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HARM REDUCTION OR HARM MAINTENANCE:
IS THERE SUCH A THING AS SAFE DRUG
ABUSE?

WEDNESDAY, FEBRUARY 16, 2005

HOUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON CRIMINAL JUSTICE, DRUG PoLICY,
AND HUMAN RESOURCES,
COMMITTEE ON GOVERNMENT REFORM,
Washington, DC.

The subcommittee met, pursuant to notice, at 2:45 p.m., in room
2154, Rayburn House Office Building, Hon. Mark E. Souder (chair-
man of the subcommittee) presiding.

Present: Representatives Souder, McHenry, Brown-Waite,
Cummings, Norton, Davis of Illinois, Watson, Waxman,
Ruppersberger and Higgins.

Staff present: Marc Wheat, staff director; Nick Coleman and
Brandon Lerch, professional staff members; Pat DeQuattro and
Dave Thomasson, congressional fellows; Malia Holst, clerk; Sarah
Despres and Tony Haywood, minority counsels; Josh Sharfstein,
minority professional staff member; Earley Green, minority chief
clerk; and Jean Gosa, minority assistant clerk.

Mr. SOUDER. The subcommittee will now come to order.

Good afternoon, and thank you all for coming. Today we are
holding our subcommittee’s second official hearing of the 109th
Congress. Last week, we held a hearing with the Director of the
White House Office of National Drug Control Policy to get a clear
understanding of how the Federal drug budget brings resources to
bear on reducing drug abuse, whether it be law enforcement, drug
treatment or drug use prevention. Today we will focus on how the
public’s resources and trust may be abused through programs that
fit under the self-identified label of harm reduction.

I believe this subcommittee was the first to hold a hearing on
measuring the effectiveness of drug treatment programs and was
the first to hold a hearing on the President’s Access to Recovery
initiative, which seeks to increase and enhance the availability of
drug treatment in the United States. In the last Congress, many
members of this subcommittee worked together to pass the Drug
Addiction and Treatment Expansion Act and will do so again this
Congress. The members of this subcommittee are not just talkers,
we are doers, and I'm pleased that we have the opportunity to work
on so many important matters together.

As President Bush refers to it in the National Drug Control
Strategy, we should all work for healing America’s drug users. I ap-
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plaud the administration’s 50 percent increase to the Access to Re-
covery program for a total of $150 million. This initiative, adminis-
tered by the Substance Abuse and Mental Health Services Admin-
istration [SAMHSA], will provide people seeking clinical treatment
and/or recovery support services with vouchers to pay for the care
they need. And it will also allow assessment of need and will pro-
vide vouchers for clients who require clinical treatment and/or re-
covery support services but would not otherwise be able to access
care.

As I stated last week, when evaluating drug control policies, we
must look beyond the intent of the program and look at the results.
We should always apply a common-sense test: Do the policies in
question reduce illegal drug use? That is the ultimate performance
measure for any drug control policy, whether it is related to en-
forcement, treatment or prevention. If we apply that test to Federal
drug programs on the whole, the Bush administration is doing very
well. Drug use, particularly among young people, is down since
President Bush took office in 2001. Under this administration, we
have seen an 11 percent reduction in drug use, and over the last
3 years, there has been a historic 17 percent decrease in teenage
drug use. That is in stark contrast to what happened in the mid
to late—90’s when drug use, particularly among teenagers, rose dra-
matically after major declines all through the 1980’s and early
1990’s.

Now, what if we were to apply that same test to that of “harm
reduction?” It wouldn’t even be close. Harm reduction does not
have the goal of getting people off drugs. Harm reduction is an ide-
ological position that assumes certain individuals are incapable of
making healthy decisions. Advocates of this position hold that dan-
gerous behavior, such as drug abuse, must be accepted by society,
and those who choose such lifestyles, or become trapped in them,
should be able to continue these behaviors in a manner less harm-
ful to others. Often, however, these lifestyles are the result of ad-
diction, mental illness and other conditions that should and can be
treated rather than accepted as normal healthy behaviors.

Instead of addressing the symptoms of addiction—such as giving
them clean needles, telling them out how to shoot up without blow-
ing a vein, recommending that addicts abuse with someone else in
case one of them stops breathing—we should break the bonds of
their addiction and make them free from needles and pushers and
pimps once and for all.

We have a wide variety of witnesses today. Our first panel in-
cludes several gentlemen who worked with faith-based organiza-
tions in Asia, primarily with Muslim organizations in Afghanistan,
Malaysia, and Indonesia and are having to contend with needle
giveaway programs that are being promoted by foreigners, notwith-
standing the cultural traditions of these countries in question.
Some of these “harm reduction” programs, I must add with embar-
rassment and with apology to the gentlemen of the first panel, are
financed by the U.S. Agency for International Development, the
Federal Government foreign aid agency.

On the other hand, one of the witnesses requested by the minor-
ity, Dr. Beilenson, worked several years ago on a project which crit-
ics might call “More Drugs for Baltimore.”
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In June 1998, the Baltimore Sun reported that Johns Hopkins
University drug abuse experts and Baltimore’s health commis-
sioner were, “discussing the possibility of a research study in which
heroin would be distributed to hard core addicts in an effort to re-
duce crime, AIDS and other fallout from drug addiction.” At that
time, “Public health specialists from a half dozen cities in the
United States and Canada met at the Lindesmith Center, a drug
policy institute supported by financier George Soros, to discuss the
logistics and politics of a multicity heroin maintenance study.”
Such an endeavor would be, “‘politically difficult but I think it’s
going to happen,” said Baltimore Health Commissioner Dr. Peter
Beilenson.”

Another minority witness, Dr. Robert Newman, served on the
board of directors for the Drug Policy Foundation as early as 1997,
and presently serves on the board of directors with another minor-
ity witness, Reverend Edwin Sanders, of the Drug Policy Alliance,
the new name of the Drug Policy Foundation since its merger with
the aforementioned Lindesmith Center. The Drug Policy Alliance
described itself as, “the Nation’s leading organization working to
end the war on drugs.” Along with its major drug donor, George
Soros, it helped produce, “It’s Just a Plant,” a pro-marijuana chil-
dren’s book, which I have a copy of here.

I would be very interested in learning from the witnesses today
what they believe the U.S. Government policy should be with re-
spect to financing heroin distribution, safe injection facilities and
how-to manuals like “H Is for Heroin,” published by the Harm Re-
duction Coalition, and other children’s books on smoking marijuana
produced with the help of the organization run by two of the mi-
nority’s witnesses today.

We thank everyone for traveling so far and taking the time to
join us. We look forward to your testimony.

And I now yield to Mr. Cummings, the ranking member of the
subcommittee.

[The prepared statement of Hon. Mark E. Souder follows:]
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Opening Statement
Chairman Mark Souder

“Harm Reduction or Harm Maintenance:
Is There Such a Thing as Safe Drug Abuse?”

Subcommittee on Criminal Justice, Drug Policy,
and Human Resources
Committee on Government Reform

February 16, 2005

Good afternoon, and thank you all for coming. Today we are holding our
Subcommittee’s second official hearing of the 109" Congress. Last week, we held a hearing
with the Director of the White House Office of National Drug Control Policy to get a clearer
understanding of how the federal drug budget brings resources to bear on reducing drug abuse,
whether through law enforcement, drug treatment, or drug use prevention. Today, we shift
focus to how the public’s resources and trust may be abused — through programs that fit under
the self-identified label of "harm reduction.”

| believe this Subcommittee was the first to hold a hearing on measuring the
effectiveness of drug treatment programs, and was the first to hold a hearing on the President’s
Access To Recovery initiative, which seeks to increase and enhance the availability of drug
treatment in the United States. In the last Congress, many members of this Subcommittee
worked together to pass the Drug Addiction Treatment Expansion Act, and will do so again in
this Congress. The members of this Subcommittee are not just talkers, we’re doers, and | am
pleased we have had the opportunity to work on so many important matters together.

As President Bush refers to it in the National Drug Control Strategy, we shouid all work
for “Healing America's Drug Users.” | applaud the Administration’s 50 percent increase to the
Access to Recovery program for a total of $150 million. This initiative, administered by the
Substance Abuse and Mental Health Services Administration (SAMHSA), will provide people
seeking clinical treatment and/or recovery support services with vouchers to pay for the care
they need. It also will allow assessment of need and will provide vouchers for clients who
require clinical treatment and/or recovery support services but would not otherwise be able to
access care.

As | stated last week, when evaluating drug contro! policies, we must look beyond the
intent of a program and look to the results. We should always apply a common-sense test: do
the policies in question reduce illegal drug use? That is the ultimate “performance measure” for
any drug control policy, whether it is related to enforcement, treatment, or prevention. If we
apply that test to federal drug programs on the whole, the Bush Administration is doing very
well. Drug use, particularly among young people, is down since President Bush took office in
2001. Under this Administration, we have seen an 11 percent reduction in drug use, and over
the past three years there has been an historic 17 percent decrease in teenage drug use. That
is in stark contrast to what happened in the mid- to late-1990s, when drug use — particularly
among teenagers - rose dramatically after major declines in the 1980s and early 1990s.
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Now, what if we were to apply that same test to that of *harm reduction?” It wouldn't
even be close ~ “harm reduction” does not have the goal of getting people off of drugs. “Harm
reduction” is an ideological position that assumes certain individuals are incapable of making
healthy decisions. Advocates of this position hold that dangerous behaviors, such as drug
abuse, therefore simply must be accepted by society and those who choose such lifestyles -- or
become trapped in them -- should be enabled to continue these behaviors in a manner less
“harmful” to others. Often, however, these lifestyles are the result of addiction, mental iliness, or
other conditions that should and can be treated rather than accepted as normal, healthy
behaviors.

Instead of addressing the symptoms of addiction — such as giving them clean needles,
telling them how to shoot up without blowing a vein, recommending that addicts abuse with
someone else in case one of them stops breathing -- we should break the bonds of their
addiction and make them free from needles and pushers and pimps once and for all.

We have a wide variety of witnesses today. Our first panel includes several gentlemen
who work with faith-based organizations in Asia (primarily with Muslim organizations in
Afghanistan, Malaysia, and Indonesia), and are having to contend with needle-giveaway
programs that are being promoted by foreigners notwithstanding the cultural traditions of these
countries in question. Some of these “harm reduction” programs, | must add with
embarrassment and with apology to the gentlemen of the first panel, are financed by the United
States Agency for International Development, the federal government’s foreign aid agency.

On the other hand, one of the witnesses requested by the minority, Dr. Beilenson,
worked several years ago on a project which critics might call “more drugs for Baitimore.”

In June 1998, the Baltimore Sun reported that Johns Hopkins University drug abuse
experts and Baltimore's health commissioner were "discussing the possibility of a research
study in which heroin would be distributed to hard-core addicts in an effort to reduce crime,
AIDS and other fallout from drug addiction.” At that time, “public health specialists from a half-
dozen cities in the United States and Canada... met at the Lindesmith Center, a drug policy
institute supported by financier George Soros, to discuss the logistics and politics of a multi-city
heroin maintenance study.” Such an endeavor would be “politically difficult, but | think it's going
to happen,” said Baltimore Health Commissioner Dr. Peter Beilenson.

Another minority witness, Dr. Robert Newman, served on the Board of Directors for the
Drug Palicy Foundation as early as 1997, and presently serves on the board of directors with
another minority witness, Rev. Edwin Sanders, of the Drug Policy Alliance (the new name of the
Drug Policy Foundation since its merger with the aforementioned Lindesmith Center). The Drug
Policy Alliance describes itself as “the nation’s leading organization working to end the war on
drugs.” Along with its major donor George Soros, it helped produce It’s Just a Plant, a pro-
marijuana children’s book.

! will be very interested in learning from the witnesses today what they believe U.S.
Government policy should be with respect to financing heroin distribution, safe-injection
facilities, and how-to manuals like H Is For Heroin, published by the Harm Reduction Coalition,
and children’s books on smoking marijuana, produced with the help of the organization run by
two of the minority's witnesses today.

We thank everyone for traveling so far and taking the time to join us, and | look forward
to your testimony.
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Mr. CuMMINGS. Thank you very much, Mr. Chairman. And I
thank you for holding this hearing today on harm reduction strate-
gies for preventing illness and death among injecting drug users,
their loved ones and the broader population. I am pleased that we
are joined today by the ranking minority member of the full com-
mittee, Mr. Henry Waxman. Mr. Waxman’s outstanding leadership
on matters of public health is truly commendable and I welcome
his participation.

I also welcome all of our witnesses. A number of them have trav-
eled a considerable distance to share their perspectives on harm re-
duction and needle exchange, and I appreciate their being with us
today.

As you know, Mr. Chairman, injecting drug users are at elevated
risk for infection with HIV and other blood-borne diseases due to
widespread use of contaminated injection equipment. In the United
States, Russia and most of Asia, including China, injection drug
use is a major risk factor driving HIV infection rates in these high-
ly populous and, in many cases, highly vulnerable societies. The
enormous unmet need for drug prevention and treatment in these
countries, therefore, is not just a concern from the standpoint of
drug policy. It is a major factor in a global AIDS epidemic, and it
desperately requires effective interventions to halt the spread of
HIV/AIDS among injecting drug users and the broader population.

Needle and syringe exchange has proved to be an effective inter-
vention to prevent HIV infection among injection drug users. The
science supporting the efficacy of needle exchange is thorough and
consistent to the point that, today, there really is no serious sci-
entific debate about whether needle exchange programs work as
part of a comprehensive strategy to reduce HIV infection among
high-risk injection users. Indeed, numerous scientific reviews con-
ducted in the United States and internationally confirm that sy-
ringe exchange programs, when implemented as part of a com-
prehensive HIV/AIDS prevention strategy, are effective in reducing
the spread of HIV and other blood-borne illnesses.

The most comprehensive of these was the review conducted by
the U.S. Department of Health and Human Services in the year
2000. Summarizing this report, then-Surgeon General David
Thatcher concluded, after reviewing all of the research to date,
“The senior scientists of the department and I have unanimously
agreed that there is conclusive evidence that syringe exchange pro-
grams as part of a comprehensive HIV strategy, are an effective
public health intervention that reduces the transmission of HIV
and does not encourage the use of illegal drugs.”

Similarly, a 2004 review of the scientific literature by the World
Health Organization found that with regard to injecting drug
users, “There is compelling evidence that increasing the availability
and utilization of sterile injecting equipment reduces HIV infection
substantially.”

Last fall, at the request of Mr. Waxman and myself, the National
Institutes of Health conducted a further review on the scientific lit-
erature to date and reported to us that the Federal Government
has extensively examined the effectiveness of syringe exchange pro-
grams [SEPs], dating back to 1993, including reviews by the Gov-
ernment Accountability Office. The current scientific literature sup-
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ports the conclusion that SEPs can be an effective component of a
comprehensive, community-based HIV prevention effort.

With unanimous consent, I would like to submit the NIH re-
sponse for the record.

[The information referred to follows:]
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4 DEPARTMENT OF HEALTH & HUMANSERVICES Public Health Service
National Institutes of Health
Bethesda, Maryland 20892
www.nih.gov
OCT07 2004

The Honorable Henry A. Waxman
Ranking Minority Member
Committee on Government Reform
House of Representatives
Washington, D.C. 20515-6143

Dear Mr. Waxman:

Thank you for your letter, co-signed by Representative Elijah E. Cummings, in which you express concem
regarding the presentation of scientific evidence on the efficacy of syringe exchange and "harm reduction”

programs to prevent the spread of HIV and other blood bome illnesses. I have enclosed a brief response to the
areas of interest you identified in your letter,

T hope you find this information useful. If you have further questions or need additional information, please

contact Dr. Steve Gust, Interim HIV/AIDS Coordinator at the National Institute on Drug Abuse, at 301-443-
6480.

An identical letter is being sent to Mr. Cummings.

Sincerely, %Z‘_‘ =
Z7 k

Elias A. Zerhouni, M.D.
Director

Enclosure
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1. Strategies That Have Proven Successful in Reducing The Risk of HIV Infection Among IDUs.

One successful strategy for reducing the risk of HIV among injection drug users (IDUs} is to provide drug abuse
treatment. Drug treatment programs provide a good setting for reaching IDUs and their partners with HIV
prevention and care messages and interventions. It also can be a bridge to other needed services, such as primary
health care, mental health, or other social services.

Numerous studies, primarily focused on methadone maintenance treatment (MMT), have shown that substance
abuse treatment programs can have a dramatic effect on HIV transmission among opiate injectors, reducing their
risk as much as 4- to 6-fold. ¥ Drug abuse treatment works principally because it helps IDUs decrease the number
of injections or helps them stop injecting altogether. Less use leads to fewer drug related risk behaviors, and that in
turn leads to fewer exposures to HIV. The beneficial effects of MMT are most evident when treatment lasts a
sufficiently long time and when methadone doses are high enough to effectively block drug craving: One study
showed that 3.5 percent of methadone patients who had been in treatment continuously for 18 months had become
infected with HIV, compared to 22 percent of out-of treatment IDUs;? another study showed that at 36 months, 8
percent of [DUs in treatment had become infected,” as compared to 30 percent of injectors not in treatment. An
analysis of 20 years of social and medical data on 622 MMT patients in New York City showed that those patients
who received methadone doses of 80 mg or more were significantly less likely to have HIV infection than patients
who received smaller doses. * The protective value of higher doses was independent of a number of other risk
factors, including year of last cocaine injection, needle sharing in shooting galleries, number of IDU sex partners,
income, and race/ethnicity. Moreover, among non-injection cocaine users, drug treatment has also been shown to
decrease cocaine use from an average of 10 days per month at baseline to 1 day per month at 6 months. Reduction
in cocaine use was associated with an average 40 percent decrease in HIV risk across gender, and ethnic groups,
mainly as a result of fewer sexual partners and less unprotected sex.®

Drug addiction treatment” is an essential component of a comprehensive prevention program to reduce risk of HIV
and other blood-borne infections among IDUs. Since the late 1980s, studies have shown that treatment works
because drug users in treatment stop or reduce their drug use and related risk behaviors, including use of non-sterile
syringes and unsafe sex. Drug treatment programs also serve an important role in providing up-to-date information
on HIV/AIDS, hepatitis, and other sexually transmitted diseases (STDs), counseling and testing services for these
infections, and referrals for their clients to obtain medical and social services.

However, the majority of those needing treatment are not currently in a treatment program. The NIDA Community-
Based Outreach Model ®° was designed to reach out-of-treatment IDUs who are unable or unwilling to stop using
and injecting drugs and who cannot or will not access drug treatment. Compared to those in treatment, out-of-
treatment IDUs are at significantly greater risk of HIV and other infections because they are more likely to inject
drugs more frequently, fo share drugs, syringes, and other injection equipment, and to practice unsafe sex while
under the influence of drugs. The outreach program developed by NIDA attempts to reduce HIV risk through
education on the risk factors for HIV transmission and by teaching effective skills in reducing those risks.
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The Federal Government has extensively examined the effectiveness of syringe exchange programs (SEPs) dating
back to 1993, including reviews by the Government Accountability Office.'® Several non-governmental
organizations, including the American Psychiatric Association, and others have also endorsed the use of SEPs as
effective public health interventions. The current scientific literature supports the conclusion that SEPs can be an
effective component of a comprehensive community-based HIV prevention effort.

References:

'Joseph H, Stancliff S, Langrod J. Methadone maintenance treatment (MMT): a review of historical and clinical
issues. The Mt. Sinai Journal OfMedic[ne 67(586):347-364, 2000.

*Metzger DS, Navaline H, Woody GE. Drug abuse treatment as AIDS prevention. Public Health Reports

113(Suppl 1):97-106,1998.

