Many people have made important contributions to the development of the National Institute
on Drug Abuse’s (NIDA's) HIV/AIDS Prevention Research Program. This manual would not have
been produced without the input of National AIDS Demonstration Research (NADR) program and
NIDA Cooperative Agreement (CA) program investigators and their staffs, who have contributed
significantly to the science and practice of HIV/AIDS prevention. Principal investigators of the
NADR and CA programs are listed in Appendices C and D.

The NIDA Community-Based Outreach Model is based on more than 15 years of NIDA-
funded research. The Model incorporates the best features of three previously developed field
manuals on community-based outreach HIV prevention interventions: the NIDA HIV Counseling
and Education Intervention Model (Coyle, 1993); the Behavioral Counseling Model for Injection
Drug Users (Rhodes, 1993); and the Indigenous Leader Outreach Model (Wiebel, 1993).

Special acknowledgment is extended to Michelle Wood, of the Center for Behavioral
Research and Services at California State University, Long Beach, for her in-depth contributions
in writing and preparing this manual.

This manual was developed under the leadership of Richard H. Needle, Ph.D., Chief of
NIDA's Community Research Branch from 1992-1999. Helen Cesari, M.Sc., Elizabeth Lambert,
M.Sc., Dionne Jones, Ph.D., and Susan Coyle, Ph.D., provided critical guidance in writing and
editing the manual.

This publication is intended for public use and may be reproduced in whole or in part
without permission from NIDA. Citation of the source is appreciated. Copies may be obtained
from the National Clearinghouse for Alcohol and Drug Information, P.O. Box 2345, Rockuville,
MD 20847-2345 (1-800-729-6686; 1-800-487-4889 for the deaf).

The cover photograph is of a painting by Community Health Outreach Worker Craig Lasha.
Entitled “Reaching Out: Preventing HIV/AIDS in Our Community,” the painting depicts outreach
workers talking to people on the streets of San Francisco’s Tenderloin District. It was painted
in 1989.

National Institute on Drug Abuse
NIH Publication Number 00-4812
Printed September 2000



The National Institute on Drug Abuse (NIDA) is pleased to provide this manual on a
scientifically tested model of community-based outreach to reduce the risk of HIV and other
blood-borne infections in drug users.

Since 1985, NIDA has conducted research to determine the most effective ways to reduce
the risk of HIV/AIDS transmission in drug users and their sexual partners. Findings from more
than 30 studies report that community-based outreach is an effective strategy for reaching
drug-using populations and providing them with the means for behavior ch@fggose
drug users who participated in community-based outreach interventions, a significant number
entered treatment for their drug addiction—a primary goal of any HIV prevention effort with
drug users. Many others participating in these outreach interventions stopped or at least
reduced their frequency of drug injection and their reuse of injection equipment.

The NIDA Community-Based Outreach Model described in this manual is based on
more than 15 years of NIDA-funded reseatdihe Model has been implemented and tested
in 52 communities with more than 60,000 injection drug users and with many of their sex
partners. The Model has also been adapted and tested with nearly 14,000 crack users and tailored
to the needs of specific at-risk subgroups, including women who inject drugs, men who use drugs
and have sex with men, and drug and sexual risk networks. Overall, the Model has been found
to be effective with multiracial, multiethnic, male and female, HIV seropositive and seronegative,
infected and non-infected drug-using populations residing in areas with low, medium, and high
HIV prevalence.

This manual contains information that will help community planners, policymakers,
programmers, and service providers develop and implement programs to better prevent
the spread of HIV and other blood-borne infections. Specifically, the manual provides:

. Research-based principles of HIV prevention for drug-using
populations not in drug treatment;

. Background information on community-based HIV prevention, including
how it works, why it works, where it works, and for whom it works;

. A discussion of the roles and personal characteristics of effective
community-based outreach workers;



. Step-by-step instructions for conducting community-based outreach and risk-
reduction counseling sessions for out-of-treatment drug users and their sex partners;

. Information for program managers on how to establish a community-based
outreach HIV/AIDS risk-reduction prevention program locally, establish a field
station, and provide training and supervision to staff.

