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Problem Harm reduction packages for people who inject illicit drugs, including those infected with human immunodeficiency virus (HIV),
are cost-effective but have not been scaled up globally. In the north-eastern Indian states of Manipur and Nagaland, the epidemic of HIV
infection is driven by the injection of illicit drugs, especially opioids. These states needed to scale up harm reduction programmes but faced
difficulty doing so.

Approach In 2004, the Bill & Melinda Gates Foundation funded Project ORCHID to scale up a harm reduction programme in Manipur and
Nagaland.

Local setting In 2003, an estimated 10000 and 16 000 people were injecting drugs in Manipur and Nagaland, respectively. The prevalence
of HIV infection among people injecting drugs was 24.5% in Manipur and 8.4% in Nagaland.

Relevant changes By 2012, the harm reduction programme had been scaled up to an average of 9011 monthly contacts outside clinics
(80% of target); an average of 1709 monthly clinic visits (15% of target, well above the 5% monthly goal) and an average monthly distribution
of needles and syringes of 16 each per programme participant. Opioid agonist maintenance treatment coverage was 13.7% and retention
6 months after enrolment was 63%. Antiretroviral treatment coverage for HIV-positive participants was 81%.

Lessons learnt A harm reduction model consisting of community-owned, locally relevant innovations and business approaches can result
in good harm reduction programme scale-up and influence harm reduction policy. Project ORCHID has influenced national harm reduction
policy in India and contributed to the development of harm reduction guidelines.

Abstracts in LS5 H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

In 2009, the World Health Organization (WHO), the Joint
United Nations Programme on HIV/AIDS (UNAIDS) and
the United Nations Office on Drug and Crime (UNODC)
endorsed a comprehensive harm reduction package consist-
ing of nine interventions. The package provided prevention,
treatment and care services for people injecting opioids who
were infected with the human immunodeficiency virus (HIV).!
Globally, only 10% of all individuals who inject opioids are
being reached by HIV prevention services, which are located
primarily in high-income countries.” Because any population-
level impact on HIV infection rates among people who inject
opioids demands large-scale delivery of this harm reduction
package, there is clearly an urgent need to scale up the package
in low- and middle-income countries, but how? The best way
is through strategic advocacy to influence national and local
policies; an enabling environment; community mobilization;
innovative delivery models and practical approaches to enable
rapid scale-up.’*

In 2004 the Bill & Melinda Gates Foundation, through
its Avahan India AIDS initiative, funded Project ORCHID
(acronym for “organized response for comprehensive HIV
interventions in selected high-prevalence districts”) in Ma-
nipur and Nagaland, two states of north-eastern India, to
introduce and scale up a comprehensive harm reduction
package for people injecting opioids.” This paper describes

the approaches to achieving scale-up, the lessons learnt from
this experience, and how these lessons have informed harm
reduction programmes and policy in India.

Local setting

India has an estimated 186 000 people who inject illicit drugs.
The practice of injecting illicit drugs is an important driver of
the country’s epidemic of HIV infection and acquired immu-
nodeficiency syndrome (AIDS).® Government-funded harm
reduction programmes targeting people who inject illicit drugs
have been active in India since 1999, but they were limited in
scope and scale until 2007, when the National AIDS Control
Plan III (NACP III) was launched. Historically, the states of
Manipur and Nagaland have been prioritized for the develop-
ment of programmes targeting people who inject illicit drugs.”
Manipur and Nagaland are small states on India’s moun-
tainous, remote border with Myanmar, where illicit drugs are
readily accessible. Both states have primarily rural populations
characterized by ethnic, linguistic and tribal diversity. Infra-
structural development, particularly in the areas of transport
and health services, lags behind that in other parts of the coun-
try because of political instability and conflict in the region.
Manipur and Nagaland have an estimated 10000 and 16 000
people who inject illicit drugs, respectively. The drugs of choice
are the opioid heroin in Manipur and pharmaceuticals such as
dextropropoxyphene, also an opioid, in Nagaland. When Project
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ORCHID was established, the prevalence
of HIV infection among people injecting
these drugs was 24.5% in Manipur and
8.4% in Nagaland.® Strong geographic
and social barriers hindered the local
scale-up of a harm reduction package.

