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Background 

The Caribbean island of Saint Lucia (13 53 N, 60 58 W) is located on the eastern edge of Caribbean Sea. The estimated population is 168, 458 (2006). Ninety percent of the population is Afro-Caribbean, 6% is mixed race, 3% is East Indian, and 1 % of Caucasian race. English is the official language but given it French heritage a large portion of the population speaks a French Kweyol as their cradle tongue. The country has a stable British-style parliamentary democracy, and is a member of the Commonwealth of Nations, a member of the Organisation of Eastern Caribbean States (O.E.C.S) and the Caribbean Community (CARICOM). The per-capita gross domestic product is $ 5,400 and the unemployment rate is about 15% and the literacy rate is about 95%. Twenty-nine percent of the population falls below the poverty line of US $170.00 a month. The capital is located at the port of Castries. 

Drugs in the Caribbean Region

The nations and the territories of the Caribbean are located between the producers of cocaine and heroin in South America and the main consumers of the drug in North America and Europe.  In the past three decades the Caribbean has been increasingly used for the transhipment of cocaine.  Marijuana, which is produced in the Caribbean Region is both used locally and exported in increasing quantities to regional and the more lucrative North American and European markets. 

Research has shown that the misuse of alcohol and crack cocaine represents serious threats to social cohesion.  Drug misuse causes harm to both individuals and society. It is associated with physical and mental health problems, greater risks of HIV/AIDS infection through unprotected and risky sex, and lead to criminal behaviours leading to incarceration, as drug users may commit crimes to obtain money for drugs.  The high profits associated with the distribution and sale of drugs in communities may also lead to social dislocation due to the emergence of in some communities of gangsters and a violent culture based on fear of reprisal and gang-membership.

Whilst the abuse of marijuana, crack and alcohol present the main challenge in the Caribbean region, abuse of other substances, especially over the counter and prescription drugs also present serious problems.  In addition inhalants such as thinners, glue, and gasoline are commonly abused among street children in the larger and more populated countries of Jamaica, Dominican Republic and Haiti. The author has come into contact with evidence of heroin use and of injecting drug use (IDU) in Trinidad and Guyana and both countries have reported HCV in the blood supply, a clear marker for IDU.  

Extent of Drug-Use in the region 

After 10 years of the Barbados Plan of Action (1996) it is still not possible to ascertain the number of drug users in the Region.  Research in the region has focused on school populations and on admissions to treatment centres. Other then a number of rapid assessment undertaken in selected communities in the late nineties there is little information about the “hidden population” of users and little information about the extent and nature of crack cocaine use, less information on the HIV overlap and almost no information on heroin use and what appears to be a growing incidence of injecting. 

Our research has determined a pattern to Crack/cocaine imitation in the Caribbean. While 50% of female users are enticed by males into using crack, almost 20% of males are enticed by females. 20% of the crack users start out selling crack and due to the exposure opportunity are lulled into experimentation. That crack use starts as a result of economic activity among the poorer sectors of society is an measure of the inadequacy of legitimate outlets young entrepreneurial minded males in particular. The mixture of crack cocaine with marijuana contributes to the addiction of another 20% the using population. This is an indictment on an abstinent based drug education programme that attribute similar harms to all drug use regardless of substance and neglects substance specific messages.

Local individuals, who are involved in the transhipment of cocaine, receive cocaine as an in kind payment for their facilitation. In order to convert this product into cash cocaine is sold on the local market at a price well below that of the countries of final destination.  Thus cocaine is easily affordable to the local population and has found its way into most urban centres and rural areas alike.  
Thus cocaine trafficking in the Caribbean has in recent years led to its increasing local use. In studies conducted either on the streets or in secondary schools, half of the sampled population said that they knew of a crack user and knew where to buy crack. It should also be noted that the association between crack cocaine as an economic activity and crack use complicates the treatment and rehabilitation process.  Many clients who have undergone treatment and have been successfully discharged have been known to resort to selling crack again in order to survive economically.  Existing skills based rehabilitation services are limited in their capacity to address this situation.

In all Caribbean countries and territories, with the exception of the smallest (Montserrat and Saba as an example) crack/cocaine is easily available. Other drugs of use include inhalant use especially among the young homeless population in some countries.  
Reports have also been received of isolated incidences of Colombian heroin coming on to the black-market in Trinidad and Guyana where interdictions of this substance points to its availability. Currently North American heroin markets are satisfied  by supplies transiting Central America and European market from Afghanistan. As long as this remains unchanged the Caribbean is unlikely to see major movements of heroin though its region. If Europe seeks its Heroin elsewhere this could present a problem for the Caribbean that has no experience with harm reduction interventions and views drug abstinence as the only drug policy. Thus once again the Caribbean may be used as a transhipment point of the European market. If the 'model' of paying in kind for transhipment services is replicated, it is likely that heroin will become readily available at an affordable price to the general population. 

