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SUMMARY

Introduction

HIV among drug injectors had become a major problem in Scotland by the early 1990s. Of a
total of 1,943 HIV infections reported in Scotland up to the end of 1991, 991 (51%) were related
to injecting drug use (IDU). The threat of HIV spreading among drug injectors in Glasgow was
intensified by a dramatic increase in the number of injectors in the early 1980s. This increase in
injecting, together with the threat of HIV posed an cnormous problem for existing drugs services

in Glasgow,

In 1986, the World Health Organisation suggested that supplying sterile needle and syringes to
drug injectors could contribute to HIV, The decision to set up ncedle oxchanges in the UK was
made by Government in 1986, The first three ncedle exchanges in Scotland wore opened in
Glasgow (Ruchill Hospital), Dundee and Edinburgh in 1987. By 1992 there were eight needle

exchanges operating in Glasgow.

Research conducted up to 1991, (when the work for this thesis began), indicated that were eight
key questions which should be answered in the course of an cvaluation into needle exchanges.
The answers to these questions were debated in the published literature, Four related to service

delivery and four to service impact. These arc central to this thesis.




Service delivery

1.

Do needle exchanges reach drug injcctors, especially those not in contact with other

harm reduction services, and mamtain regular and frequent contact with them?

What services do needle exchanges offer besides exchanging injecting equipment, and

what is the level of uptake of these services?

Do needle exchanges refer attenders to other harm reduction or medical services, and if

80, how frequently?

Are needle exchanges, and the services they provide, acceptable to injecting drug users?

Service impact

3.

Do needle exchanges reduce the level of harm associated with drug ijecting and sexual
risk behaviour among drug injectors, including discases such as HIV and Hepatitis-B

and other physical problems such as abscesses?

Do necdle exchanges reducc drug and scxual risk behaviours among injecting drug uscrs

including the level of injecting, sharing of injecting cquipment and unsafc sex?

Do needle exchanges have a long-terim impact on both harms and risk behaviours?

Do ncedle exchanges protect the wider public and are they acceptable to the public?




Methods

Service delivery

An information system was developed by the present author in collaboration with the needle
exchange management and staff, and introduced to all Glasgow ncedle exchanges in April 1991,
The aim of this system was to collect process data and these refate to questions 1-3. Data from

1991-1993 are used in this thesis.

Question 4, clients ‘satisfaction’ with the service, was wmcasurcd using an anonymous self
administered questionnaire {Appendix 4). This was completed by 243 attenders at all Glasgow

cxchanges in one week (14th to 20th February 1992),

Service impact

Access was negotiated to data collected by the MRC/WHO Glasgow HIV Behavioural and
Prevalence Study (MRC/WHO Collaborative Study Group 1993). This study measured the
drug and sexually related behaviours, and HIV prevalence of injecting drug users in Glasgow. A
cross-sectional (city-wide) sample of 503 was drawn from the injector population during 1990
and 1991, The data wore uscd to examine the extent to which needle exchange attenders (54%)
and non-attenders (46%) differed in a wide range of attributes and to explore the unplications of
these findings for the needle and syringe exchange programmes in Glasgow. This helped address
questions 5 and 6 which refatc to scrvice outcome, Question 7, which relates to the long-term

impact of needle cxchanges was addresscd by an extensive review of the existing literature,

Questions concerning the public acceptability of pecdle exchanges and drug injecting were

inserted into a lifestyle and hcalth survey carried out by the Research Unit in Health and




Behaviouratl Change, at Edinburgh University. The questions were developed by the present
author and conunissioncd by the HIV and Addictions Resource Centre. Data were collected by
randomly selected telephone interviews in Glasgow (n=605) and Edinburgh (n=420) during Junc
- October 1992. Data from Glasgow City Council were also used to illustrate the nuinber of
necdles and syringes found in public areas throughout the city from 1989 - 1993, These were
complemented by data from the Glasgow needle exchanges detailing the numbers of needles and
syringes exchanged since 1989, These data provided evidence for the answer to the final question

in this thesis relating to public acceptability and protection (question 8),

Results

Service delivery. (Questions 1-4)

1. Needle exchanges in Glasgow have been successful in reaching up to 2,600 injectors in
the city. However, this represents only a minority (27% ~ 35%) of the estimated
injecting population. Thus, they fail to make dircet contact with the majority of drug

injectors in the city.

2. There is cvidence that those who romain out of contact with the service are al greater

risk of cncountering drug-related harms e.g. they share injecting equipment more.

3. Non-attendance may be related to the use of alternative and more accessible sources of
supplies of injecting equipment e.g. pharmacies; not wishing to be identified as (or

associated with) injecting; fear of notification; and imprisonmeii.

4, Retention rakes arc poor, with only a minerity of clients making frequent and regular

visits to an exchange. Approximately 54% of clients make morc than three visits, and




33% make more than five visits per year. This may be related to factors which are

similar to those which prevent drug injectors contacting exchanges in the first instance.

Needle exchanges are able to make contact with diug injectors who are not in contact
with other health and social services. Approximately 46% of new attenders rcported
having no contact with these services. Exchanges also provide a wide range of services
to approximately 64% of clients. These range from primary health care to help with
social problems. Female attenders scom to make more use of these services compared
with their male counterparts. On average, 33% of visits involving the uptake of scrvices
were made by women, yet women consiiluted only 24% of new clients, The majority of
attenders (80%) express satisfaction with thesc scrvices, Thus needic exchanges are

providing a service that is valued by those who attend.

Although exchanges provide a range of scrvices which are acceptable to clients, they are
unable to provide adequate supplies of intjecting equipment to meet the personal needs of
most clients. Between 20% and 28% of attenders reported that they did not receive

enough needles and syringes cach visit to meet their needs.

Needle exchanges act as a bridge into other health and social scrvices for some clients.
However, it is uncertain whether clients actually make contact with these services, A
direct referral mechanism is lacking in necdle exchanges and as a result they arc only

able to refer a small proportion {11%) of clients for further care.




Service impact (Questions 5-8)

1.

Approximately 1% of needle exchange attenders and non-attenders were HIV positive.
There is some evidence that needle cxchanges have a contributory role in containing the
spread of HIV among those who attend, mainly by supplying clean injecting equipment.
This may help them maintain lower levels of sharing of ijecting cquipment compared
with non-attenders. However, it is possible that ncedle exchanges have not made a
significant impact on the spread of hepatitis B and C. 1t is estimated that 70% of

injectors in Glasgow have been infected with hepatitis B and 80% with hepatitis C.

It is uncertain what impact needle exchanges have on injecting-relaied injurics c.g.
abscesses and other soft tissue damage. Recent work in Glasgow found that 72% of
attenders at one exchange reported injecting-related damage and that this may have gone
umtreated by needle exchange staff. Service contacts at needle exchanges for safer
injecting advice have reduced from 29% in 1991 to 11% in 1993, Needle e¢xchange
attenders also inject more frequently (meau of 127.5 times per month) than non-attenders
(mean of 119.8 times per mouth). This may lead to a higher prevalence of injecting

related injuries among attenders.

Needle exchange attendance is associated with the use of fewer different drugs, but not
less injecting. Tlowever, there is no cvidence that they have led to an mcrease of

injecting among the populilion of drug users in the city.,

There is some evidence that needic cxchanges have a contributory effect in reducing the
lovels of sharing of used injecting equipment among those who aftend. A total of 39% of
attenders and 47% of non-attenders injected with vsed cquipment. Approximately 57%

of both groups passed on injecting equipment to others. However, needle exchange




attenders did so less frequently (2 times per month compared 2.3 times per month among
non-attenders). A substantial number of attenders continue to share injecting equipment,
and many (50%) do not use proper cleaning techniques to disinfect equipment before
use. Further reductions in sharing are possible among aftenders (and non-atienders) but
may be limited by other factors including: the need for a hit; drug use rituals;
friendships; scxual rclationships and trust; and the places where drugs are consumed e.g.

prison. Many of thesc relate to the social relationships in drug users® lives.

It is likely that needle exchanges in Glasgow have no or little impact on the sexual risk
behaviours of those who attcnd. Both attenders and non-attenders have the same number
of primary scxual partners (0.7), and casual sexual partoers (0.9 and 0.8 respectively).
Approximately 75% of both groups did not use a condom with their primary sexual
partner and 52% did not wse a condom with their casual sexual partncrs. However,
needle exchange attenders used a condom more frequently with their casual partners. No
other differences were appatent. Barriers to condom use include: inconventence; dislike;
the desire to conceive; negotiating condom usc; drug use; low perceived risk of HIV; and
trust and perceived promiscuity between scxual partners. As with sharing, most of these
are relate to social norms and relationships in drug uscrs” lives which may limit further

changes in this type of risk behaviour,

It was out with the scope of the present study to determine the Jong-term effects of
needle exchanges on drug related harms and behaviours., However, existing rescarch
suggests that needle exchanges have little long-term impact on HIV transmission, levels

of injecting, drug use, sharing and sexual risks.




7. Needle exchanges in Glasgow provide a valuable public health service by reducing the
number of necdlcs and svringes discarded in public arcas. Return rates of over 100%
are lmpressive, and suggest that needles and syringes securcd {rom other sources (mainly
pharmacies) are returned through the exchanges. They are also widely accepted by the
general public.  Approximately 90% of the general public agree with the provision of
needle cxchanges and 70% have no objections to them operating in their area. However,
there is a minority (32%) of objectors who are likely to live close to a needie exchange
and their opinions may be based on their perceplions of, or life expertences of, drug
injectors. 'L'hey constitute an ‘small’, but importani body of opinion within the general

population.

The thesis concludes with a mumber of recommendations based on these results and a

comprchensive review of the literature,
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FOREWORD

STRUCTURE AND GENERAL CONTENT

This thesis containg six chapters:

Chapter 1, ‘Introduction and Literature’, illustrates why needle exchanges became important in
the 1980s and gives a brief outline of their history. The Public Health Model of evaluation uscd
in this thesis is then introduced, highlighting the importance of stmictural, process and outcome
measures, This is followed by a detailed review of research carried out in the field of needle
exchange evaluation up to and including 1991, (when the present rcscarch began). In some
instances references from 1992 onwards are used. These are either review articles or studies
carried out during or before 1991, Rescarch from 1992 - 1995 is used in the conclusion and
discussion sections at the end of chapters 3-5. The review ccutres around cipht key questions
upon which most research is based. These questions relate mainly to the process (four questions)
and outcontes (four questions) of needle exchange programmes. This is followed by some

methodological considerations.

Chapter 2, ‘The Structure of the Needle Exchange Programme in Glasgow - Building a city-
wide network’, describes the structure and history of needle exchanges in Glasgow. It details the
number of exchanges, staffing levels and serviees offered and, thus, addresses the question of

service structure in the city.

Chapter 3, ‘Process Measures and Needle Exchange’, addresses the four key questions
introduced in Chapter 1 relating to process measures:
1. Do needle exchanges reach drug injectors, especially those not in contact with other

harm reduction scrvices, and maintain regular and frequent contact with them?

11




2. What services do needle cxchanges offer besides exchanging injecting equipment, and

what is the level of uptake of these services?

3. Do needle exchanges refer atienders to other harm reduction or medical services, and if

so, how frequently?

4. Are needle exchanges, and the services they provide, acceptable to injecting drug users?

It also outlines the design of a computerised information systein which was introduced (o monitor

needle exchange activity and rccord these meassures in Glasgow. Conclusions and discussion

then follow using updated literature, and summary recommendations are made.

Chapter 4, ‘Outcomc Mcasures and Needle Exchange’ addresses three of the remaining four

questions which relate to outcomes of needle exchange activity:
5. Do needle exchanges reduce the level of harm associated with drug injecting and scxual
risk behaviour among drug injectors, including diseases such as HIV and Hepatitis-B

and other physical problems such as abscesses?

6. Do needle cxchanges reduce drug and sexual risk behaviours among injecting drug users

including the level of injecting, sharing of injecting equipment and unsafc scx?

1. Do needle exchanges have a long-term impact on both harms and risk behaviours?

12




The three are included 1z a single chapter hecause they deal mainly with the effocts of needle
exchanges on the clients who usc them. Conclusions, discussion and summary recommendations

then follow.

Chapter 8, ‘Needle Exchanges as Public Health Interventions’, addresses the remaining question

relating to outcome:

8. Do needle exchanges protect the wider public and are they acceptable to the public?

Summary recomumendations are also made in this chapter.

Chapter 6, ‘Conclusions and Recommendations’, recaps on the main findings contained in this
thesis and makes some recommendations for future of needle exchange development and future
rusearch in the arca of needle exchange cvaluation. Chapter 6 is foliowed by references and

appendices.

Although data from other sources are used in the course of this thesis, the present author made a
significant contribution to, or has becn solely responsible for, the design of the data collection
instruments, and/or the collation and analysis of the data. For instance, all needle exchange
process data were recorded using a computerised information system designed by the author,
(Chapter 3) which has also been uscd as a model for information systems introduced in other
HIV and addiction services throughout Glasgow (sece Chapter 6). The needle exchange
*satisfaction survey’ (Chapter 3) was designed and analysed solely by the present author.
Outcome data, (Chapter 4) although gathered through an ongoing survey of drug injectors in
Glasgow, (MRC/WHO Glasgow HIV Behavioural and Prevalence Study, Ruchill Hospital),

were analyscd jointly by the present author and onc researcher from the survey team. This has

13




led to a series of publications in academic journals and presentations at national and international
conferences cited in Appendix 6. Data relating to the public attitudes towards needle exchanges,
presented in Chapter 3, were pathered by the Research Unit in Fleath and Behavioural Change,
Edinburgh University, using questtons developed by the present author who also carried out the
full data analysis which was subsequently published in an academic journal and presented at

national and intcrnational confercnces (Appetdix 6). Other reports, publications and conference

presentations resulting from the data contained in this thesis appear in Appendix 6.
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CHAPTER 1

INTRODUCTION AND LITERATURE REVIEW

'..drug-use-related HIV in Europe is the fastest growing risk and, in addition, is associated with
substantial vertical and heterosexual transmission. Consequently, the reduction and control of
drug related HIV can have a substantial impact not only on transmission amongst drug users but

also on the heterosexual and vertical spread of HIV' (Brettle 1991).

The spread of HIV among injecting drug users

By the end of 1991 there werc 446,681 reported AIDS cases in the world, of which 80,000 werc
in Burope (Incardi 1990; Pan European Symposium Report 1992), The number of 1TV
infections was cstimated to be 10.6 million world-wide, with 0.5 million in Enrope (Chin 1991).
Between 5 - 7 million of those infocted with HIV were male. The major method of spread varied
from regian to region, but globally the most common route of spread was through hcterosexual
intercourse. This was true for Sub Saharan Africa, but in North America and Western Europe,
HIV spread mainly through unnprotected penctrative intercourse between men, and among

injecting drug users (IDUs) who shared contaminated injecting eguipment.

Up to 1991, about 40% of newly diagnosed AIDS cases in the twelve EC countries were 1DU
related, giving a total estimated number of between 300,000 and 500,000 HIV positive 1DUs in
Europe (Resinger 1993). The proportion of IDU infections varied from country to country. For
instance, in 1989, 50% of HIV infections in Spain were related to drug injecting compared with
2% in the England and Wales (Stimson 1990a). High levels were also reparted in Italy, France
and Swilzerland. In 1991 in the UK, there were a total of 16,828 reported HIV infections, of
which 2,224 (13%) were IDU rclated (CDS Weekly Report 1992a). Because AIDS usually

develops several years afier infection with HIV, there were correspondingly fewer reported AIDS
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cases in the UK. A total of 5,451 were reported, of which 243 (5%) were IDU related. So for
some Buropean countries, HIV among drug injectors was already a major problem in the carly

1990s.

Scotland shared this problem. Here, the HIV epidemic seemed to affect [DUs more than any
other group. Of a total of 1,943 HIV infections reported up to the end of 1991, 991 (51%) were
IDU related (CDS 1992a). In the same time period, a {oial of 285 AIDS cases were reported, of
which 91 (32%) were IDU rclated (CDS Weekly Report 1992b).  Prevalence studies carried out
in the mid 80s in Edinburgh found that between 38% and 65% of injecting drug uscrs tested were
HIV positive (Peutherer, Edmond, Simamonds, et al 1983; Robertson, Buckuall, Welsby et al
1986; Brettle, Davidson, Gray et al 1986). A large mumber of cases was also identified in
Dundec. An HIV cpidemic among injeciing drug uscrs had clearly occurred in the east of
Scotland. Although fewer cases of HIV were recorded in the west, the high level of Hepatitis B
among 1DUs in Glasgow suggested that HIV could spread just as rapidly there as it had in
Edinburgh (Follet, McIntyre, O*Donncll ct al 1986; Gruer, Peedle, Carrington et ab 1991).

Indeed there was no reason to believe that Glasgow would be any different.

The threat of HIV spreading among drug injectors in Glasgow was intensified by a dramatic
increasc in the number of injectors in the early 1980s, a pattern repeated else where in the UK,
During 1981 therc was a rapid rise in heroin use in Glasgow followed by the widespread use of
other opiates and benzodiazepines, Typically these drugs were injected (Ditton, Speirits 1982;
Sakol, Cameron, Sykes 1989; Hammersley, Lavelle, Forsyth 1990). The total cstimatcd number
of injectors in Glasgow in 1983 was around 3,000 (Haw 1985). In 1990, the estimatc was 8,500
(Frischer, Leyland, Cormack ct al 1993a). The increase in injecting, together with the threat of
HIV posed an cnormous problem for existing diugs services in Glasgow and elsewhere in the UK

in the late 80s and carly 90s.
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Tackling the problem

During the 1980s, British drug services began to place less emphasis on abstinence based
progranumes and more on offering a wide range of services which aimed at tackling various
forms of harm (Stimson 1990a). Harm associated with drug use is diverse, ranging from
diseases like IV and Hepatitis B to psychological or soeial problems. HIV was an important
factor in shaping these new services, the basic aim of which was to reduce but not necessarily

eliminate drug-related hanmn,

British drug services had traditionally tended to regulate drug usc by attempting to stop or reduce
consumption through counsclling, rehabilitation and, to a lesser extent, methadone prescribing
(MacGregor, Ettoree 1987). Howover, the success of abstinence based programmes in reducing
drug use and injecting had been seriously questioned, especiaily in light of the rapid increase in
injecting in the late 1970s and 80s. In addition, these programmes often fell short of their goal,
achieving abstinence in a maximum of 40% of those receiving treatment (Stimson, Oppenhiemer

1982).

Abstinence was gradually replaced by the more achievable goal of harm reduction. This was a
morc pragmatic approach, focusing on maintaining or improving health rather than stopping
drug use altogether. Not that abstinence was forgotten. Indeed, when successful, abstinence is
probably the most effective means of reducing harm. However, in the 1980s a balance was
increasingly struck between the two policies of reducing the harmful effects of continued drug

use and reducing drug use itself (Strang, Farrell 1992),

Although new to the UK, this approach was already csiablished in other countrics, notably

Holtand (Buning 1989). The primary aim of AIDS related sorvices in the Netherlands was to

contact as many drug users as possible and provide them with safer sex and safer drug use
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information. In addition, the means to achicve lower levels of risk behaviour were offered.
These included condoms, drug-free treatment for those who wanted to stop using drugs,
methadone and clean injecting cquipment. Carc for those with AIDS was also available. The
first needle exchange programme was established in Amsterdam in 1984 by drug users through
their ‘union’, the Junkiebond. Holland, therefore, provided a model for other countries and one

wiiich was adopted by many to a greater or lesser degree (Power, Stimson, Strang 1990).

The history of needle exchange

Tn 1986, the World Health Organisation suggested that supplying sterile ncedle and syringes to
drug injectors could contribute to HIV prevention (World Health Organisation Regional Office
tor Europe 1986). Some countries took this advice and established needle exchauges as one way
of tackling the problem of shortages of sterile injecting equipment among drug injectors, but this
was not Lo happen in every country affected by HIV. In America, for instance, is it still illegal in
many states to distribute needles and syringes to injecting drug users. Many other countrics
which now supply injecting drug users with injecting equipiment had to overcome either adverse
legislation or social norms in order to do so. Swedish laws, for instance, initially prevented the
sale of injecting equipment to drug injectors; Australia had laws preventing the carrying of
injecting equipment for the purpose of drug use; and in Scotland common laws rcgarding

'reckless conduct' coudd have been used against suppliers (Stimson, Donoghoc, Lart ot al 1990b).

The availability of injecting cquipment, therefore, varied between countries over time. Needle
exchange programies were gonerally introduced after supplies of injecting egquipment were made
available through pharmacies, In Holland, Denmark, Genmany and the UK, needles and syringes
were available to a greater or lesser extent in pharmacies prior to 1984. Exchanges were then set
up in Holland in 1984, Denmark and Sweden in 1986, and in Germany and the UK in 1987 (Fig.

1.1).
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Figure 1

Availability of syringes in the 12 E.C. countries
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In Australia and New Zealand the first needle exchanges were opened in 1987 (Stimson 1986b),
in the USA 1988, and in Canada 1989 (Lurie, Reingold, Bowser et al 1993). Tt should be noted
that, in the UK, officially sanctioned forms of syringe distribution had operated since the 1960s
when injecting equipiment was issucd to drug uscrs preseribed injectable drugs. However, it was
m Amsterdam that syringe distribution schemes led the way in tackling the spread of HIV among
IDUs (Stimson, Alldritt, Dolan et al 1989a). By the cad of 1991 there were no reports of needle

exchanges in Bastern Europe, Russia, Asia, Africa, South or Ceniral America.

The decision to set up needle exchanges in the UK was made by Government in 1986, This was
based on the findings from the McClelland Commiticc which investigated the problem of high
HIV prevalence among Scottish [DUs.  This commiitee recommended that sterile injecting
equipment be provided to injeciors unwilling or unable to stop injecting (SHHD McClelland
Report 1986). These recommendations were subsequently taken up by the Scoulish Home and
Health Department and the Department of Health and Social Security in London which
announced the provision of needle and syringe schomes throughout Scotland and England. By
the end of 1989 there were 120 schemes in the UK (Stimson et al 1990b). The majority of these
were in England. The first three ncedle exchanges in Scotland were opened in Glasgow (Ruchill

Hospital), Dundee and Edinburgh i 1987.

The structure and operation of needle exchanges differed widely across the world according to
local conditions, fiunding and staffing levels. For instance, in San Francisco a needle exchange
was set up by volunteers in 1988 on a street corner using a baby perambulator to deliver supplies
of injecting equipment (Watters, Estilo, Clark et al 1994), whilst in Paris in 1989 the first ncedle
exchange operaicd out of medical centre staffed by a multi-disciplinary medical and social work
team offering a widc range of services. This was later housed in a mobile van which toured the

city (Lhomme, Edwige, Ilie et al 1992). Differences were also apparent among the first
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programmes in the UK, although these tended to operate out of fixed sites either in medigal
centres or drugs projects {Stimson, Alldritt, Dolan ct al 1988a). For instance, funding for the
needle exchange in Poterborough covered only injecting equipment costs, whilst in Middlesex
gquipment was supplicd and cxchanged by two full-time staff. In Liverpool, the first exchange
was run from a converted toilet in the Regional Drug Training and Information Centre, whilst in
St. George's, London, thoy operated at three health centres. [n Scotland needle exchanges were
relatively well staffed.  Four members of staff were employed at the Ruchill (Glasgow)
exchange, including a doctor, two nurses and a rcceptionist and opened two days a week from
1.30pm to 4.00pm. The exchange in Leith Hospital (Edinburgh) had two staff members and
apened one day a week from 2.00pm to 4.30pm. In Wishart (Dundee) the exchange was bascd

in a drugs project, staffed by two nurses and opened five days a week from 9.00am to 5.00pm.

Although needle exchanges varied widely at a structural level, they could be ecasily be
distinguished from the service provided by pharmacies. 'The most obvious differcnce was that
needle exchanges gencrally offered a wide range of equipment and health services, The range of
scrvices diffcred at each exchange, but at a general level, the list of services was impressive. A
survey carried out in 1990 in the UK found that exchanges offered: injecting equipment, swabs,
condoms, spermicides, safe disposal containers, tourniquets, sterile water, bleach, cofton wool,
dressings, primary health cate, drugs advice, HIV/ATDS advice, HIV testing, safer sex advice,

social problems advice, and financial and legal advice (Donoghoc 1991).

Public health programmes - an evaluation model

An impartant requircment of the needle exchanges throughout the world, including the UK, was
cvaluation (Stimson 1989a). The purpose of most ¢valuations of Public Health programmes is
the collection of information which will provide the basis of future action (Abramson 1984).

The evaluation of a community-based intervention usually attempts to asscss the effectiveness of
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a particular progranmune in tackling a health problem, Tor example, 1t may determine whether or
not the programme is achicving its goals or objectives and, if it is not, suggest ways in which it
can improve in order to meet those objectives. This may be a syslematic and continuous process,
with the results of the evaluation being contimiously fed back to planners or policy makers
(Puska 1991). The scope of the evaluation is abvionsly influenced by the predetermined aims
and objectives of the programme., For instance, needle exchanges aim to reduce HIV risk
behaviours in the injecting drug using population which, in tum, should Jead 10 a decrease in the

prevalence of HIV,

There are three essential components of cvaluation which can applied to health care scrvices
{Donabedian 1985). The first is the stiucture of an organisation. This refers to the amount and
nature of the resources allocated to the particular health programme, including the facilities and
staffing. The sccond, process, refers to the mode of operation of a service e.g. the types of
services offered and the application of those services to recipients, mcluding uptake (Harley
1991). Process evaluation can also include other aspects of service delivery such as, vase of
access and the acceptability of the service to clients (Puska 1991). The third concemns the
measurement of gutcomes and inchudes the effects of the programme on those using it, if possible
in comparison with those who do not. The relationship between structure, process and outcome
are difficult to assess. For instance, it is difficnit to determuine the amount of resources required
to achieve a desired level of service provision which in turn results in an acceptable level of
outcome, Nevertheless, all three types of measures can act as indicators of performance (Opit
1991). There are however a range of additional measurcs which, although not directly related to
a specific health care programme, can be used in determining its overall effects. These include
epidemiological data conceming a speeific discase, or studies which examine attitudes or

behaviours. For instance, if the incidence of HIV and rclaied risk behaviours were 1o increase
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dramatically among the IDU population after the introduction of a needle exchange programme,

then the offcctivencss of that programme would have to be questioned.

Thus, although the rclationship between structure, process, outcome and other indicators are
difficult to determine, they can provide valuable data upon which to assess the effectiveness of
care. This range of measurcs should provide several different perspectives from which a

programme can be viewed, giving a multi-dimensional picture (Hall, Masters 1986).

Despite the growing insistence from policy makers and managers, very little progress has been
made in transferring this approach from academic research into more applied settings ¢.g. within
the health service (Opit 1991). In addition, information systems designed for these settings are
frequenily chaotic, inadequatcly resouwrced, badly managed, unreliable in their information

content, and ineffective in mecting their stated or apparent objectives (Knox 1991).

Evaluation should relate to the end-purposes of health care. It should involve the personncl
providing that carc and assist them in carrying out their work by feeding back information (Knox
1991). This holds true for community HIV/drugs services as well general health services
(Power, Dale, Jones 1991; Stimson, Power 1992). In fact, a similar evaluative model has
recently been applied to a community drug service. H utiliscd on-going cvaluation and other
survevs based on field work concerning drug patterns and local service provision {Power 1991).
Research and evaluation were seen as a necessary part of scrvice development, and information
was continually fed back to service providers, allowing adjustments 1o policy and strategy. This
mvolved close liaison between rescarchers and staff. Tt was therefore argucd that both
interaction and feedback could be successfully used in the evaluation of services in the drugs and

HIV ficld (Power 1991),




In conclusion, the model of research posited herc is one which considers structurc, process,
outcome and other measures in relation to service objectives and goals, It is cssentially an
interactive partmership between researchers and service providers, It is both short and long-term
and may involve collaboration with other research teams working in related fields. The
individual components of this model have been applied to needle exchange vvaluation in various
settings throughout the world, but are rarely used in combination in a single setting. For
instance, cvaluations arc usually carried out by academic depariments with limited funding and
disconiinuc when funding stops. Emphasis is placcd on one aspect of evaluvation at the expense
of another and in some instances few if any data are available conceming otier indicators e.g.
HIV prevalence and behavioural studies of the specific drug injecting population targeted by the

needie exchange service.

Research and evaluation of needle and syringe programmes up to 1991

Research in this area has generally concentrated on answering important questions about needle
exchangces and these form the structure for this thesis. These questions relate to the specific aims
and objectives of the programmes which arc stated both implicitly au:i explicitly in these studies.
It may be worth considering the questions and the resulting answers before going on to explore

the methodological problems encountered in the research literature.
The questions themsclves relate to two main areas of needle exchange activity: service delivery

and service impact. The first four are largely associated with process measurcs and the

remainder, with outcome measures.

24




Service delivery

L

Do needie exchanges reach drug injectors, especially those not in contact with other

harm reduction services, and maintain regular and frequent contact with them?

What services do needle exchanges offer besides exchanging injecting cquipment, and

what is the level of uptake of thesc scrvices?

Do needle exchanges refer attenders to other harm reduction or medical services, and if

s0, how frequently?

Are necdle exchanges, and the services they provide, acceptable to injecting diug users?

Service impact

5.

Do needle exchanges reduce the level of hamm associated with drug injecting and sexual
risk behaviour among drug injectors, including discases such as HIV and Hepatitis-B

and other physical problems such as abscesses?

Do needle exchanges reduce drug and scxual risk behaviours among injecting drug users

including the level of injecting, sharing of injecting equipment and unsafc sex?

Do needle exchanges have a long-lerm impact on both harms and risk behaviours?

Do needle exchanges protect the wider public and are they acceptable to the public?
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Service delivery
1. Do needle exchanges reach drug injectors, especially those not in contact with other
harm reduction services, and maintain regular and frequent contact with them?

Research up to and including 1991 showed that needle exchanges were capable of reaching many
drug injectors (Stimson 1988a, 1989b; Harigers, Buning, Van Santen et al 1989; Brettle 1991;
Kaplan, O’Keefe, Heimer 1991; Ljungberg, Christensson, Tunving et al 1991; Guydish, Clark,
Garcia et al 1992). However, quantilying the uptake rate among injectors was particularly
difficnlt, because of the lack of good prevalence data especially at the local level. Thus, it was
difficult to know exacily what proportion of the injecting population used the service (Stimson
1988a; Hurt, Woodward, Carvell 1989a). Not all injcclors were attracted to these services.
Younger male drug users, ethnic drug users, thosc cngaging in higher risk behaviowts and female
injectors appeared difTicult to reach (Stinison 1988a; Stimson, Alldritt, Dolan et al 1988b; Hart
1989a; Hartgers 1989). There was some evidence to supgest that those attracted to the service
had little or no contact with other drug treatiment services. Approximately one third of those
attending UK syringe exchanges had no previous contact with treatment agencies concerning
their drug problem and yet another third were not currently receiving treatment (Stimson 1988a,
1989b). Another UK study reported that 19% of new clicats had reccived no treatment for drug
use, 42% had received treatment, but not recently, and 38% were currently in treatment (Carvell,
Hart 1990). In Sweden, 58% of accdic exchange participants reported having no contact with a
drug treatment centte or any related programme (Ljungberg 1991). It is probably fair to
conclude that necdle exchanges attracted many drug injectors who had liitle or no previous
contact with drug related services. However, it was generally unknown what proportion of the

injecting population were attracted to the service.

Retaining clicnts was a problem. Study times varied, but the geueral conclusion did not. For

nstance, 55% of clients made an average of two visits per month (Carveli 1990), whilst over a
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period of eight months, 38% madc up to five visits (Kaplan 1993). Over a period of a year, only
33% of UK clients made 5 visits or more, (Stimgon 1988a), but at an outreach exchange in
Rotterdam, up to 90% made 5 visits or more in the same time period (Grund, Blanken, Adriaans
et al 1992). So, retention was a problem, but appeared to be dependent upon time and type of
exchange. This also raised the guestion of the type of clients who dropped out of the service, the

answer to which was unknown (Klee, Faugier, Hayes et al 1991).

