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Rural HIV prevention

In rural Wales they’ve had to develop new ways
of delivering HIV prevention services

SYRINGE EXCHANGE services in urban
England and south Wales mainly rely on the
identification of particular bases (usually
drug agencies) which distribute and dispose
of equipment. Useful as these are, there are
problems with the extent to which they can
‘cover the ground’, especially in rural areas.
A large majority of clients travel no more
than a few miles to use syringe exchanges -
two miles in England,' five in Wales —
mainly due to the inconvenience and
expense of travelling large distances.*

In rural areas this results in highly
localised service provision; agencies do not
appear to attract people from long distances
and the attraction weakens the further away
they are from the service.” Because of these
conditions the client has little choice but to
use the local service if there is one, creating
problems with remaining anonymous in
their home locality.

The upshot is that this type of specialist,
localised service excludes a large popula- |
tion of injectors, particularly in rural or
sparsely populated areas. Research confirms
that many injecting drug users do not attend
syringe exchanges. An estimate for 1988
suggests it would take between 13.5 and 27
million syringes a year for each injector in
England and Wales to be supplied a clean
syringe a day." Yet that year pharmacists
sold 2 million syringes to drug users® while
syringe exchanges in England and Scotland
supplied less than 2 million, increasing to 4
million by 1990.° To deal with all Britain’s !
injectors the capacity of drug agencies
would need to increase by seven to 15
times.’

Surveys of pharmacists in Wales
completed in 1989 and 1990 found that
more are now selling syringes than was
previously reported — in Mid Glamorgan
over a quarter and in West Glamorgan about
40% ol pharmacists were selling syringes to
drug users.

Nevertheless there remains a clear
necessity for developing community-based
outlets for needles and syringes in rural
areas, but strategies for doing so remain

undefined and there are few guidelines.
Research in rural Wales has found a variety
of atterpts to provide a community-
orientated response involving a variety of
professionals, but the largest group are
community pharmacists, and it is doubtful
whether rural HIV prevention can succeed
without them. These methods may also
provide valuable extensions to agency-
based services in urban areas.

Practice models
In Wales non-statutory drug agencies did
not initially receive funding to staff ex-
changes but have recently begun to add
syringe exchange to their services. Addi-
tionally, health service exchange workers
may hold clinics and distribute syringes
from satellite clinics housed in voluntary
projects or operate in collaboration with
those projects, offering support and/or
training.

In some areas drug outreach workers and
volunteers help with the scheme. Volunteers
may help with exchange at the base,
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HIV prevention is usually seen as a pack-
age of syringe dispersal, disposal, health
care and help with drug problems, often
based in drug agencies. This has worked
well in urban areas where most people live
within reach of syringe exchanges or drug
agencies. In rural areas with dispersed
populations, localised schemes cannot
reach drug users who live more than a few
miles away. In these areas it may be more
effective to separate syringe dispersal,
disposal, and help with drug problems.
I |

particularly if no paid worker is available.
Drug team office-based and outreach
workers will often take syringes to clients.
Several have considered recruiting clients/
volunteers to act as outreach workers for the
exchange with paid workers training and
monitoring progress.

In south-west Wales syringe exchange is
operated by a full-time coordinator and
three non-statutory drug projects but, with
no full-time exchange worker, drug workers
or volunteers do much of the work.

There are no drug agency-based schemes
in north Wales but three counties in north
and mid-Wales have formal community-
based projects. These comprehensive
schemes offer a more structured approach to
collaboration. However, the coordination
and cooperation required mean they have
been slow to develop.

In contrast, in north-east Wales there is
no drug worker involvement. Instead the
aim is to develop a health care and HIV
prevention service separate from but
cooperating with the drug service. In future
drug team workers may be used as couriers
to take syringes to their own clients, a
strategy currently blocked by philosophical
differences.

Pharmacy issues

Most Welsh counties have recently sur-
veyed pharmacists in their areas. The results
indicate a wide variety of responses, many
pharmacists choosing to continue to sell,
some prepared to offer disposal facilities,
and a fair proportion prepared to be
involved in an exchange scheme.

Debate and discussion regarding the
involvement of pharmacists in Wales has
concerned the following issues.