*Metzger DS, Woody GE, McLellan AT, O*Brien CP, Druley P, Navaline H, De Philippis D, Stolley P,
Abrutyn E. Human immunodeficiency virus seroconversion among intravenous drug users in- and out-
of treatment: An 18-month prospective follow-up. Journal of Acquired Immune Deficiency Syndromes,
6, 1049-1056,1993.

‘McLellan AT, Metzger DS, Alterman AL Woody GE, Durell J, O'Brien CP. Evaluating the effectiveness of

addiction treatment: Reasonable expectations, appropriate comparisons. Milbank Quarterly, 74, 51-85,
1996.

*Hartel DM, Schoenbaum EE. Methadone treatment protects against HIV infection; two decades of experience in
the Bronx, New York City. Public Health Reports 113(Suppl 1):107-115, 1998.

“Woody GE, Gallop R, Luborsky L, Blaine J, Frank A, Salloum JM, Gastfriend D, Crits-Christoph P. HIV risk
reduction in the National Institute on Drug Abuse Cocaine Collaborative Treatment Study. J dequir
Immune Defic Syndr 33(1)-.82-87,2003.

"NIDA Principles of Drug Addiction Treatment: A Research-Based Guide. NTH Publication No. 99-
4180, Oct 1999,

*NIDA Principles of HIV Prevention in Drug-Using Populations: A Research Based Guide. U.S. Department of
Health and Human Services, National Institutes of Health, National Institute on Drug Abuse; NIH Publication
No. 02-4733, 2002.

NIDA. The NIDA Community-Based Outreach Mode}l: A Manual to Reduce the Risk of HIV and Other Blood-bome
Infections in Drug Users. U.S, Department of Health and Human Services, National Institutes of Health,
National Institute on Drug Abuse, NIH Publication Ne. 00-4812, 2000.

"°U.S. General Accounting Office. Needle Exchange Programs: Research Suggests Promise as an
AIDS Prevention Strategy. Report No. GAO/HRD-93-60. Washington, DC: US GPO, 1993.
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2. The Role Played by Harm Reduction Programs in Stemming the Spread of HIV in the United States,

3. The Relative Rate of HIV Infection in Cities That Have Implemented Harm Reduction Programs
Versus Those That Have Not.

As a public health agency, the goal of the National Institutes of Health (NIH) and specifically the National Institute on
Drug Abuse (NIDA) is to improve the quality of the Nation's addiction treatment and prevention, using science as
the vehicle. The term ‘harm reduction” has various meanings depending upon the context in which it is used, and is not
viewed as a scientific term for any particular approach to addressing drug addiction. However, a great deal of
research has been conducted on methods of reducing risks to health, such as syringe exchange programs (SEPs).

Research shows that SEPs, when implemented as part of a comprehensive HIV/AIDS prevention strategy, can be an
effective public health approach to reduce the spread of HIV and other blood borne pathogens in the community.
SEPs reduce the circulation time of contaminated injection equipment and thereby reduce opportunities for reuse of
contaminated injection equipment and the transmission of new infections. '? A number of studies conducted in the
U.S. have shown that SEPs do not increase drug use among participants or surrounding community members and are
associated with reductions in the incidence of HIV, hepatitis B, and hepatitis C in the drug-using population, >’

Hurley, et al., * reviewed published and unpublished reports from 1984 to 1994 on HIV seroprevalence among IDUs in 81
cities across Europe, Asia, and North America with and without SEPs. On average, seroprevalence increased by 5.9
percent per year in the 52 cities without SEPs and decreased by 5.8 percent per year in the 29 cities with SEPs.
The average annual change in seroprevalence was 11 percent lower in cities with SEPs. Thus, in cities with SEPs, HIV
seroprevalence among IDUs decreased on average, but in cities without SEPs, HIV seroprevalence increased,
suggesting that SEPs led to a reduction in HIV incidence among IDUs.
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4, Evidence Comparing HIV Tr t Regi Compli Among IV Drug Users vs. Non-IV Drug Users.

B ¥

HIV-infected drug abusers can achieve positive health outcomes if they have access to and adhere to treatment with
antiretroviral drugs (ART). Studies have also demonstrated the importance of ongoing interventions to reduce drug
abuse and associated risk behaviors in order to maximize the health benefits of ART. However, there is cause for concern
that health ouicomes in drug abusers infected with HIV may be inferior to non-drug users. The often chaotic lifestyles of
drug abusers combined with their increased likelihood of co-occurring medical and psychiatric conditions can
complicate their treatment and prevent their achieving the same health outcomes as non-drug users. Access to medical
care is another crucial factor. Individuals who receive HIV treatment later in the course of their disease are more likely
to have viral rebound associated with development of resistance to ART than those who receive early treatment.
Finally, preclinical or basic research studies indicate that some drugs of abuse affect the immune system, the target of
HIV infection, which may also impact vulnerability to infection and course of illness,

Factors associated with treatment compliance in drug abusing populations are discussed below.
Adherence to HIV treatment among drug users

The cumulative research indicates that non-adherence to antiretroviral therapy (ART) occurs in both drug users and
non-drug users, reflecting the difficulty of adhering to complex regimens which require high accuracy in dosing
schedule and compliance with dietary instructions. Estimates are that about 40 percent of patients receiving ART have
significant problems with adherence.’ A study of adherence among non-drug-using patients found 53.1% reported
taking all medication on time according to dietary instructions, i.c., were fully adherent. It is important to recognize
that not only do treatment outcomes depend upon adherence to medication regimens, but also the risk of developing
resistant HIV strains may be related to the level of sustained treatment adherence.'

A number of predictors of poor ART treatment adherence have been demonstrated in research studies. These include
illicit drug use, as well as depression, alcohol use, poor self-efficacy, and certain health beliefs, However, the evidence
from individual studies is not consistent-in some cases no differences are found between drug users, former drug users
and non-drug users, and in other cases clear evidence of poorer adherence and lower HIV viral suppression is found in
active drug users, Examples of this research follow:

In one study, the strongest predictor of poor ART adherence in drug users was active cocaine use (27% in
abstinent users vs. 68% in active users). Other factors included female gender, being unmarried, screening positive
for depression and use of alcohol.”

In a cohort of HIV infected wornen adherence was found not to be stable over time, with factors such as active
drug/alcohol use, more frequent antiretroviral dosing, younger age, and lower initial CD4 lymphocyte count
predicting poor ART adherence.

Lucas, etal,” identified the effects of substance abuse status on utilization of highly active anti-retroviral therapy
(HAART), medication adherence, and virologic and immunologic responses to therapy in a cohort of HIV-1 -

infected patients attending an urban HIV clinic. Active drug use was strongly associated with underutilization of
HAART, non-adherence,
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and inferior virologic and immunologic responses to therapy. Former drug users and non-drug users were similar in.
all outcomes

*  Another study by this group7 indicated that switching from non-use to substance abuse was strongly associated with
worsening ART use and adherence, and less frequent HIV-1 RNA suppression, compared to remaining free of
substance abuse. Conversely, switching from substance abuse to non-use was strongly associated with improvements
in ART use, adherence and treatment outcomes,

* Not all studies support an association between drug abusers and poor adherence. A study of factors relating to
adherence to antiretroviral therapy among pregnant women indicated that adherence to antiretroviral therapy was
not significantly associated with use of illicit drugs. Analyses were based on pharmacy claims data in a sample of 549
HIV-infected wonen who were prescribed antiretroviral therapy and who delivered live infants. ®

Reforences:

'Sethi AK, Celentano DD, Gange 8J, Moore RD, Gallant JE. Association between adherence to antiretroviral therapy
and human immunodeficiency virus drug resistance. CID 37:1112-1118,2003.
*Cheever LW, Wu AW. Medication adherence among HIV-infected patients: understanding the complex behavior of
patients taking this complex therapy. Curr Infect Dis Rep 4:401-407, 1999,
*Nieuwkerk PT, Sprangers AG, Burger DM et al, Limited patient adherence to highly active antiretroviral therapy for HIV-
1 infection in an observational cohort study. Arch Iniern Med 161:1962-1968,2001.
*Arnsten JH, Demas PA Grant RW, Gourevitch MN, Farzadegan H, Howard AA, Schoenbaum EE. Impact of active drug
use on antiretroviral therapy adherence and viral suppression in HIV-infected drug users, J Gen Intern
Med17(5):377.381, 2002.
*Howard AA, Amsten JH, Yungtai L, Viahov D, Rich JD, Schuman P, Stone VE, Smith DK, Schoenbaum EE. A
prospective study of adherence and viral load in a large multi-center cohort of HIV-infected women, AIDS 16:2175-
2182, 2002.
®Lucas GM,Cheever LW, Chaisson RE, Moore RD. Detrimental effects of continued illicit drug use on the treatment of
HIV-1 infection. J Acquir Immune Defic Syndr 27:251-259,2001.
"Lucas GM, Gebo KA, Chaisson RE, Moore RD. Longitudinal assessment of the effects of drug and alcohol abuse on HIV-]
treatment outcomes in an urban clinic. AIDS 16:767-774,2002.
*Laine C, Newschaffer CJ, Zbang D, Coster L, Hauck WW, Turner BJ. Adherence to antiretroviral therapy by pregnant
women infected with human immunodeficiency virus: a pharmacy claims-based analysis. Obstetrics and
 Gynecology 95:167-173, 2000.



15

5. The Use of Harm Reduction Strategies in Areas Other Than HIV and Drugs, Such as Speed Limits, Seat-
Belt Laws, Minimum Age of Alcohol Consumption, and Public Education and Peer Outreach Concerning
Smoking.

The reduction of risk for injury and death has been the focus of research in a number of fields. In traffic safety,
reduced speed limits' and seat-belt laws® have reduced the likelihood of crashes and the severity of injuries
sustained in those crashes. The Insurance Institute for Highway Safety has published a selection of findings on the
prevention and consequences of increased speed limits in several editions of Status Report including, "Seven
straight years: deaths higher after 65 mph speed limits than before” in 1994 and "Faster travel and the price we pay" in
2003. More information is available on the Insurance Institute for Highway Safety's website at

http//www highwaysafety org, The Centers for Disease Control and Prevention's (CDC) National Center for Injury
Prevention and Control houses a Task Force on Community Preventive Services which has published findings on
seat-belt use interventions and the effectiveness of safety belt use laws. CDC's reports have been featured in
publications including numerous issues of the Morbidity and Mortality Weekly Report (MMWR) and Volume 21
of the American Journal of Preventive Medicine (AJPM).> More information is available on the National
Center for Injury Prevention and Control's website at hm://www.cde.gov/ngipe/.

Research in the alcohol field has shown that crashes and injuries have been reduced by raising the drinking
age,"5 reducing the allowable blood alcohol concentration (BAC) fordrivers, ® and enacting zero tolerance laws
for younger drivers. * Research has also shown that providing a brief intervention to reduce a person's
drinking lowers the probability of making a subsequent visit to an emergency room.”

Education aimed at better informing the public on smoking and health issues are an important part of tobacco
control and prevention efforts.'® It is vital that the public understand that, to date, the only proven way to reduce the
enormous burden of disease and death due to tobacco use is to prevent youth from beginning to smoke, and to help
smokers, both youth and adults to quit.”* Today, we have much to offer people who smoke and want to quit,
including effective behavioral treatments and medications. “The evidence strongly suggests that people who keep
trying to quit do succeed, although many will require numerous attempts before being successful.”

Recently, a number of new tobacco products with claims purported to reduce health risk have entered the
market.'**® Unlike smoking cessation products, tobacco products do not undergo rigorous, objective scrutiny either
for their constituents or for the accuracy of their health claims. A greater science base is required before we will
know what effect these new products will have on the health of the public. '™

To be effective, education, and outreach efforts must take into account the knowledge, attitudes, and behaviors -
among other factors - of the intended audience .”® To understand these and related issues, the National Cancer
Institute (NCI) has developed and implemented the Health Information National Trends Survey (HINTS), which
collects nationally representative data about the American public's use of cancer-related information and
perception of cancer risks. HINTS contains questions about tobacco product use, including tobacco products
purported to reduce health risk. These data will be useful to help shape future public education efforts.?
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Honorable Elias A. Zerhouni, M.D.
Director

National Institutes of Health

9000 Rockville Pike

Bethesda, Maryland 20892

Dear Dr. Zerhouni:

1 write as an NIH funded researcher whose work since 1990 has focused in part on the
evaluation of syringe exchange as a public health mechanism for the prevention of HIV
and other blood bome diseases.

By now, I presume, you have begun to receive what will no doubt be a flood of letters
from experienced researchers, public health officials, and front-line AIDS prevention
workers in response to the letter condemning syringe exchange sent to you by Mark E.
Souder, Chairman, Subcommittee on Criminal Justice, Drug Policy and Human
Resources. From the opening sentence until the end, Mr. Souder's letter significantly
mistakenly reports the scientific findings on syringe exchange. Contrary to the thrust of
the letter, the consistent pattern in syringe exchange research, as well as the multiple
reviews of the syringe exchange scientific literature by six different federal institutions is
that syringe exchange is a successful, cost-effective public health mechanism for
preventing the spread of HIV among drug injectors,

In one of my studies, funded by the National Institutes on Drug Abuse (NIDA #R01
DA1256), for example, we compared the city of New Haven, CT, which has had syringe
exchange since 1992, to Springfield, MA, which still does not have syringe exchange.
City-level data on AIDS cases collected during 1999-2000 revealed that the number of
new AIDS cases reported were 276 in Springfield and 166 in New Haven and that
approximately 55% of the Springfield cases, but only 43% of the New Haven cases, were
attributable to drug injection. Converting the figures to cases per 100,000 population to
improve the basis for comparisor of the numbers, there were 175.8 and 127.2 AIDS cases
per 100,000, in Springfield and New Haven, respectively.

Furthermore, there were 96.7 and 54.7 injection-related new AIDS cases per 100,000 in
Springfield and New Haven, respectively, a 43% lower rate for New Haven. If New
Haven had not expanded syringe access through a syringe exchange program and
continued to experience new AIDS cases at the same rate as Springfield, there would
have been 123 AIDS cases attributable to injection drug use over the past two years,
Instead, only 71 were reported, a difference of 52 fewer AIDS cases over the past two
vyears. If Springfield had experienced new AIDS cases at the same rate as New Haven, we
would have expected a total 87 new cases. Instead we observed a total of 152 cases, or an
excess of 65 new AIDS cases for a two year period.

From an economic perspective, if we use as a standard figure the cost benefit of averting
one AIDS case is about $180,000 in medical costs, a total of $9,340,000 was saved for
the estimated 52 cases averted in New Haven because of syringe exchange. Moreover, we
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estimate that the excess cost for unprevented AIDS cases in Springfield has cost
$11,690,965.

Additionally, the lack of access to syringe exchange in Springfield was associated with
unsafe disposal of used syringes. We found that syringe exchange programs were used
for safe disposal by 50% of injection drug users in Hartford, CT (which was also included
in the study) and 25% of injection drug users in New Haven, whereas no injectors in
Springfield reported using a a syringe exchange for the safe disposal of their syringes.
By contrast, injectors in Springfield were much more likely to throw their used syringes
into an alley or an open sewer, or stash them in a public place for later use. Unsafe
disposal, combined with relative syringe scarcity, were reflected in the ninefold higher
rate in the use of discarded syringes in Springfield versus Hartford or New Haven.

As findings from just this one study alone make clear--although similar findings on the
public health effectiveness of syringe exchange exists from dozens of studies now,
syringe exchange is an effective, cost-efficient strategy for preventing the spread of HIV,
Syringe exchange, further, has not been found to spread drug use. It is noteworthy that
Mr. Souder ignores all of the data from the U.S. on syringe exchange and instead turns to
the Canadian findings to try and make his case. But, as the Canadian researchers
involved in those studies will tell you, Mr. Souder has systematically distorted the
presentation of the Canadian data, picking and choosing what to report and ignoring that
which doesn't fit and effectively contradicts his argument.

Sad as it may be, one is force to wonder if the unending attack on syringe exchange, a
systematic campaign that consistently distorts the scientific record, continues not because
it syringe exchange is a failure but because syringe exchange is a success in preventing
the spread of a deadly virus in a population -- drug injectors - that are often blamed for
many of our urban social ills.

In responding to Mr. Souder, I urge you to affirm the real findings on syringe exchange
because the preponderance of the data is overwhelming supportive of this approach to the
prevention of HIV,

Sincerely,

Merrill Singer, Ph.D.
Director, Center for Community Health Research
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Honorable Elias A. Zerhouni, M.D.
Director,

National Institutes of Health

9000 Rockville Pike

Bethesda, Maryland 20892

Dear Dr Zerhouni,

We are writing to respond to a letter by Mr. Mark Souder sent to your office on April 28, 2004
criticizing the role of needle exchange programs in reducing the risk of HIV and blood borne
infections. Indeed, in our opinion Mr. Souder’s views do a grave disservice to the community in
attempting to refute international research that supports the effectiveness of needle exchange
programs in reducing the risk of blood borne diseases.

As investigators of the ALIVE and needle exchange evaluation studies in Baltimore, MD, our
group has published numerous reports that showed that the Baltimore needle exchange program
(NEP) is associated with lower HIV incidence over time, reduced frequency of drug injection,
less needle sharing, greater admissions to drug abuse treatment programs and fewer discarded
needles on the street. In examining potential negative effects of the program, NEP was not
associated with increases in crime, permissive attitudes towards drugs among youth or new
needle sharing networks (references below).

Mr. Souder refers to one of our studies that showed that sexual transmission among injection
drug users was independently associated with HIV seroconversion. He states that “needle
exchanges focus almost exclusively upon a single mode of transmission”, an intervention that he
deems ineffective. However, many NEPs provide on-site STD testing, diagnosis and even
treatment, provided that funds are available to support these services. A study by Paone and
colleagues reported that U.S. NEPs that operate in an environment where they are considered
illegal are significantly less likely to be able to offer crucial ancillary services such as screening
for STDs and referrals to drug treatment. As needle sharing declines in a community, sexual
risks may become more important; NEPs can therefore place greater emphasis on established and
effective approaches to reduce risk of sexual transmission among injection drug users and their
sex partners. Based on our findings, we feel that NEPs are the ideal venue for offering these
services and should be supported as a cornerstone of HIV prevention and linkages to primary
care among drug using populations.
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Further, no single intervention can prevent an HIV epidemic 100% of the time in all
circumstances. Yet in at least 8 reviews of the literature of which we are aware, it has been
clearly and consistently shown that cities with NEPs have lower HIV infection rates than those
without NEPs. For example, New York City and Amsterdam have witnessed a declining HIV
epidemic and a shrinking of the IDU population which has been attributed in large part to
expanded access to sterile syringes, including NEPs.

We also note that Mr. Souder cited two Canadian studies (of which one of us is a co-author), but
failed to note that both studies have been updated and the recent reports conclude that needle
exchange attendence was not associated with higher rates of HIV infection. It seems apparent,
therefore, that Mr. Souder has drawn his conclusions in the absence of a complete review of the
peer-reviewed literature.

Given that the intertwining epidemics of HIV and drug abuse disproportionately affect
communities of color in the United States, to further reduce the availability of services that have
been proven effective seems to contradict the recent emphasis to reduce disparities. We would
be happy to assist your office about any questions you may have about the science and
evaluation of needle exchange programs.

