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HBV  Hepatitis B virus 
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approaches from collaborative interventions (WHO, 2013)
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practical guidance for collaborative interventions (UNDP, 2016)
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Definitions

Amphetamine-type 
stimulants (ATS)

A group of drugs, mostly synthetic in origin, whose principal 
members include amphetamine, methamphetamine and MDMA. ATS 
are available in the form of crystals (methamphetamines), powder or 
formulated tablets. ATS can be taken orally, intranasally (snorted), 
smoked as a vapour (pipe), inserted anally or injected.

ChemSex The use of any combination of crystal methamphetamine, 
mephedrone and GHB/GBL by men who have sex with men before or 
during sex, to facilitate sexual sessions lasting several hours or 
days with multiple sexual partners. ChemSex is a term used 
primarily in western Europe; in other parts of the world, the terms 
vary, e.g., “party and play” (PNP/PnP) in the United States of 
America, or “high-fun”, “chem-fun” in Asia.

Coca paste An intermediate product in the process of extracting cocaine 
hydrochloride from coca leaves. It is accessible in urban areas in 
Latin America and is known by many street names, such as pasta 
base, coca or paco. Coca paste is usually rolled into a cigarette 
mixed with tobacco and/or cannabis and smoked.

Cocaine The main psychoactive alkaloid obtained from coca leaves. It is 
generally encountered in two forms which differ in their route of 
administration: cocaine hydrochloride, which is snorted, injected or 
inserted anally; and cocaine base, which is smoked.

Crack or freebase Cocaine base (crystal) that is usually smoked in a pipe. It is made 
from powder cocaine hydrochloride by stripping it of the 
hydrochloride molecule. Inhalation of the heated vapours of cocaine 
base results in a quick onset of effects. Cocaine base may be 
returned to its salt base via the application of an acidic agent, to be 
injected. 

Entactogen (or 
empathogen)

A substance that induces a condition that allows users to “make 
contact” with their own feelings and those of others. 

Euphoriant A substance that induces euphoria.

Hepatitis A (HAV) A viral liver disease that can cause mild to severe acute illness. 
Hepatitis A is never chronic. HAV is transmitted through ingestion of 
contaminated food and water or through direct contact with an 
infectious person.

Hepatitis B (HBV) A viral infection that attacks the liver and can cause both acute and 
chronic disease. The virus is transmitted through contact with the 
blood or other body fluids of an infected person. Chronic infection 
puts people at risk of death from cirrhosis and liver cancer. HBV can 
be prevented by a vaccine.
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Hepatitis C (HCV) A viral infection that attacks the liver and can cause both acute and 
chronic hepatitis, ranging in severity from a mild illness lasting a 
few weeks to a serious, lifelong illness. The most common mode of 
transmission is through exposure to small quantities of blood. HCV 
can also be transmitted sexually and can be passed from an 
infected mother to her infant.

Methamphetamine A synthetic amphetamine-type stimulant drug, often in crystal form. 
It has many street names, including crystal, crystal meth, ice, meth, 
shabu, tina, tic and yaba.

New psychoactive 
substances (NPS)

UNODC defines new psychoactive substances as substances that are 
not controlled by the 1961 Single Convention on Narcotic Drugs or 
the 1971 Convention on Psychotropic Substances but that may pose 
a public-health threat. Street names include “legal highs”, “bath 
salts” or “research chemicals”. According to the UNODC World Drug 
Report 2017, between 2009 and 2016 there were reports on 739 
NPS, of which 36 per cent were stimulant drugs.

Opioids “Opioids” is a generic term that refers both to opiates and their 
synthetic analogues. Opiates are naturally occurring alkaloids found 
in the opium poppy, such as morphine, codeine and thebaine, as well 
as their semi-synthetic derivatives, such as heroin, hydrocodone, 
oxycodone and buprenorphine. The term “opioids” also includes 
synthetic opioids, which are structurally diverse substances.

Serosorting A person choosing a sexual partner known to be of the same HIV 
serostatus, often to engage in unprotected sex, in order to reduce 
the risk of acquiring or transmitting HIV.

Slamming Injecting drug use in the context of ChemSex (mainly ATS and 
mephedrone), prevalent in some groups of men who have sex with 
men. Also referred to as blasting.

Stimulant In reference to the central nervous system (CNS), any agent that 
activates, enhances or increases neural activity. Stimulants may also 
be called psychostimulants or CNS stimulants. They include 
amphetamine-type stimulants, cocaine, caffeine, nicotine etc. 

Stimulant drug In reference to the central nervous system, a substance that 
activates, enhances or increases neural activity by influencing levels 
and action of the dopamine, norepinephrine and serotonin 
neurotransmitters.

Strategic positioning 
(sero-positioning)

Among some men who have sex with men, the act of choosing a 
sexual position or practice depending on the HIV serostatus of one’s 
partner. Typically, it means that a person living with HIV chooses to 
take the receptive position (“bottom”) during unprotected anal sex 
with a partner believed to be HIV negative. The practice is based on 
the belief that it is less likely for HIV to be transmitted from a 
receptive partner to an insertive partner (“top”) during unprotected 
anal sex.
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Introduction

In 2017 there were an estimated 1.8 million new HIV infections globally, and 47 per cent of these 
occurred among members of key populations – men who have sex with men, people who inject drugs, 
sex workers, transgender women and prisoners – and their sexual partners [1]. Members of key popula-
tions are estimated to be far more likely to be living with HIV than members of the general population 
(Box 1).

Box 1. Key populations and HIV risk
 • People who inject drugs are 22 times more likely to be living with HIV than members 

of the general population

 • Female sex workers are 13 times more likely than other women

 • Men who have sex with men are 28 times more likely than other men

 • Transgender people are 13 times more likely than adults in the general population

 • Prisoners are 5 times more likely than adults in the general population

Sources: Global AIDS update 2018 (UNAIDS, 2018) [1]; for prisoners – Prevention gap report 2016 (UNAIDS, 2016) [2]. 
For prisoners, data are from 2015; for other key populations, data are from 2017.

Since the beginning of the HIV epidemic, the focus on HIV prevention, treatment and care among 
people who use drugs has concentrated on the needs of people who inject drugs, and mainly on those who 
inject opioids. However, data show that there are HIV-related risks associated with the use of non-injecting 
stimulant drugs, as well as with the unsafe injection of such drugs, including cocaine, amphetamine-type 
stimulants (ATS) (excluding MDMA),1 and stimulant new psychoactive substances (NPS). Use of 
stimulant drugs has also been associated with higher risk of HIV transmission through unsafe sexual 
behaviours in certain subsets of key populations [3]. 

In 2015, the United Nations General Assembly adopted the Sustainable Development Goals 
(SDGs). SDG 3, “Ensure healthy lives and promote well-being for all at all ages”, includes in its target 
3.3 ending the epidemics of AIDS and tuberculosis by 2030 and combating hepatitis (among other 
diseases) [4]. The 2016-2021 UNAIDS Fast-Track strategy, aligned with the SDGs, articulates this aim 
with three targets: (1) the “90–90–90” treatment target (90 per cent of people living with HIV will get 
tested and know the result, 90 per cent of people who know they are living with HIV will be on treat-
ment, and 90 per cent of those on treatment will have undetectable levels of HIV); (2) the prevention 
target of reducing the annual number of new HIV infections to 500,000; and (3) the zero discrimina-
tion target [5]. The Fast-Track strategy was adopted by Member States at the United Nations High 
Level Meeting on Ending AIDS in 2016 (HLM 2016)[6].

To achieve SDG target 3.3 and the UNAIDS Fast-Track strategy for ending AIDS by 2030, it is crucial 
to address the needs of people who use stimulant drugs who are at risk of HIV, with specific attention 
to the intersections among key populations. Ending the AIDS epidemic is only achievable if we ensure 
that the right people access the right services, delivered in the right place at the right time, leaving no 
one behind.

1 No evidence of increased risk for HIV related to the use of MDMA has been identified. This publication therefore does not 
cover this topic.
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Purpose of this guide

The purpose of this publication is to provide guidance on implementing HIV, hepatitis C (HCV) and 
hepatitis B (HBV) programmes for people who use stimulant drugs and who are at risk of contracting 
these viruses. It aims to: 

 • Increase awareness of the needs and issues faced by the affected groups, including the intersec-
tionality among different key populations

 • Provide implementation guidance to help establish and expand access to core HIV and hepatitis 
prevention, treatment, care and support services

It is a global document that should be adapted according to the specific context, including the type of 
stimulant drug used (cocaine, ATS or NPS) and the key populations involved, which vary considerably 
according to regions. 

The present guide proposes a package of core interventions adapted from existing international 
guidance: 

 • WHO, UNODC, UNAIDS technical guide for countries to set targets for universal access to HIV 
prevention, treatment and care for injecting drug users [7]

 • WHO Consolidated guidelines on HIV prevention, diagnosis, treatment and care for key popula-
tions – 2016 update [8]

 • Implementing comprehensive HIV and HCV programmes with people who inject drugs: practi-
cal guidance for collaborative interventions (the “IDUIT”) [9]

It also incorporates guidance from the implementation tools for other key populations:

 • Implementing comprehensive HIV/STI programmes with sex workers: practical approaches 
from collaborative interventions (the “SWIT”) [10]

 • Implementing comprehensive HIV and STI programmes with men who have sex with men: 
practical guidance for collaborative interventions (the “MSMIT”) [11]

 • Implementing comprehensive HIV and STI programmes with transgender people: practical 
guidance for collaborative interventions (the “TRANSIT”) [12]

However, none of these guidance documents and tools addresses the specific needs of people who use 
stimulant drugs and are at risk for HIV and hepatitis B and C – hence the need for this publication.

Audience

The guide is intended for use by policymakers, programme managers and service providers, including 
community-based organizations, at the national, regional or local levels, who undertake to address 
HIV prevention, treatment and care. It also provides useful information for development and funding 
agencies and for academia. 

Structure

The guide is divided into five chapters.

 • Chapter 1 explains the nature and effects of stimulant drugs, the associated risks of HIV and 
hepatitis transmission, and the issues surrounding stimulant drug use and HIV and hepatitis risk 
in specific key populations and other vulnerable groups.

http://apps.who.int/iris/bitstream/10665/77969/1/9789241504379_eng.pdf
http://apps.who.int/iris/bitstream/10665/77969/1/9789241504379_eng.pdf
https://www.who.int/hiv/pub/guidelines/keypopulations-2016/en/
https://www.who.int/hiv/pub/guidelines/keypopulations-2016/en/
http://www.unodc.org/documents/hiv-aids/publications/Implementing_Comprehensive_HIV_and_HCV_Programmes_with_People_Who_Inject_Drugs_PRACTICAL_GUIDANCE_FOR_COLLABORATIVE_INTERVENTIONS.pdf,
http://www.unodc.org/documents/hiv-aids/publications/Implementing_Comprehensive_HIV_and_HCV_Programmes_with_People_Who_Inject_Drugs_PRACTICAL_GUIDANCE_FOR_COLLABORATIVE_INTERVENTIONS.pdf,
https://www.who.int/hiv/pub/sti/sex_worker_implementation/en/
https://www.who.int/hiv/pub/sti/sex_worker_implementation/en/
https://www.unfpa.org/publications/implementing-comprehensive-hiv-and-sti-programmes-men-who-have-sex-men
https://www.unfpa.org/publications/implementing-comprehensive-hiv-and-sti-programmes-men-who-have-sex-men
https://www.unfpa.org/publications/implementing-comprehensive-hiv-and-sti-programmes-transgender-people-practical-guidance
https://www.unfpa.org/publications/implementing-comprehensive-hiv-and-sti-programmes-transgender-people-practical-guidance
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 • Chapter 2 presents the package of core HIV interventions for key populations who use stimulant 
drugs.

 • Chapter 3 describes approaches to care and support for people who use stimulant drugs, particu-
larly in the context of HIV and hepatitis. 

 • Chapter 4 describes six critical enablers – activities and strategies that are needed to ensure access 
to the interventions in the core package. 

 • Chapter 5 outlines further considerations for implementing programmes.

Within each chapter, further resources are listed. Case studies are provided throughout the guide to 
illustrate specific aspects of programmes that have been implemented in different countries.

There is also an annex presenting a series of checklists and other practical tools for policymakers 
and implementers.

Principles
Two important overarching principles are stressed throughout this publication. The first is better inte-
gration of HIV, hepatitis B and C and sexually transmitted infection (STI) services for people who use 
stimulant drugs within existing HIV harm reduction services2 and drug treatment services for people 
who inject drugs, and within sexual and reproductive health and other HIV services for key popula-
tions. The second is the meaningful involvement of people who use stimulant drugs, people living with 
HIV and other key populations in planning, implementing, monitoring and evaluating interventions. 
This is key to their success and sustainability.

Finally, the implementation of HIV-related services for people who use stimulant drugs should 
adhere to human-rights principles as described in the implementation tools mentioned above – the 
SWIT, MSMIT, TRANSIT and IDUIT.

Methodology

In its June 2009 session, the UNAIDS Programme Coordinating Board (PCB) called upon “Member 
States, civil society organizations and UNAIDS to increase attention on certain groups of non-injecting 
drug users, especially those who use crack cocaine and ATS, who have been found to have increased 
risk of contracting HIV through high-risk sexual practices”. UNODC therefore commissioned a review 
and organized a Global Expert Group Technical Meeting on Stimulant Drugs and HIV, held in Brazil 
in 2010. A discussion paper on HIV prevention, treatment and care among people who use (non-
injecting) crack and cocaine or other stimulant drugs, particularly ATS, was developed in 2012.

In 2013 the UNODC HIV Civil Society Organization (CSO) group established a Stimulant Drugs 
and HIV working group, with representatives from civil society and experts on HIV and stimulant 
drugs. The group organized consultations with representatives of the community and CSOs, including 
on the margins of the International Harm Reduction Conference in Kuala Lumpur in 2015.

2  For the purposes of this guide, harm reduction is defined by the nine interventions of the “comprehensive package” of services 
detailed in the WHO, UNODC, UNAIDS Technical guide for countries to set targets for universal access to HIV prevention, 
treatment and care for injecting drug users (see citation 7). These are: 1. Needle and syringe programmes; 2. Opioid substitution 
therapy and other drug dependence treatment; 3. HIV testing and counselling; 4. Antiretroviral therapy; 5. Prevention and treat-
ment of sexually transmitted infections; 6. Condom programmes for people who inject drugs and their sexual partners; 7. Targeted 
information, education and communication; 8. Prevention, vaccination, diagnosis and treatment for viral hepatitis; 9. Prevention, 
diagnosis and treatment of tuberculosis.

http://apps.who.int/iris/bitstream/10665/77969/1/9789241504379_eng.pdf
http://apps.who.int/iris/bitstream/10665/77969/1/9789241504379_eng.pdf
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In December 2014, the Strategic Advisory Group to the United Nations on HIV and injecting drug 
use, consisting of representatives of networks and organizations of people who use drugs, academics, 
donors, implementers and United Nations organizations, recommended conducting a new literature 
review on stimulant drugs and HIV and hepatitis C. In 2015 UNODC, together with WHO and 
UNAIDS, defined the scope of this new literature review, and accordingly UNODC commissioned it 
to cover the extent, patterns and geographic distribution of injecting and non-injecting stimulant drug 
use (particularly crack, cocaine, ATS and stimulant NPS) in men who have sex with men, sex workers 
and other groups of stimulant drug users, and their possible link to HIV and hepatitis B and C vulner-
ability and transmission; and effective interventions for prevention, treatment and care of HIV and 
hepatitis B and C among people who use such stimulant drugs. The results of the literature review were 
published by UNODC in 2016 in five papers covering the following topics:

 • Methodology and summary [3]

 • ATS [13]

 • Cocaine and crack cocaine [14]

 • NPS [15]

 • Treatment and prevention of HIV, HCV & HBV among stimulant drug users [16].

Subsequently, in the framework of preparations for the United Nations General Assembly Special 
Session on the World Drug Problem (UNGASS 2016) and the HLM 2016, UNODC organized a scien-
tific consultation on HIV and drug use, including stimulant drugs. The papers relating to stimulant 
drugs presented at the Commission on Narcotic Drugs in March 2016 covered: cocaine and crack 
cocaine use and HIV in the United States; ATS and men who have sex with men in Asia; and antiretro-
viral therapy (ART) and stimulant drug use. The recommendations of the contributing scientists were 
summarized as part of a scientific statement presented in New York on the margins of the UNGASS 
2016 and the HLM 2016 [17]. The statement stressed the need to address HIV among people who use 
stimulant drugs, including the structural, social and personal mediating factors for HIV transmission, 
such as polydrug use, STIs, mental health, homophobia, discrimination and punitive laws. The scien-
tists recommended the provision of ART to all people using stimulant drugs living with HIV, and the 
implementation of new prevention tools such as pre-exposure prophylaxis (PrEP) and the use of social 
media for communication. The statement also emphasizes that with proper support for adherence, 
ART is effective among people living with HIV who use stimulant drugs. 