Most local experts hold the view that there is a general aversion to injection among the Caribbean population and that therefore injection drug use is unlikely to become popular. However, there are already reports of an increase in injection use in the region and no reason to suppose that it will not spread further should it become an economic necessity for drug users.
In some Caribbean countries, access to drugs has also been linked to those involved in service industries. For example many states are associated with “Drug-Tourism” and also linked to commercial sex industries. In many cases the commercial sex industry is linked to the drug industry if for no other reason then both activities are illegal and therefore are controlled by the same “criminals”.  
The Extent of HIV in the Caribbean 

After Africa, the Caribbean has the second highest burden of HIV infection in the world, with a regional prevalence of 1.6% [1]. The highest prevalence rates in the region are reported to be in Haiti (3.8%) and the Bahamas (3.3%). The epidemic appears to be levelling off in some countries, such as Haiti and Jamaica, but is of increasing concern in other countries such a Guyana. The epidemic is being fuelled by sexual transmission, migration, intravenous drug abuse [2], and perhaps, non-intravenous drug abuse - the question at issue in this study. While there have been attempts to create a regional response to the epidemic, the diversity of language, culture and socio-economic standing among the Caribbean islands make a regional response difficult to implement. Even if a coordinated regional response were possible, it would first require strengthening of each nation's capacity to deal with the epidemic within its own territory. A report on the quality of HIV surveillance concluded that in the Caribbean region, only the Dominican Republic and Jamaica had 'fully implemented systems' able to accurately track the epidemic [5]. As a result, quality information on the HIV epidemic is lacking [2, 6, 7]. 
While IV drug abuse is rare in the Caribbean (exceptions include Puerto Rico [2], the use of crack cocaine is extensive as cocaine transits the region on its way to North America and Europe. In 2005, this knowledge gap of the role of crack cocaine in the Caribbean HIV/AIDS was identified as a priority area of the Caribbean Regional Strategic Framework for HIV/AIDS, stated as follows: "To strengthen understanding of the role of substance abuse and drug use in [the] regional epidemiology of HIV, and to use [the] information in appropriate prevention and care strategies"[3]. 
HIV/AIDS in Saint Lucia

Saint Lucia reports its HIV/AIDS surveillance data to the Caribbean Epidemiology Center (CAREC). By law, both AIDS and HIV are reportable. The estimated HIV prevalence rate in Saint Lucia is 0.12% [4]. An estimated1.2% of young men and women 15-24 years age are infected. However, this is believed to be an underestimate. According to the AIDS Registry, in the year 2005, 77 new cases of HIV were reported compared to 45 new cases in 2003, with an increase in the proportion of cases among women. While the increased numbers of new cases could be due to increased reporting, the numbers are also consistent with a significant fueling of the epidemic. It is not clear which of these two scenarios is responsible for the apparent increase in incidence. Heterosexual transmission is the main route of infection. Eighty-one percent of persons with advanced HIV are receiving combination antiretroviral therapy which is provided free of charge by the Ministry of Health. 

Drug use and its role in the HIV epidemic in the Caribbean Region 

A comprehensive review of the literature on the relation between drug abuse and HIV/AIDS in South American and the Caribbean Region was published recently [7]. There is an extensive literature for South America indicating a role for both injection and non-injection drug abuse in the HIV epidemic there, especially in Argentina and Brazil [6-8]. The limited available literature from the Caribbean indicates that, in general, IV drug abuse is uncommon. Puerto Rico, Bermuda, and the Bahamas are among the exceptions. The major drug of abuse is cocaine. What is striking in this report and others [6] is the lack of information from the Caribbean region with which to evaluate the importance of non-injection drug abuse in the HIV epidemic.  There are isolated reports from the Bahamas [9], and Trinidad [10], but a comprehensive evaluation of the problem in the Caribbean is not possible due to lack of data. Thus, the extent of non-injection cocaine use and its importance in the HIV epidemic at this time is not known. In 2005 this knowledge gap was identified as a priority research area of the Caribbean Regional Strategic Framework for HIV/AIDS. [3]. The proposed study would fill a gap in knowledge by documenting the extent of the problem in Saint Lucia.  Since Saint Lucia is typical of islands of the Eastern Caribbean, the results of this study should be highly generalisable to other islands in the region where cocaine trafficking is prevalent and where intravenous drug abuse is uncommon.

