal use—are needed to improve ART coverage of IDUs.

Introduction

Although antiretroviral therapy (ART) has changed the
natural history of HIV disease, it has also drawn attention
to important gaps in HIV testing and treatment access.
In industrialised countries, physicians have routinely
delayed or withheld ART for injecting drug users (IDUs),
fearing mnon-adherence, complications related to
comorbidities, or development of antiretroviral
resistance!”® Denial of ART or systemic delays in
treatment to IDUs have been reported in low-income
and middle-income countries in eastern Europe and
Asia, where IDUs represent the largest share of the HIV-
infected population, as well as in countries with
substantial subepidemics in [DUs*® Although studies
frequently do not control for causes of mortality unrelated
to HIV, IDUs infected with HIV continue to have an
increased risk of death even in countries with well
established ART delivery systems.”®

Search strategy and selection criteria

We searched the Cochrane Central Register of Controlled
Trials, Medline, AIDSline, Psychinfo, and Web of Science,
without restriction on language, for studies published
between 1991 and 2010. Keywords were “adherence”,

“antiretroviral”, “AIDS”, “buprenorphine”, “cost-
effectiveness”, “hepatitis C", “HIV", “intravenous”, “injection”,
“illicit”, “methadone”, “prison”, “substance abuse”,
“tuberculosis”, and “treatment”. Abstracts presented at
international and regional HIV and infectious disease
meetings between 2004 and 2010, grey literature from
assessments done in eastern Europe and Asia, and country
reports to the UN on progress towards treatment scale-up
were also reviewed. Results of findings on cost and cost-
effectiveness were first converted to 2008 US$ at the official
exchange rate at the year of publication and then adjusted to
2009 US$ on the basis of the Gross Domestic Product deflator

from the US Bureau of economic analysis.

www.thelancetcom Vol 376 July 31, 2010

An estimated one in three new HIV infections
outside sub-Saharan Africa are in IDUs.” Data for
access and adherence to ART in IDUs in countries
with low and middle incomes are sparse. No global
analysis of the number of IDUs on ART compared with
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Key messages

Although most analyses of adherence and access to antiretroviral therapy (ART) have
focused on individuals, systemic and structural elements of treatment failure such as
stigma in health-care settings, police practices, and patterns of detention and
incarceration need further investigation

Injecting drug users (IDUs) have successfully started ART in at least 50 countries, with
evidence showing clearly that these patients can achieve excellent virological outcomes
Early adherence to ART is assodiated with long-term virological response, with
behavioural support and provision of opioid substitution treatment (OST) increasing
treatment success in IDUs

IDUs are disproportionately less likely than are other patients with HIV infection to
receive ART, even in countries where this group represents most of the HIV-positive
population; in the five countries with the largest HIV epidemics concentrated in IDUs,
IDUs were 67% of HIV cases and only 25% of those receiving ART in 2008
Cost-effectiveness data show clear benefits of targeting of ART to IDUs in areas with
concentrated HIV epidemics, and savings ratios as high as 7:1 for provision of drug
treatment compared with social and medical costs of drug use

Systemic barriers to ART and OST provision include stigmatisation of IDUs in health
settings, medical treatment separated by specialties, bans on treatment of active IDUs,
hidden or collateral fees, and multiple requirements for treatment initiation or
modification

Structural barriers to treatment provision include use of police registries and harassment
of patients, detention of IDUs, and harassment of physicians who prescribe opioids

In countries with large HIV epidemics in IDUs, many IDUs are detained or incarcerated
in settings in which ART and OST are unavailable

Necessary measures to improve ART coverage of IDUs are improved data collection,
inclusion of OST in combination treatment, integration of treatment for
co-infections, and use of community-based treatment models and peer support

In view of persistent human-rights violations and negative health effects of policing,
detention, and incarceration, law and policy reform is needed to improve ART coverage
of IDUs
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facilitators to ART for IDUs cited only two research
studies outside Europe, Australia, or North America.”
In a systematic review of IDU access to ART undertaken
in 2010, data were unavailable for two-thirds (669) of
138 countries.” A few low-income and middle-income
countries with small injection-driven HIV epidemics,
such as Georgia, have reported universal ART access
for all patients for whom treatment is medically
indicated® Many others, including China, have a
national policy of free universal access to ART, but
in practice have disproportionately low access
among IDUs.*

Wereview information about efficacy, cost-effectiveness,
and coverage of ART and substitution treatment for
patients who inject opioids, with particular attention to
the five low-income and middle-income countries with
largest HIV epidemics in ID Us. We algo identify systemic
and structural barriers to treatment access for IDUs and
steps to remove these barriers.