In 2017, UNODC commissioned the development of the present publication, HIV prevention, 
treatment, care and support for people who use stimulant drugs: an implementation guide. Based on the 
results of the scientific reviews and of the expert group meetings, and on international guidance and 
country practices that have been identified as effective in meeting the needs of people who use stimu-
lant drugs, a first draft of the document was developed under the guidance of the UNODC CSO 
Stimulant Drugs and HIV working group. The draft guide was reviewed by external peer reviewers, 
United Nations agency reviewers and community representatives through an electronic consultation 
and three face-to-face consultations held in Viet Nam (2017), Brazil (2017) and Ukraine (2018).

http://www.unodc.org/documents/hiv-aids/2017/1_Stim_HIV_Syst_Lit_rev_Part_1_methodology_and_summary.pdf
http://www.unodc.org/documents/hiv-aids/2017/2_Stim_HIV_Syst_Lit_Rev_Part_2_ATS.pdf
http://www.unodc.org/documents/hiv-aids/2017/4_Stim_HIV_Syst_Lit_Rev_Part_4_-_New_Psychoactive_Substances.pdf
http://www.unodc.org/documents/hiv-aids/2017/5_Stim_HIV_Syst_Lit_rev_Part_5_Prevention_and_treatment.pdf
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Chapter 1

 Stimulant drugs,  
HIV and hepatitis,  

and key populations

The World Drug Report 2019 estimates that about 29 million people used ATS in 2017, and 18 million 
used cocaine [18]. There is no estimate of the total number of people using NPS. The great majority of 
people who use stimulant drugs do so on an occasional basis which may be characterized as “recrea-
tional”, and they will not develop dependence or any other health problem. 

There is evidence that the prevalence of ATS use, particularly methamphetamines, is increasing in 
some regions, including North America, Oceania and most parts of Asia. In addition, between 2009 
and 2016, there were reports of 739 NPS, of which 36 per cent were classified as stimulant drugs [19]. 

Only a small proportion of people who use stimulant drugs inject them; most smoke, snort or use 
them orally or anally. However, the World Drug Report 2017 states that 30 per cent of people who inject 
drugs inject stimulant drugs, either as their drug of first choice or in addition to opiates.

Despite evidence showing that certain subgroups of people who use stimulant drugs are at greater 
risk of HIV, prevention, testing and treatment programmes for these population groups remain very 
limited in scope and scale across the globe, and their specific needs are often overlooked.

1.1 Stimulant drugs 

Stimulant drugs are chemically diverse substances that are similar in their capacity to activate, increase 
or enhance the neural activity of the central nervous system, resulting in a common set of effects in 
most people who use them, including increased alertness, energy and/or euphoria.3

This publication considers three types of stimulant drugs for which data have shown a link with 
increased HIV risk among some key populations: 

 • Cocaine: Found in various forms, e.g. smokable cocaine, crack cocaine, freebase, paste or pasta base, 
paco, basuco. Depending on the form, it may be sniffed or snorted, injected, ingested or inserted anally.

3  For more detailed information on different stimulant drugs and their effects, see: Terminology and information on drugs. 
Third edition. New York (NY), United Nations, 2016 (https://www.unodc.org/documents/scientific/Terminology_and_
Information_on_Drugs-3rd_edition.pdf, accessed 15 January 2019).
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 • Amphetamine-type stimulants: Amphetamines and methamphetamines (excluding MDMA) are 
found in different forms, e.g. crystals (methamphetamines), powder or formulated tablets [20]. 
They are taken orally, smoked from a pipe, sniffed or snorted, inserted anally or injected in a 
solution.

 • Stimulant new psychoactive substances: Found in various forms, e.g. synthetic cathinone, phenethy-
lamines, aminoindanes and piperazines. They are sometimes referred to as “bath salts” [21][22]. 
Depending on the form, NPS are taken orally, smoked, inserted anally or injected. 

All types of stimulant drugs have common effects:

 • Mental: Euphoria, raised libido, reduced appetite and sleep drives, enhanced perception, 
increased alertness, cognitive improvements and deficits (attention, working memory, long-term 
memory), emotional intensity and excitability, and increased confidence.

 • Behavioural: Talkativeness, hypervigilance, hyperactivity, increased sociability, disinhibition, 
changes in sexual behaviour (including sexual sessions of longer than usual duration), faster reaction, 
and repetitive activity (“tweaking”); hyper-excitability, insomnia, restlessness, panic, erratic behav-
iour, and sometimes aggressive or violent behaviour [23].

 • Physical: Increased heart rate (including palpitations), raised temperature (hyperthermia), circu-
latory changes (higher blood pressure, vasoconstriction), increased breathing rate, dry mouth, 
teeth-grinding, jaw-clenching/gurning, faster eye-movements, and dilated pupils. 

The onset and duration of these effects vary according to the drug, its form, dosage, route of adminis-
tration, the characteristics of the individual using it, and the context of use. 

Chronic use of stimulant drugs can lead to psychological dependence; development of tolerance; 
destruction of tissues in the nose if snorted or sniffed; chronic bronchitis, which can lead to chronic 
obstructive pulmonary disease; malnutrition and weight loss; disorientation, apathy, confusion, 
exhaustion due to lack of sleep, and paranoid psychosis. During withdrawal there may be a long period 
of sleep and depression. 

Cocaine
Cocaine is generally encountered in two forms which differ in their route of administration: cocaine 
hydrochloride (HCL), a powder, which is snorted, injected or taken anally, and cocaine base (crack, 
freebase, or crystal) which is smokable and usually taken in a pipe. A third form, coca paste (pasta base, 
paco, coca pasta, etc.), is an intermediate product of the process of extraction of HCL from the coca 
leaves. Available mainly in Latin America, it is usually smoked in a cigarette. 

Cocaine is a powerful stimulant whose effects diminish quickly, prompting the user to repeatedly 
administer additional doses. When snorted, cocaine produces a slow wave of euphoria, followed by a 
plateau and then a “come down” period. 

In its smokable form, cocaine has a more intense and immediate effect. Severe anticipatory anxiety 
about the impending low may result in repeat dosing. This cycle may take around 5 to 10 minutes.

The use of cocaine is more prevalent in North and South America than in the rest of the world. 

Amphetamine-type stimulants (ATS)
Amphetamine and methamphetamine are synthetic drugs whose effects include euphoria, arousal and 
psychomotor activation. ATS can be taken orally, intranasally, smoked as a vapour (pipe), inserted 
anally or injected. Immediately after smoking or injecting, people experience a pleasurable “rush”. 
Intranasal and oral ingestion produce a gradual euphoria or “come up”. 
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Depending on the level of tolerance, the effects of methamphetamine may last four hours, or as long 
as 24 hours for someone new to the drug [24]. Some people who use methamphetamine may experi-
ence a feeling of invincibility, with an accompanying propensity to engage in high-risk behaviours, 
creating vulnerabilities to acquiring HIV [25]. The direct health impacts of ATS include insomnia and 
cardiovascular stress. Long-term negative effects may include dopamine physical dependence, psycho-
logical dependence, psychosis and paranoia, and depression.

Amphetamine and methamphetamine use is reported in all parts of the world. 

Stimulant new psychoactive substances 
There are a various types of new psychoactive substances (NPS), with different molecular structures, 
but the majority of stimulant NPS are synthetic cathinones, which have a similar molecular structure 
to cathinone found in the khat plant. Common synthetic cathinones include mephedrone, pentedrone, 
methylone or methcathinone. They fall into two main families: euphoriants and entactogens. NPS are 
taken orally, can also be snorted or inserted anally, and less frequently are injected. Stimulant NPS 
produce similar mental, physical and behavioural effects to traditional stimulant drugs such as cocaine, 
amphetamines and methamphetamines. Synthetic cathinones and other stimulant NPS are also used 
to improve sexual experience [26]. 

The use of synthetic cathinone such as mephedrone (sometimes called “bath salts”) has recently 
emerged [18]. Studies from Hungary [27][28][29], Ireland [30][31], Israel [32], Romania [33] and 
the United Kingdom [34] suggest that due to a shortage in heroin supply and easy access to synthetic 
cathinone, a significant proportion of people who inject drugs have switched to injecting synthetic 
cathinone in recent years. 

1.2 Stimulant drug use and risks of HIV/HBV/HCV transmission 

The HIV/HBV/HCV risk associated with stimulant drug use is linked to a higher prevalence of unpro-
tected anal and vaginal sex, and of sharing pipes, straws and injection equipment, in some groups of 
men who have sex with men, sex workers, people who inject drugs and people in prisons. 

Transmission risks through concurrent stimulant drug use and unprotected sex 
Inconsistent condom use by people who use stimulant drugs has been identified as a prime means of 
contracting STIs, including HIV, particularly as a result of the concurrent use of stimulant drugs with 
frequent sexual activity of long duration with multiple partners or in groups. Stimulant drug use may 
also facilitate longer penetration (which can lead to condom breakages), and more intense acts such as 
fisting that increase the opportunity of anal and vaginal tears or bleeding. 

Transmission risks through sharing injection equipment
Injecting methamphetamine, cocaine or NPS entails a similar risk to injecting other drugs when nee-
dles and injecting equipment are shared. Given that many stimulant drugs have a shorter duration of 
action compared with opioids, people who inject stimulant drugs report a higher frequency of inject-
ing, with compulsive re-injecting and a greater likelihood of sharing and reusing needles and syringes 
that may be contaminated [22][34]. HIV and HCV risk is also increased when cocaine or crack is co-
administered with heroin, including injection of heroin and cocaine (“speedballing”) [35]. 

Coexisting injecting drug use and unprotected sex further increases the likelihood of HIV and hep-
atitis transmission, especially in high-incidence communities. This pattern has been seen, for example, 
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with the use of home-made ATS, such as boltushka in Ukraine. People who inject boltushka engage in 
high levels of injecting risk behaviours and in sexual risk behaviour post use. They are young and poor, 
and the great majority are already living with HIV [36].

Hepatitis C transmission through straws or pipes 
HCV is transmitted through blood or, less commonly, through sexual contact. HCV can be transmit-
ted from a person living with hepatitis who has oral or nasal sores or lacerations through sharing of 
straws or pipes [37][38][39][40]. Compared with the general population, higher HCV prevalence 
rates, ranging from 2.3 to 17 per cent, have been observed among people who smoke or sniff stimulant 
drugs [41]. However, it is difficult to determine whether HCV transmission in these cases occurred 
through blood exposure, sexual activity, or both.

1.3  Stimulant drug use and HIV/HBV/HCV transmission risks 
among key populations

Men who have sex with men
There seems to be a clear association between ATS use among men who have sex with men and risk of 
HIV infection. Methamphetamine use has been associated with increased frequency of unprotected 
sex among some men who have sex with men, thereby increasing vulnerability to STIs, HBV and HIV 
[42][43][44][45]. Studies have indicated HIV prevalence rates among men who have sex with men 
who use methamphetamine ranging between 17 and 61 per cent, and HIV incidence ranging from 
2.71 per 100 person-years [46] to 5 per 100 person-years [47].

The use of stimulant drugs by some men who have sex with men to facilitate sex (referred to as 
ChemSex)4 has been linked to decreased condom use, sex with multiple partners and other high-risk 
sexual behaviours that increase likelihood of HIV and HCV transmission [48][49]. Increased sexual risk 
behaviours, including unprotected sex, coupled with potential anal or rectal trauma resulting from longer, 
more frequent and intense sexual encounters under the influence of drugs, could facilitate STI transmis-
sion among men who have sex with men, including HCV among men who have sex with men living with 
HIV. Risk-reduction strategies for HIV prevention such as serosorting5 and strategic positioning6 are inef-
ficient for the prevention of other STIs, HBV or HCV. The association between ChemSex, drug use and 
sexually transmitted acute HCV infection among men living with HIV who have sex with men has been 
documented in several countries and regions [50].

ChemSex is mostly associated with non-injecting drug use, although some may also inject synthetic 
cathinones, amphetamines and methamphetamines (referred to as “slamming” or “blasting” within 

4  “ChemSex” is a term used on geo-sexual networking apps by gay men in Europe (and adopted by the gay men’s health sec-
tor) that refers to the use of any combination of drugs that includes crystal methamphetamine, mephedrone and/or GHB/GBL 
before or during sex to facilitate sexual sessions lasting several hours or days with multiple sexual partners. While drugs such as 
alkyl nitrites (poppers) have long played a minor role in the gay sex scene, ChemSex is less of a traditional sex and drugs issue; it 
has been adopted by a small but very sexually active group of men who are far more likely to contract HIV through this behav-
iour (due to high HIV prevalence within the population of men who have sex with men).

5 Serosorting is defined as a person choosing a sexual partner known to be of the same HIV serostatus, often to engage in 
unprotected sex, in order to reduce the risk of acquiring or transmitting HIV (WHO Guidelines: prevention and treatment of HIV 
and other sexually transmitted infections among men who have sex with men and transgender people: recommendations for a public 
health approach 2011)

6  Strategic positioning, also known as sero-positioning, is the act of choosing a different sexual position or practice depending 
on the HIV serostatus of one’s partner. Typically, it means that a person living with HIV chooses to take the receptive position 
(“bottom”) during unprotected anal sex with a partner believed to be HIV-negative. The practice is based on the belief that it is 
less likely for HIV to be transmitted from a receptive partner to an insertive partner (“top”) during unprotected anal sex. 
(MSMGF technical bulletin series: serosorting and strategic positioning, 2012).

https://www.who.int/hiv/pub/guidelines/msm_guidelines2011/en/
https://www.who.int/hiv/pub/guidelines/msm_guidelines2011/en/
https://www.who.int/hiv/pub/guidelines/msm_guidelines2011/en/
http://msmgf.org/files/msmgf/documents/TechBulletins/EN/Sec5MSMGF_TechBulletins2012.pdf
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the context of ChemSex) [51], with a high level of sharing of injection equipment and consequently 
higher risks of HIV and HCV transmission [52][53][54]. Mephedrone use seems to have risen among 
men who have sex with men in the context of ChemSex [52]. 

The use of erectile dysfunction medications such as sildenafil is often reported among men who 
have sex with men who also consume methamphetamines and has been identified as increasing rates of 
unprotected sex and HBV, syphilis and HIV risks [46][48][55]. 

People who inject drugs
Injecting stimulant drugs carries the greatest risk of acquiring HCV or HIV, due primarily to the shar-
ing of contaminated needles and syringes. People who inject cocaine, ATS or heroin have a risk of 
acquiring HIV that is respectively 3.6, 3.0, and 2.8 times greater than people using stimulant drugs 
without injecting [56]. Outbreaks of HIV or hepatitis C among people who inject drugs, partly due to 
the increased use of synthetic cathinone as a replacement for heroin, have been reported in Greece [57], 
Hungary [29] and Romania [33][58].

People who inject stimulant drugs such as ATS show higher prevalence of sexual risk behaviours 
compared with people who inject opiates, and similar to non-injecting ATS users [59][60][61][62].

Sex workers
Exchanging sex for crack cocaine or money has been associated with several HIV risk behaviours, such 
as having a greater number of clients per week [63], high levels of unprotected sex [64], sharing crack 
cocaine with clients [65] and heavier crack use, as well as structural vulnerabilities like homelessness 
and unemployment [66]. One study reported a higher HIV prevalence among those who exchange sex 
for drugs or money than among those who did not [67]. Individuals with drug dependencies who 
exchange sex for drugs may have reduced power and control over sexual interactions [68]. The use of 
methamphetamines by female sex workers has been associated with engaging in unsafe sex [69]. 

Female sex workers who use smokable cocaine are often homeless or poorly housed in economi-
cally depressed neighbourhoods, and have poor access to health services, including HIV services, as 
well as to prenatal and reproductive care and to social support. Sex workers, whether male, female or 
transgender, may be coerced into consuming drugs with their clients, increasing the risk of unpro-
tected sex and violence.

Male, female and transgender sex workers face barriers to accessing and using services due to the 
multiple stigma surrounding drug use, sex work and sexual orientation, which are criminalized to vary-
ing degrees in many jurisdictions around the world. 

Transgender people
The use of methamphetamines, smokable cocaine or cocaine among transgender women has been 
associated with higher risks of HIV transmission, mainly through sex [70][71]. For example, a survey 
conducted among transgender women in high-risk venues and on the streets of Los Angeles, United 
States, indicated that recent methamphetamine and/or smokable cocaine use was associated with a 
more than twofold higher risk of reported HIV-positive status [72].