The problem of crack cocaine in the Caribbean 

The Caribbean islands recognized as a transit point for drugs. [11]. Cocaine arrives by sea and is offloaded to smaller local vessels along the coasts for onward shipment to Europe and North America. It is increasingly common that with each shipment some percentage of goods stays behind as a payment in kind. As most facilitators are not users, the cocaine is “dumped” on the local market. High grade powder cocaine is converted into crack cocaine with a “crack rock” costing from 1 US in Trinidad to 5 US in Saint Thomas. 
The problem of crack cocaine in Saint Lucia 
Saint Lucia is only one of a number of Caribbean islands recognized as a transit point for drugs. [11]. Cocaine arrives by sea, primarily from Venezuela, and is offloaded to smaller local vessels along the coasts for onward shipment to Europe via the French territory of Martinique. As with the rest of the Caribbean it is increasingly common that with each shipment some percentage of goods stays behind as a payment in kind and “dumped” on the local market. In Castries, a “crack rock“ costs less than US $2.00. 

Association of Crack Cocaine and HIV infection in the Caribbean 
Prior to conducting it’s research CDARI found little data on the association of crack cocaine with HIV infection in the English speaking Caribbean. There are reports of an association between the use of crack cocaine and HIV infection in the Bahamas [9] and Trinidad [10] 
In the Trinidadian study of STD clinic attendees cited above [10], crack cocaine use was a significant independent predictor of HIV infection among men, but not among women in whom risk factors were age < 14 years at first sex, commercial sex work, and having a history of non-gonococcal cervicitis. The men were asked about paying for sex, but commercial sex work or being paid for sex with money or drugs was not evaluated in the men. A second study conducted in Trinidad and Tobago among crack cocaine users in rehabilitation found that exchange of sex for money among men who do not identify themselves as homosexual does indeed occur in the crack cocaine using population of that island [12]. 

In the Bahamas, a concordance was observed between the new cases of treatment for smoked cocaine abuse, and new cases of gonorrhoea or genital ulcer diseases during the period 1984-87 [9]. Using a case-control study design among attendees of a public STD clinic, the authors found an odds ratio of 10.2 (95% CI: 4.5-23.4) in men and 5.7 (95% CI: 2.2-14.9) in women for the association of crack cocaine use with HIV infection. These odds ratios were derived in clinic attendees with no other concurrent STD diagnoses, and were adjusted ratios for age, and year of HIV diagnosis. Other known risk factors for HIV, including number of sex partners or commercial sex work, were not evaluated in that study. Another Bahamian study among women attending an antenatal health clinic also found an association between crack cocaine use and HIV [13]. As with the previous study, no account was made for number of sex partners or commercial sex work. 

It is debatable whether commercial sex work is a potential confounder of the association between cocaine and HIV infection or whether it is an intermediate that lies in the mechanistic pathway between cocaine abuse and HIV infection. If cocaine abuse leads to exchanging sex for money or drugs to support an addiction, then commercial sex work could be thought of as an intermediate in the pathway between cocaine and HIV infection.  We evaluated these relationships in this study.

It is important to understand the underlying mechanisms by which cocaine is linked to the HIV epidemic in the Caribbean in order to know how to use the information in HIV prevention strategies. In the USA and South American countries such as Brazil and Argentina where IV drug abuse is prevalent, risk factors for HIV in the non-injection drug using population may exist that do not exist in Caribbean context.  For example, in the USA, crack-using (but not IV drug-using) female sex workers might be more likely to have clients who use both crack cocaine and IV drugs, compared to sex workers who do not use crack. This risk scenario in which IV and non-IV drug abusers share the same networks would not apply to many Caribbean islands, where crack cocaine abuse is common, but IV drug abuse is rare. 
Sex work and Crack Cocaine in the Caribbean

The role of sex work in the association between cocaine and HIV infection is an important area to investigate. Cocaine abuse leads to exchanging sex for money or drugs to support an addiction, as such sex work can be thought of as an intermediate in the pathway between cocaine and HIV infection.  We evaluated these relationships in this study.
Setting for the Research 

In the urban cities in the Caribbean, street drug using populations are found in well-defined areas where casual labour, charity meals, and begging opportunities exist. This study took place in such a place in and around central Castries, the Capital City of Saint Lucia.  The only “city” in this small island developing state, Castries has a population of approximately 60,000 and suffers the usual social phenomenon typically associated with its larger counterparts, homelessness, drug misuse, vagrancy, sex work, begging, and abject poverty all within the shadow of a multi-million dollar cruise ship port and duty free shopping complex welcoming tourists to the tropical paradise of “Saint Lucia, Simply Beautiful” as the Saint Lucia Tourist Board proclaims.