ART for IDUs

Investigators have extensively documented late testing for
HIV in IDUs, low uptake of ART, treatment interruptions
or failure related to active injecting drug use, and the need
to manage treatment of HIV and common comorbidities
such as hepatitis C and tuberculosis.®" Nonetheless,
IDUs have successfully started ART in at least
50 countries.” Citing evidence that ID Us enjoy significant
clinical benefit from ART and that virological resistance
does not differ between IDUs and other patients, WHO
has issued clinical protocols detailing first-line and second-
line ART regimens for IDUs, management of side-effects,
and key considerations for treatment of comorbidities.?
The protocols state clearly that active injecting drug use
should not be a criterion for ART exclusion and that drug-
dependence treatment is not necessary before ART
initiation. All UN member states have endorsed universal
access to ART for patients infected with HIV—a
commitment that is reiterated in many regional
declarations and national plans.

In view of increased likelihood of treatment interruption
or discontinuation among IDUs, especially in patients who
actively inject drugs or who are imprisoned,®” many
investigators have examined mechanisms at individual
and system levels to increase ART adherence in this group.
Methadone and buprenorphine—which were added to
WHO'’s essential medicines list in 2005, and are generally
referred to as opioid substitution treatment (OST)—are
among the best-researched of the support strategies, with
data showing increased likelihood of ART uptake**
treatment adherence,** and improved virological response
for IDUs receiving OST.”* Panel 1 shows examples of
interventions at individual and health-system levels that
have increased retention and treatment adherence in
patient populations that include IDUs.
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Although concern about development of antiretroviral
resistance is frequently cited by physicians as a reason
to withhold ART from IDUs** health providers are
inaccurate in their estimation of which patients will
adhere to ART.“ Furthermore, few studies have directly
compared rates of resistance between IDUs and other
patients. In the largest of the available studies (n=1191),
investigators compared HIV resistance to all major
classes of antiretroviral drugs in IDUs and other
patients during the first 30 months of ART, and noted
no difference in rates of resistance” A 2010 meta-
analysis concluded that IDUs had no greater odds of
developing antiretroviral resistance than did other
patient populations.®

High rates of injecting and sexual risk behaviour are
often reported in IDUs in low-income and middle-income
countries,** confirming the need for interventions that
effectively address several HIV risks. Results of several
studies confirm effectiveness of RNA suppression in
reducing sexual transmission of HIV,®® with results of
mathematical modelling suggesting that universal
voluntary HIV testing followed by immediate ART uptake
could prevent 95% of sexually transmitted HIV infections
within 5 years.® Universal treatment as preventive
intervention has not been clinically tested, even in people
at risk of sexually transmitted HIV infection; possible
differences in biological mechanisms of parenteral HIV
infection and social and structural obstacles to HIV testing
and treatment for criminalised groups make further
investigation essential before the model is extended to
IDUs. Preliminary evidence suggests that reductions in
community-level RNA are predictive of reduced HIV
incidence in IDUs, irrespective of risk behaviours such as
syringe sharing.* Reductions in injecting drug use,” sexual
risk behaviour,’®" and use of alcohol and illicit drugs™ have
also been documented after initiation of ART.

Investigators have modelled the effects on HIV incidence
of targeting ART in cities or countries with epidemics
concentrated among IDUs. A 2006 study examined the
effects of targeting of ART to IDUs in St Petersburg,
Russia. With no ART, investigators estimated that HIV
prevalence would reach 64% in IDUs and 1-7% in non-
IDUs after 20 years. If treatment were targeted to IDUs,
more than 40000 infections would be prevented, of which
75% would be in non-IDUs. In the first report in this
Series, Strathdee and colleagues™ estimated that scale-up
of ART, OST, and provision of sterile injection equipment
to reach 60% of IDUs in need in Odessa, Ukraine would
avert an estimated 41% of new HIV infections during the
next 5 years.

Access to ART and OST

Overreliance on police and drug treatment statistics,
inconsistencies in classification and definitions of
injecting drug use, and inconsistent data hamper
estimates of the number of IDUs and extent of ART
coverage in this population.®® Despite these limitations,
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data show clearly that IDUs are disproportionately less
likely than are others with HIV infection to receive ART,
even in countries where IDUs are the largest share of
those infected with HIV. Five countries—Russia, China,
Malaysia, Ukraine, and Vietnam—have what might be
termed megaepidemics in IDUs (ie, more than 75000
registered HIV cases, with the largest share of these in
IDUs). Together, these countries account for an estimated
2-72 million HIV cases, and roughly half (47%) of IDUs
living with HIV in low-income and middle-income
countries. Examination of ART coverage of IDUs in
these countries helps us to understand the limitations of
present treatment efforts.