Sincerely,

Steffanie A. Strathdee, PhD

Professor and Harold Simon Chair,

Chief, Division of International Health and Cross Cultural Medicine
University of California San Diego School of Medicine,

and Johns Hopkins School of Public Health

David Vlahov, PhD

Professor,

Johns Hopkins School of Public Health
And New York Academy of Medicine

David Celentano, ScD
Professor,
Johns Hopkins School of Public Health

Kenrad E. Nelson, MD
Professor,
Johns Hopkins School of Public Health
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April 30, 2004

Honorable Elias A. Zerhouni, M.D.
Director

National Institutes of Health

9000 Rockville Pike

Bethesda, Maryland 20892

Dear Dr. Zerhouni:

We are in receipt of a letter sent to you by Mark E. Souder, Chairman,
Subcommittee on Criminal Justice, Drug Policy and Human Resources. In this
letter, Mr. Souder refers to data regarding needle exchange and HIV infection
derived from the Vancouver Injection Drug User Study. His lefter unfortunately
contains a number of misinterpretations of these data. As two of the lead
investigators of the study [1], we are writing to provide you with a clarification.

Regarding our investigation, Mr. Souder writes “the study found that HIV-positive
IDUs were more likely to have attended NEP and to attend NEP on a more
reguiar basis compared with HIV-negative IDUs”. Unfortunately, there are ways
to misinterpret data such as these. The simplest misinterpretation is as follows: If
a greater proportion of those who visit the NEP frequently have HIV than those
who visit less frequently, then the NEP must be responsible for causing HIV
infection among its attendees. Under the circumstances, NEP should be
considered harmful. This interpretation is simple, direct and straightforward.
Unfortunately, it is incorrect.

Perhaps the simplest way to iliustrate the error in logic is with an analogy.
Consider hospitals and their patients. it is clearly the case that people who are
admitted to hospitals have higher death rates than people who are not admitted.
Should one conclude that hospitals are responsible for killing the patients it
admits? If so, the logical policy recommendation would be to close hospitals
down.

A moment’s reflection should bring the misinterpretation into clear relief. The
reason why people who are admitted to hospitals have higher death rates than
people not admitted, is that people requiring hospital admission are inherently
sicker. Indeed, that is presumably the reason they are in the hospital. The
hospital is not responsible for its higher death rates; they occur because the
hospital is coping with a population in far worse health than those who remain out
in the community.

Is the needle exchange program in Vancouver responsible for the higher
prevalence rates of HIV among its frequent attendees? Or is it simply the case
that those injection drug users who most use the services of the NEP are the
very ones whose behaviors put them at greater risk of contracting HIV?
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To answer this, we subsequently conducted a comparison of the HIV behavioral
risk factors in frequent versus infrequent NEP attendees within our study [2].
And as expected, we found very different risk profiles in the two groups. With
regard to virtually every risk factor we know of that puts IDUs in our study at
higher risk for contracting HIV, the frequent attendees had greater evidence of
each. Specifically, when compared to infrequent attendees of the NEP, frequent
attendees were younger, more likely to have poor housing situations, more likely
to inject in so-called “shooting galleries”, more likely to inject cocaine on a daily
basis, more likely to be involved in prostitution, more likely to have been
incarcerated in the prior 6 months, and finally, less likely to be in methadone
treatment for addiction. s it any wonder that they have higher rates of HIV than
infrequent attendees? In fact, we went on to show that the excess in HIV rates
among frequent attendees was precisely what one would expect based on their
higher risk profiles. What this article showed is that the NEP was reaching
precisely the target population it sought to reach, and provided clean syringes to
those most capable of transmitting the disease. This second article [2] was not
cited by Mr. Souder.

it is certainly the case that Vancouver experienced an explosive outbreak of HIV
among |DUs in the period around 1996-97. We have analyzed this and have
shown that it was primarily due to a major switch in drug use from heroin to
injection cocaine in the middle of the decade. indeed, we have published an
article showing the outbreak in Vancouver was related to cocaine injection in a
clear dose-related fashion [3].

That a lone NEP, with a restrictive policy of point-for-point exchange in the face
of a massive cocaine injection epidemic in a setting with inadequate treatment
and social support programs, failed to curb an HIV outbreak, cannot be used as
an indictment of this intervention as a whole. For Mr. Souder to take the
Vancouver data out of context, is selective and self-serving, One shudders to
think what might have occurred in this setting in the absence of harm reduction
programs.

Yours sincerely

Dr. Martin T. Schechter
University of British Columbia

Dr. Stephanie Strathdee
University of California, San Diego

References:
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April 27, 2004

Honorable Elias A. Zerhouni, M,D.
Director

National Institutes of Health

9000 Rockville Pike

Bethesda, Maryland 20892

Dear Dr. Zerhount,

L refer to a letter addressed to you dated April 27, 2004 from Congressman Mark E.
Souder, Chairman, Subcommittee on Criminal Justice, Drug Policy and Human
Resources regarding harm reduction. The multiple and serious errors of this letter should
not be accepted, whether or not it is an election year in the United States.

I write as the President for the last 8 years of the International Harm Reduction
Association. I have also been involved in efforts to control HIV infection among and
from injecting drug users for almost twenty years in my own country as well as countries
in Asia, South America and the Middle East. I am the principal author of a 16,000 word
major international review of the effectiveness, safety and cost effectiveness of needle
syringe programmes soon to be published by the World Health Organisation as part of
their Evidence for Action series. Allow me to clarify a number of misunderstandings of
Congressman Souder.

1 Harm reduction is an evidence based and pragmatic response to public health
problems.

Congressman Souder claims that “"harm reduction" is an ideological position that
assumes individuals cannot or will not make healthy decisions.’

‘Harm reduction’ is defined by the International Harm Reduction Association as ‘efforts
to reduce the health, social and economic costs of mood altering drugs without
necessarily reducing drug consumption’. Harm reduction practitioners do not assume that
‘individuals cannot or will not make healthy decisions’. We test hypotheses and if the
evidence demonstrates that a particular hypothesis can be refuted, we reject that
hypothesis. In the case of injecting drug users, the evidence demonstrates consistently
that when provided with appropriate and timely information about the risks of HIV, the
means to change behaviour and the encouragement to do so, risk behaviour generally
declines and HIV incidence and prevalence also decline.

2 Harm reduction is effective, safe and cost effective.

Congressman Souder claims that ‘programs driven by this ideological position have not
been adequately reviewed with unbiased, scientific rigor’. Perhaps Congressman Souder
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is unaware of the seven following reviews of needle syringe programmes carried out by
agencies of the US government (or on their behalf):

t General Accounting Office, G.A., Needle Exchange Programs: Research
Suggests Promise as an AIDS Prevention Strategy. 1993, US Government
Printing Office: Washington DC.

2 National Commission on AIDS, The Twin Epidemics of Substance Use and HIV.
1991: Washington DC.

3 Lurie, P., & Reingold, A.L. (Eds). The public health impact of needle exchange
programs in the United States and abroad, vol. 1. 1993, Centres for Disease
Control and Prevention: Atlanta.

4 Office of Technology Assessment of the US Congress, The Effectiveness of AIDS
Prevention Efforts. 1995, US Government Printing Office: Washington DC.

5 National Institutes of Health Consensus Panel, Interventions to prevent HIV risk
behaviors. 1997, NIH.

6 Satcher, D., Surgeon General, Evidence-based findings on the efficacy of syringe
exchange programs: an analysis of the scientific research completed since April
1998. 2000, US Dept of Health & Human Sciences: Washington, DC.

7 Institute of Medicine of the National Academy of Science, No Time to Lose:
Getting More from HIV Prevention. 2001, National Academies Press: Washington
DC.

All of these reviews concluded that: (1) needle syringe programmes are effective in
reducing HIV infection among injecting drug users; (2) needle syringe programmes do
not increase illicit drug use. Congressman Souder’s claim is baseless.

3 Few studies question the value of needle syringe programmes

Congressman Souder quotes studies concluding that needle syringe programmes may
increase HIV infection. He does not quote some later studies by the same authors
questioning or revising their own findings in earlier papers. The overwhelming majority
of papers evaluating needle syringe programmes have found that these programmes
reduce HIV infection among injecting drug users. There is no convincing evidence that
needle syringe programmes increase HIV,

Congressman Souder appears to be unaware of the findings of the vast majority of studies
evaluating needle syringe programmes and large ecological studies in particular. A study
commissioned by the Commonwealth Department of Health in Australia (Health
Outcomes International Pty Ltd, National Centre for HIV Epidemiology and Clinical
Research, Drummond M. Return on Investment in Needle and Syringe Programs in
Australia. Commonwealth Department of Health and Ageing. Canberra. 2002.) showed
that by 2000 needle syringe programmes cost Australia’s governments $A130 million but
prevented 25,000 HIV and 21,000 hepatitis C infections and by 2010 prevented 4,500
AIDS deaths. More Australian lives were saved by needle syringe programmes than were
tragically lost in New York to terrorism on September 11, 2001. Needle syringe
programmes saved governments at least $A2.4 billion or, if the conventional 5% annual



29

discount for future benefits is not deducted, as much as $A7.7 billion. ($A 1.00 =§US
75.00) This major evaluation was based on a study of data from 103 cities around the
world. Cities with needle syringe programmes had an average annual 18.6% decrease in
HIV, compared with an average annual 8.1% increase in HIV in cities without such
programmes.

The USA rejects harm reduction and consequently needle syringe programmes have to
rely on meagre state and city resources. Thus needle syringe programmes in the USA
have a fraction of the coverage of their Australian counterparts. In the year 2000, there
were almost 15 new AIDS cases for every 100,000 Americans compared to just 1 new
AIDS case for every 100,000 Australians. Between one third and one half of all new
AIDS cases in the US are attributed to injecting drug use compared to about 5 % in
Australia. The USA has today the highest AIDS incidence in the developed world and by
a large margin.

In July 2002 President Clinton acknowledged publicly that he had erred in declining an
opportunity to introduce Federal funding for needle and syringe programmes in the USA
in April 1998. Clinton explained that at the time he had taken political rather than public
health advice.

4 Harm reduction is a well established approach in clinical medicine and public
health

The WHO Expert Committee on Drug Dependence noted in 1974 a ‘concern for
preventing and reducing problems rather than just drug use’. As far back as 1926 in the
United Kingdom, the Rolleston Report (Ministry of Health, Departmental Committee on
Morphine and Heroin Addiction, HMSO) commented that “indefinite administration of
morphine or heroin would be permitted for those *... who are ‘capable of leading a fairly
normal and useful life so long as they take a certain quantity, usually small, of their drug
of addiction but not otherwise™” Opponents of harm reduction are often obsessed by the
potential for officially approved indefinite administration of morphine or heroin but harm
reduction advocates are more interested in the possibility that these same individuals
might be assisted to ‘lead a fairly normal and useful life’. The debate about the primacy
of harm reduction or use reduction has been raging for decades but it is now clear that the
use reduction approach has lost this argument

The influential Advisory Committee on the Misuse of Drugs in the United Kingdom
commented in 1984 that “prevention includes both the prevention of drug use and the
prevention of drug related harm.” Harm reduction should embrace evidence-based efforts
to reduce drug use where these are motivated primarily by a desire to reduce harm rather
than a compulsion to eradicate drug use.

Harm reduction is a universal framework which has long been applied to alcohol. In
‘Alcohol and Public Policy’ (National Academy Press, 1981), the need was recognized to
‘make the world safe for drunks’ by ‘modifying environments so that when drinking or
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drunken activities occur, they are less likely to cause or exacerbate damage.’ Is this not
the very spirit of harm reduction?

Wherever we look, there are examples of harm reduction. Surely, nicotine replacement
for cigarette smokers is entirely comparable with providing methadone for heroin
injectors. When all efforts have been made to minimize the number of car crashes
including those due to alcohol, car safety belts reduce the risk of death or serious injury
to the driver and other occupants of the vehicle who might otherwise be ejected from the
crashed vehicle. Motorcycle helmets are based on similar principles and recognise that
motorcycles cannot be prohibited despite the fact that they are far more dangerous than
cars. Authorities attempt to relocate roadside poles where ever possible. Where roadside
poles cannot be relocated, they are replaced by frangible poles which give a little on
impact, thereby reducing the risk of death or serious injury. Condom promotion to reduce
the incidence of sexually transmitted infections and unwanted pregnancy complements
efforts to reduce the rate of sexual partner change but accept the reality that some
irreducible level of sexual partner change exists. These days, rubber paving is often
placed underneath the climbing frames for children in neighbourhood parks.

5 Widespread acceptance of harm reduction

Congressman Souder appears to be unaware that harm reduction is a mainstream and well
accepted approach to drug problems around the world. The world has been changed
irrevocably by the recognition of HIV/AIDS on 5 June 1981. The Scottish Home and
Health Department concluded in September 1986 that ‘the gravity of the problem is such
that on balance the containment of the spread of the virus [HIV] is a higher priority in
management than the prevention of drug misuse ... On balance, the prevention of spread
should take priority over any perceived risk of increased drug use.” The Advisory
Committee on the Misuse of Drugs in the United Kingdom argued in 1988 that “The
spread of HIV is a greater danger to individual and public health than drug misuse.
Accordingly, services that aim to minimise HIV risk behaviour by all available means ,
should take precedence in development plans.’

The Mullins report of the Home Affairs Select Committee in the United Kingdom noted
in 2002 that ‘If there is any single lesson from the experience of the last 30 years, it is
that policies based wholly or mainly on enforcement are destined to fail’ ... therefore
... harm reduction rather than retribution should be the primary focus of policy towards
users of illegal drugs’

Harm reduction is now the mainstream approach to drug problems in all countries in
Western Europe (except Sweden) and will soon be the mainstream in Asia, Many United
Nations organisations are now declaring unambiguous support for harm reduction. The
communiqué of the UNGASS on drugs in 1998 referred to the need for ‘a balanced
approach’ and ‘reducing adverse consequences’ while the communiqué of the UNGASS
on HIV/AIDS in 2001 determined that by 2005 ‘harm reduction’ would be make
available’ by member states. In 2000, the Director General of WHO declared that ‘The
key to limiting the spread of HIV lies in harm reduction among intravenous drug users.’
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Even the International Narcotics Control Board concluded in 2003 that ‘The ultimate aim
of the conventions is to reduce harm’ (Report of the International Narcotics Control
Board for 2003). UNICEF, the World Bank and the International Red Cross-Red
Crescent Society are among major organisation to have endorsed harm reduction.

This debate divides participants into those who their base judgments on data from those
who base their judgments on other considerations than data. [ have confined my response
to evidence supporting needle syringe programmes but could just as well have covered
the evidence supported methadone treatment programmes.

Congressman Souder’s comments on harm reduction should be rejected
comprehensively.

Yours sincerely,

Dr. Alex Wodak,

Immediate Past President,

International Harm Reduction Association
Director, Alcohol and Drug Service,

St. Vincent's Hospital,

Darlinghurst, NSW, 2010,

Australia

awodak@stvincents.com.au

Dr. Alex Wodak,

Director, Alcohol and Drug Service,
St. Vincent's Hospital,

Darlinghurst, NSW, 2010,
Australia

Telephone: (61+02) 9361 8012

If no prompt answer, try 9361 8014
Facsimile: (61+02) 9361 8011
awodak({@stvincents.com.au
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5/7/2004

Honorable Elias A. Zerhouni, M.D.
Director

National Institutes of Health

9000 Rockville Pike

Bethesda, Maryland 20892

Dear Dr. Zerhouni:

As you know, the application of public health in the United States is sometimes inhibited by
ideological positions that are fashioned bg] personal belief systems rather than science.
Congressman Souder’s letter of April 27" regarding the value of harm reduction programs for
substance users offers a selective review and distorted interpretation of the wealth of available
research on the subject. I would like to address eight inaccurate assertions by Congressman
Souder about harm reduction programs and the science evaluating those programs.

1."...’harm reduction’ is an ideological position that assumes individuals cannot or will not
make healthy decisions.”

The harm reduction model asserts that individuals will make healthy choices if provided with
accurate information and with access to tangible resources such as injection equipment, drug
treatment and other health services. Harm reduction is not a deficit model.

2. “Advocates of this position hold that dangerous behaviors, such as drug abuse, should be
accepted by society and those who choose such lifestyles - or become trapped in them - should
be enabled to continue these behaviors in a less harmful manner.”

Implicit in the term harm reduction is the belief that drugs can cause real harms. However, these
harms are not an inevitable consequence of drug use, and can be prevented or ameliorated
through a range of strategies that include but do not invariably require complete cessation from
all drug use. Indeed, history suggests that narrowly focusing health promotion and disease
prevention efforts on eliminating the use of all psychoactive substances would be neither feasible
or effective. Therefore harm reduction posits that reducing damage from consumption of drugs
(including alcohol and nicotine) is a more realistic and pragmatic approach. In many cases,
reducing drug-related harm entails reduction of drug consumption, through interventions that
include prevention of initiating drug use, abstinence, maintenance and substitution therapies, and
substance abuse treatment. Harm reduction practice in fact encompasses the promotion of all of
these interventions, tailored to meet individual needs and circumstances. Yet the harm reduction
model also recognizes that cessation of drug use can be extremely difficult and can take multiple
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attempts, with recurring cycles of reduced consumption and relapse. Therefore individuals
caught in these cycles need support to stave off unnecessary death and disease and other social
harms during periods of active drug use. Congressman Souder mischaracterizes harm reduction
practice by constructing a false dichotomy between harm reduction and abstinence-oriented
approaches, when in fact these strategies would be more accurately described as overlapping
elements within a continuum of care.

3. “These lifestyles are the result of addiction, mental illness of other conditions that should and
can be treated rather than accepted as normative, healithy behaviors. Sadly, harm reduction
largety ignores these realities...”

On the contrary, harm reduction workers are perhaps the only people effectively addressing these
conditions among the majority of drug users not currently receiving treatment. Indeed, harm
reduction takes on all the greater urgency for this population given the limited success of
alternate strategies in the United States. The harms and risks of addiction and mental illness are
too often compounded by policies that respond to drug use through incarceration, expulsion from
public housing, exclusion from shelter, discrimination and structural barriers to accessing
medical care and social services, permanent removal of children, and denial of public welfare
and other benefits and financial assistance programs. Harm reduction practitioners recognize and
respond to addiction and mental illness as critical health problems that develop and function
within an array of cultural contexts and social fotces that cannot be reduced or responded to
solely through medical models. Harm reduction attempts to promote and facilitate access to care
for addiction and mental illness while recognizing the impact of structural impediments to
effective and appropriate treatment.

4. “Sadly, harm reduction largely ignores these realities and programs driven by this ideological
position have not been adequately reviewed with unbiased, scientific rigor.”

Congressman Souder’s contention is insupportable. The most cursory review of research on
harm reduction and syringe exchange programs cannot fail to acknowledge the impeccable
reputations of leading researchers from world-renowned institutions, the rigorous peer review
process of journals publishing their work, and the reviews conducted by various governmental,
medical, public health, and research entities over the last fifteen years validating the design and
analysis of this research and endorsing conclusions that support the efficacy of needle exchange
and harm reduction approaches to disease prevention.

5. “T am concerned that harm reduction programs that sustain continued drug abuse, such as
injection rooms and needle distributions, likely weaken drug abusers’ defenses against infection,
sustain drug abusers' long term risk for disease, and minimize the benefits of the available
treatments for HIV disease.”

Congressman Souder is conflating the risks and harms of drug use with the effects of
participation in harm reduction programs. Harm reduction programs do not sustain drug abuse,
but rather engage drug users in a continuum of care from which they would otherwise be
excluded. Harm reduction and syringe exchange programs have proven to be excellent pathways
into drug treatment and medical care, and much of the work and successes of these programs lies
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in their unique ability to help drug users prepare for, access, benefit from, and remain in
appropriate health care and substance abuse treatment. The notion that participation in harm
reduction programs can “sustain continued drug abuse” is completely unsupported by any
evidence. Contrary to Congressman Souder’s assertion, harm reduction programs can help
maximize the benefits of HIV treatments through education, adherence counseling, and other
forms of support.