Methods 

Over the course of 12 weeks from April to July 2007, 106 (18 women) crack cocaine users and 45 non-users (12 women) were recruited to the study by CDARI on the streets of the capital city, Castries and tested for HIV and other STIs by the Saint Lucian Ministry of Health. 

Modified targeted sampling, which involved recruiting participants from geographical areas previously identified by the researcher and known to be frequented by the targeted population, was utilized for recruitment in this study (Watters & Biernacki, 1989).

To be eligible to participate in this study participants must have been at least 18 years of age; willing to give permission to be HIV tested by the Ministry of Health and to have their test results shared with CDARI; and to be either a current user of crack cocaine (defined as crack used within the last 3 months) or a non-user of crack cocaine (defined as never has used crack cocaine). 

To be excluded from this study participants would have had to not given informed consent, or the participant is not able to give informed consent (e.g psychiatric problems).  Recruited persons may rescind permission to have the results of HIV testing shared with CDARI at any time and will still be attended by the sexually transmitted diseases clinic.   

Trained recruiters recruited and screened prospective participants on the streets of urban Castries. A pre-screening checklist was administered to all individuals who volunteered for participation. Respondents were asked seven questions that probed drug use and homelessness, and income level. To qualify to participate in the study, respondents needed earn less then $450 EC dollars a month (the government determined poverty line), be willing to be tested for HIV, VDRL, HTLV1, HVB and HCV, and be willing to sign the requisite consent forms. 

Persons who qualified for the study were invited to participate. Those who agreed verbally to participate were accompanied by their recruiter to the local sexually transmitted disease clinic of the Ministry of Health. The recruiter introduced the prospective participant to the interview staff who conducted the procedures to obtain informed consent including consent to have the results of their HIV test shared with CDARI. 

The question relating to crack use in the past 90 days determined the placement of the participant into the experimental or control group.

Later as the study progressed, some respondents also recruited participants from their networks. They were brought to the STI Clinic where they were introduced to the interview staff. 
All individuals who were approached agreed to participate in the study. The unusually high response rate may be attributed to the previously established relationship recruiters had developed with study participants from past encounters and previous work done on the street by the principal investigator.

Recruiters and then interviewers were careful to fully explain the purpose of the study and to obtain informed written consent from each respondent. All qualified interviewees were informed of their right to refuse participation, though none declined. In the case of individuals who were unable to read, the researcher read the consent form aloud. Strict anonymity was assured.

The technique of a modified targeted sampling in which geographical areas, familiar to the researchers, with specific populations of individuals are identified and from which respondents are recruited, was followed throughout the data collection phase (Watters and Biernacki, 1989).

Following recruitment and once informed consent was received; a confidential interview was conducted by CDARI staff in a private office of the sexually transmitted infections clinic of the Ministry of Health located on the grounds of Victoria Hospital. The participants consented to have their HIV test results (and results for tests of other sexually transmitted diseases) from the Ministry shared with the CDARI staff for research purposes. 

Following the consent procedures and interview, the study participants were seen by the sexually transmitted diseases clinic staff, where pre-test counselling occurred followed by phlebotomy to collect blood for HIV testing and testing for other sexually transmitted infections according to standard Ministry of Health procedures for that clinic. The Ministry of Health requested assistance of CDARI to ensure that the study participants returned to the clinic to receive the results of HIV testing. With this support of the clinic, we were able to ensure that participants were transferred smoothly from study recruitment and interview into HIV testing, treatment and follow-up. In Saint Lucia, HIV treatment is provided free of charge by the Ministry of Health.

The 106 crack cocaine users tested, eight (7.5%) were HIV-infected compared to none (0%) of 45 non-crack using controls recruited in a similar manner. These preliminary data support a role from crack cocaine use in promoting the HIV epidemic in Saint Lucia.  

The participants each received $20 USD as compensation for his/her time. This payment was made in two parts 10 US on the first visit to the Clinic when the participant was interviewed, height and weight taken, HIV pre-test counseling session was held and blood drawn for the HIV and STI tests. The final $10.00 payment was disbursed when the participant returned in 3 weeks for their test results.   The principal investigator early in the study noted the difficulty of finding women who met the interview criteria. It was decided to implement a form of respondent-driven sampling (Heckathorn, 1997) to alleviate this gender disparity. No additional monetary incentive was paid for this. Many of the women thus identified and interviewed in this research were in social networks with other male respondents. Though females were offered the same incentive as males, it is interesting to note that no female referred another female. This raises the question of social contacts and levels of competition among female users.  