Of the five countries, all but Malaysia have received
support from international donors to increase ART
access.”™ In Malaysia, people with HIV infection were
initially required to pay for one of three ART drugs—a
restriction that resulted in de-facto exclusion of IDUs
from treatment—but the country has since moved to
importation and manufacture of generic drugs and
universal provision of ART without charge.® Vietnam
and China also offer universal access to ART using
Global Fund support and some domestically produced
drugs.*® All five countries have explicitly recognised

Panel 1: Interventions to improve adherence to
antiretroviral therapy (ART)

Devicesto aid adherence

« Improved adherence associated with use of mobile-phone
alarms and wall-chart reminders (China).”

«  76% adherence achieved with electronic paging devices
and Medication Event Monitoring System caps (alongside
directly observed ART, mobile health services, and
outreach; USA).%

+ Useof preloaded pillboxes associated with an
undetectable viral load in 86% of patients who had
previously not adhered to ART (alongside peer
counselling, case management, and socialworkers; USA).®

Peer counselling at point of ART delivery

«  Associated with 95% retention of predominantly injecting
drug user (IDU) patients on ART (ten regions of Russia) >

+ Helpwith HIV disclosure and adherence yielded an
undetectable viral load in 86% of patients who had
previously not adhered to ART (alongside case
management, preloaded pill boxes, and social work; USA).®

Case management (help toresolve issues with medical

care and family relationships) and nurse counselling

+ Improved adherence achieved through group discussions,
individual counselling, and consultations with medical
clinics (Brazil) *

+ Increased adherence and decreased viral load reported in
patients receiving three nurse counselling sessions in a
6-month period (France).#

(Continues in next column)
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IDUs as a key target for ART in their national plans,
and have committed government funds to scale up
ART In all five countries, the largest share of
cumulative HIV infections of known origin are in
IDUs, although in China IDUs are not the absolute

(Continued from previous column)

+ Case management, mental health or chemical
dependency counselling, and transport subsidies resulted
in increased regularity of clinic visits and 15-18%
increased patient retention (USA).=

Integrated treatment

+  54% of patients achieved an undetectable viral load when
ART was delivered at needle exchange; 69% choseto
enter drug treatment (USA)3*

+ Combined tuberculosis treatment, ART, and
buprenorphine was associated with undetectable HIV viral
load, increased CD4 cell count, and sputum negative
tuberculosis test after 6 months (Ukraine) >

Directly observed treatment

+ Direct administration of ART (alongside drug treatment
counselling and pager) resulted in 76% adherence in
patients who injected cocaine, heroin, or both; 35% of
patients were homeless, and 57% were severely depressed
Randomised trial results showed increased reduction in viral
load in patients receiving directly observed therapy (USA) *

+  56% of patients receiving directly observed ART at their
methadone maintenance site achieved an undetectable
viral load, compared with 32% of IDUs on methadone
who self-administered ART (USA)#
IDUs receiving directly observed community-based
tuberculosis treatment achieved similar cure ratesto
patients who were not IDUs; non-adherence was reduced
to a median of 5% (Russia)**
Four of five patients achieved an undetectable viral load
when offered direct ART administration at amethadone
clinic and take-home evening doses of ART and a Sunday
dose of methadone (USA) > An undetectable viral load
was reported in 59% of methadone patients offered once-
daily directly administered ART and 72% of those treated
twice aday, with 89% of patients using concomitant
heroin or cocaine (Canada).*

Incentives or contributions for food or transport costs

+ Monetary incentives associated with greater adherence to
hepatitis B vaccination than outreach alone (USA).*
IDUs offered aUS3$5 incentive adhered to treatment at a higher
rate with (71%) or without (68%) active outreach compared
withthose who received outreach alone (13%; USA)
Distribution of free antituberculosis drugs and nutritional
supplements improved adherence and outcomes in IDUs
(India).®

+ Patients offered vouchers for adherence to ART or
methadone had 78% adherence compared with 56% in
those who were not offered vouchers (USA).#
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Figure 1: IDUs as share of total HIV cases and of patients receiving ART, 2008
Data sources: number of IDUs infected with HIV,® total HIV cases;® IDUson ART
in Russia, China,* Ukraine,” Vietnam,** and Malaysia.?* IDU=injecting drug
user. ART=antiretroviral therapy. *Data are for 2009.

majority. Patients who contracted HIV through injecting
drug use are disproportionately less likely to receive
ART than are those infected heterosexually (figure 1).
IDUs were 67% of HIV cases in these five countries in
2008, but only 25% of the patients receiving ART.

All countries with megaepidemics in IDUs apart from
Russia have started OST; in Russia, methadone and
buprenorphine remain illegal for use in addiction
treatment. Ukraine began buprenorphine provision in
2004, and increased the number of patients receiving OST
substantially by adding methadone treatment in 2008. In
Malaysia in 2009, in addition to patients treated in
government clinics, as many as 10000 people received
substitution treatment from private physicians.® China
has scaled up OST more rapidly than any other low-income
or middle-income country, with more than 94000 patients
on methadone treatment by the end of 2008. Nonetheless,
no country with a megaepidemic among IDUs offers OST
to even 5% of these patients. Considered together, the five
governments with the largest established injection-driven
HIV epidemics provide OST to less than 2% of IDUs in
their countries. Although some IDUs inject stimulants
rather than opioids, and so are ineligible for OST, coverage
is strikingly low (figure 2).