6. Congressman Souder levels criticism against syringe exchange programs by citing research
from Montreal and Vancouver.

It is interesting to note that Congressman Souder could not find any data from the United States
questioning the role of syringe exchange programs in HIV prevention. Equally disappointing
Congressman Souder’s misrepresentation of the findings and conclusions of the Canadian
studies, even though lead investigators Strathdee and Schechter have publicly asserted that
politicians from the United States have been willfully misinterpreting their research since
publication of initial findings in 1997.

By now you will have received letters from prominent researchers in response to Congressman
Souder’s factual distortions, and these researchers are better placed to defend their field and
work.

7. “Needle exchanges focus almost exclusively upon a single mode of transmission among IDUs
- sharing of contaminated needles - and largely ignore other important factors such as the
individual, the behaviors that cause risk taking, the impact of the substance on the individual and
the substance being abused itself.”

Virtually all existing syringe exchange programs also address sexual risk among injectors.
Syringe exchange programs have helped reduce HIV prevalence among injectors in New York
City from 60% to approximately 15% since 1990, This dramatic reduction in HIV rates could not
have occurred had programs failed to address sexual transmission in tandem with injection-
related risk through education, support, and individual and group counseling. These interventions
do not focus solely on injection practices or sexual risk, but rather address the array of conditions
Jeopardizing the health of drug users, including homelessness, poverty, and lack of adequate
health care and access to effective drug treatment.

8. “This scientific and anecdotal evidence appears to indicate that harm reduction programs have
failed to provide a prevention panacea for drug abusers against the dangers of HIV, hepatitis and
other health risks.”

No one has ever suggested that harm reduction or syringe exchange is a prevention panacea for
drug users against the dangers of HIV, hepatitis and other health risks. Nor would it be possible
to argue that substance abuse treatment or criminal justice policies targeting drug use and drug
users have provided such a panacea. Harm reduction and syringe exchange programs provide
another tool, alongside drug treatment and drug prevention, in reducing the damage that drug use
causes in the lives of individuals.
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Congressman Souder does not provide a plan to combat these difficult issues. In the absence of
better tools than those provided by harm reduction programs, it is vital to expand upon existing
harm reduction services and service modalities. However, I do endorse Congressman Souder’s
request for a summary of the available scientific data demonstrating: (1) The impact of drug
abuse on the body's immune system; (2) Impaired decision making that increases HIV risk as a
result of drug intoxication; (3) HIV risk by drug users attributable to risky sexual behavior in
exchange for drugs and drug money; (4) Cultural or normative needle sharing behaviors by drug
using populations; and (5) Inferior health outcomes among those being treated for HIV infection.

In addition, I am requesting that the NIH compile an authoritative review of all US based,
federally funded research demonstrating the impact of syringe exchange programs on: (1) The
spread of HIV among injection drug users; (2) The spread of Hepatitis B and Hepatitis C among
injection drug users; (3) The frequency of injection among injection drug users; {(4) The reuse
and sharing of injection equipment among drug injectors; (5) The disinfection of used syringes;
(6) The entry into drug treatment via syringe exchange programs and associated treatment
outcomes; (7) The number of discarded contaminated syringes in the vicinity of syringe
exchange programs; (8) The initiation of non-injectors into injection. [ also request that this
review also include an evaluation of research examining the community consequence and public
health impact upon the closing of a syringe exchange program. This data collectively provides a
crucial context for the issues raised by Congressman Souder.

I am requesting that this compilation be not only forwarded to the Subcommittee on Criminal
Justice, Drug Policy and Human Resources but also to Health and Human Services Secretary
Tommy G. Thompson and also to Surgeon General Richard H. Carmona. If you find the
evidence compelling that syringe exchange programs have a significant role to play in reducing
HIV and other viral infections among drug injectors, their sexual partners and the wider
community, then I also request that you make a very strong recommendation that the current
congressional ban on the Federal funding of syringe exchange programs be lified and that harm
reduction and syringe exchange programs be recognized and supported as a vital part of a
comprehensive strategy to prevent disease and reduce drug-related harm.

Sound science and good public health demands that public policy be guided by the best available
research, and that research be pursued free of ideological constraints. These principles have all
too often been discarded in the history of harm reduction and syringe exchange programs in the
United States. [ trust that your response to Congressman Souder will help to rectify this scandal.

Sincerely,

Allan Clear

Executive Director

Harm Reduction Coalition
22 W 27th St. 5™ Floor
NYC NY 10001
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Mr. CuUMMINGS. Not surprisingly, these comprehensive reviews
validate research that has focused on needle exchange in my own
city of Baltimore. For more than a decade, Dr. Beilenson has over-
seen these efforts as Commissioner of the Baltimore City Health
Department. I am pleased that he joins us today on the second wit-
nesls panel and will discuss his research and his experience in de-
tail.

But suffice it to say, Mr. Chairman, the bottom line in Baltimore,
as it has been elsewhere, is that needle exchange is a fundamental
component of any comprehensive approach to reducing HIV infec-
tion. Studies show that needle exchange programs like Baltimore
City’s reduce the number of contaminated needles in circulation,
reduce the likelihood of HIV infection, bring the highest-risk inject-
ing drug users into contact with treatment resources and other crit-
ical social resources and do not increase drug use, the number of
injecting drug users, or the volume of contaminated needles dis-
carded in the streets.

These programs save lives, and that is why they have the un-
equivocal support of organizations like the American Medical Asso-
ciation, the U.S. Conference of Mayors, the National Academy of
Sciences, the American Academy of Pediatrics, the International
Red Cross and UNICEF, to name just a few.

Religious groups and denominations including the Episcopal
Church, the Presbyterian Church, United Church of Christ and the
Progressive Jewish Alliance, to just name a few, also support mak-
ing sterile needles available. In States from coasts, Maryland and
California included, recognize that needle exchange is not just ef-
fective, it is cost effective and even saves taxpayers money, given
the fact of the avoided costs of treatment with HIV/AIDS patients.

Those who state categorical arguments against harm reduction
seem to overlook the fact that harm reduction is at the root of
many mainstream measures to protect public health in areas of ac-
tivity such as transportation or engagement in an activity involved
in the inherent risk of injury or death. Speed limits, seatbelt laws
and child safety seats, to cite a few familiar examples, all pre-
suppose that the dangers inherent in vehicular transportation can-
not be eliminated, but that the number and severity of injuries can
be reduced substantially for drivers, passengers and innocent by-
standers alike.

No one in this room disputes the fact that drug abuse is inher-
ently unhealthy behavior. Needle exchange is a proven means of
empowering injecting users to take action to protect themselves,
their sexual partners and their children from the potentially fatal
secondary risk of an infection with HIV and other deadly or debili-
tating blood-borne diseases. An injecting drug user who takes ad-
vantage of a needle exchange program is more likely to need treat-
ment and more likely to obtain treatment than his or her counter-
part who is outside the treatment system and not exchanging con-
taminated needles for sterile ones. Such a user is more likely to re-
duce the number of injections or to stop injecting altogether and is
less likely to become infected or infect someone else with HIV.

The proven benefits of participating in a treatment program in-
clude reduced drug consumption, reduced risky health behavior,
improved overall health, increased stability in housing and employ-
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ment, reduced criminal activity and identification and treatment of
mental health problems.

Only a misinterpretation of the scientific literature could lead
one to conclude that needle exchange programs are ineffectively re-
ducing HIV or that they recruit new drug users or increase drug
use. Strangely enough, however, we have seen this happen with a
number of studies that support the efficacy of needle exchange.

The Vancouver Injecting Drug User Study is routinely cited by
harm reduction opponents to support the erroneous view that nee-
dle exchange is ineffective and actually contributes to increases in
drug use and HIV infection. In fact, as that study’s authors have
been compelled to point out, the Vancouver data confirms the pro-
gram’s effectiveness in reaching addicts most in need of treatment
and most at risk for HIV infection.

With unanimous consent, Mr. Chairman, I would like to submit
the letters from researchers at the National Institutes of Health re-
futing congressional misinterpretations of their research on needle
exchange.

Mr. Chairman, today’s hearing is likely to be one of numerous
congressional hearings designed to scrutinize public health pro-
grams that fall under the broad umbrella of harm reduction. I hope
we can help to demystify that term today and examine these pro-
grams from an objective public health point of view, rather than
through the often distorted lens of ideology.

I also hope that as the public debate on harm reduction ad-
vances, we will be united in our motivation to preserve and protect
the health and life of injecting drug users, their sexual partners,
their children and the broader community. If we do that, I believe
we can build a political consensus of support for needle exchange
that mirrors the scientific one, and many more lives may be saved
as a result.

With that said, I would like to conclude by closing my opening
statement, but not without first alluding to you for your leadership
in introducing harm reduction legislation of your own that would
make ripamorphine more readily available for the treatment of her-
oin addiction.

I am proud to say that I was an original cosponsor of the Drug
Addiction Treatment Expansion Act in the last Congress, and I
look forward to continuing to work with you on that legislation and
other important drug policy and public health matters.

I look forward to the testimony of all our witnesses today, and
I thank them for being with us. And with that, I yield back.

Mr. SOUDER. I would like to yield to Ms. Norton of the sub-
committee for an opening statement.

Ms. NoORTON. Thank you, Mr. Chairman.

Mr. Chairman, I find this hearing a little curious, particularly
during your first hearing on reentry where there is a major prob-
lem in the United States that you focused us on, the entry of many
offenders back into the population. This is a Federal hearing on
harm reduction strategies that I have not seen advocated in the
Congress of the United States. I know of no bill here for needle ex-
change programs. I do know that many in the States and cities
have taken leadership on programs such as needle exchange, even
medical marijuana, under the theory of Federal control and respect
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for self-government and people’s ability to know best what works
in their own local communities.

If anything, the people of the District of Columbia deeply resent
that we are the only jurisdiction in the United States that has not
been able to use its own money to pay for a needle exchange, de-
spite its proven effectiveness, according to the most respected sci-
entific organizations in our country.

I notice a series of witnesses from foreign countries. I have a 3
p.m. appointment. I am going to rush back so that I can see what
the relevance is of their experience to our own experience. I caution
us all that the American experience in this very affluent country
with drug addiction but—may be sui generis, but I would be glad
to hear whether or not this experience is, in fact—can teach us
something.

Mr. Chairman, I would like to take some exception with your
memo and say, if you are going to include under harm reduction
things like needle exchange, and then say, those who hold it are
of the view that drug abuse therefore simply must be accepted by
society and those who choose such lifestyles—and I am quoting
from your memo and statement.

I just wish to take serious objection to the notion that to people,
like the people on this panel, for example, who favor certain kinds
of approaches—“harm reduction” is not a term with which I'm very
familiar—accept the position that those who might use these ap-
proaches, choose these lifestyles, want these lifestyles; and we
must accept the fact that we believe that we can do nothing with
them.

And you go on to talk about, that they are incapable of changing
and so forth. And that language is very, very objectionable and
very, very misconstrued in this country—if you are going to write
such stuff in black and white, that you say who it is that believes
those things. Because by putting us all under the same rubric, it
seems to me you do offense to the position of many of us.

For example, I am deeply opposed to heroin maintenance, mari-
juana maintenance. I'm not going to go back to the people in my
district, left without any economy except the drug economy and
say, I'll tell you what, I've got a good thing for you; we are going
to maintain you on heroin, and this problem will be all over.

I don’t know anybody in my community who is for needle ex-
change who would be for heroin maintenance or legalization of
drugs. And I don’t enjoy of being put in a barrel with the people,
whoever they are, you are talking about.

We are not for harm reduction. We, in the District of Columbia,
we in places like Baltimore and the great cities of the United
States, like death reduction.

Needle exchange, to take the most prominent example, is a fairly
new approach in our communities. When I was a kid growing up
in the District of Columbia, there were people on heroin. They were
small in number and in small sections of the city; and then it
spread to other sections.

You say we should do all we can to break the bonds of addiction.
What do you think we have been doing for decades now? And who
is incapable of leaving addiction? Not the people who are addicted,
but the government that has been incapable of finding the strate-
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gies that could help people like the people I represent. And we
ought to admit we have been incapable of it.

And when we find a strategy that reduces death in our commu-
nity, and the best scientific minds in the United States—not in
some developing country, in the United States—tell us this works,
you betcha that’s exactly what we ought to do. And when every-
body from the CDC and NIH to the AMA and the Pharmaceutical
Association of America tell me that, according to their studies, ap-
proaches like needle exchange reduce death in our country, that is
who I am going to listen to.

If you have people from foreign countries that are on the level
of these people in their scientific background and information, I
will be very pleased to hear from them. But I thought we had the
best science in the United States.

Finally, let me say, Mr. Chairman, we are—whatever people may
think of addicts themselves, we are seriously concerned that
women and children who have nothing to do with addiction are in-
creasingly the victims of addiction because not only do we not put
up the funds, do we not have the strategy to stop addiction in this
rich country full of the best science in the world, but we have not
even employed strategies to keep diseases like HIV/AIDS, Hepatitis
B, Hepatitis C from being spread to parts of the community who
had nothing to do with those—with that addiction.

Therefore, I think we’ve got to work together to save lives, and
not put us all under some big rubric as if we all had our positions
on these issues funneled in from across the seas or as if we could
not in this country get ourselves together and figure how to pre-
vent addiction and, two, how to keep addiction from spreading
among the most vulnerable populations.

And if I may say so, Mr. Chairman, those populations tend to be
disproportionately people of color, who very much resent being told
that they belong with some strategy where people believe they are
incapable of getting out of the lifestyle that they now find them-
selves in. They are not incapable; it is the government that has
been incapable.

Mr. SOUDER. I would like to just—for committee order, we have
had two straight statements that were more than double the
length, and we need to make sure our statements are within rea-
son. I am very generous, unlike most committees, in allowing ev-
?rybody to do statements, but we have to stick tighter to the time-
rame.

Mr. Waxman, thank you for coming. Did you want to make a
statement? Mr. Waxman.

Mr. WAXMAN. Thank you very much, Mr. Chairman. The starting
point for today’s hearing is a critical public health problem, the
harm substance abuse causes to our citizens, society and the world.
In every American city and town, all across the world, illegal drug
use destroys lives, tears families apart and undermines commu-
nities. Among the most lethal addictions is addiction to opiates.
Heroin users can die from overdoses, die from overwhelming infec-
tions at injectionsites and die from heart damage. Many also die
from infectious diseases.

A hearing to focus attention on the best public health strategy
to fight this enormous toll of suffering would serve a very useful
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purpose, but this does not appear to be that kind of hearing. In-
stead, this hearing appears designed to discredit needle exchange
programs which exist in many U.S. cities and around the world.

This is not a tactic that will strengthen our Nation’s substance
abuse policy or improve our Nation’s health. Needle exchange pro-
grams are well supported by scientific evidence and serve a number
of important roles.

Mr. Chairman, you stated in your memo and in your opening
statement that those who have that point of view are being ideo-
logical. I don’t know who is being ideological. Let’s be pragmatic
and figure out what works, and the best way to figure out what
works is to look at the evidence and look at the science and listen
to the experts.

If you could show me these programs didn’t work, then I would
say that no one should want to continue them. But if we hear from
experts that they do work, you should want to do whatever works.
According to the scientific evidence, these programs don’t just pro-
vide access to clean needles, they also educate drug users about the
danger of sharing needles. And according to the National Institutes
of Health, needle exchange is associated with reductions in the in-
cidence of HIV, Hepatitis B and Hepatitis C in the drug-using pop-
ulation. Certainly that’s an important objective.

One major study cited by NIH found that in 52 cities without
needle exchange programs, HIV rates were increased. But where
they had needle exchange, HIV rates dropped. I think that’s an im-
portant pragmatic conclusion in countries like Russia where three-
quarters of HIV transmission occurs through intravenous drug use.

Needle exchange programs can be one of the most effective inter-
ventions to stop the spread of this deadly disease. So if we see that
using needle exchange stops the spread of disease like HIV/AIDS
and Hepatitis, that’s a good goal.

The second benefit of needle exchange programs is the access
they provide to drug users themselves. Needle exchange programs
can be the stepping stone to substance abuse treatment and ending
drug use altogether. Mr. Chairman, your point of view seems to say
that’s what we want and using needle exchanges is preventing that
from happening.

Well, what we are hearing from some of the people who are most
familiar with the drug abuse program, exactly the opposite is the
case. If they come in for a needle exchange program, that gives an
opportunity for the health programs—health community to reach
out to them to stop using drugs completely.

I am strongly opposed to drug use, but there is no evidence that
needle exchange programs encourage drug use. To the contrary, the
National Institutes of Health has stated, “A number of studies con-
ducted in the United States have shown that syringe exchange pro-
grams do not increase drug use among participants or surrounding
community members.” I would be concerned if it increased drug
use. But the experts who are looking at the operation of the pro-
grams in the real world tell us the opposite is true.

So this committee has a fundamental choice to make. Are we for
using science to improve public health or are we for ignoring the
science, ignoring the evidence and then stating we are going to fol-
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low a course of action no matter what the costs may be? If that’s
the choice we make, that, to me, is putting ideology over science.

The issues at stake could not be more serious. HIV/AIDS kills 3
million people every year. Other infectious diseases, such as Hepa-
titis B and C, cause pain and suffering to millions more. We can
approach these enormous health problems by asking our best pub-
lic health experts what works and following an evidence-based ap-
proach. I think this is an important choice. We all come down on
the side of health and we should see what could advance that goal.

I think it’s worth listening to the witnesses on all sides and
whatever they have to say. I'm not going to prejudge a witness be-
fore they even have something to say at a hearing and say that
their views show them not to be credible. Let’'s hear what they
have to say and cross-examine them.

One final point I want to make. I saw a copy of a letter sent by
Chairmen Davis and Souder to Secretary of State Condoleezza Rice
and USAID Director Andrew Natsios. These letters are a direct at-
tack on needle exchange programs and they literally ask for every
document in the State Department related to these programs. As
their primary evidence for the dangers of needle exchange, they
cite the March 2004, report of the International Narcotics Control
Board, the drug agency of the U.N. They characterize this report
as having sharply criticized needle exchange programs because
such policies encourage drug use.

I read the U.N. report that Chairmen Souder and Davis cite, and
I ask unanimous consent to insert them in the record. These letters
mischaracterized them. In fact, regarding needle exchange, the re-
port states that in a number of countries, governments have intro-
duced since the end of the 1980’s programs for the exchange or dis-
tribution of needles and syringes for drug addicts with the aim of
limiting the spread of HIV/AIDS. The board maintains the position,
the position expressed by it already in 1987, that governments
need to adopt measures that may decrease the sharing of hypo-
dermic needles among injecting drug abusers in order to limit the
spread of HIV/AIDS. Rather than simply sharply criticizing the
needle exchange programs, this explains that such an effort can
save lives.

So I would point out that the report does not state, as the letter
alleges, that needle exchanges encouraged drug use, nor does the
report state, as the letter also alleges, that needle exchange pro-
grams violate international agreements. The United Nations, CDC
and NIH, and all public health experts, recognize the vital role of
needle exchange programs; and I think we should give a lot of at-
tention to what they have to say.

I thank all the witnesses for coming today, and I look forward
to their testimony.

Mr. SOUDER. Before proceeding, I would like to take care of a
couple of procedural matters.

First, I ask unanimous consent that all Members have 5 legisla-
tive days to submit written statements and questions for the hear-
ing record, and that any answers to written questions provided by
the witnesses also be included in the record.

Without objection, so ordered.
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Mr. WaxXMAN. I had made a unanimous consent request to put
in——

Mr. SOUDER. That’s my second one. I ask unanimous consent
that all exhibits, documents and other materials referred to by
Members and witnesses may be included in the hearing record, in-
cluding those already asked by Mr. Waxman and Mr. Cummings;
and that the witnesses may be—and all these be included in the
hearing record—in addition to the Members, anything the wit-
nesses may refer to; and all Members be permitted to revise and
extend their remarks.