Instrument

A structured instrument composed of 70% quantitative and 30% qualitative questions was used to conduct anonymous and confidential interviews. The comprehensive assessment measure consisted of 212 items in 14 sections and was adapted from two existing instruments (Reid, Crofts, & Hocking, 2000; Caribbean Epidemiology Research Centre, 2002b), with additional items added by Marcus Day of the Caribbean Drug Abuse Research Institute and Axel  Klein and Tony Humphreys of DrugScope, U.K. 

Information was obtained in a number of domains: demographic questions, questions on their family ties, economic situation, their drug alcohol and smoking habits, health status, including mental health, access to area health services, barriers to accessing health services, contacts with the criminal justice system, detailed questions about their sexual activity, including trading sex for drugs or money, history of sexually transmitted infections and questions about their HIV knowledge. The questionnaire was interviewer administered to improve the likelihood of accurate responses. Identification numbers were assigned to ensure confidentiality.

Following the interview, the participant was be seen by the services of the sexually transmitted diseases clinic where HIV testing and counseling was conducted by Ministry of Health staff. The study recruiters helped the Ministry to ensure that participants return to the clinic to receive their HIV test results, and if found to be HIV-infected to assist with bringing the patient in for HIV follow-up care.
Prior to questionnaire administration, outreach workers were trained in ethical consideration in human subject research and on appropriate interviewing techniques. After explaining the purpose of the study to participants and obtaining informed consent, trained interviews conducted individual, semi-structured interviews lasting approximately 90 minutes.  All interviews were conducted at the STI clinic at Victoria Hospital 

The recruiters were selected from persons familiar with the drug abusing population (e.g. former drug abusers).  The study recruiters and interviewers were trained in HIV prevention by the Principal Investigator so that they were knowledgeable if asked questions by the study target population. All study personnel were required to take the US DHHS NIH online course on protection of human subjects.

HIV testing

HIV and other STI testing was conducted by the Saint Lucian Ministry of Health according to the procedures mandated by the Ministry. 

Confidentiality of the data

All study staff was required to sign an agreement of confidentiality. Interviews will take place in private area of the sexually transmitted disease clinic of the Ministry of Health. Each participant's data was coded using the national coding system. The key to the identification number will be kept in separate tables from the data and held by the PI only.

Findings 

Results from Seroprevalence Survey

Sample Characteristics

The mean age of the sample was 42.63 (S.D. 10.89), ranging from 17-77 years of age.  The mean age of the control group (non-drug users) was 42.43 (SD=14.11) and for the experimental group (drug users) was 43.02 (SD= 9.36).  The control sample was predominantly male (82.4%) and single, never married (84.3%).  The experimental sample was also predominantly male (75.0%) and single, never married ( 86.7%).The majority reported being of Afro-Caribbean background (94.9% of drug users and 97.9% for non-drug users) and having achieved only a primary education (65.0% for drug users and 65.2% for non-drug users).  A minority reported being employed full-time (31.3% for drug users and 28.1% for non-drug users, while approximately one-quarter (26.3% of drug users and 25% of non-drug users) reported being unemployed.  The remaining persons reported part-time employment (17.5% of drug users and 12.5% of non-drug users), and casual laborer (22.5% of drug users and 28.1% of non-drug users).  They reported their main source of income at the time of the survey was from full-time employment (14.3% for drug users and 3.3% for non-drug users, p=0.05)), part-time wages (20.8% for drug users and 20.0% for non-drug users), and casual wages (37.7% for drug users and 33.3% for non-drug users.  Other sources of income included family support (3.9% for drug users and 20.0% for non-drug users)  begging (6.5% for drug users and 0.0% for non-drug users) selling drugs (3.9% for drug users and 0.0% for non-drug users), gambling (3.9% for drug users and 0.0% for non-drug users), partner/parent supported (2.6% for drug users and 10% for non-drug users and none (2.6% for drug users and 6.7% for non-drug users).  

Slightly more than one-quarter of the same reported being a homeless cocaine user (28.8%) with slightly more than one-third (38.1%) reported being a poor cocaine user.  The remaining persons reporting being homeless but not a cocaine user (8.1%) and poor but not a cocaine user (20.0%).  When examined by gender, no significant differences emerged.  Among females, 23.3% were homeless cocaine users, 3.3% were homeless non-cocaine users, 36.7% were poor cocaine users, and 36.7% were poor non-cocaine users.  Among males, 32.5% were homeless cocaine users, 10.0% were homeless non-cocaine users, 40.0% were poor cocaine users, and 17.5% were poor non-cocaine users.