Cost-effectiveness of ART and OST

Data for cost-effectiveness of ART show additional benefits
of targeted treatment in countries where HIV epidemics
are concentrated in IDUs. In the 2006 study that modelled
benefits of targeting of ART to IDUs in St Petersburg,
researchers showed that the intervention added
650000 quality-adjusted life-years (QALYs) at a favourable
ratio of US$1501 per QALY gained. Universal (untargeted)
treatment prevented more infections than did targeted
provision, but was less cost effective, adding 950000 QALYs
at a cost of $1827 per QALY gained. Treatment targeted to
patients who were not IDUs was least effective and least
cost effective, adding only 400000 QALYs at a cost of
$2572 per QALY gained.®
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Although cost-effectiveness data for methadone and
buprenorphine treatment are largely drawn from trials in
industrialised countries, a 2006 study calibrated costs of
these medicines to epidemiological and economic
conditions in each of the 14 regions in the world. With
representative assumptions (eg, a 35% reduction in
mortality with methadone compared with no treatment),
the cost-effectiveness of methadone averaged $2236 (2003)
worldwide, with estimated costs ranging from $408 in
high-mortality African countries to $3726 in low-mortality
North American countries.” In a WHO model designed to
compare cost-effectiveness of alternative interventions in
every region, the cost per disability-adjusted life-year
(DALY) averted for methadone maintenance ranged from
$458 in Brazil, Mexico, and other low-mortality countries
in the Americas to $2749 in Nepal, India, and other high-
mortality countries in southeast Asia® Preliminary
findings from Kazakhstan's methadone pilot programme
suggest that the yearly cost is $220 per patient, and that
scale-up could reduce government expenditure on drug-
dependence treatment by $2-2 million per year™

Research in industrialised countries has shown that
methadone and buprenorphine treatment are less costly
than is no drug treatment when considering social costs
of drug use, and that the economic value of drug treatment
increases substantially when incduding the amount that
citizens are willing to pay per crime averted (eg, armed
robberies, estimated at 0-4 per drug treatment client).”
Using a benefit-cost framework, the California Treatment
Outcome Project assigned monetary values to changes in
non-health outcomes such as crime, imprisonment, and
law enforcement. The average weighted cost of 9 monthg'
treatment was $1583 and the corresponding benefits were
$11487, for a benefit-to-cost ratio of 7:1.
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Figure 2: IDUs receiving government-funded methadone or buprenorphine
treatment, 2009

Data sources: total estimated number of IDUs;*° methadone and buprenorphine
coverage in China, Ukraine, and Vietnam™ and Malaysia. IDU=injecting drug
user. *Data are for 2008.
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No studies of cost-effectiveness of methadone or
buprenorphine have been reported from penitentiary
systems in low-income countries. Results of an Australian
study showed that prison-based methadone treatment
wag no more costly than were similar interventions in
community settings, and estimated the economic cost
per inmate per year (including the value of correctional
officers’ time) at $4201. Inclusion of reductions in rigk to
inmates and others yielded incremental cost-effectiveness
ratios of $11000 per additional heroin-free year,
$359000 per death averted, and $32000 per hepatitis C
infection averted.” Investigators comparing costs of
methadone treatment to long-term detention, which is
common for IDUs in Vietnam, reported that outpatient
methadone treatment, HIV testing, counselling, and
education could be accomplished for less than the costs of
involuntary detention, with much greater effectiveness.”

Identifying systemic and structural barriers to
treatment

With fewexceptions,** researchers studying the association
between illicit drug injection and ART failure have focused
on the drug user as the unit of analysis, identifying active
drug use, attitudes toward treatment, and individual
conditiong such as social support, housing, or belief in
treatment effectiveness as factorsin treatment success 15272
Advocates for HIV prevention have urged a move beyond
assessment of individual risk to consideration of factors
that contribute to social or structural risk or the risk
environment.”®* A similar reframing of HIV treatment is
needed in view of the fact that many health-care providers
regard drug dependence as an issue of morality rather than
a medical disorder, that health systems impose conditions
on IDUs seeking treatment that are difficult to meet, and
that greater numbers of IDUs in all countries with
megaepidemics in IDUs are engaged by police, detention
centres, and penitentiary institutions than by programmes
providing ART. Treatment failures can be understood in
these instances to be systemically or structurally induced
rather than emerging from the individual.