A government-funded harm reduc-
tion programme was already in place
across most districts in Manipur and
Nagaland when Project ORCHID was
launched. Local nongovernmental or-
ganizations (NGOs) implemented the
programme, which consisted of a basic
package comprising needle, syringe and
condom distribution and educational and
outreach activities. However, programme
components were inconsistent across
sites partly because of a lack of national
operational guidelines, training manuals,
monitoring systems and intense field-lev-
el supervision. In addition, opioid agonist
maintenance treatment and community
mobilization, two elements of vital im-
portance for scale-up and sustainability,
were not part of the programme.

Relevant changes
Programme infrastructure

The Project ORCHID harm reduction
programme, which covers 10 800 people
who inject opioids, operates in seven
districts of Manipur and six districts
of Nagaland. The remaining districts
in both states are covered by a govern-
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ment harm reduction programme. All
of the nine WHO/UNODC/UNAIDS
comprehensive harm reduction pack-
age components were delivered in the
covered districts, except for hepatitis
screening and treatment. Twenty-four
local NGOs were contracted to deliver
services at the district level. The infra-
structure included 38 clinics and 46
drop-in centres. The programme used
a participatory, peer-based approach
with over 300 trained peer educators
from within the community of people
who injected opioids. These educators
were paid a small honorarium.

Approaches to scale

To scale up the harm reduction package,
Project ORCHID developed several in-
novative improvements and additions
to the existing government package of
harm reduction services (Box 1).

Community participation and mobilization

Both Manipur and Nagaland have a his-
tory of strong community action and
advocacy movements within the com-
munity of people who inject opioids.
Project ORCHID built on this founda-
tion to foster community participation
and strengthen the organizational and
leadership capacity of these community
groups. Community participation and
ownership were fostered through: (i) par-
ticipatory mapping of people who inject

Box 1.Innovations introduced by Project ORCHID to standard harm reduction package
for people injecting opioids in Manipur and Nagaland states, India

The “what”: additions to India’s standard harm reduction package
- Afocus on people who started injecting opioids within the last three months
- Customized interventions for females who inject opioids
- Provision of naloxone and other critical components of the commodity package
- Specialized services for female spouses or other sexual partners of people injecting opioids
- Customized interventions for people injecting opioids who are geographically hard to

reach (pilot)

The “how”: management approaches used to scale up harm reduction
- Strong field-level programme management and execution to ensure scaled delivery
- Use of data for local decision-making (e.g. microplanning through peer-based outreach)
- Enhanced local and state advocacy through key structural players (e.g. religious leaders

and police)

- Strong focus on community mobilization, including active involvement in programme

design and delivery

- Capacity building within institutions involved in service delivery

- For NGOs, flexible response to local barriers through innovative service models, such
as: (i) enhanced staffing of the NGO-delivered opioid agonist maintenance treatment
programme; (ii) secondary distributors to ensure adequate and uninterrupted commodity
supply in remote locations; (iii) extensive use of mobile clinics to bring services to workplaces,
hot spots and other locations where key target populations are located; (iv) nurse-delivered
care for sexually-transmitted infections in light of the shortage of physicians in the region.

NGO, nongovernmental organization.
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opioids to establish the denominator
(estimated number of such people in the
area where the programme was respon-
sible for establishing services); (ii) for-
mation of a programme management
team composed of community members
who injected opioids (community com-
mittees) to help develop components
such as clinical services and outreach.
A focus on locally driven advocacy
through churches, community groups
and power structures was essential for
scale-up. Ongoing responsibility for ad-
vocacy was gradually transferred to the
community groups composed of people
injecting opioids. Community-led crisis
response teams were formed to respond
to incidents of harassment and violence,
and these teams were also equipped with
naloxone to manage opiate overdoses.’

A business model for project management

Project ORCHID employed Avahan pri-
vate sector principles to achieve its scale-
up targets by placing a strong emphasis
on programme management and super-
vision.'’ Project ORCHID management
teams provided direct technical support
in monitoring and evaluation, medical
services and outreach, and implementa-
tion to the NGOs delivering services.
The programme emphasized the use
of data for local decision-making."
Community-friendly monitoring tools
enabled peer educators to conduct peri-
odic risk assessments among their peers
and track those who injected opioids for
services. Detailed operational guidelines
and training manuals were developed
to inform and standardize interven-
tions across the two states, along with a
comprehensive monitoring framework
with clear, graded indicators and targets.