2. What services do needle exchanges offer besides exchanging injecting equipment,
and what is the level of uptake of these services?

Services offercd by noedle exchanges varied widely depending on location, funding and staffing

levels. Many needle exchanges operated in different ways. Some were static, some operated

from mobile units and others functioned on an outreach basis. The range of scrvices offered,

varied considerably. Whilst it is not possible to illustratc cxactly what was offered at cvery

needle exchange throughout the world, the foliowing should serve as an example of some of the

services availablc in somc programmes.

The basic equipment available in exchangces typically consisted of needles and syringes, swabs,
condoms, sharps boxes, spermicides, tourniguets, sterile water, cotton wool, dressings, bleach
and other medical supplies (Hart 1989a; Donoghoe 1991). n addition, HIV testing may have
been available both to injectors and their partners, and information regarding risk reduction and
drugs services was often given (Hart 1989a; Hartgers 1989; Bardsley, Turvey, Blatherwick
1990; Christensson, Ljungberg 1991; Ljungberg 1991, Whynot 1991). In some arcas, primary
medical and social care were offered (Stimson 1988a; Hart 1989a). Apart [rom distributing and
returning injecting cquipment, little was known of the nptake of these services within these
programmes (Hart 1989a). Rouling monitoring of the uptake of these scrvices (apart from

exchanged injecting equipment) was vot usually carrted out.
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There was also uncertainty as to the cffcctiveness of these interventions m reducing risk
behaviour (see guestions 5, 6 and 7 below).  Conscquently, some stadies suggested that necdic
cxchanges should either offer more services or operate as part of a wider range of harm reduction
programmes, for mstance, increasing the supply of cleaning equipment o allow injectors to
disinfect needles and syringes when sharing takes place (Strang, Hunt, Johns 1988; Van
Ameijden, Van den Hoek, Haastrecht ot al 1992), and offering intensive counsclling and
dissemination of harm rcduction information (Hartgers 1989). Not all of this nced have been
done at needle exchanges. In fact, needle exchanges should not be judged in isolation. They
must be seen as part of a system of barm reduction services. Thus, what was not offered ou site

cauld be offered by other more specialised services.

3. Da needle exchanges refer atienders to other harm reduction or medical services,
and if so, how frequently?
Some needle exchanges will refer clients to other serviees for more specialised hielp. One London
study indicated that approximately 38% of clients were referred on for further treattment, and that
60% of total referrals were made to drug treatment agencies over a pertod of a year, Only 4.5%
of referrals were made to General Practitioners. Approximatcly 37% of refetrals were °health
orientated’ and made to specialist drug scrvices which offered medical trcatment (Hart 1989a;
Carvell 1990; Whynot 1990). In Vancouver, over a six month period, referrals were made at
between 2% and 6% of all visits, mainly to detoxification programmes, residential treatment
programines, and medical and social services (Whynot 1991). There was some anecdotal
evidencc which suggested that those dropping out of ncedle cxchanges either went into treatment
or prison (Stimson 1988a). Apart from this, there was little reported cvidence of the referral
patterns from needle exchange schemes to other agencies, although there were some studies

which suggested that needle exchange attenders were in contact with other services (Stimson
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1988a; Van den Hoek, Van Haastrecht, Coutinho 1989; Ilart 199¢; Christensson 1991;
Donoghoe 1991; Klee 1991; Ljungberg 1991; Merrill, lrizarry, Schensul 1991; Grund 1992;

Hartgers, Van Ameijden, Van den Hoek et al 1992; Van Ameijden 1992).

4, Are needle exchanges, and the services they provide, acceptable to injecting drug
users?
The success of needle and syringe programmes depends on their ability to attract clients, to mect
thetr needs, and to deliver a service in a way that is attractive to them. In the UK there was a
high levcl of satisfaction (80% - 90%) among attenders concoming locality, the number of
syringes given, waiting times, confidentiality, the staff working there, rules and regulations, and
cven with advice given conceming drug usc and safer sex (Stimson 1988a). However,
approximately 30% were dissatisfied with opening times (Stimson 1988a). Among past attenders
there were also concems about waiting times, degree of confidentiality, questions asked and rules
and rcgulations (Stimson 1988a). Thus, although there were high levels of satisfaction expresscd
among attenders, thosc dropping out of the service had reservations about some aspects of
service deltvery. Qualitative work from Glasgow also supgested that some injectors were
reluctant to approach drug related services because of the stigma attached to drug injecting and

the fear of being identified as a drug user (McKegancy 1989).
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Service impact
5. Do needle exchanges reduce the level of harm associated with drug injecting and
sexual risk behavicour among injecting drug users, including diseases such as HIV
and Hepatitis-B and other physical problems such as abscesses?
By 1991, there was no firm evidence to support this contention, mainly becausc of a lack of
randomised controlled triats (RCTs). RCTs are difficult to carry out in this field because of
cthical and methodological problems. 1t is thought unethical to withhold this service from the
target population and therefore impractical to randomly allocate subjects to a control or
experimental condition. In addition, there were problems in following groups of drug injectors
over substantial periods of time, because of the mobility of this population and the difficulty of
accessing ‘hidden’ groups. fn one study, only 40% of clicnts were followed-up over a twelve
month period (Hartgers 1989). Strong associative cvidence of change in the level of harm was
therefore utilised in debates conceming the question of impact (Flagan, Reid, Des Iarlais et al
1991b). This mecani that other factors, such as educational programmes, which may influence
injecting and sexually related harms, remained uncontrolled in needle exchange research, Ieaving

the question of impact open to conjecture (Bretile 1991; Ljungberg 1991).

With these difticulties in mind, there werc some studies which indicated that needle exchange had
a positive impact on HIV and drug injecting related harms. Tor mstance IV was estimated to
be low among needle exchange attenders (3% - 7%) when compared with non-attenders (8% -
11%) (Hart, Carvell, Woodward et al 1989b; Blev, Harris, Gordon ct al 1991; Hagan 1991b;
Kaplan 1993), The incideuce of other drug related harms associated with injecting, for nstance
abscesses, decreased among ncedle exchange aitenders over time (Hart 1989b). In London, 40%
of those attending an exchange for the first time reported having abscesses, but only 13% did so
some twelve months later (Hart 1989b). Some of these studics uscd single cross-sectional

samples of needle exchange attenders (Hagan 1991b) whilst others used longitudinal designs,




(Hart 1989b) and comparisons with non-attenders (Bley 1991; Hagan, Des Jarlais, Purchase et
al 1991a). BEpidemiological studies found that the prevalenec of HIV and HBV in areas where
ncedle cxchanges cxisted was low and stable (Buning 1991; Hagan 1991b; Ljungberg 1921). In
Tacoma (USA), the number of injectors infected with HBV reduced from approximately 45 in
1986 io 5 i 1990. Needle exchanges opened in 1988 (Hagan 1991b). In Amsterdam, the
number of injectors with acute hepatitis B reduced from 26 in 1984, when needle exchanges
opened, to 5 in 1988 (Buning 1991). It should be stressed, however, that these findings were not
conclusive. In fact, there were some indicators that participating in a needle and syringe
programme had little or no effect on the rate of HIV scroconversion (Watters, Cheng 1991; Van
Ameijden 1992). In Amsterdam the annual incidence rate of HIV infection, per 100 person
years, amonyg injecting drug users, fell from 9.5 in 1985 to 3.3 in 1991. However the reduction
in incidence was equally apparent among non-needle exchange attenders (Van Ameijden 1992).
In San Francisco, HIV testing and counsclling was thought to have an egually important role in

controlling the spread of HIV among injectors (Watters 1991).

Thus, although there was some svidence to suggest that needle exchange attendance was
associated with lower levels of HIV infection and other levels of drug related hamm, it was not

conclusive, What cvidence there was to support a positive impact remained weak.

6. Do needle exchanges reduce drug and sexuwal risk behaviours among injecting drug

users including the level of injecting, sharing of injecting equipment and wnsafe sex?
There are three primary areas of concern.  First the impact of needle exchanges on frequency of
drug use and injecting. Second, their impact on the sharing of injecting equipment. Third, the

impact on sexual risk behaviours.




The impact of needle exchanges on the frequency of drug use and injecting

There was some ¢vidence which suggested that needle exchange attenders decreased their drug
usc over time. However, it was not clear if these were long-term trends and more longitudinal
studies werc required to answer this question (Hagan, Des Jarlais, Purchase et al 1989). Onc
longitudinal siudv (UK} using comparison groups found that 13% of needle cxchange attenders
reduced their consumption of some diugs including heroin, whilst 24% of non-attenders
increased their drug consumption {(mainly cocaine) over period of a year (Stimson 1988a). In
london, the median frequency of imjecting reduced among a cohort of attenders from 56
injections per month to 48.5 injections per month (Hart 1989b). However, some studics showed
stability in the frequency of injecting among attenders over time (Hartgers 1989), whilst others
indicated an increase (Hagan (991a). For instance, in Tacoma (USA), veedle exchange
attenders injected on average 96 times per month compared with 62 times per month among non-
attendors (Hagan 1991a). It is also unclear whether needle exchanges had an impact on the
prevalence of drug use and injecting in the wider injecting population. The lack of thorough
prevalence studies meant that overall levels of drug use and injecting prior to and after
establishing needle exchange programmes often unkuown (Cook 1987, Stunson 1988a;
Ljungberg 1991; Vester 1992). However there was some evidence which indicated that, despite
an mcrease in ncedle exchange schemes, the overall level of drug usc or injecting in Amsterdam

had not increased, remaining at between 5,000 - 6,000 from 1983 - 1988 (Buning 1991).

Again there is no easy answer to this question, but it is generally argued that whilst there was no

{inm evidence that needle exchanges decreased the level of drug vse or injecting they certainly did

not lead to a large increase in either of these behaviours.
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The impact of syringe exchange on the levels of sharing of injecting equipment

Again, because of the lack of prevalence studies, the overall impact on syringe sharing among the
general injecling population was unknown. However, therc was cvidence to suggest that necdle
exchange programmes reduced the level of sharing of injecting cquipment (Brettle 1991), For
example, in areas where needles and syringes were freely available, 78% of IDUs shared
injecting cquipment compared with 98% in areas where cquipment was difficult to obtain, or
illegal to purchase (Calsyn, Saxon, Freeman ct al 1991). Needle exchange attenders reported
low levels of borrowing and lending of injecting equipment (Hart 1989b; Hagan, Des Jarlais,
Purchase et al 1991¢) when comparcd with non-attenders, (Watters 1991) over time (Oliver,
Fricdmann, Maynard et al 1988; Stimson 1988a, Donoghoe 1989b; Hartgers 1989; Hagan
1991a). In a national UK study conducted by Stimson et al, 19% of attenders reported using
other people’s injecting equipment and 25% passed on equipment to others compared with 50%
and 46% respectively of non-attenders (Stimson 1988a). In London, 153% of needle exchange
clients shared, but this fell to 11% afier attending the programme for one year (Hart 1988b). In
Tacoma, needle exchange clients shared on average 19 times per month compared with 46 times
per month for non-attenders (Hagan 1991a). These findings were supported by one study which
suggested that needle ecxchanges veduced the circulation time of injecting equipment of
participants, and, therefore, reduced the likclihood of sharing of injecting equipment and
consequently the risk of contracting HIV (Kaplan 1993). Not all available evidence supported
thesc findings, Passing on of used equipment was found to be significantly higher among ncedle
exchange attenders (59%) compared with non attenders (42%) in one UK study, (Kice 1991) and
othors found no significant relationship between needle exchange attendance and sharing per se
(Van den Hoek 1989; Van Ameijen 1992). [t was widely argued that social factors were largely
responsible for continued levels of sharing, a point which will be discussed more fully later
(Stimson 1989b). So, again there was canflicting evidence, but most studies showed lower levels

of sharing among needle exchange attenders compared with non-attenders.
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The impact on sexual risk behaviour

Only a few studies have addressed this question (Stimson 198%b). Nccedle exchange altenders
have reported marginal changes in their sexual risk behaviours over time compared with non-
atienders ¢.g. 5% of attenders reduced their number of sexual partners over onc ycar compared
with an increase of 12% among non-attenders (Donoghoe 1989}, although only a minority
(30%} of both used condoms frequently (Donoghoe, Stimson, Dolan 1989a). The overriding
concern shown in these, and other, studies was that sexual risk practices were prevalent among
needle exchange attenders as well as non-attenders, especially low condom use with regular and
casual sexual partuers (Hankins, Lia~Tung, Gendron et al 1991). Non-injccting scxual partoers
were of particular concern and thought to be at risk of becomuog infected with HIV (Donoghoe
1989a; Hart 1989b; Van Amegijden 1992), Thus, it is probably fair to conclude that, from the
available evidence, needle exchanges had litile impact on sexual risk practices of drug injectors,

although further studies were required to confirm this finding.

7. Do needle exchanges have a long-term impact on both harm and risk behavieurs?

Evidence for this was extremely rarc given the relatively short history of needle exchanges and
lack of long-term research (Cook 1987; Hart 1990; Klee 1991). Therc was some cvidenee which
suggested that drug related risk behaviours, particularly the sharing of injecting equipment was
lower among needle exchange attenders comparcd with non-attenders up to one year. In one UK
study, 28% of non-attenders shared injecting equipment in the four weeks before entering an
exchange, and this reduced to 22% one year afier cntry (Stimson 1988a). In Amsterdam, sharing
reduced from 10% to 0% among attenders over a one vear period, compared with 23% and 10%
respectively among non-attenders (Harigers 1989). Tn London, only % of needle exchange
attenders became HIV positive in the course of one year (Hart 1989b). However, these results
may be explained by the types of injectors who were attracted to needle exchanges e.g., those

already at relatively low risk of acquiring HIV (Stimson 1988a). One study suggesied that
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needle exchange may have had more of an impact on these behaviours in the shott term, but this
effect may have diminished in the longer term (Van Ameijden 1992). The authors concluded;
"that this may be explained by an overall mncreased availability of needles, which cnable non-
exchangers to more casily obtain new needles”. This particular study was carried out in Holland
where there were many alternative sources of needle and syringe supply. Tt was also thought that
financial and social motives may determine whether a drug injector used a needic cxchange or
any one of these alternative sources, e.g. pharmacies, which meant that the overall impact of

exchanges was difficult to measure in the long term.

8, Do needle exchanges protect the wider public and are they acceptable to the public?
Needle exchanges should help reduce the number of discarded needles and syringes in public
areas and thus reduce the likchihoed of needle-stick injurics and possible risk of HIV infection to
members of the public. They should also operate in such a way that they are acceptable to the

public,

There was some cvidence to show that ncedle exchanges were publicly acccptable. Inm
Vancouver, exiensive co-operation between service providers, the police, public officials and
local communitics lfed to practically no public controversy when needle exchanges were
introduced in 1989 (Bardsley 1990). In Hartford USA, up to 67% of the public who were
surveyed supported needle exchange as an HIV prevenlion programme for injecting drug users
(Singer, Trizarry, Schensul 1991). However. oppogition to needle exchanges has been expressed
in a variety of settings, from local communitics, public representativos and cven medical
personng] (Johns 1989; Christensson 1991; Firlik, Schreiber 1992; Kaplan 1993). Many needle
exchanges have continued {o operate despite these difficulties and have shown that they provide
some protection to the public from the danger of discarded injecting equipment. A study from

the United Sates showed that the number of discarded needles and syringes found in the vicinity
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of a necdle exchange decreased after the exchange opened (Qliver, Friedmann, Maynard et al
1992a). The exchange mechanism i3 extremcly important in achieving this, The reported return
rate of ncedles and syringes at exchanges varied from 51% to 95% depending on locality and
type of service c.g. static or mobile (Stimson 1988a, 1989b; Guydish, George, Garcia et al
1991), In one study, some (7%) equipment returned was HIV antibody positive (Guydish 1992).
In Holland, however, there was an increase in the number of reporied needle-stick injuries among
the general public following the introduction of needle exchanges. However, there were no
seroconversions as a result, and at its peak in 1990 only 31 injuries wers reported (Vester 1992},
Thus, although the evidence is patchy, it indicated a degree of public acceptability and protection

from the problem of discarded injecting equipment.

Methedological considerations

Some of the methodological problems associated with research i this arca have alrcady been
discussed. However, it is worth exploring these in more detail and illustrating ways in which
existing studics have tackled these 1ssues. This should help establish the gaps and give some
indication of good rosearch practice is this difficult area. There are five central questions
concerning methodology. These questions are explicitly or implicitly stated mn these studies and
by no means represent a comprehensive list. They do, however, raise important issues. Each

will be discussed in furn.

1. Have prevalence data on drug use, particularly injecting, and HIV/IIBY been used

to examine the impact of needle cxchange and if not why not?

2. If the use of Randomised Control Trials is impossible, what other metheds have

been used to study the impact of needle exchanges?

36




3, How is the prevalence of HIV and risk behaviours measured?

4, Are data collected routinely from exchanges?
5. Is the local impaci of needle exchanges, including public acceptability, important?
1. Have prevalence data on drag use, particularly injecting, and HIV or HBYV, been

used to examine the impact of needle exchange studies and if not why not?

Some studics have used epidemiological data to monitor the impact of needle exchanges. For
instance studics have attempted to estimate the prevalence of drug injecting, HIV or HBV before
and after needle exchanges were cstablished. In Amsterdam, the estimated number of dmg users
between 1983, (one year before needle exchanges were set up) and 1988 romained fairly stable,
at between 5,000 - 6,000 (Buning 1991). The number of reported cases of HBV among drug
uscrs decreased from 26 in 1984 to 5 in 1989, and the prevalence of HIV remained at arcund
30% since 1986 (Buning 1991). A cohort study of injectors was also carried out in the same city
between 1986 and 1991 and the incidence rate of HIV per 100 person years reduced from 9.5 in
the first vear to 3.3 in the last year (Van Ameijden 1992). In Pearce County USA, the incidence
of HBV among an estimated population of 3,000 injectors was measured between 1985 (threc
years prior to the opening of a needle exchange) and 1990. The incidence of HBV declined after
the exchange opened (Hagan 1991b). In Skane (Sweden) there were an cstimated 3,000 injecting
drug users and the reported prevalence of HIV remained around 1% since 1983, one year before
the opening of an ncedle cxchange. In 1990, no new cases of HIV were reported among drug
injectors (Ljungberg 1991). Omne English study measured the prevalence of HIV and HBV
among attenders at a drug dependency clinic during the year a needle exchange was opened
(1986 - 87) in the arca. HIV prevalence was 4% and HBY 70% (Hart, Sonnex, Petherick ¢t al

1989¢),




The problem with using cpidemiological data in this way is that avguments regarding impact of
needle exchange rest on grounds of association rather than cause and effect. Nevertheless, it has
been argued that accumulating cvidence, such as that ciicd above, is probably the most expedient
way of evaluating needle exchange programumes (Hagan 1991b). There arc, however, other
problems. Epidemioclogical data were often not available cither before or after a needle exchange
programme was established and when they were may not have related to the specific population
under mvestigation c.g. the local drug injecting population served by a needle exchange
programme (Stimson 1988a; Hart 1989a; Whynot 1991), In some studics, cstimates of the
number of drug users were unsubstantiated, which meant that prevalence rates were caleulated
using uncertain denominators {Buning 1991; Hagan [991b; Ljungberg 1991; Van Ameijden
1992). Applying specific prevalence rates to the gencral injecting population in these
circumstances was extremely difficult (Hagan 1991b; Ljungberg £1991). However, 1 would agree
wilh other authors, that epidemiological data ar¢ important, especially when they relate to the
population targeted by ncedle exchanges, and should be used in the evaluation of thosc
exchanges (Hagan 1991b). I, for example, the prevalence of HIV among injectors was high
despite the introduction of needle exchanges, then the efficacy of exchanges would have to be

seriously questioned.

2, If the use of Randomised Control Trials is impassibie, what other methods have
been used to study the impact of needle exchanges?

Several non-randomised proup studics have been carried out.  Comparisons have been made

between needle cxchange attenders and injectors not in contact with needle exchange

programmes, who are sampled from drug or HIV testing services (Oliver 1988; Van den Hock

1989; Bley 1991; Calsyn 1991; Hagan 1991b; Ljungberg 1991; Grund 1992; Van Ameijden

1992) other sites (Donoghoe 198%b; Watters 1991), or both (Hartgers 1989; Hagan 1991a; Klec
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1991; Vester 1992). They were used either as ‘snap-shot’ (Bley 1991; Calsyn 1991; Klee 1991;
Vester 1992) or longitudinal comparisons, (Oliver 1988; Donoghoe 1989hb; Hartgers 1989; Van
den Hoek 1989; Hagan 1991a, 1991b; Ljungberg 1991; Grund 1992; Van Ameijden 1992) and
in some instances were followed up as a cohort over time (Donoghoe 1989h; Hartgers 1989; Van
den Hock 1989; Ljungberg 1991; Van Amcijden 1992). Sampling methods varied and included
ethirographic snowballing techniques (Donoghoe 1989b; Hagan 1991a; Klee 1991; Grund 1992)
and systematic multi-site samipling (Ilartgers 1989; Van den Hock 1989; Bloy 1991; Calsyn
1991; Guydish 1991; Hagan 1991b; Ljungbetrg 1991; Oliver, Friedmann, Maynard et al 1992b).
None of these studies used a randomised selection procedure and participation was on a
voluntary basis. However, there was an attempt to involve as many drug users as possible
regardless of techmique used. Sampling from a wide varicty of both treatment and out of
treatment sitcs is thought to be the most representative (Frischer, Bloor, TFinlay et al 1991),
Some studies, however, used no comparison groups, taking samples only from needle exchanges.
These were cither single cross-sectional (Kaplan 1991), or follow-up studies (Hagan 1989; Hart

1989b).

The main criticism against all of these studies is that it was practically impossible to argue causc
and effect. Other factors such as cducational programmes and imedia messages remained
uncontrolled (Stimson 1988a; Stimson 1989b; Singer 1991 Firlik 1992; Vester 1992). This is
especially the case where no comparison groups were used. The use of only [imited sampling
sites and the lack of randomised selection procedures may have led to sample bias and thercfore
unrepresentative data (Frischer 1991). In addition, follow-up was particularty difficult. Drop-
out rates at needle exchanges were high and follow-up ratcs among cohort studies were as low as
40% (Hartgers 1989). It is therefore unclear exactly what impact needle exchanges had on risk
behaviour especially among potentially hidden groups of injectors who may not have been

sampled in the first instance and among those refusing to take part or dropping out of
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lengitudinal studics. Nevertheless, despite these difficulties, many studies endeavoured to
compare the risk behaviours of those in contact with an exchange with those who were not, 1
would, therefore, conclude that this should carried out in fisture research and that every effort
should made to recruit samples from a wide vartety of scttings (Frischer 1991). The question of

follow-up is controversial given the high drop-out rates.

3. How are the prevalence of HIV and risk behaviours measured?

Another common criticism 1is that most behavionrs were sclf reported and therefore subject to
possible bias (Singer 1991; Firlik 1992) including memory loss and pressure to give socially
desirable answers (Van den Hoek 1989), especially if the questions were asked by staff working
at the exchanges (Donoghoe 1989b). Following injectors up over time may also inflyence
responses, ..., the extent of reported sharing (Van den Hock 1989). Therefore research may
itself have an effect on the behaviours (or reported behaviours) that are being measured, leading

to the risk of crroneous conclusions.

Measuring the prevalence of HIV or other diseases which act as markers of risk behaviours is
one way of avoiding problems associated with self reported behaviour, The sampling techniques
used in these studics have already been discussed, but the data collection methods have not.
Various techniques were used to collect a variety of material which were tested for HIV
antibodies, including blood {Ljungberg 1921), saliva (Hart 1989b) and used needles and syringes
(Kaplan 1993) These samples were collecled from needle exchange attenders and/or non
attenders and were used in conjunction with self-reported risk behaviour assessments. I used
with self reported data they can verify risk behaviour (Guydish 1991). Some studies have used
thesc measures with out collecting corresponding self-reported data. This was particularly so in
those which tested for HIV antibodies in blood residues i used needles and syringes. The main

argument for doing so was that this was unobtrusive, samples were easily obtained, and yet acted
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as fairly reliable indicators of risk, (Wodak 1987; Kaplan 1993). Marking necdles also allowed
exchanpe return rates to be calculaled (Wodak 1987; Guydish 1991, 1992; Kaplan 1993).
However, it was also argned that testing saliva was acceptable (o most participants and should
be used to monitor HIV prevalenee (Hart 1989b). Relying on HIV testing, however, as a sole
indicator of risk can be problematic. For instauce, the degree of risk behaviour may not be
known. It is impossible to tell how many times a needle is shared or with whom, nor can the
number of sexual partners be calculated from a blood or saliva sample. In addition, syringes and
needles may have been washed before being returned and therefore yield unreliable tests
(Guydish 1992). T, therefore, argue that risk behaviour should be measured using self reports
and that this is accompanied by HIV testing, particularly saltva Lesting since this is acceptable to

respondents (Hart 1989b; Guydish {950),

4, Are data collected routinely from exchanges?

Routine data collection in the longer term is important if’ policy makers are to plan effective
services. However, apart from the fow long term cpidemiolugical and outcome studies, routine
data relating to ncedle exchanges have generally not been collected on a long term basis (Stimson
1988a; Hart 1989a; Bardsley 1990; Carvell 1990, Grund 1992, Mulleady, Green, Flanagan et al
1992). Data collection ceases when a research grant comes to an end. Only a few have
sustained this over a substantial period of time (Ljungberg 1991). In some countries it is also
thought mappropriate to collect routine data. In Holland, for instance, only minimal data is
coliected because of the low threshold nature of the service (Hartgers 1989, Grund 1992; Vester
1992). When these data arc collected they are often kept to a minimum and include the number
of visits, needles exchanged, and some behavioural measures (Purchase, Hagan, Des Jarlais et al

1989; Christensson 1991; Flagan 1991a; Whynot 1991).
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One UK study has mcasured olher activities such as help-secking and referral pattcrs at needlo
exchanges (Carvell 1990), but apart from this there is little known of the nature, level, diversity
and uptake of services offered at needle exchanges in the longer term (Hagan 1989). 1, thercfore,
argue that routine process data should be collected in the evaluation of needle exchanges,

including the uptake of services offered and referrals made.

5, Is the focal impact of needle exchanges, inckuding public acceptability, important ?

Although needle exchanges have been evaluated in many parcts of the world, it would be wrong to
apply those findings automatically to every needle exchange programmec. The use of different
designs, sampling, measurements and time frames may mean that findings cannot be generalised.
In addition, each setting has its own local characteristics, including the way the service is
implemented, the social and legal constraints within which it operates, and the injecting
population which it serves (Hart 1989b; Hartgers 1989; Nucro 1989; Stimson 1989b; Hartgers,
Van den Hoek, Coutinho et al 1990). The largest UK study for example, oniginally included six
needle exchanges i Scotland, but ended up with only threc in the final evaluation: Glasgow,
Edinburgh and Dundee (Stimson 1988a). The exchange in Glasgow was picketed by local
residents which deterred clients from attending, however remained opened. The neecdle
exchanges in Aberdeen, Kilmarnock and Dundee closed shortly afterward entering the study.
The remaining exchanges in Dundee (Wishart) and Edinburgh, although included in the
evaluation, faced major operational difficulties (Stimson 1988a; Jobns 1989; Nucro 1989). A
total of only 84 clients were recruited in 1o the study from the three remaining exchanges, and
only 38 completed a second intervicw, No other comparable study had been carried out in
Scotland up to 1991. The Lord Advocate in Scotland also issued a statement making it clear that
only three syringes could be issued per client per visit whercas no such restriction applicd in
England. There is a need, therefore, to study specific ncedle exchange programmes within their

local context, and consider their operating philosophies and communication strategics, as well as
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their impact on the local drug injecting populations (Hart 1989b). This of course includes public
opinion, which has played an important part in the development of ncedle exchange not only in
Glasgow but in other parts of the world (Ginzburg 1989, Christensson 1991, Firlik 1992; Oliver
1992a). Up umtil 1991 there were some public opinion surveys conducted in the USA (Singer

1891), but none in the UK relating to ncedle exchange.

Methodological conclusions

Despite the methodological problems discusscd in this section, I would argue that needle
oxchange cvaluation should include; the measurement of IV and bebhavioural risk prevalence
data at the population level; comparisons between extensively sampled needle exchange attenders
and non-attenders, including the measurement of their HIV status and reported risk behaviours;
the collection of routine process data, and the measurement of the local impact of needle

exchanges, including public acceptability.

General conclusions

It was clear that by 1991 Glasgow, like other large citics in Europe, was confronted with two
major public health issues. First, a dramatic increasc in ths amount of drug injecting, and,
second, the threat of an HIV epidemic within that population. HIV had become an important
factor in helping shape drugs services, the basic aim of which was to reduce drug related harm
without necessarily reducing drug use itself. Needle exchanges, which first started in Holland in
1984, were established elsewhere, and by the end of 1989 there were 120 exchanges in the UK.
It was hoped that, by increasing the supply of clean ijecting equipment through these
programumcs, the level of sharing of used injecting equipmernt would decrease, thereby reducing
the spread (or potential sproad) of HIV. Glasgow’s first ncedle exchange was opened in 1987

and by 1991 a further five were established.
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An important requirement of these programunes is their evaluation, especially their delivery and
impact, using if possible structural, process and outcome mecasures. Until 1991, very little
research had been carried out on needle exchange provision in Scotland. World-wide research
world-wide indicated that there were eight key questions which should be answered in the course

of an evaluation; four of which related to service delivery and four to service impact.

This researcl, although extensive, was not conclusive and the answers to some of thesc questions
remained unresolved. Research generally indicated that needle exchanges successfully reached
injectors, including those not in contact with other harm reduction scrvices. However, it was
unclear what proportion of the injecting population was attracted to the service. In addition, only
a minority of attenders remained in contact with the service. It was also uncertain exactly what
impact needle exchanges had on HIV prevalence. The impact on risk behaviours was also
debated. For instance, most studies indicated that needle exchanges reduced the levels of sharing
or at least did not lead to an increase m sharing. However, evidence 1o the contrary also cxisted.
In addition, needlc exchanges had apparcntly no effeei on the sexual risk behaviours of injectors.
There was also some evidence to suggest that they protected the general population by reducing
the amount of used injecting equipment in public places, but in some arcas they were subjected to
public criticism. There was also no clear evidence that necdlc exchanges had a long-term jimpact

on HIV and related risk behaviours.

Some of these questions remain unresolved becausc of the different methods employed in needie
exchange research, For instance, randomiscd control trials were impossible to conduct in this
ficld. In addition, many studics addressed specific questions and did not have access to other
data which would help support or rcfute their findings e.g. HIV prevalence and incidence rates,
diversity of services offered at exchangus and their uplake in the short and longer term. It was

also difficult to make generalisations because of differences in service delivery, and the social
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and legal context in which cach programmc operated. Finally, there was no research in Scotland

which could address these issues up unti! 1991 when the work for this thesis began,

The scope for research in Glasgow

Glasgow offered the mique opportunity to address all of thesc issues. First, service managers
allowed almast unlimited access to needle exchanges for research, both in the short and long
term, especially to collcet routine process data.  Sccond, because of close collaboration with
existing research programmes, access to other sources of outcome data was possible. For
instance, the Medical Research Council/World Health Organisation in collaboration with the
Communicable Disease Surveillance Unit (Scotland) began a major behavioural and HIV
seroprevalence study of drug injectors at the time when needle cxchanges were being established
throughout the city. Local authority data on the numbers of needles and syringes found in public
places were also availablc. 1t was also possible to monitor public attitudes toward exchanges
through a survey conducted by the Research Unit in Health and Bchavioural Change at
Edinburgh University. In addition, many other rescarch programmes were in progress which,
although not primarily concerned with needle exchange, provided valuable qualitative data on
social norms aud behaviours of drug injectors in the city (McKegancy 1989; Bamard 1993).
Theorctically, at least, it was possible to address practically all of the service delivery and impact
questions relating to needle exchange provision in Glasgow using widely recogniscd
methodological techniques at a time when other prevalence and research data were alse available

which would expand and inform the evaluation,

The cight key questions were used as a basis upon which service performance was monitored,
The model of evaluation used in this thesis is based upon that uscd in other public health
programmes. It attempts to evaluate the key questions using structural, process, outcome and

other rcscarch data. Emphasis is placed on the interactive nature of the research i.e.
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collaboration between the researchers and service providers. This includes flow and use of

information. The research is both short and long-terin and conducted in collaboration with
academic departments or other researchers. This approach has not been applied in its entirety to
research and evaluation of needle exchangcs in a defined geographical area, and certainly not in
Scotland. In short, is hoped that by cvaluating needle cxchange provision using a range of
measures, a multi-dimensional picture of needle cxchange proviston will be developed. The

following chapters describe how this was carried out.
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CHAPTER 2
THE STRUCTURE OF NEEDLE EXCHANGE PROGRAMMES IN GLASGOW -

‘BUILDING A CITY-WIDE NETWORK’

“The idea behind syringe-exchange is that people are provided both with the knowledge about
nisky behaviours, and also the means to changc thom. They arc provided with information about
the changes that need o be made, and with the means o change - sterile needles, syringes and

condoms’ {Stimson 1989b).