Treatment providers are often poorly educated about
addiction, and regard IDUs as troublesome or non-
compliant patients. In China, for example, 50% of
physicians working in substance misuse surveyed in 2005
had no previous training related to drug use or
dependence.® Regulations barring or discouraging
provision of ART or hepatitis C treatment to active drug
users cause patients tolie about illicit druguse, reinforcing
physician prejudices thatlabel IDUs as untrustworthy. In
Russia, an 18-city survey revealed that all cities required
patient review by external medical commissions before
ART initiation; in ten cities, active drug use was regarded
as grounds for denial of treatment.®

IDUs are reluctant to share details about their practices
or even to seek treatment for acute issues such as opioid
overdose, abscesses, or AIDS-related infections, especially
in countries where public campaigns cast drug use as a
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social evil and where health providers are seen as closely
linked to systems of social control.#*# Fear of stigma is
often cited by IDUs as a reason for delay of treatment in
China, as well as in Russia and Ukraine.”*#® A 2009
survey of 949 IDUs recruited by snowball sample in
Vietnam and four other Asian countries showed that
nearly one in six had been denied treatment outright.” In
Malaysia, 67% of people infected with HIV surveyed
reported having experienced discrimination in health-
care settings, including refusal of services, breaches of
confidentiality, and verbal abuse, with 25% noting that
these reactions occurred very often.*

Systems that require IDUs to make visits to many
different clinics, and those that demand collateral fees
for ART or immune-system monitoring, also induce
non-adherence. In Russia and Ukraine, as elsewhere in
the former Soviet Union, medical treatment has
historically been separated by discipline, with tuberculosis
hospitals, AIDS centres, and narcological (drug
treatment) dispensaries all claiming exclusive authority
for treatment of their specialty.* In Ukraine, for example,
IDUs co-infected with HIV and tuberculosis have
reported that ART clinics will not treat them until they
have completed inpatient tuberculosis treatment, and
that tuberculosis hospitals will not offer methadone or
buprenorphine. Although integrated sites are now being
piloted, treatment interruption—particularly discharge
from tuberculosis treatment as a result of active drug use
or HIV infection—has been common.”** Female IDUs
report that AIDS centres and narcological dispensaries
will not treat sexually transmitted infections or refer
themto obstetricians and gynaecologists, and that doctors
frequently digparage them or tell them they should return
to the narcological digpensary.”

Informal fees or collateral costs for laboratory tests,
treatment drugs, or physician care are a substantial
barrier for drug-dependent IDUs in all five of the
countries that we have considered.”* In two regions in
China, charges to patients were estimated to vary between
1169 and 350% of average yearly income, despite the free
ART programme.” Demands for collateral fees are only
one of many barriers to methadone and buprenorphine
treatment in low-income and middle-income countries
with IDU-driven HIV epidemics. Other barriers include
reviews by panels of physiciang before admission,
restrictions on dose adjustments, requirements that
providers cease or reduce doses after urine tests showing
illicit drug use, and demands that prospective patients
show several documented periods of drug-free
treatment, even in countries where that treatment is
unaffordable or unavailable."”

IDUs seeking publicly funded drug-dependence
treatment in each of the five countries have their names
added to government registries that, by practice or by law,
are shared with the police. Registered IDUs report being
subject to stop-and-frisk procedures or repeated urine
testing by police, denial of basic privileges such as driving
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licences and employment, and in Russia and Ukraine,
removal of child custody rights™* These sanctions
apply to people who have completed drug treatment as
well as those receiving OST. In China, methadone
patients pregenting national identity cards to check into a
hotel or register children for school have reported that
police arrive shortly thereafter to demand a urine test.
Unsurprisingly, IDUs report that fear of registration is a
deterrent to seeking of treatment.®#*

Other forms of police harassment, including arrest of
methadone patients outside clinics, searches of patient
homes, removal of ART from IDUs by police convinced
that the drugs are illicit, and detention in police facilities,
also deter ART or drug-dependence treatment.*® In
Ukraine, IDUs can be detained for up to 72 h without
charge, with police using painful withdrawal from opioid
dependence, or threat of it, to coerce confessions to
unsolved crimes or to extract bribes.* In Malaysia,
detention on suspicion of drug use can extend to 2 weeks,
with positive urine tests followed by flogging and remand
to compulsory treatment." International human rights
experts have noted that use of a painful medical disorder
to extract confessions, which is reported by IDUs in
many countries, meets the definition of torture

In Malaysia, China, and Vietnam, suspicion of drug use
or a positive urine test can result in detention in
compulsory rehabilitation centres. Detainees in these
centres, which are often run by the police or military, are
not medically assessed for addiction severity or need of
treatment, and in China and Vietnam have no access to
lawyers, trial, or right of appeal. Roundups of alleged drug
users are frequent, especially before national holidays or
in conjunction with national war-on-drugs campaigns
designating drugs, drug users, and drug dealing as social
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Figure 3: Number of IDUs receiving government-funded methadone or
buprenorphine treatment versus those in drug detention, 2009