Without objection, it is so ordered.

[The information referred to follows:]
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TOM DAVIS, VIRGINIA HENRY A. WAXMAN, CALIFORNIA
CHAIRMAN RANKING MINORITY MEMBER

ONE HUNDRED NINTH CONGRESS

Congress of the United States

House of Representatives

COMMITTEE ON GOVERNMENT REFORM
2157 Ravsuan House Orrice BuiLoing
Washinaron, DC 20515--6143

Majority (202) 2255074
Minority (202) 225-5051

February 11, 2005

The Hon. Andrew Natsios

Administrator

United States Agency for International Development
Ronald Reagan Building

1300 Pennsylvania Avenue, N.'W.

‘Washington, D.C. 20523-1000

Dear Mr. Natsios:

On January 5, 2005, staff of the Subcommittee on Criminal Justice, Drug Policy, and Human

q d d related to USAID financing of the Open Society
Institute/Kazakhstan as part of an ongoing investigation of the international “harm reduction/ drug
legalization movement.

On the afternoon of February 8, 2005, Subcommittee staff participated in an interagency
conference call with your staff and that of the State Department reiterating the urgency of providing
these documents to the Subcommittee so that members and staff may be better prepared for a hearing
scheduled for February 16, 2005.

On the morning of February 10, 2005, your staff notified Subcommuttee staff by e-mail that
no documents would be forthcoming with respect to the document requests initiated on January 5,
unless the request were made in writing.

Consequently, we have decided to invite you to testify at an investigative hearing entitled,
“Harm Reduction or Harm Maintenance: Is There Such a Thing as Safe Drug Abuse?” This hearing
will be conducted by the Government Reform Subcommittee on Criminal Justice, Drug Policy, and
Human Resources, on Wednesday, February 16, 2005 at 2:30 p.m. in Room 2154 of the Raybum
House Office Building.

“Harm reduction” is an ideological position that assumes certain individuals are incapable of
making healthy decisions. Advocates of this position hold that dangerous behaviors, such as drug
abuse, therefore simply must be accepted by society and those who choose such lifestyles -- or
become trapped in them — should be enabled to continue these behaviors in a less “harmful” manner.
Often, however, these lifestyles are the result of addiction, mental iliness of other conditions that
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should and can be treated rather than accepted as normative, healthy behaviors.

To undermine drug laws, the drug legalization movement often acts in the guise of promoting
the alleged public health benefits of “harm reduction.”

But not everyone is fooled.

In its annual report released March 2, 2004, the International Narcotics Control Board -- the
United Nations’ drug agency -- sharply criticized “harm reduction” measures such as needle exchange
programs and so-called “safe injecting rooms,” because such policies encourage drug use and violate
“article 4 of the 1961 Conventjon {which] obliges State parties to ensure that the production,
manufacture, import, export, distribution of, trade in, use and possession of drugs is to be limited
exclusively to medical and scientific purposes. Therefore, from a legal point of view, such facilities
violate the international drug control conventions.”

What troubles us is that at the same time that the International Narcotics Control Board was
warning parties to the Single Convention on Narcotic Drugs (1961), the Convention on Psychotropic
Substances (1971), and the United Nations Convention Against Mlicit Traffic in Narcotic Drugs and
Psychotropic Substances (1988) that govemnment financing of “harm reduction” schemes may be in
violation of those accords, it appears that USAID was financing a “harm reduction” agenda of its own.

On the afternoon of February 1% (after your staff declined to produce any documents until this
letter was sent to you), White House Office of National Dmg Control Policy Director John Walters
testified before the Subcommmittee on Criminal Justice, Drug Policy, and Human Resources. He was
asked about USAID’s involvement in two questionable projects. The first project was the 14th
International Conference on Reduction of Drug Related Harm held in Chiang Mai, Thailand from
April 6-10, 2003, In an e-mail invitation to the conference, it was promoted as having a “special
emphasis on barm reduction advocacy... Harm reduction has to fight hard to get a hearing in the midst
of all this and to challenge the new social order campaigns.” The conference was sponsored by the
Intemnational Harm Reduction Association, the Asian Harm Reduction Network, and cosponsored by
the Centre for Harm Reduction and USAID.

The second project was the Asian Harm Reduction Network’s 350-page, second-edition
Manual for Reducing Drug Related Harm in Asia (which bears a USAID logo), USAID’s role in the
production of the manual is acknowledged inside the cover: “This publication was made possible
through support provided by the Office of Strategic Planning, Operations, and Technical Support,
Bureau for Asia and the Near East, U.S. Agency for International Development...” Included in the
second chapter of the manual, “Rationale for Harm Reduction,” are sections on “needle and syringe
programs,” “sales and purchasing of injecting equipment,” and “removing barriers.” In the fifth
chapter, “Injecting Safely,” are sections devoted to “sharing of injecting equipment,” and “safe
injecting.”

ONDCP Director Walters responded that he was not aware of the "harm reduction” publication
financed by USAID nor did he attend the USAID-cosponsored 14th International Conference on
Reduction of Drug Related Harm. He added, however, that he has been aggressive in rebuking
international organizations which promote “harm reduction.” He pledged to look into this regrettable
matter and report back to the Subcommittee.

This raises a serious question which we are asking you to answer: Before USAID started
underwriting “harm reduction” programs, did anyone on your staff attempt to seek advice from White
House Office of National Drug Control Policy Director John Walters, former Attomey General John
Asheroft, or anyone else in the President’s cabinet?
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We also request that USAID provide the Subcommittee on Criminal Justice, Drug Policy, and
Human Resources all documents related to any USAID financing or any other support of “harm
reduction” or drug legalization. We also request ali documents related in any way to USAID
involvement in, financing of, or support for programs also participated in by the Soros Foundation,
Open Society Institute, Open Health Institute, International Harm Reduction Association, Asian Harm
Reduction Network, Centre for Harm Reduction, and Harm Reduction Coalition. We also request that
all documents related to USAID-financed “harm reduction” programs identified in the electronic file
created by the office of Senator Sam Brownback (and which was provided to your staff earlier this
week) be given priority for their production and transmittal to the Subcommittee on Criminal Justice,
Drug Policy, and Human Resources. For your reference, an index of the Brownback document is
attached.

Given the brevity of time before the February 16 hearing, and given the large volume of
documents we expect USAID to provide the Subcommittee prior to that date relating to USAID-
financing of the international “harm reduction”/drug legalization movement, we request that these
documents be hand-delivered to the Subcommittee by your staff on CD-ROM in an electronically
searchable text format that employs Microsoft Word or Adobe Acrobat,

The Subcommittee will make recommendations concerning potential legislation based upon
the testimony and supporting documents given.

At the hearing, you will be afforded an opportunity to verbally summarize your prepared
statement. Your written statement for the record may be of any length, but please limit oral testimony
to no more than five (5) minutes to afford substantial time to member questions.

In accordance with this Subcommittee’s procedure, please send the written testimony via
electronic mail to malia. holst@mail house.gov by 3:00 pm on February 15, 2005. You are also
required to provide one hundred (100) copies of the prepared statement at the hearing.

Thank you for your contribution to this important Congressional hearing. We look forward to
your valuable insights. If you have any questions, please contact the clerk of the Subcommittee, Malia
Holst, at (202) 225-2577, fax 225-1154,

Sincerely,
Tom Davis Mark E. Souder
Chairman Chairman
Committee on Government Reform Subcommittee on Criminal Justice,

Drug Policy and Human Resources

cc; The Hon. Condoleezza Rice

Attachments: Definitions
Brownback index
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ATTACHMENT

The term “documents” is to be construed in the broadest sense and shall mean any written
or graphic material, however produced or reproduced, of any kind or description,
consisting of the original and any non-identical copy (whether different from the original
because of notes made on or attached to such copy or otherwise) and drafts and both sides
thereof, whether printed or recorded electronically or magnetically or stored in any type of
data bank, including, but not limited to, the following: correspondence, memoranda,
records, summaries of personal conversations or interviews, minutes or records of
meetings or conferences, opinions or reports of consultants, projections, statistical
statements, drafts, contracts, agreements, purchase orders, invoices, confirmations,
telegraphs, telexes, agendas, books, notes, pamphlets, periodicals, reports, studies,
evaluations, opinions, logs, diaries, desk calendars, appointment books, tape recordings,
video recordings, e-mails, voice mails, computer tapes, or other computer stored matter,
magnetic tapes, microfilm, microfiche, punch cards, all other records kept by electronic,
photographic, or mechanical means, charts, photographs, notebooks, drawings, plans,
inter-office communications, intra-office and intra-departmental communications,
transcripts, checks and canceled checks, bank statements, ledgers, books, records or
statements of accounts, and papers and things similar to any of the foregoing, however
denominated.

The term “supporting” means anything that constitutes, contains, embodies, identifies,
deals with, or is in any manner whatsoever pertinent to that subject, including but not
limited to records concerning the preparation of other records.
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HARM REDUCTION SUPPORT BY USG AGENCIES

Tab 1 containg an announcement from the Asian Harm
Reduction Network’s web site that announces USAID suppoxt
for the 2" edition Manual for Reducing Drug Related Harm
in Asia. It acknowledges that the manual was made
possible through support provided by the Office of
Strategic Planning, Operations, and Technical Support,
Bureau of Asia and the Near East, USAID.

- The 350 + page manual contains chapters such as
Rationale for Harm Reduction {covering needle and
syringe programs, drug substitution programs, and
sales purchasing of injecting equipment); Injecting
Safely (covering supply of sterile equipment, safer
injecting, etc.}:; and Drug Ube and Substitution
(covering drug substitution).

Tab 1 also contains an article from Allan Clear of the
liarm Reduction Coalition which boldly announces “the
3.8, government finally funds a harm reduction manual”
ard “USAID partially paid for the manual and then
bougnt some.”

Tab 2 contains an announcement for the 147 International
Conference on Reduccion of Drug Related Harm in Chiang
Mail, Thailand from April 6-10, 2003. It liste USAID,
Asian Harm Reduction Network, and International Harm
Reduction Assoclation ameng copnlerence Sponscrs.

Tab 3 contains web site listings for USAID support of
harm reduction initlatives threughout Eastern Europe. One
listing notes that the Central and Eastern European Harm
Reduction News Digests are funded via USAID contracts.

Tab 4 contains an announcement on the web site of

Popu ation Services International (PSI} of a five-vear
34,3 million centract for a demand reduction program ir
Central Asia.

- In addition to 28I, the list of demand reduction
consortium partners includes the Open Society
Institute in New York and the Soros sister foundations
in Kazakhstan, Uzbekistan, and Tajikistan.
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- PSI notes that narm reduction will remain a key
component of the Central Asia portfolio.

Tab 5 contains a presentation by the USAID Director of
the Qffice of Health and Population (USAID Regional
Migsion for Central Asia) on the Drug Situation in
Central Asia and USAID Response to Drug-Related HIV/AIDS
Epidemic.

— The presentation notes that USAID has “established an
integral regional program which includes support for
harm reduction and ancillary services.”

- The presentation also notes that USAID “has also
supported two study tours for govermmental officials
from CAR to model harm reduction and outreach
activities.”

Tab 6 contains selected pages from the USAID/CAR Strategy
on HIV/AIDS Prevention in Central Asia (2002 - 2004). The
strategy contains wany sections supportive of harm
reduction and needle exchange programs, giving much
credit to the Soros Networks and their Sites of
Excellence.

-~ Page 16 notes that “an important role is viayed in the
region’s HIV/AIDS prevention efforts by the Soros
Ffoundation/Open Society Institute, which supports harm
reduction programs at needle exchange sites.”

-~ On page 16, USAID states that “it is important to
mention controversial aspects of needle exchange
programs due to the belief among prominent U.S5.
lawmakers that needle exchange programs may encourage
drug use. For instance, because of such controversy,

. USAID is prohibited from providing direct support for
such programs.”

- USAID does not indicate anywhere in their strategy
document that they support this U.S. policy
restyiction. Instead, USAID attributes the policy to
“prominent U.S. lawmakers” and label the policy as
“controversial.” This gives the reader an impression
that USAID does not support the current U.S. policy.
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USALD goes on to say (page 17) that “despite such
controversy zhe overall effectiveness of harm
reductlon programs is well established.” They cite
other organizations {including USG agencies national
Institutes of Health and CDC) that advocate “needle
exchange and substitute treatment for opiate
addiction.*®

Furthermore, on page 17 USAID states that “existing
needle exchange sites offer an important opportunity
to supplement harm reduction programs with other
public health initiatives.”

Tab 7 contains selected pages from the USAID document
entitled USAID/CAR Expanding Efforts on HIV/AIDS
Prevention in Central Asia. This document (like the one
in Tab é) contains many sections supportive of harm
reduction and needle exchange p}ograms.

~ Page 9 mentions that USAID sponsored a CAR/Vilnius
Harm Reduction Study Tour in April 2001. This study
tour exposed government officials of 5 CAR region
countries o model harm reduction activities being
implemented in Vilnius, Lithuania.

- On page 22, USAID notes that the situation in Central
Asia “has necessitated the development of a creative
blend of cducacional and alternative therapeutic
approaches, including the removal of restrictions on
che purchasc of needles and syringes, needle and
syrings exchange programs, proper use of kieach for

disinfecting drug injection eguipment.” This statement

indicates that USAID was supportive of Central Asian
countries changing their drug policies (which were
consistent witih U.S. policies) to accommodate needle
exchange and other harm reduction programs not
recognized by U.S8. policy.

Tab 8 contains articles from the International Harm
Reduction Network Fall 2002 Newsletter that address the

USAID Central Asian project addressed in Tabs 6-7. Tab 8

also contains selected pages from a power point
presentation by an USAID officer in Central Asia that
documents USAID support of needle exchange programs for

vulnerable youth as young as 15 years old.
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—- The newsletter notes that USAID and the Open Socierty
Insticute (O8I) launched a joint prevention program in
the CAS region with the project secretariat
established under the umbrella of the Soros Foundation
in Kazakhstan.

~ The newsletter also notes that “before the
partnership, OSI implemented 18 harm reduction
projects in Central Asia and now, with support from
USAID and other partners, the total number of
interventions should reach 34-38 by the end of 2003."

- The power point presentation outlines support for
needle exchange programs for wvulnerable youth and the
comparative advantage of Soro’s Network in “harm
reduction through needle exchange programs.“

Tab 9 contains information from The Centre for Harm
Reduction and Asian Harm Reduction Network web sites that
cutline USAID support for harm reduction programs in
Indonesia. The AHRN web site notes that a local network
of NGOs through USAID support is able “to create an
enabling environment to the implementation of harm
reduction programs.”

- Tab 9 also contains a statement from the Indonesian
Minister of Health at the 3™ Biregional Partners'
Meeting on Harm Reduction among Injecting Drug Users.
He notes that Indonesia has been “fortunate to have
close technical guidance from very strong partners
such as USAID, the Center for Harm Reduction, and the
Asian Harm Reduction Network.” Among the programs
initiated with their joint technical and financial
suppert are needle and syringe programs.

Tak 10 contains a USAID country profile from their Hanoi,
Vietnam office that outlines USAID support “for the
development of improved rehabilitation and harm reduction
policies for injecting drug users.” 1t also notes that
USAID established a regional HIV/AIDS office in Bangkok,
Erom which future HIV/AIDS efforts in the region will be
canducted.
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-~ Tab 10 alsc contains sections from the 2004 INCSR
reporting cable from Vietnam that highlights USAID's
role in Ffostering harm reduction and needle exchange
in Vietnam. Paragraph 96 of the cable notes that
Vietnam’s National Strategy on HIV/AIDS Prevention and
Control “gives a green light to harm reduction and
supports expansion of clean needle and syringe
programs and condom promotion.” Paragraph 103 notes
that USAID provided assistance to Vietnam on the
development of this policy/strategy and its ordinance
review.

Tab 11 contains a project outline from USAID contractor,
PSI, on their USAID-funded HIV/AIDS project in Yunnan
Province, China. The document notes that the project
encompasaes core services aimed at harm reduction such as
"needle and syringe safety and hygiene programs.”

- Tab 11 also contains an article from the April 2004
Asian Harm Reduction newsletter that outlines USAID
support for “needle and syringe safety and hygiene
programs” in Yunnar.

Tab 12 contains project summaries from USAID contractor,
PSI, on their USAID-funded HIV/AIDS projects in Russia,
the Balkans, and Cantral Asia,. Even though the document
notes that clean needles will be independently funded,
the message conveyed by these project descriptions is
clear: that rneedle exchange programs are positive
examples of harm recduction options for HIV/AIDS programs.

Tab 13 contains a letter from the NIDA Director to the
international Harm Reduction Association (published on
IHRA's web site} that appears to indicate NIDA support
Zor needle exchange.

Tab 14 contains an article from the Narco News Bulletin
tnat summarizes a November 15, 2004 article in the
leading Sao Paulo, Brazil newspaper. it notes that
President Lula will sign a decree to “decriminalize drug
use and to open 250 safe drug use centers across the
country in 2005.% The Health Ministry "“will be charged
with supporting the centers and make harm reduction the
Law of the Land.” The decree will algo “create the role
of Harm Reduction agent, a health prcfessional
responsible for providing sterilized syringes.



52

Tab 15 contains an Activity Data Sheet from USAID that
summarizes a Brazil HIV harm reduction project from 1998-
2003. It states that USAID has “aimed to strengthen
local institutional capacity to plan, implement and
evaluate STD/HIV programs,” The project provides USAID-
funded technical assistance and workshops on “harm
reduction for injecting drug users” to the Ministry of
Health, in addition to state and municipal health
secretariats.

- USAID notes that it implements these activities
through PVOs that include Family Health Intermational
(FHI} and Population Services Internaticnal (PSI), two
organizations identified in previous tabs as
implementing numerous harm rkduction projects for
USAID worldwide.

~ USAID also notes that it implements these Brazilian
activities through Pathfinder Intermational,.

Tab 16 contains Pact Sheets from Pathfinder Intermational
that summarize itsg USAID-funded work in Brazil {e.qg.,
Intervention with drug users). They note collaboration
with the Brazilian Association of Harm Reduction Agents
(ABORDA)} and the National Association for Harm Reduction
{REDUT) .

- Pathfinder notes that it is “currently supporting
ABORDA and REDUC in the definition and implementation
of their respective strategic plans.” Activities
include “training community harm recduction agents in
counseling.”

- From the information provided in Tabs 15-16 it appears
chat USAID helped lay the groundwork for the Brazilian
Ministry of Health and its state and municipal
counterparts to lobby and advocate for radical harm
reduction initiatives that counteract the UN
conventions.
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Tab 17 contains a paper by the Canadian HIV/ARIDS Legal
Network presented at a satelilte AIDS conference in
Bangkok in July 2004. Both the paper and conference
received funding from USAID. The paper, entitled “Regime
Change?: Drug Control, Users' Human Rights and Harm
Reduction in the Age of AIDS,” contains negative
criticism of the current U.S.-sanctioned global drug
policy and provides recommendations for over-turning
policies and positions advocated by the USG, UNODC, and

INCB.

— Pages 6, 15, 16 and 30 criticize the “prohibitionist®
approaches and “ideology” of the INCB, UNODC, and
major donor countries such as the United States,
Italy, Sweden and Japan.

- Page 32 calls for “Regime Change” and proposes ideas
and strategies to reform the three UN drug conventions
at the 2008 UN General Assembly. (Note: The current
USG policy and position is to gupport and maintain
these conventions. End Note}

- Page 36 provides options for advancing harm reduction
approaches, while resolving obstacles posed by “the
glokal drug prohibition regime.” It recommends several
mechanisms for implementing harm reduction measures
that are “either in contravention of a drug control
treaty or are not policically feasible.” One such
measure advocates “denounce (i.e., withdraw from) ore
cr mere trcaties.”