While 100% of the drug-using sample reported using illegal drugs, a substantial proportion of the control group reported illegal drug use as well (47.2%, p<0.001), with 100% of female drug users and 100.% of male drug users reporting crack cocaine use in the previous month, 80%of female drug users reporting using marijuana during the same time compared to 20% of non-drug users; within males, 90.3% of drug users reported using marijuana in the previous month compared to 9.7% of non-drug users. 
	Table 1.  HIV/STI Test Results by Drug-use Status

	
	Cocaine Users (N=106)
	Non-Cocaine Users (N=45)

	
	Positive
	Negative
	No Results/

Pending
	Positive
	Negative
	No Results/

Pending

	HIV Status+
	8 (7.5%)
	98 (92.5%)
	0 (0%)
	0 (0.0%)
	45 (100.0%)
	0 (0%)

	Hepatitis B
	3 (2.8%)
	101 (95.3%)
	2 (1.9%)
	0 (0.0%)
	44 (97.8%)
	1 (2.2%)

	HTLV1
	7 (6.6%)
	96 (90.6%)
	3 (2.8%)
	7 (15.6%)
	36 (80.0%)
	2 (4.4%)

	VDRL 
	62 (58.5%)
	43 (40.6%)
	1 (0.9%)
	18 (40.0%)
	26 (57.8%)
	1 (2.2%)


+Marginally significant difference X2 (1) = 3.59, p=0.06

Drug users were marginally significantly more likely to test positive for HIV than were non-drug users (7.5% vs. 0.0%, =0.047) .  Though not statistically significant, drug users more likely to test positive for HTLV1 (58.5% vs. 40.0%).  There were no differences in the test results for Hepatitis B and HTLV1 between drug users and non-drug users.

	Table 2.  HIV/STI Test Results for Females (N=30)

	
	Drug Users (n=18)
	Non-drug Users (n=12)

	
	
	
	
	
	
	

	
	Positive
	Negative
	No Results/

Pending
	Positive
	Negative
	No Results/

Pending

	HIV Status
	2 (11.1%)
	16  (88.9%)
	0 (0%)
	0 (0.0%)
	12 (100.0)
	0 (0%)

	Hepatitis B
	0 (0.0%)
	18 (100.0%)
	0 (0%)
	0 (0.0%)
	12 (100.0%)
	0 (0.0%)

	HTLV1
	1 (16.7%)
	17 (94.4%)
	0 (0%)
	0 (0.0%)
	12 (100.0%)
	0 (0.0)

	VDRL *
	17 (94.4%)
	1 (5.6%)
	0 (0%)
	8 (66.7%)
	4 (33.3%)
	0 (0.0%)


*Statistically significant, X2 (1) = 4.00, p=0.046.

	Table 3.  HIV/STI Test Results for Males (N=127)

	
	Drug Users (N=86)
	Non-drug users (N=33)

	
	
	
	
	
	
	

	
	Positive
	Negative
	No Results/

Pending
	Positive
	Negative
	No Results/

Pending

	HIV Status
	6 (7.0%)
	80 (93.0%)
	0 (0%)
	0 (0.0%)
	33 (100.0%)
	0 (0%)

	Hepatitis B
	2 (2.3%)
	82 (95.3%)
	2 (2.3%)
	0 (0.0%)
	32 (97.0%)
	1 (3.0%)

	HTLV1
	4 (4.7%)
	79 (91.9%) 
	3 (3.5%)
	4 (12.1%)
	27 (81.8%) 
	2 (6.0%)

	VDRL 
	43 (50.0%)
	42 (48.8%)
	1 (1.2%)
	10 (30.3%)
	22 (66.7%)
	1 (3.0%)


Women who were drug users were significantly more likely to test positive for VDRL than women who were not drug users (94.4% vs. 66.7%, p=0.046); the same trend emerged among men but less strong (50.0% vs. 30.3%).  There were no group differences by gender differences in the test results for HIV, Hepatitis B, and HTLV1.

	Table 4.  HIV/STI Risk Behaviours by Drug Use Status

	Behaviour
	Cocaine Users

(N=103)
	Non-Cocaine Users

(N=48)
	Chi-Squared Results (p-value)

	Exchanged sex for crack or money


Yes


No


	37 (37.4%)

62 (62.6%)
	4 (20.0%)

16 (80.0%)
	X2 (1) =2.22

(p=0.136)

	Exchanged crack or money for sex


Yes


No
	44 (45.4%)

53 (54.6%)


	6 (31.6%)

13 (68.4%)
	X2 (1) =1.23

(p=0.267)

	In the last sex for money or money for sex exchange, did you use a condom?


Yes


No



	26 (36.6%)

45 (63.4%)


	4 (25.0%)

43 (75.0%)


	X2 (1) =0.78

(p=0.377)



	How often do you have unprotected sex?