People living in prisons and other closed settings
People who use stimulant drugs, such as methamphetamine, in prisons are more likely to engage in a 
number of sexual risk behaviours, including use of methamphetamines in the context of sex and incon-
sistent use of condoms [73][74].
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Women who use drugs
Women who use drugs face stigma and other barriers to accessing essential health and HIV services, 
including gender-based violence, fear of forced or coerced sterilization or abortion, or loss of child 
custody. Cross-cultural stigma associated with women vacating gender roles, such as caring for their 
family, being pregnant and being mothers of infants and children, is a major challenge [75]. Many 
women who use drugs face unequal power dynamics in relationships, and higher rates of poverty; 
these factors interfere with their ability to access reproductive health supplies, including condoms and 
other contraceptives [76]. 

People living with HIV
Although cocaine or methamphetamine use has a negative impact on the immune system, particularly 
among people living with HIV, the immunodepressive effect disappears when people living with HIV 
who use stimulant drugs adhere to antiretroviral therapy [77]. People living with HIV using stimulant 
drugs experience the worst HIV outcomes when they do not know they are living with HIV, or cannot 
access ART. 

A review of the literature reports findings that psychological, behavioural and social factors all play 
a role, separately and in combination, in determining HIV outcomes in patients, their access to health 
services, and adherence to ART:

 • In people living with HIV, regular methamphetamine use has measurable negative effects upon 
neuropsychological functioning (e.g. deficits in episodic memory, executive functions and infor-
mation-processing speed) [78] over and above the negative neurocognitive effects caused by 
HIV and HCV [79]. This may impact their health-protective behaviour, health-services-seeking, 
access to HIV clinics and adherence to ART. In addition, HIV-specific traumatic stress and related 
negative affect are independently associated with greater stimulant-drug risk behaviours and 
reduced ART adherence [80].

 • Cocaine and ATS have a negative impact on the immune system, increasing vulnerability to 
opportunistic diseases and accelerating the evolution of HIV among people who do not adhere 
to ART [77][81]. (See section 2.4 for more information on the interactions between ART and 
stimulant drugs).

 • Some communities of people who use stimulant drugs are very marginalized, extremely poor and 
have few resources, including access to adequate nutrition, and this also impacts their access to 
services and consequently the evolution of HIV infection.

To reach people who frequently use stimulant drugs and retain them in effective HIV treatment 
regimes, access and adherence barriers related to HIV treatment must be accurately identified and 
addressed. When assessing why a patient who uses stimulant drugs is lost to follow-up, important fac-
tors that should be considered include stigma, discrimination, mental health, employment status, pov-
erty, homelessness, migration, exposure to violence, incarceration, fear of criminalization, and family 
responsibilities. See chapter 4 for more information.

1.4  The impact of criminal sanctions on HIV transmission 
among key populations 

Stigma, discrimination and criminal sanctions against people who use drugs, men who have sex with 
men, transgender people, sex workers and people living with HIV have a direct impact on their ability 
and willingness to access and use HIV and other health services. These also impede the ability of 
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people from key populations to access the commodities or services needed to practise protective behaviours, including 
condom use, and to access sterile injecting equipment, HIV testing and HIV treatment.

A systematic review of 106 peer-reviewed studies published between 2006 and 2014 examined the association between 
criminal sanctions for drug use and HIV prevention and treatment-related outcomes among people who inject drugs [82]. 
While the studies were mainly conducted in North America and Asia, the findings highlighted that criminal sanctions were 
responsible for substantial barriers to HIV treatment and prevention interventions for people who inject drugs.
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Core interventions 

Following an extensive literature review and technical consultations at country and global levels, 
expert participants in a number of consultations agreed on a package of eight core interventions for 
HIV prevention, treatment, care and support among people who use stimulant drugs and are at risk of 
HIV. These interventions have been adapted from the WHO/UNODC/UNAIDS Comprehensive 
Package for HIV and people who inject drugs, and from the WHO Consolidated Package for HIV and 
key populations [7][8]. 

1 Condoms, lubricants and safer sex programmes

2 Needle and syringe programmes (NSP) and other commodities

3 HIV testing services (HTS)

4 Antiretroviral therapy (ART)

5 Evidence-based psychosocial interventions and drug dependence treatments 

6 Prevention, diagnosis and treatment of STIs, hepatitis and tuberculosis (TB) 

7  Targeted information, education and communication (IEC) for people who use stimulant 

drugs and their sexual partners

8 Prevention and management of overdose and acute intoxication

The core interventions should be adapted to the specific needs of different key populations. An assess-
ment of the population to be served will assist in providing the evidence needed to design a client-
centred package of services that responds to specific needs. 

2.1 Condoms, lubricants and safer sex programmes

People who have sex while under the influence of stimulant drugs are more likely to engage in sexual risk 
behaviours, especially unprotected sex [83]. They may have reduced sexual inhibitions and a feeling of 
invincibility, which makes choosing or remembering to use a condom more challenging. Other factors that 
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can contribute to inconsistent condom use include lack of access to condoms and lubricants when needed, 
poor safe-sex negotiations skills, being on PrEP [84] and engaging in risk-reduction strategies such as 
serosorting or strategic positioning. These strategies have their limits in terms of risk for HIV transmission, 
particularly if people are under the influence of stimulant drugs, and they do not prevent transmission of 
other STIs including HBV and HCV.

Promoting the use of male and female condoms and appropriate 
lubricants remains a core HIV prevention strategy for people who use 
stimulant drugs and their sexual partners. Condoms offer protection 
against HIV, other STIs such as syphilis and gonorrhoea, and possible 
sexual transmission of HBV or HCV. Condoms can also prevent unin-
tended pregnancy. 

Condoms and lubricants should be available widely, and without charge. Targeted distribution of 
free condoms helps overcome the barriers associated with their cost and can help reinforce the social 
acceptability of condom use. Distribution of condoms and sex-education information by peers and 
outreach workers plays an important role, including in the street or party setting.

It is important to consider the variety of condoms available to meet key population preferences, and 
their distribution, to ensure wide availability of condoms and lubricant and access to them in places 
where people engage in stimulant drug use and sex concurrently. For example, in the case of sex-on-
premises venues or nightclubs, simply making condoms available in the usual places, such as toilets or 
at the bar, is often not sufficient to ensure that people have them to hand when they need them. 
Consultation with the beneficiaries is critical to ensure easy access. Similarly, to ensure access to con-
doms in prisons, strategies must be tailored to each prison, based on its architecture, regime and the 
movements of prisoners within the prison. 

Safer-sex education for people who use stimulant drugs should cover:

 • Promotion of condoms and lubricant use

 • Information on sexual transmission of HIV, hepatitis and STIs

 • Safe-sex negotiation strategies 

 • Information on strategies to reduce risks of HIV transmission (sero-sorting and strategic position-
ing), including their limitations

 • Information on pre-exposure prophylaxis of HIV (PrEP)

The use of stimulant drugs may 
increase sexual risk behaviour and 
affect the capacity to negotiate and 
adhere to safer sex.

Box 2. Web information on harm reduction in the context of ChemSex

The website “Sleaze without consequences”, created by the Dutch organizations Soa Aids 
Netherland and Mainline, provides information on reducing the risks of hepatitis, HIV and 
other STIs, and safer-sex information for men who have sex with men engaging in ChemSex. 

The website includes information on what measures to take if the ChemSex party is 
taking place at one’s own home (such as providing condoms, disinfectants etc.), and 
what commodities should be taken along when going to another place to have sex under 
the influence of methamphetamines, to reduce risks of HIV or hepatitis transmission. 

Further resources

The four key population implementation guides (the IDUIT, MSMIT, SWIT and TRANSIT) provide 
useful general information on condoms, lubricants and safer sex programming for people who inject 
drugs, men who have sex with men, sex workers and transgender people.

https://sexntina.nl/en/sleazen-zonder-nasleep/
http://www.unodc.org/documents/hiv-aids/publications/Implementing_Comprehensive_HIV_and_HCV_Programmes_with_People_Who_Inject_Drugs_PRACTICAL_GUIDANCE_FOR_COLLABORATIVE_INTERVENTIONS.pdf,
https://www.unfpa.org/publications/implementing-comprehensive-hiv-and-sti-programmes-men-who-have-sex-men
https://www.who.int/hiv/pub/sti/sex_worker_implementation/en/
https://www.unfpa.org/publications/implementing-comprehensive-hiv-and-sti-programmes-transgender-people-practical-guidance
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2.2 Needle and syringe programmes and other commodities

Due to the short duration of their effects, injection of stimulant drugs is frequently associated with 
rapidly repeated injecting, with some individuals reporting more than 20 injections a day. Injecting 
may take place in groups, and people may use several different stimulant drugs and other types of drug 
in the same session. These patterns of use increase the likelihood that non-sterile equipment will be 
used or shared, elevating the risk of HIV and hepatitis transmission.

The accessibility and design of needle and syringe programmes (NSPs) must take into account the 
nature of stimulant drugs and patterns of their use. People who inject stimulant drugs should be edu-
cated, encouraged and supported to acquire sufficient sterile syringes. NSP policies and protocols 
should allow people who inject stimulant drugs access to enough injecting equipment for themselves 
and their peers. One-for-one exchange or other forms of restricted access to needles and syringes are 
not recommended in any situation and are particularly unhelpful with people who inject stimulant 
drugs [85][86]. 

In the party and club scene, injecting stimulant drugs is more likely to take place outside the normal 
operating hours of HIV harm reduction services. NSPs and other community drug services do not 
always engage with the party and club scene, compounding the lack of service availability or HIV pre-
vention messaging. This lack of access is particularly problematic for people who inject stimulant 
drugs, who would benefit from access to an NSP and other services.

Creative strategies can be used to make sterile needles and syringes available to people who inject 
stimulant drugs, particularly outside operating hours, and in the places where stimulant drugs are pur-
chased or used. These may include satellite NSPs in projects or clinics for key populations, needle and 
syringe dispensing machines, secondary NSP, outreach programmes, safer clubbing initiatives, out-
reach at sex-on-premises venues (bars, saunas, clubs, etc.), outreach programmes at festivals, and com-
munity mobilization initiatives. 

NSPs designed to address the needs of people who use stimulant drugs, including all key popula-
tions, are well positioned to provide an entry point to a coordinated cascade of services, starting with 
voluntary HTS. They can also offer information on how to reduce risks related to the use of drugs, 
distribute female and male condoms and lubricant, and provide route transition interventions (see 
below). Efforts to understand the context of an individual’s drug use, their injecting equipment needs, 
and their concurrent sexual behaviours will help ensure that appropriate messaging is used. 

NSPs should also provide education, advice and equipment to support safer injecting practices, 
including on the importance of hand hygiene, avoiding sharing any paraphernalia (filters, water) 
associated with injecting, and keeping even the smallest amounts of blood out of the space where 
drugs are prepared for injection. It is also important to provide syringe disposal bins or plastic bins or 
containers for the safe disposal of used injecting equipment, 
which is key to preventing needle-stick injuries and reducing risk 
or inconvenience to the wider community associated with illicit 
drug injection. 

Syringes with colour-coded barrels provide an example of a 
promising practice that supports people who inject stimulant 
drugs in group settings. Each participant is assigned a different 
colour and provided with syringes of that colour which he or she 
alone is to use. This can help reduce the accidental sharing of 
injecting equipment, particularly if it is reused.

Evidence shows that injections with low 
dead-space syringes (LDSS) reduce the 
amount of blood in a used syringe 
compared with regular or high dead-space 
syringes. WHO recommends LDSS to reduce 
the risk of transmission of viral hepatitis in 
case sharing does take place [87].
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Further resources

Guide to starting and managing needle and syringe programmes (WHO, UNAIDS, UNODC, 2007) [88]
Implementing comprehensive HIV and HCV programmes with people who inject drugs: practical guidance 
for collaborative interventions (the IDUIT) (UNODC, INPUD, UNDP, UNFPA, WHO, UNAIDS, 
USAID, 2017) [9]
Guidance on prevention of viral hepatitis B and C among people who inject drugs (WHO, 2012) [87]

Route transition interventions
Route transition interventions support people who use drugs to avoid initiation into injecting, or to 
encourage people who are injecting to transition to non-injecting routes of administration. Behavioural 
interventions, peer education interventions and the provision of commodities that support alterna-
tives to injecting, such as pipes, mouthguards and aluminium foil, can be used to engage with people 
who inject heroin and/or stimulant drugs. 

Box 3. A harm reduction programme for people who smoke cocaine or 
methamphetamines in the Pacific North-West United States

The People’s Harm Reduction Alliance (PHRA) is a peer-based harm reduction programme 
for people who use drugs in the Pacific North-West of the United States, established 
in 2007. In its first year, PHRA provided syringes and sterile injection equipment; 
however, the need to expand services to include people who smoke drugs became 
quickly apparent via the peer-based framework and feedback from clients. In 2008, 
PHRA  launched a crack pipe programme to reach a different group of people who use 
drugs. The programme has become a point of contact for them to access additional 
services. In 2015, the programme was expanded to include methamphetamine pipes 
because participants informed PHRA that lack of access to pipes led them to inject more 
frequently than they would otherwise do.

Both pipe programmes have increased the inclusion of people who smoke crack and 
methamphetamine at PHRA and linked them to other essential health services. In 2016, 
PHRA expanded services for non-injectors further with a snorting programme.

HIV and HCV prevention opportunities for people who smoke stimulant drugs
Crack cocaine, cocaine base and methamphetamine can be smoked in a pipe, offering access to the 
high-dose surging effect. The repeated use of heated crack pipes can cause blisters, cracking and sores 
on the tongue, lips, face, nostrils and fingers. It has been suggested that this may facilitate HCV trans-
mission via unsterile paraphernalia (although this has not been clearly established). People smoking 
stimulant drugs in pipes do not require single-use equipment but will benefit from having personal 
(individual) smoking equipment, and messaging that pipes should not be shared. The same principle 
applies for straws used to inhale cocaine.

The distribution of pipes, mouthguards and other piping paraphernalia provides practical strategies 
for engaging stimulant drug smokers and reinforces the “Don’t share pipes” message. The principles of 
distributing paraphernalia and engaging people who smoke stimulant drugs with messages about HIV 
and hepatitis prevention remain the same. 

https://www.who.int/hiv/pub/idu/needleprogram/en/
http://www.unodc.org/documents/hiv-aids/publications/Implementing_Comprehensive_HIV_and_HCV_Programmes_with_People_Who_Inject_Drugs_PRACTICAL_GUIDANCE_FOR_COLLABORATIVE_INTERVENTIONS.pdf,
http://www.unodc.org/documents/hiv-aids/publications/Implementing_Comprehensive_HIV_and_HCV_Programmes_with_People_Who_Inject_Drugs_PRACTICAL_GUIDANCE_FOR_COLLABORATIVE_INTERVENTIONS.pdf,
http://www.who.int/hiv/pub/guidelines/hepatitis/en/
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Box 4. Example of content of kits for safer smoking

 • Pipes

 • Mouth- or lip guards – a rubber band, rubber tubing, or sometimes specially produced

 • Stainless steel wool, used as gauze to suspend the crack cocaine inside the pipe

 • Alcohol wipes to clean the pipe and reduce risks associated with sharing 

 • Lip balm containing vitamin E, to help protect and heal chapped or injured lips

 • Sterile dressing to cover wounds or burns arising from smoking crack

 • Sugar-free chewing gum which can help stimulate saliva production to protect teeth 
and reduce dental damage

 • Condoms and lubricants to support safer sex practices

 • Health promotion leaflets

Safe tattooing
In some population groups who use stimulant drugs, unsafe tattooing is frequent and constitutes a risk 
for transmission of HCV. This is a particular issue in prisons where tattooing is prohibited and hidden 
and unhygienic tattooing is common. NSPs and other low-threshold services can offer safe tattooing 
information, training and safe equipment.

2.3 HIV testing services 

HIV testing provides an opportunity to deliver HIV prevention messages and to link people to HIV-
prevention and other relevant health and support services. HIV testing services (HTS) are also the 
critical entry point to ART (see section 2.4). Given the evidence that individuals who are ART-
adherent and have achieved viral suppression do not transmit HIV, HTS is a crucial component of 
HIV prevention programmes. 

It is important to increase the opportunities for people who use stimulant drugs to access and use 
confidential, easy and convenient HIV testing that is linked to the provision of ART for those who test 
positive. Community-based rapid HIV testing provides an opportunity to deliver results immediately. 
This can be of particular importance with street- or venue-based people who use stimulant drugs, 
where the primary source of engagement may be outreach programmes brought to where they are, 
rather than waiting for them to present at a specific testing loca-
tion. Other outreach opportunities may also be used to distribute 
HIV self-test kits. 

Regardless of the testing modality, it is important to have a 
protocol to assist people to get a confirmatory test if they test 
positive, and to access and successfully use HIV care and treat-
ment services if needed, including immediate access to ART, 
post-exposure prophylaxis (PEP) or PrEP, as appropriate. 