A Governmental Committce was sct up in 1986 to investigate HIV prevalence in Scotland,
determine the reasons for this prevalence and consider what could be done to contain it (SHHD
McClelland Report 1986). Attention was given to the extent of HIV infection among injecting
drug users and containing the spread among this population. An important factor affecting
further spread was the sharing of injecting equipment, It was thouglht that if some drug users
could not be persuaded to stop injecting then they must be persuaded to use clean injecting
equipment and adopt hygienic injecting practices. Oune requirement in achieving this aim was to
provide sterile injecting cquipment through needle and syringe exchange programmes. The
committee also recommended that a comprehensive range of services be offored such as
information and advicc on safer drug use atwl safer sex practices, social, financial, legal and
medical assistance, including preseribing. Dmphasis was placed on support and assistance rather
than the sole objective of stopping drug misuse; ‘On balance, the prevention of spread (of BHIV)
should take priority over any perceived risk of increased drug misuse’ (SHHD McClelland
Report 1986). Local Health Boards were requested to provide such services with additional
support from general practitioners and non-statutory agencies. The Greater Glasgow Health
Board responded to these recommendations by setting up the first needle exchange in the city in

June 1987,
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Glasgow i8 a sprawling industrial city with a population of approximately 850,000, Drug
mjecting is common in many areas and is particularly prevalent in both deprived inner city and
peripheral housing estates. In 1990 an estimated 8,500 people were injecting drgs, representing
1.4% of the population between 15 and 55 (Frischer 1993a). A pilot veedle exchange was
established in June 1987 at Ruchill Hospital in the north of the city. The exchange opeued twice
weekly from 1.30 to 4.00pm, and in line with Scottish Office guidelines, offered three needles
and syringes at each visit. For the first six months the exchange was picketed by local residents,
many of whom thought it would worsen the drug problem and increase the number of discarded
needles in public areas. They also felt that the cxchange was being ‘dumped’ in their area
(Stimson 1988a). Only a fow drug injectors attended the programme, which by December 1988
saw an average of between 20 - 30 clients per week. It was therefore necessary to modify the

scrvice to make it more acceptable to both drug misusers and the general public,

The development of the needle exchange service

In January 1989 a second needle exchange was established at a drug project in Easterhouse, a
large peripheral housing cstate. [t opened iwice weekly in thc cvenings from 6.30pm to
10.30pm. Within a few weeks, 50 clients were attending cach cvening. The exchange was
moved to a local health centre and by May 1989 attendances reached 100 per evening, The
opportunity to cstablish a network of similar oxchanges within health centres and clinics
throughout the city clearly existed. Evening opening for exchanges scemed move acceptable 1o
drug injectors and this meant that the buildings could be uscd at times when they were normally
closed to the public. There was, thus, no need to secure additional fixed capital for new
premises. It was therefore possible to extend the service to areas where they were needed at

minimal cost. This set the pattern for future development and expansion of the service.
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It was judged that eight exchanges would ensure accessibility to drug misuscrs in the most
seriously affected parts of the city. Once a site was selected, extonsive consuliation was
undertaken with management and staff in the premises, community organisations, local police,
and social services. In most arcas public mectings were held to explain the proposals and deal
with anxieties and hostility, which were often deeply felt. In two areas, a monitoring group of
local residents was set up to examine the impact of the exchange on the community. Once local
consent for an cxchange had been achieved, the necessary approval was sought firom the Minister

of Health at the Scottish Office.

From February 1991 health promotion officers were assigned to each operating or proposed
exchange to develop community liaison. Tn April 1991, a leaflet designed to answer questions
commonly raiscd about needle exchanges was published and widely distributed. The media were
also used to publicisc the opening of the needle cxchanges and highlight certain aspects of their
operation. By the ond of 1992 there were cight needle and syringe programmes operating

throughout Glasgow, situated in areas of high drug injecting prevalence (Table 2.1 and Fig 2).

Table 2.1
The development of Glasgow needle exchanges*®
Number Site Opened

1 Ruchill June 1987

2 Easterhousc January 1989
3 Castlemilk January 1990
4 Milton October 1990
5 Drumchapel May 1991

6 Gorbals April 1992

7 Parkhead May 1992

8 Pollok Scptember 1992

*Excludes the Drop-in Ceatre for Streel Sex Workers which started operaling a needle exchange in 1991,
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Figure 2

CASTLEMILK
784 )
45,89

Needle Exchanges in Glasgow

15,8 35,7
\ ORUMCHAPEL 23,5
SUIAMERSTON
20,0
MARYHILL
ROERGYSTON
12,0 120.8 ioc'ngi 21,3
KELYINDALE SPRINGE),
KELVIN ~ %0.7

22.5 - BALORNOCK

SCOISTOUN . 21,4
o £ OwLrIAS —~ BLACKHILL
4 GARNWGAD
.0 212 AIDDRIE
TOWNHE a1 3 3.2

CENMISTQUN
1.2
31.1

40.2 FAD n
PAR;HE o 14511?5{5—\32&? BAILLIEE1OR
ERIDGE1ON 32.7
20,2914 L OLLCROSS VERNON 69.7
UTCHESON Y .0AL MARROCR 22 g
40.4
, 32,8 .7
1oRvGLEN o0t
CAAMYLE
43.1 73,2 73.3
POLLORSH23S RUTKERGLEN 107
AOFTFODT- BURNSDE AN y
DARKLEY CROFTFOD CAMBUSLANG
45.0 72.8




Each exchange requires a waiting area, a needle exchange room, and two or more rooms for
health care and counselling. It is staffed by three nurses, one of whom is a locally based health
visitor, one or more local drug workers, and two or three security staff. The health visitor works
during the day in the area served by the exchange. The drugs workers arc attached 1o focal drugs

SErvices.

New clients arc given three needles and syringes at their first visit, If these are returned at the
next visit, six are offered, and if these arc returned a maximum of ten arc issued, in line with
revised Scottish Officc guidclines. If not all used equipment is returned, less than the maximum
is issued, but the client never leaves empty handed. Needles and syringes are available in various
sizes. Antiseptic swabs and condoms arc also fieely available. Clients arc encouraged to take a
specially designed small black plastic containcr with a transparent end in which to return their
used equipment. All used equipment is taken for incineration as soon as possible after the clinic
closes for the evening. The nurscs offer advice on safer injecting and safer sex, first aid, and
simple primary health care; the drugs workers provide drug counselling and direct access to local

drugs services.

1t is important to note that needle exchanges do not operate in isolation. They are part of a wide
network of drugs and HIV scrvices throughout the city (Elliott, Gruer, Scott et al 1994). Thesc
include the Drop-in Centre which provides 2 wide range of sovial and medical services (including
needle cxchange) to strect working prostitutes, ten pharmacy exchanges operating within
arrangements set by the Scottish Home and Hecalth Department, and pharmacies which scll
needles and syringes to drug injectors. The Women’s Reproductive Health Service also provides
a wide range of services to pregnant drug users and there arc a number of specialist drugs
projects offering counselling, social and medical services to injectors throughout the city.

Residential care is also available to drug users through statutory and voluntary agencies both in
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and outside of Glasgow. In 1992 steps were also taken by the Greater Glasgow Health Board to '
address the question of substitute prescribing and plans were drawn up for the introduction of a

city-wide service. This began in 1994,

Conclusion

The aim of this chapter was to give some insight into the structure of the needle exchange
network in Glasgow. A network of needle oxchanges was established in Glasgow between 1987
and 1992 following the recommendations of the Mclelland Report. They were introduced in
arcas wherc drug injecting was prevalent and operated mainly from health centres, thereby
keeping capital costs to a mintmum. They also sought to meet both client and public needs. By
1992 there were eight needle exchauges operating in the city and these complemented a number

of existing drugs and HIV services.
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CHAPTER 3

PROCESS MEASURES AND NEEDLE EXCHANGE

“The use to which such measures are put obviously depends upon the type of decisions which
they are to inform, which in turn are dependent upon the organisational lcvel at which the
decision is to be made, and the policy objectives of the service to which they relate” (Scrivens,

Cunningham, Charlion et al 1985).

Glasgow needle exchange data 1987 - 1991

Only a minimal amount of operational data were collected when the first ncodle exchange was set
up at Ruchill Hospital in Glasgow in 1987. Each visit made to the service was recorded
manually, as was the number of needles and syringes exchanged. Statistical reports were written

on a monthiy basis using only these data. Compuiers were not utilised.

A new data recording system was infroduced by a team of researchers at Glasgow University in
collaboration with needle exchange managers when a second needle exchange opened i July
1989 (Gruer, Ditton, Nair 1990a). This system was based on instruments used by Stimson ¢t al
in their national UK evaluation of needic cxchanges (Stimson 1988a). At the first visit, a client
was asked to complete a short questionnairc known as an Intake Sheet. This was used to record
socio-demographic details, drug and injecting history, reasons for contacting the exchange and
other drug and service related data (Appendix la). Subsequent visits were recorded on a
soparate instrument called a Daily Log which recorded the client’s date of birth, first and last
iitial, sex, and thu numbeor of necdles and syringes exchanged (Appendix 1b). This system was
used until January 1990, These data were computerised and reports were wrilten by the research

and managgerial team (Gruer 1990a; Gruer, Ditton, Nair et al 1990b; Gruer, Ditton, Nair et ai
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1990c¢). Funding for this project was, however, discontinucd and the system reverted to manual

collection and analysis although the same instruments were used.

Designing a new data system 1991

An updaicd information system was developed by the prescut author in collaboration with the
needle exchange management and staff, and imtroduced to all Glasgow needle exchanges in April
1991. This was accompanicd by a new reporting system. The new information system was
bascd on the older instraments, but important amendments were made. Some of the data
previously collected by the intake sheet were retained, bat more detailed questions regarding the
help received for drug related problems were added (Appendix 2a). More radical changes were
macde to the daily log sheet (Appendix 2b). These included a new personal ideatifier which
consisted of the client’s first name; recording the number of services received and all referrals
made at each visit. All revisions werc negotiated with service providers and managers in a series
of meetings which took place between January and April 1991. The system was introduced only

when all participants involved in thesc proceedings were satisficd with the format.

Data were still collected manually by needle exchange staff, but these were computerised and
analyscd centrally at the 1IV and Addictions Resource Centre, Ruchill Hospital, Data screens
were designed to assist administrative stafl with data entry, The customised software was
designed to run on standardiscd PC hardware - 286 and later a 486 processor, with 8/200MB
hard drive, using Paradox and SPSS PC+.> Files were regularly backed up onto a Syquest 40/80
DR SCSI data-drive system. Quarterly and annual reporls were prepared from this data and
issucd fo ail needle exchange staff and a wide range of other interested agencies in the public and

voluntary seciors. The system is still in use today.
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There were a number of factors which influcnced the design of the new system. These formed a
set of criteria which had to be satisfied beforc the system starled. Some of these criteria related
10 service requirements and others to the rescarch questions posed in Chapier One. These are as

follows:

1. Harm reductliun and needle exchange

The system was designed to help determine whether or not needle exchanges were playing a roic
in reducing drug related hann, It is important for instance that needle exchanges contact as
many drug injectors as possiblc and provide thein with a range of services which assist in
reducing or minimising drug related harm. They should also act as a gateway to further
Lreatment by providing a link with other health and drug services. It is difficult to assess these
functions if basic proccss data are not collected. These data, however, are not generally
collected from needle exchanges, especially in the long term, which means that litile is known
about the nature, level, or diversity and uptake of services offered (Hartgers 1989; Van den Hoek
1989; Millson, Myres, Rankin et al 1992; Sandham 1992; Van Venn 1992; Schwartz 1993b;
Des Jarlais, Friedmann, Sotheran et al 1994a; Schepp-Beelen, De Jongh-Weith, De Wildt ct al
1994; Van Ameijden, Anneke, Van den Hoek et al 1994; Vlahov, Ryan, Solomon ct al 1994).
The intake and daily log sheets were therefore utilised to monitor these activities. The log sheet
recorded cach visit madc to an cxchange and the types of services received during that visit. In
addition, if any referrals to other agencies were made these were also logged. The characteristics
of those using the service are also important. This gave a profile of the service user which was
used in conjunction with other research data e.g. prevalence data, to determine the efficiency of
the service in targeting the desired target population {Davaid 1987). The intake sheet was
utilised to this end. Both the intake and log sheets therefore provided continuous data and
monitored changes in the use of the service which was preferable to a stalic or snapshot view

(Pavaid, Harinoll, Power et al 1987),
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2, Service objectives

Whatcver the purpose to which the information is put, it is essential that it relates 1o the specific
policy objectives of the scrvice. These relate to reducing hatms associated with drug injocting.
Thus, the system auwtomatically addressed the service ohjectives relating to service delivery and

stated in Chapter 1, namely:

i} To reach drug injectors, especially those not in contact with other harm reduction
services, and maintain regular and frequent contact with them. (Data recorded using

the intake and log sheets)

ii) To offer other services besides exchanging injecting equipment and maximise the

uptake of these services. {Data recorded using the log shicet)

1) To refer attenders (o other harm reduction ar medical services as often as

necessary. (Data recorded using the log sheet)

3. Service providers and policy makers

The information produced by a service information system: should be relevant to the needs of
service providers and policy makers. If not, then very few of the findings will be utilised, being
of littic use i planning future services (Williamson 1992). Full co-operation was sought with
service providers and planners when designing the information system. This meant that the final
product suited their requirements. It also meant that the system was not imposed upon them by
an ‘anonymous’ third pariy. A vital component of the system was ils reliance on needle
exchange staff 1o collect data. This would have been difficult if they were not consulted. For

these reasons, it was important that service providers and policy makers werc involved in
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designing the system. They were also consulted about the format of the needle exchange reports
and the type of information containcd in these reports (Appendix 3). In 1991, a survey of all
personnel recetving the reports was carried out and the format changed in line with their requests.
In short, the research process was conducted with an cye to, and direcily responsive to, the
organisational and managerial context of the needle exchange service in the hope that it would

assist the implementation of relevant findings (Williamson 1992).

4, Data collection in a busy needle and syringe programme

The data collection process should not interfere with the day to day running of a service, Needle
exchanges are there to provide a service not act as data banks for researchers ov managers. A
typical visit to a needle exchange is usuvally brief and rclatvely anonymous and it is not unusual
to have up to one hundred clients visiting in any onc cvening. This meant that only a minimal
amount of information could be collected per visit. The confidentiality and anonymity of the
client should also be respected. The daily log and intake sheet met these requircments (Appendix
2a and 2b). Ouly one ling of data was collected per client visit on the daily log, and the only
porsonal questions asked were the first name, last initial, date of birth and number of needles and
syringes returned. The personal identificr information was necessary to identify individual
attendances but could not be used to trace a person’s address. The use of first name in this
identifier helped with a computerised head count but also acted to make the visits more friendly,
The rest of the information regarding services received and referrals was given by the needle
exchange worker. Recording this information took only a few seconds. The intake shect,
although more detailed, is relatively brief and no obligation was placed on the client to provide
this information. ‘The use of computer terminals or hand-h¢ld compulers at the exchanges was
ruled out on the basis that these may have deterred drug injectors from attending. Data were

therefore collected manually and processed at a unit which was geographically removed from the
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service. 'The sole aim of doing so was to minimise possible interference with the operation of the

service.

S System costs

Collecting a minimal amount of data meant that admimstrative and data management costs were
kept to a minimum. Only onc part time administrator was required to up-date the data base,
working approximately six hours per week. Computer errors were also reduced because only

one individual was dedicated to this task. The computer software and hardwarc were widely

-available, user-friendly and inexpensive, It was possible to utilise the skills of a computer

programumer to help design the data input screens and assist with data storage problems including
archiving, This added only a minimal amount to the final costs. Reports were written Word for
Windows, with more appealing results achieved through desk top publishing. It took
approximately five working days to produce an annual report (Appendix 3). The only other
requirement was a data back up systom. The 1993 log sheet file was approximately 8§ MB and
was too large to store on a single floppy disk. A system like Syquest was therefore necessary to
store these data without the risk of losing information. System costs therefore were kept to a
minimum, but not at the cxpense of losing importaat information (Smith 1990). The total cost of

the system including hardware and software was approximately £4,000.

6. Compatibility with existing research data

The system was designed to complement existing needle exchange rescarch data. Stimson et al
had already collated operational data from needle exchanges throughout the UK (Stimson
1988a). Even though these data relate to an carlier time period, and are somewhat limited in
their range, they arc nevertheless valuable and allowed comparisons to be made. In addition, the
Glasgow ncedle cxchanges had collected operational information since 1987, This allowed trend

analysis to be carried out on an annual basis. It was therefore important that the new system




utilised information which was common {o both these data sources. The data were also available
for use by other researchers including epidemiologists and sociologists (Hser 1993). For
instance, data from the systcm were used in conjunction with other information sources to
estimate the prevalence of injecting drug usc in Glasgow (Frischer 1993). With a routine data
collection system in place, it was also possible to concentrate on designing other studies which

investigated other aspects of needle exchange including outcome (Sec Chapter 4).

In conclusion, six factors influenced the design of the information system. Each was addressed
before the new sysiem was implemented in 1991, The overriding aim of the system was 1o
provide data which related to the operational aspects of the Glasgow needle exchange
programme. However, as discussed, considcration was given to the general framework in which
needle exchanges operated ¢g reducing harm; the service objectives; managers and policy makers
needs; collecting data in a way which was unobtrusive to the service; costs, and compatibility
ivith existing ncedle exchange programme information systems as well as existing and future

rescarch studies.
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Results - Glasgow needle exchanges 1991 - 1993

The following data relate to the period 1991 - 1993 i.e. the first three years of the new system.
During that time, the number of needle exchanges rose from 4 in January 1991 to 8 in December
1992 and remained at that level throughout 1993 (Table 2.1 Chapter 2). This represents a time
of rapid growth of the exchange network in Glasgow. At the time of writing there are eight

needle exchanges in Glasgow,

Intake sheet data: new attender profile 1991 - 1993

New attenders

A total of 1720 new clients were attracted (o the service between 1991 and 1993, The number of
new clients attending needle exchanges rose by 69% from 472 in 1991 to 798 in 1992, However,
this number declined by 44% to 450 in 1993, Throughout this threc year period, males
accounted for approximately 76% of new attendors, and the mean age of all new attenders was
26.9 years (Table 3.1). Approximatcly 86% of new clients travelied less than 4kins to use an

exchange (Table 3.2).

Table 3.1
The numbers of new clients attending 1991 - 1993

Year Number of Total New Completed  Male Female Age
Exchanges Clients Intake Sheets (%) (Vo) Mean (SD)
1991 5 472 423 6%  24% 278 (46)
1992 8 798 727 75% 25% 262 (51)
1993 8 450 405 7%  23% 266 (54)
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Table 3.2
Distance travelled to an exchange 1991 - 1993

Distance Travelled 1991 1992 1993
n=423 n=727 n=405
up to 2kms 279 (66%) 479 (66%) 287 (71%)
up to 4kms 364 (86%) 625 {86%) 348 (86%)
over 4kms 39 {14%) 102 (14%) 57 (14%)

Source of injecting equipment prior io entry
All new atlenders obtained injecting equipment from other sources prior to aitending a necdic
exchange, mainly pharmacics. This was an important source of equipment for approximately

78% of new attenders throughout the three vear period (Table 3.3).

Table 3.3
Most common seurce of injecting equipment 1991 - 1993+
Source 1991 1992 1993
n=423 n=727 n=405%
Chemist 326 (77%)y 572 (79%)  3lC (77%)
Friend 149 (35%) 173 (24%) 117 (29%)
Dealer 14 (3%) 59 (8%) 4 (1%)
Hospital 14 {3%) 50 (7% 7 {2%)
Other Exchange 14 (3%) 55 (8%) 5 {1%)
Qut-reach 8 (2%) 39 (5%) 1 {0.2%)

* Some clients received injecting cquipment from more than one source.

% = mumbers using cach source.

number of new clicnts.

Contact with other services before first attendance at a needle exchange
On average, approximately 54% of new clients were in contact with other services before entry
to a needle exchange in the period 1991 to 1993 (35% in contact in the last four weeks) (Table

3.4).
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Of the new clients attending a needle exchange in 1991, 269 {(64%) had no contact with other
drug related services in the four weeks prior to entry. A total of 204 (48%) bad never made
contact with any drug related services. Of the 154 in contact with services four weeks prior to
entry, 90 (58%) were in touch with only one service, usually a drugs project. OF the 219 who
had ever contacted services, 70 (32%) were in touch wilh one service, again mainly a drugs

project (Table 3.5).

In 1992, the proportion of now clients who were not in touch with drug related services prior to
attending an exchange remained similar to that in 1991. Of the 281 in contact with services four
weeks prior to entry, 152 (54%) were in touch with only one service, mainly a GP. Of the 418
ever in contact with setvices, 143 (20%) were in touch with one service, again mainly 2 GP

(Table 3.5).

In 1993, the proportion of those attending needle exchanges for the first time who were out of
contact with sexrvices was similar (o that of 1991 and 1992. Of the 127 in contact with services
four weeks prior to entry, 78 (61%) were in contact with only one service, mainly a GP. Of the
216 ever in contact with scrvices, 95 (41%) were in touch with one service, again mainly a GP

(Table 3.5).

Table 3.4
Contact with other services before first attendance 1991 - 1993
1991 1992 1993
n=423 n=727 n=405
Contact in last 4 wocks 154 (36%) 281  (3%%) 127  (31%)
Contact ever 219 (52%) 418 (57%) 216 (53%)
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Table 3.5
Type of services contacted before first attendance 1991 - 1993

Services 1991 1992 1993
n=423 n=727 n=405
last4 ever Iastd ever lastd ever
weeks weeks weeks

Drugs Project 77 135 129 230 38 124

GP 75 117 158 257 79 145
Social Work 33 64 53 ¥ 23 44
Hospital 25 78 29 125 14 5%
Rehab 16 69 25 105 12 43
Drug use

The mean age of first drug use for those entering needle exchanges in 1991 - 1993 was 15.5
vears. The most common drug used at this age was cannabis. The average age at first injection
was 18.6 years, with many injccting heroin.  The averape period of injecting before first
attendance was 8.2 years. The most commonly uscd drugs in the four weck period prior to eutry
were temazepam, heroin and Temgesic (buprenorphine). Temgesic was most commonly used in

1991 and heroin in 1992 and 1993 (Table 3.6).

The mean age at first drug use of those attending in 1991 was 15.5 (sd 3.5) years, and the mean
age at first injection was 18.2 (sd 3.9) years. The main drug first uscd was cannabis and the
main drug first injected was heroin, Up to cight drugs were used during the four weeks before
the first attendance with 35% using only two. The most common drug used and injected was

temgesic. The average period of injecting before first attendance was 9.6 years.
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In 1992 the mean age at first drug use among ncw attenders was 15.5 (sd 3.3) years, and the

mean age at first injection was 18.5 (sd 3.8) years. The main drug first used was cannabis and

injected was heroin.  Up to ten drugs were used four weeks prior to entry with 62% using only
two. The most common drug injected was heroims.  The average period of injecting before first

attendance was 7.7 years.

In 1993 the mean age at first drug use among new attenders was 15.4 (sd 3.8) years, and the

mean age at first injection was 19.3 (sd 4.1} years. The main drug first used was cannabis and
the main drug first injected was heroin.  Up to 9 drugs were used in the four weeks before the
first attendance with 70% using up to two drugs. The most common drug injected was heroin,
The average period of injecting before first attendance was 7.3 vears.

Table 3.6

Five most commonly used drugs during four weeks before first
attendance 1991 - 1993

Drug 1993 1992 1993
Used Used Used
=423 (%) =727 (%) =405 (%)
Temgesic 290(69%) 322(44%) 144(36%)
Temazepam 201(48%) 307(42%) 146(36%)
Heroin 179(42%) 444(61%) 289(71%)
DF118 118(28%) 157(22%) 77(19%)
Amphetamine 58(14%) 68 (9%) 26(6%)

Sharing injecting equipment

Seventy six {18%) new attenders reporied both lending and borrowing injecting equipment in the
four weeks before their first visit in 1991, In 1992, the mmmber lending used equipment four
weeks before eniry was 100 (14%). Of these, 96 (13% of total} had borrowed used injecting
equipment in that time. {n 1993, the number lending used cquipment four weeks prior to entry

was 64 (16%). Of these 53 (13% of total} had borrowed used injecting equipment in that time.
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The majority of people sharing, both lent and borrowed injecting equipment. However, there was
a small proportion of new attenders who lent but did not borrow injecting equipment. Thus, in
1991 all 76 (18%) both lent and borrowed injecting equipment. Tn 1992, 13% lent and borrowed
equipment, and further 1% lent, but did not borrow cquipment. In 1993, 13% both lent and

borrowed used equipment and a arther 3% lent, but did not borrow equipment.

Prison experience prior to entry

In the period 1991 - 1993, an average of 65% of new attenders reported having been in prison
before the first attendance at a needle exchange (Table 3.7). Approximately 30% of this group
reported using drugs in prison, and of these, 20% reported injecting drugs whilst in prison. Of
those injecting drugs 53% reported sharing injecting equipment m prison, Approximately 71%
of thosc serving a term in prison did so in either the year before, or during the year of, attending

an exchange for the first time.

Table 3.7
Prison experience 1991 - 1993

1991 1992 1993
n=423 n=727 n=405
Ever been in prison 275 (65%) 480  (66%) 254 {63%)
Taken drugs in prison 147 (35%) 229 (31%) 128 (32%)
Injected in prison 34 (8%) 48 {7%;) 20 (5%)
Shared injecting 19 (4%) 26 (4%} 10 (3%)

equipment it prison

HIV testing

An average of 48% of new attenders had been tested for HIV before entry to an needle exchange
in 1991 - 1993 (Table 3.8). The majority of thosc tested had undergone testing in either the year

before, or during the year of, entry to an ncedle cxchange. For instance, in 1991 65% of those
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tested had undergone testing in 1990 or 1991, In 1992 68% had been tested in 1991 or 1992 and
in 1993 58% had been tested in 1992 or 1993, Clients were not asked to reveal their test results.

Table 3.8
Numbers tested for HIV before first attendance

1991 1992 1993
n % n Yo n %

Numbers tested 205 (48%) 367  (51%) 184  (45%)
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Daily log sheet data: attendance data 1991 - 1993

Total number of attenders and attendances

Identifier information makes it possibie to estimate the numbers of injectors attending exchanges
in any given year. The numbers attending in 1991 were 2000, ‘This increased by 32% to 2644 in

1992, but decreased by 13% to 2300 in 1993, Between 1991 and 1993, approximately four

cxisting clients attended for every new client (Table 3.9). Males accounied for 70% of

attendances between 1991 and 1993 (Table 3.10).

Table 3.9
New and total numbers attending 1991 ~ 1993

New Total Old: New
Attenders Attenders Attenders
1991 472 2000 3.3
1992 798 . 2640 2.4
1993 450 2300 4.3
Table 3.10
Numbers of attenders by sex 1991 - 1993
Sex 1991 1992 1993
n (“/0) n ("Vo) n (“ u)
Male 1440  (72%) 1848  (70%) 1564 (68%)
Female 560 (28%) 792 (30%) 736 (32%)
Total 2000 2640 2300

Attendances generally increased between 1991 and 1993, rising by 33% between 1991 and 1992
and by 15% between 1992 and 1993 (Table 3.11). The average number of attendances made to
a needle oxchange by an individual injector was 11,7 per year, with between 1 and 151 visits
made in any onc vear (Table 3.12, Table 3.12a). Since cach needle cxchange opens twice
weekly, visits of greater than 104 per year suggest that clients are visiting more than one

exchange during that time period. However, the number of visits made by the majority of clients
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was low. Only 54% of clients made more than three, and 38% made ore than five visits per
year (Table 3.12a). Retention rates were slightly higher than those reported by Stimson et al in
their UK evaluation of needic cxchanges (Stimson 1988a).  Approximately 47% of UK clients
made more than three visits, and 33% made more than five visits per vear (Table 3.12a). There
15 also some evidence that the retention rates increased in the Glasgow exchanges in 1993
compared with 1992 and 1991. The average number of visits increased to 14.1 in 1993 from
10.6 in 1992 and 10.5 in 1991, The range of visits made in 1993 was 1 - 151, compared with 1
-621in 1992 and 1 - 75 in {991 (Tabie 3.12). In addition 30% of clienis made more than six

visits in 1993 compared with 19% in 1992 and 24% in 1991 (Table 3.12a).

A mini-bus was iniroduced te iwo needle exchanges in 1991 to encourage injectors from outlying
arcas (o attend. This service was cxtended to four needle exchanges in 1992 and maintained at
three in 1993, Although accounting for only 7.6% of all visits made over the three year period,
these buses were extremely successful in attracting injectors to particular needle cxchanges

(Table 3.13). For instance at one exchange (Drumchapel) 40% visits were made by mini-bus

during 1992
Table 3.11
Number of attendances 1991 - 1993
Sex 1991 1992 1993

n (Vo) n (%) n (%)
Male 14700  (70%) 19040  (68%) 21318 (66%)
Female 6300 (30%) 8960  (32%) 10982 (34%)
Total 21000 28000 32300
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Table 3.12
Average visits made by individuals 1991 - 1993

No of No of Average Range of
Attenders Visits Attendances Visits
1991 2000 21000 10.5 1-75
1992 2640 28000 10.6 1-62
1993 2300 32300 14.1 1-151
Table 3.12a

Client return rates 1991 - 1993
{Comparisons with Stimson 1988a)

Visit Clients 1 2 3 4 5 6-10  11-20 21-30
number (%) (Vo) (%) (%) ("/u) (%) {"%) (o)}
1991 2000 100 71 57 48 42 24 g 4
1992 2640 100 70 54 44 36 19 7 3
1993 2300 100 66 31 42 35 30 14 7
Total 6940 100 69 54 45 38 24 10 5
Stimson
one year

2257 100 6l 47 39 33 17 6

L)

(1988a)

Table 3.13
Visits made by mini-bus

Year Number of Visits % of Total Visits

1991 1622 8%
1992 1330 6%
1993 2882 9%

31-49

(l) 0)
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Injecting equipment exchanged

"The number of needles and syringes issucd increased by 20% between 1991 and 1992, and by

14% in 1993, Approximately 700,500 sets of injecting equipment were issued and 806,000 were
returned  in the three year period (Table 3.14). The nunber retuimed was greater than the
number issued probably becausc attenders were handing in squipment sceurcd from other

sources c.g. pharmacies. The most fiequent number of sets of injecting equipment issued and

returncd per visit was 10.

Table 3.14

Number of needles and syringes exchanged 1991 - 1993

1991 1992 1993
Issued 190 000 238 500 272 000
Returned 235600 273 000 297 500
Return Rate 124% 115% 109%

Variation in attendances across the eight needle exchanges

Some needle exchanges are busier than others. For instance visits to Parkhead and Easterbouse

accounted for 50% of all visits made 1o exchanges during 1993, whilst Drumchapel and Pollock

accounted for only 8% of all visits (Table 13.14a).

attendance patterns across the eight needle exchanges in Glasgow.