. Cue cards to be used or adapted during educational and risk-reduction
counseling sessions.

| hope you find this research-based manual helpful in your HIV prevention efforts
with drug-using populations. Free copies may be ordered from the National Clearinghouse
for Alcohol and Drug Information (1-800-729-6686). In addition, the manual is available
for viewing and downloading from the NIDA Web site at www.drugabuse.gov.

Alan I. Leshner, Ph.D.
Director
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Appendix A

CARD Benefits of Drug Treatment

Drug treatment is beneficial because it can:
* Help you get off drugs and teach you ways to stay off drugs;

» Change your life, improve your health, and reduce your risk of
contracting HIV, HBV, or HCV,

* Include counseling and support for you and family members who
may also need help;

* Include referrals for other health and social services;
* Include support for dealing wth HIV/AIDS and other problems; and

* Help turn your life around by giving you hope and the confidence
to address your problem rather than giving up.

Even if you can’t get into treatment now, you can be given information

on support groups that can help you until a treatment program can be found
for you. You may also be referred to local syringe exchange programs to
minimize risks of acquiring and transmitting infections from dirty or

reused syringes.
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Appendix A

The HIV Test

* The HIV test (blood test) screens for the presence of antibodies
that have developed in response to the HIV virus.

* A positive test result means that you are infected with
HIV and can give it to others.

* A negative test result may mean that you are free of the virus.
There is a period of time between infection and when the test
shows that you are infected. This is called the “window period.”
During this time, you can test negative for HIV, but you may
actually have the virus. The average window period is 3 weeks. It's
a good idea to be tested again in 6 months to be sure you don't
have the virus. (Between tests, if you have sex, make sure you use
latex condoms. If you use needles, make sure you don’t share
works—use clean works.)

*  We recommend you take the test and learn your test
results because:

— Treatment is available for HIV infection; and

— You can plan a course of action that is best for you,
your family and friends, and your community.

* Some people are anxious about taking the HIV test or getting
test results. Our staff is prepared to discuss any concern you may
have about getting tested. Please feel free to ask questions, so you
can feel better about getting the test.
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Appendix A

CARD™™ The HBV and Liver Function Tests

« The initial HBV test screens for antibodies to HBV and wiill
tell you if you have ever been infected.

* If you test positive, a second test will be performed to determine
if you are currently infected and can transmit the virus to others.

— If the second test is positive, additional liver function testing
may be performed.

« If the initial test is negative, you will need another test to see if you
have been successfully immunized.

— If this test is negative, you are eligible for HBV vaccination.

* In general, public health officials recommend HBYV testing as
important and beneficial.
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Appendix A

The HCV Test

* The test screens for the presence of antibodies that have
developed in your bloodstream in response to HCV.

* For people who test positive for HCV antibodies,
supplemental tests may confirm the presence of the
virus, may measure their viral load, and may
include genotyping.

* The tests do not distinguish between acute, chronic,
and resolved infection.

* There is no immunization for HCV, but some people
can be treated.
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Appendix A

What To Do if You Are Infected
CARD ) With HIV, HBV, or HCV

* Itis important to get early medical treatment.

- Be safe. There are other viruses that can make you sicker.
Do everything you can to reduce your risk.

«  HBV or HCV carriers may be infected throughout their lives.
You have a greater chance of developing liver cancer or cirrhosis
of the liver if you have chronic infection with HBV or HCV.

* There is no treatment for hepatitis viral infections. People who
have not been infected with HBV can be immunized.

* Some things you can do to maintain your health and fight disease:
— Stop or at least reduce drug use;
— Reduce or stop alcohol consumption;
— Eat healthy foods;
— Get proper rest;
— Get proper exercise;
— Think positively—consider joining a support group; and

— Get regular preventive medical care.
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Appendix B

Meaning of Seronegative HIV Test Results

* Negative HIV test results mean that HIV antibodies have not
been found in the blood.

* Individuals who test negative may be infected with HIV. This
can happen if your body hasn'’t yet produced enough antibodies
to be detected.