All HIV testing must be voluntary, 
confidential and accompanied by post-test 
counselling, based on the specific HIV test 
result and the needs of the individual (see 
the WHO Consolidated guidelines on HIV 
testing services) [89]. 

https://www.who.int/hiv/pub/guidelines/hiv-testing-services/en/
https://www.who.int/hiv/pub/guidelines/hiv-testing-services/en/
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Further resources

Consolidated guidelines on HIV testing services (WHO, 2015) [89]
Guidelines on HIV self-testing and partner notification: supplement to consolidated guidelines on HIV testing 
services (WHO, 2016) [90]
More detailed guidance on community HIV testing and counselling can be found in the IDUIT, 
MSMIT, SWIT and TRANSIT.

Box 5. Increasing access to HIV testing for key populations in Brazil: 
Viva Melhor Sabendo

In 2014, the Department of Surveillance, Prevention and Control of STIs, HIV/AIDS and 
Viral Hepatitis of Brazil’s Ministry of Health developed the “Viva Melhor Sabendo” (VMS) 
strategy. The strategy, implemented nationally in partnership with CSOs, aimed to 
increase access to HIV testing for key populations through rapid oral-fluid testing. 

Voluntary, confidential and free HIV testing was offered in the locations where key 
populations live and socialize, including on the street, in the homes of female sex 
workers and transvestites (travestis), saunas and gay cinemas, sex-work locations, bars, 
nightclubs, parties and drug-use scenes. Different strategies to establish contact were 
tested, but most opted for a one-on-one approach, emphasizing the necessary discretion 
in places such as sex-work points or the drug-use scene.

Community engagement was key to reaching these population groups at alternative times 
and places and outside health service structures. Trained peer educators conducted all 
activities and offered information on HIV prevention, diagnosis and treatment. Post-test 
counselling was offered to all individuals who underwent an HIV test. Those with a 
positive test result were referred to health services, and the CSOs were responsible for 
monitoring these individuals until confirmation of diagnosis and initiation of treatment. 

Data on 43,000 individuals who participated in the VMS project between 2014 and 2016 
showed that 43 per cent were women, 32 per cent heterosexual men, 20 per cent men who 
have sex with men, and 5 per cent transgender people or travestis. Prevalence of drug use 
was 62 per cent, and it was highest among heterosexual men (79 per cent) and among men 
who have sex with men (72 per cent). Among people who used drugs, 52 per cent received 
an HIV test for the first time, and 2.4 per cent of these tested positive.

On-site HIV testing can pose challenges, including the possible lack of confidentiality that comes 
especially with small, closed communities. Outreach workers and service providers need to ensure 
that HIV testing is always voluntary and that coercive use of self-test kits by third parties such as law 
enforcement or employers to test any individual (e.g., sex workers) is unacceptable.

https://www.who.int/hiv/pub/guidelines/hiv-testing-services/en/
https://www.who.int/hiv/pub/vct/hiv-self-testing-guidelines/en/
https://www.who.int/hiv/pub/vct/hiv-self-testing-guidelines/en/
http://www.unodc.org/documents/hiv-aids/publications/Implementing_Comprehensive_HIV_and_HCV_Programmes_with_People_Who_Inject_Drugs_PRACTICAL_GUIDANCE_FOR_COLLABORATIVE_INTERVENTIONS.pdf,
https://www.unfpa.org/publications/implementing-comprehensive-hiv-and-sti-programmes-men-who-have-sex-men
https://www.who.int/hiv/pub/sti/sex_worker_implementation/en/
https://www.unfpa.org/publications/implementing-comprehensive-hiv-and-sti-programmes-transgender-people-practical-guidance


27

Chapter 2 Core interVentionS 

2.4 Antiretroviral therapy 

Antiretroviral therapy (ART) is the treatment of people living with HIV with medications that sup-
press the replication of the virus. Currently the standard treatment consists of a combination of antiret-
roviral drugs (ARVs), and it is indicated for all people living with HIV, irrespective of their CD4 count. 
ART reduces morbidity and mortality rates among people living with HIV, improves their quality of 
life and reduces risks of transmission of HIV. ARVs are also administered to some groups of people at 
risk for HIV acquisition either before exposure (PrEP) or after (PEP). ART is also needed for preven-
tion of mother-to-child transmission of HIV.

Cocaine and ATS have been associated with faster disease pro-
gression in people living with HIV, due to weakening of the 
immune system by the drugs. However, if adherence is main-
tained, the effectiveness of ART is not reduced in people who use 
stimulant drugs: ART reduces viral load and improves immune 
function, just as it does for other people living with HIV [77]. 

Strategies to support adherence to ART, including peer and 
outreach support, are described in section 3.1. 

Side-effects of antiretroviral drugs and interactions with stimulant drugs
As with many medications, ARVs have been associated with various side-effects, including acute or 
chronic alterations of the renal function, or hepatic dysfunction. Some medications can cause side-
effects in the central nervous system, such as depression. 

Liver toxicity is one of the most commonly reported adverse consequences associated with ARVs. 
This can range from asymptomatic elevation of the liver enzymes to a hepatic failure. Risks for ARV-
related adverse consequences for the liver are higher in cases of cocaine use, excessive alcohol use, co-
infection with HBV or HCV, fibrosis of the liver, concomitant treatment for TB and advanced age.

Impact of stimulant drugs on antiretroviral drug serum level 
Cocaine, mephedrone and methamphetamines interact with several ARVs, influencing the serum level 
of the medications and the risk of side-effects. As scientific knowledge progresses, new ARV regimens 
may be proposed, with the potential for interactions with the NPS that are frequently appearing on the 
market. The University of Liverpool provides a regularly updated website on HIV medication interac-
tions, including the interaction of ARVs with stimulant drugs: 
https://www.hiv-druginteractions.org/treatment_selectors.

Impact of antiretroviral drugs on serum level of stimulant drugs
Serum levels of methamphetamines may increase up to three times when used by someone who is also 
taking protease inhibitors, especially ritonavir. Fatal cases attributed to inhibition of the metabolism of 
MDMA and amphetamines by ritonavir have been reported.

Oral pre-exposure prophylaxis 
Oral pre-exposure prophylaxis (PrEP) is the use of antiretroviral medications to prevent the acquisi-
tion of HIV infection by uninfected persons. WHO recommends daily oral PrEP as a prevention 
choice for people at substantial risk of HIV [91]; it can be stopped during periods of low or no risk. 
Taken as prescribed, PrEP can reduce the risk of getting HIV from sex with an HIV-positive person by 
more than 90 per cent [92].

All frontline practitioners and all people 
enrolled in ART must understand how the 
treatment works, possible interactions with 
stimulant drugs (including side-effects and 
the risk of overdose), and the benefits and 
limitations of ART. 

https://www.hiv-druginteractions.org/treatment_selectors
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PrEP has been effective in communities where the primary vector for transmission is sexual, such as 
men who have sex with men, and is therefore appropriate for people who use stimulant drugs. PrEP 
does not replace HIV prevention interventions, such as comprehensive condom programming for sex 
workers and men who have sex with men. It does not prevent transmission of hepatitis and other STIs.

Services for people who inject stimulant drugs should prioritize evidence-based comprehensive HIV 
prevention interventions, including NSP, condoms and lubricants. For men who have sex with men who 
use stimulant drugs and engage in high-risk sex, PrEP should always be proposed, whether or not the 
individual injects drugs. 

Adherence to PrEP is essential, and it may be challenging for people using stimulant drugs for sev-
eral days in a row. People who use stimulant drugs and engage in concurrent sex should be encouraged 
and supported to plan ahead to use condoms, lubricants and PrEP in combination, to ensure better 
protection against HIV and to prevent other STIs, including hepatitis C and B.

As with other prevention tools, the effectiveness of PrEP is optimized when interventions are 
implemented by, and in close consultation with, prospective beneficiary communities.

Further resources

Implementation tool for pre-exposure prophylaxis (PrEP) of HIV infection (WHO, 2017) [93]

Post-exposure prophylaxis 
Post-exposure prophylaxis (PEP) is the administration of ARVs for a short term (one month) to pre-
vent HIV infection after exposure to HIV through unprotected sex or contact with blood. PEP should 
be offered to all individuals who have potentially been exposed to HIV, whether through unprotected 
sex (including sexual assault), needle-stick injury or sharing drug injection equipment. It should be 
initiated as early as possible, ideally within 72 hours.  

People who use stimulant drugs and engage in sex concurrently are known to often have multiple 
sexual partners. The chances of unprotected sex or condom failure are increased with stimulant drug 
use or with the increase in the number of partners. A participative stakeholder process should lead to 
the development of protocols for community access to PEP, from local to national levels, to ensure that 
the required medications are promptly accessible and are used by those who need them. People who use 
stimulant drugs and who access PEP regularly should be assessed as likely candidates for PrEP. 

Further resources

Consolidated guidelines on the use of antiretroviral drugs for treating and preventing HIV infection. 
Recommendations for a public health approach - Second edition (WHO, 2016) [162]

2.5  Evidence-based psychosocial interventions and drug 
dependence treatments 

The impact of a drug is determined by the complex interactions between the substance, set (the mind-
set of the individual) and setting (the context), which mediate the drug’s effect and its associated 
impact on the individual, including the move towards dependent or high-risk drug use [94]. The great 
majority of people who use stimulant drugs do so on an occasional basis that may be characterized as 
“recreational”, and they will not develop dependence. This group has little need for high-intensity 
interventions. This section provides an overview of possible interventions, mainly psychosocial ones, 
that show effectiveness specifically for reducing risk behaviours and provide support for people who 
regularly use stimulant drugs, including people living with HIV. 

https://www.who.int/hiv/pub/prep/prep-implementation-tool/en/
https://www.who.int/hiv/pub/arv/arv-2016/en/ 
https://www.who.int/hiv/pub/arv/arv-2016/en/ 
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The treatment of cocaine or ATS drug dependence requires time-intensive approaches that are not 
addressed here. Unlike the treatment of opioid dependence, there are currently no substitution medi-
cations available to treat dependence on cocaine or ATS [95][96]. Some emerging practices around 
dispensing dexamphetamine as a substitute for cocaine or methamphetamine dependence have shown 
early promise, but further research is needed. 

Behavioural interventions, self-regulation coaching and psy-
chosocial counselling can support HIV/HCV prevention and 
treatment objectives for people who use stimulant drugs, while 
also contributing to longer-term and broader health and wellness 
goals. There is evidence that brief interventions that concentrate 
on providing information about safe behaviours and harm mitiga-
tion are effective in moderating drug-related harms [97] and main-
taining ART adherence for those who are living with HIV [98]. 

Addressing the potential risks associated with the nexus of drug use and HIV requires individual, 
structural and combination approaches [99]. Psychosocial services such as motivational interviewing, 
brief interventions, contingency management and cognitive behavioural therapy are critical to effec-
tively support HIV prevention and treatment among people who use stimulant drugs. Some of these 
approaches are described below. A 2016 review of psychosocial interventions for stimulant drug-use 
disorders found that all showed improved retention in ART compared with no intervention, although 
no single intervention showed a sustained benefit over the others [100].

Psychosocial services should be based on principles of community inclusion and participation, 
peer support and the needs of the individual. When developing HIV prevention interventions, it is 
important that sexual partners of people who use stimulant drugs be included in the process, focusing 
on the HIV risks that are associated with drug use and concurrent sexual behaviours.

Motivational interviewing
Motivational interviewing is a person-centred, semi-directive approach for exploring motivation and 
ambivalence in order to facilitate self-motivational statements and behavioural changes. It consists in 
establishing a partnership between the provider and the individual and enabling the individual to 
become aware of the discrepancy between their present situation and their own values. The technique 
relies on four principles: express empathy, develop discrepancy, roll with resistance and support self-
efficacy. These can easily be used by trained non-specialist staff, including outreach workers, in formal 
or informal counselling, IEC and other conversations. Motivational interviewing generally requires 
just one or two sessions. The success of motivational interviewing has led to its implementation as a 
“catch-all” approach to eliciting change in areas such as medication compliance, smoking cessation and 
diet and exercise [101]. A 2012 Cochrane review suggested that motivational interviewing could reduce 
risky sexual behaviour, and in the short term lead to a reduction of viral load in young people living with 
HIV [102]. Research has shown that motivational interviewing can reduce the incidence of unprotected 
anal intercourse among men who have sex with men [103], as well as levels of drug use [104].

Brief interventions
Brief interventions are short, often opportunistic interactions in which a health worker provides tar-
geted information and advice to individuals during other activities such as distributing sterile injecting 
equipment or conducting an HIV test. Brief interventions have been shown to reduce drug use as well 
as associated risks and sexual risk behaviours. Meta-analyses suggest that there is little difference in the 
outcomes between longer, more intensive interventions and brief interventions, and the latter are 
likely to be more practical and cost-effective options, with few barriers to implementation [105]. 

Motivational interviewing, contingency 
management and brief interventions for 
dependence to stimulant drugs can reduce 
drug-related high-risk sexual behaviours 
and increase adherence to ART and PrEP.
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Contingency management
Contingency management is an approach that incentivizes people with rewards such as cash that are 
contingent on achieving a set of pre-defined outcomes. Contingency management has been shown to 
have a moderate yet consistent effect on drug use across different classes of drugs [106]. The effective-
ness of contingency management supports the idea that small, regular rewards motivate people to 
modify behaviours that could be considered harmful. Positive regard, and the client’s own expressed 
belief in their ability to achieve goals, are a critical factor in improving agreed-upon outcomes. 

Cognitive behavioural therapy 
Cognitive behavioural therapy (CBT) is a structured approach to counselling that assumes that behav-
iours are learned and reinforced as a result of cognitive constructs and deficits in coping. The aim of 
CBT is to “unlearn” behaviours considered unhelpful, such as HIV risk behaviour or certain patterns of 
drug-taking. While results appear to be sustained over a period, CBT is intensive and time-consuming, 
and demands specialist practitioners and individual treatment [107].

Mindfulness
Mindfulness can be defined as the ability to focus open, non-judgemental attention on the full experi-
ence of internal and external phenomena, moment by moment. Positive outcomes – including reducing 
drug use and risk behaviours, and in relapse prevention – have been documented from mindfulness 
training as part of approaches to reduce harm, including for people who use stimulant drugs 
[108][109][110].

Opioid substitution therapy and stimulant drug use 
People receiving opioid substitution therapy (OST) for heroin or other opioid dependence may use 
stimulant drugs because of OST-triggered fatigue, inability to experience pleasure, or the desire to 
remain connected to the community of people who use drugs. OST is not designed to counter stimu-
lant drug use, and the concurrent use of stimulant drugs while on OST should not be viewed as a 
breach, nor should it lead to the reduction or discontinuation of OST. The benefits of OST are inde-
pendent of stimulant drug use [111]. Existing OST providers should be sensitized to this and trained 
to use the opportunities afforded by regular OST and client engagement to support the delivery of 
interventions included in this guidance.

Further resources
mhGAP intervention guide for mental, neurological and substance use disorders in non-specialized health settings 
(WHO, 2010) [112]
Therapeutic interventions for users of amphetamine-type stimulants (WHO, 2011) [113]
Harm reduction and brief interventions for ATS users (WHO, 2011) [114] 
Guidelines for the management of methamphetamine use disorders in Myanmar (Ministry of Health and 
Sports, Myanmar, 2017) [115]
Guidance for working with cocaine and crack users in primary care (Royal College of General Practitioners, 
2004) [116]
Principles of drug dependence treatment (UNODC, WHO, 2008) [117]
Drug abuse treatment and rehabilitation: a practical planning and implementation guide (UNODC, 2003) [118]
TREATNET quality standards for drug dependence treatment and care services (UNODC, 2012) [111]
Guidelines for the psychosocially assisted pharmacological treatment of opioid dependence (WHO, 2009)[163]
Treatment of stimulant use disorders: current practices and promising perspectives. Discussion paper (UNODC, 
2019)[164]

http://www.who.int/mental_health/publications/mhGAP_intervention_guide/en/
http://www.wpro.who.int/hiv/documents/docs/Brief4forweb_7DF1.pdf?ua=1&ua=1
http://www.who.int/hiv/pub/idu/ats_brief2.pdf
https://idpc.net/publications/2018/01/guidelines-for-the-management-of-methamphetamine-use-disorders-in-myanmar
http://www.rcgp.org.uk/-/media/Files/CIRC/Clinical-resources-S/RCGP-Guidance-working-with-cocaine-and-crack-users-in-primary-care-2004xx.ashx?la=en
https://www.unodc.org/documents/drug-treatment/UNODC-WHO-Principles-of-Drug-Dependence-Treatment-March08.pdf
https://www.unodc.org/pdf/report_2003-07-17_1.pdf
https://www.unodc.org/docs/treatment/treatnet_quality_standards.pdf
https://www.who.int/hiv/pub/idu/opioid/en/
https://www.unodc.org/documents/drug-prevention-and-treatment/Treatment_of_PSUD_for_website_24.05.19.pdf
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2.6  Prevention, diagnosis and treatment of sexually 
transmitted infections, hepatitis and tuberculosis 

Screening people who use stimulant drugs for infectious diseases, such as sexually transmitted infec-
tions (STIs), HBV, HCV and TB, is a crucial part of a comprehensive approach. Along with HIV, these 
infections are often associated with the use of illicit substances, and they may co-occur with stimulant 
drug use. 

