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lobally, people who use drugs! (PWUD) remain
stigmatized and criminalized, which contributes to devastating
health disparities, including extremely high rates of TB often
combined with HIV and viral hepatitis. The range of these health
issues and the prevailing lack of integrated health services capable
of delivering TB, HIV, and harm reduction services in one place
largely contribute to the scope of the TB crisis in communities
of PWUD. While the impacts of the TB epidemic are most acutely
felt in PWUD communities in Eastern Europe and Central Asia,
evidence is emerging from South and South-East Asia and sub-
Saharan Africa that suggests that these issues are now universal.
In countries where HIV epidemics are concentrated among PWUD
and where rates of TB and multidrug-resistant TB (MDR-TB) are
high, programme implementers and governments need to take
immediate action, working alongside global and regional networks
of PWUD and local PWUD activists to devise solutions that forgo
punitive approaches to drug use and instead deliver effective and
efficient results. Governments in other locales where TB epidemics
among PWUD may be just beginning need to implement the
necessary measures to engage communities of PWUD in all aspects
of intervention planning, service delivery and impact evaluation.
This guide outlines the key issues with access to TB prevention,
treatment and care for PWUD, and provides recommendations for
action and advocacy for communities, governments and donors.

1 Although the impacts of TB are best documented among people who inject drugs, because of the
widespread criminalization and discrimination experienced by people who use drugs as a group, this
guide is also relevant for those who are non-injectors.

Overview
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Global Plan to End TB and key populations

The Global Plan to End TB outlines the following targets to be achieved by 2020, or 2025 at the
latest. The Plan refers to people who are vulnerable, underserved or at risk as TB “key populations”
and provides models for investment packages that will allow different countries tfo achieve the
90-(90)-90 targets. The Plan also suggests that all countries:

Reach atleast

i 90

OF ALL PEOPLE
WITH TB

and place all of them
on appropriate
therapy—first-line,
second-line and
preventive therapy
as required

As a part of this approach,
reach at least

i(90)%

OF THE KEY
POPULATIONS

the most vulnerable,
underserved, at-risk
populations

Achieve atleast

190

TREATMENT
SUCCESS

for all people diagnosed
with TB through affordable
treatment services,
adherence to complete
and correct treatment, and
social support.

o Identify their key populations at national and
subnational levels according fo estimates of
the risks faced, population size, particular bar-
riers to accessing TB care and gender-related
challenges;

Set an operational target of reaching at least 90% of
peoplein key populations through improved access
to services, systematic screening where required
and new case-finding methods, and providing
all people in need with effective and affordable
treatment. For PWUD living with HIV, the provision
of isoniazid preventive therapy (IPT) is the single
most effective method for TB prevention (7,2). WHO
recommends that people living with HIV (PLHIV)
should receive at least six months of IPT as a part
of their HIV care. Despite this long-standing rec-
ommendation, fewer than 25% of PLHIV who are in
care receive this treatment (1);

e Report on progress with respect tfo TB using
data that are disaggregated by key population,
without subjecting the population in question
to additional scrutiny, and apply evidence and
rights-based interventions that are also gender
equitable;

o Ensure the active participation of key popula-
tions in the design, delivery and evaluation of
services and the provision of TB care in safe
environments.

This Guide utilizes the above recommendations to
outline risks, discuss strategies for improved access,
and highlight opportunities for the involvement of
PWUD in all stages of programme development,
service delivery and evaluation.



What's in this guide?
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In the realm of HIV, it has
long been established
that criminalization
prevents PWUD from
accessing life-saving
care. TB interventions are
no different, and various
barriers to integration

of care along with
criminalization influence
TB outcomes among
PWUD.

EPIDEMIOLOGICAL

PROFILE
TAKING ACTION

BARRIERS IN LAWS,
POLICY AND PRACTICE

Involving PWUD
activists, working

Discusses the :
prevalence of :

T8 n PWUD ............ T— © in multidisciplinary
communities, : : A :  teams, and ensuring
as well as : : : *  aharm reduction
the presence : v : ¢ approach to the

ofother: ¥ S o i rectmentand

diagnosis of TB
have all been shown
to be effective

in addressing

TBin PWUD
communities. Other
interventions, such
as sensitization of
health workers and
law enforcement
agents, along

with drug policy
advocacy can also
improve treatment

A : access.
0 3
. 3
.

.
.
.
.
.
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comorbidities :
that might :

¢ complicate TB :
! freatment and :
: care.

Stigma towards and
homelessness among

PWUD impact TB prev-
alence in this community
and access to treatment.
Access might be even ]
more restricted for women
and transgendered indi-
viduals who use drugs.

