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Abstract
Background—Injection drug use is a growing public health crisis along the U.S.–Mexican border
and rising rates of blood-borne infections highlight the pressing need for harm reduction
interventions. We explored the acceptability and feasibility of such interventions in Tijuana, a city
adjacent to San Diego, California.

Methods—Using in-depth qualitative interviews conducted from August 2006–March 2007 with
40 key stakeholders – pharmacists, legal professionals, health officials, religious officials, drug
treatment providers, and law enforcement personnel – we explored the acceptability and feasibility
of interventions to reduce drug-related harm in Tijuana, Mexico. Interviews were taped with consent,
transcribed verbatim, and translated. Content analysis was conducted to identify themes which
included barriers, structural limitations, and suggestions for implementation.

Results—Topics included acceptance and feasibility of needle exchange programmes (NEPs),
syringe vending machines, and safer injection facilities (SIFs), structural barriers and suggestions
for implementation. Of these interventions, NEPs were deemed the most acceptable (75%); however,
only half believed these could be feasibly implemented, citing barriers involving religion, police,
and lack of political will, public awareness, and funding.

Conclusions—Increasing HIV infection rates among injection drug users in Tijuana have
prompted interest in public health responses. Our results may assist policy strategists in implementing
social-structural interventions that will help create enabling environments that facilitate the scale-up
and implementation of harm reduction in Tijuana.
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Introduction
Recent studies suggest evidence of a dynamic HIV sub-epidemic along the Mexico–U.S. border
fuelled by highlevels of injection drug use (Frost et al., 2006; Strathdee et al., 2005; Strathdee,
Lozada, et al., 2008; Strathdee, Philbin, et al., 2008; UNAIDS, 2007). As many as 0.8% of
adults aged 15–44 in Tijuana were HIV-positive in 2005 (Brouwer et al., 2006). In 2005, HIV
prevalence among pregnant women screened at Tijuana General Hospital was 0.65 and 6.1%
among female injection drug users (IDU) (Viani et al., 2006). HIV prevalence was 6 and 12%
among female IDUs and female sex workers who inject drugs, respectively (Strathdee, Lozada,
et al., 2008; Strathdee, Philbin, et al., 2008; Strathdee & Magis-Rodriguiz, 2008).

Tijuana’s geographical location along a drug transit route has created a local consumption
market (Brouwer et al., 2006). Tijuana also attracts large numbers of migrants and displaced
individuals who lack family and financial support, creating vulnerabilities that can lead to drug
use (Brouwer et al., 2008). Tijuana’s rates of illicit drug use are the highest in the country, with
14.7% of the city’s population reporting ever having used an illegal drug, three times the
national average (5.3%) (CONADIC, 1998). According to a 1998 National Addictions Survey,
Tijuana has one of Mexico’s fastest growing populations of IDUs (Magis-Rodriguez, Bravo-
Garcia, & Rivera Reyes, 2000; Magis-Rodriguez, Marques, & Touze, 2002). In 2003, there
were an estimated 6000 active IDUs and 200 shooting galleries in Tijuana, but the actual
number of IDUs is likely to be much larger (Strathdee et al., 2005).

Although syringes can legally be purchased in pharmacies in Tijuana, IDUs report often being
refused or charged exorbitant prices (Strathdee et al., 2005). In the U.S., Friedman, Perlis, and
DesJarlais (2001) found that HIV prevalence was higher (13.8%) among IDUs in locales with
laws prohibiting over-the-counter-syringe sales compared to those in locales which lacked such
laws (6.7%). Reduced HIV transmission among IDUs has also been linked to access to needle
exchange programmes (NEPs) (Normand, Vlahov, & Moses, 1995; Strathdee & Vlahov,
2001; Wodak, 2006).

Although there are many harm reduction interventions that reduce harms associated with
injection drug use—including voluntary counselling and testing, NEPs, opioId substitution
therapy, and outreach, we examined three harm reduction interventions focused on increasing
access to sterile syringes: (1) NEPs, (2) syringe vending machines, and (3) safer injection
facilities (SIFs).

Beyond the provision of sterile syringes, NEPs can provide the opportunity for integrated care,
educational services, syringe disposal, and referrals to drug treatment, medical care and HIV
testing (Hagan et al., 2000; Henderson, Vlahov, Celentano, & Strathdee, 2003). NEPs have
been evaluated in international settings and found effective in preventing the acquisition of
HIV and other blood borne pathogens without promoting or increasing levels of drug use,
discarded syringes, or crime (Normand et al., 1995; Strathdee & Vlahov, 2001; Wodak,
2006).

Syringe vending machines (SVM) accept contaminated syringes and return a sterile one in
exchange and have been implemented in various countries including Australia, Germany,
Switzerland and France (Obadia, Feroni, Perrin, VLahov, & Moatti, 1999). Their advantages
include reduced staffing costs, anonymity for the user, round-the-clock access, and have been
found to attract younger IDUs (Obadia et al., 1999; Strathdee & Vlahov, 2001).

SIFs have been introduced in 26 European cities, as well as Vancouver, Canada, and Sydney,
Australia (Kerr, Tyndall, Li, Montaner, & Wood, 2005) and offer a medically supervised setting
where IDUs can inject illicit drugs that they have obtained elsewhere (Wood et al., 2004). SIFs
have been credited with improving the health and social functioning of users who frequent
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them, along with reducing the risk of fatal overdose, public drug use, improperly discarded
syringes, and injection behaviours associated with HIV and viral hepatitis (Kerr, Oleson,
Tyndall, Montaner, & Wood, 2005). In Vancouver, SIFs have been shown to promote entry
into detoxification and methadone maintenance (Rhodes et al., 2006; Wood et al., 2007).