Year
Total
32318

Table 13.14a
Attendances at cach exchange 1993

Ruchill Easter/ Castle/ Mikton Drunm/  Gorbals
Iouse milk chapel
2708 7031 2017 2778 1017 5062

Thus, there is considerable variation in

FETTI N VoL S R

Park/ Pollock
head
9189 1616
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Uptake of other services offered at needle exchanges

A number of services were offered at needle exchanges ranging from primary health carc to HIV
testing. The most frequently uscd scrvice in the period 1991 - 1993 was primary health care
which included abscess care, wound dressings, dietary advice and pregnancy testing (Table
3.15). Services were received during 31% of all visits in 1991, 55% of all visits in 1992, and
56% of all visits in 1993. Approximately 64% of all clients had at lcast one service contact in
each year. On average 35% of visits involving the uptake of these scrvices were made by
women. Condoms were taken by clients during 15% of all visits in 1991, 1992 and 1993, The
most notable decline was in safer injecting advice which accounted for 29% of services received
in 1991 to 11% in 1993. The rcasons for this are wnknown. However, there is evidence to
suggest that needle exchange attenders inject more oflen than non-attenders (Chapter 4), and that
injecting related injuries ¢.g. abscesses, arc common among attenders. Many of these injurics
may go untreated (Morrison 1993). Thus, the decline in the use of this particular service is

worrying.
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Table 3.15
Visits where other health services were received 1991 - 1993

Services 19971 **% 1992 1993
n (%) n (%o) n (%)

Primary Health Care 2637  (40%) 8337  (54%) = 9977 {(55%)
Safer Sex Advice 1218 (18%) 3356  (22%) 3652 (20%)
Safer Injecting Advice 1899  (29%) 2160  (14%) 1932 (11%)
Drugs Advice 306 (5%) 576 (4%) 1122 (6%)
Social Problems/ Welfare 144 (2% 354 (2%) 416 2%
Advice*

HIV/AIDS Advice 219 (3%) 227 (1%) 128 (1%
HIV Test 33 (0.5%}) 38 0.2%) 33 %)
Other** 109 (2%) 360 (2%) 714 (4%)
Total 6565 15480 17974

* Includes Welfare and Social Sccurily Scrvices und Housing

** Includes general counselling, child care e.g. accident prevention and injormatim ahoul other ham reduction
scrvices.

*%* Only includes April-Dec 1991

Referrals made to other services

Referrals were made tc a wide range of other services, but most commonly to either GPs or to
drugs projects (Table 3.16). Referrals were made during 3% of visits in 1991, 4% of visits in
1992, and 5% of visits in 1993, The most notable increase in referrals were those made to drugs
projects. These accounted for 19% of referrals in 1991, and 53% of referrals in 1993, Some
drugs projects second drugs workers to the exchanges, thus creating direct links between these
organisations and the exchanges. On the other hand the decrease in referrals made to social
services and housing, from 15% in 1991 10 1% in 1993, may relate to the lack of direct referral

mechanisms between exchanges and these departments.

72




Table 3.16
Visits where referrals were made 1991 - 1993

1991 *** 1992 1993
B (%) n (Ya) n (Vo)

GP 166  (28%) 372 {34%) 398 (23%)
Drugs Project 111 (19%) 297 (27%) 915 (53%)
Social Services/ 38 (15%) 16 (2%) 13 (1%)
Housing*

HIV Clinic 34 (9%) 59 (5%} 48 (3%)
Hospital 47 (8%) 76 (7%) 111 (6%)
Social Work 27 (4%} 13 (1%) 28 (2%}
STD Clinic 11 (2%) 9 (1%) 7 (1%)
Other** 91 (15%) 252 (23%) 192 (11%)
Total 595 1094 1714

* Includes Welfare and Sacial Sceurity Services and Housing
**  Includes, Rehabilitation, Women'’s’ Reproductive Service, child care services, Family Planning, Child
Psvehologist,

*A% Only includes April-Dec 1991

Attender satisfaction survey

The success of a needle and syringe programme depends wtltmately on its ability to attract clients
and to meet their needs, It was decided to carry out a client survey of needle exchange clients to
asscss their perception of the service and levels of satisfaction with it. Although these data are
not routinely collected as part of the computerised information system, the question of client
satisfaction is closely related to service delivery and therefore part of the process measures used
in this thesis, For these reasons the results of this small, but important study, are included in this

chapter.
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Methods

An anonymous self-administercd questionnaire (Appendix 4) was issued to attenders at all
exchanges during the course of onc week (14th to 20th February 1992). ‘lhe questionnaire was
designed in collaboration with service managers and containcd a number of satisfaction and
health related questions, The questionnaire was piloted and amended before being used in the
full study. Distribution was by means of a researcher who asked all clients volunteering to
participate in the survey to complete the questionnaire in private before leaving the exchange.
The researcher was also able to offer assistance to those who had difficulty in understanding the
content of the questionnaire. All questionnaires were returned to this person in sealed envelopes.
At the timec of the survey, five exchanges were operating in fhe city, namely: Ruchill,

Easterhouse, Castlemilk, Milton and Drumchapel.

Results

Two hundred and forty-eight clients attending all exchanges in the city were invited to participate
in the study. A total of 243 (98%) agreed to do so. Of the 243, 71 (29%) were fomale and 172
(71%) werc male. This reflects the attendance ratio of males and females at the exchanges in

1992,

Site and opening times

Two bundred and two {83%) and 215 (88%) clients, respectively, were satisfied with the current
sitc and opening times of their focal nccdle exchange. Even though generally satisfied with
opening times, a significant minority, 52 (21%), suggested that needle exchanges should open
longer hours. Of the 52, 13 (25%) thought that their exchange should open seven days a week
and a further 25%, thought that it should open at weekends, incloding Fridays. Thirty-five
actually gave specific times of the day in which the exchanges should open, namely the

afternoons, evenings and pn hours.
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Services received at needle exchanges

The maximum number of needles and syringes offered at cach visit, and sct by the Lord
Advocate (Scotland) at the time of the survey was 10. Ii is not surprising, therefore, that the
most [requent number of needles and syringes issued during this period was 10, Clients were
asked if they received enough ncedles and syringes to meet their personal needs cach time they
visited. A total of 175 (72%) said they did. This leaves a sizeable minority (28%) who said that
they did not reccive cnough clean iujecting equipment. When they were asked how many needles
and syringes they should receive at each visit, 37 (73%) said between 11 and 20 scts, and a

further 8 (16%) said that they should be sapplied on demand.

Approximately 151 (62%) attenders said they had received services other than needies and
syringes from an exchange. A total of 136 (56%) reporied recciving health care and 84 (35%)
reported receiving assistance from a drugs worker, When asked how helpful these services were,
109 (80%) said that the health care services helped alot, and 51 (61%} said that the drugs worker

helped a lot.

Further improvements to the service

A total of 27 clients suggested further improvements to the service. Of these, 6 (22%) suggested
extending the evening opening hours, $ (19%) requested more needles, 4 (15%) thought that
needle cxchanges should be based more locally, 3 (11%) requested more health workers, 3 (11%)
more substitute prescribing, 2 (7%) generally more information and 4 (15%) a mixture of items
including travel expenses and less police involvement in exchanges. When asked if they required
any specific advice and information, 134 (55%) said ‘yes’. Of these, 54 (40%) requested more
information on safer drug use, 51 (38%) safer injecting advice, 48 (36%) preventing weight loss,

31 (23%) exercisc, 27 (20%) better dietary advice, and 11 {8%) safer sex advice.
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Conclusions and discussion
Using these process data it is now possiblc to answor the four questions relating to the

operational aspects of the Glasgow needle exchange network, namely:

1. Do needle exchanges reach drug injectors, especially those not in contact with other

harm reduction services, and maintain regular and frequent contact with them?

2. What services do needle exchanges offer other besides exchanging injecting

equipment and what is the level of uptake of these services?

3. Do needle exchanges refer attenders to other harm reduction or medical services,

and if so, how frequently?

4. Are needle exchanges, and the services they provide, acceptable to injecting drug

users?
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1. Do needle exchanges reach drug injectors, especially those not in contact with other
harm reduction services, and mainiain regular and freguent contaet with them?

Tn many respects the Glasgow needle exchanges have been successful in reaching a large number

of drug injectors. In the three year period 1991 - 1993, 1720 new clients were attracted 1o the

service which was used by up to 2,640 injectors in any onc year. The largest number of ncw

clients (46%) were attracted to the service durtng 1992 when thrce new exchanges were opened.

However, 2,640 injectors only represcnts between 27% and 35% of the estimated injecting
population in Glasgow (Frischer 1993). Estimates of the uptake of necdle exchange by injectors
i other citics in the world, vary between 1% and 80% of the wjecting population. Some
gstimates are not based upon injector prevalence data (Luric 1993). For instance, studics
recruiting injectors from treatment sites will caleulate their estimates on the proportion of drug
injectors recruited Lo the study who use needle exchanges (Hartgers 1989; Lurie 1993; Bruneaw,
Lamothe, Lachance et al 1994a; Des Jarlais 1994a; Van Ameijden 1994; Watters 1994). These
studies tend to give higher uptake rates, usually between 40% to 80% injectors. However, in
those studies where population injecting provalence estimates have been calculated, uptake rates
are generally lower and closc to that of Glasgow. For instance three American studies suggest
that approximately 20% of the injecting population used local needle exchanges (Hagan 1991b,
1993; Oliver 1992b; Guydish, Bucardo, Young ct al 1993), Thus, the ability of Glasgow needle
exchanges to attract inmjectors appears Lo compare favourably with other exchange programmes.

Even 8o, the service is onty able to attract a minority the city’s drug injectors.

The average age of atienders is 26.9 years. Most are male (approximately 70%), with long
injecting careers (8.2 years before attending), and inject drugs such as, heroin, temazepam and
buprenorphine. Recent prevalence and multi-sampling studies suggest that drug mjectors in

Glasgow have a mean age of approximately 26 vears, (60% in the 20 - 29 age range), are male
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(63%), have a mean injecting carcor of 7.8 years and inject mainly heroin, buprenorphine and
temazepam {Frischer 1994). Needle exchange attenders are also similar to injectors attending
other treatment agencics in the city (Frischer 1994). Studies from other areas in the world also
suggest that needie exchanges attract similar types of clients. Typically, they tend to be older
(mean 27 - 41 years), male (54% ~ 85%), have long injecting careers {mean 3.5 - 11.3 ycars) and
are poly-drug users (Stimson 1988a; Hart 1989u; Hartgers 1989; Carvell 1990, Hankins 1991,
Ljungberg 1991; Hankins, Gendron, Brumeau et al 1992; Hartgers 1992; Lhomume 1992; Milson
1992; Elnitsky, Aberathy 1993; Hagan 1993; Heimer, Kaplan, Khoshnood ¢t al 1993; Keenc,
Stimson, Jones ot al 1993; Lurie 1993; Heimer, Kaplan, O’Keefe et al 1994; Johnson,

Q’Connor, Pomeroy et al 1994; Kaplan, Heimer 1994b).

Needle exchange attenders may share sinular socio-demographic characteristics with other
injectors in Glasgow but their attendance at an exchange distingnishes them from other injectors
in the city. Each needle exchange, although situated in an areca of high injecting prevalence,
effcctively serves a geographical area of approximately 4kms around 1. However, other sources
of supply exist and these will affect the uptake of the service (Keene 1993; Wattcrs 1994). For
instance, there arc ten community pharmacies participating in the pharmacy needle exchange
system introduced by the Scottish Home and Health Dopartment in 1992, There are also other
pharimacies who scil injecting equipment. Data from the MRC/WHO study, showed that 42% of
injectors in Glasgow obtained their injecting equipment from a pharmacy in the city during 1991
- 1993 (Table 5.7 Chapter 5). Approximately 77% of new needle exchange clients obtaincd their
injecting equipment from pharmacies prior to first attendance during 1991 - 1993 (Table 3.3).
These ocutlets may be more convenient lo use, being situated closer to home or opened at times
when the needle exchanges arc closcd (Stimson 1988a; Barpard 1993; Keene 1993; Lurie 1993;
Schwartz 1993a; Waiters 1994), In addition, although unable to provide the wide range of

scrvices available at needle exchanges, these pharmacics may also be atiractive to drug injectors
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who do not want to be associated with diug injector services (McKeganey, Barnard 1992a; Lurie
1993), This may be particularly so for drug wjectors who are younger, femals and those who
are hard to reach e.g. homeless {McKeganey, Barnard, Watson 1989; Hartgers 1992; Hagan
1993), Indeed, recent rcscarch carried out in Glasgow suggests that young drug users are
hesitant to approach drug related services (McKegancy 1989). Likewise, some female injectors
may feel particularly stigmatiscd because of their drug use, and may be wary of being identified
as a drug user (McKeganey 1989; Bamnard 1993). Other studics have suggested that some
injectors fear official notification of their crug use and will avoid using drug services as a result
(Barnard 1993; Luric 1993). Thus, saitable alternatives to needle exchanges will be used should
these exist. Some injectors will also obtain injecting equiptment from friends (Klec 1991; Kecne
1993). Altemnative sources of supply arc clearly more suitable or attractive to some drug

injectors and are chosen for these reasons.

Of course, there are other reasons why injectors do not use needle exchanges, somc of which arc
not based on choice or perceptions of the service. Many drug injectors engage in illcgal activity
and imprisonment is fairly common. Approximately 65% of new needle exchange clients in
Glasgow had been in prison prior to first attendance (Table 3.7). A recent study carried out in
the Glasgow needle exchanges found that 69% of existing clients had recently been in prison

{Kennedy, Nair, Elliott et al 1991). This will have an detrimental effect on attendance.

In a sense, there would be no need for concern about poor uptake of needle exchanges if those
not attending engaged in very low risk behaviours. However, the evidence derived from work
carried out for this thesis and other studies, indicate that those not using needle exchanges
actually engage in higher risk behaviours. They tend to sharc injecting equipment more and use
drugs more frequently than attenders (Stimson 1988a; Kennedy 1991; Hartgers 1992; Keene

1993; Schwartz 1993b; Saxon, Calsyn, Jackson 1994; Watters 1994; Taylor, Goldberg, Emslic
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ct al 1995). Thus, there is a clear need to attract other injectors to the service. 'This will be

discussed in detail in Chapter 4.

Although cmphasising the needs of non-attenders, attention should also be given to the needs of
those who actually use the service. Many attenders continue to engage in HIV risk behaviours
{Chapter 4) and will have drug associated health problems e.g., abscesses and weight loss
{McCombie, Elliott, Farrow et al 1995; Morrison, Elliott, Gruer et al 1995). For some, a needle
exchange may represcit an important contact with health related services. In the present study,
only 54% of new clients reported ever having contact with health and harm reduction services
prior 1o entering an exchange (35% in the last four weeks), The main services used were either a
general practitioner or drugs project. This is supported by other studics throughout the world.
For instance m the UK, 60% of new needle exchange attenders will have received treatment at
some time in the past for their drug use but 74% are not in contact with services upon entry to a
needle exchange (Stimson 1988a). In London, 19% had not received treatment at all prior to
entry, and only 38% were in contact with other services whilst using the exchange (Carvell
1990). In Wales, 20% of attenders had not previously received help for their drug problems
(Keene 1993), In Lund (Sweden), 50% of new attenders were not contact with services at entry
to a necdle exchange (Ljunberg 1991). In Paris, 52% of attendcrs were not in treatment when
first atiending an exchange (Lhomme 1992). In gencral, in the USA between 33% and 50% of
needle exchange attenders have never been in drug treatment (Luric 1993). For some, most care
gottings are inaccessible and not only for reasons of cost (Heimer 1994). Thus the Glasgow
needle exchange service, like most other needle exchanges, sucegeds in making contact with drug

injectors who otherwise make little or no use of relevant services.

This may be so, but are needle exchanges able to maintain contact with those who are attracted

to the service? In Glasgow, although the average number of atiendances per client rose from
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10.5 in 1991 to 14.1 in 1993, and the range of visits from 1 - 62 to 1 - 151 respectively, regular
and frequent visits do not seem to be the norm. Only 54% of clients made three or more visits,
and 38% made five or more visits on average each year (Table 3.12a). Retention rates were
slightly higher than those reported by Stimson et al in their UK evaluation of needle exchanges
(Stimson 1988a). Approximately 47% of UK clients made thrce or more visils, and 33% made
five or more visits per year (Tabie 3.12a). Rectention rates in other exchanges vary througlhout
the world, but generally regular and frequent contact is uncommon. In a more recent study
carried out in Wales, clients attended 5.7 times in a 44 week period (Keene 1993). In Sweden,
52% of needle exchange clients attended only six times in a three year period (Ljungberg 1991}.
In San Francisco (Provention Point), 28% of attenders used the exchange more than 25 times per
year (Watlers 1994). In New Haven (USA), 15% of clients made two visits per month (Heimer
1994), The highest rates of attendaince seems to be in Holland. Hartgers reporied that most drug
injectors in Amgterdam receive 90% of their injecting cquipment from needle exchanpes
(Hartgers 1992). At an outreach exchange run by volunteers in Rotterdam, Grund found that
clients attended an average of 26.4 timcs per yoar, comparcd with 9 times at a non-outreach
exchange run by the local health authority. Approximately 52% of clients visited the outreach
exchange 25 times or more thronghout the year (Grund 1992). However, these are exceptional
cases, and needle cxchanges generally seem to maintain regular contact with only a minority of
drug injectors. In this respect the Glasgow exchanges are no different from other exchanges in
the world.

Poor retention ratcs may be related to a munber of factors, some of which arc also associated
with the failurc of necdlc cxchanges to atiract injectors to the service in the first instance e.g.,
alternative sources of supply, convenience, not wishing o be identified as (or associated with)
injecting, fear of notification, legal constraints including imprisonment, and stopping injecting
(Stimson 1988a; Kennedy 1991; McKeganey 1992a; Barnard 1993; Keene 1993; Lurie 1993;

Schwartz 1993a, 1993b; Anderson, Flynn, Clancy ct al 1994; Watters 1994).
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It seems likely that some of these factors will affect retention rates at the Glasgow needle
exchanges. For instance, it is probably fair to suggest that needle exchanges may, at least for
somie injectors, be inconvenicnt to use. Although 86% of attenders travel up to 4kms to reach an
exchange this does not necessarily mean that they arc coevenient for all injectors. Many
injectors live outwith the 4km zone, and even for those attending the exchange access could be
problematic. The success of the mini-bus service in some arcas suggests that travel to and [rom
an exchange may be difficult for some, including those who live relatively close to the exchange.
In the absence of a suitable alternative source of injecting equipment, some injectors may have
no choice but to attend a needle exchange. However, many will usc an altemative supply should
it exist. Opening times may also affect attendance rates. Most needle exchanges in Glasgow are
opened in the evenings on week days, but arc closed al weokends. In January 1994, the Ruchill
exchange extended its opening hours to include Sunday afternoons. By June of that year
Sundays were just as busy as any other day on which the exchange opened (HIV & Addictions
Directorate 1994). Changing opening hours may suit the needs of at least some clients, a point

raised by 21% of clients in the salistaction sutvey.

There are a munber of alternatives to static sitc based necdle exchanges e.g., outreach exchanges,
which may be more suitable for those who continue to inject but are unwilling to use existing
needle exchange services. These are discussed later in this thesis (Chapter 6) and may be
appropriate for those who do not wish to be associated with existing drug injecting services, or

fear official notification.

In conclusion, Glasgow needle exchanges are successfil in reaching only a minority (27% -

35%} of IDUs in the city. This could be related to a number of factors which include alternative

sources of supply, inconvenience, reluctance to contact an injector related service, perceptions of
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the service, stopping injecting, and, in some instances, imprisonment, Those not in contact may
engage in higher HIV risk behaviours, However, ncedle cxchanges are successful in reaching a
number of injecting drug users who have no contact with other health services. Maintaining
contact with these injectors, though, is a problem. Only a minority make frequent and regular
contact with an cxchange. This is probably related factors which arc similar to those associated

with atiracting injectors to needle exchanges in the first instance.

2, What services do needle exchanges offer besides exchanging injecting equipment,
and what is level of uptake of these services?

I have already presented cvidence that many of thosc attending the Glasgow needle exchanges are

not in contact with any other health or harm reduction services. Needle exchanges in the city are

situated in health centres and staffed by nurses and drugs workers and are therefore able to

provide a wide range of services to those who attend, These services range from primary health

care to advice and counsclling. Referrals to other services are also made.

Many needle exchanges throughout the world offer a similar range of services, but others do not.
The range of scrvices offered will depend largely on the structure and size of an exchange.
Larger static services, like those in Glasgow, may be staffed by a number of health care
personnel and are telatively well equipped, whilst mobile and outreach exchanges, by their very
nature are limited in what they can offer (Stimson 1989b; Hartgers 1992, Hagan 1993; Lurie
1993; Schwartz 1993a). However, if taken as a whole, the range and civersity of services
offered by needle exchanges in various parts of the world is mpressive. Included in the types of
cquipment offered besides needles and syringes are: bleach, sterilc water, alcohol wipes, injecting
paraphernalia (cookers, filters), gloves, safe return containers, tourmquets, sterile dressings, non-
prescribed medicines, condoms, lubricant, and spermicides (Hart 1989a; Christensson 1991;

Donoghoe 1991; Grund 1992; Hankins 1992; Lhomme 1992; McKeganey 1992a; Hagan 1993,




Heimer 1993; Keene 1993; Lurie 1993; Schwartz 1993b; Watters 1994). Other services offered
include: Education and counselling for HIV including perinatal transmission; drugs advice and
counsclling; HIV testing; TB, pneumonia and influcnza screening; tetanus inoculation; abscess
and wound carc; social, financial and legal advice; and bible study classes (Hart 1989a;
Donoghoe 1991; Hagan 1993; Heimer 1993, 1994; Keene 1993, Lurie 1993; Schwartz 1993b;

Des Jarlais 19943).

Although the range is impressive, little is known about the uptake of these services. Many
studics only describe the services offered (Stimson 1988a; Hart 1989a. Christensson 1991;
Donoghoe 1991; Grund 1992, McKcganey 1992a; Milson 1992; Posen, Turvey, Goldstone
1992; Eilnitsky 1993; Hagan 1993; Keenc 1993; Lurie 1993; Des Jarlais 1994a; Watters 1994).
Some recent work in the USA (New Haven), however, suggested that 70% of attenders received
at least one of the additional medical services at the needle exchange (Heimer 1993). This is
supported by the Glasgow data which suggest that approximately 64% of all attenders received
at least one of the services at a needle exchange in any one vear. Throughout the three vear
period 1991 - 1993, approximately 49% of all visits were associated with uptake of at least one
of these scrvices. A total of 40,000 service contacts were made during 1991 - 1993, mainly for
primary health care and safer sex advice. Women were involved in 35% of these visits, yel
constituted only 24% of new clients at the exchanges. Female attenders at the New Haven
exchange also seemed to make more use of the medical services than rouales, with 40% of medical
carc involving women, who accounted for only 20% of attenders (Hecimer 1993). 'Thus the
uptake of services offered by exchanges is cncouraging especially among females attenders. One
cautionary note: although research supports the argument that these services may help reduce
injecting related problems e.g. abscesses (Hart 198%b), there is evidence that a number of
problems may go uatreated. For instance, research carried out as a result of this thesis in 1994,

found that 70% of attenders at one exchange in Glasgow reporied injecting related injuries ¢.g.
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abscesses, and that many of these problems were not treated by needle exchange staff (Morrison
1995). Tt is therefore worrying that contacts for safer ijecting advice at needle exchanges
declined between 1991(29%) and 1993 (11%). This of coursc raiscs the question of ihe effects
of needle exchanges on drug related harms and risk behaviours; a question which is discussed

more folly in Chapter 4.

Although there scems to be a lack of published data concerning the uptake of other services at
needle exchanges, surveys have been conducted which assess the level of satisfaction with
services offered at cxchanges. In the Glasgow needle exchange satisfaction study, 62% of
respondents reported receiving services other than cxchanging injecting equipment and 80% said
that these services were ‘helpful’. In the UK national survey of needle exchanges 84% of
respondents said that the level of service provision at ncedle exchanges was ‘about right’
(Stimson 1988a). High levels of satisfaction with other services offcred are reported in other
ncedlc exchanges. In Montreal, for instance, 98% of respondents rcported to be satisfied with
services requested and the general delivery of these scrvices (Hanking 1992). However as
reported in our survey of needle cxchange atienders and clsewhere, requests for additional
services are made, particularly for more health carc and health information (Stimson 1988a;

Hanking 1992; Keene 1993).

In conclusion, Glasgow ncedle exchanges offer a wide range of services in addition o
exchanging injecting equipmoent. These range from primary health care to advice and
counsetling. The uptake of these services is encouraging, especially among fomales, with 64% of
attenders receiving at least one service. Approximately 80% of clients using the services said
that they were helpfol. Needle cxchanges provide a range of services to drug users who may not
be in contact with other services. However, it is uncertain what impact these services have on

drug related harms and risks ¢.g. injecting related damage and sexual risks (see Chapter 4).




3. Do needie exchanges refer attenders to other harm reduction services or medical
services, and if so, how frequently?

It is gencrally maintained that needle exchanges refor clicnts to other services (Mulleady 1988;

Stimson 1988a; Christensson 1991; Singer 1991; Firlik 1992, Luric 1993; Schwartz 1993a,

1993b; Wartcnberg 1994). However, evidence of referrals from needle exchanges to other

services is sparse, due again to the lack of published data.

There is only a small number of studies which have examincd rcforrals from exchanges to other
services in sonte detail. One London exchange made a total of 510 referrals involving 227 (38%)
of clients over a 16 month period. Approximately 60% of referrals were for drug treatment and
38% for medical and health services. Referrals were made during approximately 4% of all visits
{Harl 1989a). In Vancouver, over a six month period, referrals were made at between 2% and
6% of all visits, mainly to detox programumes, residential treatment, and medical and social work
services (Whynot 1991). In New Haven (USA) 15% of attenders were referred on to other
services in a 7.5 month period mainly for drug treatment. This roge to 19% of clients in a further
eight month period (Heimer 1993). The findings from the Glasgow exchanges are similar, For
imstance in 1991, 11% of clients were referred on to other services. Over the three year period
(1991 - 1993) a total of 3,403 referrals were made at approximately 4% of all visits. Of these,
36% were to medical services (GPs, hospitals and STD clinics), 33% to drugs projects, 8% to
social and welfare services, and 6% to a HIV testing clinic. There was a notable increase in the
proportion of referrals made to drugs projects between 1991 (19%) and 1993 (53%) whilst there
was a decrease from [5% to 1% respectively in those made to social and housing services. The
increase in drug project referrals could be related to the close links which have been established
between needle exchanges and drugs workers in the city. Conversely the decrease in referrals

made to social and housing departments may be related to the lack of a direct referral mechanism

86

'
i
;
E
£
:




to these two organisations. Referrals from the Glasgow exchanges typically take the form of
strong advice to scek additional help and it is usually unknown whether the clients actually make

contact with the recommended service.

It 1s also uncertain what proportion of clicnts might benefit from referral to other services but,
for one reason or another, arc not referred. For instance, many injectors who have never been in
treatment or attended needle exchanges are unlikely to be aware of their HIV status (IDonoghoe,
Rhodes, Huonter et al 1993; Elnitsky 1993). Theie is cvidence Lo suggest that there is a large
overlap in the populations of the HIV testing rcgister, drugs agencies and needle exchanges in
Glasgow (Frischor 1993).  Although approximately 46% of new needle exchange attenders
{Glasgow) reported having no contact with services and 52% reported not having an HIV test
before first attendance at an exchange, only a small number of referrals (6%) are made for HIV
testing, Thus, although referrals are being made, it may be that some attenders would benefit
from additional hclp (Keene 1993), There is also some evidence that even when a referral is
made, a large number of clients will not attend the service. In New Haven for example, about
57% of clients referred from a needle exchange to a drug treatment facility actually made contact
with the service (Heimer 1993), Reasons for failed appointments included: incarceration, lack of

available places, and not keeping the appointment.

In conclusion, data from this thesis and other studies suppoit the notion that needle exchanges
act as a bndge into other health care and harm reduction services, at least for a minority of
clients. Part of the problem with referrals in Glasgow, however, is thal there are few direct links
with other scrvices, apart from drugs projects. Many of the ncedlc exchange stafl are employed
on a sessional basis and are only able to make contact with other services whilst the needle
cxchanges are opened. Since most needle exchanges operate out of norinal working hours, when

other services are closed, contacting an agency on a client’s behalf would be exiremely difficuit.
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4. Ave needle exchanges, and the services they pravide, acceptable to injecting drug
users?
Part of this question has been answered in the forgoing discussion, but it is worth looking at
some of the issues relating to satisfaction in more detail as they fouch on important operational
aspects of the needle exchange programme. From the satisfaction survey cluded as part of this
thesis, and others, it can be concluded that satisfaction with the service is generally high among
those who attend (Stimson 1988a; Haokins 1992; Keene 1993). However there are some
operational aspcets of necdle exchanges which are not acceptable to some attenders. Among
these are: localily and opening times; additional services; and the amount of needles and syringes

offered.

Approximately 11% of respondents in the UK survey, 3% i Glasgow and 32% in Montreal are
dissatisfied with the location of their needle exchange (Stimson 1988a; Hankins 1992).
Furthermore, 30% of respondents in the UK survey were dissatisfied with opening times, and
22% of those in Montreal and 21% of those in Glasgow suggested additional opening times.
Approximately 15% of UK respondents were dissatisfied with the level of drugs advice they
received and 22% were dissatisfied with the safcr sex advice they received. Approximately 20%
of Glasgow attenders thought that the health and social services received from needle exchanges
were less than helpful. When asked what services should be offered, clicats in the UK, Glasgow
and Montreal mentioned other health care and health advice including detox programmes,
medical examinations, safer drugs and sex advice, preventing weight loss. A substantial minority
{28%) of Glasgow respondents said they did not rccctve cnough needles and syringes at each
visit. When asked how much more they should reccive, most suggested between 11 and 20 sets.

In contrast, only 4% of respondents in the UK survey were dissatisfied with the number of

88




syringes given at each visit. However, in England and Wales there are no legal restrictions on

the number of needles and syringes that can be issued at cach attendance.

The adequate supply of imjecting cquipment is, of course, a fundamental issne for needle
exchanges. The fact that a substantial minority of Glasgow needlc exchange attenders reported
that they were not issaed with enough equipment is extremely worrying, The apper limit issued
each visit and set by the Lord Advocate (Scotland) at the tinc of this survey was 10, (the most
frequent mumber oxchanged). Needle exchange attenders repoit injecting on average 128 times
per month (Chapter 4). If each injector were to use a clean needle and syringe for every
injection, then the weekly number required would be approximately 32. Should needle exchange
attenders make between three and four visits to an exchange per week (highly improbable since
the average annual attendance = 11.7) they would have enough injccting equipment to meet their
needs. Ifnot, then the alternative is to re-use injecting equipment or obtain clean equipment from
another source. In the cvent of failurc of this secondary strategy, sharing may take place. It
therefore scems reasonable to conclude from this calculation, and cvidence from the satisfaction
survey, that the Glasgow needle exchanges are not able to supply many injectors with enough

clean injecting equipment to meet their daily injecting nceds.

In January 1995, the Lord Advocate for Scotland raised the maximum oumber of needles and
syringes to 15 per visit (The Scottish Otfice 1994b). This was recommended by the Ministerial
Task Force 1994 who had been given the results of the satisfaction survey carricd out in this
thesis (The Scottish Office 1994a). The cffects of this decision have yet to be studied. However,
evidence from another satisfaction survey carried out at needie exchanges in Glasgow this year
suggests that the propertion of chients who ar¢ dissatisficd with the number of needles and
syringes thcy receive at cach visit (20%) has not greatly reduced (Morrison, Elliott, Watson

1995a). Other effcets are unknown. For instance, increasing supply may attract new clients to
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the service and help retain contact with cxisting clients, by circumventing the nced to obtain
equipment from other sources. On the other hand, clients may not visit so frequently and thus
the average number of visits may decrease. It will be interesting to monitor the future uptake of
the needle exchange service among both new and existing clients and the possible impact on

return visits.