Improvements and additions

To address human resource barriers, the
programme introduced task shifting.
Nurse-led clinics for the treatment of
sexually-transmitted infections provided
symptomatic treatment where doctors
were not available,"” and paid distribu-
tors of needles, syringes and condoms
were employed in locations without
peer educators.”” Mobile outreach clin-
ics were also used to reach remote areas
and to increase uptake. The programme
also introduced an NGO-led integrated
opioid agonist maintenance treatment
delivery model."* Targeting subpopula-
tions, such as new users and females
injecting opioids, was an essential part
of scale-up. In 2010, a pilot intervention
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for females was established in a district
with a large number of women injecting
opioids. This intervention was staffed
with women only and addressed the
dual risks involved in opioid injection
and sex work. Linkages to other services
for women, such as gynaecological care,
prenatal care, night shelters and opioid
substitution treatment, were also offered
as part of the intervention. Strategies
to reach new opioid injectors included
enlisting young peer educators and con-
ducting social activities to attract young
injectors to the services.

Programme sustainability

To ensure sustainability the programme
has worked closely with state and na-
tional AIDS agencies to share lessons
and influence policy. The Bill & Melinda
Gates Foundation and the Government
of India signed a memorandum of un-
derstanding in 2009 to transition the
funding and management responsibility
of the programme to the governmentina
phased manner over a three-year period.

Scale-up, costs and influence

An evaluation of the impact of the harm
reduction programme on HIV infection
rates and cost-effectiveness will be car-
ried out in 2013; an independent evalu-
ation of programme sustainability will
also be undertaken. In this section we
present the results of programme scale-
up and of analyses of programme cost
and influence. Our data sources included
estimations of population size conducted
in 2005, 2007 and 2009, as well as pro-
gramme monitoring data. A community-
driven participatory and direct mapping
method was used in 2010 to identify
people injecting opioids who were not
being reached by the programme within
the target area, as well as to validate the
names of registered individuals appearing
in programme records. Key programme
indicators included the number of each
of the following, cumulatively and in any
given month: (i) people injecting opioids
who were ever contacted; (ii) people in-
jecting opioids who had visited the clinic;
(iii) people injecting opioids who were
tested for HIV; (iv) needles and syringes
distributed, and (v) condoms distributed.
The information was collected from peer
educator calendars, which are micro-
planning tools used by peer educators to
plan, monitor and record their outreach
activities, and from clinic records collated
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and managed through the programme’s
computerized management information
system. Data collection and analyses of
the opioid agonist maintenance treat-
ment programme are described by Ker-
mode et al."

The cost of the programme was
calculated from the overall programme
budget and from the budgets of NGOs
sub-contracted for the 2011-2012 fi-
nancial year. We calculated both direct
programme implementation costs at the
NGO level and Project ORCHID man-
agement costs (i.e. costs of field moni-
toring, training and capacity-building,
as well as monitoring and evaluation).
The costs of opioid agonist maintenance
treatment included both programme
implementation and drugs. We calculated
the allocated annual cost per person
injecting opioids (cost per target for the
Project ORCHID and national harm
reduction programme) as well as the ac-
tual annual cost for each person reached
by the programme (cost per participant
“ever contacted” for the Project ORCHID
programme only). The latest reference
cost for the national programme was
for 2009 and included only NGO-level
costs; management costs at the state and
national levels were not captured.

Programme scale and scope

In fiscal year 2011-2012, the harm
reduction programme contacted more
than 12000 people who injected opi-
oids and delivered an average of 16
needle and syringes per person per
month. The rate of return of syringes
and needles was 68%. Uptake of clini-
cal services and HIV testing increased
between 2009 and 2011 (Table 1), largely
owing to implementation of strategies
such as mobile medical and HIV testing
services. Annual syphilis testing among
people injecting opioids increased from
an average of 27% (4887) in 2009 to 58%
(6264) in 2012, and over 40% (4320) of
programme participants were tested
for HIV. Of those who disclosed their
HIV status, 81% (970) are enrolled in
antiretroviral therapy (ART) services.
Opioid substitution treatment covers
13.7% (1520) of all individuals injecting
opioids who are targeted by the pro-
gramme. This is considerably more than
the global average and 4.5 times higher
than the Indian national average of 3%."
The retention rate of clients in the opioid
substitution treatment programme after
6 months is 63%.'*'¢
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Between 2009 and 2011, the per-
centage of registered programme par-
ticipants who had been injecting opioids
for less than one year increased from 4%
(146) to 21.5% (1071), and the fraction
of females registered at the programme
increased from 2.7% (119) to 7% (340).
Between 2010 and 2012, the fraction
of females injecting opioids who were
contacted monthly increased from 69%
(104) to 100% (150) and monthly tests
for HIV increased from 3% (5) to 8%
(12) in Project ORCHID’s pilot female
injecting drug user project. The number
of condoms distributed monthly per
female injecting opioids increased from
an average of 26 in 2010 to 67 in 2012,
and the number of needles and syringes
distributed monthly increased from
an average of 7 in 2010 to 93 in 2012.
By 2012, 98% (53) of the HIV-positive
individuals who injected opioids were
registered in ART services.