* It usually takes 2 weeks to 6 months after you are infected for
your body to produce a detectable level of antibodies.

* Anyone who has engaged in risk behaviors in the last 6 months
should be retested for HIV in the next 6 months. (Between testing,
if you have sex, make sure you use latex condoms. If you use needles,
make sure you don’t share works—use clean works.)

* Anyone who has engaged in risky behaviors since 1977 should
not donate or sell blood.
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Appendix B

CARD™™, Meaning of Seropositive HIV Test Results

* A person who tests positive for HIV is infected with
the virus and can infect others.

* A person who tests positive for HIV may not have symptoms
of AIDS. These symptoms may not develop for 5 to 10 years.

* The sexual partners, shooting buddies, or children of people
who test positive may also be infected.

* A seropositive person should not donate or sell blood.

* A seropositive person should seek and receive regular
medical care.

* A seropositive woman risks passing the virus to her fetus
if she is pregnant and to her child if she is breastfeeding.
Therapies and infant formula are now available and usually
recommended.

* Early medical treatment may prevent passing the virus from
mother to fetus.

* A seropositive person should never exchange body fluids
during sex (vaginal, oral, or anal): Always use a latex male
condom or a female condom.
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Appendix B

Meaning of Negative HBV or HCV Results

* Negative test results mean that antibodies to the
hepatitis virus were not found in the blood.

* A negative test does not mean that a person is free
of the virus. Since the test screens for virus levels that
are present for a short period, a person can be infected
and still test negative.

* Anyone who continues to engage in risky behaviors
should be retested in 6 months.

* Anyone who is at high risk for HBV or HCV infection
should consult a health care professional for additional
testing, possible monitoring, and immunization for HBV.
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Appendix B

CARD Meaning of Positive HBV or HCV Test Results

* Positive HBV or HCV test results mean you have
antibodies to the virus.

— Almost all drug users who have antibodies to the virus
actually have the virus.

— This test does not tell you if the virus has already damaged
your liver or if it is damaging it right now.

— You must get more tests to find out how much damage has
been done and if you need treatment for it at this time.

* A positive test result indicates infection and the ability to
transmit it to others through blood and possibly through
saliva, mucus, sweat, tears, and urine. HBV (and possibly
HCV) can be transmitted through semen and vaginal fluids.

* A person who tests positive may not have hepatitis symptoms
such as jaundice (yellowing) of the skin and eyes, fatigue, and
other flu-like symptoms.

* A person who tests positive should not donate or sell blood
or donate an organ.

* A woman who tests positive risks passing the virus to her child
if she is pregnant.

« Sexual partners, shooting buddies, and the children of those
who test positive may be infected. They should be tested and
become immunized against HBV if they are not infected. There
iS no immunization available for HCV.

* A person who tests positive should get regular preventive
medical care, including more testing and liver monitoring.
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Appendix B

How To Slow or Prevent Onset
CARD of Serious Liver Disease

« See a doctor for additional tests to find out if you need
treatment now.

— A doctor will take more blood from you and test it to
see if HBV or HCV is damaging your liver.

— A doctor may also perform other tests to see how much
damage has already been done to you.

Do not drink alcohol.

— Alittle more than 1 out of 10 people (12%) who don't drink
will develop cirrhosis within 20 years of infection.

— Almost 6 out of 10 heavy drinkers (58%) develop cirrhosis
within 20 years of infection.
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Appendix B

Risk-Reduction Counseling
CARD /= and Partner Notification

* HIV pre-/post-test education and risk-reduction counseling...

— offers opportunities to drug users to learn their serostatus
for HIV, HBV, and HCV;

— helps them to assess and understand their personal risk;

— provides new information and skills to reduce infection
risks and prevent transmission to others; and

— enables seropositive persons to inform their drug and
sex partners about potential risk of infection and the
importance of getting tested and counseled for HIV
and other blood-borne infections.

« Seropositive persons may prefer, and can request, assistance
from outreach workers in contacting and informing their drug
and sex partners about potential risk of infection, and many
health departments can help locate and counsel partners.

+ State laws vary on mandated partner notification, and
partners are generally not notified without your permission.
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