It is also possible that increasing supply will influcnce the cquipment return rate. At present the
return rate in Glasgow is extremely high and suggests that injecting equipment obtained
elsewhere is being returncd safely through the needle cxchanges. Reported return rates at other
exchanges range from 26% to 100%, with the norm lying somewhere between 60% - 90%
(Stimson 1988a; Hart 1989a; Harigers 1989; Guydish 1991; Ljungberg 1991; Hankins 1992,
Grund 1992; Lhomme 1992; Posen 1992; Heimer 1993; Keene 1993; Lurie 1993; Schwartz
1993a; Kaplan 1994b). The exchange mechanism is extremely important in preventing used
equipment from circnlating among injectors thereby reducing the likelihood of transmission of
blood bomge disecases, including HIV (Kaplan, Brandeau 1993¢). In addition, it also reduces the
likelihood uscd injecting equipment being discarded in public places (Oliver 1992a).  Issuing
more injacting cquipment may reduce the mnmnber of visits made by a client and this may lead to
a reduction in the needle exchange rate. However, fears regarding a negative impact on return
visits and cquipment exchange rates may be unjustified. At Prevention Point (San Francisco,
USA) there was no effect on the visit or exchange rates afier raising the number of syringes

issued form 10 to 20 in 1990, and eventually abandoning a ceiling after 1990 (Waiters 1994).

The final, and probably most important question relating to satisfaction is that of the views of
those who do not use needle cxchanges. This question was not answered by field work in the
course of this thesis, partially because of time, but also because of the difficulty in contacting

those who dropped out of the service or were not attracted to it in the first place. However,
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evidence from other research carticd out in Glasgow and elsewhere suggests that those not in
contact have very dcfinite views on needle cxchange programmes. I have already discussed why
somg njectors do not usc needle exchanges. Some of these reasons may be related to perceptions
of the service. For instance, [emale and younger injectors may not wish to be identified as drug
injectors and will disassociate themselves from a drug injector service like an needle exchange
(Lurie 1992, McKeganey 1992a, Bamnard 1993). Issues of confidentiality and possible fear of
notification are also important and were exprosscd by approximately 30% of non-attenders in the
UK survey of needle exchanges in 1987/8. In addition, 29% thought that there were too many
rules and regulations (Stimson 1988a). Many injectors may also be unaware of the service. In
the UK study, 20% of non-attenders were unaware of the existence of an needle exchange, and
Montreal, 18% of non-attenders were unaware of the range of scrvices offered at exchanges
(Stimson 1988a; Hankins 1992). As discussed, non-attenders will also use alternative sources of

supply, finding travelling to the exchanges, or opening times, inconvenient,

In conclusion, most clients surveyed in 1992 were satisfied with the services provided at the
Glasgow needlc cxchanges. However, a substantial minority said that they did not receive
enough mjecting ¢quipment to meet their personal requirements. Although this was parttially
addressed when the maximum number of necdles and syringes issued at each visit was raised
from 10 to 15 in January 1995, a further survey carried out this year suggests that a substantial
minority (20%) of attenders still do not receive enough needles and syringes to mcct their
personal requirements. Raising or abandoning the limit to the number of ncedles and syringes
issued each visit should be considercd. Tn addition, the views of those either dropping out of, or
not in contact with, the scrvice should be sought, particularly in light of the poor uptake and

retention rates.
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General conclusions

Glasgow needle exchanges are successful in reaching only a minonity (27% - 35%) of the drug
injecting population in the city. Many of those reached (46%) are not in contact with other
harm reduction services and for thesc injoctors the needie exchange programme represents an
Important contact with scrvice provision, 1992 was a period of intense growth wlen three
additional exchanges opened in the city attracting approsimately 800 new clients compared with
472 in 1991, However in 1993 the number of new attenders attracted to the service decreased by
44% to 450. Attendances rose by 33% from 21,000 in 1991 to 28,000 in 1992, and increascd
again by 15% to 32,300 in 1993. However the total numbcr of clionts attending the exchanges
decreased from 2,600 in 1992 to 2,300 in 1993, Retention rates in 1993, although slightly
higher than 1991 and 1992, (and higher still than those in the UK), remained low. For mnstance
in 1993, clients made an average of 14 visits (range 1 - 151) with only 51% making more than
three visits and 35% making more than five visits. Thus in 1993, after a period of growth there
were clear signs that the Glasgow needle exchange programine, in its present form, had reached
its full potential in attracting and retaining drug injectors in the service. Many of those who
remain out of reach may engage in higher risk behaviours (Chapter 4). It could be argued, of
course, that during this period the number of injecting drug uscrs in Glasgow declined. However

there is 110 statistical evidence to support this argument (Chapter 1).

Nevertheless, the needle exchanges still offered a wide range of services to thosc in contact with
the service. Approximately 64% of aitenders received at least one service mainly primary health
care. ‘The uptake of these services by women is particularly cncouraging. However, it is
uncertain what impact these services have on injecting related harms and risk behaviours
(Chapter 4). Rcforrals were also made to other services for more spectalist help. However, only
11% of clients were rcforred on to other services. This may be due to a lack of a direct referral

mechanisms between exchanges and other scrvices. Client satisfaction with the service is high,
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but a substantial minority of clients reported not receiving enough injecting equipment (o mect

their persona! needs.

it is therefore recommended that needle exchanges in Glasgow seek to attract cther injectors,
especially those with higher risk bchaviours. This may require radical siructural change. For
instance the most succossful needle exchange programmes are in Holland especially in Rotterdam
where reported retention rates are among the highest in the world (Grund 1992). This particular
programime operates on an outreach basis which is different from that of the Glasgow needle
exchanges, A referral mechanism between the Glasgow needle cxchanges and other harm
reduction services shonld be introduced. Finally, consideration should be given to either raising
or abandoning the ceiling on the number of needles and syringes issued each visit. These

recommendations will be discussed more fully in Chapter 6.
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CHAPTER 4

OUTCOME MEASURES AND NEEDLE EXCHANGE

‘Although the stereotype of an {DU mighl suggest an irresponsible individual with no interest in
reducing the risk to self or others, the reality is usually more complicated. The overwhelming
majority of IDUs strongly want to reduce their risk of HIV infection. For many, abstinence from
drug vse is not, at least in the short form, an option, so services faced with this situation nced to
providc a range of other options. Increasing the availability of sterile necdles and syringes is
generally recognised to be a crifical strategy in the control of HIV infection among [DUs,..

(Wodak & Des Jarlais 1993).

Introduction

Studies conducted up to 1991, suggesied that the prevalence of HIV was relatively low among
needle exchange attenders (Wodak 1987; Hart 1989b; Bley 1991; Hagan 1991b; Kaplan 1993).
There was also evidence that needle exchange attenders reduced their consumption of drugs and
frequency of injecting (Stimson 1988a; Donoghoe 1989b) and that needle exchanges did not
increase the prevalence of injecting (Cook 1987; Stimson 1988a; Ljungberg 1991; Vester 1992).
In addition, needle exchange participants shared injecting equipment less frequently compared
with non-attenders (Oliver 1988; Stimson 19%8a; Donoghoe 198%b; Harigers 1989; Hagan
1991a). Reduction in sharing could be related to the reduced circulation time of Uyjecting
equipment (Kaplan 1993). It was however uncertain whether reduced HIV prevalence,
consumption of drugs, frequency of injecting and lower raies of sharing were sustained over a

long period of time (Cook 1987, Stimson 1988a; Hart 1990; Klee 1991; Van Amecijden 1992).

Not all studies concurred. Some suggested that participation in a needle exchange programme

had little or no effect on the rate of HIV seroconversion (Walters 1991; Van Ameijden 1992).
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There was also evidence of increased frequency of injecting among attenders (Hagan 1991a).
Needle exchange attenders also passed on injecting equipment more than non-attenders (Klee
1991) and one study found no significant relationship between attenders and the level of sharing
of injecting equipment (Van den Hoek 1989; Van Ameijden 1992). Sexual risk behaviour among
needle exchange attenders was similar to that of non-attenders, and the risk of HIV transmission
to non-injecting pariners was of particular concern (Donoghoe 1989L; Hart 198%b; Hankins
1991; Van Ameijden 1992). It was thercfore uncertain what impact needle exchanges had on

HIV prevalence, risk and injecting behaviour.

It is exiremely difficult to peneralise these conflicting findings across all needle exchange
programmes. These studics used different methods to samplc injcotors recrutted from different
cultures and geographical areas, and attending services which were designed to meet particular
focal needs and requirements. The resulting data are therefore unlikely to be comparable. A
variety of methods werc used because of the difficulty in conducting randomiscd control trials in
this field of research. Ethical considerations, accessibility, and difficulty in following-up ‘hard
to reach’ populations of injecting drug users excludod the use of more rigorous designs, Thesce
designs included comparisons between injectors recruited from needie exchanges and those from
other services (Oliver 1988; Donoghoe 198%h; Hartgers 1989; Van den Hoek 1989; Bley 1991;
Calsyn 1991; Hagan 1991a; Klee 1991; Lpugberg 1991; Watters 1991, Grund 1992; Van
Ameijden 1992; Vester 1992). Samples were also compared at a single point in time, (Kleo
1991; Vester 1992) or compared in a series of longitudinal cross-sectional studies (Oliver 1988;
Hagan 19913, 1991b; Ljungberg 1991). In some instances the initial samples were followed up
over time, However, the follow-up period rarely exceeded one year and drop out rates were high
(Donoghoe 1989b; Harigers 1989; Van den Hoek 1989; Van Aweijden 1992). Sampling
methods included ethnographic snowballing techniques (Donoghoe 1989b, Hagan 1991a; Klee

1991; Grund 1992) and systematic multi-site sampling (Oliver 1988; Hartgers 1989; Van den
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Hoek 1989; Bley 1991; Calsyn 1991; Guydish 1991; Hagan 1991b; Ljungberg 1991). Sampling
from a wide varicty of treatment and non-treatment sites was thought to be the most
representative (Frischer 1991). Somie studics only uscd samples recruited from needle
exchanges. These are either single cross-sectional (Kaplan 1991; Mulleady 1992) or follow-up
(Hagan 1989; Hart 1989b). Some relied only on self reported risk behaviour without HIV
testing (Stimson 1988a; Klee 1991, Grund 1992) whilst others carried out IV tests without
cartesponding reported risk behaviours (Wodak 1987; Kaplan 1993). Others used both
techniques (Hart 1989a). The use of both helped identify risk behaviours more clearly {Guydish
1991). In addition, less obtrusive methods of HIV testing other than blood samples were used
inclnding saliva testing, which is thought to be acceptable to most study participants and can
easily be carricd out by non-medical persommel (Hart 1989b). Finally, some studies used routine
HIV prevalence data to refute or support the cffectiveness of needle exchanges in reducing HIV

transmission (Buning 1991; Hagan 1991b; Ljumgberg 1991; Van Ameijden 1992).

Despite the methodological difficulties and variations, the data from these studies go some way

to providing answers to the foilowing questions. These remain controversial issues. They relate

to outcome and are therefore central to this thesis.

1. Do needle exchanges reduce the kevel of harm associated with drug injecting, and

sexual risk behaviour among injecting drug users, including diseases such as HIV

and Hep-B and other physical problems such as abscesses?

2, Do ncedle exchanges reduce drug and sexual risk behaviours among drug users

including the level of injecting, sharing of injecting equipment and unsafe sex?

3. Do needle exchanges have a long-term impact on both harms and risk behaviours?
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It was impossible within the confines of this thesis to design and catry out studies which address
all these issues in detail in relation to the Glasgow needle exchanges. For instance, conduciing
epidemiological studies to determine the prevalence of HIV and Hep-B are clearly outwith the
scope of this study. Following samples of mjecting drug users who are both in and out of
contact with needle exchanges over & period lime e.g. over one year, would also have involved an
unrealistic amount of work., In fact, the original design of this part of the thesis involved
following new attenders at needlc cxchangos through a period of one year. [However, a feasibility
study was carried out and this proved impracticable, Of the twenty clients approached and askexl

to take part in the study in 1991, only one agreed to follow-up.

Instead, data {rom other rescarch carried out in Glasgow will be used to address these questions.
In 1991, access was negotiated to data collecied by the MRC/WHO Glasgow HIV Behavioural
and Prevalence Study (MRC/WHOQ Collaborative Study Group 1993). This siudy measures
drug related behaviours and HIV prevalence of injecting drug users in Glasgow who are both in
and out of treatment. Cross-sectional samples have been drawn from the injector population on
an annual basis since 1990/91. Tt was thereforc possible to compare the behaviour and HIV
prevalence of needle exchange attenders and non-attenders (Frischer 1993a; Frischer & Elliott
1993b). Data collected up to 1991 will be used in this chapter. In addition, data from other
studies carried oul in Glasgow which give valuable indicators of needle exchange performance,
e.g. HIV prevalence and ethnographic research, will also be used. These are considered in the

discussion.
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Method

An opportunity to surmount the limitations of the proposed follow-up study was afforded by the
first phase of a large scale cross-national study of injectiug drug usc carried out in Glasgow. Of
the 503 imjectors recruited to the study in 1990/91, 54% had made use of exchanges in the last 6
months while 46% had not. The aim was to examine the extent to which these groups diffcred in
a wide rangc of atiributes and to cxplore the implications of these findings for the ncedle and

syringe exchange programmes in Glasgow.

Sample

As part of a cross-national study sponsored by the World Health Organisation, a sample of
current Glasgow injectors was recruited using a multi-sitc and city-wide sampling strategy.
Injectors were eligible for participation in the study if they: (a) had injected drugs in the 2 months
prior to interview and (b) had not already been interviewed for the study in the current calendar
year. In addition, those recruited from ‘in-treatment’ sites were only cligible if their current
episode of treatment began within the previous 4 weeks, (For the purposes of this study ‘in-
treatment’ sites were defincd as agencies whose principal amm is to modify drug taking
buhaviour). One hundred and seventy injectors were recruited o the ‘in-treatment’ subset from
13 different agencies, representing most of the drug treatment capacity in Glasgow. A further
165 interviews were obtained with injectors recruited from necdle and syringe exchanges, while
the remaining 168 injectors were recruited from settings selected both to provide geographical
spread and to maximise the likelihood that a proportion of the subsct would include drug
injectors who had no coatact with drug treatment or harm reduction agencies. Thus, the
sampling strategy resulted in a three way split of almost equal proportions, between in-treatment,

needle exchange and out of treatment groups.
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Procedure

Injectors were inkerviowed using a schedule containing detailed questions about HIV risk
behaviour (Appendix 5). The majority of interviews (340/503) were conducted on-site in private
mierview rooms; 134 interviews with injectors recruited from shopping centres and via a chemist
shop were conducted on a mobile interview bus, where two interviewers were always present,
The final 29 personal-contact interviews were conducted in a varisty of settings such as cafes,
homes, etc. On average the schedule took about half an hour to administer. HIV testing was
also carried out using saliva specimens collected at the end of each interview. These specimens
were tested using immunoglobulin-G anti-body capture enzyme-linked immunosorbent assay
(GACELISA). Positive specimens were confirmed by supplementary testing including Western

blot analysis.

The design, sampling and measuring techniques are those recommended in other studics. Firstly
it was carricd out with consideration of local constraints and service operations (Hart 1989b;
Hartgers 1989, Stimson 1989a; Hartgers 1990). Second, it was cross-sectional and comparative
in design and used multi-site sampling (Oliver 1988; Donoghoe 1989b;, Van Den Hock 1989,
Bley 1991; Calsyn 1991; Frischer 1991; Guydish 1991; Hagan 1991b, Klce 1991; Ljungberg
1991; Watters 1991; Grund 1992; Van Amgijden 1992). Third, it uscd sclf reported behaviours
in conjunction with HIV testing (Hart 1989b; Guydish 1991). Fourth, data from other
cpidemiological studies were used to supporl or refute the findings (Buoning 1991; Hagan 1991b;
Ljungberg 1991, Van Amcijden 1992). Finally, other research, mainly from ethnographic
studics carried out in Glasgow about the same time period were also utilised to inform these

results (Barnard 1993; Barard & Frischer 1995).
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Analysis

Discriminant analysis was used to predict group membership, i.e. the 54% of the sample using
ncedle exchanges in the last 6 months (group 1) and the 46% who did not (group 2). The
analysis was conducted using SPSS/PC+. Variables were entered into the analysis using a
stepwise selection procedure. The criteria for variable selection was minimisation of Wilk’s
Lambda (the within-groups sum of squarcs divided by the total sum of squares). For entering
and removing variables, Wilk’s Lambda was evaluated from the ¥ distribution, with a mirimum
F to enter of 1.0 and a maximum F to remove of 1.0, The relaiive importance of cach variable in
the discriminant function may be assessed from the standardised discriminant function
coefficients. As in numliple rogression analysis, standardised coefficients are obtaincd when all
independent variables arc standardised to have a mcan of zero and a standard deviation of 1. It
must be remembered that the value of a coefficient for a pariicular variable depends on the other

variables in the function.

Variables in the analysis

The dependent variable in the analysis was obtained by classifying cases in terms of whether they

had received new injecting equipment from a needle and syringe exchange in the last 6 months.

Two hundred and seventy two respondents out of the tolal sample of 503 (54%) reported using
(ﬁ@an exchange (group 1) while the remaining 231 (46%) reported never using an exchange

{group 2). Twenty-seven independent variables were considered as potential predictors of group

membership (Table 4.1). All behavioural variables refer to the 6 month period prior to interview

(variables 19 - 23 have been calculated for an average month).
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Table 4.1

Variable

Age

Gender

Marital status

Cohabit with sexual partner

Education

Length of injecting drug use

Ever received treatment for drug use

Lifotime numbcer of types of treatment
Lifetime number of episodes of treatment
Number of drups injected

Number of primary sexual partners

Number of casual sex partners

Number of routes of infection mentioned
Number of harm reduction changes made
Number of harm reduction changes maintained
Number of times in prison since first inject
Number of nights in prison

Number of times injected in prison

Number of injections per month

Number of injections with used equipment
Number of times passed on uscd cquipment
Episodes of sexual intercourse with primary partners
Episodes of sexual intercourse with casual partners
Proportion of inconic from illegal sources
Condom use with primary partners

Condom use with casual partners

Frequency of cleaning for those sharing

Predictor variables used to discriminate needle exchange attenders from non-attenders

Parameters

Range: 16-41 years
Male 71% Female 29%
Married 6% Not married 94%
No 64% ycs 36%
Range 2-16 years
Range 0.3-21.7 vears
No 53% yes 47%
Range 0-6

Range 0-24

Range 1-11

Range 0-21

Range 0-21

Range ¢-11

Range 0-7

Range 0-5

Range 0-81

Range 0-82

Range 0-44

Range 1-300

Range 0-150

Range 0-150

Range 0-75

Range 0-75
1:0%-5%::100
1:0%-5%:100
1:0%-5%:100
1:0%-5%:100
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Results

Both needle exchange attenders and non-attenders had a mean age of 24.4 years. Non-attenders
were likely to be male (80%) compared with attenders (70%). HIV prevalence rates were low for
both altenders (1.4%) and non-attenders (1%) and there was no significant difference between

the two groups.

After 19 iterations, 14 variables were found to have made a significant contribution to the

discriminant function, (F=13.6 p< 0.001) (Table 4.2).

Of the 14 variables which discriminated between attenders (group 1) and non-attendets (group
2}, those rclating to drug use were prominent; the best discriminator was the number of drugs
injected, with group 1 reporting injecting fewer drugs than group 2, although, on average, the
former injected more often than the latter. The second most cfficient predicior was knowledge of
HIV transmission routes, with group 1 having greater knowledge than group 2. Group 1 were
also more likely both to make and maintain greater reductions i risk behaviour than group 2.
Group 1 were more likely to engage in safer practices than group 2. ic. less frequent injecting
with (and passing on of} used cquipment and greater use of condoms with casual partners. A
total of 105 (39%) attenders and 108 (47%) non-attenders injected with used (borrowed)
eguipment at least once in the last six months. However, the propotiion of each group who
passed on (lending) injecting equipment in the last six months was similar; 157 (58%) of
attenders and 131 (57%) of non-attenders. Even though there is no difference in the proportion
in each group who passed on injecting equipment, the mean number of times this was done by
attenders was lower (4.5 per nionth compared with 9.2). The reasons given by both groups for
using borrowed equipment were similar. More than one responsc was given: most, 138 (64%),

said that syringes were unavailable at the time of injecting; 73 (34%) said that they were carefui
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who they shared with; 62 (29%) said that they had cleaned the equipment and it was safe to use;
and 40 (19%) said that needles and syringes were hard to come by, The majority (97%) of those
who shared in both groups made some effort to clean their injecting equipment. However, about

half used boiling water or blcach and the rest only hot or cold water.

The differcnces between the groups in relation to sexual behaviour were not as marked as with
injecting. Both groups exhibited considerable sexual risk. Almost all, 493 (98%), in bolth
groups reported that they were heterosexual. A total of 412 (82%) were scxually active in the
last six months. Of those who were scxually active, 288 (70%) had a regular sexual partner.
Howcver, 216 (75%) did not use condoms with this partner. Of the 124 (30%) with at least one
casual partner, only 20 (16%) had uscd a condom every time they had sex with that partner and
64 (52%) had never used condoms in this situation. Ncedle cxchange attenders were marginally
more likcly to use a condom with a casual sexual partner than non-attenders (just over 25% of
the time compared with less than 25% of the time). Approximately 173 (42%) had drug

ijecting partners, A total of 14% of femalces engaged in prostitution.

On avcrage, group 1 reported receiving more education than group 2; werc more likely to be
female (although women were still in a minority) and were more likely to be cohabiting with their
sexual partner. With regard to treatment, proup 1 were less likely ever to have received

treatment for drug use and had received fewer episodes of treatiment than group 2.
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Table 4.2
Standardised discriminant function ceefficients and means discriminating between injectors
using exchanges and not using exchanges

Mean scores

Variable Standardised  Attenders Non-
coefficient Attenders

Number of drugs injected * .54 3.3 4,5
Number of routes of HIV mentioned * 0.45 6.4 3.7
Number of injections per month 0.42 127.5 1198
Number of harm reduction changes mentioned* 0.41 L5 0.9
Years of full time cducation * 0.34 10.4 99
Number of harm reduction changes made* 0.28 1.9 1.3
Number of injections with used equipment per month* 0.25 45 9.2
Ever received treatment (1: no 2: yes) 0.21 1.4 i.6
Lifetime number of episodes of treatment* 021 1.4 2.5
Cohabit with sexual partoner (1: no 2: yes) 0.20 1.4 1.3
Gender (1: male 2: female) * 0.19 13 1.2
Number of times passed on used equipment per mornth 0.14 54 5.9
Condom use with casual partners 0.13 2.3 2.0
Length of injecting drug use 0.13 6.9 6.8

* Sjpnificant difference in the univariate F-ratio between the two groups (p<(.03%)

It is important to note that not all of these varlublos wore univariately significant; ie. the
predictive power of these variables depends on their association with the other variables in the
model. Converscly, Table 4.3 shows that ‘lifetime number of types of treatment’” was excluded
from the model because the combination of other variables describing treatment was more

efficient in explaining grouyp differences.
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Table 4.3
Variables which did net enter the discriminant function differentiating attenders from
non-attenders

Mean scores

Variable Attenders Non-
Attenders

Age 24 4 24.4
Marital status 1.9 1.9
Proportion of income from illogal sources 2.2 2.3
Lifetime numbey of types of treatment * 0.9 1.3
Number of primary sexual partaers 0.7 0.7
Episodes of sex with primary partners 4.3 4.1
Condom use with primary paitners 1.5 1.7
Number of casual scxual partners 0.9 0.8
Episodcs of sex with casual partners 0.7 0.6
Freguency of cleaning for those sharing 48 4.8
Nuomber of times in prison sinice began injecting 6.3 7.1
Number of nights in prison in last 6 months 8.9 9.8
Number of times injected in prison in last 6 months 0.7 0.7

* Significant difference in the univariale F-ratio beiween the twa gronps

The overall contribution made by the set of variables included in the modct to discriminaling
between the two groups may be assessed from the canonical correlation. This is a measure of
how well the funcltion discriminates between the two groups on a scale of 0.0 - 1.0, The
canonical correlation in the present analysis was 0.42. As with a normal correlation coefficient,
the square of the canonical coefficient vepresents the proportion of the total variance attributable
to differcnces between the two groups. Thus 17.3% of the total variance is explicable in terms of
between-group differences. The success of the analysis in discriminating between the groups can
be gauged by comparing the efficiency of the mode! to randomly assigned group membership.
With two groups, random assignment would result in a 50% success rate. If the discriminant

function is applied to all cases in the analysis, 68.8% of cases are correctly assigned group
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miembership. The proportion of errors due to chance is therefore 50%, compared to 31.2% if the
mode] is applied. Thus, using the model to predict group membership decreases, by 37.6% (30%

- 31.2% / 50%), the proportion of errors that would oceur if cases were classificd randomly,

Discussion and conclusions
Using these data it is now possible to attempt to answer the three questions relating to the

outcome of necdle exchanges in Glasgow:

1. Do needle exchanges reduce the level of harm associated with drug injecting, and
sexual risk behaviour among injecting drug users, including diseases such as HIV

and Hepatitis-B and other physical problems snch as abscesses?

2. Do needle exchanges reduce drug and sexual risk behaviours among drug users

including the level of injecting, sharing of injecting equipment and unsafe sex?

3. Do needle exchanges have a long-term impact on both harms and risk behaviours?

Before doing so it should be pointed out that any evidence used in this discussion is essentially
associative. The data described in this chapter cannot be uscd to support or refute arguments
relating to cause and effect. Because of s design, the study carricd out for this thesis, at best,
acts as an indicator of performance. Thus, although the questions are framed within the context
of impact, data from this (and indecd other studies cited) in this chapter can only indicate
possible effects of needle exchanges in these arcas. As Alex Wodak elegantly points out ‘FTIV
prevention policies are widely regarded as having successfully prevented the spread of HIV

among [DUs, although rigorous scientific proof of their effectiveness is unavailable and wisely

106




not regarded as a prercquisitc for adoption and cxpassion of prevention programnes.
Attributing benefit to any single intervention is impossible when multiple strategics have been
implemented at about the same time. The intensity of implementation is difficult if not
impossible to measure and the effect of interventions is in all likelihood synergistic. Iln a
categorical sensc, these methodological problems cannot be resolved without a controlled irial of
communities randomly allocated to a single intervention or no intervention. The cthical,
logistical, financial and public hecalth problems of altempting such a study are such that therc is
no alternative, cspecially in the urgoncy of the epidemic, to making a judgement on the prounds
of plausibility, feasibility, cost and international experience. At issue is whether anthoritics in a

particular country prefer to be roughly right or precisely wrong™ {Wodak 1995).

Another important point which must be considered is self selection. Sample characteristics may
explain the differences reported in this, and many of the studies citcd m this chapter. This should
be bome in mind when interpreting differences not only in rates of HIV infection between
attenders and non-attenders, but also differences in risk behaviour between the two groups
(Hankins 1992). For instance, researchers frequently report that ncedle exchange attenders
exhibit lower Iovels of HIV infoction and risk behaviours compared with non-attenders (Stimson
19884, 1989a; Hartgers 1989; Buning 1991a; Watters 1991; Bley 1992; Hagan, Des Jarlais,
TFriedman et al 1992, 1993; Keene 1993; Dickson, Austin, Paul ct al 1994; Paone, Des Jarlais,
Caloir ot al 1994, Van Ameijden 1994). However, since RCTs are not generally carried out in
this field of research it may be possiblc that sampling bias has affected the results. Needle
cxchange aitenders may be a lower risk group, Thus, to conclude that lower HIV infection and
risk behaviours arc attributable to needle exchange activity would be erroneous. Conversely,
when HIV and risk behaviours ate higher among atienders, as in Montreal, it may suggest that
the necdlc cxchanges are attracting higher risk groups of injectors (Bruneau, Lamothe, Lachance

et al 1995).
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In the present study there were a higher proportion of females (30%) attending exchanges than
not (20%). However, there were important differences between attenders and non-attenders in
Glasgow which indicate that the former are possibly a lower risk group(Table 4.2). Attenders
injected on average fewer dmgs compared with non-attendors and they shared less injecting
equipment. There is also evidence of a greater awareness of HIV transmission among attenders.
They were able 1o state on average 6.4 possible routes of HIV infection comparcd with 5.7 stated
by non-attenders. These included shating injecting cquipment, unprotected sex, mother to chikd
and blood contact. They also reporied making on average more harm reduction changes in their
life (1.9 compared with 1.5), mainly by reducing sharing. They were also fess likely to have
received drug treatment compared with non-attenders (an average of 1.4 lifctime contacts
compared with 2.5). In addition they had received more full time education (10.4 years on
average comparcd with 9.9). “Self-selection’, therefore, may account for the relative differences

in sharing behaviour, and other behaviours, which were found in the present study.
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1. Du needle exchanges reduce the level of harm associated with drug injecting, and
sexual risk behaviour among injecting drug users, including diseases such as HIV

and Hepatitis-B and other physical problems such as abscesses?

There was no difference in the prevalence of HIV between needle exchange attenders and non-
attenders in this study., Approximately 1% in each group were HIV positive. Although there are
no prevalence data for the period prior to the opening of needle exchanges in 1987, recent
studies indicate that HIV prevalence among injectors in Glasgow has remained low (1%) and

stablc since 1991 (Taylor, Frischer, Green et al 1994).

Evidence has emerged from other studies to support the argument that ncedle cxchanges have a
protective cffect against HIV. An earlier study from Montreal reported that 20% of non-
attenders were HIV positive compared with 8% of attenders (Hankins 1992).  Similar findings
relating to lower HIV prevalence rates among attenders are reported by other studies. In Tacoma
(USA), 3% of ncedle cxchange attenders were HIV positive compared with 8% of non-attenders
{Hagan 1992) and in Seaitle, 5% of attenders were HIV positive compared with 11% of non-
attenders (Bley 1992). Low sero-conversion rates have also been roported among samples of
needle exchange attenders. For instance, in New York, where approximately 52% of injectors
are estimated to be HIV positive (Des Jarlais 1994a), there have been no reported sero-
conversions among attenders between 1992 - 1993 (Paone 1994). In London, there was a low
ratc of seroconversion among attenders over a one year period. (Hart 1989b). On entry to the
study 6% of attenders were HIV positive. This rose to only 7% at the end of the vear, In New
Haven (USA) the prevalence of HIV in syringes returned to needle exchanges decreased from
65% in 1990 to 40% in 1992 (Heimer 1993; Heimer 1994; Kaplan, Heimer 1994; Kaplan
1994b). The authors argue that needle exchanges reduced the number of infected needles

circulating among injectors and therefore the likelihood of infection. The removal of infected
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injecting equipment through necdle cxchanges is also supported by other studies. In San
Francisco, 7% of syringes returned to an exchange were HIV positive (Guydish 1992) and in
Sydney between 1% and 3% of returned syringes werc HIV positive (Wodak 1987, Wolk,
Wodak, Morlet ct al 1988). In Amsierdam needle exchanges were introduccd in 1984 and the
prevalence of HIV since 1985 has remained stable (30%), whilst the amual incidence rate has
fatlen from 9.5 per 100 person years to 3.3 in 1991 (Buning 1991). It is therefore argued that
needle exchanges are nol associated with higher rates of HIV infections among injectors (Lurie

1993),

However, not all studics concur. More recent cvidence suggests that needle exchanges may not
always protect against HIV. In Montreal, HIV prevalence among attenders between 1989 and
1993 was 18% compared with 6% among non-attenders and the annual incidence of new
infections was 11.6 and 3.5 infections per 100 person years respectively, Sero-conversion was
strongly related to needlc exchange atiendance (Bruneau, Lamothe, Lachance ct al 1994b;
Lamothe, Bruncau, Soto ¢t al 1994; Bruncau 1995). In another cohort study, carried out in
Chicago, long term exchange attenders exhibited slightly higher but non significant seraincidence
rates of HIV infection (O’Brien, Murry, Quellet 1995). Cohorts of attenders and non attenders
were followed-up from 1992 - 1994, The annual incidence rate of new infections for attenders
was 3 per 100 person years comparcd with 0.75 among non-attenders. Unlike other research

both of thesc arc longitudinal cohort studies using multi-site sampling.