Prevention, diagnosis and treatment of sexually transmitted infections
Unsafe sex can lead to acute STIs, which can cause infertility and severe illness. Several STIs, particu-
larly those involving genital or perianal ulcers, may facilitate the sexual transmission of HIV infection. 
Sex workers, transgender people and men who have sex with men are often at increased risk of STIs 
such as syphilis, gonorrhoea, chlamydia and herpes. It is therefore important to offer information, 
male and female condoms and lubricant, and screening, diagnosis and treatment of STIs and possibly 
HPV vaccine to people using stimulant drugs who are vulnerable to STIs and HIV.

Further resources
Resources on sexually transmitted and reproductive tract infections (WHO webpage providing clinical, 
policy and programmatic, monitoring and evaluation and advocacy guides) [119]

Prevention, vaccination, diagnosis and treatment of hepatitis B and C 
People who inject stimulant drugs are at heightened risk of acquiring HBV and HCV because of fre-
quent injecting and sharing of injection equipment. The risk of sharing equipment is higher when 
injecting happens in communal settings. HCV is much more virulent than HIV and can survive out-
side the body at room temperature, on environmental surfaces, for up to three weeks [120], making it 
more easily transmitted through the sharing of syringes and other injecting paraphernalia. Key popula-
tions who use stimulant drugs should be offered hepatitis B or hepatitis A-B vaccination, access to 
prevention commodities, and voluntary screening and treatment of HBV and HCV. 

Prevention

NSPs and community mobilization initiatives should distribute relevant equipment, including low 
dead-space syringes, for injecting, smoking and snorting (see section 2.2). Male and female condom 
programming is also part of hepatitis B and C prevention interventions as well as sexual and reproduc-
tive health services. Education should include messages on the risks of serosorting, and of intense 
sexual practices involving potential trauma of the mucosa for HCV acquisition and transmission 
among people living with HIV [50].

Hepatitis A and B vaccination

Key populations should be offered the series of HBV immunizations. WHO recommends: 

 • Offering people the rapid hepatitis B vaccination regimen (days 0, 7 and 21-30).

 • Providing people who inject drugs with incentives in order to increase hepatitis B vaccination 
adherence, at least for the second dose. Even partial immunization confers some immuno-
protection. [87]

Hepatitis A (HAV) immunization or combined HAV-HBV immunization should be offered to men 
who have sex with men and people using stimulant drugs [121].

https://www.who.int/reproductivehealth/publications/rtis/en/
https://www.who.int/entity/reproductivehealth/publications/rtis/monitoring/en/index.html
https://www.who.int/entity/reproductivehealth/publications/rtis/advocacy/en/index.html
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Immunization should be easily accessible and offered at locations and venues frequented by people 
who use stimulant drugs, such as drop-in centres, NSPs and other community service outlets.

Screening for HBV and HCV

Voluntary screening for HBV and/or HCV should be offered to people who use stimulant drugs at risk 
of these infections. Testing and diagnosis of HBV and HCV infection is an entry point for accessing 
both prevention and treatment services. Early identification of persons with chronic HBV or HCV 
infection enables them to receive the necessary care and treatment to prevent or delay the progression 
of liver disease. Rapid tests for hepatitis C allow for better access to diagnosis, including community-
based testing.

Treatment of chronic hepatitis C or B

All people with chronic hepatitis C should receive treatment. With an 8- to 12-week course, direct-
acting antivirals (DAAs) cure more than 95 per cent of persons with HCV infection, reducing the risk 
of death from liver cancer and cirrhosis. For chronic hepatitis B, antiviral treatment can slow down the 
progression of cirrhosis and reduces the risk of liver cancer [162].

People who are actively injecting drugs have been shown to adhere to HCV treatment regimens as 
well as any other population, particularly when social, emotional and practical support are provided [122]. 
All people who use stimulant drugs living with HCV should therefore be offered access to direct-acting 
antivirals without discrimination.

Further resources

Guidance on prevention of viral hepatitis B and C among people who inject drugs (WHO, 2012) [87]
Guidelines for the screening, care and treatment of persons with chronic hepatitis C infection (WHO, 2016) [123]
Consolidated guidelines on the use of antiretroviral drugs for treating and preventing HIV infection. 
Recommendations for a public health approach - Second edition (WHO, 2016) [162]

Prevention, diagnosis and treatment of tuberculosis
In 2016, 10.4 million people fell ill with TB. It is a leading killer of people living with HIV: in 2016, 40 
per cent of HIV deaths were due to TB [124].

Transmission of TB is easily facilitated through airborne particulates, such as by kissing, coughing, 
sneezing or shouting. TB is easily spread in prisons and other closed settings, and in crowded and 
poorly ventilated spaces, such as are often found in poor communities or among homeless people. 

People who inject drugs are at increased risk of TB, irrespective of their HIV status, and TB is a 
leading cause of mortality among people who inject drugs who also have HIV infection [125]. People 
who use drugs who do not inject have also been found to have increased rates of TB. Certain sub-
groups of stimulant drug users, such as those who use stimulant drugs regularly for days at a time, may 
be immuno-deficient from lack of sleep and food, facilitating TB transmission. It is therefore important 
to include TB prevention, screening and treatment in communities and services.

Further resources

Integrating collaborative TB and HIV services within a comprehensive package of care for people who inject 
drugs: consolidated guidelines (WHO, 2016) [125]

http://www.who.int/hiv/pub/guidelines/hepatitis/en/
https://www.who.int/hepatitis/publications/hepatitis-c-guidelines-2016/en/
https://apps.who.int/iris/bitstream/handle/10665/208825/9789241549684_eng.pdf;jsessionid=7A8D2949C0412903C86295A3B6BCE893?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/208825/9789241549684_eng.pdf;jsessionid=7A8D2949C0412903C86295A3B6BCE893?sequence=1
http://www.who.int/tb/publications/integrating-collaborative-tb-and-hiv_services_for_pwid/en/
http://www.who.int/tb/publications/integrating-collaborative-tb-and-hiv_services_for_pwid/en/
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2.7 Targeted information, education and communication 

To reduce the risk of acquiring STIs or HIV, people who use stimulant drugs need knowledge and sup-
port. Information, education and communication (IEC) provides information, motivation, education 
and skills-building to help individuals adopt behaviours that will protect their health.

Effective communication for health targeting people who use stimulant drugs requires addressing 
two challenges: 

 • Crafting messages that can overcome long-standing distrust and fear.

 • Finding effective means of reaching people who use stimulant drugs with life-saving messages 
and materials.

Key to meeting these challenges is meaningful engagement with the target audience of people who use 
stimulant drugs. Communities should be represented at every stage of IEC development, including the 
overall strategy and concept, and the development, testing, dissemination and evaluation of messages. 
Working with the community will help ensure that tools and materials are accurate and will be trusted 
and used. Recipients of IEC who have invested their own ideas 
and time in it will be more likely to stand behind the results and be 
active participants, not only in their own health but in health pro-
motion in their community.

Materials must be easily understandable and to the point. 
Interactive materials on a digital platform can tailor messaging to 
the specific situation of the service user and are often helpful in 
maintaining attention. On the other hand, traditional printed 
materials have the advantage of not requiring computer, phone or 
Internet access. They also provide an opportunity for outreach 
workers or other programme staff distributing the materials to 
interact with the service users, and a means for service users to 
easily share information with others.

Using information technology to support behavioural interventions
Online and social media can be a cost-effective manner of reaching targeted audiences. A local assess-
ment can show where using these technologies will be advantageous and appropriate. Free WiFi at 
drop-in centres and other community points of congregation provides opportunities for access and 
use. Where people who use stimulant drugs have smartphones, websites and apps can be deployed just 
as they have been to reach other key populations. 

The use of technology has shown promising results in promoting sexual health or adherence to 
ART in different settings, including resource-limited settings [126][127]. Web-based applications 
provide an opportunity to reach a large audience at any time and provide information on health and 
available services. They also allow for online outreach and interactions with people who wish to dis-
cuss problems or have questions.

However, when the information relates to drug use, or other criminalized behaviours, the use of 
some digital media raises concerns about the anonymity of the contacts, and possible risks related to 
law enforcement must be addressed. Working with communities and low-threshold service providers 
will help inform the local potential for digital materials and campaigns and help ensure the security of 
people accessing information. 

Given the variety that exists among people 
who use stimulant drugs, messaging should 
take into account the sex, gender, sexual 
orientation, age and setting of recipients of 
IEC. Literacy levels, social and community 
inclusion or exclusion, and other cultural 
and societal variables must also be 
considered. 
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Further resources

The European Centre for Disease Prevention and Control (ECDC) has developed guidance docu-
ments for the effective use of social media. While the tools were developed for Europe, and specifically 
for reaching men who have sex with men, they provide guidance on the relative advantages of different 
media, such as Facebook, online outreach, Google Ads, SMS and YouTube, that may be useful in other 
contexts. 
Effective use of digital platforms for HIV prevention among men who have sex with men in the European 
Union/European Economic Area: an introduction to the ECDC guides (ECDC, 2017) [128]

2.8  Overdose and acute intoxication prevention and management

Very high doses of stimulant drugs consumed in a short amount of time can trigger acute respiratory dis-
tress, chest pain, palpitations or myocardial infarctions [112]. In extreme cases this can result in cardiac 
arrest. The first signs of stimulant drugs intoxication are hyperactivity, rapid speech and dilated pupils.

In the case of polydrug use, overdose can be the result of the combination of stimulants with other 
drugs including opioid or sedative drugs.

The treatment of stimulant drugs intoxication is symptomatic and requires regular monitoring of 
blood pressure, pulse rate, respiratory rate and temperature (figure I.).

Serotonergic syndrome is caused by an excess of serotonin in the central nervous system associated 
with the use of ATS. It can result in uncontrollable muscle spasms, tremor, seizures, psychosis, high 
blood pressure, high body temperature >400C (hyperthermia) and release of myoglobin from muscles 
and blood clotting in vessels (disseminated intravascular coagulation), which may lead to severe dis-
eases and potentially death.

People who use stimulant drugs need to be informed on how to reduce the risks of acute intoxica-
tions (see the Information checklist for self-care and stimulant drugs in the annex). For people on 
PrEP, ART or hepatitis treatment, information should be provided on the interactions and possible 
risks of cocaine and ATS use to serum levels (see section 2.4).

People who use stimulant drugs should be trained to recognize overdoses, provide first aid, includ-
ing cardiopulmonary resuscitation (CPR) and call immediately for emergency professional assistance 
if they witness an overdose. 

Is the person in a state of 
acute stimulant intoxication 
or overdose?

• Dilated pupils

• Excited, racing 
thoughts, disordered 
thinking, paranoia

• Recent use of cocaine 
or other stimulants

• Raised pulse and blood 
pressure

• Aggressive, erratic or 
violent behaviour

 → Urgent call the ambulance or take the 
person to an emergency clinic

 → Make the person drink a lot of fluid

If the person has chest pain, 
tachyarrhythmias or other  
neurological signs:

 → Transfer to hospital

For health-care workers:

 → Give diazepam 5-10 mg orally or i.v. in 
titrated doses until the person is calm 
and lightly sedated

 → During the post-intoxication phase, be 
alert for suicidal thoughts or actions

Adapted from: 
WHO mhGAP intervention guide - version 2.0 (2016)

Figure I. Management of emergency cases of intoxication with stimulant drugs

Box 6. Web-based health-check screening tool for people who use ATS 
in Australia

Web-based health-check tools for people who use stimulant drugs (ketamine, mephedrone 
and methamphetamine) were developed by a peer-based organization in Australia with the 
support of St Vincent’s Health Australia.

See also section 2.1, box 2.

file:///C:\Users\jbaer\Documents\Jobs\UNODC\Stimulants%20guidelines\Effective%20use%20of%20digital%20platforms%20for%20HIV%20prevention%20among%20men%20who%20have%20sex%20with%20men%20in%20the%20European%20Union\European%20Economic%20Area:%20an%20introduction%20to%20the%20ECDC%20guides
file:///C:\Users\jbaer\Documents\Jobs\UNODC\Stimulants%20guidelines\Effective%20use%20of%20digital%20platforms%20for%20HIV%20prevention%20among%20men%20who%20have%20sex%20with%20men%20in%20the%20European%20Union\European%20Economic%20Area:%20an%20introduction%20to%20the%20ECDC%20guides
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Further resources

The European Centre for Disease Prevention and Control (ECDC) has developed guidance docu-
ments for the effective use of social media. While the tools were developed for Europe, and specifically 
for reaching men who have sex with men, they provide guidance on the relative advantages of different 
media, such as Facebook, online outreach, Google Ads, SMS and YouTube, that may be useful in other 
contexts. 
Effective use of digital platforms for HIV prevention among men who have sex with men in the European 
Union/European Economic Area: an introduction to the ECDC guides (ECDC, 2017) [128]

2.8  Overdose and acute intoxication prevention and management

Very high doses of stimulant drugs consumed in a short amount of time can trigger acute respiratory dis-
tress, chest pain, palpitations or myocardial infarctions [112]. In extreme cases this can result in cardiac 
arrest. The first signs of stimulant drugs intoxication are hyperactivity, rapid speech and dilated pupils.

In the case of polydrug use, overdose can be the result of the combination of stimulants with other 
drugs including opioid or sedative drugs.

The treatment of stimulant drugs intoxication is symptomatic and requires regular monitoring of 
blood pressure, pulse rate, respiratory rate and temperature (figure I.).

Serotonergic syndrome is caused by an excess of serotonin in the central nervous system associated 
with the use of ATS. It can result in uncontrollable muscle spasms, tremor, seizures, psychosis, high 
blood pressure, high body temperature >400C (hyperthermia) and release of myoglobin from muscles 
and blood clotting in vessels (disseminated intravascular coagulation), which may lead to severe dis-
eases and potentially death.

People who use stimulant drugs need to be informed on how to reduce the risks of acute intoxica-
tions (see the Information checklist for self-care and stimulant drugs in the annex). For people on 
PrEP, ART or hepatitis treatment, information should be provided on the interactions and possible 
risks of cocaine and ATS use to serum levels (see section 2.4).

People who use stimulant drugs should be trained to recognize overdoses, provide first aid, includ-
ing cardiopulmonary resuscitation (CPR) and call immediately for emergency professional assistance 
if they witness an overdose. 

Is the person in a state of 
acute stimulant intoxication 
or overdose?

• Dilated pupils

• Excited, racing 
thoughts, disordered 
thinking, paranoia

• Recent use of cocaine 
or other stimulants

• Raised pulse and blood 
pressure

• Aggressive, erratic or 
violent behaviour

 → Urgent call the ambulance or take the 
person to an emergency clinic

 → Make the person drink a lot of fluid

If the person has chest pain, 
tachyarrhythmias or other  
neurological signs:

 → Transfer to hospital

For health-care workers:

 → Give diazepam 5-10 mg orally or i.v. in 
titrated doses until the person is calm 
and lightly sedated

 → During the post-intoxication phase, be 
alert for suicidal thoughts or actions

Adapted from: 
WHO mhGAP intervention guide - version 2.0 (2016)

Figure I. Management of emergency cases of intoxication with stimulant drugs

Further resources

Harm reduction and brief interventions for ATS users (WHO, 2011) [114]
mhGAP intervention guide for mental, neurological and substance use disorders in non-specialized health 
settings (WHO, 2010) [112]
Community management of opioid overdose (WHO, 2014) [166]

file:///C:\Users\jbaer\Documents\Jobs\UNODC\Stimulants%20guidelines\Effective%20use%20of%20digital%20platforms%20for%20HIV%20prevention%20among%20men%20who%20have%20sex%20with%20men%20in%20the%20European%20Union\European%20Economic%20Area:%20an%20introduction%20to%20the%20ECDC%20guides
file:///C:\Users\jbaer\Documents\Jobs\UNODC\Stimulants%20guidelines\Effective%20use%20of%20digital%20platforms%20for%20HIV%20prevention%20among%20men%20who%20have%20sex%20with%20men%20in%20the%20European%20Union\European%20Economic%20Area:%20an%20introduction%20to%20the%20ECDC%20guides
http://www.who.int/hiv/pub/idu/ats_brief2.pdf
http://www.who.int/mental_health/publications/mhGAP_intervention_guide/en/
http://www.who.int/mental_health/publications/mhGAP_intervention_guide/en/
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Care and support  
for people who use 

stimulant drugs

To improve health outcomes and limit transmission of HIV, HCV, HBV and TB, it is essential that pre-
vention and treatment programmes are accessible, that treatment regimens are adhered to, and that sex 
and drug use are made safer by protective interventions. 