Safe injecting behaviour, already
frequent among people injecting opi-
oids (i.e. non-sharing of needles and
syringes in the most recent opioid injec-
tion) increased or remained at a stable
level, according to behavioural surveys."”
Exposure to the harm reduction pro-
gramme was associated with lower odds
of having shared needles or syringes in
the previous month.

Programme cost

In 2011-2012, Project ORCHID ear-
marked 78 United States dollars (US$) at
the NGO level for every person injecting
opioids. A year of opioid substitution
treatment cost US$ 237 per person
injecting opioids — much less than in
other opioid substitution treatment
programmes in the region (such as in
Cambodia).'® The actual cost to Project
ORCHID at the NGO level of reaching
every person injecting opioids in the
year was even lower (US$ 67). In addi-
tion, for every person injecting opioids
who was reached, the Project ORCHID
programme spent an additional US$ 87
in intense field monitoring, training, ca-
pacity building and evaluation activities.
Management-level costs for the national
programme are not known.

Influence on national model and
sustainability

Lessons from the Project ORCHID/
Avahan implementation approach and
business model have been integrated into
NACP III. Project ORCHID/Avahan op-
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Box 2. Summary of main lessons learnt

Harm reduction programmes can achieve scale, even in resource-poor settings, by adding
locally relevant innovations to the delivery package and practising data-driven management.

Programmes that are led, managed and owned by the community tap into local solutions
to delivery challenges, foster an enabling environment and generate sustained community

behaviour patterns.

- Aharm reduction programme can influence national harm reduction policy and guidelines
once it achieves scale targets and creates a “seat for itself”at the policy dialogue table.

collecting and using data can plan and
monitor their daily work more effectively.
When we empowered these individuals
in the use of data and standardized field
monitoring (in terms of time spent in
the field and clearly defined roles), pro-
gramme outputs improved considerably.
Barriers to programme implementation
and service uptake are best addressed by
means of structured advocacy through
community members and other highly
influential individuals (e.g. church lead-
ers). Despite the violence often faced
by the community of people who inject
opioids, community crisis response teams
played an important role in creating an
enabling environment. Scaled harm re-
duction programmes, including opioid
agonist maintenance treatment, can be
delivered at a reasonable cost if local enti-
ties manage and deliver the services and
use economies of scale. The delivery of
the harm reduction programme, includ-
ing opioid agonist maintenance treat-
ment, cost about the same as that of the

national programme and substantially
less than that of other harm reduction
programmes in the region.'**

In a country such as India, where
programmes are often taken to scale by
the government, a programme’s influence
on national policy and sustainability
is important. The harm reduction pro-
gramme attained this type of influence
by sharing its experiences and the results
of programme activities with the govern-
ment. The sharing of local experience
provides a “seat at the table” in venues
such as expert panels or guideline de-
velopment workshops convened by the
government.

The harm reduction programme did
not succeed in all areas. It did not cover
the diagnosis and treatment of hepatitis C
because treatment costs were too high and
India lacked a national strategy for these
activities. Coverage with opioid agonist
maintenance treatment is still suboptimal
because government funding is scarce,
and linkage of this form of treatment

Melody Lalmuanpuii et al.

with government-provided treatment
for HIV infection is also complicated by
inadequate government infrastructure and
human resources. Finally, prison inmates
injecting opioids are not covered by the
harm reduction programme.

Project ORCHID features a “harm
reduction PLUS” model that includes
the core interventions, locally relevant
innovations and approaches to scale
that place the emphasis on programme
management and community mobiliza-
tion of people who inject opioids. The
Project ORCHID experience and the
lessons learnt throughout serve as a
valuable model for other organizations
attempting to scale up harm reduction
packages. ll
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Résumé

Extension d’un programme global de réduction des risques pour les personnes qui s'injectent des opioides: les lecons du Nord-

estde I'Inde

Probléme Les kits de réduction des risques pour les personnes qui
sinjectent des drogues illicites, y compris celles qui sont infectées par
le virus de I'immunodéficience humaine (VIH), sont rentables, mais
nont pas été généralisés. Dans les Ftats du Nord-est indien de Manipur
et de Nagaland, ['épidémie d'infection au VIH est induite par l'injection
de drogues illicites, en particulier les opioides. Ces Etats avaient besoin
d'intensifier les programmes de réduction des risques, mais ils étaient
confrontés a des difficultés pour le faire.