=
<

SOCIOCULTUR
BARRIERS TO
TREATMENT

RECOMMENDATIONS

Addressing TB in PWUD communities needs to occur through the greater involvement of PWUD in
decision making with respect to interventions. Furthermore, all legal and practical barriers to access
to and integration of services must be eliminated.
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Epidemiological profile

Irrespective of their HIV status, PWUD tend fo
have higher rates of TB and higher prevalence of
latent TB infection (LTBI) (3-5). HIV increases the
likelihood of TB in communities of PWUD, with
HIV-positive people who inject drugs (PWID) two
to six times more likely to develop TB disease
than HIV-positive non-users (3,6,7). Inability to
access TB treatment in a timely manner, com-
bined with the heightened prevalence of LTBI
in communities of PWUD, may contribute fo the
high frequency and severity of TB and MDR-TB
outbreaks in this population (3). Risky drug-
use practices (such as inhaling crack, cocaine
and other inhalants, and exhaling directly into
another person’s mouth) and/or environmental
circumstances (such as cramped, poorly venti-
lated injection spaces) can also contribute to TB
outbreaks (3).

In 2013, 27 million people globally used drugs,
and 12.2 million of them were injectors (8). The
highest number of people who inject drugs is
found in Eastern and South-Eastern Europe
(8). Criminalization of drug use and the resul-
tant challenges in accessing sterile injecting
equipment lead to PWID sharing needles and
syringes, putting them at higher risk of HIV
and in turn increasing their vulnerability to TB.
Criminalization also makes all PWUD vulnerable
to TB through experiences with prison and cus-
todial settings, where the risk of TB is said to be
23 times higher than in the general population
(9). PWUD are also susceptible to Hepatitis C
and B (70). This combination of health disparities
and multiple legal, logistical, and health sys-
tem barriers to treatment, perpetuated by the

widespread criminalization and stigmatization
of PWUD, make it difficult to address TB among
PWUD. Among people with TB who also use
drugs, at least one in three will have HIV, and two
in three will have Hepatitis C (HCV) antibodies,
making service integration and coordination
crucial for freatment success (71,12).The impacts
of the combined epidemics of HIV and TB on
communities of PWUD are especially notable
in Eastern Europe and Central Asia. In these
regions, opiate substitution freatment (OST) — a
WHO/UNODC/UNAIDS-recommended inter-
vention for support and adherence to HIV and/
or TB treatment - is still not widely available; in
addition, cases of HIV among PWUD continue
to rise, and rates of MDR-TB are among the
highest in the world (13). Evidence is emerging
that similar issues might be affecting PWUD in
other regions (14,15).
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Barriers in laws, policy and practice

Criminalization and disregard for the fundamental rights of people who use drugs

Environmental factors, specifically restrictive
laws and policies, have a profound impact on
health-seeking behaviour among vulnerable
populations (76,17). When discussing barriers to
TB diagnosis and treatment among PWUD, the
issue of criminalization should take precedence.
Despite recommendations of multiple interna-
tional bodies (including WHO, UNDP, UNAIDS,
UNHCR, and UN Women) calling for a revision
of punitive drug policies in order to reverse their
negative impact on health, human rights and
development (17-23), countries continue to insti-
tute harsh punishments for PWUD and prosecute
drug possession for personal use. A 2015 UN
Office on Drugs and Crime (UNODC) paper
proposed the decriminalization of drug pos-
session for personal consumption; however, the
proposal was withdrawn by the agency because
of UN member country pressure (24), yet again
demonstrating the challenges in breaking the
status quo of punitive drug policies.

In addition to incarcerating a disproportionate
amount of PWUD around the world - thereby
subjecting this population to increased risk of
HIV, HCV, and TB or MDR-TB, and treatment
delays and interruptions — punitive drug poli-
cies and criminalization also lead to complete
disregard for the human rights of PWUD, wide-
spread harassment and violence by police, and
the reinforcement of societal stigma (77,18). Both
in police lock-ups and in health settings, crimi-
nalization translates into discrimination against
PWUD, denial of care and treatment, and other
practices that can be characterized as cruel,
inhumane and degrading, such as the use of
withdrawal during interrogations or while in
pre-trial detention (25). These practices are
widely folerated and even supported by gov-
ernments, health systems and societies at large,
since PWUD are often considered lesser human
beings (17). However, addressing any health dis-
parity, including highly contagious yet highly
manageable TB, isimpossible without involving
the communities of PWUD and acknowledging
their fundamental rights to health, dignity and
life. Recognizing that PWUD as individuals and
as a group have agency to take charge of their
own health, while providing access to the nec-
essary services and support, is the only way
forward for curbing TB in this population.