The present thesis is one of several studies which, although providing some evidence that needle
exchange has a contributory role in reducing or containing the spread of HIV infection, remains
inconclusive. HIV scro-prevalence among drug injectors it New York has remainced fairly stable
between 1984 (56%) and 1992 (52%) (Des Jarlais 1994a). In Amsterdam, injcciors who

seroconverted between 1985 and 1991 were comparcd with thoss who remained HIV negative.
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The annual incidence rate per 100 person years fell from 9.5 in 1985 to 3.3 in 1991, Necdle
exchange attendance had a protective role earlier in the study but not in the longer term (Van
Ameijden 1992). Other studies report sumilarities in the prevalence rates of attcnders and non-
attenders. In San Francisco, 14% of atienders were HITV positive compared with 19% of non-
attenders, a non-significant difference (Watters 1991). In New Zealand, the prevalence of HIV
among mjectors, including needle cxchange attenders, is approximately 0.3% (Dickson 1994),
The authors arc therefore unable to comment on the exclusive role of needle exchange in

reducing or stabilising HIV infection.

The prevalenee of Hepatilis B or C among needle exchange atienders and non-attenders in
Glasgow was not measured in the present study. An cffoctive saliva test docs oxist and blood
samples would have had to have been taken, The latter was not feasible. However, there is
evidence that hepatitis B and C infection is prevalent among injectors in the city (Gruer et al
1991; Follett 1995). In Glasgow 70% of drug injectors {csted were FIBV positive and 80% HCV
positive. Studies from other areas of the world also indicatc high rates of hepatitis B and C
infection among hyjectors. In Montreal, evidence of hepatitis B infection was present in 60% of
attenders and 44% of non-attenders (Bruneau 1994b, 1995). In North Califormia, 71% of
injectors were HBV positive and 72% HCV positive (Zeldis, Jain, Kuramoto ct al 1992). In
Australia and New Zealand, between 50% and 73% of injectors are HCV positive (Crofts,
Hopper. Scott ct al 1993; Woodfield & Hamcss 1993; Crofls, Hopper, Milner et al 1994; Van
Beek, Buckley, Stewatt et al 1994) and betwéen 30% and 94% arc HBV positive (Crofts 1994,
Crofts & Wodak 1995). Like Glasgow, HIV ifeciion among Australian IDUs remaing low
(between 2% - 7%} (Crofts 1995). Incidence rates for HBV and HCV antong prison Australian
inmatcs who injected drugs were recently reported as 21 and 41 per 100 person years
respectively (Crofts 1995). There is some evidence that needle exchanges have a partial effect

on the incidencc of hepatitis B, although this is weak. For instance, in Tacoma (USA) the
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number of drug injectors newly infected with TIBV reduced from approximately 45 in 1986 to 5
in 1990. Needle exchanges werc opened 1988 (Hagan 1991b) In Amsterdam, the number of
injectors with acute hepatitis B reduced from 26 in 1984 10 5 in 1988. Needie exchanges began
in 1984 (Buning 1991). However, most of the evidence relating to the effect of needle exchange
on hepatitis B and C infection remains anecdotal (Lurie 1993). It is therefore possible that
needie exchanges (including those in Glasgow) may not make a significant impact on these
infections (Crofts 1995) and alternative methods may have to be used to reduce the spread c.g.

encourage non-injecting methods of drug adininistration (Crofis 1995).

HIV and Hopatitis arc not the only harms related io injecting. Abscesses and other fissue
damage are fairly common among injectors. Approximately 31% of drug injcctors attending a
casualty department in Glaspow in 1986 had sofi tissue sepsis, in and around injecting sites
(Stoue, Stone, Helen 1990). There is little cvidence to suggest that needle exchanges reduce
these forms of injecting related harms. Only one study has teported a reduction in the number of
roported abscesses among needle exchange attenders in a one year period (Hart 1989b),
Approximately 40% of attenders reported baving abscesses at first attendance, but only 13% had
abscesses 12 months later. However, recent rescarch carried out in Glasgow as a result of this
thesis found that 72% of attenders had injecting related problems e.g. abscesses and tissue
damage, and that these may go unireated (Mortrison 1995). Data from the present study indicate
higher levels of injecting among attenders and this may also lead to a higher prevalence of soft
tissue and injecting rclated myjurics. However, in the absence of satisfactory data comparing
cohorts of attenders and non-attenders, this proposition remains open to speculation, Thus, the

effect of Glasgow needle exchanges on other injeeting related health problems remains uncertain.

In conclugion, the data from the present study suggest that needle exchanges in Glasgow may

have a protective effect against HIV, but since the HIV prevalence among non-attenders is also
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low this proposition remains open to debate. It is also possible that needle exchanges do not
protect against HBVY and HCV, and that their effect on other injecting related herith problems

e.g. abscesses, romains uncertain,

2. Do needle exchanges reduce drug and sexual risk behaviours among drug users
including the level of injecting, sharing of injecting equipment and practising unsafe
sex?

Therc are three primary areas of concern. First the impact of necdle exchanges on frequency of

drug use and injecting. Second, their impact on the sharing of injecting equipment. Third, the

impact on sexual risk behaviours.

The impact of needle exchanges on the frequency of drug use and injecting.

In the present study, needle exchange attenders used fewer drugs compared with non-attenders,
on average 3.5 drugs per month compared with 4.5 respectively. The most common drugs used
by both groups were buprenorphine, heroin, temazepam and amphetamine, However, attenders
injected more frequently than non-attenders.  The mean number of injections per month among
attenders was 128 comparcd with 120 among non-aticnders. Based on the intake data described
in chaptet 3, new clients injected mainly three drugs and cairied out an average of 147 injections
in the four weeks prior to entry. Thus the frequency of injecting among all needle exchange
attenders is lower than that of new clients, suggesting a relaiive decrease aftcr attending the
programnme. However, although there is evidence of a decrease in injecting after entry to the
programme, it can be concluded that needle exchange attendance in Glasgow is associated with

higher levels of injecting.

There is evidence from several studies which suggest that necdle cxchanges are associated with

mncreased levels of injecting and drug use among thosc who use them. In a cohort study of
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injectors carried out in Chicago form 1992 - 1994, attenders reported higher levels of injecting
and spent more money on drugs compared with non-attenders (O’Brien 1995). Attenders
injected on average 16.6 times a week compared with 9.2 times a week among non-attenders, and
spent $254 on drugs per week comparcd with $200 by non-attenders. As with Glasgow,
attenders injected morc frequently prior to entry to the programme. In Chicago, however,
attenders received more necdles than thoy personally required (on average 24.4 extra needles per
week). These were gold to buy drugs. In addition, thete was also a positive assoctation between
injecting and the number of extra needles oblained at an exchange. The authors argue that needle
cxchange attendance is associated with increased injecting and drug use, and more specifically
that extra free needles increased injecting and drmg use. There was also no effect on the number
of times a peedle was uscd by an attender. Needles and syringes were kept on average 7.1 days
both by exchangers and non-gxchangers, and thus no evidence was found to support the
argument that needle exchanges reduced the likelibood of reusing injecting equipment. Evidence
that needle exchange attendance is associated with higher levels of injecting is supported by
another cross-sectional study. Attenders at the Tacoma exchange (USA) injected on average 96
times per month compared with 62 times per month among non-attenders. The former also
exhibitcd higher pre-entry injection rates (112 times per month) (Hagan 1991a, 1992 ). A
further study from Tacoma, however, reported no difference in the frequency of mjecting among
attenders afler entry (Hagan 1993). Evidence frem a cohort study in Montreal suggests that
attenders use more drugs ihan non-attenders (Bruneau 1994a). Approximately 86% of both
groups used alcohol, 40% heroin, and 94% cocaine, However, 11% of attenders used other
opiates compared with 3% of non-attenders; 73% of attenders uscd cannabis compared with 63%
of non-atienders; and 27% of attenders used LSD comparced with 15% of non-attenders, These
studies are not consistent with the argument that needle cxchanges are associated with lower

levels of injecting and drug usc.
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On the other hand, scveral studies suggest that needle exchanges are associated with lower rates

of imjecling and drug use. Threo longitudinal studies, from the UK and New York, reported a
decline in injecting among needle exchange attenders (Stimson 1988a; Hart 1989a; Paonc 1994).
In the UK, the average tumber of injections reduced among attenders from 53 to 45 per month
over a one year period (Stimson 1988a). In London, the median frequency of injecting reduced
among a cohort of attenders from 56 to 48.5 injeciions per month, over one year (Hart 1989b).
In New York, the average number of mjoctions reduced from 97 to 88 per month among new
attenders over a year (Paonc 1994). Siudies also report 4 reduction in drug use among attenders
comparsd with non-attenders (Stimson 1989a; Buning 1991). In the UK, 13% of needle
exchange attenders stopped using heroin, 8% stopped using methadonc, and 8% stopped using
tranquillisers over a one year period, whilst the only change among non-attenders was an
increase in cocaine use (18% to 32%) (Stimson 1989a). In Amsterdam, 38% of needle exchange
attenders reported a decrease in their drug use over a onc ycar period (Buning 19%1). 1t is also
argued that needle exchanges reduce the circulation time of injecting equipment and thus the
number of times a syringe is used (Heimer 1993). In 1990, 64% of syringes issued to clients at
the exchange in New Haven (USA) were returned within a month, and in 1991 this rosc to 70%.
This is supported by a cohort study from Amsterdam where needle exchange attonders re-used

their ncedie Jess often than non-attenders (Van Ameijden 1994),

Finally, some studies suggest that there are ngo differences in the levels of injecting and drug use
between attenders and non-attenders. In a cohort study of cdrug users carried ont in Amsterdam
between 1985 and 1988, the proportion of those injecting (72%) did not increase and there were
no reports of drug uscrs starting to inject as a result of the availability of clean injecting
equipment (Van dén Hoek 1989). In another follow-up study in Amsterdam there were no
differences between attenders and non-attenders in the range of drugs used (most comrnonly

heroin, methadone, marijuana, tranquillisers and alcohol) or the frequency of injecting (78%
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injecting daily in the previous month). Injecting did not increase over time (Hartgers 1989), In
Lund, the frequency of injecting did not vary between two samples of attenders over a three year
period (Christensson 1991). In Wales, there was no difference between atienders and non-
attenders in the type of dmg nsed (mainly amphetamine, heroin and temazepam) or the levels of
mjecting (82% injecting up to 5 days a week) over one year (Keene 1993). Using this evidence,
it could be argued that needic exchange attendance is not associated with cither raised ar lowered

frequencies of injecting or drug use.

The resulis from the present study are mixed. They support the contention that needle exchange
attendance is associated with the use of a smaller number of drugs, but not a lower frequency of
injecting. Although clients may on average inject morc often than non-attenders, the former may

reduce the frequency of injecting after attending an exchange.

The impact of syringe exchange on the levels of sharing of injecting equipment

This is probably the most imponaﬁt and contentious issuc relating to needle exchange. In the
present study, needle exchange attenders were less likely to inject with used (borrowed) injscting
equipment than non-~attendcrs. A total of 39% of attenders compared with 47% of non-attenders
injected with used equipment on average 4.5 and 9.2 times a month respectively. However,
approximately 57% in both groups passed on used injecting eguipment although attenders did so
less frequently than non-attenders (2.3 times per month compared with 2 times per month). Most
of those who shared stated that they did so because of the unavailability of equipment at the time
of injecting. The majority who shared (97%) attempted to clean injecting equipment, but only

half used ao effective method, usually bleach or boiling water.

The availability of equipment through exchanges should reduce the necessity to share equipment

(Kaplan 1994b). Theoretically, ncedle exchanges supply injecting equipment, but through the
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exchange mechanisin, reduce the amount of used cquipment circulating in the Injecting
population and thus decrease the likelihood of sharing (Kaplan 1994b). In 1990, 64% of
syringes issued to clients at the exchange in Tacoma (USA) were retumed within a month, and in
1991 this rose to 70% (Heimer 1993). Circulation times of injecting equipment therefore were
elfectively reduced. Evidence from other studies support the argument that supplying clean
injecting equipment reduces the necessity to share. For instance, the proportion of injectors who
share in areas where clean injecting equipment is availablc is lower (78%) than aceas where there
is restricted access to storile equipment (98%) (Calsyn 1991). In Now York, it has been argued
that the introduction of needle exchanges has been associated with a reduction in sharing from
51% of injectors to 7% between 1984 and 1992, although this is open to some speculation as
needle exchanges were only introduced in 1990 (Des Jarlais 1994a), More detailed studies
mvolving needle cxchange altendors lend weight to the argument that needle exchange attendance
is associated with a reduction in sharing. Longitudinal comparative research from the UK and
Holland suggest that ncedle cxchange attenders will reduce sharing more than non-attenders. In
Amsterdam in 1987, 10% of exchangers borrowed used injecting equipment compared with 23%
of non-exchangers in the four week prior to interview. In 1988, this reduced to 0% and 10%
respectively. There was no difference in the proportion in both groups (36%) who lent injecting
equipment, nor was their a change in this bebaviour over time (Hartgers 1989). In the UK, the
proportion of needle exchange attenders sharing injecting decreased from 28% m 1987, to 22%
in 1988, whilst among non-attenders it fell from 52% to 49%. Approximately 25% of attenders
borrowed equipment and 30% lent used equipment In 1987, compared with 19% and 25%
respectively in 1988,  Approximately 50% of non-attenders both borrowed and lent used
injecting cquipment in each ycar (Donoghoc 1989b). In Wales, 10% of attenders shared
injecting equipment compared with 40% of non-attenders over a onc year period (Keene 1993).
It is important to notc that in each of these studies, needle exchange attenders have lower

baseline sharing levels, and in the Amsterdam and UK studies lending was higher than
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borrowing. However, there is no evidence that needle exchange atienders passed on injecting
equipment more than non-aticnders. QOne olher cross-sectional study which compared attenders
with non-attenders reaches similar conclusions. Neecdle exchange attenders at the Tacoma
cxchange {USA) injccted on average 19 times per month with borrowed injecting equipment
comparcd with 46 limes per month for non-attenders (Hagan 1991). Finally, studics involving
samples of needle exchange attenders where bascline and post-entry measures are taken also
support the argument that necdle cxchange attendance is associated with reduced levels of both
borrowing and lending. Approximately 30% of new aftenders at a New York exchangc
borrowed used equipment in the 30 day period prior to their first visit. This fell 1o 11% afier a
year (Paone 1994). At the Tacoma needle exchange participants were asked about sharing in the
four week period prior to their first visit and a “typical’ four week period since attending the
exchange. The average munber of injections with borrowed used equipment prior to their first
visit was 36 and aftcr their first visit 30. The average number of times a syringe was lent prior
to their first visit was 100 and after their first visit 62 (Hagan 1993). In London 15% of
attenders had shared injecting cquipment upon cniry to the exchange and 11% did so after one
years atiendance (Hart 1989h)., Only one study comimented on other sharing practices e.g. back-
loading and even this reduced over time among needle exchange attenders (Paonc 1994), Back-
loading is a common method of sharing drugs. It involves the preparation of drugs in one
syringe and then mjecting this mixture into another drug uscr’s syringe, in this mstance at the
rear of the bawrel. Front-loading involves injecting the mixture into the front of another’s
syringe. Obviously, if the injecting equipment has been used before this is carried out, the risk of

transmission of HIV and other blood borne discases exists (Power 1994).

Nat all research studies reach the same conclusion. Work from two cross-seciional studies in

Manchester and Montreal report that needle exchange attenders pass on ijecting equipment

more frequently than non-attenders. In Manchester, 59% of needle of exchange attenders lent
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uscd needles compared with 42% of non-attenders in the two weeks prior to interview (Klee
1991). It is not possible to give statistical details of the Montreal study because only an odds
ratio is quoted for this behaviour (Hankins, Gendron, Tran 1994). One reason for passing on
used injecting equipment was pressure from non-attending friends (Klee 1991). Different groups
attending exchanges are also more likely to share equipment ¢.g. amphetamine users (Klee &

Morris 1994).

A substantial number of papers found little or no association between needle exchange
attendance and sharing injecting equipment. A Jlarge cohort siudy carried out in Amsterdam
between 1985 and 1991 concluded that the effect of needle exchange on sharing may diminish
over a long period of time (five vears) with only some effect during carlicr contacts. (Van
Ameijden 1992). Up-dated reports from the same study reported a reduction in borrowing and
Iending in the injector population as a whole. For instance, in 1986 51% of injectors borrowed
used equipment and in 1992 only 20% did so, and in 1986 46% lent used equipment compared
with 10% in 1992. However, the reduction in sharing was nol strongly associated with needle
exchange atiendance (Van Ameijden 1994). It is not possible to give a dotailcd statistical break-
down of these data because of the logistic regression analysis used in this study. A recent cohort
study carried out in Chicago from 1992 - 1994 found that needle exchanges had no observable
effect on sharing (O’Bricn 1995). In this study, sharing included front and back-loading and
borrowing used injecting equipment or paraphernalia. Sharing levels stayed the same throughout
the study period and there was no difference between attenders and non-attenders.
Approximatcly 68% of attenders and 66% of non-attenders shared injecting equipment or
paraphervalia. There was also no difference in sharing levels between attenders and non-
attcnders in another cohort study conducted in Montreal between 1989 - 1993, Sharing injecting
equipment was reported by 90% of attenders and 88% of non-attenders in the six month period

prior to interview (Brunecau 1994a, 1995). A cohort study from San Francisco did report
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significant reductions in sharing in areas were needle exchanges operated. For instance, in 1987
36.5% of injectors shared compared with 25% in 1992. However this trend was already noted
before needle exchanges began in 1988 (Guwdish 1993). In a longitudinal study from San
Francisco which used two cross-sectional comparisons, there was a reduction in sharing from
66% of injectors in 1987 to 35.5% in 1992. Only those who used an exchange more than 20
times a year were less likely to share. However only 28% of attenders made more than 20 visits
a year, A single cross-section longitudinal survey of ncedle exchange attenders in Sweden also

reported steady levels of sharing in the lwo samples (Ljungberg 1991).

In conclusion, the data from the present study support the argument that needle exchange

attenders injoct loss with uscd (borrowed) injecting cquipment compared with pon-attenders.
There was no difference in proportion of attenders passing on (lending) used injecting equipment
to others, although there was evidence that they did so less frequently than non-attenders. These
results indicate that needle cxchange attendance in Glasgow is associated with reduced levels of
sharing of used injecting equipment and are mconsistent with those studies which found

incrcased or little difference in this behaviour between attenders and non-attenders.
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Cleaning used injecting equipment

In the present study, the majority of needie exchange attenders and non-aitenders cleaned used
equipment before use. However, only half used an cffective method e.g. bleach or boiling water.
There was also no difference in the frequency of cleaning between the two groups., Ineffective
methods, or not cleaning at all, have been rcported by other studics. For instance, 55% of
attenders at an exchange in Calgary cleaned used equipment, and 69% of these used blcach
(Elnitsky 1993). One study has reported an increase in the use of effective cleaning mothods
with needle exchange attendance. In Tacoma, attenders used bleach to disinfect injecting
cquipment on average 69 times a month before attending. compared with 105 times per month
whilst attending the exchange (Iagan 1993). Howcver, another study reported lower levels, and
ineffective methods, of cleaning among attenders comparcd with non-attenders (Hankins 1994),
(No univariate statistics arc availablc as logistic regression analysis was used). Studies carried
out among various populations of drug injectors indicate that a substantial proportion who share
injecting equipment do not clean their injecling equipment, or use ineffective methods of
cleaning. In New York, 38% of those sharing equipment used ineffective cleaning methods e.g.
water (Des Jarlais 1994a). In Toronto, 47% of those who shared used soap and water to clean
injecting cquipment (Coates 1992) In Dallas (USA), 22% of those sharing used bleach to clean
their equipment (Krepcho, Fernandez-Esquer, Freeman et al 1993). Finally in London, 31% of
injectors who shared used bleach to clean equipment, with the rest using either hot or cold water
(Rhodes 1993a). Bleach is not distributed, and instruction regarding cleaning techniques not
given in the Glasgow needie exchanges. It can therefore be assumed that necdle exchanges in the

city have had no impact on this behaviour.
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The impact on sexual risk behavioar

Approximately 80% of attenders and non-attenders in Glasgow were sexually active. There were
no significant differences between attenders and non-attenders in the number of primary and
casual sexual partners, and the cpisodes of sex with those partners (Table 4.2).  Attenders and
non-attenders both had on average 0.7 primary partners, and 0.9 and 0.8 casual, sexual partners
respectively in the six mosnths prior to interview. Attenders and non-attenders had sex with their
primary partner on average 4.3 times and 4.1 times per month respectively. Scx with primary
partners was more frequent in both groups compared with casual partners. Attenders and nou-
attenders had scx with a casual sexuval partner on average 0.7 and 0.6 times respectively per
month. Approximatcly 75% of both groups did not use condoms with their primary partner, and
52% did not use condoms with their casual sexual partners. IHowever, needle exchange attenders
used condoms more frequently with their casual sexmal partners compared with non-attenders.
Most (99%) of malc injectors in Glasgow (including attenders) define their sexual orientation as
heterosexual (WHO Collaborative Study 1993). Approxtmately 14% of females in both groups

engaged in prostitution.

The evidence that needle exchange reduces sexnal risk behaviour is extremely weak and very
scarce. Some studies do not include sexual risks when monitoring outcome, conccatrating
instead on drug related behaviour (Guydish 1993; Hagan 1993; Heimer 1994). Only small
reductions in sexual risk behaviours have been noted mn one study. Approximately 26% of needle
exchange attenders who were sexually active had multiple pariners npon entering the study and
21% at second interview, one year later. This compares with 32% and 44% of non-atienders in
the same time period. Approximatcly 30% of attenders and non-attenders uscd condoms.

Condom use did not change over time (Donoghoce 1989a).
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The majority of studics suggest that needle exchanges have little or ne impact on sexual risk
behaviours (Lurie 1993). Single sample studies of needle exchange attenders report that between
42% and 83% do not always use condoms with their regular sexual pariner (Hankins 1991;
Elnitsky 1993; Johnson 1994; Bruce, Philip, Shucksmith 1995). In Montreal, condon usc with
regular partners and casual partners was reported by 58% and 60% of attenders respectively,
Women were Jess likely than men to use a condom with their regular and casual partners
(Hankins 1991). In Toronto, only 42% of attenders used condoms for vaginal sex, and 52% had
multiple sexuval partners (Elnitsky 1993). In Aberdeen, 35% of attcndors had morc than onc
sexual partner and 61% of thesc never vsed condoms with that partner (Bruce 1995). Long term
comparative studics show little difference in the sexual risk behaviour of attenders and non-
attenders. For instance, in Amsterdam, needle exchanges had no apparent protective effect
against sexually transmitted HIV. A total of 31 injectors in the study seroconverted between
1985 - 1991, Of these, 13 {42%) used nccedle exchanpges as a source of supply for all their
injecting equipment. Therc was no significant difference in the seroconversion rates, nor in the
frequency of sharing, between attenders and non-attenders. Thirteen seroconverters did not
report sharing needles, but all reported having sexual contact prior to becoming HIV positive.
This implies that the sexual risk of HIV is evenly spread between attenders and non-atienders
(Van Awmeijden 1992). In another cohort study from Chicago there was also no difference
between attenders and non-attenders in the mumber of partners and condom use. Approximately
43% of attenders and 40% of non-attenders had mulliple scxual pariners and did not always use

condoms with these partners (O°Brien 1995).

The results from the present study are similar to those which find bitle or no impact of necdle
exchanges on the sexual risk behaviours of those who attend. Both attenders and non-attenders
in Glasgow exhibit similar patterns of sexual risk behaviour. Thus, the Glasgow needle

exchanges have relatively no influence on this type of risk.
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3. Do needle exchanges have a long-term impact on both harm and risk behaviours?

It is outwith the scope of the present study to determine whether or not needle exchanges in
Glasgow have long term effects on harm or risk behaviours. Using a comparative non-

longitudinal design, it can only provide a snap-shot of behaviour and HIV prevalence at a given

point in time and refates only o possible mupacts durtng that period. However, existing research
has provided some insight imto the effects of needle exchanges in the longer term. All

longitudinal research relating to needle exchanges has been cited in the preceding sections and is

given in Table 4.4. Study times vary from 1 - 7 years (Table 4.4).
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Study Reference
Paonc 1994
Hart 198%b

Donoghoe 1989a
Stimson 1988a
Hartgers 1989
Keene 1993
Hagan 1993
Heimer 1993
O’Brien 1995
Bruncau 19%4a, b,
1945

Hagan 1991b

Buning 1991

Guydish 1993

Watters 1993

Van Ameijden 1992

Van Ameijden 1994

Dcs Jarlais 1994a

Table 4.4 Longitudinal stadies

Place
New York
London

UK

Amsterdam

Wales

Tacoma (USA)

New Haven (USA)

Chicago

Montreal

Tacoma

Amsterdam

San Francisco

San Francisco

Amsterdam

Amsterdam

New York

Study Period

1 year
1 year

1 ycar

1 year

1 year

1 year

2 ycars

2 years

4 years

5 years

5 years

3 years

5 years

6 years

7 years

7 years

Study Design
Exchange cohori sample
Exchange cohort sample

Exchange and non-exchange
cohort samples

Exchange and non-¢xchange
cohort samples

Exchange and non-exchange
cross-sectional samples (baseline
and one year)

Txchange cohort sample

Sawples of needles from
exchanges

Exchange and non-exchange
cohorl samplcs

Exchange and nen-exchange
cohort samples

Hep-B incidence data

Hep-B incidence data and reports
from other studies

Exchange and non-exchange
cross-scctional samples (baseline
and five years).

Exchange and non-exchange
cross-sectional samples (baseline
and {ive years)

Exchange and non-exchange
cohort samples

Exchange and non-cxchange
cohort sampics

Exchange and non-exchange

cross-sectional samples {baseline
and seven ycars}
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Longitudinal cohort studies, especially those which compare ncedle exchange attenders with non-
attenders, are probably the most rigorously designed research in this field. The first comparative
cohort studics were carried out by Stimson (UK) in 1987/8, Hartgers (Amsterdam) in 1987/8,
and Vau Amicjden (Amsterdam) 1985/91. Both Stimson and Hartgers followed samples up over
onc year, whilst Van Amicjden followed cohoris over six years (Table 4.4). Since then, three
additional large cohort studies have becn carried out. Van Amiejden extended the original study
to seven vears, )’Brien (Chicago) has recently completed a two year follow-up from 1992 -
1994; and Bruncau (Montreal) has reported on a four vear follow-up carried out between 1989 -

1694,

Earlier, shorter term, cohort stucies tend to report more positive impacts of needle exchange,
especially on risk behaviours (Stimson 1988a; Donoghoe 1989a; Hartgers 1989), whilst more
recent and longer terim studics report morc negative impacts (Bruneauw 1994a, 1994b, 1995; Van
Ameijden 1992, 1994; O’Bricn 1995). For instance, Stimsou repoited greater reductions in drug
use, sharing and sexual risks among attenders compared with non-attenders over time (Stimson
1988a; Donoghoe 19892), Hartgers also reported a greater reduction in sharing among attenders
compared with non-attenders over time (Hartgers 1989). However, more rceent and longer term
studies reported little or no impact of exchanges on HIV prevalence of attenders compared with
non-attenders (Van Ameijden 1992; Bruncau 1994a, 1994b, 1995; O’Brien 1995). Two studies
also reported an increase in injecting and drug use among attenders compared with non-attenders
(Bruneau 1994a; O’Brien 1995). All three show an increase or similaritics in sharing among
attenders compared with non-attenders (Bruneau 1994a, 1995; Van Ameijden 1994; O’Bricn
1995). Finally, two of these studies reported little difference in scxual risk behaviours of
attcnders and non-attenders over time (Van Ameijden 1992; O’Brien 1995), It is probably fair to

conclude, using the findings from thc more recent and more extensive studies, that necdle
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cxchanges have no or little impact on the transiission of IV, levels of injecting, drug use,

sharing and sexual risks of attenders in the longer term, e.g. a period of two years or more.

Of course this does not automatically discount the findings of other single sample attender
cohort, and needie tracking, surveys, many of which report positive impacts of needle cxchanges.
For instance, two single sample cohort studies from New York and London report a protective
effect of needle cxchanges against the transmission of HIV (Hart 198%b; Paone 1994), The
needle tracking study carried out in New Haven also supports this finding (Heimer 1993). There
is also evidence of a protective effect of ncedle exchanges on hepatitis B and abscesses based on
epidemiological evidence and one single sample cohort study (Hart 1989b; Hagan 1991b).
Single sample cohort studies have also found a reduction in injecting and shating among

attenders (Harl 1989h:; Hagan 1993; Paone 1994).

There are, however, limitations to these studies, First, they do not use comparison samples (Hart
1989b; Hagan 1993; Heimer 1993; Paone 1994), Second, they are gencrally limited to 1 year
follow-up (Table 4.4). In addition, their findings are contradicted by those of other longitudinal
comparative cross-sectional studics. For instance, three longitudinal comparative cross-sectional
studics found only a partial effect of needle cxchanges in protecting against HTV and reducing
sharing over time (Guivdish 1993; Waiters 1993; Des Jarlais 1994a). Thus, given the
methodological limitations of these surveys, the weight of evidence rests with more recent and
longer term comparative cohort rescarch which sugpests that needle exchanges have little long
term impact on HIV transmission, levels of injecting, drug use, sharing and sexual risks. This

may also apply to needle exchanges in Glasgow:.

127




In conclusion, the results of the present thesis suggest that needle cxchanges in Glasgow may
protect against HIV. However since the HIV prevalence among non-attenders was low, this
leaves this proposition open to debate. Tt is also possiblc that needle exchanges do not protect
against BV and HCV, and that their cffect on other injocting related health problems e.g.
abscesses, remains open to speculation.  Attendance in Glasgow was also associated with higher
levels of injecting, and a high proportion of attenders and non-attenders did not clean used
injecting cquipment effectively, ‘Thus the effect of needle exchanges on both these behaviours
remains minimal, Both atienders and non-attenders exhibited similar patterns of sexual risk
behaviours which suggests that the Glasgow ncedle exchanges have relatively no influence on
sexual risk. On the other hand, attenders used fewer drugs and shared less injecting equipment
than non-attenders, and thus needle exchanges may have had some impact on these behaviours,

particularly sharing.

Thus, the effects of necdlc exchanges in Glasgow are mixed and open to conjecture. The most
notable ‘positive” impact is that of a possible reduction of sharing of injecting equipment antong
those who attend. However, this is secimingly outweighed by others which suggest a mimimal

impact on other related harms and sexually related risks. How can thosc findings be explained?

There are other factors which could account for the lack of spread of HIV among injectors in the
city. These include the cessation of injecting or death of those already infected with HIV (Bloor,
Frischer, Taylor et al 1994); the impact of other drugs services which tackle various drug related
harms, including needle exchange pharmacics, and those which provide HIV related information
(Blliott 1994; Watters 1994). There is also evidence of a general reduction in risk behaviours in
the drug injecting population which may be determined by social factors (Frischer, Bloor, Green
et al 1992; Bloor 1994), For instance, the proportion of injectors using borrowed equipment

decreased from 43% in 1990/1 10 29% in 1991/2, and the average number of people from whom
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this equipment was borrowed reduced from 3.7 10 2.6 (Frischer 1992), As a result, it extremely
difficult to determine exactly what contribution needle exchanges have made to containing the
spread of HIV among this population. Given the marginal differences in risk behaviour between

needle exchange attenders and non-attenders in this study the effect may only be partial.

Perhaps the key to understanding thesc relatively marginal impacts of needle exchanges on drug
related harms is that these arc underpinned by only marginal changes in risk behaviour. Ewven
although sharing has reduced in recent years and ncedle exchange attenders share less than non-
attenders, sharing still contimues. Thesc behaviours may be governed by factors which are
largely outwith the control of scrvices like needle exchanges and may be strongly related to

social norms.