Approche En 2004, la Fondation Bill-et-Melinda-Gates a financé le projet
ORCHID pour intensifier un programme de réduction des risques dans
le Manipur et le Nagaland.

Environnement local En 2003, on estimait que 10 000 a
16 000 personnes s'injectaient de la drogue dans le Manipur et le
Nagaland, respectivement. La prévalence de l'infection par le VIH chez
les personnes sinjectant des drogues était de 24,5% dans le Manipur
et de 8,4% dans le Nagaland.

Changements significatifs En 2012, le programme de réduction

des risques a été étendu a une moyenne de 9011 contacts par mois
en dehors des cliniques (80% de la cible), pour une moyenne de
1709 visites cliniques mensuelles (15% de l'objectif, bien au-dessus
de l'objectif de 5% par mois) et pour une distribution mensuelle
moyenne d‘aiguilles et de seringues de 16 pour chaque participant
au programme. La couverture du traitement dentretien par agoniste
opioide était de 13,7% et la rétention 6 mois apres l'inscription était de
63%. La couverture du traitement antirétroviral pour les participants
séropositifs était de 819%.

Lecons tirées Un modele de réduction des risques, constitué
diinnovations pertinentes au niveau local et appartenant a la collectivité,
ainsi que d'approches commerciales, peut entrainer une extension
satisfaisante du programme de réduction des risques et influencer
la politique de réduction des risques. Le projet ORCHID a influencé la
politique nationale de réduction des risques en Inde et a contribué a
[€élaboration de recommandations en matiére de réduction des risques.

Pestome

Pacmmpel-me MacwTaboB KOMMJIeKCHOM nporpamMmmbl CHUXXeHNA Bpefa anAa nOTpGGVITEﬂEVI WHDbEKUUNOHHbIX

OMnunaToB: YPOKKn CGBEpO-BOCTO‘-IHOI?I MHAI/II/I

Mpo6nema Komnnekcbl Mep Mo COKpallieHuo Bpeaa AN Nioaen,
ynoTpebnaiolwx 3anpeLyeHHble MHbEKLVIOHHbIE HAPKOTVIKY, B TOM
uncne, MHOULUMPOBAHHBIX BUPYCOM UMMyHOAedMLMTa YenoBeka
(BY), onpasabiBatoT 3aTpaThl, HO HE MPUMEHSIOTCA B r106aNbHOM
macwTabe. OcHoOBHOW npuynHoi BNY-nHdekunn B cesepo-
BOCTOUHbIX MHAMWCKMX WTaTax MaHunyp n Haranena Ansetca
yrnoTpebneHve 3anpeleHHbIX NHBEKLMOHHBIX HAPKOTUKOB,
0Co6eHHO onmnaToB. B aTux wraTtax noTtpebosanoch 6onee
MacliTabHoe NpuMeHeHe NporpaMm no CoKpalleHnio Bpefa,
KOTOPOE, OAHAKO, CTOMKHYNOCH C TPYAHOCTAMM.

Moaxon B 2004 r. ®oHg bunna m MenuHao lentcos
npoduHaHcrposan npoekt ORCHID no 6onee macwrtabHomy
NPVYIMEHEHNIO NPOrPaMm COKpaLLeHnA Bpea B lWtatax Manunyp
1 Haranens.