Restrictions on and lack or denial of integrated treatment delivery

Research and practice have shed light on the
numerous challenges to the successful diagno-
sis and treatment of TB in PWUD. Specifically,
lack of follow-through on medical examinations
and referrals (26-29) and insufficient treat-
ment adherence (28,30,31) have frequently been
cited as key barriers. However, the root of the
problem for both TB diagnosis and treatment
for PWUD lies in either the lack of integration
between various medical and public health ser-
vices that should be available to them or the
refusal to provide such services.

Since PWUD with TB also frequently present
with other conditions, including HIV and HCV,
it is essential that health service delivery for
PWUD occur in one place (12,32). However, mul-
tiple restrictions to the integration of services
exist. For example, OST, which is considered the
gold standard for treating PWUD with TB and/
or living with HIV (12), is largely unavailable in
HIV and TB treatment facilities (33,34), as such
facilities are restricted from prescribing nar-
cotic substances. Health centres that deliver HIV
and TB care might be geographically discon-
nected and fail to cooperate when tasked with
treating patients who require multiple interven-
tions (11,33-36). In addition, approaches to TB
treatment that require lengthy hospital stays
are still practised in some regions of the world;
without access to OST in these hospitals, and
subject to poor infection control and insensitive

staff, PWUD are left to their own devices, often
abandoning their tfreatment that is so poorly
managed (34,35). Similarly, harm reduction
programmes that have the widest reach and
are most closely aligned with (and sometimes
even run by) communities of PWUD cannot
implement TB testing and treatment unless they
are affiliated with medical and health facilities.
Although some progress has been made in the
efforts to integrate HIV, TB, harm reduction,
drug treatment and HCV services for PWUD,
such interventions have rarely been systematic.
Despite WHO producing specific guidelines on
the collaborative provision of HIV and TB ser-
vices for PWUD in 2008 (72), much work remains
to be done. This calls for immediate review of
the policies and practices that block the access
of PWUD to life-saving TB diagnostic and treat-
ment services. In addition, given the available
opportunities for freatment in the community
and athome, TB treatment that promotes long-
term confinement and involuntary detention,
which is especially unsuitable for active PWUD,
is no longer acceptable (37-39).
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Sociocultural barriers to treatment

Stigma and violations in health settings

The stigma against PWUD has been well documented. Research has shown the impact of this
stigma on HIV treatment delay and even denial for PWUD (34,40, 41). Doctors in resource-limited
settings often cite PWUD nonadherence when deciding whether or not to start patients on expensive
antiretroviral medications. Late initiation of antiretroviral therapy (ART) leads to excessive risk of TB
in PWUD living with HIV. Furthermore, PWUD who are living with HIV and TB and who are trying to
start on ART may first be required to undergo TB freatment or detox (34). This requirement creates
a cycle of bad health care that ultimately displays tremendous disregard for human life. PWUD
who are not living with HIV face similar issues, as medical institutions and health workers have little
incentive to ensure PWUD patients’ adherence to lengthy TB treatment regimens. Health provider
apathy fowards PWUD was noted in developed countries in the mid-1990s, when issues of HIV and
TB were prevalent among this population (42,43); such atftitudes are now commonplace elsewhere
(40). The denial or delay of treatment and care to PWUD for both HIV and TB, facilitated by medical
institutions, must be stopped immediately, as must the belief among providers that TB and substance
use are too difficult to manage together (37). This can be countered by known successful practices
for treating TB among PWUD.

Lack of knowledge/confusion of Gender
prevention messages

While more men than women get TB, women

There is some evidence that, despite being
aware of their heightened risk for TB (44),
understanding that HIV increases their risk
of TB (45), and realizing that TB is treatable
(45,46), PWUD are less aware of the fact that
TB is spread by coughing (44,47) or that people
can become resistant to TB medications (44).
This lack of full understanding of the risks of TB
and the confusion of prevention messages (for
example, PWUD in one study thought that TB
could be prevented by bleaching their injection
equipment or using condoms (47) may lead to
delays in seeking care.

may encounter further gender-specific barriers
that prevent them from accessing treatment and
care. Women who use drugs face additional
challenges in accessing both PWUD-specific
services, such as harm reduction, and general
health care. This may be due to the additional
layer of stigma and discrimination imposed on
them, as well as the lack of consideration for
their specific needs when designing services
(48,49). In the realm of TB, women have to con-
tend with reduced access to TB diagnosis and
tfreatment. Thus, it is important to develop spe-
cific strategies for addressing TB, and poten-
tially TB and HIV coinfection, among women in
the communities of PWUD.