Never


Sometimes


Often


Always
	23 (25.3%)

25 (27.5%)

15 (16.5%)

28 (30.8%)
	4 (16.0%)

14 (56.0%)

4 (16.0%)

3 (12.0%)
	X2 (3) =8.06

(p=0.045)




The results examined by group revealed one statistically significant difference between drug users and non-drug users.  Drug users were more likely to report always having unprotected sex than were non-drug users (30.8% vs. 12.0%, p=0.045).  While not statistically significantly different, a higher percentage of drug users reported exchanging crack for money or sex than did non-drug users (45.4% vs. 31.6%) and were more likely to report exchanging sex for money for crack than were non-drug users (37.4% vs. 20.0%).  They were also more likely to report using a condom during their last sexual exchange encounter (36.6% vs. 25.0%).  

	Table 5.  HIV/STI Risk Behaviours for Females (N=21)

	Behaviour
	Drug Users

(n=17)
	Non-Drug Users

(n=4)
	Chi-Squared Results 

(p-value)

	Exchanged sex for crack or money


Yes


No


	13 (76.5%)

4 (23.5%)
	1 (25.0%)

3 (75.0)%
	X2 (1) =3.86

(p=0.049)

	Exchanged crack or money for sex


Yes


No


Don’t Know
	6 (35.3%)

11 (64.7%)

0 (0.0%)
	0 (0.0%)

3 (100.0%)

0 (0.0%)
	X2 (1) =1.51

(p=0.219)



	In the last sex for money or money for sex exchange, did you use a condom?


Yes


No


Don’t Know
	6 (46.2%)

7 (53.8%)


	2 (50.0%)

2 (50.0%)


	X2 (1) =0.018

(p=0.893)



	How often do you have unprotected sex?


Never


Sometimes


Often


Always
	2 (11.8%)

7 (41.2%)

3 (17.6%)

5 (29.4%)
	1 (16.7%)

2 (33.3%)

1 (16.7%)

2 (33.3%)
	X2 (3) =0.18

(p=0.981)




	Table 6.  HIV/STI Risk Behaviours for Males (N=97)

	Behaviour
	Drug Users

(n=81)
	Non-Drug Users

(n=16)
	Chi-Squared Results 

(p-value)

	Exchanged sex for crack or money


Yes


No


	24 (29.6%)

57 (70.4%)
	3 (18.8%)

13 (81.4)%
	X2 (1) =0.79

(p=0.375)

	Exchanged crack or money for sex


Yes


No


	7 (36.8%)

12 (63.2%)


	37 (46.8%)

42 (53.2%)


	X2 (1) =0.47

(p=0.494)



	In the last sex for money or money for sex exchange, did you use a condom?


Yes


No


Don’t Know
	20 (35.1%)

37 (64.9%)


	2 (16.7%)

10 (83.3%)


	X2 (2) =1.55

(p=0.213)



	How often do you have unprotected sex?


Never


Sometimes


Often


Always
	21 (28.8%)

18 (24.7%)

11 (15.1%)

23 (31.5%)
	3 (15.8%)

12 (63.2%)

3 (15.8%)

1 (5.3%)
	X2 (3) =11.81

(p=0.008)




The results revealed two statistically significant differences when examining HIV/STI risk behaviors by gender and drug use.  Female drug users compared to non-drug users were more likely to report exchanging sex for money or crack (76.5% vs. 25%, p=0.049).  Although not statistically significant, a larger percentage of female drug users reported exchanging crack for money or sex than did female non-drug users (35.3% vs. 0.0%).  Among males, drug users were more likely to report always having unprotected sex when compared to male non-drug users (31.5% vs. 5.3%, p=0.008).  No other statistical significant differences emerged between the drug use groups by gender.  

Major gaps in current responses 

It is important to understand the underlying mechanisms by which cocaine is linked to the HIV epidemic in the Caribbean in order to know how to use the information in HIV prevention strategies. In the USA and South American countries such as Brazil and Argentina where IV drug abuse is prevalent, risk factors for HIV in the non-injection drug using population may exist that do not exist in Caribbean context.  For example, in the USA, crack-using (but not IV drug-using) female sex workers might be more likely to have clients who use both crack cocaine and IV drugs, compared to sex workers who do not use crack. This risk scenario in which IV and non-IV drug abusers share the same networks would not apply to many Caribbean islands, where crack cocaine abuse is common, but IV drug abuse is rare. 