Data sources: methadone or buprenorphine treatment in China and Vietnam,*
Malaysia;” drug detention in China,”*? and Vietnam and Malaysia.”
IDU=injecting drug user. *Data are for 2008.
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evils#® Despite reported HIV prevalence ranging from
109 to 65%, ART is largely unavailable to detainees in the
centres, as is evidence-based treatment for drug
dependence”™ Detainees are instead required to do
military-style drills and chant slogans, and are punished
for infractions of centre rules with beatings, food
deprivation, sexual agsault, and physical and verbal abuse
by guards or inmates acting at the behest of guards. In
violation of international labour law, China and
Vietnam force detainees to work, often in the setvice of
private companies.”'*

Estimated rates of return to drug use after release from
rehabilitation centres range from 75% to 95%.™ With the
notable exception of Malaysia, where the government has
shifted funding to methadone treatment and reduced the
numbers of people in compulsory drug-free rehabilitation
by 29% since 2003, the number of centres and length of
detention has increased, with detention reaching 4 years in
Vietnam and 2 years in China in 2009."*" The numbers of
drug users in these centres exceed the numbers in
government-funded outpatient treatment in all countries
where drug detention ig practised (figure 3).

For IDUs charged with a crime, pretrial detention is
another barrier to treatment. Pretrial detainees in Russia
and Ukraine often await trial for a year or more; both
countries have been found guilty by the European Court
of Human Rights of illtreatment of detainees and
violations of due process.! Conditions reported by
detainees in Russian pretrial detention facilities include
denial of medical treatment for life-threatening disorders,
below freezing temperatures, food deprivation, isolation
without cause, and beatings by guards."

Imprisonment after conviction is also associated with
interruption of ART and OST. In Malaysia, for example,
possession of any amount of illicit substance is punishable
by flogging and imprisonment for up to 2 years. In
Ukraine, IDUs can be sentenced for up to 3 years for
possession of less than one daily dose of a homemade
opioid that is most often injected.” Between 1998 and 2003,
Russian authorities imprisoned IDUs for up to 4 years for
residue found in a used syringe. Although the country has
since eased drug penalties, people possessing 0-5 g of
heroin can still be imprigoned for up to 3 years.™

Access to ART in prisons is restricted or unavailable in
all five countries. In Malaysia in 2009, fewer than one in
15 detainees estimated to be infected with HIV received
ART.® In Ukraine, where an estimated one in three
participants in HIV services has been in prison,"
officials report that ART was available to fewer than one
in ten of the estimated 6062 incarcerated people infected
with HIV in 2009 In Russia, where more than
49000 people with HIV were incarcerated in 2009,
patient accounts suggest that bureaucratic delays,
gcarcity of trained personnel, and unsanitary conditions
impede or prevent access to treatment (panel 2).
Incarceration interrupts ART in Vietnam, with prisoners
held without treatment and then released if they become
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seriously ill." None of the countries with megaepidemics
in IDUs offers OST in prison, though Malaysia has
begun starting prisoners on a 6-month course of
methadone treatment before release.®

Risk of fatal opioid overdoses is higher in IDUs recently
released from prison or from drug-free treatment
gettings.® Rigk is compounded by restricted access to
medications to reverse opioid overdose. Naloxone, which
is administered by intramuscular injection or intranasally
to reverse such overdoses, is often unavailable or limited
to clinical settings.™ Although data for overdose fatalities
are scarce, the proportion of IDUs reporting non-fatal
overdoses ranges from 30% to 80% in China, Vietnam,
Thailand, and various countries of the former Soviet
Union.™ In Russia, more than five times as many
deaths were caused by drug overdoses than by AIDS in
2006; in 2008 in St Petersburg, where 75% of IDUs
reported having overdosed, only two of 190 ambulances
stocked naloxone, and police refuse to provide rescue
breathing to IDUs in respiratory arrest.*'

Extreme drug penalties also affect physicians and
patients who are not IDUs. In Ukraine, police have
searched the homes of OST providers and threatened
them with arrest if they did not provide patient lists.”¢ In
Russia, the ban on OST extends to discussion of the
treatment; one physician’s website providing evidence
about methadone was closed after inquiries from the
prosecutor general.””’ Availability of drugs for pain relief
is sharply constrained by over-regulation. In a 1995 study,
almost half of 50 countries surveyed cited health
providers’ fear of legal prosecution as a deterrent to
opioid prescription for palliative care!® Russia and
Ukraine both impose severe regulations on prescription
of opioids for pain relief, limiting prescription privileges
to particular specialties, requiring that physicians obtain
a special permit to prescribe, setting arbitrary dose limits,
and imposing restrictions on the sites where opioids can
be dispensed or the number of days for which pain relief
can be prescribed before renewal of the prescription.'”
Although China eased regulations for prescription of
opioids for pain relief in 2005, prescribing physicians
and patients both still have to secure special permits,
with patients required to renew permits every 2 months.'®
The deterrent effects of such measures on availability of
pain treatment are well documented.” Vietnam, by
contrast, sharply eased regulations in 2008, obliging
hospitals to stock opioids if no pharmacies in the district
do, abolishing the maximum daily dose, and allowing
prescriptions to be issued for 30 days rather than 7 days.™
The effects of thege changes on availability of opioids for
pain relief in the country remain undocumented.