Homelessness, poverty, fear of police,
and incarceration

High rates of homelessness and/or unstable liv-
ing and economic conditions (17,50) are com-
mon among PWUD. These factors make PWUD
more susceptible to TB and vulnerable to police
harassment, which may result in incarceration
and thus additional risk of TB in prison. Fear of
police among PWUD has been associated with
HIV risk behaviours and avoidance of health
care seeking, since they perceive any interac-
tion with formal health or social service systems
to carry the potential of police interaction and
arrest (16,51). Law enforcement representatives
might target PWUD for various reasons; even
in places where the possession of drugs for
personal use is not criminalized, the possession
of syringes or trespassing and loitering might
be grounds for arrest. Such policies and prac-
tices pose barriers for PWUD to access health
and other services. Consequently, it is imper-
ative to work with members of law enforce-
ment authorities in order to sensitize them to
the public health impacts of their actions and
make them agents of positive change. Positive
results have been achieved when civil society
organizations and public health authorities have
worked with police on HIV prevention in certain
locales (52-55).

Delay in seeking treatment and malnutrition

While stigma along with the range of other factors
described above play into the delay in seeking
treatment among PWUD, evidence suggests that
opiates, serving as cough suppressants, make it
difficult for PWUD and OST patients to recognize
the symptoms of TB disease (3,15). Individuals
who use pharmaceutical grade drugs containing
opiates might also be susceptible to this delay in
self-diagnosis and treatment-seeking. Inhalant
users are also at an increased risk of TB; how-
ever, because they face a range of other respi-
ratory conditions, such as bronchitis, asthma and
others (56), they might not readily identify the
need to address TB. Such delays, of course, can
lead to heightened TB transmission rates within
communities of PWUD, more severe TB disease
and increased mortality (57-59). Thus, education
within PWUD communities and extra attention by
OST doctors may help to shorten these delays.
In addition to delays in treatment seeking, mal-
nutrition that is associated with drug use (60),
but not frequently addressed in interventions for
PWUD, might serve as a deterrent for both TB
treatment adherence and effectiveness. Thus,
considerations need to be made to ensure that
PWUD receive proper nutrition while undergoing
tfreatment.

Difficulty in adhering to treatment and preventative treatment of LTBI

Because of these multiple challenges to accessing care, PWUD generally have lower rates of adher-
ence to TB treatment than populations who do not use drugs. Treatment of LTBI with IPT through
techniques that utilize directly observed and otherwise supported treatment has been shown to be
effective among PWUD and in reducing transmission in PWUD communities.

©
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Involving PWUD communities

In countries where successful approaches to
infegrating TB care into HIV prevention and treat-
ment programming for PWUD have been tested,
communities of PWUD have beeninvolved in the
decision-making process regarding the design,
delivery and evaluation of the programming.
The following interventions have been successful
in utilizing the energy and involvement of PWUD
communities in delivering TB care:

o advocacy of take-home doses of OST that
can be delivered to PWUD receiving TB
treatment at home or in long-term in-pa-
tient TB facilities (67);

e patient-supported TB treatment and ART
at harm reduction sites and street-based
outreach (33);

« PWUD working alongside doctors to collect
sputum samples in places where PWUD like
to meet (39).

These examples demonstrate that, in order to
develop the most effective solutions to TB pre-
vention, diagnosis, treatment delivery and care,
and to achieve the desired results, PWUD com-
munities must be involved.

Engaging multidisciplinary teams to
provide effective case management

Multidisciplinary teams that include harm
reduction workers (usually represented by the
PWUD community) and TB, drug treatment,
and HIV doctors and social workers are most
successful in engaging PWUD in the TB, drug
treatment, and HIV care continuum (33). The
interventions that constitute effective case
management do not have to be excessive or
expensive, but require the close collaboration
and coordination between all parties involved.
In addition, the advent of mHealth could make
these interventions less time-consuming, more
effective and more easily targeted towards the
people who struggle with adherence the most.
Case management utilizing mHealth interven-
tions can help PWUD adhere to ART for HIV
(62,63). mHealth interventions have also shown
positive results in increasing adherence to TB
treatment (64). In addition, mHealth interven-
tions can help to save costs. Engagement of
peers and peer support and counselling are
also crucial for the success of TB treatment
outcomes among PWUD. Nevertheless, it is
important that peer outreach and counsel-
ling workers clearly understand TB prevention
modalities so as not to subject themselves to
additional risks.