There is a need to develop in the Caribbean a continuum of services that will meet the needs of drug users at different stages of their addiction careers, which will address their own treatment goals and which are cognisant of the HIV risks associated with crack use. Services that understand and treat the needs of HIV positive drug users are also lacking. The following have been identified as the major gaps in service and training at present: 

Low threshold services
Street involved crack users have little access in the Caribbean to services other than high-threshold residential services e.g. to social rehabilitation prior to detoxification or basic harm reduction interventions. There is little support for drug users to explore other options for improving his/her quality of life. Low threshold drop in centres can be used to provide primary health care services, HIV care and treatment and dispense ARV using dots along with basic necessities as a meal, a bath and a change of clothes. 
Gender perspective
Women crack users, as are women in general are at a higher risk for contracting HIV then men. There is a lack of treatment and rehabilitation facilities designed to meet the special needs of women who are HIV positive and drug-dependent. The 2001 CARICOM sponsored needs assessment of drug demand reduction activities identified only one treatment and rehabilitation facility dedicated to the provision of service for women who are drug-dependent. This service did not discriminate against women infected with HIV. Women tend to have a limited range of services appropriate for their needs within the generic services.  While there exists a basic understanding of their special needs (especially those with children) there are little or no financial resources allocated to meet these needs.  

Halfway-house facilities
Halfway-house facilities which could enable the client to make the transition from treatment to his/her home environment in a supportive manner are virtually non-existent.  Treatment and Rehabilitation professionals in the region continue to stress the need for the establishment of these facilities as an important step in the path to the social and economic re-integration of the recovering addict.  Halfway houses, like all treatment and rehabilitation services must be community based, located in areas where appropriate, close to the client's urban environment rather than isolated in rural areas.

Training
There are substantial training gaps which need to be addressed in order to support the upgrading of expertise and services in the region.  These are especially present in the areas of:

· HIV and the link to Crack 

· Caring for the HIV positive drug user both in and out of recovery

· Community based intervention

· Street based programmes

· Half-way house establishment and assistance 

· Appropriate prevention and treatment methodology

· Monitoring, planning and evaluation

· Financial administration

· Clinical Supervision

· User friendly/needs based approaches to treatment

· Economic re-integration

· Research and evaluation which focuses on the improvement of service delivery

Recommendations

A primary health care centre (PHC) based on a ‘one stop shop’ approach - with doctors, community health nurses, counsellors, peer and outreach workers - is needed specifically for drug users, to minimise stigma and address issues of exclusion and marginalization especially with HIV+ drug users 

Staff employed at the PHC should be skilled about drug-using issues and the overlap between HIV and non injecting drug use, and display empathy towards drug users

Staff should understand the need to do directly administered anti retroviral therapy (DAART) modified DAART and transition to self anti retroviral therapy (SAART) 

Employment of peers in various roles at the PHC would be highly desirable

Peer and outreach workers should be used to access those drug users who do not use a PHC, and to assist in the dissemination of education and information

A PHC should be a multi-disciplinary and multi-speciality service, assisting inter-agency collaborations and guiding affected persons into the most appropriate services, such as housing or employment agencies

Each drug-using client attending a health or general service needs to be case managed to address the diversity of his or her needs

Job training and assisted job seeking programs should be established to help PHC clients find and keep work

A PHC should have flexible operating hours to cater for the needs and lifestyles of drug users

A PHC should provide education and information about drug using and associated health issues, not only to its client base but also to other nearby services and community organisations

Client Centred approach 

Individual drug treatment services, medical and welfare services should be continuously improving their understanding of the needs of their drug using clients to enable them to improve their service provision to better meet the clients’ needs

Drug treatment services need to ensure all clients are provided with realistic information about the detoxification process and that prolonged and accessible support following detoxification is provided

Drug treatment services should take a more holistic approach to drug treatment and continue to develop and implement other treatment options, which better meet the client base. (An example would be the expansion of home detoxification programs and programs which actively involve parents/loved ones)

A food service should be established by a charity organisation to offer cheap, nutritious meals

Communication between the various services needs to improve to ensure that other services in the area to recognise what is offered by each service

Conclusion 
Even with the conclusion of this research in Saint Lucia, data on the role of non-injection drug abuse as a risk factor for HIV/AIDS in other Caribbean countries is lacking. Understanding the role of drug abuse in the regional epidemic is a priority research area of the Caribbean Regional Strategic Framework for HIV/AIDS.
Our findings suggest that crack cocaine use is an important driver of the HIV epidemic in the region. The findings of this study contributed significantly to filling this knowledge gap but efforts need to be made to replicate this research in other Caribbean jurisdictions to not only determine the situational overlap between crack cocaine and HIV but compare and contrast differences between jurisdictions.  
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