Social influences can change within a drug user’s life thereby affecting behaviour over time.
There is strong evidence o support this notion. For instance amphetamine, cocaine and
temazepam uscrs are morce likely (o inject and share more frequently than other injecting drug
users (Klee 1991, 1994; Bruneau 1995). This need not be related to the necessity to injoet more
frequently, but also to social factors including poor social support, social networks and poverty
(Hartgers 1992; Bruneau 1994a). The method of drug taking can also change over time.
Between 1984 and 1992 in New York there was a reduction in injecting which was related to an
increase in snorting heroin, and m Edinburgh a reported decrease in injecting was associated with
an increase in oral drug use (Haw & Taylor 1993, Des Jarlais 1994a), Changes in the method of
drug taking have also been noted by other authors (Guydish 1993; Bloor 1994: Watiers 1994;
Strang, Griffiths, Powis et al 1995) and may be influenced by varnous factors mcluding drug
availability, drug market knowledge, contacts with drug using groups, and concern about AIDS
(Power 1989; Waltters 1994; Power, Green, Foster et al 19953). Sexually related risks arc also

particularly common among injectors with many reporting a low use of condoms with regular
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sexual partners especially among females, and unprotected sex with multiple partmers
(McKeganey 1989; Hartgers 1990; Calsyn 1991; Milson 1992; Ross, Wodak, Gould ct al 1992;
Rhodes 1993a; White, Phillips, Mullcady et al 1993; WHO Collaborative Study 1993; Des
Jarlais 1994a; Rhodes, Donoghoe, Hunter et al 19940, Lewis, Watters 1994).  Thus changes or
transitions in behaviour which include injecting, sharing and sexual behaviour may be shaped,
not ouly by contact with a needie exchange, but also by extrancous factors which are associated

with social or cultural norms.

I would argue that these factors have had & major contributton in preventing firther behavioural
change among needle exchange attenders and non-attenders. The influence of social and cultural
norms on sharing has been well documented in a number of other ethnographic studies. Many of
the attenders in the present study claimed that they shared because of the unavailability of
injecting equipment. However, it would be erroncous to assume that they did not have access to
adequate supplies of clean injecting equipment. Sharing will occur despite the general levels of
supply. Of particular interest is sharing which takes place between sexual partners; a situation
where women niay rely on their male pariners for injecting equipment (Bloor 1994), As a result,
female injectors may be more exposed to sharing situations (Bamard 1993). Fomale scxual
partners of drug injectors are thought to be at additional risk of HIV infection (Rhodes 1993a;
McDonald, Loxley, Marsh 1994), At an individual level, drg injectors may also be prepared to
lend rather than borrow used injecting cquipment because of the lack of perceived personal risk
(McKcgancy 1989). Thus, although in some instances sharing practices result from a lack of
clean injecting equipment ¢.g. prison and arcas where supplics arc restricted (Bloor 1989,
Kennedy 1991; Coatcs, Rankin, Lamothc ot al 1992) other situational and social factors are
clearly important. The mere fact that 39% of Glasgow needle exchange attenders used borrowed
injecting equipment supports this argument. TIn addition, other common sharing practices must

also be considered, including front and back-loading, and sharing other mjecting paraphcmalia,

130




which although not proven as vectors of HIV infcction may theoretically act as mechanisms for

infection (Powcr, Hunter, Jones 1994),

Achieving change in the sexual risk behaviour of attenders is perhaps the most difficult task
facing services such as needle exchanges. One possible reason for the limited effects of needle
exchanges on sexual risk is that visits made to exchianges are brief and therefore time to engage
in sexual counsclling is limited (O°Brien 1995). Evidence from the attendance data gathered at
needle exchanges m Glasgow would support this arpument, Condoms arc onlyv taken by clients
during 15% of visits o an exchange and safer sex advice accounts for only 20% of visits where

other services arc received (Chapter 3).

Sexual risk behaviours are prevalent among the gencral population of injecting drug users.

Many authors report the ifow usc of condoms with rcgular and multiple partners (McKeganey
1989; McKeganey & Barnard 1992¢; Hartgers 1990; Calsyn 1991; Milson 1992; Ross, Wodak,
Gould et al 1992; Rhodes 1993a; White, Phillips, Mulleady et al 1993, WHO Collaborative
Study 1993; Des Jarlais 1994a; Rhodes, Donoghoe, Hunter et al 1994b; Lowis, Watters 1994).
There are a number of social barriers to condom use. These include: inconventence, dislike, the
desire to conccive, negotiating condom use, drug use, low perceived risk of HIV, and trust and
perceived promiscuity between sexual partners; the more trust in a relationship the less likely it is
that a condom will be used. (McKeganey 1989; Hartgers 1990, Klee 1990, 1993; White 1993,

McDonald 1994).

It should also be stressed that scxual risks arc not spread evenly between males and females. In
the general population, heterosexual fomales are more at risk from HIV infection than
heteroscxual males (Feucht, Stephens, Roman 1990), and incqualities between men and women

may make women particularly vulnerable to infection e.g. male masculinity which acts as a




barrier to negotiation of condom use and safer sexual practices (Agglcton & Gilmore 1994).
Drug injecting women may be at additional risk. For instance, some believe themsclves to be
infertile and have a desire to conceive (White 1993). Female injectors are less likely to use
condoms than males, and low condom usc is associated with regular sexual partners. This is
important since female injectors are more likely to have an injecting male pariner (Donoghoe
1989a; Klee 1993; Rhodes 1993a; Taylor 1993; White 1993; McDonald 1994). Having a
sexual partner who also injects drugs is associated with higher risk behaviours inclnding sharing
injecting equipment (Barnard 1993; Saxon 1994). In addition there is some evidence to suggest
that low levels of condom use are also associated with higher levels of sharing (Watters 1994).
All these factors are related to scxual and social relationships. Thus, although both male and
female drug injectors exhibit sexual and drug related risk behaviours, gender related risks are
also apparent. Higher sexual risk behaviour among female injectors alse make them particularly

vulnerable to diseases such as HIV and hopatitis B.

Thus, 1 would argue that needle exchanges in Glasgow have made only some impact on sharing,
and even less impact on sexually related risks, and that strong cultural and social influences may
prevent further change from taking place. As a conscquence, needle oxchanges have only a
marginal impact on changing risk behaviours over time. This is supported by long-term rescarch
which suggests that needle exchanges have no or little impact on the transmission of HIV, levels

of injecting, drug use, sharing and scxual risks in the longer term.

In Amsterdam, needle exchanges were found to decrease the likelihood of becoming infected with
HIV during ecarlier contacts with drug injectors, but this cffect diminished over time (six year
period) (Van Ameijden 1992). The authors argue that attenders may have had a greater desire to
reduce their risk behaviours when first contacting an exchange, but later viewed the exchange as

only one way of obtaining clean needies. Thus only marginal changes in behaviour occurred as
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lengih of contact with an exchange increased. In Chicago, it is argued that the relatively low
impact of necedle exchanges may be related to economic motives among attenders. In other
words, attenders chose to go to needlc exchanges, not out of a concern about AIDS or the need to
change their risk behaviours, but to obtain injecting equipment which can be sold for drugs
(O’Brien 1995). The authors of the Montreal study have not given any explanation of their
resuits, so it is difficult to comment on the low impact of exchanges in this city. However, there
is the possibility that those attending the exchanges belong to a relatively high risk cohort, and
may be influenced by social factors which place them at greater nisk of becoming infected with

HIV and possibly hepatitis.

Indeed, the solution to reducing these risks will depend upon bringing about further behavioural
change which is determined by soctal or cultural factors. For instance, the containment and
reduction of hopatitis in Glasgow may necessitate a shift away from injecting to other methods of
administration, or cessation, of drug use. Reduced levels of sharing and increased levels of
condom use should also be tackled with a view to some of the social constraints which prevent

behavioural change.

1t is perhaps in this respect that needle exchanges have failed Lo make any significant impact,
especially in the longer term. Arguably they have gone some way {owards achicving and
maintaining some behavioural change, but because they are based upon a model which is
individual centred they may have failed to make significant headway in motivating social change
(Bloor 1992; Rhodes 1993b). Working with communities of drug users rather than individual
drug users would perhaps tackle the social norms and influences which lead to continued risks
{Rhodes 1993b). Needle exchange has a role to play in this approach. This would require
structural changce to the service in Glasgow which would mean a shift in emphasis from a ‘needie

cxchange centred service’ to one which included outreach work and possibly peer education. If
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carried out in conjunction with other outreach initiatives in the city, then greater collaboration
with other drugs services in Glasgow could be achicved (Rhodes 1994a; Stimson 1994; Power
1995). This would improve working relationships and communicafions between drug agencies
which are lacking in the city (Shewan 1993, 1994; Elliott 1994). In addition, the other problems
outlined in Chapter 3 including contacting hard to reach injectors, improved retention and
referral rates would also be tackled. Finally, scrvices such as muthadonc prescribing should also
be considered which would offor dirug injectors an alternative to  igjecting. In 1994 a new
methadone prescribing service was set up in Glasgow, (Glasgow Drug Problem Service), which

should help achieve this goal.

Despite thesc apparcnt failurcs, fhe possible successes of needle exchanges should not go
unrecognised. Even if Glasgow needle exchange attenders arc a self-selected lower risk group,
then at least for them needle exchange offers the opportunity to mainiain lower levels of drug
related risk, despite the social factors which make further change more problematic. At the very
least, the implementation of exchanges has not been associated with an increase in HIV infection
nor sharing among those who attend. The number of drugs used by attenders is lower than non-
attenders and although the frequency of injecting is higher there is no evidence that this has led to
an increase in injecling among the wider drug using population. In 1985 Glasgow had an
estimated 5,000 injectors (Haw 1985). In 1992 the cstimated number was 8,500 (Frischer
1993a). Although these estimates suggest a sharp increase in the injecting population, it would
be wrong to attribute this solcly to the introduction of needle exchanges during that time, Firstly,
needle exchanges were introduced as part of the response to injecting which had clearly become
increasingly prevalent in the carly 80°s (Ditfon 1982; Sakol 1989; Hammersley 1990).
Sceondly, the two estimates are based on different statistical technigues and cannot therefore be
compared. [t is, therefore, uncertain how much the injocting population increased during the

expansion of the ncedle cxchange programme and sccondly how much of this, if any, was
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atiributed to needle exchanges. Thus, alihough it is tempting to conclude that needle exchanges

are related to changes in the general level of injecting among the 1IDU population, evidence from
prevalence studies suggest that other factors will influence these trends. There is certainly no
evidence that ncedle exchanges have led to an increase in injecfing among the general IDU
population in Glasgow. It is also impossible to tell what the consequences would have been if
needle exchanges had not been introduced in Glasgow. Inaction would have been unthinkable
especially in the hght of research form the UK and abroad at that time which indicated the
suceess of needle oxchanges in reducing HIV risk behaviours among injecting drug users

(Stimson 1988a; Hart 1989b; Hartgers 1989).
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Research

The number of research siudies relating to the outcome of needle exchanges has grown
considerably stnrce 1991. Methodological and moral constraints prevent the use of randomised
control trials in this area and as a result there are a wide range of study designs. A wide range of
analytical techniques are also uscd ranging from summary statistics e.g. mean and median, to
multivariate analyses c.g. logistic regression. It was therefore difficult to summatise the results
of these studies and comparisons were often impossible to carry out. In addition, because cach
used non-random sampling procedures, the results may be subject to sampling bias. This meant
that interpretation was even more difficult. However, it was possible to draw general

congclusions from the research and these have been used in the preceding section of this chapter.

It is also clear that more sophisticated studies have been carried out, or at least reported, since
1991. These include large cohort studies which have followed needle exchange attenders and
non-attenders over fong periods of time (Van Ameijden 1992; Bruncau 1995, O’Brien 1995).
Longitndinal cross-sectional comparative, and possibly cohort studics, arc needed if the long
term effects of needle exchange programmes are {0 be successfully cvaluated. These are the
most sophisticated studics carried out’ int this ﬁcl& of research. The research carried out in
Glasgow and presented in this thesis was comparative but did not have a longitudinal component.
This should be now be carried out, perhaps using further cross-sectional samples of attenders
and non-attenders recruited by the Glasgow HIV Behavioural and Prevalence Study. Howover,
it could be argued that quantitative research has dominated this field, possibly at the expense of
qualitative work. Some of the findings of the rescarch carried out in Glasgow, and from the
large cohort studies, are left open to speculation and qualitative research is required 1o explain

and understand some of the differcnces found between those attending exchanges and those who

did not.
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Quantitative techniques can identify relationships between a complex number of behavioural,
attitudinal, cognitive and social factors but do not constitute an explanation of these
relationships. Qualitative data on the other hand can provide contextualisation, aud further
interpretation and should lead to a greater understanding of the determinants behind these

refationships (Barnard 1995). For instance, identifying the complex. social relationships which

determine sexually related risks among injectors. Qualitative research may, in these instances, be

of value in explaining and understanding the complex relationships between behavioural change,

service provision, uptake and impact. Ideally qualitative and quantitative technigues should be

combined in these research studies. This is surely an argument for developing both techniques in
the field of service evaluation, including needle cxchange, which until now has been largely

dominated by quantitative rescarch methods,
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CHAPTER 5

NEEDLE EXCHANGES AS PUBLIC HEALTH INTERVENTIONS

‘Policy-makers need 1o be awarc that while Scotland needs to be targeted for programmes aimed
at reducing HIV transmission in drug injectors, they must consider negative public attitudes
towards drug injecting. Such attitudes may be more negative in Scotland because of the public
response toward the syringe-exchange schemes. These circumstances may make it more difficult

to alleviate this regional social problem' (Nucro 1989).

Introduction

Needle exchanges should provide a public health scrvice by removing discarded syringes trom
the environment, thereby reducing the likelihood of needle-stick injuries and the risk of HIV and
other infections (Flartgers 1989; Buning 1991), A study from the United Sates showed that the
number of discarded needles and syringes found in the vicinity of a needle cxchange decreased
afier the exchange opened (Oliver 1992b), This could be related to the exchange mechanism.
For instance, up to 1991 the exchange rate of ncedles and syringes at exchanges varied trom
51% to 95% depending on locality and type of service e.g. static or mobile (Stimson [988a,
1980b; Hart 1989a; Hartgers 1989; Guydish 1991; Ljunberg 1991). Some cquipment returned
was likely to be HIV antibody positive (Wodak 1987, Wolk 1988; Guydish 1992, Heimer 1993).
In Amsterdam, however, there was an increase in the number of reported needle-stick injuries
among the general public between 1984 and 1988, following the introduction of needle
exchanges (Buning 1991). Howuver, there were no known HIV seroconversions as a result, and
it must be pointed out that, at its peak i 1990, only 31 injuries were reporled by the general
public in the city (Vester 1992). Thus, although the evidence up to 1991 was patchy, it indicaied

a degree of public protection from the problem of discarded injecting equipment.

AIDS related services have often been the focus of public attention. Needle and syringe
exchange schemes, for exampls, have been the subject of heated public debate and in some

instauces public pressure has prevented them from operating or placed restrictions on their
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operations {Ginzburg 1989; Stimson 1989b; Anderson 1991; Christensson 1991; O'Keefe 1991;

Singer 1991). Public opinion is therefore an important factor in their development.

In some countries, public opposition to needle exchanges bas been intenise. Ln many states in the
USA there are laws prohibiting the supply and possession of injecting equipment {O'Keefe
1991). Political opposition to needle exchanges has come from both federal and state politicians
as well as ethnic community leaders, especially those in black and Hispanic arcas (Q'Keefe 1991;
Singer 1991). Opponents oftent base their arguments on the possible negative consequences of
needle exchange, especially an increase in drug use. They aiso see it as being ineffective in
tackling the fundamental issues associated with drug use, including poverty and racism. Of
course, there arc a number of countrics where legal restrictions and connmunity opposition have
been successfully tackled. In these courdries, conununity and political opposition was less of a
problem for service providers than in the USA. Tn Canada, for instance, therc was some conceimn
about the number of needles and syringes found in public areas. Neudle exchanges were then
promoted as a means of tackling this issue and started operating in 1989 (Bardsley 1990). In
Australia, possession and supply laws were repealed in 1987, allowing the distribution of
mjecting equipment. In Europe, clean injecting equipment was available from pharmacies in most
countrics before 1984 and from ncedle cxchanges throughout the 1980s (Chapter 1, Fig 1).
There were, however, European countries where public opposition was more vocal. In Sweden,
taws restricted the supply of injecting equipment to medical prescription, and although there was
support for needle exchanges among medical workers, local authorities and the media, resistance
was evident among politicians and social workers when they were set up in 1986 (Christensson
1991). In Scotland, although legislation did not prohibit the distribution and posscssion of
needies and syringes, and support for needle exchanges existed in medical and non-medical drugs
services, the first needie exchange in Glasgow was picketed by people from the focal community
in 1987 (Stimson 1988a; Johns 1989; Nucro 1989). This may have been related to the choice of
the needle exchange site and a feeling among local residents that the service was being 'dumped
on them' (Stimson 1988a). Although Glasgow cannot be compared with some cities in the

United States where political and conmumunity opposition was (and still is) intense, it was one of
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the few places in Europe which expericnoed resistance from local residents, or at least where the

resistance was well documented, when needle exchauges began operating in the late 1980s.

It was not clear, however, what proportion of the general population in Glasgow held these
adverse views. Reports from the UK and other countries up to 1991 concerning public attitudes
to needic exchanges were largely descriptive and dealt with unrcpresentative sub-groups of the
population e.g. police, political groups, social workers and some members of the public who
objected (Stimson 1988a; Blatherwick 1989; Ginzburg 1989; Christensson 1991). Such reports,
although useful in highlighting opposition or support among powerful or interested parties, did
not indicate how widely these views are held i society. Some unpublished studies from the UUSA
reported that between 50% and 67% of the population supported needle exchanges (Singer 1991
Lurie 1993). However, there were practically no published represemtative quantitative data
concerning public attitudes towards exchanges, especially in Britain, and little indication of what

types of people in the gencral population were opposed to them,

The present study addresses the two issues of public acceptability and protection using
quantitative data. Data presented in this chapter are drawn from a survey which measured the
extent of support for and opposition to needle exchanges among random samples selected from
the general population of Glasgow and Edinburgh. Data from Glasgow City Council are also
used to illustrate the number of needles an syringes found in public areas throunghout the city
from 1989 ~ 1993, This is complemented by data from the Glasgow needle exchanges detailing
the numbers of needles and syringes exchanged since 1989, These should provide an answer to

the final question posed in this thesis namely:

4, Are needle exchanges acceptable to the gencral public and do they protect the

public?
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‘The public attitude survey

Method

Three questlions concerning needle exchanges and drug injecting were inserted into a lifestyle and
health survey carried out by the Research Unii in Health and Behavioural Change, at Edinburgh
University. This is essentially a longitudinal health survey, but three additional questions were
included for a single sweep. The questions were developed by the present author and
commissioned by the HIV and Addictions Resource Centre. Data were collected by telephone

interviews in Glasgow and Edinburgh during Junc - October (992,

Respondents were sclceted using a two stage procedure, First, a household was sclected using a
random digit dialling procedure covering Glasgow and Edinburgh telephone numbers, including
unlisted numbers. Second, once contact was established, an inventory of all adults aged 18 - 60
in the household was taken and a second random procedure used to select a respondent. The
sample and data were weighted to Lake account of the slightly fower proportion of phone owners
in socially deprived arcas (Robertson, Uitenbrogk, Hay 1994). This novel sampling method is
thought to be effective in producing representative samplces from the general population

(McQueen 1989).

Data were collected on age, sex, occupation, age when leaving full-time cducation, city of
residence and whether the respondent agreed or disagreed with the following statements: ‘It is
important for those who inject drugs to use sterile ucedles'; 'Needle exchange schemes should be
available for those who inject drugs'; 'T would have no objection to a needle exchange scheme
operating in my neighbourhood'. A total of 1025 cases were analysed, 609 from Glasgow and
416 from Edinburgh. Thesc data were analysed by the present author using SPSS PC+

software.

Discriminant analysis was used to analyse the difference between those who supported needle
exchanges and those who did not. A second discriminant analysis was carried out to determine

the differences among objectors, Variables were ontered into both analyses using a stepwise
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selection procedure. The criterion for variable sclection in this procedure was minimisation of
Wilk's Lambda. Yor entering and removing variables, Wilk's Lambda was evaluated from the F
distribution, with a minimum F to enter of 1.0 and a maximum F to remove of 1.0. Variable
sclection terminates when no more variables mieet the entry or removal criterion, (after the final
iteration). The relative importance of cach vartable included i the final model can be assessed
by its standardised discriminant function cocfficicnt, and the resulting model(s) can be assessed
using the canonical correlation (scale 0 to 1), the total explained variance between the two

groups in the model(s), and the models’ ability to predict group membership (Norusis 1990).

Results
All 1025 responses to the thrce statcments are given in Table 5.1.  Substantially morc
respondents disagrecd with the proposition that needle exchange should operate in their own

neighbourhood compared with the general statement that needle exchanges should be available.

Table 5.1
Responses to needle exchange and drug injecting questions
Disagreeing
Statement n=1025 n(%)
1 It is important for those who inject drugs to usc sterile 20 (2%}
needles,
2 Needle exchange schemes should be available for those 92 (5%)
who inject drugs.
3 I would have no objection to a needle exchange scheme 31t (30%)

operating in my neighbourhood.

Clearly, the question of having a ncedle exchange in one's neighbourhood caused the most
concern among respondents, with 30% objocting. It was this responsc which was used as the

dependent variable in the initial discriminant analysis.
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Discriminant analysis
The dependent variable thercfore classified cases according to whether they objected to needle
cxchanges in their neighbourhood. A total of 311 (30%) did and 714 (70%) did not. Seven

variables were considered as potential predictors of group membership (Table 5.2).

Table 5,2
Variables used in both discriminant analyses

Vanable Parameter Codes

1 City Edinburgh 41% 0 = Edinburgh
Glasgow 59% 1 = Glasgow

2 Gender Male 47% 1 =Male
Female 53% 2 = Female

3 Age Mean 37.7 sd 10.7

4  Occupation Non-Manual 66% 1 =Non-Manual
Manual 34% 2 = Manual

5  Age when leaving full-time cducation Mean 18.0 sd 3.98

6 Important for drug injectors to use Agrec 98% 1= Agree
sterite noedles Disagree 2% 2 =~ Disagree

7  Needle exchanges should be available Agree 91% 1= Agree
Disagree 9% 2 = Disagree

These variables were entered into the analysis using a stepwisc selection procedurc. After five
tterations, five variables were found to have made a significant contribution to the discriminant

function table (F =36.7 p<0.001) (Table 5.3).
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Table 5.3
Discriminant Analysis 1
{objectors and non-objectors to needle exchanges in their neighbourhood)

Varigble

Needle cxchanges should be available
City

huportant for injectors to use sterile
needles*

Agc*

Age leaving full-time education

(* = univariately significant, ¥ ratio, (p<0.05)

Standardised
Cacfiicient

0.88
0.32
0.13

0.13
0.1l

Non-Adjusted Means
Non-Objectors Objectors
1.02 1.25
0.55 0.69
1.00 1.05
372 38.8
18.25 17.5

Objectors were more likely to live in Glasgow, were slightly older and received less full-time

education in comparison to noi-objectors.

Objectors were also more hkely to disagree with

needle exchanges being generally available and not think it important that injectors use sterile

equipment. It should be noted that the predictive power of these variables depends upon their

association with other variables in the model. Thus, whilst only 20 (2%) of 1025 subjects did

not think it important that injectors use sterile equipment, 14 (70%) of these did nol think that

needle exchanges should be available and 16 (80%) objected to needle exchanges in their arca.

In other words they tend to belong to the objector rather than non-objector group.

The overall contribution made by the set of variables included in the model in discriminating

between the two groups can be assessed from the canonical correlation. This is a measure of

how well the function discriminates between the two groups on a scalc of 0 to 1. The canonical

correlation in this analysis was 0.4, The total variance explained by the madel was 15.2%,.

Another indicator of the effectiveness of the modcl in discriminating between the groups is its

ability to predict group membership. With two groups, random assignment would result in a

50% success rate, When the discriminant function was applicd to all cases, 75% were correctly
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assigned group membership. However, 644 (93%) non-objectors were correctly classified

compared with only 100 (32%) objectors.

This particular model produced a fairly low canonical correlation, explained only 15.2% of the
variance between the two groups and correcily classified only 32% of objectors. However,
examination of the discrimmant scorcs indicated that there were two different groups of
objectors; the correctly classified objectors (n = 100) who had relatively high discriminant
scores, and misclassified objectors (n = 211) who had rclatively low discriminant scorss. The
average discriminant score among the correctly assigned group was 2.6, and 76% had a score of
2 or more, compared with the incorrectly assigned group which had an average of 272 and 76%
had a score lower than 0. Thus, a second discriminant analysis was carried out to deterntine the

differences between these two groups of objectors using the same predictor variables (Table 5.4).

Table 5.4
Groups used in both discriminant analyses

TOTAL
SAMPLE
/ n= 1025 \
Analysis 1 Not Objecting to exchange Objecting to exchange in
it neighbourhood neighbourhood
n=714 (70%) 1= 311 (30%)
Analysis 2 Correctly Classified Incorrectly Classified
(Group 1) (Group 2)
=100 (32%) n=211 (68%)

Discriminant analysis 2
The dependent variable, in the second analysis, ussigned cases according to whether they were
correetly classifted as objectors. A total of 100 (32%) (group 1) were correctly classified and

211 {68%) were not (group 2). All scven variables were included in the analysis (Table 5.2).

145




The samc stopwisc procedure was applicd. After six iterations, six variables were found to have
made a significant contribution to the discriminant function table (F= 179 p< 0.001) (Table 3.5).
Table 5.5

Discriminant Analysis 2
(classified (group 1) and misclassified (group 2) objectors)

Non-Adjusted Means

Variable Standardised  Groupl  Group 2
Coefficient
1 Needle exchanges should be available* 1.04 1.8 1.0
2 Aget 052 42.9 36.9
3 Important for injectors to use sterile ncedes® 0.28 l.16 1.0
4  City 0.18 0.73 0.67
3 Age leaving full-time education® 0.13 16.3 18.0
6 Occupation 0.17 1.5 1.3

(*univariately significant, F-ratio, (p<0.01)

This analysis suggested that the two groups of objectors differed in a numbcr of ways. Group 1
(originally the correetly classified objectors) were more likely to disagree with the geuneral
availability of needle exchanges, and did not think it important that drug injectors use sterile
ncedics. They were also more likely to be older, lived in Glasgow, worked in manual jobs and
received less education than Group 2. Group 2 tended to agree with the general availability of
needle exchanges and thought it important for drug injeclors to use sterile necdles. They were

generally younger, lived in Edinburgh, worked in non-manual jobs and received more education.

The canonical correlation in this analysis was 0.88 and 78% of the variance between the two
groups was explained by the model. In addition, 94% of all cases were correctly classified,
(80% of group | and 100% of group 2). This model, therefore, suggested that there were two
distinct groups of objectors, differing significantly across the model variables and that thesc

variables could be used to predict group membership with considerablc confidence.
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The number of needles and syringes found in public areas in Glasgow

In 1989 the Department of Envirommental Health, Glasgow City Council, started a 24 hour
emergency scrvice which responded to calls from the public concerning needles and syringes
found in public arcas (Kennedy 1995). Trained personnel travel to the site, pick up the needles
and syringes using specially desipned hand-held lifting cquipment, and deposit them i sharps
containers for safe disposal. The service is advertised throughout the public transport system
and on bill posters in the city, Other council personnel will also colleel necdles and syringes
using the same specially designed pickup and disposal equipment. These staff belong mainly to

the Council's Parks and Recreation, Cleansing, and Buildings and Works Departments,

The following figures show the numbers injecting equipment retrieved from public areas by the
Environmental Healihh Department and other Council personnel from 1989 - 1993 (Fig 5.6).
There were increases in the number of needles and syringes found in public areas of 43%.
between 1989 and 1990, 66% between 1990 and 1991, and 33% between 1991 and 1992. This
was followed by a decrcase of 6% between 1992 and 1993, 1kt should be pointed out that these
figures tepresent only those needles and syringes retrieved by the Council. The actual number
found by the public and disposed of in other ways 1s unknown. In addition, Lhe apparent increase
in the numbers retrieved could be due to a greater awareness of thig service among, the public.
Nor are the figures complete for 1989 and 1990 (Table 5.6). Nevertheless, it does suggest that

there is a ‘leakage’ of used injecting equipment into the public domain.

During the period 1989 to 1993, there was an increase in the number of needle and syringe
programmes from onc to seven (Table 2.1 Chapter 2). In addition, there were some pharmacies
in the city selling injecting equipment to injectors. Ten ncedle cxchange pharmacies also joined
the new pharmacy needle exchange scheme sel up by the Scottish Office in 1992. There was an
increase in number of needles and syringes issued by needle cxchanges each year during the
period 1989 - 1993 (Table 5.7). They increased by 110% from 1989 to 1990, 39% between
1990 and 1991, 26% betwcen 1991 and 1992, and 14% between 1992 and 1993. The return

ratc of used injecting cquipment for needle exchanges for the period 1989 - 1993 was
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approximately 109%. Comprehensive figures of the needles distributed and retwrned through
phanmacy needle exchanges were not avatlable for the period 1992 - 1993, nor were they
available for pharmacies who sold needles and syringes. However, in 1995, a new information
system was designed by the present author to monitor the pharmacy cxchanges. Data from the
first two months of operation (April - May 1995) showed that the average exchange rate for the
pharmacy schemes was very high (183%). A total of 1,409 needles and syringes were issucd,
and 2,585 were returned, during the period. Thus, although therc was an increase in the number
of needles and syringes distributed in Glasgow between 1989 and 1993, the available cvidence
suggests that needle exchanges and ncedie exchange pharmacics werce receiving more injecting,

equipment than they distributed.

Table 5.6
Numbers of needles and syringes retrieved from public areas by Glasgow
City Counncil 1989 - 1993*

Council Department 1989 1990 1991 1592 1993  Total

Environmentat Health 2210 3165 2132 1925 3533 12965
Other Council no no 3141 5080 3066 11287
Departments records  records

Total 2210 3165 5273 7005 6599 24252

*Reproduced with the kind permission of Tan Muir, Environmental {lealth Department, Glasgow City Couneil.

Table 5.7
Number of needles and syringes exchanged - Glasgow Needle Exchanges 1989 - 1993

1989 1990 1991 1992 1993 Total
Issued 65 100 136 900 150 600 238 500 272 000 90 2500
Returned 60 500 143700 235600 273 000 297 300 1010 300
Return Rate 93% 105% 124% 115% 109% 109%
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It is not possible to determine from the geographical information supplied by the council whether
the discarded injecting equipmeni was found in the close vicinity of a necdle cxchunge or a
pharmacy. Nor is it possible to determine whether the original equipment was supplied from a
necdle exchange, a needle exchange pharmacy, or a pharmacy sclling injecting equipment.
However, data from the MRC/WHO study, suggests that most injectors obtained their injecting
cquipment from either a needle exchange (58%), or pharmacy (32%), in the city during 1991 -
1993 (Table 5.8). Approximately 10% of injectors also reccived injecting equipment from
friends or relatives. Since needle exchanges and pharmacics are the main suppliers of injecting
equipment, it could be argued that discarded injecting cquipment came from either of these
sources. Needle exchanges and needle exchange pharmacies receive more injecting equipment
than they supply, thus, it is likely that most of the additional discarded injecting equipment
originated from other pharmacies who sold injecting cquipment. These pharmacies are sources to

which drug injectors cannot return equipment for safe disposal.

Table 5.8
Most important sources of clean injecting equipment among injectors in Glasgow®
Most important source of clean injecting equipment 1991 1992 1993
(m=535) (@=515) (n=505)
Needle Exchange 55% 57% 62%
Pharmacies 35% 33% 28%
Other (including fricuds, partners, relatives) 10% 10% 10%

* Reproduced by kind permission ol Lindu Cusick, MRC/WHO Glasgow IIIV Behavioural and Prevalence Study
1995,
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Discussion and conclusions

It is probably rcasonablc to assume that there will inevitably be somc leakage of used injecting
equipment imto the public domain. Howoever, are needle exchanges failing in their role to protect
the public from the harm caused by discarded needles and syringes? 1 would suggest not.
Firstly, the number of needles and syringes retricved by Glasgow City Council (24,252) is small
in comparison to the amount of needles distributed in the period 1989 ~ 1993, For instance the
mumnber retrieved represents only 3% of the 902,500 needles and syringes distributed by needle
exchanges in the same lime period. This of course does not include those distributed by
pharmacics. Sccondly, return rates at the Glasgow ncedle cxchanges and needle exchange
pharmacies generally exceed 100%. This is extremely high and compares with the highest retum
tate reported elsewhere in the world of approximately 100% reported by the New Haven
exchange in the USA (Kaplan 1994a, 1994b; Heimer 1993). Retun rates vary around the world
with the lowest, 18%, reported in France (Lhomme, Edwige, Ilie et al 1992). The range in
Europe is gencrally between 60% - 90% (Schwartz 1993a). In the rest of the UK reported rates
vary between 62% and 80% (Stimson 1988a; Hart 198%a; Keenc 1993). Rates of over 100% in
Glasgow suggest that equipment distributed through pharmacies who sell injecting equipment, or
through friends and relatives of drug injectors, is returned to the needle cxchanges or needle
exchange pharmacies for safe disposal. Thus, Glasgow ncedle exchanges play an important rolc

in removing used needles and syringes from the public domain.