Applying the principles of harm reduction
to TB treatment and control

The harm reduction model is client-centric and
hinges on the principle of delivering services at
the point of need, i.e., meeting PWUD where
they are. While some PWUD may be open to
the idea of substitution treatment through the
period of TB treatment initiation, others may
not. While some PWUD will attend peer group
meetings and needle exchange programmes
where they can also receive daily treatment
for TB and/or HIV, others will not for a variety
of reasons. Therefore, it is essential to develop
interventions that will engage PWUD in a man-
ner that is most effective. Global experience has
shown that interventions that engage PWUD
through street-based outreach or through com-
munity centres are the most effective in facili-
tating adherence to freatment (39,65-67). Other
interventions that have involved providing small
financial incentives and nutrition support have
also proven successful (68).

Training and sensitization for
representatives of law enforcement and
health workers

The violence and harassment that PWUD expe-
rience when interacting with law enforcement
representatives largely drive PWUD to not
engage in health seeking (17,69). Sensitizing
police to HIV prevention and harm reduction
programming has been an effective strategy
for involving law enforcement entities in the
expansion of access to HIV prevention ser-
vices (52,54,69). Additional work with police to
address the challenges of access to TB services
among this group could bring about similarly
positive results.
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Recommendations

While these recommendations provide an outline for action for a range of key stakeholders, others,
including UN Agencies and local and global health worker collectives, should take note and assess
their potential for use in improving TB prevention, treatment and care for people who use drugs.

Civil Society

: Promote

: community

i and PWUD

i engagement in

i national, regional
 and local TB

: programme

i planning; advocate
: for service
: integration;

¢ Work with PWUD

: community

: activists to expand
: knowledge about
TB among PWUD;

: Advocate for

: eliminating any
i legal barriers

i denying PWUD
 accessto TB

: prevention,

¢ treatment and

PWUD Networks

: Engage with HIV, TB, and drug
i control and prevention bodies
: at the local and national

i level in order to plan the best

" interventions and strategies to
increase the access of PWUD

: to TB prevention, freatment

: and care;

: Ensure expanded knowledge
of TB transmission and risk

{ among communities of PWUD;
: seek simple solutions for TB

i prevention and control in

: places where PWUD meet

i (e.g., open windows, proper

¢ ventilation, no overcrowding,

¢ cover your cough and wash

i your hands reminders);

: Document the impact of TB

: on communities of PWUD,

¢ including legal barriers, denial
i of care and lack of care

: integration; advocate for the

¢ elimination of legal barriers;

Promote health worker

i education and conduct

¢ training at the local and

: national level in order to

i advance stigma-free and

i sensible approaches to

i effectively engaging PWUD in
TB treatment and care;

i Advocate for the training of

: law enforcement officials that
¢ informs police about the risks
of TB among PWUD.

: Eliminate practical

¢ barriers fo integrated
: care for PWUD by

i expanding access to OST
: in TB care and working

: with harm reduction

: services to integrate TB

i prevention, diagnosis

¢ and freatment into their

: operation;

: Promote and fund

¢ interventions that present

i practical and legal solutions
. to eliminating barriers to

! integrated care; promote

i cost-effective interventions

¢ that bring about the

i greatest change;

i Advocate against
stigma and raise

: awareness on the

: dangers of the

: stigmatization

: and prosecution

i of PWUD among

i health workers and
¢ law enforcement

¢ officials.

Governments

: Ensure that HIV, TB,

¢ and drug control and

i prevention entities at the
¢ local and national level a) :
i work collaboratively with
i communities of PWUD to
design interventions, and
i b) work jointly on devising :
: and rolling out TB

ntions for PWUD;

: Eliminate legal barriers

i to integrated care for

: PWUD; stop prosecuting
 PWUD for minor offences
" in order to expand access
: to health care;

Respond to

: recommendations of

: PWUD communities;

¢ address legal barriers to
: TB treatment and care

i for PWUD; support the

i training of health care

i professionals to work

¢ with PWUD;

: Support programming that

¢ involves law enforcement

i officials in supporting rather
i than interrupting public :
health interventions for

: Create policies that

¢ facilitate police

: awareness and

i collaboration on public
health service access for

Donors

i Fund and promote

¢ interventions that require

i service integration for

: PWUD, as well as new

i technologies for diagnosis
i and treatment, and

: innovative interventions for
i service delivery, freatment
: adherence and completion;

Fund collaboration with

i civil society and PWUD

: networks and government

: representatives; distribute

: information about effective
i knowledge and awareness
campaigns about TB;

Fund the engagement

i of PWUD networks at

i the global, regional and

¢ national level in order to

i raise awareness about

¢ violations in TB health care,
i and to promote respect for
i human dignity and life in
supported interventions;
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