- Page 37 contains the foliowing criticism of the United
States: “Then there is cthe USA, tne principal force
prowoting a global prohibitionist regime, which has a
zero tolerance posgition rcoted in Christian
fundamentalism and an aspiration to world leadership,
leading it to biur the drugs issue with other foreign
policy and security agendas.”

Fage 38 addresses the potential repercussions of the
denunciation mechanism of withdrawing from one or more
conventions. It states that the U.S. and its allies
would provide “political and economic Sanctions” to a
potential “rogue” nation contemplating the
denunciation mechanism. In addition, it states the
nation “would have to be prepared to face not only US-
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UN condemniation but also the threat of application of
some form of U.S. sanctions.”

Page 39 advocates governments from like-minded
countries “speaking out and joining forces with UN
bodies that lie outside the core UNDCP-UNODC-INCB
triangle.” (Note: This “triangle” supports the U.S.
agenda at CND and UN General Assembly meetings. End
Note.)

Page 44 recommends the UNODC, UNAIDS and WHO to
“submit a report to the 2005 session of the CND that
includes strong support for harm reduction measures.”
(Note: This ig not the official USG position. End
Note.)}

Tab 18 contains a reporting cable from U.S8. embassy
Tashkent that describes the USAID NGO outreach program
for HIV/AIDS in Uzbekistan, The cable highlights the
USAID-funded Ceondom Social Marketing Campaign, including
events such as “PDisco Condom Night” and stage skits such
as “Romeo and Juliet” where the topics of contraceptives,
HIV/AIDS, and the importance of clean needles are raised
in an entertaining way.

Thege programs directly conflict with the “abstinence-
based prevention education® approach advocated by the
President at the swearing-in ceremony for the Global
AIDS Coordinator on July 2, 2003 (see Tab 18) and
Federal prohibitions against needle exchange.
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Mr. SOUDER. I also would like to insert into the record the Inter-
national Narcotics Control Board section on measures to reduce
harm that Mr. Waxman just referred to, the section on HIV. There
it said they regretted that the discussion on harm reduction has di-
verted attention from primary prevention and abstinence treat-
ment. They also, in there, said it should not be carried out at the
expense of other important activities—reduce the demand.

It also criticizes those who opt in favor of drug substitution and
maintenance. It says facilities have been established where inject-
ing drug abusers can inject drugs that they have acquired illicitly.
The Board has stated on a number of occasions, including its recent
annual report, that the operation of such facilities remains a source
of grave concern; reiterates that they violate the provisions of inter-
national drug control conventions. It also says, in conclusion of this
section, that harm reduction measures and their demand reduction
strategies carefully analyze the overall impact of such measures
which may sometimes be positive for an individual or for a local
community while having far-reaching negative consequences at na-
tional and international levels.

So there are multiple methods of interpretation of different sec-
tions, but as it relates to harm reduction, that report was pretty
clear. And I know—because of our tremendous respect for each
other, we have been going back and forth with letters, and I know
we have a deep difference of opinion, but we need to be careful
about how we mischaracterize each other’s letters. And I believe
that was a mischaracterization of our interpretation of the letter.
We disagree on a number of the scientific facts and backgrounds
on these reports, but I don’t think anybody is deliberately trying
to distort a report, as was implied in there.

Mr. WAXMAN. I just want to point out that I don’t think that re-
port stands for the characterization that you and Chairman Davis
made from that report. And we will let the documents speak for
themselves.

I am not suggesting that you did anything intentionally wrong,
but I think you were certainly mistaken in your interpretation of
it. I think many U.N. reports and statements support needle ex-
change as part of a comprehensive approach to drug abuse, and I
think putting it in that context is that clarification.

Mr. SOUDER. If the witnesses on the first panel would come for-
ward. We moved Dr. Peter Bensinger to the first panel because we
got such a late start, and with our long opening statements. If you
could come forward and remain standing, it is the tradition of this
committee, as an oversight committee, it is our standard practice
that all witnesses testify under oath.

If you each raise your right hand.

[Witnesses sworn.]

Mr. SOUDER. Let the record show that each of the witnesses re-
sponded in the affirmative.

And you can go ahead and take a seat. We appreciate that. I will
introduce you each as your turn comes up, and we will go left to
right. And Dr. Peter Bensinger is president and CEO of Bensinger,
Dupont & Associates. Thank you for coming today.
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STATEMENT OF PETER BENSINGER, PRESIDENT AND CEO,
BENSINGER, DUPONT & ASSOCIATES

Mr. BENSINGER. Thank you very much, Mr. Chairman, members
of this committee, some of whom I had the opportunity of appear-
ing before almost 25 years ago when I served as the Administrator
of the U.S. Drug Enforcement Administration under Presidents
Ford, Carter and Reagan. And I commend the Chair and the Mem-
bers for shedding light and hearing evidence and testimony and, in
my case, both personal impressions and anecdotal situations deal-
ing with harm reduction.

The theory that accepting illegal drug use, by accepting that the
injection of heroin is preferable to discouraging such use by sanc-
tions, by education, by prevention, by treatment, by law enforce-
ment, I think is a mistake. I felt it was a mistake when I served
in the role as Administrator.

I went to Zurich, Switzerland. I saw the needle exchange park.
It was a disaster. It increased crimes around the site, increased ad-
diction, increased the problems of health.

The Vancouver study was referenced, and I'm not an epidemiolo-
gist or research scientist, but the data of 2003 indicates that HIV
prevalence was 35 percent, that the incidence of injection use for
Hepatitis C was 82 percent among users, and that the rates went
up since the needle exchange program got started.

I'm sympathetic, and Congressman Waxman and I have ex-
changed views over the decades, and I respect his long-time experi-
ence in the health care field and the legislation which he has pro-
mulgated. But I don’t agree with him, and I say so respectfully,
and truly with respect, that the needle exchange is not going to
prevent diseases.

See, I think heroin addiction—I believe this is a disease, the ad-
diction itself. And what’s happening is, the needle exchange pro-
grams are enabling people to continue on with unhealthy, illegal
and, in some cases, deadly behavior.

I don’t think the message of harm reduction and needle exchange
is as effective as having consequences for that use, having treat-
ment for that use, having deterrence for that use, having education
for that use. Any behavior that is destructive to health and safety
must be discouraged with consequences, Mr. Chairman, not en-
abled without them.

I also have worked with the International Control Board for
many years. Clearly, the INCB and the psychotropic conventions on
drugs establishes that the possession and purchase of drugs for
non-medical use represents a criminal offense. That hasn’t
changed. We haven’t amended that treaty, and I would doubt if the
International Control Board would like to sanction needle exchange
rooms any more than they sanctioned opium dens back when these
laws went on the books.

In terms of my own personal experience—and I will complete my
testimony because there are other witnesses to give their own point
of view. But in the 1970’s when I took on the assignment at DEA,
we had 2,000 heroin overdose deaths a year. The white paper on
drug abuse in 1975, which President Ford, Nelson Rockefeller and
Congress adopted, put this as our No. 1 priority. Heroin overdose
deaths went down to 800 a year from 2,000 in 4 years—without
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needle exchanges, but with the high priority of law enforcement
and treatment and cooperation with Mexico.

In the 1980’s, Nancy Reagan, with the help of Congress and the
American public and parent group movements, embraced the “Just
Say No” policy. And the cocaine use, which in the mid-80’s was 4.8
to 4.9 million regular users, every—30-day users, of cocaine and
crack went down to less than 2 million today. And that wasn’t
through making a conversion pipe from crack to a safer form of co-
caine; that was by establishing clear sanctions and enforcing the
law and providing a lot of good education and the benefit of the
parent group movements that did want their kids to stop.

I used to be director of corrections and started the first drug
abuse treatment program in the State penitentiary system in Illi-
nois back in 1970. And I'm sympathetic to wanting to get people
who have drug abuse into treatment and off heroin, methadone,
whatever type of addiction and drug they’re used to.

But in Sweden, they took a clear approach; they said, “We are
going to enforce the laws.” In Australia, they took an approach that
said, “We are going to decriminalize marijuana and adopt harm re-
duction.” And my written testimony, offered for the record, de-
scribes the comparative findings of lifetime drug use.

In Sweden, 16 to 29-year-olds were 29 percent; Australia 52 per-
cent. Use in the previous year: 1 out of 50 in Sweden; 1 out of 3
in Australia. Heroin users, under age 20: Sweden, 12 percent,
Australia, five times that amount. Drug deaths per million: Swe-
den, 23; Australia, 48. Drug offenses per million: Sweden was three
times the number of Australia because they did arrest people.

But the result in terms of the health consequences would reflect
that Sweden was more successful in curbing the adverse effects of
drug abuse by confronting it head on.

I would conclude my testimony with a sense of perspective, I
guess gained over 35 to almost 40 years in public service from the
Youth Commission to Corrections to Interpol and to the DEA under
three different administrations. I don’t think there is anything
wrong with treatment, education and prevention. I don’t think we
have done enough of it. But I don’t think the answer is to say,
“Continue use and abuse, continue to be addicted; here are some
needles to break the law.”

Thank you, Mr. Chairman and members of the committee.

[The prepared statement of Mr. Bensinger follows:]



58

Testimony by Peter B. Bensinger

“Harm Reduction or Harm Maintenance: Is There a Such Thing as Safe Drug Abuse?”
February 16, 2005

Subcommittee on Criminal Justice, Drug Policy and Human Resources

As a former Administrator of the U.S. Drug Enforcement Administration, my views on the issue of so
called "Harm Reduction” are based on first hand experience leading the nation's leading drug law
enforcement agency under three different Administrations (Presidents Ford, Carter, and Reagan), as
Director of Corrections for the State of lllinois, as Chair of The Criminal Justice Information Authority in
Illinois, and as CEO of a company Dr. Robert DuPont and I formed dealing with the issue of drugs in the
work place.  Most recently, our company has been involved in Risk Monitoring Programs for
prescription drug abuse and diversion.

The theory that by accepting drug use that is illegal and unhealthy, is preferable to discouraging such use
by sanctions, prevention, education, and treatment is a proposal that is without science, without proven
results, in violation of international treaties, and simply invokes the wrong message with the wrong
tactics. It has been tried in Australia with disastrous results and in Vancouver Canada with a heroin
abusing population that has skyrocketed. When sanctioned needle exchanges took place, the expectation
was that HIV would drop, the opposite has occurred. The Vancouver drug epidemiology report of July
2003 indicated a 35% HIV prevalence "with one of the highest incident rates reported worldwide.” The
HIV prevalence before this program in the late 1980's was 1-2%. The Vancouver Drug User Injection
Study (VIDUS) has an 82% prevalence of Hepatitis C. Both HIV and Hepatitis C rates have increased in
Vancouver since the establishment of the Needle Exchange Program. The data on this program clearly
indicates that needles were re-used, that infection rates went up, that heroin dependency went up ... this
was true in Montreal, in Seattle and in Glasgow. Sweden took a different approach and the results of drug
use there and in Australia are worth studying. Australia decriminalized cannabis and in the 1990%
embraced harm reduction. Sweden took a different approach...here are some comparative findings:
lifetime prevalence of drug use for 16-29 year olds ...Sweden-9%, Australia-52% ... use in the previous
year ... Sweden-2%, Australia-33%. The estimated dependent heroin users of ages under 20...Sweden-
1.5%...Australia-8.2%. Drug related deaths per million population ... Sweden-23, Australia-48 ... drug
offenses per million, Sweden-3100, Australia -1000. Average months in prison, Sweden -20, Australia-5.
AIDS cases per million, Sweden-150, Australia-330. Australia in the late 1990's and early 2000's was
taking its nation in the wrong direction...more deaths, more dependency, more AIDS, more drug use.
Sweden was more successful in curbing the adverse effects of drug abuse by confronting it head on.

Harm reduction is not a science-based movement ... it is political. Demand reduction, law enforcement,
and treatment do work. The "Just Say No" program in the mid-1980's saw drug use decline from 22
million regular users to 17 million while our population was rising. A major enforcement effort aimed at
Mexican heroin in the mid-1970's saw heroin overdose deaths decrease from 2000 per year to 800 by
1980. Recognition of the severe hazards of crack and cocaine use saw cocaine and crack use decrease
dramatically in the past 20 years from 5 million users to less than 2 million regular users.

The message of harm reduction is irresponsible ... increasing help is far more effective than decreasing
harm. Research - not rhetoric is needed. The notion that reducing consequences of harmful, unhealthy
behavior is more effective than deterring it is like saying its better to enable students to smoke pot or
crack than trying to prevent them from doing that. Our country, parents and students, teachers and
coaches need clear signals ... behavior that is destructive to health, safety and others should and must be
discouraged with consequences ... not enabled without them.
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Mr. WAXMAN. Mr. Chairman——

Mr. MCHENRY [presiding]. We are actually holding off with ques-
tions.

Mr. WAxXMAN. I have to leave and I wanted to say, Mr.
Bensinger—with all due respect, he characterized what he thought
were my views.

I wasn’t giving my views. I was giving the views of the NIH and
CDC and other agencies, and I put those views out. I stand to lis-
ten and see what works, and I wanted to put that out and to ex-
press my regrets that I have a conflict in my schedule.

Mr. McHENRY. The Chair thanks the ranking member of the full
committee. And as a freshman Member, I make sure I thank my
senior Members because I would like to be here again.

Thank you, sir, for your testimony.

Mr. Bahari.

STATEMENT OF ZAINUDDIN BAHARI, CEO, HUMANE
TREATMENT HOME, MALAYSIA

Mr. BAHARI. Thank you, Mr. Chairman. Unlike my esteemed fel-
low panelists, this is the first time that I'm giving testimony to this
committee. I thank you for this opportunity to inform the commit-
tee on my program and my views on harm reduction.

I'm from Malaysia. I once was in the Civil Service, and I headed
my country’s agency that is responsible for managing and reducing
the drug abuse problem. In that capacity, I was also involved in
planning and implementing various action programs dealing with
prevention, treatment and rehabilitation. I'm now retired and am
running my own facility for the treatment of drug dependence.

I'm also involved in some of the training programs being orga-
nized by the Drug Advisory Programme of the Colombo Plan for
the South and East Asia region. In this capacity, I'm presently in-
volved in organizing and implementing faith-based programs for
both prevention as well as treatment of drug dependence.

I'm a Muslim, and Islam is a major religion in South and East
Asia. From an Islamic perspective, drugs are a form of intoxicants
and all intoxicants are forbidden to all Muslims. This observation
is also a mandatory requirement to all the other major religions in
South and East Asia. In cognizance of this, harm reduction pro-
grams, which implies the continued consumption of drugs, is unac-
ceptable. Treatment programs must be directed toward the goal of
complete abstinence.

Needle exchange, safe injectionsites and heroin maintenance pro-
grams are delusions which cannot bring about the results that they
are supposed to. A drug addict is an undisciplined person who ob-
serves no rule or regulations. His own life is regulated by the need
to satisfy his craving, and in attempting to achieve this, he breaks
all norms of civilized behavior.

Can we realistically expect him to bring his old needle to ex-
change for a new one? He will be going to the needle exchange site
only to get new needles. And who is to regulate and supervise to
ensure that the needle is not shared in his intoxicated state? Can
we seriously believe that he would be worried about contaminated
needles?
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I have heard statements to the effect that needle exchange is ef-
fective as part of a comprehensive approach to drug abuse. Now,
this implies that in an environment where the approach is not com-
prehensive, needle exchange will be a failure. There are very few
countries that I have come across that have such a comprehensive
approach to drug abuse. They will take it in parcels and needle ex-
change as part of a program without having a comprehensive ap-
proach in terms of controlling and maintaining drug abuse.

The same applies to the methadone maintenance program. Free
heroin is not ultimately translated into non-heroin use. Addicts
who have been in a methadone maintenance program admitted to
continued heroin use. Methadone maintenance programs can only
be successful in a fully controlled environment. This implies indefi-
nite incarceration of the addict and renders the whole exercise fu-
tile.

Admittedly, there are NGO’s in South and East Asia that appear
to be supportive of harm reduction programs. This is only because
they receive financial support from certain interests in return for
which we have to support the program.

Sweeping statements have been made by advocates of harm re-
duction on the failure of drug treatment programs. On closer exam-
ination, one finds that most of such statements came from non-
practitioners. While it is true that some treatment programs have
beeli{ failures, it is only because those programs are structurally
weak.

Many facilities with sound and pragmatic programs show signifi-
cant successes in the treatment programs. Structurally weak pro-
grams can be strengthened through further training. There is no
reason to abandon existing treatment programs.

Let me conclude my testimony by reiterating that treatment
works albeit not without some difficulties. Harm reduction, wheth-
er it be needle exchange, methadone maintenance or injectionsites,
encourages an addict to continue with a lifestyle that ultimately
brings no benefit to either himself or to society.

Thank you.

[The prepared statement of Mr. Bahari follows:]
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Statement to the House Government Reform Committees Subcommittee on
Criminal Justice, Drug Policy and Human Resources on Harm Reduction

By

Zainuddeen Bin Abdul Bahari
Chief Executive Officer
Humane Treatment Home
February 16, 2005

Mr. Chairman, thank you for this opportunity to inform the Committee on
my program and my views on harm reduction.

My name is Zainuddeen Abdul Bahari of Malaysia. I once headed my
country’s anti-narcotics agency which was responsible for the formulation of
policies on reducing and managing the drug abuse problem. I was also
involved in planning and implementation of programmes for both
prevention, treatment and rehabilitation of dug dependants.

I am now retired and am running a facility for the treatment of drug
dependants. I am also involved in some of the training programmes -
organized by the Drug Advisory Programme of the Colombo Plan for the

South and East Asia region.’

We are presently involved in organizing and implementing faith-based
programmes for both prevention and treatment. I am a Muslim and Islam is a
major religion in South and East Asia. From an Islamic perspective, drugs
are a form of intoxicant and all intoxicants are forbidden to all Muslims.
This observation is also a mandatory requirement to all the other major

religions in South and East Asia.

In cognizant of this, harm reduction programmes, which implies the
continued consumption of drugs, is unacceptable. Treatment programmes
must be directed towards the goal of complete abstinence.

Needle exchange, safe injection sites and heroin maintenance programmes
are delusions which cannot bring about the results that they are supposed to.
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A drug addict is an undisciplined person who observes no rule or
regulations. His whole life is regulated by the need to satisfy his craving and
in attempting to achieve this he breaks all norms of civilized behaviour.

Can we realistically expect him to bring along his old needle to exchange for
a new one. He wonld be going to the needle exchange site only to get new
needles and who is to regulate and supervise to ensure that the needle is not
shared. In his intoxicated state would he be worried about contaminated

needles?

The same applies to the methadone maintenance programme. Free heroin is
not automatically translated into non-heroin use. Addicts who have been in
methadone maintenance programme admitted to continued heroin use,
Methadone maintenance programmes can only be successful in a fully
controlled environment. This iraplies indefinite incarceration of the addict
and renders the whole exercise futile,

Admittedly there are NGO’s in South and East Asia that appear to be ,
supportive of harm reduction programmes. This is only because they receive
financial support from certain interests in return for which they have to

support the programme.

Sweeping statements have been made by advocates of harm reduction on the
failure of drug treatment programmes. On closer examination one finds that
most of such statements come from non-practitioners.

While it is true that some treatment programmes have been failures, it is
only because those programmes are structurally weak. Many facilities with
sound and pragmatic programmes show significant successes in their
treatment programmes. Structurally weak programmes can be strengthened
through further training; there is no reason to abandon existing treatment

programines.