Ways forward

Barriers to ART for IDUs in the countries that we have
considered are emblematic, not exceptional. Treatment
separated by specialty, discrimination by health-care
providers,*? police harassment,"** and interruption of
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Panel 2: Trying to survive

“When they brought meto the prison, | said that | had HIV
and AIDS and that | had started taking ART [antiretroviral
therapy] because my clinical condition called for it. When |
got to prison, | explained my situation to all the doctors who
saw me, | explained, that having the medicines was a matter
of life and death for me, that | can’t interrupt the treatment.
They told meto calm down...And they didn’t give me
anything. Theytold methey didn’t have those medicines,
they didn’t have connections with the AIDS Center...Basically,
they were out of the loop and they didn’t have anything. This
is how it [treatment] looked: they opened the feeding bunk
and threw in allthe pills—here you are, takeit...And that’s it!
The nurse gave the same pills to everyone—and each inmate
had a different diagnosis. She would give us all the same pill
and said, ‘swallow it". They didn’t check at all if people were
treated or not. If you come to the doctor’s office, they give
you pills and look in your mouth to make sure you swallow
them. If you don’t swallow and you take a pill with you from
there, you get 15 days in a punishment cell. So [one] guy kept
eating the pills...In the end he got ascite [fluid in the
abdomen], drum belly. And he died.

When | got there [medical correctional facility], [told all the
doctors that | had advanced AIDS, told them everything,
showed my last medical records...But nothing, no effect.
When | camethere in 2007, many inmates with HIV had
been transferred there and they didn’t know what to do with
them. They hadn’t even registered us as HIV patients—we
were listed as TB [tuberculosis] patients. So they put all the
inmates with HIV in one barrack and didn't let us out at all. |
got very sick in spring of 2007 or 2008. | had a fever of

40 [°C]for awhole week. The doctors couldn’t do anything,
they couldn’t understand what was going on. At that time,
all people with HIV had to be isolated. Even inthe prison
hospital, they put us inthe isolation chamber in the
basement. Can you imagine?! A punishment isolation
chamber. The chamber | was put in was very small, about

2 meters long. There were two of us there. They didn't do
anything. For two or three weeks | sat in the isolation
chamber and then was just sent back. They didn’t even list us
people with HIV anywhere. Because an HIV patient in the
prison means a certain diet, state subsidies, some additional
money is supposed to be allocated for an inmate with HIV.
Andthey didn’t have it. We spent oneyear, even more, listed
as TB patients, not HIV patients; there was no HIV."

An excerpt from Anya Sarang’s interview with KP, who had
recently been released from a Russian prison, 2009.

HIV treatment in drug detention centreg or prison™
have been documented in many other low-income and
middle-income countries with HIV epidemics or
subepidemics concentrated in IDUs. OST programmes
in most countries with low and middle incomes remain
in perpetual pilot status. In Kyrgyzstan, Moldova, and
Azerbaijan, failure to ensure adequate supply of OST
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has resulted in sudden cessation of treatment or
clinically inappropriate reduction of doses.™ Across
southeast Asia, fewer than 12000 of an estimated
800000IDUS had accessto methadoneorbuprenorphine
in 2009.

Systematic collection of data for IDU access to HIV
treatment and care is a first step toward appraisal and
transcendence of barriers to ART for [DUs. Although the
US President’s Emergency Plan for AIDS Reliefhas been
required since 2009 to obtain information about number
of IDUs reached by US-funded services, these data
remain unavailable®* The Global Fund to Fight AIDS,
Tuberculosis and Malaria, which between 2001 and 2008
has awarded about $180 million for HIV prevention in
IDUs,* does not ask grantees to detail IDU-related
spending, even in countries where most of the HIV-
infected population are IDUs. As the American historian
Patricia Cohen has noted, “that which is not counted
does not count”” Data collection should also include an
equity ratio comparing share of HIV infections in IDUs
to share of IDUs on ART.