Sale or exchange? Should pharmacists run
free exchanges, or continue to sell syringes
with disposal and collection of used
syringes provided, for example, by health
authorities? In many counties it is suggested
that selling may be the preferable option for
many pharmacists.
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In north-west Wales eight pharmacists are
actively involved in an exchange scheme.
Drug team workers in this area liaise closely
with the participating pharmacists, referring
clients and offering advice and counselling
support.

In south-west Wales six pharmacists are
actively involved in an exchange scheme.
Though approximately 20 per cent of
pharmacists agreed to take part in this
scheme, many were not currently selling
syringes to drug users and did not attract
customers to their exchange service. More
than 40 per cent of pharmacists in this
region were currently selling syringes and
many of these did not want to take part in
the exchange service.

Elsewhere in south Wales around 30 per
cent of pharmacists sell syringes. The
suggestion is that they continue to do so but
be offered disposal tubes, burn bins, health
education literature and disposal facilities,
together with support from the community
drug team.

Pharmacists who sell syringes to drug
users may be prepared to collect the used
syringes, even if they are not prepared to
become involved in a formal free exchange
scheme. Whether pharmacists exchange or
sell, it is still possible to develop links
between pharmacists and drug workers and
to offer free disposal facilities and support.
Pharmacists and other community services
could also offer information and advice on
safe disposal of used syringes at home — for
example. by clipping and burning used
syringes and using practical containers for
disposal.

First point of contact? Should community
pharmacists or drug workers be the first
point of contact for exchange schemes? If
pharmacists were the first point of contact
this would make it easier for clients to enter
a scheme: pharmacists could then refer
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Syringe dispersal

Syringe disposal

Aims to ensure that drug users do not share

HIV-infected syringes because there is no

easily available supply. Involves:

O anonymous access to affordable or free
equipment plus literature;

O convenient cleaning equipment and
bleach;

O distribution by pharmacists, GPs, CPNs,
drug services.

Aims to ensure that infected syringes are

disposed of with no danger to drug users or

the public. Involves:

O providing easy access to disposal points;

O providing incentives to people offering
disposal points, such as free and regular
disposal of equipment;

O siting disposal points in drug projects,
pharmacies, etc;

0 providing information on safe disposal.

Syringe

Exchange
[

Dealing with drug problems

customers on to drug services if necessary.

Alternatively, drug services could be the
first point of contact, registering clients with
pharmacist exchange schemes after an
initial assessment interview. Although this
ensures initial contact with a drug service,
most people involved in schemes in Wales
felt that the deterrent effect on drug users
attending schemes outweighed the possible
advantages.

Monitoring procedures? How can
monitoring/evaluation of pharmacy
schemes be organised? Although monitor-
ing is necessary it creates difficulties for
pharmacists and intrudes on the privacy of
drug users. Monitoring of exchange
schemes is of necessity more complicated
than the basic monitoring of syringes sold
and returned, where monitoring of the sale
of syringes could be carried out by pharma-
cists and the return of syringes monitored
either by the pharmacists themselves or at
the collection point.

Disassembling exchange

We have seen that localised specialist HIV
prevention services integrated with drug
treatment services is useful but excludes a
large population of injectors, especially in

Aims ta ensure access to help with drug problems by:

O treatment and counselling to enable clients to control
drug use or become abstinent;

D help to reduce the level of risk and harm;

) information, education, counselling;

O health care;

0 syringe exchange.

rural areas. In rural areas it may be more
efficient and effective to organise three
distinct aspects of HIV prevention sepa-
rately: syringe dispersal or distribution;
disposal of used syringes; and drug treat-
ment (see diagram).

One possibility is to use community
pharmacists for the dispersal function; to
organise various community-based disposal
points together with education concerning
safe disposal at home; and, for treatment, to
maintain the specialist drug agency services
and develop links between these and the
HIV prevention services.

Pharmacists could be offered a choice of
levels of involvement:

+ selling only;
+ selling and offering disposal facilities;
» formal exchange scheme.

A survey of each community pharmacy
could ascertain which pharmacists are
selling and which would be prepared to
become involved in the disposal scheme.

Developing this type of service would
involve completing surveys, developing
links between pharmacists and drug
agencies, offering support and information
to pharmacists, and providing disposal
facilities by arranging for collection of
sharps boxes. H
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