MecTHble ycnoBua B 2003 . KonmnyecTso Uenosek, ynotTpebnsioLmx
NHBEKLMOHHbIE HAPKOTUKK B WTaTax MaHunyp n Haraneng,
OLIEHMBANOCh, COOTBETCTBEHHO, Ha yposHe 10 000 1 16 000
yenoBek. YpoBeHb pacnpocTpaHerms BUY-nHbekummn cpean noaei,
YNoTPEOAALNX MHBEKLMOHHBIE HAPKOTUKYM, COCTaBMn 24,5% B
Manunype 1 8,4% B Haranenge.
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OcyuuecTBieHHble nepemeHbl B 2012 1. 6bi10 ocyllecTsneHo 6onee
MacliTabHoe pa3BepTbiBaHKE NPOrpamMmmMbl COKpalleHWs Bpeaa B
cpenHem 0 9011 KOHTAKTOB 3a Npefenamm KINMHKK B mecaAL (80% ot
LienieBoro nokasarens), Ao B cpeaHem 1709 nocelieHmin KNMHUKK B
mecAL, (15% OT LieneBoro nokasatens, Ha 5% Bbille MeCAYHON Lienn), a
cpeaHee KOMMYeCTBO BblAAHHbIX KaXA0MY YUYaCTHVIKY MPOrPamMMbl UM
M LUNPULIOB COCTaBMO 16 WTyk. OxBaT NOAAEPKMBAIOLLEN Tepanvei
C VICNOMb30BaHNEM arOHVCTOB OMMOWAHbBIX PELIENTOPOB COCTaBWI
13,7%, a NokasaTenb yaepXaHua B NporpammMe yepes 6 mecAales
nocne perncTpaunm coctasnan 63%. OxBaT aHTUPETPOBUPYCHOWM
Tepanven ana BUY-nonoxunTensHbIX y4acTHUKOB cocTasmn 81%.
BbiBoAbI Pe3ynstaToM MCNONb30BaHUA MOLENN CHIPKEHWA BPeaa,
BKJOYatoLLe NprHaanekallyie MeCTHOMY COOBLLECTBY, akTyanbHble
J1A MECTHBIX YCNOBUWIA MIHHOBALMM 11 BU3HEC-NOAXOAL], MOXET CTaTb
3HaUUTENbHOE PaclUMpeHve MacliTaboB NPYMEHEHVA NPOrPaMMmbl
COKpaLLeHnd Bpefa 1 BANAHME Ha MOMNTUKY COKpaLLeHVA Bpeaa.
[MpoekT ORCHID nosnvAn Ha HaUMOoHanbHYy0 NOAUTUKY COKPaLLEHMA
Bpefa B VIHAVMM 1 BHEC CBOW BKMaj B pa3paboTky PYKOBOAALIMX
NPVHLMNOB COKPalLeHna Bpea.
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Resumen

Ampliacion de un programa completo dirigido a reducir los dafios entre las personas que se inyectan opiaceos: lecciones desde

el noreste de India

Situacion Los paquetes de medidas para reducir los dafios que se
producen entre las personas que se inyectan drogas ilegales, incluidas
aquellasinfectadas por el virus de la inmunodeficiencia humana (VIH), si
bien eficaces en relacién con el costo, no se han ampliado a nivel global.
En los estados de Manipur y Nagaland, situados en el noreste de India,
la epidemia de infecciones por el VIH se debe a la inyeccion de drogas
ilegales, en especial de opidceos. Estos estados tuvieron que ampliar
sus programas de reduccién de dafios pero, al hacerlo, se enfrentaron
a diversas dificultades.

Enfoque En el afio 2004, Ia Bill & Melinda Foundation fundd el Proyecto
ORCHID con objeto de ampliar un programa de reduccién de dafios en
Manipury Nagaland.

Marco regional En el afio 2003, se estimd que 10 000y 16 000 personas
se inyectaban drogas en Manipur y Nagaland, respectivamente. La
prevalencia de la infeccion por el VIH entre los consumidores de drogas
inyectables fue del 24,5% en Manipury del 8,4% en Nagaland.

Cambios importantes Hasta el afio 2012, el programa de reduccién
de dafos se amplié hasta una media de 9011 contactos mensuales
fuera de clinicas (80% del objetivo); una media de 1709 visitas clinicas
(159 del objetivo, muy por encima del 5% de la meta mensual) y una
distribucion mensual media de 16 agujas y jeringuillas por participante
en el programa. La cobertura del tratamiento de mantenimiento con
opioides agonistas fue del 13,7%y la permanencia 6 meses después de
lainscripcion, del 63%. La cobertura del tratamiento con antirretrovirales
para los participantes seropositivos fue del 81%.

Lecciones aprendidas Un modelo de reduccion de dafios consistente
en innovaciones basadas en la comunidad y relevantes a nivel local y
en enfoques comerciales puede resultaren una ampliacion positiva del
programa de reduccién de dafios e influir en la politica de reduccion
de dafos. El proyecto ORCHID ha influido en la politica nacional de
reduccion de dafios en India y ha contribuido al desarrollo de directrices
para la reduccion de dafios.
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