Resource requirements associated with scale-up of
treatment to IDUs are substantial. Assessment of costs
and benefits of such investment, however, have been
infrequent, and need to measure not only life-years gained
and reductions in HIV transmission, but also broad
benefits of OST such as reduction in crime, imprisonment
and law enforcement, improved family relationships,
return to gainful employment, and reduction in demand
for illicit drugs. In China, for example, a review by the
national methadone working group estimated that
treatment of 200000 heroin users with methadone would
remove as much as $483 million from the illegal drug
market.” Cost reductions can also be obtained through
changes in treatment delivery systems. Most low-income
and middle-income countries, for example, do not allow
take-home doses of OST, sharply constraining treatment
scale-up and increasing costs of service delivery. Use of
generic rather than brand-name drugs, or increased
application of costreduction mechanisms such as
compulsory licensing, could also reduce costs.*®

Although analysts have increasingly discussed the
importance of risk-environment analysis to assess effects
on treatment,*** metrics to undertake such analysis are
needed. Rather than focusing on active drug use, co-
morbidities, or assessments of individual patient stability
to establish treatment readiness, a systemic approach might
measure physician attitudes towards IDUs, regulatory
restrictions on provision of ART or OST, and reported levels
of police harassment as determinants of adherence.

In view of the effectiveness of OST for improvement of
adherence to and outcomes of ART, reconceptualisation of
combination treatment to include methadone or
buprenorphine is essential. Surveys of ART in countries
with injection-driven HIV epidemics should include data
for OST accessibility, availability, and price, and initiatives
to increase treatment access should emphasise OST as
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well ag ART availability. High prevalence of co-infection
with tuberculosis in HIV-positive IDUs draws attention to
the need for similar integration of ART, OST, and
tuberculosis treatment; half the 26 countries that WHO
designates as high burden for multidrug-resistant
tuberculosis  have injection-driven HIV epidemics.*
Treatment of hepatitis C, which is endemic in IDU
networks in low-income and middle-income countries,
also demands attention and integration with ART. The
price of hepatitis C drugs is another structural obstacle
impeding an effective response.

One approach to extending treatment coverage and
reducing the deterrent effect of stigma experienced by
IDUs in health clinics might be the use of peer support.
In resource-poor settings with HIV epidemics that are
not driven by IDUs, task-shifting through use of
treatment companions (accompagnateurs) and weekly
home delivery of ART by lay field officers hag improved
ART adherence and allowed for scale-up of treatment .
Although IDUs are often described as having antisocial
personalities, most drug users function in social
networks to obtain and to administer drugs; conversely,
treatment systems that often isolate IDUs from all
external social supports display antisocial behaviour.* A
new framework would establish directly observed
therapy as an intervention that could effectively take
place not only in settings overseen by clinicians, but
also in the social settings of IDUs themselves.

Community-based programmes arelikely to be especially
important for the growing numbers of stimulant injectors
in countries with injection-driven HIV epidemics®™* and
for opioid injectors who also use amphetamine-type
stimulants, for which no pharmacological substitution
treatment exists. Programmes in Brazil delivering ART to
cocaine injectors have increased patient retention and
satisfaction through outpatient counselling services and
clinics offering food, adherence support, laundry services,
and waiting-room debates.” Methods such as peer-driven
interventions and contingency management have
increased engagement of stimulant users with HIV
prevention or drug-dependence services.

These systemic improvements, however, are unlikely to
succeed without action to resolve the fundamental
structural tension between public health approaches that
treat IDUs as patients and law enforcement approaches
that seek to arrest them. Police registries, arbitrary
detention, and imprisonment of people who have
committed no crime apart from the possession of drugs
for personal use are barriers to treatment and care that
cannot be overcome by counselling, electronic reminders,
or peer support. The Secretary General of the UN and the
head of the Joint UN Programme on HIV/AIDS have
both publicly acknowledged the importance of
decriminalisation of IDUs to increase HIV prevention
and treatment access,**¥ and the Executive Director of
the Global Fund has urged decriminalisation of petty
drug possession on public health grounds. Human
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rights experts, including the special rapporteurs on
torture and health and the UN High Commissioner on
Human Rights, have emphasised that drug users do not
forfeit their rights as a result of illegal behaviours and
that existing drug control approaches subject IDUs to
serious abuses.™ The health effects of human-rights
protections for IDUs need to be better assessed, since
legal empowerment strategies, access to an attorney, legal
reform, or change in pretrial detention practices might
be as crucial to containment of HIV as are sterile syringes
or ART.

Laws mirror political processes. Although health
professionals need to increase their focus on structural
obstacles to ART provision, a basic challenge remains in
the reversal of social forces, including popular opinion,
that portray IDUs as already dead or less than human, and
g0 deserving of legs-than-human rights. Resurrection of
ID Us from this status is beyond the healing power of ART
alone, although reformation of HIV treatment systems can
help to emphasise that IDUs, including those actively
injecting, are capable of making positive choices to protect
their health and that of their communities. Treatment
advocates and policy makers would be aided by returning
to the original universal access document, the 1948
Universal Declaration of Human Rights, to guide the
formation of an approach that will help IDUs and others
vulnerable to HIV to receive equitable treatment and care.
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