Treatment works albeit not without some difficulties.
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Mr. SOUDER [presiding]. Thank you. And thank you again for
coming so far to give testimony. And anything you heard in my
opening guidelines to the committee, if you want to give us any ad-
ditional documents and materials for the record on what your pro-
gram does and how successful it has been, I would appreciate that.

I am sure we’re going to mispronounce names. So as I say your
name, when you start, you can say it correctly so I can get it right
the second time.

Tay Bian How is director of the Drug Advisory Programme of the
Colombo Plan Secretariat in Sri Lanka.

STATEMENT OF TAY BIAN HOW, DIRECTOR, DRUG ADVISORY
PROGRAMME, THE COLOMBO PLAN SECRETARIAT, SRI LANKA

Mr. How. Thank you, Mr. Chairman, for the opportunity to ad-
dress the committee on harm reduction.

First, allow me to introduce myself and the organization that I
represent. My name is Tay Bian How, the director of the Drug Ad-
visory Programme of the Colombo Plan.

The Colombo Plan Drug Advisory Programme was established in
1973 as the first regional intergovernmental organization to ad-
dress the issue of drugs in Asia and the Pacific region. The man-
date was the task of consulting member countries on the economic
and social implication of drug abuse, particularly encouraging
member countries to establish national drug secretariates, advising
member countries, adopting some policies, strategies and programs
to control the problems relating to drug abuse and organize train-
ing activities to enhance the human resource development in mem-
ber countries to tackle the drug problem. Currently, we have 25
member-countries spanning the whole of Central Asia, South Asia,
Southeast Asia, East Asia and the Pacific.

The funding of the Colombo Plan comes from voluntary contribu-
tions of member countries. Since its inception, the Drug Advisory
Programme has implemented more than 200 international, re-
gional, and national conferences, seminars and training programs.
More than 6,500 officers from both governments and NGO’s from
all member countries have been trained in the field of supply re-
duction, law enforcement, legislation, crime prevention, treatment
and rehabilitation.

Among the numerous achievements of the Colombo Plan, particu-
larly in relation to harm reduction, we are particularly proud of our
work for the past 2 years in Afghanistan, Pakistan and other pre-
dominantly Muslim communities in the region. We have been sup-
porting Muslim-based antidrug programs, civil society organiza-
tions in Central Asia and South/Southeast Asia to reduce drug con-
sumption that provides funding for terrorist organizations and re-
duce the recruitment base of terrorist organizations.

The Colombo Plan developed a series of faith-based demand re-
duction seminars. In March 2002, in Malaysia, more than 400 Mus-
lim faith-based antidrug programs from Asia and the Middle East
have attended this initial seminar. Since then, the funding from
the U.S. Government has continued the seminar series throughout
Southeast Asia.

As a result of one of these seminars, the Afghan mullahs, par-
ticularly led by the Deputy Minister of Hajj and Agwaf, the Min-
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istry of Religious Affairs, requested that the Colombo Plan train all
the mullahs in the country. We planned to train about 500 to 800
of their fellow mullahs in Afghanistan this coming May.

At the second regional seminar just last December, particularly
in Malaysia, also funded by the Malaysian prime minister’s eco-
nomic department, once again the representative from the Ministry
of Hajj and Augaf requested for the training and also assistance
with establishing drug treatment outreach centers in their mosques
throughout Afghanistan.

Likewise, leading Indonesia mullahs also attended training, and
there are plans to collaborate on providing drug prevention and
outreach services to our mosques and madrassahs in the country.

The Colombo Plan is also establishing singular outreach centers
in Muslim regions of southern Philippines, southern Thailand, Ma-
laysia and Pakistan.

With regards to harm reduction, we are very concerned about
these efforts that we are working over the years that certainly will
undermine the achievements of the Colombo Plan. Harm reduction
will undermine the root efforts of the Colombo Plan over the years.

First, harm reduction, particularly needle exchange programs are
against the national policies of Asian countries. Many Asian coun-
tries are not endorsing harm reductions. In addition there are not
many injecting drug users in the region. Of all the drug users, they
either are doing chasing or not needle exchange.

For example, in Afghanistan, we introduce a country having pre-
dominantly an opium-smoking problem.

The needle exchange program is introduced and will certainly in-
crease the incidence of injecting drug abusers rather than eliminat-
ing it. Furthermore, it is against their religion and is culturally in-
appropriate.

Due to the constraints of funding it, as has been said by my col-
league, it is sad to see many NGO’s are influenced by this harm
reduction movement to embark on such an initiative. They are in-
fluenced by the flow of funds, not the means of such an initiative
in the region. With funding from the harm reduction movement,
the message is disseminated by these NGO’s, actually destroying
the very fabric of the Asian society as the message is not crime and
prevention, but actually legalizing the use of drugs.

In conclusion, no country in the region has actually proven the
incidence of drug use has been reduced with the harm reduction
program and policy. What is actually needed is more reduction ef-
forts providing prevention and abstinence and treatment in all our
programs in the region, such as the Asian recovery symposiums,
global prevention conferences and Asian Youth Congresses. None
support harm reduction initiatives such as needle exchange pro-
gram.

Mr. SOUDER. Thank you very much for our testimony.

[The prepared statement of Mr. How follows:]
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Statement to the House Government Reform Committees Subcomurnittee on
Criminal Justice, Drug Policy and Human Resources on Harm Reduction
By

Tay Bian How
Director, Drug Advisory Program
Colombo Plan
February 16, 2005

Mr. Chairman, thank you for this opportunity to address the Committee on
harm reduction.

I would like to first introduce my organization and myself. I am Tay Bian
How, Director of the Drug Advisory Program, Colombo Plan. The Colombo
Plan Drug Advisory Program was formed in 1973 and was the first regional-
intergovernmental organization to address the issue of drugs in the Asia
Pacific region. It was mandated with the task of consulting with member
governments on economic and social implications of drug abuse,
encouraging member govemments to introduce measures to deal with the
drug problem, assist member governments with adopting sound policies and
programs to control the problems associated with drugs and organize all
training activities to enhance the human resource development in member
countries to tackle the drug problem. Currently there are 25 member
countries located in Southeast and Southwest Asia (United States is the only
non-Asian country). Funding comes from voluntary contributions of the
member countries. Since its inception the Drug Advisory Program has
organized more than 200 national, regional and international seminars,
conferences and training programs. Over 6,500 officers from all member
countries have been trained in the fields of law enforcement, legislation,
primary prevention, treatment and rehabilitation.

1 am particularly proud of our work the past two years in Afghanistan,
Pakistan and other predominantly Muslim communities in my region of the
world. With INL’s financial assistance we have been supporting Muslim-
based anti-drug programs/civil society organizations in the Central Asia and
South/Southeast Asia to reduce drug consumption that provides funding of
terrorist organizations, and reduce the recruitment base of terrorist
organizations.
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The Colombo Plan developed a series of faith-based demand reduction
seminars in March 2002 in Malaysia. Over 400 Muslim faith-based anti-
drug programs from Asia and the Middle East attended this initial seminar.
Since then with funding from the U.S. government, the Colombo Plan has
continued the seminar series throughout Southwest and Southeast Asia.

As a result of one of these seminars, the Afghan Mullahs led by their Deputy
Minister of Hajj and Agwaf (Ministry of Religious Affairs) requested the
Colombo Plan to train all the mullahs in the country. We planned to train
500-800 of their fellow mullahs in Afghanistan this Spring. At the second
regional seminar in Malaysia that was organized in collaboration with the
Malaysian Prime Minister’s Department and INL, once again the
representative of the Ministry of Hajj and Augaf requested for the training
and assistance with establishing drug treatment outreach centers in their
mosques throughout Afghanistan.

Likewise, leading Indonesian mullahs developed plans to collaborate with
the United States on providing drug prevention and outreach services
through mosques and madrassahs in their country. The Colombo Plan is
also establishing similar outreach centers in Muslim regions of southern
Philippines, southern Thailand, Malaysia and Pakistan.

With regards to harm reduction, we are very concerned about these efforts
that certainly undermine the achievements of the Colombo Plan. Firstly,
harm reduction, particularly needle exchange programs, are against the
national policies of Asian countries, and also the religions of Asians,
particularly Islam, Buddhism, Hinduism, etc. In addition, there are not many
injecting drug users in the region. For example in Afghanistan which has a
predominantly opium smoking problem, if needle exchange program is
introduced it will certainly increase the incidence of injecting drug users
rather than eliminating it. Furthermore, it is against their religion and is
culturally inappropriate.

However, due to the constraints of funding, it is sad to see many NGOs are
influenced by this Harm Reduction Movement to embark on such initiative.
They are influenced by the flow of funds and not the need of such initiative
in the region. With funding from the Harm Reduction Movement, the
messages disseminated by these NGOs are destroying the very fabric of the
Asian society, as the message is not primary prevention but actually
legalizing the use of drugs.
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Conclusion
No country has proven that the incidence of drug use has been reduced with

a harm reduction program and policy. What is needed is more demand
reduction efforts providing primary prevention and abstinence based
treatment and rehabilitation services. In all our programs in the region, such
as the Asian recovery symposiums, global prevention conferences, and
Asian Youth Congresses, none support harm reduction initiatives such as

needle exchange programs.
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Mr. SOUDER. Our next witness is Dr. Chris Beyrer of Johns Hop-
kins Bloomberg School of Public Health.

STATEMENT OF CHRIS BEYRER, M.D., M.P.H, JOHNS HOPKINS
BLOOMBERG SCHOOL OF PUBLIC HEALTH

Dr. BEYRER. Thank you very much, Chairman Souder, Ranking
Member Cummings and other members of the committee.

I want to thank members of the committee for the opportunity
to speak to you today on an important issue, the prevention of HIV/
AIDS and other blood-borne pathogens, spread through unsafe, licit
and illicit injections. I would like to thank the members of this sub-
committee for their leadership in bringing attention to the issues
before us, including the large and increasing heroin production in
Central Asia, specifically Afghanistan, and for Chairman Souder’s
support for democracy in Burma.

I would also like to ask permission to submit revised testimony
after this hearing. I am an infectious disease epidemiologist at the
Johns Hopkins School of Public Health in International Health and
in epidemiology, working primarily in international HIV preven-
tion.

I think there’s broad agreement that global HIV/AIDS prevention
and control is an important human health and security concern for
our country, the Congress and the Bush administration. While sex-
ual maternal-infant transmission are the most important modes in
Africa, unsafe injection practices, primarily of opiates, are the pri-
mary risks driving HIV epidemics across the Russian Federation,
Ukraine, Belarus, northwest and southwest China, northeast India,
Vietnam, Indonesia, Iran, Tajikistan, Uzbekistan, Moldova and sev-
eral other states in eastern Europe and the former Soviet Union
today. HIV spread among injecting drug users is an important com-
ponent of the global pandemic accounting for an estimated 10 per-
cent of all new infections in 2003, but 30 percent of all infections
outside of Africa.

I want to draw attention to some of the shared features of these
epidemics. First, they have tended to be explosive. HIV prevalence
rose in Bangkok injectors from 2 percent to 40 percent in just 6
months, and we have seen these kind of explosive epidemics re-
peated again and again.

They have been transnational. Both China and India have their
highest prevalent zones along their borders with Burma. That
would be Yunnan and Manipur states, respectively. They have
often, but not always, led to further spread among non-injecting
populations, particularly sex partners of IDU, which is what Elea-
nor Holmes Norton was referring to, and this has been documented
in Asia and Thailand, India and China.

They have also proven difficult to control, given government poli-
cies toward injection drug use and the very limited basic HIV pre-
vention measures targeting injectors in developing countries.

The scientific evidence is compelling that reducing unsafe injec-
tions among drug users has been shown to decrease spread of HIV,
Hepatitis B and Hepatitis C. Research has also demonstrated that
syringe exchange programs do not increase drug use among partici-
pants or their communities. Opitate substitution therapy with
methadone, in addition, has been extensively documented as effec-



69

tive in reducing opitate use, needle sharing and reducing HIV prev-
alence and incidence.

Yet these and other basic measures to prevent HIV spread and
reduce substance use, including humane and medically sound
treatment programs, peer outreach, HIV voluntarily counseling and
testing services and sexual health services, including condoms,
have been limited in their use, reach and coverage. If we look at
the global HIV epidemic today, it’s clear that we are losing the bat-
tle to prevent HIV among drug users internationally. We must ask
why.

One reason is that while implementation of basic prevention
services of drug users has lagged, world heroin availability has in-
creased, largely due to rising production in Afghanistan—and some
of this information I got off the Web site for this subcommittee. The
U.N. Office of Drugs and Crime reports a 64 percent increase from
2003 to 2004 in poppy cultivation across Afghanistan, an increase
to approximately 4,200 metric tons of opium based last year, that’s
the UNODC estimate, which would generate between 400 and 450
metric tons of heroin.

This growing Afghan heroin production has led to widespread
availability and use of heroin across central Asia and the former
Soviet Union. Culturally and economically diverse communities,
where increased heroin availability has occurred, have all seen in-
creases in uptick, dependence and subsequent transitions to injec-
tion. This has happened among the Kachin Baathists of Northern
Burma, the Uighur Muslims of Xinjiang China, urban youth of St.
Petersburg, the Tajik people, the Iranians and in the Ukraine.

While the Karzai government in Afghanistan has made real com-
mitments to poppy eradication, the history of successful programs
like Thailand’s, suggest that poppy eradication and the cultural de-
velopment needed for successful substitution programs takes years
to decades and requires sustained development dollars in technical
input.

The bottom line here is that the Afghanistan poppy economy and
its heroin tonnages will be with us for some years if not decades.
Why, then, have we have been so unable to implement basic pre-
vention for drug users internationally. In the major opitate produc-
tion zones and wider affected regions, treatment and prevention
programs for drug use were limited or non-existent before HIV
began spreading in these regions, and this remains largely the
case.

Indeed across the whole of Asia, the only place where evidence-
based heroin treatment, methadone maintenance are available on
demand and to sufficient scale to drug users is Hong Kong. This
is tragic, given the large and growing international evidence base
for success and prevention of HIV infection and in the middle of
this expanding global pandemic.

While the majority of published reports on the efficacy of these
programs have been from the developed world, primarily western
Europe, Australia, North America, there have been increasing re-
ports of successful programs in Asia, including Thailand, Nepal,
India, Iran, Indonesia and Vietnam. Much of this work has focused
on harm reduction and needle and syringe exchange, the most
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basic tools of some of these interventions. Yet, political problems
remain in many countries.

A review of the literature suggests that one of the areas that has
limited this have been the political unpopularity beyond the pre-
vention community of these prevention efforts.

In sum, given the growing HIV pandemic and the hard truths we
have to face about increasing heroin availability, it’s clear that
what is needed is the rapid implementation of any HIV prevention
measures with evidence of efficacy for this population.

These include increased drug treatment services, methadone and
potentially Buprenorphine, and needle and syringe exchanges. Nee-
dle exchange, in particular, is not incompatible with abstinence,
and can serve as a first key entry point into other services, includ-
ing abstinence-based ones. Now is not the time to limit effective
prevention strategies. We need to implement the basics before mov-
ing ahead with discussions of more politically sensitive approaches,
including safe injectionsites or other forms of substitution or main-
tenance therapy. Thank you.

Mr. SOUDER. Thank you for your testimony.

[The prepared statement of Dr. Beyrer follows:]
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Harm Reduction or Harm Maintenance: Is There Such as Safe Drug Abuse?”
Committee on Government Reform
Sabcommittee on Criminal Justice, Drug Policy, and Human Resources
United States House of Representatives
February 16, 2005

Testimony of Chris Beyrer MD, MPH
Director, Johns Hopkins Fogarty AIDS International Training and Research Program

L Introduction

Good afternoon. I would like to thank the Committee for the opportunity to speak to you on the important
issue of harm reduction programs for the prevention of HIV/AIDS and other blood-bormne pathogens spread
through unsafe licit and illicit injections in international settings. I would also like to thank the members of
this committee for their leadership in bringing attention to the issues before us, including the large and
increasing heroin production in Central Asia, specifically Afghanistan.

I HIV Epidemics tn IDU: A Global Problem

There is a growing body of evidence that epidemic spread of HIV infection occurs in tight and complex
relationship to heroin trafficking routes.'”®  These relationships are most clearly understood along routes
from the two primary illicit opium poppy growing and heroin manufacturing regions of the world: the
Golden Triangle of Southeast Asia, and the Golden Crescent of Central Asia, The mechanisms which lead
to these HIV outbreaks are just beginning to be understood, as are the special vulnerabilities of
communities in trafficking zones to HIV spread. The principal Golden Triangle heroin producers are
Burma and Laos, those in the Golden Crescent, Afghanistan and Pakistan. Together, these states account
for over 90% of world heroin supplies in 2004.* While these top 4 producers generate most of the world’s
heroin, the HIV epidemics resulting from unsafe injection practices of their product have largely been seen
in their neighbors, or in destination markets further afield. For the Golden Triangle, this has meant well
documented HIV spread in Burma itself, Thailand, China, India, Malaysia, Vietnam, and, more recently,
Indonesia. > For the Golden Crescent, where the data are only now emerging, and where the HIV
epidemics are much newer, epidemic spread of HIV and/or hepatitis C appears to be underway in Pakistan,
India, Iran, Tajikistan, Uzbekistan, Russia, Ukraine, Belarus, and several states in Eastern
Europe."H121415 1 virually all studies that have investigated HIV in IDU in these regions, Hepatitis C,
(HCV) if also investigated, is far commoner. HCV prevalence among IDU generally reaches 90%
prevalence or higher—a function of the very high transmissibility of this agent through parenteral exposure.

Several consistent features have characterized these Eurasian HIV outbreaks among IDU. They have been
explosive; HIV prevalence among Bangkok IDU went from 2 to 40% in 6 months in 1989: They have
been transnational; both China and India have had their highest prevalence zones along their borders with
Burma (Yunnan and Manipur States, respectively): they have led to further spread among non-injecting
populations, initially sex partners of IDU, as has been documented in Thailand, India, and China: They
have been proven difficult to control; given government policies toward injection drug use, the status of
drug treatment in the affected States, and the limited HIV prevention measures targeted toward IDU.

The third important illicit growing area for poppy is centered in the New World—in Mexico, Columbia,
and Peru, and while important for the Americas market, is considerably less well understood in terms of
trafficking and HIV spread interactions in the production zones and will not be discussed in detail here,
though these areas have clear relevance to the U.S. domestic market in heroin, and in cocaine, and
important and commonly injected drug in the Americas.
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Licit poppy cultivation for pharmaceutical opiate derivates including morphine, codeine, demerol, and
many others, is centered in Tasmania, Australia (about 50% of all licit world production-—almost entirely
for the analgesic codeine), and in India and Turkey, and has not been associated with heroin production,
trafficking, or blood borne infection spread. Opiate derivatives remain an important class of analgesics,
and are widely, and generally safely used, with minimal public health effects. What has lead to the “fearful
symmetry” of heroin trafficking and HIV spread is the illicit nature of criminal production and distribution,
and the rapid uptake of heroin use, injection, and unsafe equipment use by young people in vulnerable
communities along trafficking routes and in destination markets further afield.

How compelling are the existing data on the relationships between heroin trafficking and HIV? What do
we know about the mechanisms of spread? What tools are available to policy makers, governments,
clinicians, and others to understand these relationships, and to respond to them? And finally, why have
societies from Ukraine to Vietnam been so vulnerable to these interactions--and what can be done to reduce
the growing harm?

111 Heroin Economies
The Golden Crescent: HIV infection rates and Central Asian heroin

We know considerably less about both heroin and HIV epidemics in the Golden Crescent than we do about
South and Southeast Asia. For most states affected by Afghani and Pakistani heroin, HIV spread is a more
recent event, and many states have little data or research capacity. Still, what we do now know suggests
another region of fearful symmetry.