It is extremely important that injecting equipment is removed from the environment and that
needle exchanges have a high return rate. Removing uscd needlcs and syringes from circulation
should theoretically reduce the likelihood of exposure to blood borne infections including HIV
and hepatitis (Heimer 1994), If carried out expediently, then the incidence of these diseases
should reduce (Heimer 1994). The ‘circulation theory of needle exchange’, as it has now become
known, can be described using the analogy of infected mosquitocs (Kaplan 1994¢). Reduce the
number of infected syringes in circulation and this will reduce the likclihood of transmission of

blood borne viruses. Needle exchanges have an inportant role Lo play in the process and those in
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Glasgow scem to fulfil that role as far as the public are concerned. So far, there have been no
reported infections of HIV, [epatitis B or C, among the public that have been rclated to needle-
stick injurics from equipment found in public areas. Glasgow needle exchanges, therefore,

provide a very important and ¢ffective public health service.

Perhaps the most important findings of the public attitude survey are, first, the substantial
support for needle cxchanges among the general population and, second, the degree of
heterogeneity among objectors. Of those questioned, 91% agreed with the generally availability
of needle exchanges and 70% had no objections o them operating in their neighbourhaod. Thus,
the objections and concerns highlighted in recent papers (Ginzburg 1989; Christensson 1991;
Blatherwick [989; Heimer 1994; Kaplan 1994¢; Lurie 1993; Valhov 1994; Anderson 1991) may
well be those of minorities whose attitudes are not reflected by the majority of the wider
population. However, the views of minoritics are important aud can influence policy makers
{Clark, Corbett 1993; Thomas, Quinn 1993). In Glasgow, for instance, needle cxchanges almost
failed because of public opposition, most notably from local vesidents in areas whore needie

exchanges were planned (Gruer, Cameron, Elliott 1993).

This seems to support the notion that most people's concerns about needle exchanges centre on
the question of their location in residential areas. This tended to be the case with the group 2
objectors who really only objected to needle exchanges at this level. However, to argue that this
is the basis of all opposition would be simplistic, It is clear from the analysis that group 1
{(approximatcly a third of all objectors) were also more likely to disagrec with needle exchanges
being generally available and did not think it important that drug injcctors used sterile needles.
Their grounds for objection, therefore, were more diverse. The sociodemographic ¢haracteristics
of this group arc interesting. They tended to live in Glasgow which, compared with Edinburgh,
has a large injecting population and more ncedle exchanges (Frischer 1993a; Haw 1993).
{Glasgow has eight needle exchanges and Edinburgh has two). They also worked in manual jobs
and had less full-time education, In shori, they were more likely to live in areas of high drug

injecting prevalence wherc needle exchanges are typically placed. Being more likely 1o encounter
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the scrvice may explain their particular reaction to it. On the other hand it may not, and their
objections may be bascd on more deeply rooted beliefs or attitudes regarding injecting drug

USCrS,

This has been nated in a munber of American and Buropcan reports where strong cultural
influences determine how drug usc and therefore drug uscrs are perceived by various sections of
the population. Tn the USA, many black politicians and community lcaders see drug use as part
of the race issue, whereby many young black people are positively encouraged to take drugs by
the dominant white population which reinforces their sceondary status in society (Clark 1993;
Thomas 1993), In Sweden, resistance to more fliberal drugs policics is influenced by an
underlying cultural emphasis on temperance (Gould 1993). It has also been argued that these
pre-existing beliefs or attitudes can influence public perception of AIDS or drugs progranumes
{Moatti, Manesse, Le Gales ¢t al 1988; Dab, Moatti, Bastitde 1989; Donelan 1992, Clark 1993;
Thomas 1993). Group | objectors seom to fit this scenario. They were more likely to live in
areas of high drug injecting prevalence, so their objections to needle exchanges may not originale
solely from dislike of the scrvice, but could be based on perceptions of injecting drug users which

are linked to life experience and cultural norms.

Whatevor the reasons, the differences betwcen the two groups of abjectors have hmportant
implications for public awareness initiatives. [f attitudes are to be changed, then each group may
have to be approached in a differcnt way. In fact, it may even be more cost-effective to invest
most resources in tackling group 1 objectors, It is they who are more likely to live with the
service and becausc of pre-existing beliefs or attitudes about drug injectors, may be more
resistant to change. Of course, this does not mean confrontation, An attempt should be made to
understand the beliefs and cubtural factors underpinning their arguments and work in
collaboration towards a sclution when introducing a new service like a needle cxchange (Thomas
1993). On the other hand, if the main objective of a campaign is to stimulate public awareness
and increase gencral acceptability, then the second group of objectors should also be inctuded,

but perhaps using advertising media.
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Consulting the public whilst planning needle exchanges is important (Nucro 1989) and may be
helpful in establishing the service. In fact, consultations with local communities has become
standard practice in Glasgow before setting up an exchange, and, as in other parts of the world,
has eased the introduction of the service (Firlik 1992; Gruer 1993, Kirp 1993; Schwartz 1993b;
Kaplan 1994c). Public opinion therefore continucs to play an important role in needle exchange
services. The present suuvey suggests that needle exchanges are publicly acceptable in Glasgow
although maintaining this level of acceptability should always be present in service providers’

minds.
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CHAPTER 6

CONCLUSIONS AND RECOMMENDATIONS

‘Of course humans have some capacity for self-control, but are extremcly himited by prevailing
conditions in which they grow up and survive. Self-control and self-steering exist at best only

partially” (Cohen 1994),

This chapter is divided into two parts. The first part deals with the conclusions of the research in
rclation to needle exchange provision in Glasgow and ends with recommendations for the future
of the service in the city. Part 2, concentrates on other conclusions drawn from the research,
particularly the research process and methodology, and ends with recommendations for future

research in the field.

Part I Needle Exchanges in Glasgow

The main conclusions drawn from this thesis are as follows:

Operational aspects of the service.

L. Needle exchanges it Glasgow are suecessful in reaching up to 2,600 injectors in the city.
However, this represents only a minority (27% - 35%) of the estimated injecting
population, Thus, they fail to make direct contact with the majority of drug injectors in

the city.

There is evidence that those who remain out of contact with the service are at greater

risk of encountering drug retated-harms e.g. they share injecting equipment more, These

may include younger and female drug injectors.
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Non-attendance may be related to the usc of altermative and more accessible sowrces of
supplies of injecting equipment ¢.g. pharmagcies, Other factors related to non-atiendance
inckude: not wishing to be identified as (or associated with) injecting; fear of notification,

and imprisomnent,

Retention rates are poor, with only a nunority of clients making frequent and regular
visits to an exchange. Approximately 54% of clients make more than three visits, and
33% make more than five visits per year. This may be related to factors which are
similar to those which prevent drup injectors contacting exchanges in the first instancc,
namely: the use of alternative sources of supply; not wishing to be identified as (or
associated with) injecting; fear of notification; slopping injecting; and imprisonment.
Imprisonment i1s an important factor in Glasgow. Approximately 69% of needle

attenders reported rccent imprisonment.

Needle exchanges are able to make contact with diug injectors who are not in contact
with othcr health and social services. Approximately 46% of new attenders reported
having no contact with these services. Exchanges are also able to provide a wide range
of services to approximately 64% of clients. Female atlenders seem to make more use of
these scrvices compared with their male counterparts. On average 35% of visits
involving the uptake of services werc made by women, yet women constituted 24% of
new clients, The majority of attenders (80%) express satisfaction with these services.

Thus necdie exchanges are providing a valuable service to those who attend.

Although exchanges provide a range of services which are acceptable to clients, they are

unable to provide adequate supplies of injecting equipment to meet the personal needs of

most clicats. Belween 20% and 28% of attenders reported that they did not receive
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cnough ncedles and syringes each visit to meet their necds. If every attender were to usc
a clean needle and syringe for every injection, then the average weekly number required
would be approximately 32, Should they make two visits per week and obtain the
current maximum of 15 needles and syringes, then this would just cover the amount
required. However, this is ualikely since the armual average attendance is only 11.7

visits. Thus, for many, supply is not fully meeting their requirements.

Needle exchanges act as a bridge into other health and social services for some clients.
However, it is uncertain whether clients actually make contact with these services. A
dircet reforral mechanism is lacking in needle exchanges and as a result they are only

able to refer a small proportion (11%) of clients for further care.

Service impact

1.

Approximately 1% of needle exchange attenders and non-attenders were HIV positive.
There is some evidence that needle exchanges have a coniributary role in containing the
spread of HIV among those who attend, maialy by supplying clean injecting equipment,
This may help them maintain lower levels of sharing of injecting equipment compared
with non-atienders. However, it is possible that needle exchanges have not made a
significant impact on the spread of hepatitis B and C. It is cstimated that 70% of

injectors in Glasgow have been infected with hepatitis B and 80% with hepatitis C.

It is uncertain what impact needle exchanges have on injecting-related injuries e.g.
abscesses and other soft tissue damage. Recent work in Glasgow found that 72% of
attenders at one exchange reported injecting-related damage and that this may have gone
untreated by needle exchange staff. Service contacts at needic exchanges for safer

injecting advicc have reduced from 29% in 1991 to 11% in 1993, Needle exchange
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aftenders also inject morc frequently (mean of 127.5 limes per month) than non-atienders
(mean of 1198 times per month), This may lead to a higher provalence of injecting
related injurics among attenders. However, comparative cohort studies are required to

explore this question in more detail.

Necdle cxchange attendance is associated with the use of fewer different diugs, but not
less injecting. However, there is no cvidence that they have led to an increase of

injecting among the population of drug users in the city.

There 1s some evidence that needle exchanges have a contributory etfect in reducing the
levels of sharing of used injecling equipment among those who attend. A total of 39% of
attenders and 47% of non-attenders injccted with used equipment. Approximately 57%
of both groups passed on injecting equipment to others. However, needle exchange
attenders did so less frequently (2 times per month compared 2.3 times per month among
non-attenders). A substantial number of attenders continue to share injecting equipment,
and many (50%) do not use proper cleaning techniques to disinfect equipment before
use. Further reductions in sharing are possible among attenders (and non-attenders) but
may be limiled by other factors including: the need for a hit; drug use rituals;
friendships; sexual relationships and trust; and the places where drugs are consumed ¢.g.

prison. Many of these relaic to the social relationships in drug users’ lives.

It is likely that needle exchanges in Glasgow have no or litlle impact on the sexual risk
behaviours of those who attend. Both attenders and non-attenders have the same number
of primary sexual partners (0.7), and casual sexual partners (0.9 and 0.8 respectively).
Approximately 75% of both groups did not nse a condom with their primary sexual

partner and 52% did not use a condom with their casual sexual partners. However,
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needle exchange altenders used a condom more frequently with their casual partners. No
other differences were apparent. Barriers to condom use include: inconvenience; dislike:
the desire to conceive; negotiating condom use; drug usc; low perceived visk of HIV; and
trust and perceived promiscuity between sexual partuers. As with sharing, most of these
are relate to social noring and relationships in drug uscrs” lives which may limit further

changes it this type of risk behaviour.

It was outwith the scope of the present study to determmine the long-tenm effects of ncedle
exchanges on drug related harms and behaviours. However, existing research suggests
that needle exchanges have little long-term impact on HIV transmission, levels of
mjecting, drug use, sharing and scxual risks. 1t is possible that needlc exchanges have
some effect on risk behaviours during carlier contacts. However, they do little to change
the social factors which lead to continued risk behaviour (scc sharing and sexual
behaviours above). It is also possible that other services make some contribution to the
reductions in risk behaviours. This may be the case since visits to needle exchanges arc
relatively brief and the possibility for achieving change is, therefore, limited. Thus, the

impact of needle exchanges can only be seen in the context of other health inpuits.

Necdle exchanges i Glasgow provide a valuable public health scrvice by reducing the
number of needles and syringes discarded in public areas. Return rates of over 100%
are impressive, and suggest that ncedles and syringes secured from othes sources (mainly
pharmacies) are returmed through the exchanges. They are also widely accepted by the
general public. Approximately 90% of the general public agree with the provision of
needic exchanges and 70% have no objeciions to them operating in their area. However,
there is a minority (32%) of objectors who are likely to live close to a needle exchange

and their opinions may be based on their perceptions of, or life cxpcricnces of, drug




injectors. They constitute an “small’, but important body of opinion within thc general

population.

Recommendations

The Glasgow ncedle exchange programme is structured upon fwo basic principles. First, it is
based upon a model of health intervention which is essentially individual centred and not one
which deals with groups or communities of injecting drug users. Second, although situated in
arcas of high injecting prevalence cach oxchange is static, and thercfore rclics upon clients
making contact with it rather than taking the service to the client, Of course the application of
this model of intervention has not been without its successes. A substantial number of drug
injectors have been attracted to the service and have been provided with a range of health
services which could not be offered by a mobile or outreach exchange. This hias been helped by
the introduction of mini-bus in sume areas to encourage injectors to attend. The service has also
made some contribution to continucd low spread of HIV among the injecting population in
Glasgow, and has probably helped those who attend to maintain low levels of risk behaviour,
most notably reduced levels of sharing of used injecting cquipment, Close Haison with the public
has also meant that needle exchanges are widely accepted, and becausce they reduce the level of
used injecting equipment in circulation, they provide a very important and effective public health

service.

Howover, they have failed to attract the majority of deug injectors in Glasgow, and do not
maintain regular and frequent contact with the many of those who do attend. Supplics of needles
and syringes fail to meet demand, or at least potential demand. In addition, the spread of
Heapatitis B and C among injectors is likely to be a major problem in the city, and one which

needle cxchanges have probably not buen successful in addressing.  Sexually related risk
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behaviours are also not successfully tackled. Kinally, and most importantly, needle exchanges in
Glasgow may fail to have any significant long term impact on these risk behaviours which are
largely determined by social factors associated with social norms and relationships between

injectors.

If needle exchanges are to improve they must address all of these issues. This may reguire a
change to their preseni structurc. Qutrcach needle excliange, based upon a peer group model of
intervention, could be introduced. Outreach can be carried out by traincd workers who routinely
visit places where drug injectors gather or socialisc. Injecting cquipment can then be distributed
and returned through these points. In addition, these workers can deliver health advice and make
referrals to existing health and social services. However, using drug injectors to distribute and
collect injecting equipment from friends and acquaintances would extend this model ta one of
peer cducation. In this instance, direct contact is made with a peer group of drug injectors
through a member that particular group(Friedman 1994). The person recruited, and even paid,
to carry out this function should be a significant and influential member the group (leader). This
leader, ov others in the group, may also have contact with other drug injecting networks. Thus, it
is hoped that the commitment of thesc lcaders to less risky behaviours will lead to a change in the
risk hehaviour of others, and that thig will sprcad beyoud the immediate circle of friends to drug
injecting networks. If social norms and thereforc socially determined relationships and
behaviours are to change, then this may depend upon such intcrventions.  Although ncedle
exchange outreach with peer education may not in itself achieve this, it could be seen as part of
or integrated with, otber outreach peer group initiatives (Rhodes 1993b). In terms of sexual
practices this would mean encouraging existing behaviours such as condom usc (however low)
and establishing ‘new’ cultural norms (Rhodes 1994a; Stimson 1994, Power 1995), This would
also apply to the sharing of injecting equipment, by establishing new cultural norms which do not

encourage sharing, For example, recent work from Glasgow supgests that female drug users
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have a great deal of control over other areas of their lives, despite opposition from their male
pariners (Taylor 1993). Female drug users, are at particular risk of HIV and possibly Hepatitis
B and C because they are sometimes cxposed niore to sharing and sexual rigk situations. It ig
therefore possible that peer group education could foster and build upon the existing norms
within the fomale drug using culture. Using this model of intervention means moving away from
solely individual centred behavioural mterventions, typified by existing necdle exchanpes in
Glasgow, to ones which tackle bechaviaural change at a commumity or. social level {Bloor,
McKeganey, Finlay et al 1992; Rhodes 1993b). Outreach needle exchanges, organiscd by drug
injectors, have been used in Holland with considerable success. In Rotterdam, an outreach
exchange succeeded in attracting a mumber of drug injectors who did not use a more static
exchange run by the local health authority (Grund 1992). Retention rates were almost three
times hipher than the local health authority exchange. Thus, it is likely that needle exchange
based on an outrcach peer education model would help tackle some of the operational and
outcome difficulties faced by exchanges in Glasgow. However, it is not recommended that this
model of exchange replaces the existing necdle exchanges in Glasgow. The present exchanges
are capable of offering a wide range of hecalth and social services and are also able to refer
chients on to other more specialist services. Rather, both should work together to tackle the
existing problems of risk behaviour and injecting related harms. Thus, by adding a peer-led
outreach componcnt to the exisiing model of exchanges it may be possible to achieve the

following objectives:

1. To help reach injectors who are not in contact with the cxisting ncedle exchange
programmes,

Being ‘peer led’, this outreach may be more appealing to those injectors who do not wish to be

associated with existing ‘injector related services’, cspecially women, It may also influence those

injectors who arc at greater risk of incurring drug rclatcd harms,
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2. Help maintain more regular and frequent contact with these drug injectors.

3. Tackle the soctal norms which lead to continued risk behaviours, namely the
sharing of injecting equipment and low condom use.,

Although not proven as successful, this form of intervention should theoretically succeed in

tackling and changing social norms which lead to continued risk behaviours (Bloor, McKeganey,

Finlay et al 1992; Rhodes 1993b).

4, Encourage those who are not in contact with existing health and social services to
attend if appropriate.

If contact is made with injectors who remain largely out of the reach of existing scrvices, then

referrals could be made to the existing ncedle cxchange programmes for more specialist

treatment and possibly referral to other relevant services,

In addition, existing needle exchanges may also have to improve the level of health and
social services offered:

1, Needle and syringe programmes should increase the supplies of injecting equipment

to drug injectors.

The present limit of 15 needles and syringes issued each visit issued should be lified completely
and ncedles and syringes should be issued on demand, if politically acceptable, This has been
achieved in the San Francisco with no negative effects on the exchange rate or frequency of visits
(Watters 1994). However, the exchange mechanism should maintained. This is extremely
important in reducing the circulation of used injecting equipment and thus the likelihood of HIV,

and Hepatitis B and C, infections among injectors and the wider public (Heimer 1993).
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Increasing the supply of injecting equipment may also be preferable to increasing supplies of
blcach to disinfect used needles. If used improperly, bleach may incffective in decontaminating
imjecting equipment (Titas 1994, Watters 1994). One study from Atlanta (USA) found that
about half of the injectors using bleach did not usc an cffective cleaning technique (Gleghorn,
Doherty, Viahov et al 1994). Thus, providing cleaning materials should be seen as a secondary
strategy to that of issuing adcquate supplics of cleun injecting equipment {Titus 1994; Watters
1994). Glasgow ncedle cxchanges do not routinely issue bleach or instructions to disinfect
injccting equipment, and thus have no impact on that behaviour. However, should an increase in
the supply of clean injecting equipment prove problematic, then bleach and detailed instructions

should be gtven to those in contact with the service.

2. Hepatitis B and C counselling and informatien should be offexed to clients.

This should be based on information which explains how these viruses are spread and what can
be done to prevent transmission. If done through peer educators, then this may have more
impact and appeal. In the light of the high prevalence rates of both diseases among injectors,
there may also be some justification for encouraging drug mjectors to switch from injecting Lo
other methods of drug use e.g., smoking and snorting (Crofts 1995). Indeed service plaumers
have already begun to address this question by mtroducing a methadone prescribing programme
in the city (Glasgow Drug Problem Service and GP Drug Misuse Clinic Scheme) which aims to
reduce injecting, Drug injectors in Glasgow arc now offered oral methadone in a reduction or
maintenance basis atl a scrvice which is geographically removed from needle exchanges, but one
to which needle exchange clients can be referred.  Peer education may also be an important

factor in achieving changes in the method of drug administration.
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3. Encourage the uptake of services within exchanges,

The present uptake of services in needle exchanges is encouraging, However, 20% of attenders
thought that the health and social services were less than helpful. Most requested health advice,
medical examinations, safer drugs and sex advice and how to prevent weight loss. There is
evidence that some ncedle exchange attenders suffer from injecting related problems such as
abscesses, tissue damage and weight loss (McCombic 1995; Morrison 1995). In addition, they
also injuct more frequently than non-attendors and may be more susceptible to some injecting
related harms. "the present research also suggests that sexual and drug-related risk behaviours
are also common among attenders, Thus, the uptake of services addressing these issues should
be encouraged. It may also be appropriate to encourage the sexual partners of attenders to use
the service. Female partners are at particular risk of HIV and hepatitis infection, and if injecting,
should be encouraged to secure their own supply of injectintg cquipment. As discussed, female

injectors may benefit form an outreach scrvice.

4. Impraove the referral mechanism from exchanges to other health and social services,
Although the present level of referral is encouraging, more could be done to improve contact
between needle exchanges and other health and social services in the city. Although ncedle
exchanges are generally open when other services are closed, responsibility for referrals could be
siven to an appropriate member of staff who would make contact during the day on a client’s
behalf. They could also ensure that the client contacts the service, and in some instances provide
an escort to that service. This liaison worker would not only increasc the number of referrals
from needle exchanges, but also cnsure that the client kept the appointment. It may also improve
communications between ncedle exchanges and other services in the city, which, in some

instances, is lacking (Elliott 1994; Showan 1994),
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Part 2 Research

The main purpose of this research was to provide information which would form the basis of
future action and possible change to the needie exchange programme in Glasgow (Chapter 1).
On the basis of the information provided in the preceding scction, T would strongly argue that
this aim has been achieved. Most of the findings of this research have alrcady been
communicated to scrvice providers and policy makers in the form of routine reports or academic
publications and presentations (Appendix 6). More importantly, the research contained in this
thesis was planncd in conjunction with both groups and so they were informed of these findings
as soon as they were available. Thus, rcsearch was seen as a necessary and inlegral part of
service development (Chapter 3). Adjustments have already taken place to the service in
Glasgow and some of the findings of the rescarch contained in this thesis have already been used
to mform policy at the national level. For instance, wlen it was found that necedle exchanges
werc not issuing enough needies and syringes to clients, this was communicated to the Scottish
Office, and the decision was then made to raise the ceiling to its present level of 15 needles and
syringes at each visit in all exchanges throughout Scotland (The Scottish Office 1994b), Policy
makers in Glasgow are also considering the possibility of maintaining the curremt number of
static exchanges in the city and investing extra resources in outrcach needle exchange
programmes. In addition, a large methadone programume (GDPS) was started in 1994 in an
effort to offer an aliernative to injectable opiates for those who continued inject. These are
cxtremely encouraging signs and show that the information from this research has been used to

adjust service provision to meet drug injectors needs.

There have also been other important decisions made as a result of this research. Routine data
collection in the longer term is necessary if policy makers are to plan effective services in the
future. It was noted in Chapter 1 that routine data relating to needle exchanges have generally

not been collected on a long term basis {Stimson 1988a;, Harl 1989a; Bardsley 1990, Carvell
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1990; Grund 1992; Mulleady 1992). One author also argued that when information systems
were designed for health care settings they were frequently chaotic, imadequately resourced,
badly managed, unreliable in their content, and mcffective in meeting their statcd or apparent
objectives (Knox 1991). There have been recent attempts to surmount these problems in relation
1o drugs services most notably the North Western Regional Health Authority Data Basc in
England and the Scottish Drug Misusc Database (Information Statistics Division 1991; Crabbe
1995). Both these systems collect data at the regional level and reprosent the first systematic
attempts to monitor the extent and nature of presenting drug problems in the UK. However they
do not reflect the scale of agency caseloads, nor the naturc of their work (Crabbe 1995). Thus,
there was a necd to design information systems which monitored the work of drug agencies at
this level (Crabbe 1995). This was exactly what the Glasgow needle exchange data basc was

designed to do.

The computerised system introduced into needle exchanges in Glasgow, has now been used as a
model for other systems which have been designed by the present author, and other members of
the research team at the HIV and Addictions Resoutce Cestre, for a number of drug and HIV
services in the city (Fig 6.1). The same design process, outlined in Chapter 2, was followed for
cvery agency. In each instance, consideration was given to: the theoretical framework in which
the service operated; the service objectives; managers and policy makers’ needs; collecting data
in a way which was unoblrusive to the service; costs; and compalibility with cxisting information

systems. Thus, the work carried out as part of this thesis proved invaluable and has far-reaching

consequences for other services in the city.
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Figure 6.1 Information systems in drugs and H1V services in Glasgow

NEEDLE EXCHANGES *1991

/

Drap-in Centre for Glaggow Drug
street working Crisis Centre
prostitutes 1995
1092
Glasgow Drug Problem Needle Exchange
Service and GP Misuse Pharmacics
Chinic 1994 1995
Men’s Refuge HIV Counselling
1995 Services and HIV

Support Team 1995

* Pate data base commenced

Of course these information systcms relate only o process data and do not deal with the question
of outcome. The rescarch carried out in this thesis has gone some way towards establishing
whether needle exchanges in Glasgow have had any effect on the clients who used them. It used
widcly recognised techniques (Chapter 1). Epidemiological data relating to the population
targeted by the Glasgow necdle exchanges were available at the time of this research and helped
establish the effcctiveness of needle cxchanges in tackling HIV, hepatitis B and C, and their
success in reaching drug injectors (Gruer 1991; Frischer 1993; Taylor 1994; Follet 1995).
Needle exchanges altenders were also compared with non-attenders, and samples were recruited
from a wide varicty of scttings throughout Glasgow (Chapler 4). Scif reported behaviours were
accompanicd by HIV saliva testing. Finally, all of these data related to the local geographical
arca in which the needle exchanges operated, ncluding public attitude data presented in Chapter

5. Many other studies conducted in Glasgow provided addtional perspectives and insights into
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the impact of needle exchanges in the city, particularly etlmographic research (McKeganey 1989,
Bamard 1993; Bloor 1992). In, short by using a wide range of data, a multi-dimensional picture

of needle exchange provision and impact was developed.

However, there were mothodological problems. Outcomes were assesscd using a comparative
non-longitudinal study (Chapter 4}, and therefore could only provide a snap-shot of bchaviour
and HIV prevalence at a given point in time. These related to possible impacts of needle
cxchanges during that period. A randomiscd control trial would have been preferable, but this
was not possible becausc of cthical and mcthodological problems. It was thought unethical to
withhold the service from the target population and therefore impractical to randomly allocate
subjects to a control or experimental condition. Rescarchers conducting longtiudinal studies
before 1991 experienced problems in following drug injectors over substantial periods of time
(Hartgers 1989), and attempts to recruit subjects to a longitudinal research study planned for this
thesis failed (Chapter 4). Thus, although the questions relating to outcome were framed within
the context of impact, data from this (and indeed other studics cited) in this thesis can only
indicate possible effects of needle exchanges on HIV and related risk behaviours. This means
that other factors which could explain the results remained uncontrolled. These include social
influences on behaviour and the impact of other services and educational programmes {Bloor

1994; Van Ameijden 1994; Wattors 1994; Power 1995a).

It is also possible that needle exchange attenders are a sclf-sclected low-risk group. Thus,
sample characteristics may explain the differences between altenders and non-attenders reported
in this thesis, At best, the differences in behaviour between needle exchange attenders and non-
attenders can only be interpreted as possible indicators of needle exchange performance and not
directly camsed by needle exchanges. However, as Alex Wodak points out: ‘In a categorical

sense, these methodological problems cannot be resolved without a controlled trial of
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conununities randomly allocated to a single intervention or no intervention. The ethical,
logistical, financial and public health problems of attempting such a study are such that there is
no alternative, especially in the urgency of the epidemic, to making a judgement on the grounds
of plausibility, feasibility, cost and international experience. At issue is whether authoritics in a

particular country prefer to be roughly right or preciscly wrong” (Wodak 1995).

Nevertheless, there is therefore scope for improvement and fuiure research concerning necdle
exchanges in Glasgow. Longitudinal comparative research could be carried out to determine the
long-term impact of ncedle exchanges in the city. The longitudinal cohort studies, especially
those which compare needle cxchange attenders with non-attenders, and cited in Chapter 4
(Table 4.4), arc probably the most rigorously designed research in this field, especially those
conducted by Van Amicjden (Amsterdam) between 1985 and 1992, Q*Brien {Chicago) between
1992 and 1994, and Bruneau (Montreat) between 1989 and 1994 (Van Ameijden 1994; O’Brien

1995; Bruneau 1994a, 1994, 1995). If long term cohort studies are impossible to conduct in

Glasgow, then perhaps further cross-scctional samples of attenders and non-attenders recruited
by the Glasgow HIV Behavioural and Prevalence Study (GHBPS) could be studied. This would
also be particularly useful in evalvating the impact of peer education programmes which aim to
influence not only cohorts of drug injectors, but whole communities of drug injcctors. This
would be possible to carry out. For instance, the HIV and Addictions Resource Centre and the
Scottish Centre for Infection and Envirommental Health (now responsible for continuing the
GHBPS) are about to embark upon a joint study of methadone prescribing in Glasgow, part of
which will depend upon data provided by the on-going injector study (GHBPS). Thus, close

collaboration between both units still exists.

It could be argued that quantitative rescarch has dominated this field, possibly at the expense of

qualitative work. Some of the findings of the research carried out in Glasgow, and from the
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large cohort studies, are left open to speculation and qualitative research is required to explain
and understand some of the differences found between thosc attending exchanges and those who

did not.

Quantitative techniques can identify relationships between a complex number of behavioural,
attitudinal, cognitive and social factors but do not constitute an cxplanation of thesc
relationships. Qualitative data on the other hand can provide conicxtualisation, and further
interpretation, and should lead to a greater understanding of the determinanis behind these
relationships (Barnard 1995), Qualitative rescarch may, in these instances, be of value in
explaining and understanding the complex relationships between behavioural change, service
provision, uptake and impact. For example, it may provide additional insights into the cuttural
aspects of drug injeciors lives which may help planners develop and evaluate innovative
programmes such as outreach peer cducation {Fricdman 1995). Ideally, qualitative and
quantitative techmiques should be combined in these research studics. These are surcly arguments
[or developing both techmiques in the ficld of needle crchange research which until now has beon

largely dontinated by quantitative research methods.

Finally, by way of rccommendations, future studies should also consider the following areas of

research whicli remain open to question:

1. Possible reasons for non-attendance and low retention at a needle exchanges in Glasgow.
This should involve a ‘satisfaction survey’ of nom-attenders, but should also be
accompanied by an injector prevalence study to cstablish more recent estimatcs of the

size of the injecting population.
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Measurc completed referrals from ncedic exchanges to other services 10 determine the

uptake of these services and if possible establish rcasons for failure to attend.

The measurement of hepatitis B and C among attenders and non-attenders to determine

the relative prevalence among each. Also determine drug injectors’ awareness and use

of strategies to protect themselves from such discases.

The mcasurement of injecting related injurics among attenders and non-attenders to

determine the relative prevalence of these in both groups and whether treatment is

received in respect of these injuries.

An investigation of why ncedlc exchange attenders injeel more frequently compared

with non-attenders..

Inclusion of other types of sharing in future surveys e.g. sharing injecting parapheralia.

An investigation into the sexual risk practices of drug injectors and idestification of

possible factors which prevent the adoption of safer sex behaviours.

An assessment of the impact of new methods of working e.g. peer-education and

outreach, especially tn relation to sexual risk behaviour,
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