The specific care and support provided should take into account different types of stimulant drug use, 
different population groups, and varying economic, legal and social contexts. 

Offering access to social services and support services, including peer-to-peer support services and 
outreach services, is essential in order to provide people living with HIV who use stimulant drugs with 
the resources to adhere to ART and prevent HIV transmission.

3.1 Supporting adherence to antiretroviral therapy 

Many people who use stimulant drugs do not access the health services, education, care and social support 
services they need, and people living with HIV who use stimulant drugs are too frequently not accessing 
antiretroviral therapy (ART). A study in Cambodia among female sex workers found that those who used 
stimulant drugs were 91 per cent less likely to be retained in HIV care than those who did not use stimulant 
drugs [129]. Women who use stimulant drugs and are living with HIV who are also mothers or pregnant 
face multiple stigmas, as well as serious physical, social and economic challenges to accessing sexual and 
reproductive health care. Therefore, at pre- and postnatal clinics attention should be given to ensuring access 
to ART as part of a comprehensive prevention of mother-to-child transmission (PMTCT) programme.

To ensure access to ART for people who use stimulant drugs, services must be user-friendly, gender-
responsive, non-judgemental, physically accessible and flexible enough to be adapted to the needs and 
lifestyle of people who use stimulant drugs. Outreach workers, including trained peer educators, play an 
important role in helping people living with HIV who use stimulant drugs to begin and adhere to ART. 
For example, they can accompany the individual to the ART clinic and serve as a navigator, guiding the 
person across the relevant health services and to services outside the health sector, such as housing or 
legal services. 

To respond to the specific challenges raised by people living with HIV who frequently use stimulant 
drugs, innovative IEC strategies are needed. For example, the use of text messages on mobile phones 
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reminding patients to take their treatment has been shown to improve patient outcomes in resource-
limited settings [130], and this could be applied to people who use stimulant drugs (see box 7). 

Combining services can also increase access to ART. This could mean providing men who have sex 
with men living with HIV and their potential partners with counselling on safer sex and drug use, 
along with rapid access to non-judgemental testing, access to PEP and to PrEP (for partners), and 
rapid referrals to STI and HIV treatment. Accurate knowledge about HIV treatment has been shown 
to lead to better adherence and to safer sex behaviours. 

People living with HIV who use stimulant drugs should be supported to adhere to ART by psycho-
social interventions (see section 2.5), participating in group support activities, mobilizing support net-
works and, if possible, discussing their stimulant drug use with a supportive health professional. They 
should not be excluded from services because they continue using drugs, but the interactions of those 
drugs with ART should be explained to them to encourage them to reduce the risks. 

Box 7. Text messaging reduces HIV risk behaviours among 
methamphetamine-using men who have sex with men

Theory-based messaging content was delivered several times each day by peer health 
educators to methamphetamine-using men who have sex with men in Los Angeles County, 
United States. The two-week intervention pilot of Project Tech Support was mediated by 
health educators, with up to four text-message conversations per day, consisting of up to 
20  text messages each way per conversation. Significant reductions in methamphetamine 
use and sexual risk behaviours were found at two-month follow-up evaluations.

Source: Reback et al, 2012 [131]
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Informational support
"Did he give you a STI? Here's where to go."

"Take care of your body, get vaccinated for hep A and B."

Emotional support
"Screw your partner, not your life."

"You're worth a new needle."
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"ATS brings you down, meds bring you up."
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Health threat
"You could have a STD drip?"

"ATS can take your teeth."

Health behaviours 
to  reduce risk

"Don't be a statistic, take your meds."

"Inject clean, an abscess is a hot mess."

Awareness of 
health  risks

"50 % of men with Chlamydia have no symptoms."

"Using ATS in public can be risky."
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Self-regulation skills
"Weekends getting longer and longer?"

"Don't have an open sores relationship."

Self-efficacy
"Say 1st thing you're positive. You can do it."

"You can take your meds, even when you party."
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Further resources

Further information on community-led outreach to specific key populations can be found in the 
IDUIT, MSMIT, SWIT and TRANSIT.
Differentiated service delivery for HIV: A decision framework for differentiated antiretroviral therapy delivery 
for key populations (IAS, 2018) [167]
International AIDS Society (IAS) special website on Differentiated Service Delivery https://www.
iasociety.org/Differentiated-Service-Delivery.

3.2 Sexual and reproductive health care

People who use stimulant drugs need access to sexual and reproductive health information and services, 
including STI diagnosis and treatment, family planning, and screening and treatment for cervical and/
or rectal cancers.

The anal administration of stimulant drugs increases the risks of anorectal trauma, especially when 
coupled with long, intense sexual sessions. 

Pregnant and nursing women living with HIV need non-discriminatory access to pre- and postnatal 
clinics, PMTCT services for HIV, syphilis and hepatitis, and information and support during preg-
nancy and after delivery.

3.3 Mental health care

People who use stimulant drugs may have a wide range of mental health needs related to the drugs 
themselves, to stress or other personal situations, linked to HIV infection or to some ARVs. High doses 
of stimulant drugs and extended periods of using, long periods without sleep, and periods of malnour-
ishment can result in paranoia, severe depression or attempted suicide, especially after the effects of 
stimulant drugs wear off. Dependence and chronic use of methamphetamines is probably associated 
with “methamphetamine psychosis”, which requires emergency mental health care. 

3.4 Socioeconomic support

Socioeconomic support as part of the psychosocial milieu is often minimized, but it is at the core of a 
comprehensive HIV prevention programme. Services should strive to create an environment that facil-
itates protective behaviours, ART adherence and achieving viral suppression. For example, people 
who are without stable accommodation are more likely to engage in a variety of HIV-risk-related 
behaviours [132] and to have a detectable viral load [99]. The provision or facilitation of housing and 
other social services has been shown to have a significant positive impact on both HIV and drug-
related measures [133]. Employment has also been shown to improve outcomes [134]. 

http://www.unodc.org/documents/hiv-aids/publications/Implementing_Comprehensive_HIV_and_HCV_Programmes_with_People_Who_Inject_Drugs_PRACTICAL_GUIDANCE_FOR_COLLABORATIVE_INTERVENTIONS.pdf,
https://www.unfpa.org/publications/implementing-comprehensive-hiv-and-sti-programmes-men-who-have-sex-men
https://www.who.int/hiv/pub/sti/sex_worker_implementation/en/
https://www.unfpa.org/publications/implementing-comprehensive-hiv-and-sti-programmes-transgender-people-practical-guidance
http://www.differentiatedservicedelivery.org/Portals/0/adam/Content/2a0WxWUHfUKtul1mKWdmGQ/File/Decision%20Framework%20Key%20Population%20Web.pdf
http://www.differentiatedservicedelivery.org/Portals/0/adam/Content/2a0WxWUHfUKtul1mKWdmGQ/File/Decision%20Framework%20Key%20Population%20Web.pdf
https://www.iasociety.org/Differentiated-Service-Delivery
https://www.iasociety.org/Differentiated-Service-Delivery
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Box 8. Comprehensive social and health support to homeless people 
using crack: the De Braços Abertos Programme

Launched in January 2014 by the municipality of São Paulo, Brazil, the De Braços Abertos 
(“With Open Arms”) programme aimed to socially reintegrate people using crack and 
homeless people living in an area of the city known as Cracolândia (“Crackland”), and to 
restore their quality of life. The area was experiencing high rates of violence, and an 
increasing number of people were using crack in the street.

In contrast to the long-standing attempt to restore public security through a repressive 
approach, the project adopted a health-oriented and human-rights-based approach, 
focusing on addressing the rights of people to housing, food, income and health. All 
beneficiaries were offered three meals a day, training and a small weekly allowance of 
130 reais (USD 40) in exchange for 20 hours of work such as gardening or street-cleaning. 
A mobile unit (tent) was established in the area, offering health care, social assistance, 
workshops and socio-cultural activities, according to the demands of the community.

Health care included low-threshold drug treatment provided by a multidisciplinary team. 
All women could access gynaecological services. Rapid testing for HIV and syphilis was 
provided through the mobile clinic, and people who tested positive (4 per cent for HIV 
and 26 per cent for syphilis) were referred for treatment. Drug-dependence treatment 
supported participants in increasing their self-care and reducing substance use at their 
own pace and by their own choice. The programme had a strong community- and 
peer-based component that allowed it to develop services tailored to the needs of the 
community, such as safer spaces for crack/cocaine smoking.

The programme rapidly demonstrated a positive impact, delivering more than 10,000 
health interventions within two months, and leading to a reduction of 50-70 per cent in 
crack use among participants. At the same time, public safety improved significantly in 
the area, with a 50 per cent reduction in the number of crimes observed during the first 
six months of the programme. 

By December 2014, the programme had assisted 500 people, of whom 50 were living with 
their families again, 20 had a formal employment contract, 42 had been trained and were 
working in the public park, and 80 were receiving mental health care. Many beneficiaries 
reported that stable housing and employment improved their quality of life, minimizing 
conflict and reducing problematic use of crack. The evaluation also highlighted that 
community-based interventions with a strong peer-education component were essential to 
address the cultural specificities and the needs of the communities. 

Further resources

mHGAP intervention guide for mental, neurological and substance use disorders in non-specialized health 
settings (WHO, 2010) [112]
Guidelines for the management of methamphetamine use disorders in Myanmar (Ministry of Health and Sports, 
Myanmar, 2017) [115]
Harm reduction and brief interventions for ATS users (WHO, 2011) [114]
Good practice guide for employing people who use drugs (International HIV/AIDS Alliance, CoAct, 2015) [135]

http://www.who.int/mental_health/publications/mhGAP_intervention_guide/en/
http://www.who.int/mental_health/publications/mhGAP_intervention_guide/en/
https://idpc.net/publications/2018/01/guidelines-for-the-management-of-methamphetamine-use-disorders-in-myanmar
http://www.who.int/hiv/pub/idu/ats_brief2.pdf
https://www.aidsalliance.org/assets/000/001/840/Employing_FINAL_original.pdf?1445009816
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Critical enablers 

Critical enablers are strategies, activities and approaches that are necessary to support the effectiveness 
and efficiency of core programme interventions. They are based on the insight that provision of services 
for people who use stimulant drugs often occurs within a legal and policy environment that fosters signifi-
cant levels of stigma, discrimination, fear and violence, sometimes exacerbated by poverty and racism. 
These factors increase vulnerability to HIV and hepatitis by creating barriers to accessing health services, 
which results in low access to information, low uptake of HIV prevention services, late HIV testing, late 
treatment and low adherence to treatment. Critical enablers are needed to address the following issues:

 • Structural barriers – such as criminal sanctions for non-disclosure of HIV status, HIV exposure 
or transmission, drug use, same-sex relations or sex work – create a fear of arrest and prosecution 
that prevents some people who use stimulant drugs from accessing health services.

 • Forced abortions and forced sterilization of women who use stimulant drugs, and fears of losing 
child custody, deter women, pregnant women and mothers from seeking health services, includ-
ing sexual and reproductive health services and child care. 

 • Young people who use stimulant drugs, if minors, may face legal barriers to accessing HIV ser-
vices related to the age of consent. 

 • In many countries, laws or policies consider possession of HIV prevention commodities such as 
needles and syringes or condoms as evidence of using drugs or engaging in illegal sex work. This 
increases vulnerability to HIV by discouraging people from using sterile injection equipment or 
condoms.

This chapter considers six critical enablers. The adoption of supportive practices by law enforcement 
officers, the police and prison officers, and access to justice are cross-cutting issues for all these 
enablers.

Further resources

IDUIT, MSMIT, SWIT and TRANSIT 
Consolidated guidelines on HIV prevention, diagnosis, treatment and care for key populations – 2016 revision, 
Chapter 5: Critical enablers (WHO, 2016) [8]

http://www.unodc.org/documents/hiv-aids/publications/Implementing_Comprehensive_HIV_and_HCV_Programmes_with_People_Who_Inject_Drugs_PRACTICAL_GUIDANCE_FOR_COLLABORATIVE_INTERVENTIONS.pdf
https://www.unfpa.org/publications/implementing-comprehensive-hiv-and-sti-programmes-men-who-have-sex-men
https://www.who.int/hiv/pub/sti/sex_worker_implementation/en/
https://www.unfpa.org/publications/implementing-comprehensive-hiv-and-sti-programmes-transgender-people-practical-guidance
https://www.who.int/hiv/pub/guidelines/keypopulations-2016/en/
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4.1 Supportive laws and policies

All relevant United Nations bodies have endorsed a comprehensive package for HIV prevention and 
treatment for people who inject drugs as described in the WHO/UNODC/UNAIDS technical guide [7], 

which lists needle and syringe programmes as the first priority intervention. The comprehensive package 
is also reflected in the UNGASS 2016 Outcome Document [136], which calls for “effective measures 
aimed at minimizing the adverse public health and social consequences of drug abuse, including 
appropriate medication-assisted therapy programmes, injecting equipment programmes, as well as 
antiretroviral therapy and other relevant interventions that prevent the transmission of HIV, viral hepati-
tis and other bloodborne diseases associated with drug use”.

National and subnational laws and policies should be reviewed and, where necessary, reformed to 
ensure they are supportive of interventions to improve the health of people who use drugs, including 
those who use stimulant drugs. 

Effectively addressing drug use as a public-health issue requires that criminal justice sanctions be 
removed or mitigated so that they do not create more social and health problems for people who use 
drugs, their families and, by extension, the wider community. Alternatives to incarceration and punish-
ment for drug use or drug possession for personal consumption would substantially reduce the structural 
barriers to the provision of health care, including HIV services for people who use stimulant drugs. 

Supportive laws that do not impose criminal sanctions on key populations will also reduce the risks 
undertaken by peer outreach workers and other health workers delivering education, outreach, com-
munity mobilization, NSPs, condoms, and other recommended low-threshold HIV services.

Laws and policies should make provisions against stigma and discrimination within health and 
social sectors. They should allow for the distribution of HIV and hepatitis prevention information 
along with specialist drug paraphernalia – such as needles and syringes and the extended range of 
injecting equipment, and straws, crack or methamphetamine pipes for stimulant drugs – to reduce the 
risks of HIV or hepatitis transmission. 

Box 9. Reforming drug policy through a consultative process in Myanmar

While opium use is a significant issue in Myanmar, the country is also one of the largest 
methamphetamine producers in the world. It has an estimated 80,000 people who inject 
drugs (mainly heroin), 30 per cent of whom are living with HIV. There is a lack of reliable 
data on methamphetamine use, but it has been identified as a growing health problem, 
and the number of people seeking treatment has increased for each of the last six years. 

Until 2017, the government of Myanmar implemented a repressive drug-control plan 
aiming at achieving a “drug-free country”. The policy addressed drug use primarily as a 
crime, and people who used drugs were sentenced to imprisonment (making up 48 per 
cent of the country’s 70,000 prisoners) or could be sent to compulsory treatment centres. 
People who use drugs in Myanmar face high levels of stigma and social exclusion, and 
have poor access to health services.

In 2015 UNODC supported a consultation on amending Myanmar’s Narcotic Drugs and 
Psychotropic Substances Law. The changes suggested by the participants included 
removing compulsory registration for drug users, switching from imprisonment to drug 
treatment, reducing penalties for minor offences and including the harm reduction 
approach in the law. United Nations also recommended removing the death penalty for 
drug-related criminal offences.
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In September 2016, after an intergovernmental meeting and briefing for Members of 
Parliament, a roadmap to revise the drug policy was developed under the leadership of 
the Central Committee for Drug Abuse Control (CCDAC), which invited interested CSOs to 
take part in the process. More than 150 governmental and nongovernmental organiza-
tions, stakeholders and experts from sectors including health and social care, law 
enforcement, academia, education, psychology and rural development provided input 
through three rounds of consultation. 

The new policy was launched by the Government and UNODC on 28 February 2018. 
It  references international best practices and is aligned with the approach of the 
UNGASS 2016. The policy recommends a health-based approach with a focus on 
prevention and harm reduction, and it advocates that “structural reform is required to 
reduce the negative consequences associated with drug use and to promote alternatives 
to imprisonment for drug offenses.” The policy identifies that drug services need to be 
expanded to address methamphetamine use and other drug-related harms, and that 
community-based treatment and services for people who use drugs should be increased. 
It also proposes transitioning from mandatory to voluntary drug treatment systems.