Poppy production can be measured with several tools, arguably the most accurate is Landsat satellite
technology, which measures crop densities.” US intelligence agencies have used Landsat to assess poppy
cultivation, estimate opium base harvests, and to calculate heroin yields (ten kilos of opium base gives
roughly one of refined heroin). In 1996, after the establishment of Taliban rule in Afghanistan, the
estimated vields were 200 tons from Afghanistan.* By 1999, Afghanistan was producing 450 metric tons of
heroin per year, and had become the world’s largest single producer in a multi-billion dollar industry.
Poppy growing appeared to cease in 2000 with the edict of then leader Mullah Muhammed Omar, but
stockpiled heroin reserves held by producers and traffickers apparently insured that actual supply was
maintained despite the growing ban. In 2002, the new Kabul administration and its allies acknowledged
that reducing poppy cultivation will require a long term process of agricuitural reform and development, as
well as the extension of government control across the vast rural areas of the country. For the short to
medium term at least, the Afghanistan will remain a significant producer. In the 2003-2004 period, Afghan
poppy cultivation and heroin production have substantially increased, with a 64% estimated increase in
acreage under cultivation, and a 900 ton increase, to 4200 metric tons, in output, according to the UNODC.

The second largest grower in the region, Pakistan, producers about 20 metric tons of heroin a year, roughly
on the level of Laos, and mostly in the remote tribal zones along in Afghan border in Pakistan’s Northwest

Frontier Provinces. These areas are only marginally under federal control, very underdeveloped, and likely
to remain dependent of poppy cultivation for some years.

The HIV outcomes of heroin exports from Afghanistan and Pakistan are only beginning to be understood,
and are rapidly changing as nascent HIV epidemics take hold in a region which has appeared to be
relatively spared from HIV, and for which data have been sparse. Pakistan and Iran appear to be two of the
major overland routes for trafficking of Afghani heroin.” While both are low HIV prevalence states,
Pakistan had an estimated 3 million heroin addicts in 2000, and has suffered great social harms as a
consequence.'' Iran led the world in 1999 in narcotics seizures by volume.* And Iran also and has an
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enormous epidemic of heroin use among its young people.” The Teheran regime is deeply coucerned about
this, and it was a primary source of tension and border conflict with the previous Taliban regime. A
nascent epidemic of HIV among Iranian IDUs appears to have begun in 2000-2001, with recent reports of
very high rates of HIV infection among incarcerated IDU in Teheran, up to 67% in one facility.’

No countries appear to have been more affected, however, than Russia and its two former Republics,
Ukraine and Belarus.'> ¥ UNAIDS in its year 2004 Report on the Global Pandemic identified the these
three states as having the fastest growing HIV epidemics worldwide; and more than 75% of all infections in
Russia and its neighbors in 2000 were due to injecting drug use.'>'>?8 The Russian Far East has been
particularly affected. The Irkutsk region, around Lake Biakal in Siberia, has the highest HIV infection in
the Russian Federation (Moscow is first) and again, more than 80% of reported HIV infections in Irkutsk
have been among IDU.%’ Kazakhstan too, has seen a recent outbreak of drug use and HIV infection,
although whether the trafficking route comes from China to the East or Afghanistan to the south is unclear.

Poppy Cultivation and Politics:

While the HIV epidemic represents a new challenge to Russia, the Golden Crescent trafficking connections
are not new. This situation also prevailed during the long Afghan war with the then USSR, when poppy
cultivation by the Mujahadeen was tolerated by the West, and the US, recognizing that the anti-Soviet
forces had no other exports of comparable value and ease of transport to heroin.”® High rates of heroin use
and addiction among Soviet forces in the Afghan conflict were a predictable outcome, and helped (as in the
U.S. conflict in Vietnam) undermine support for the war among troops, their families, and Soviet citizens.

Afghanistan’s poppy farmers then and now are largely subsistence farmers, selling opium as a cash crop to
supplement minimal incomes. As prevails in the Golden triangle region, the real profits of heroin are not in
farming, but in trafficking, and it is the trafficking networks where real revenues accrue.”® But part of the
tegacy of war has been local expertise in poppy growing, narcotics production and sales. The Afghan war,
which the Soviets lost, appears to have brought heroin first to dispirited troops, and then to Moscow, such
that trafficking links too, may be a legacy of the long struggle of the Afghani people although this, for now,
must remain speculation.

Further west, China is currently undergoing another heroin-related epidemic. The Xinjiang Uighur's
People’s Autonomous Region is China’s only Muslim majority region. Xinjiang shares borders with
Afghanistan, Kazakhstan, Russian Siberia, Tibet, and internal borders linking it by the Silk Road to China
Proper. It also has China’s second highest rate of HIV infection by province, after Yunnan in the far
south.” And more than 78% of infections in Xinjiang have been due to injection drug use involving heroin.
Tragically, more than 90% of injections in the two largest cities in Xinjiang are ethnic Uighurs—and so
HIV infections in this large province are largely among young Muslims.”

China, Russia, Ukraine, Belarus, Kazakhstan, Pakistan, and Iran, are all experiencing heroin use outbreaks
among their young people, and all now appear to have HIV epidemics related to this use. Heroin exports
from the Golden Crescent are at the root of these complex new problems. These are regional challenges—
but they point to a global problem which ties the Crescent to the Triangle—illicit heroin revenues. On
paper, Afghanistan was the world’s poorest state in 2000; Burma, a UN “Least Developed Country.”
Afghanistan is almost entirely dependent on donor aid in 2004, and has essentially no foreign reserves, a
bankrupt treasury, and limited licit exports. We do not know the details economics of the trafficking
networks based in the Golden Crescent—but we do know that taxes on poppy farmers and protection
money from traffickers were among the main sources of revenue for both Taliban and the Northern
Alliance before the current regime came to power. In both Burma and Afghanistan, heroin has allowed for
black market weapons purchases to fund militias, insurgencies, and crime.* Afghanistan has the potential to
grow other crops, including grain and orchard production, but these require irrigation systems, which have
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largely been destroyed, and access to markets, which remains a huge challenge for much of the country.
Burma’s growing regions have been at war with the Central Government roughly since the departure of the
British afier WWILY Reducing the opium supply from these regions will require establishing viable
alternative economies for the rural poor—and that will take time, sustained donor investment, and the
growth of stable functioning civil societies. Should Afghanistan descend again in civil strife and
warlordism, heroin production will likely rise again. Indeed, as in Burma, it is in the interests of the
narcotics cartels and the corrupt leaders they have supported that civil society fail—a chilling reality given
the wealth, power, and weapons, heroin revenues have already generated.

Mechanisms on the ground

Before considering policy responses to the interactions of heroin and HIV, there are some mechanisms of
these interactions which bear on HIV spread and how best to curtail it. One obvious feature shared by all
of the primary trafficking zones out of the Triangle and the Crescent is geographic: overland heroin is
moved almost exclusively across remote border regions; generally mountain and forest zones adjacent to
the hills where poppy will grow. The illegal and clandestine nature of this industry demands such remote
areas. Indeed, as former UNDCP Director Pino Arlacci has pointed out, there are very few regions remote
and lawless enough to support a major heroin industry. It is surely no coincidence that secretive, closed
and junta-run Burma; isolated Laos under its Communist Party; Afghanistan in its decades of strife, and the
tribal zones of Pakistan, should be the world’s leaders in heroin production, Absent a few other states,
these are among the only places in the world closed enough to sustain the heroin industry.

A second shared feature is ethnicity. These areas generally have in common populations who are ethnic
minorities and/or tribal groups.” In Southeast Asia they are virtually all dwellers of the hills, where the
majority populations, the Thais, Laos, Burmans, and Vietnamese are lowlanders and rice cultivators.”’ An
especially important factor is these groups tend to straddle national borders. So in Yunnan, both sides of
the China-Burma border lands are farmed by ethnic Kachin and Wa—not Han Chinese or Burmans, and
family, language, and trade links long predate heroin trafficking. Another example is the ethnic Manipuris
of Manipur, who are Tibeto-Burmans, as are the Burmese, and are not ethnic Indians, and who can move
easily into Burma to access the heroin markets in Mandalay.*

For HIV to spread along trafficking routes, local people have to use the drugs. Qualitative work in China,
India, Burma, and Vietnam has suggested a direct mechanism for the “exchange” of HIV-1 subtypes
(known as clades or strains). This mechanisms relies on the fact that many petty traders in the region are
also users, who support their own habits by purchasing and selling small amounts of heroin. In at least 4
states, we know that these petty traders typically self-test heroin purity by injecting themselves. Since
travelling across these zones with injecting equipment is an obvious sign of intent to use, they virtually
never have their own equipment. On the China—Vietnam border, for example, traders typically cross the
mountains from China, stay the night with their contacts in Vietnam, and share drugs and equipment
before making purchases. The very low genetic diversity of strains in this region suggests rapid spread of
only viral subtype, a molecular feature favored by this kind of direct spread. Major traffickers moving
heroin by the hundreds of kilos or more have very different ways to move product, including trucking, sea,
and air routes. But it is likely that HIV spread in overland regions is a more local person-to-person event,
albeit one with wide consequences. A recent report from Yunnan, indeed, found that 75.9% of a large
series of IDU in southeastern Yunnan were Han Chinese ethnicity.”’ The authors concluded that “...the
epidemic in Yunnan is no longer confined to non-Han ethnic minorities.”

A fourth mechanism is likely to important as well, though somewhat variable. Along at least some of the
major trafficking routes, overland trucking routes have led to the development of services for truckers. In
addition to fuel, food, and lodging, these often include sex services. In Southeast Asia these sex services

are generally roadside brothels, karaoke parlors, bars and the like. In Central Asia they may be less
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apparent, but still available, or may have young male sex workers, as in the Pakistani trucking industry.
These border zone sex service venues can overlap with drug trafficking, and provide another mechanism by
which HIV could spread where heroin, and other contraband are moved. On the Burma—Thai and
Burma—China borders, women and girls are trafficked on the same routes, and indeed by some of the same
trafficking networks, as heroin.?

The interaction of heroin trafficking and sex industry related HIV risks can also be found in the special
economic zone of Pingxiang City on the highway and train crossing from Vietnam to China.' Pingxiang
was one of the first Chinese cities to experience a rapid HIV epidemic among IDUs, and molecular work
has confirmed the cross-border nature of this epidemic.® But Pingxiang also has a booming sex trade on the
Chinese side of the zone. We enumerated 19 separate brothels in a four street radius in the trucking zone in
Pingxiang in 2000, each with 10-30 women and girls working. HIV rates have remained low among these
women until 2001, though there now appears to be increasing prevalence.’ In settings like Pingxiang, sex
workers and their clients in border and trafficking zones may be key “bridge” populations from IDU to
wider networks of people at sexual risk.

Policy Responses

Why have IDU outbreaks assoctated with heroin trafficking proven so difficult to prevent or control? In
the major production zones, and in the wider affected regions, treatment and prevention programs for drug
use were limited before HIV spread.** This remains largely the case—across the whole of Asia the only
place where evidence based heroin treatment and methadone maintenance are available on demand to drug
users in Hong Kong. This is tragic, given that there is a large and growing international evidence base for
success in prevention of HIV infection and other blood-borne diseases among IDU.*® While the majority of
published reports have been from the developed world, principally Western Europe, Australia and North
America, there have been several reports of pilot projects and/or successful programs in Asia; including
reports from Thailand, Nepal, India, and Vietnam. Much of this work has focused on harm reduction, and
needle and syringe exchange programs, the basic tools of most reported interventions. The Journal of
Substance Use and Misuse published its “Bibliography on Syringe-Exchange References” in 1998—which
includes several hundred published reports on these interventions and the debates which they have
generated.”’

Well-described and successful needle exchange programs (NEP) include those in the Netherlands, Australia
and the UK. In the largest analysis published HIV incidence increased by about 6%/year in 52 cities
without NEPs, and decreased by 5.8%/year in 29 studied cities with NEPs.*® The New York City NEPs
have been studied in prospective cohorts: lower rates of incident HIV infection were documented among
IDU using NEPs (1.4-1.6%/year) than among those who did not attend NEPs (5.3%/year, 95% confidence
interval: 2.4-1 1.5)39 Long term methadone maintenance therapy (MMT) has been shown to reduce HIV risk
behaviors, particularly needle-use, and there is strong evidence that MMT prevents HIV infection among
IDU.

Where harm reduction and MMT are available, as they were to many US IDU in the HIVNET vaccine
preparedness studies (VPS), sero-incidence can be low.*" In this study HIV incidence among gay and
bisexual men from 1995-1997 was measured at 1.55/100PY, while among male IDU, the rate was
0.38/100PY.

The Thai Epidemiology Working Group has recently published projected scenarios for the Thai epidemic.*!
They found that a decline in needle sharing from 20% to 10% among Thai IDU (a 50% reduction in these
behaviors) would avert 21,774 new infections by 2006, and 81,761 infections by 2020. This would
constitute the single largest number of infections averted for any one intervention strategy. By 2006,
roughly 3,800 of the expected 22,000 infections nationwide would be averted by this intervention alone.
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Vietnam has reported on the feasibility of NEPs and on pilot NEPs in Hanoi and Ho Chi Minh cities.*
While they did not measure impact, they were able to conclude that NEPs were feasible, but that they
required community acceptance, and acceptance from the police, to be sustained. NEPs have also been
implemented in India, notably in New Dethi and Manipur State, where high rates of IDU behavior are
common,

Taken together, these studies all support that harm reduction and NEPs are effective prevention tools, and
that they might have an impact in heroin related epidemics in trafficking zones. Why then, have these
approaches been so little used in the fight against HIV/AIDS?

It is difficult to imagine a public health tool with reasonable evidence of efficacy which has generated as
much debate as have prevention programs for IDU. A review of the literature suggests 3 principal
problems with the implementation of harm reduction approaches and NEPs.*** First, they have repeatedly
been seen as condoning or facilitating injection drug use, making them politically unpopular beyond the
prevention community. Second, they have faced legal, security, and policy challenges since they require
“safe” domains of interaction with active IDU. A third challenge, where NEPs have been implemented, is
coverage rates of NEP for IDU populations, largely driven by limited resources.

Conclusions

Individual, communities, and countries which have the misfortune to be on major heroin trafficking routes
face muitiple epidemics in 2005. These epidemics begin with heroin use, herein injection, and then HIV
infections. While a clear long-term goal for all these states is to be free of drug trafficking, the realities of
the current political and development situations of the major producers, most notably Burma and
Afghanistan, suggest that narcotics-based economies will be with the world for some time. In the short to
mid term, a public health based approach would be to minimize the health impacts of heroin trafficking,
specifically through working with affected communities. Such approaches could include reducing heroin
addiction through improved treatment and support for IDU, and reducing HIV spread among those who
continue to inject through expanding harm reduction and needle and exchange programs. The prevention
of spread beyond IDU alone suggests that this may be critically important to the prevention of wider
epidemics of HIV/AIDS. A clear priority for further research and programs are the frontline Central Asian
states in the Golden Crescent: Iran, Tajikistan, Kazakhstan, Pakistan, and others. These must be considered
very high risk states for explosive spread of HIV in the coming years, and could benefit from the
programmatic and research experience that have elucidated the heroin and HIV interactions of the Golden
Triangle. These Central Asian States currently have the greatest discrepancy between HIV vulnerability
(extremely high) and prevention preparedness among IDU (very low). Without substantial donor support
for HIV Prevention and drug treatment for drug users, Central Asia will likely face a devastating epidemic
of HIV/AIDS in the coming years. Now is not the time to limit any known prevention approach for this
crucial region.
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Mr. SOUDER. Next is Yunus Pathi, who is the president of the
Pengasih Treatment Program in Malaysia. Thank you for coming
today.

STATEMENT OF MOHD YUNUS PATHI

Mr. PATHI. Mr. Chairman, thank you for this opportunity to tes-
tify before the committee on harm reduction and demand reduction
programs.

I am the president of the Pengasih Treatment Program, the larg-
est NGO treatment organization in Malaysia. The Pengasih pro-
gram consists of several projects, which I will describe below are
Rumah Pengasih project, primary treatment services. Rumah
Pengasih is a private treatment and rehabilitation center that is
recognized by the government of Malaysia.

Since its establishment in 1993, RP runs its rehabilitation serv-
ices based on the peer support system, which stimulates rectifica-
tion of belief systems, management of emotions and confidence
building, behavior shaping, building of survival skills and spiritual
guidance.

Residents are admitted on a voluntary basis to undergo the
treatment program for a duration of between 6 to 12 months. Pro-
gram activities are organized around an intensive schedule. Upon
achieving a certain level of readiness, residents will undergo the re-
integration program and following this step in recovery, they are
encouraged to enroll with after care self-help groups. Basically, the
RP program is based on the therapeutic community model of treat-
ment and rehabilitation.

We have also a Sinar Kasih re-entry program. This program is
an extension of the primary treatment given at RP. This program
plays an important role in the personal recovery of former drug
users. It is conducted in a safe environment with minimum super-
vision and involves various social activities.

The focus of this project is on the reintegration into society. The
issues stressed are relationships, work ethics, time and money
management, as well as personal security. Here clients will have
an opportunity for job placements or vocational training.

We have also a drop-in center in Malaysia, which we call Bakti
Kasih, that distributes information on substance abuse and HIV/
AIDS to groups still affected by drug addictions, as well as those
living in the vicinities.

Drop-in centers are located at places near drug dens and busy
streets. To encourage drug users to drop in, we prepare amenities
such as food, drinks, bathroom, newspapers, rest area and discus-
sion areas. This gives us the opportunity to chat with them and
give advice on how to break away from the destructive cycle of
drug abuse.

The main focus of Bakti Kasih is to reach drug users infected
with HIV. We would like to see them change their perception to-
ward life and practice healthier lifestyles. They are encouraged to
accept their life with stride and be more responsible toward others
by not spreading the disease.

Bakti Kasih will also approach and help prepare families to ac-
cept their kin who are HIV positive. Staff members are also in-
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volved in awareness campaigns against drug abuse and HIV/AIDS
to all communities throughout Malaysia.

Bakti Kasih provides the following services: a drop-in center, an
HIV/AIDS information center, peer support group, family support
group, social and vocational training, hygiene and health advisory,
referral services, outreach activities, anonymous help line and
counseling. We have also cooperation international bodies such as
the Colombo Plan, U.S. State Department, United Nations Office
on Drugs and Crime, World Federation of Therapeutic Committees,
Japan International Cooperation Agency, the Global Drug Preven-
tion Network, as well as for government narcotics bureaus.

In the past years, Pengasih has transferred knowledge to scores
of foreign nationals, mainly from Indonesia, Maldives, Bangladesh,
India, Pakistan, Afghanistan, Pakistan, Sri Lanka, South Africa,
Japan, Korea and some European nations. This training and assist-
ance focuses on drug treatment and rehabilitation techniques, spir-
ituality in treatment programs, drop-in and after care centers, and
fear/family support groups.

Sidang Kasih project. This service involves the establishment of
self-help groups for family members and anyone affected by sub-
stance abuse. These self-help groups are important as they provide
the arena for social learning through active participation and by
listening to the experiences from members of the group.

The key point of self-help groups is the concept of role models.
Group members are not only trained to follow the examples of oth-
ers, but also to become role models. The family spirit of these
groups is not only restricted to the duration of the session, but also
extends into their real lives.

Muara hospice provides services to Pengasih members or former
drug users living with HIV/AIDS by assisting them in receiving
proper health care for various ailments.

Clients are provided with a comprehensive range of care and
support services which cover their personal welfare, diet and medi-
cal needs.

Programs, such as group sessions, are organized to provide coun-
seling and motivation to people living with HIV/AIDS to accept the
terms of their lives and to continue their st