See also: Myanmar’s National drug control policy (Ministry of Health, Myanmar, 2018) [137]

4.2  Empowering the community and meaningful community 
engagement

Health policies and programmes are more effective and have a more positive impact on health out-
comes when affected populations take part in their development [138]. Community empowerment is 
the process whereby people who use drugs, and other key populations, are supported to address for 
themselves the structural constraints to health, human rights and well-being that they face, and 
improve their access to services, including to reduce the risk of acquiring HIV and HCV, and to pro-
vide treatment and care for those living with HIV, HCV and other health problems. Community 
action can:

 • Mobilize demand for services

 • Increase access for people who are difficult to reach through formal health systems

 • Support health systems strengthening

 • Mobilize political leadership

 • Change social attitudes and norms

 • Create an enabling environment that promotes equal access to services

The 2016 United Nations Political Declaration on Ending AIDS affirms the critical role of communi-
ties in advocacy, participation in the coordination of HIV responses and service delivery. It further 
recognizes that community responses to HIV must be scaled up, and that at least 30 per cent of ser-
vices should be community-led by 2030. Similarly, the UNGASS 2016 Outcome Document recom-
mends intensifying the meaningful participation of CSOs, and supporting and training them (136).

https://www.unodc.org/documents/southeastasiaandpacific/2018/02/Myanmar_Drug_Control_Policy.pdf
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Figure II. provides an overview of the role of the community in the response to HIV and HCV.

Figure II. A community-focused, rights-based framework for HIV and HCV prevention

Source: IDUIT [9]

4.3 Addressing stigma and discrimination

When people who use drugs are also members of other key populations, they are likely to face additional 
stigma and discrimination from wider society and their local communities, as well as self-stigma. They 
may also be stigmatized within their own key population community, if drug use is viewed disapprov-
ingly by their peers. 

Stigma and discrimination against people who use stimulant drugs occurs in the general commu-
nity, the health sector (including in HIV and drug-treatment services), law-enforcement agencies and 
the judicial system. Interventions to reduce stigma and discrimination need to be developed tailored 
to each of these sectors. Suggested activities include:

 • Assess the extent and nature of stigma and discrimination against key populations who use stimu-
lant drugs, among health professionals, social services, community-based and other low-threshold 
HIV services, and the police. Engage with communities of people who use drugs to understand 
and define their needs for services.

 • Sensitize health- and social-care professionals to reduce stigma and discrimination against people 
who use stimulant drugs.

 • Build the capacity of health workers, including community health workers, to address the specific 
needs of people who use stimulant drugs. Within services for people who use stimulant drugs, 
this means building capacity to provide information tailored to the needs of different key 
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populations. At clinics serving men who have sex with men, sex workers or transgender people, 
or medical facilities for people in prisons, it means building capacity to provide HIV prevention 
information and services specific to the context of stimulant drug use. In both cases, services 
should be user-friendly and adapted to the lifestyle, gender and age of the population they serve 
(with regard to opening hours, outreach, mobile clinics, etc.).

 • Sensitize police on the crucial role their attitude and practices play in the response to the HIV 
epidemic among key populations, and build their capacity to adopt supportive practices.

 • Provide legal literacy and legal aid through low-threshold services to raise the awareness of people 
who use drugs on their rights and access to legal aid to address family, employment, housing or 
criminal law cases. 

 • Support community-based organizations to develop and implement effective approaches to 
reducing stigma and discrimination within key populations, including self-stigma, and to support 
individuals in challenging stigma and discrimination.

Further resources

Training manual for law enforcement officials on HIV service provision for people who inject drugs 
(UNODC, 2014) [139]
Joint United Nations statement on ending discrimination in health-care settings (2017) [140]

4.4 Alternatives to arrest and incarceration

People should not be incarcerated for using drugs. It is ineffective and expensive and deters people 
who use stimulant drugs from accessing the health services they need. People who use stimulant drugs 
should instead be diverted to health promotion or drug services, including HIV prevention and treat-
ment services.

Law enforcement, and especially police, plays a key role in the lives of people who use stimulant 
drugs. Capacity-building, partnership-building and sensitization training are key strategies to support 
law-enforcement agencies to adopt policies and practices which facilitate access to evidence- and 
human-rights-based HIV services. 

Forming a partnership between police and HIV harm reduction services, including drug treatment 
services, and communities of people who use drugs and other key populations can be effective in 
establishing a diversion scheme to prevent people who use drugs from being arrested. Guidance on 
how to establish these services is provided in the Practical guide for civil society HIV service providers 
among people who use drugs: improving cooperation and interaction with law enforcement officials 
(UNODC, INPUD, LEAHN, 2016)[141].

Providing legal aid to people who use stimulant drugs who have been arrested, including through 
the assistance of paralegals, can also prevent incarceration and facilitate diversion to alternative meas-
ures in the case of minor non-violent crime.

4.5 Preventing and addressing violence

Physical, sexual or psychological violence, including gender-based violence, against highly stigmatized 
population groups is common and increases the vulnerability of key populations to HIV [142][143]. 
Women who use drugs, sex workers and transgender women, are particularly vulnerable to violence, 

https://www.unodc.org/documents/hiv-aids/Lemanual/LE_Manual_presentations_and_annexes.pdf
https://www.who.int/news-room/detail/27-06-2017-joint-united-nations-statement-on-ending-discrimination-in-health-care-settings
https://www.unodc.org/documents/hiv-aids/2016/Practical_Guide_for_Civil_Society_HIV_Service_Providers.pdf
https://www.unodc.org/documents/hiv-aids/2016/Practical_Guide_for_Civil_Society_HIV_Service_Providers.pdf
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including domestic violence and violence by police. Discriminatory laws banning same-sex contact 
fuel homophobic violence, which also creates barriers to accessing and using services.

In sex-work premises, the use of stimulant drugs increases the risk of violence against sex workers, 
including forcing them to use drugs. Under the influence of drugs, sex workers have a reduced ability 
to assess the safety of situations and to negotiate safer sex.

Measures should be taken to prevent violence and to protect people from being exposed to vio-
lence. These can include sensitization and training of police officers; environmental measures such as 
street lighting; and offering access to safe houses, child care and self-defence for people vulnerable to 
violence. Community-led initiatives, such as hotlines, are more effective to support victims of violence, 
including for crisis response. 

People who have been the victim of violence should have access to health services such as sexual 
and reproductive health and HIV services, including PEP, as well as social-protection services, psycho-
logical support and legal aid, as needed.

4.6  Closing compulsory drug detention and rehabilitation centres

Compulsory drug detention and rehabilitation centres are used in a number of countries to hold men, 
women and children suspected of using drugs. Other compulsory detention centres are designed to 
hold people who have engaged in sex work and children who have been victims of sexual exploitation. 

The violation of human rights involved in forced detention without judicial review is compounded 
by other reported characteristics of these centres, such as poor conditions, forced labour, physical and 
sexual violence, and lack of access to health care, including HIV prevention and treatment services. 

United Nations agencies have advocated in a joint United Nations statement for States to close these 
centres and to make available voluntary, evidence-informed and rights-based health and social services 
in the community, including community-based HIV harm reduction services [144]. The provision of 
community service orders and other non-custodial sentences should be accompanied by the health 
and human services that people need. 

Further resources

IDUIT, MSMIT, SWIT and TRANSIT 
Consolidated guidelines on HIV prevention, diagnosis, treatment and care for key populations – 2016 revision, 
Chapter 5: Critical enablers (WHO, 2016) [8]
Advocacy guide: HIV/AIDS prevention among injecting drug users (WHO, UNAIDS, UNODC, 2004) [145]
Joint statement on compulsory drug detention and rehabilitation centers. United Nations, 2012 [168]

http://www.unodc.org/documents/hiv-aids/publications/Implementing_Comprehensive_HIV_and_HCV_Programmes_with_People_Who_Inject_Drugs_PRACTICAL_GUIDANCE_FOR_COLLABORATIVE_INTERVENTIONS.pdf
https://www.unfpa.org/publications/implementing-comprehensive-hiv-and-sti-programmes-men-who-have-sex-men
https://www.who.int/hiv/pub/sti/sex_worker_implementation/en/
https://www.unfpa.org/publications/implementing-comprehensive-hiv-and-sti-programmes-transgender-people-practical-guidance
https://www.who.int/hiv/pub/guidelines/keypopulations-2016/en/
https://www.who.int/hiv/pub/idu/iduadvocacyguide/en/
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Implementation 
considerations 

HIV, HCV, HBV, STI and TB interventions for people who use stimulant drugs must be accessible and 
tailored to the specific needs and concerns of key populations. These may vary according to the drugs 
that are used, the modes of administration, the settings where drug use occurs, and other concurrent 
risks and vulnerabilities, and the range of possible communication channels. 

Drug use is often a collective activity. Stimulant drug use is associated with other communal activi-
ties such as participation in clubs, festivals and sex parties, or at sex-work venues. The transmission of 
HIV or other bloodborne viruses is therefore largely contingent on communal behaviours and social 
norms that exist within a wider risk environment. The sexual transmission of HIV among people who 
use stimulant drugs can be influenced by rules or rituals within a group or subpopulations. 

Programmes for people who use stimulant drugs need to consider each population subgroup, both 
in terms of interventions related to substance use and sexual risk, and to service delivery approaches. 
Effective programmes for people who use stimulant drugs therefore require detailed, disaggregated 
data by target population groups for a solid assessment of needs. Undertaking a community consulta-
tion with people who use stimulant drugs in different geographic areas and settings (or virtual spaces) 
provides an opportunity to better understand, document and plan responses to the needs of the group.

5.1  Intersection between groups of people who use stimulant 
drugs and overlapping risks

Effective HIV programming to address HIV and stimulant drug use requires cooperation and integra-
tion between service providers for people who use drugs and other key populations. It also requires 
overcoming external stigma, including cross-stigmatization among groups. 

Services for key populations often operate in silos and lack the resources to address the needs of peo-
ple outside their specific group. A challenge in delivering HIV services to members of key populations 
who use stimulant drugs is providing confidential and appropriate services, resources and information by 
their peers or other providers that are relevant to all the various behaviours they engage in, e.g., using 
stimulant drugs and practising sex work, or men who have sex with men using stimulant drugs. 
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Most services for men who have sex with men, sex workers or transgender people do not have the 
specific HIV prevention component needed for people who use crack, amphetamines or methamphet-
amines. Conversely, HIV harm reduction programmes for people who use drugs mostly lack services 
responsive to the needs of other key populations. For example, most participants in a study of ChemSex 
among gay men in London, reported that they had never encountered HIV harm reduction informa-
tion that related specifically to venues that cater for sex on their premises [146]. 

The intersectionality between drug use (including injecting drug use) and sex indicates a clear need 
to integrate drug-related HIV prevention interventions for men who have sex with men who use drugs 
into sexual health services, and targeted sexual health interventions into HIV harm reduction services, 
including NSPs.

Correspondingly, NSPs should emphasize information on the risks for sexual transmission of HIV 
among people who inject drugs, in particular those who inject stimulant drugs. 

Although this guide focuses on stimulant drugs, it is important to bear in mind that polydrug use 
(i.e., the use of stimulant drugs alongside other drugs such as opiates) is common. 

HIV service providers and prison authorities should work together to ensure that people who use drugs 
have access to the same essential services in prison that are available in the community and to ensure con-
tinuity of treatments and care between community and prisons. The recommended package of 15 essential 
HIV interventions7 for people in prisons is detailed in the UNODC policy brief HIV prevention, treatment 
and care in prisons and other closed settings: a comprehensive package of interventions (2013) [147].

5.2 ChemSex and HIV prevention

There is a need for expanded availability and access to HIV harm reduction and sexual health services 
that are welcoming of men who have sex with men and capacitated to address the psychosocial and 
physical needs related to ChemSex. This includes recruiting members of this community to conduct 
outreach prevention services on site. Addressing ChemSex within HIV harm reduction approaches 
and strategies also requires the meaningful participation of the community to ensure that materials 
developed are relevant and appropriate. The following topics may be appropriate for IEC materials: 

 • Safer drug use and HIV harm recognition 

 • Safer sex

 • Consent, respect for others and reducing sexual exploitation 

 • Transmission of STIs, HIV, HCV and HBV

 • Sexual satisfaction and safety 

 • Dealing with drug-related emergency situations

 • HIV-related stigma and issues associated with HIV status disclosure and/or drug use

 • Community and social networking opportunities that do not include drugs and sex 

7  The 15 interventions are: 1. Information, education and communication; 2. Condom programmes; 3. Prevention of sexual 
violence; 4.  Drug dependence treatment, including opioid substitution therapy; 5.  Needle and syringe programmes; 
6. Prevention of transmission through medical or dental services; 7. Prevention of transmission through tattooing, piercing and 
other forms of skin penetration; 8. Post-exposure prophylaxis; 9. HIV testing and counselling; 10. HIV treatment, care and support; 
11. Prevention, diagnosis and treatment of tuberculosis; 12. Prevention of mother-to-child transmission of HIV; 13. Prevention 
and treatment of sexually transmitted infections; 14. Vaccination, diagnosis and treatment of viral hepatitis; 15. Protecting staff 
from occupational hazards.

http://www.who.int/hiv/pub/prisons/interventions_package/en/
http://www.who.int/hiv/pub/prisons/interventions_package/en/
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Peers delivering health services should work with managers of commercial establishments that allow 
sex on their premises to facilitate the development and promotion of sex- and drug-related HIV pre-
vention policies and procedures. Training may include how to recognize and help those in distress 
from their drug use. 

Injecting drug use in the context of ChemSex (“slamming”) is practised by small numbers of people, but 
they are difficult to reach since injecting drugs is often a taboo subject within these communities [148]. 
Specific strategies need to be developed to overcome this challenge for delivering appropriate HIV 
prevention messages or commodities.

5.3 Outreach work (including virtual settings) 

In order to reach populations of people who use stimulant drugs in highly stigmatized environments 
that make them difficult to reach with mainstream services, there is a need for outreach procedures 
that are non-judgemental and culturally competent. 

Through outreach, many interventions can be made accessible, including information, HTS, coun-
selling, condoms and lubricants, sterile injection equipment and safer-sex commodities, social support 
and referrals to relevant health and social services. Services provided will vary according to the setting 
(street, clubs, festival, sex-work venues, prisons, etc.) and the specific risks of the people who use stimu-
lant drugs in these settings.

Outreach workers may be professionals, but outreach is often more effective when conducted by 
trained members of the stimulant drug-using community or the relevant key population. For example, 
specialist peer educators can provide HIV prevention information or commodities at a festival. 

Safe spaces and drop-in centres can be established on a temporary or fixed basis, according to the 
setting, to give people who use stimulant drugs a place to relax, rest and access information, condoms 
and lubricants, and commodities for the safe use of drugs, as well as counselling and rapid HIV tests. In 
some settings such as clubs or festivals, temporary mobile booths and facilities can be set up. 

Mobile-phone and Internet applications can also be used, when appropriate and when confidential-
ity can be ensured, to reach larger numbers of people who use stimulant drugs, including those who are 
members of key populations, through group or individual contacts.

Further resources

Evidence for action: effectiveness of community-based outreach in preventing HIV/AIDS among injecting 
drug users (WHO, 2004) [149]
Training guide for HIV prevention outreach to injecting drug users (WHO, 2004) [150]

5.4 Community-based interventions

The meaningful involvement of people who use stimulant drugs, in both the design and the implemen-
tation of an intervention, is critical for the service to be effective. Communities have unique expertise 
about their situation and needs that is required, together with scientific expertise, for the provision of 
effective and accessible services. The development and quality monitoring of HIV prevention, testing 
and treatment services by groups of people who use drugs, together with representatives of other rele-
vant key populations, can help ensure the effectiveness of services tailored to meet the needs of people 
who use stimulant drugs. 

https://www.who.int/hiv/pub/idu/e4a-outreach/en/
https://www.who.int/hiv/pub/idu/e4a-outreach/en/
https://www.who.int/hiv/pub/idu/hivpubidu/en/
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For example, in the United Kingdom in the 1990s, a peer initiative called the Crack Squad part-
nered with the Royal College of General Practitioners to explore drug-taking practices and risk expo-
sure, health needs and services, using the experiences of people using crack cocaine. This helped 
overcome the gap in professional knowledge and supported the development of new national guidelines, 
such as information checklists, to drive forward services for people who use crack and cocaine [116].

Delivering services
Groups of people who use drugs can deliver HIV and HCV prevention and testing services, support 
and linkages to ART and other health services. They can also document human-rights violations, 
undertake individual advocacy, engage in high-level representation and advocacy, and monitor the 
quality of services. Problems of community credibility and privileged access can be particularly chal-
lenging when targeting key populations who use stimulant drugs. Outreach workers who are not from 
these communities, or who no longer use stimulant drugs, will have reduced network access, insight, 
credibility and impact. However, the quality and impact of outreach is not only defined by the status of 
the worker; the nature of the community engagement is also critical. Approaches can be broadly 
divided into provider-client approaches, modelled after traditional outreach, and network-based 
models. 

 • Provider-client approaches: Examples are peer education [151], peer counselling [152] and peer 
leaders [153]. These three models have in common that a relatively small number of participants 
with specific characteristics (e.g., age, gender, status) are selected by project staff, receive training, 
and work within the hierarchical structure of traditional service organizations. They are asked to 
make a significant and sustained commitment to an often emotionally demanding, stressful and 
low-paid job.

 • Network-based (peer-driven) model: In this approach, a much larger number of community mem-
bers are asked to make a far smaller commitment. In a peer-driven intervention, participants are 
educated on a small body of HIV prevention knowledge and subsequently receive small incen-
tives for educating a limited number of peers and encouraging them to pass on the same informa-
tion to people they know. From being clients, they are turned into brokers of information [154]. 

Secondary distribution of HIV prevention commodities8 is perhaps the best example of harnessing the 
potential of network-based interventions Secondary distribution can be an effective model for making 
NSPs available outside regular office hours or specialist settings, and in community networks where 
stimulant drugs are used but people are not normally reached by traditional NSPs. Secondary NSP 
also provides a vehicle for delivering injecting equipment into commercial or community settings used 
by people engaged in sex work.

Other examples of network-based approaches include:

 • In the Czech Republic, secondary NSP has been used to bring sterile injecting equipment to a 
population of people who inject methamphetamine who are highly suspicious of NSPs tradition-
ally used by people who inject opiates. 

 • A peer-driven intervention approach was used in Ukraine with people who use the home-baked 
version of methamphetamine called Vint, to reach a large number of people with HIV prevention 
messages and commodities and influence community norms. 

Community initiatives have also been successful in addressing emerging drug trends and new risk 
behaviours. The first “crack pipe” distribution scheme was developed in New York, United States, by a 

8  Secondary distribution describes a process whereby a community member receives needles and syringes from a programme 
to distribute to a group of people who inject drugs.



51

Chapter 5 implementation ConSiderationS 

peer-based initiative linked to Yale University, and was then further championed in Canada and other 
settings by peer-led initiatives. Elsewhere, people who use stimulant drugs have developed homemade 
pipes that avoid exposure to the toxins from plastics or paint that have been associated with harms 
such as “black lung”. Identifying, testing and promoting such peer innovations provides opportunities 
to validate street equipment that supports HIV harm reduction, and also fosters rules and rituals such 
as not sharing pipes. 

Peers can also play a critical role in the provision of community-based testing and of ART services 
for all key populations to improve retention and adherence to ART. Peers may provide information on 
treatment, support the distribution of ART, including delivery in the community, provide psychoso-
cial support and trace clients who have missed appointments, and provide support to address stigma, 
discrimination, and legal and social barriers [155].

Similar models of community organization could be translated to different communities of people 
who use stimulant drugs, such as sex workers, transgender people, and men who have sex with men, 
including those who engage in ChemSex. Reaching these populations requires reaching out to com-
munity members and empowering and rewarding their participation and mobilization. The use of 
drugs by these individuals can alienate them from mainstream organizations representing the rights of 
their population. Community mobilization and organization become priorities to meet the needs for 
these groups to be represented. 

Further resources

Further information on community-led outreach to specific key populations can be found in the 
IDUIT, MSMIT, SWIT and TRANSIT.
Differentiated service delivery for HIV: A decision framework for differentiated antiretroviral therapy delivery for 
key populations (IAS, 2018) [167] 
International AIDS Society (IAS) special website on Differentiated Service Delivery  https://www.
iasociety.org/Differentiated-Service-Delivery

5.5 Gender-responsive services
When considering implementation issues, it is critical that services be responsive to the needs of 
women, men and transgender people, taking into account gender-based themes such as:

 • Patterns of use, and types of stimulant drug used

 • Places where stimulant drugs are used 

 • The effects of relationship networks on stimulant drug use 

 • Differential access to drugs

 • Exchanging sex for drugs

 • Perceived class and educational disparities

 • How stimulant drug use affects lifestyle and behaviour towards family members and friends, 
including being subjected to physical and psychological violence

 • Access to sexual and reproductive health services, including pre- and post-natal care, and PMTCT 
for pregnant and nursing women 

HIV harm reduction services for women who use drugs must be adapted to meet their specific needs, 
including for sexual and reproductive health care, child care, and support for women who have been 
victims of violence, including sexual violence [156]. 

For more information on services responsive to women, see Addressing the specific needs of women who 
inject drugs: practical guide for service providers on gender-responsive HIV services (UNODC, 2016) [156].

http://www.unodc.org/documents/hiv-aids/publications/Implementing_Comprehensive_HIV_and_HCV_Programmes_with_People_Who_Inject_Drugs_PRACTICAL_GUIDANCE_FOR_COLLABORATIVE_INTERVENTIONS.pdf,
https://www.unfpa.org/publications/implementing-comprehensive-hiv-and-sti-programmes-men-who-have-sex-men
https://www.who.int/hiv/pub/sti/sex_worker_implementation/en/
https://www.unfpa.org/publications/implementing-comprehensive-hiv-and-sti-programmes-transgender-people-practical-guidance
http://www.differentiatedservicedelivery.org/Portals/0/adam/Content/2a0WxWUHfUKtul1mKWdmGQ/File/Decision%20Framework%20Key%20Population%20Web.pdf
http://www.differentiatedservicedelivery.org/Portals/0/adam/Content/2a0WxWUHfUKtul1mKWdmGQ/File/Decision%20Framework%20Key%20Population%20Web.pdf
https://www.iasociety.org/Differentiated-Service-Delivery
https://www.iasociety.org/Differentiated-Service-Delivery
https://www.unodc.org/documents/hiv-aids/2016/Addressing_the_specific_needs_of_women_who_inject_drugs_Practical_guide_for_service_providers_on_gender-responsive_HIV_services.pdf
https://www.unodc.org/documents/hiv-aids/2016/Addressing_the_specific_needs_of_women_who_inject_drugs_Practical_guide_for_service_providers_on_gender-responsive_HIV_services.pdf
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5.6 Young people who use stimulant drugs 

Reaching young people (aged 10-24 years) [157] who use stimulant drugs who are vulnerable to HIV, 
STIs and hepatitis requires the development of age-specific strategies. Often, young people who use 
stimulant drugs have less information on the drugs and their associated risks. They face higher stigma 
and discrimination, including specific legal barriers related to age of consent, and lower access to ser-
vices that in any case are often not adapted to their needs. To protect the health of young key popula-
tions who use stimulant drugs, it is crucial that services are tailored to their needs. This includes:

 • A comprehensive health package, including comprehensive HIV harm reduction, sexual and 
reproductive health care and mental health care, in a format that is attractive to their age group 
and gender

 • Youth-friendly, community- and peer-based and decentralized services in locations where young 
people who use stimulant drugs live or can easily attend, such as recreational settings or youth 
community centres

 • Support and information provided by peers, and through the Internet and social media

Box 10. Innovative strategies for HIV interventions among young people 
who use stimulant drugs in Viet Nam

Viet Nam is experiencing both an HIV epidemic and an increase in the use of 
methamphetamines that is affecting different groups of key populations. Young people 
are the population group most affected by HIV risks related to drug use. 

Responding to the realization that traditional approaches towards HIV and injecting drug 
use were not effective among young people who use drugs, Viet Nam in 2017 launched a 
new strategy, “Saving the Future”, for the benefit of 8,000 young people (16-24 years old) 
who use drugs (including young men who have sex with men, sex workers and 
transgender people) in a number of cities. The main objective of the project is to enhance 
the quality of HIV interventions among these young people. 

The project started with a baseline assessment of HIV, HCV and drug use among young 
people, to understand factors associated with the transition to drug injection and with 
HIV/HCV infection. Methamphetamine was the most prevalent drug used by the 
participants (71 per cent); heroin use was reported by 18 per cent of them, mostly older 
participants who used it to mitigate the effects of methamphetamine. All the young 
people who used methamphetamine reported sharing pipes. People reported being more 
likely to engage in group sex and unprotected sex under the influence of methampheta-
mine; between 35 per cent and 60 per cent experienced depression or dependence. Most 
of them reported using drugs in groups and spending three to five hours a day on 
Internet-based social media. However, the social links they established were very 
superficial.
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Further resources

HIV and young people who inject drugs: technical brief (WHO, Interagency Working Group on Key 
Populations, 2015) [158]
HIV and young men who have sex with men: technical brief (WHO, Interagency Working Group on Key 
Populations, 2015) [159]
HIV and young people who sell sex: technical brief (WHO, Interagency Working Group on Key 
Populations, 2015) [160]
HIV and young transgender people: technical brief (WHO, Interagency Working Group on Key 
Populations, 2015) [161]

Based on these results a new package of 
interventions is being developed. The 
project aims to strengthen the capacity of 
key population organizations to engage 
with young members and implement 
innovative interventions. A further goal is 
to increase the involvement and 
leadership of young people who use 
drugs. Differentiated approaches are 
being developed to address specific 
subgroups. A counselling guideline has 
been adapted specifically for young 
people who use stimulant drugs, as part 
of the basic package of interventions. 

The project started in 2017 and will be 
evaluated in 2019. Between July and 
November 2017, 2,750 young people who 
use drugs were reached, of whom 2,270 
received an HIV test, while 397 were 
referred to STI clinics and 120 were tested 
for hepatitis. Participants reported a low 
level of awareness about HIV and HCV and other risks related to drugs, and frequent 
risk behaviours, including low use or misuse of condoms and sex in groups, including 
unprotected ChemSex (“high-fun”). Young people who use stimulant drugs are difficult 
to reach and follow up, preferring contacts via telephone or social media rather than 
face to face. 

Source: Centre for Supporting Community Development Initiatives (SCDI), Viet Nam
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http://apps.who.int/iris/bitstream/handle/10665/179865/WHO_HIV_2015.10_eng.pdf?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/179867/WHO_HIV_2015.8_eng.pdf?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/179868/WHO_HIV_2015.7_eng.pdf?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/179866/WHO_HIV_2015.9_eng.pdf?sequence=1
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annex

HIV harm reduction 
checklists for people who 

use stimulant drugs

1. Checklist for policymakers and managers

 ↘ Needle and syringe programmes (NSPs) should provide access to adequate supplies of 
injecting equipment that respond to the rapid, repeated and collective patterns of injecting 
associated with the use of stimulant drugs. 

 ↘ NSPs should avoid one-for-one exchange, capping supplies of injecting equipment to indi-
vidual clients or other protocols that restrict access to injecting equipment to people who 
inject stimulant drugs.

 ↘ NSPs should actively consider strategies such as needle vending machines, secondary 
NSP, community outreach or needle-pack schemes in clubs, free-party or sex-party set-
tings, in order to provide easy access to injecting equipment outside traditional working 
hours and in settings where people buy and take stimulant drugs. 

 ↘ Services should proactively promote access to male and female condoms, water-based 
lubricants, safer-sex advice and access to HIV and STI testing, and where appropriate PEP 
and PrEP.

 ↘ Services should offer access to harm reduction commodities such as crack or metham-
phetamine pipes, aluminium foil, safer snorting kits or gel capsules, to support non-
injecting routes of administration as an alternative to injecting stimulant drugs. These are 
also effective engagement strategies with people who use stimulant drugs. 

 ↘ Services should offer self-control coaching to support safer patterns of drug use and safer 
sex.
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2.  Information for people who use stimulant drugs  
(without injecting) 

 ↘ Avoid sharing straws or pipes, because of the risk of transmitting hepatitis C.

 ↘ Always have with you and use condoms and lubricants if you are sexually active.

 ↘ Remain hydrated and look after your lips during a session. Dehydration and the heat trans-
ferred from the pipe can cause your lips to crack and become bloody, which creates a route 
for HCV transmission.

 ↘ Make sure you use a pipe without chips or breaks, as these can increase the risk of lip dam-
age and transmitting hepatitis C.

 ↘ Mouthpieces for crack pipes, which can be as simple as rubber tubing cut to 2cm length, 
rubber bands overlapped or rubber sparkplug casings (from vehicle engines), can help 
reduce risks if you need to share your pipe with another person. 

 ↘ If you use a lighter or blowtorch to smoke methamphetamine or crack, you may burn your 
fingers, nose or face, and it is easy not to notice these burns at first due to the anaesthetic 
qualities of cocaine or general intoxication. 

 ↘ Snorting stimulant drugs can damage the inside of the nose. Nasal douching – flushing 
saline solution or water into the nostrils and blowing out – helps remove the drug residue 
after a session.

 ↘ Straws or “tooters” for snorting stimulant drugs should not be shared, due to the risk of 
transmitting hepatitis C. 

 ↘ Smoking flakes of crack in a cigarette of rolled cannabis can temper the rush from the crack 
and stretch the rock for multiple hits. 

3. Information checklist for people who inject stimulant drugs

 ↘ Avoid sharing needles, syringes and other injecting equipment. Source adequate supplies 
of sterile injecting equipment in advance of a using session. Consider your own needs and 
the needs of people you will be injecting with, and stock up in case your session runs 
longer than initially planned. 

 ↘ Source the right size of needle and type of injecting equipment to minimize the damage to 
your veins. 

 ↘ Wash your hands and injecting sites with soapy water before preparing and administering 
an injection to reduce the risk of a bacterial contamination and a “dirty hit” (severe flu-like 
symptoms that come on suddenly after a contaminated injection).

 ↘ Research the drugs you are taking to understand the best method of preparing them for 
injection. Many stimulant drugs dissolve easily in water and do not need heating (cocaine 
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hydrochloride, amphetamine sulphate, methamphetamine, mephedrone and methcathi-
none) or mixing with an acidifier. Some stimulant drugs, such as ketamine, are easily dam-
aged by heating. Crack cocaine needs to be broken down slowly and meticulously with an 
acidifier before injection. 

 ↘ Rotate your injection sites to give your veins time to recover and heal between injecting 
sessions. This is particularly important with cocaine, which is a local anaesthetic and 
numbs the injecting site after the first injection. 

 ↘ Using low dead-space syringes means there is less blood residue in the syringe, which 
reduces risk of transmitting an infection in case of accidental sharing. 

 ↘ Use syringes with coloured plungers to help reduce accidental sharing during long and 
sustained injecting sessions, particularly if reusing becomes a necessity. 

 ↘ Dispose of injecting equipment safely to reduce the chance of needle-stick injuries, acci-
dental sharing and injuries to family members, friends, neighbours and the wider 
community. 

 ↘ Clean injecting sites with soapy water after an injecting session, and then massage them 
gently with Vitamin E oil, bio-oil or coconut oil to limit damage to the veins and support 
their recovery. Using moisturizing disinfectant antiseptic creams will disinfect injection 
sites and assist with healing.

 ↘ Consider using methamphetamine or crack cocaine via a pipe, as this can have similar 
effects to injecting, and it limits damage to the veins from repeated injecting and/or the 
use of acidifiers when preparing crack cocaine for injection. 

 ↘ Check you have access to commodities that support taking drugs without injecting, so 
that you have an alternative if you run out of sterile injecting equipment, or if your veins 
would benefit from a break. 

 ↘ Always have with you and use condoms and lubricants if you have sex.

4. Checklist for self-care and stimulant drug use 

 ↘ Safer dosing – Before taking a new batch of stimulant drugs, it is sensible to take a smaller 
test dose to establish the strength of the drug. 

 ↘ Dose management is a key strategy for reducing the negative consequences of high-dose 
use associated most commonly with the injection and piping of stimulant drugs. Reducing 
doses can limit risks of overheating, heart attacks and mental health problems.

 ↘ Repeated patterns of using – Using for several days in a row increases the severity of the 
“come-down” and can cause a “crash”, in which exhaustion, serotonin and dopamine 
depletion, sleep deprivation and the additional pressure on the body lead to a long and 
deep pattern of sleep. Be aware of your physical limits and plan beforehand to end a ses-
sion before you are likely to reach your limit.

annex hiV harm reduCtion CheCkliStS for people who uSe Stimulant drugS
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 ↘ Hydration – Stimulant drugs cause the body to heat up and the body sweats to reduce its 
core temperature. It is important to remain hydrated to help drug residue pass safely 
through the body. Drinking water is a key strategy to reduce harm for people who use 
stimulant drugs. 

 ↘ Hygiene – Cleaning your teeth, showering or at least washing your hands and face are 
important for skin care and a general sense of well-being after long sessions of taking stim-
ulant drugs. 

 ↘ Eating – Taking stimulant drugs places additional demands on your body, and it is impor-
tant to stock up with slow-burning carbohydrates before a planned using session. Eating 
food before you go to sleep after a stimulant drug-using session also helps the body recover 
and regenerate. Finding foods like fruit, yogurts or energy bars that you can eat during a 
session reduces the risk of exhaustion sickness that can result from long runs of using stim-
ulant drugs. 

 ↘ Get informed – There are an increasingly diverse array of NPS on the market, and it is 
important to research the drugs you are planning to take. You can seek advice from experi-
enced peers in person or via online forums, or you can research your NPS on specialist 
websites, in order to make informed decisions about your choice of drugs, dosing and 
drug mixing. 
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