Until the mid-2000s, the only active NEP was operated by a nongovernmental organization
(NGO) in Ciudad Juarez, Chihuahua, which began in the late 1980s and was unofficially
sanctioned by the state Secretary of Health. In 2004, Tijuana opened the second NEP in the
country, operated by Prevencasa A.C. (CENSIDA, 2003; Magis-Rodriguez, Ortiz Ruiz, &
Ortiz Mondragon, 2007). In 2005, national guidelines supporting harm reduction were
published by CENSIDA (2006). At the time of writing, there were no known SVMs or SIFs
operating in Mexico.

Numerous articles discuss the empirical evidence for harm reduction interventions, but few
describe the approval process and barriers encountered during implementation (Downing et
al., 2005; Tempalski et al., 2007). For countries lacking a social and political environment
conducive to harm reduction, there is a dearth of literature underscoring what steps public
health professionals can take to facilitate their implementation. This study aimed to identify
structural and environmental factors affecting the acceptability and feasibility of three harm
reduction interventions – NEPs, SVMs, and SIFs – in Tijuana. Results will be used to assist
the future development of culturally appropriate interventions in Mexican–US border cities in
order to reduce drug-related morbidity and mortality.

Methods
Between August 2006 and March 2007, trained Mexican and American interviewers recruited
40 key stakeholders who had at least some direct or indirect interaction with injection drug
users in Tijuana, Mexico. Interviews were also conducted with the users of these harm reduction
interventions, which will be described elsewhere. In order to develop a diverse understanding
of acceptability of these interventions among policymakers, we used a targeted sampling
method adapted from Rapid Policy Assessment and Response (RPAR) techniques by
interviewing stakeholders at two levels: systems and interactors (defined below), across five
sectors—health, rehabilitation, legal, pharmacies, and religion. The RPAR method combines
traditional legal analysis with empirical data collection to explore how structural factors can
impact community-level health interventions (Lazzarini, Case, Burris, & Chintalova-Dallas,
2007). This mixed methods approach which integrates qualitative data on implementation of
laws, policies and practices with locally important policy questions was recently used in four
countries (Poland Russia, Ukraine, and Kazakhstan) and found to be useful in identifying policy
issues and guiding interventions (Kitsenko et al., 2008; Kozachenko et al., 2008; Sobeyko et
al., 2007; Vyshemirskaya et al., 2008).

The targeted sample was constructed after a master list was created of all Tijuana stakeholders
who were involved with drug use, health policy, or programme implementation at the systems
or interactor level in each of the five sectors. From this list, key informants were chosen based
on their level of experience, time spent in Tijuana, and, in some cases, willingness to be
interviewed.

Systems level stakeholders
Systems level stakeholders possess oversight of critical components within a given system and
included respondents each of the five sectors. Specific informants – politicians, judges,
pharmacy owners, pastors, ministry of health officials, and directors of drug treatment
programmes – were interviewed to gain their understanding of, and ability to affect change in,
the drug injecting risk environment. While systems level informants may have little direct
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contact with IDUs, they are involved with laws and policies and how they are formally or
informally put into practice.

Interactor level stakeholders
Interactor level informants operate in sectors that affect IDUs’ attitudes, behaviours, and access
to syringes, and typically have daily contact with IDUs. Interactor level informants were
selected from each of the five sectors and included pharmacy clerks, police, treatment
providers, priests, lawyers, methadone clinic directors, and prison wardens. Interactors provide
practical on-the-ground information about the implementation of drug policies and the limits
of risk reduction interventions and offer a unique perspective because of their understanding
derived from interacting both with IDUs and policy makers.

Data collection and analysis
Qualitative methods were employed to generate nuanced and insightful narratives about drug
policy in Tijuana without imposing pre-determined variables or boundaries (Firestone-Cruz et
al., 2006; Powers, 1998; Tashima, Crain, O’Reilly, & Elifson, 1996). We focused on structural
factors as previous research suggested that transmission of blood borne infections is shaped
by structural factors such as law enforcement and health care policy, governance, and providers
of injection services (shooting gallery operators) (Rhodes, Singer, Bourgois, Friedman, &
Strathdee, 2005; Tempalski, 2007).

After identifying potential key informants, each was approached individually and the purpose
of the study was explained. After providing informed written consent, each participant was
asked 10 quantitative questions to assess socio-demographic information such as age, gender,
and education level. The interviews were semi-structured and used a topic guide that focused
on syringe access, specific interventions (i.e. NEPs, SVMs and SIFs), barriers and limitations
to harm reduction, and suggestions for implementation. Prior to intervention-specific
questions, definitions were given to each participant to ensure that their meanings were
understood. Examples of specific questions include (1) “Which harm reduction interventions
do you see as feasible in Tijuana’s current political and social context?”, (2) “What are possible
legal and social obstacles to implementation?”, and (3) “What do you see as the most effective
way to promote health and safety among IDUs?” Interviews were conducted in private
locations based on availability, safety, and comfort and included homes, offices, or places of
work. This study was approved by Institutional Review Boards at University of California at
San Diego and Tijuana General Hospital.

Interviews were conducted in Spanish, approximately one hour long, and digitally recorded.
The audio files of the interviews and transcripts were anonymous, and identified only by code
numbers. Native Spanish speakers conducted verbatim transcription and translation of the in-
depth interviews and audio files were destroyed after transcription and translation. Translations
were validated by two bilingual individuals. A “do not translate” list and corresponding
glossary including street jargon and slang words was created, in order to preserve the
connotations and meaning of the original Spanish.

Content analysis was conducted concurrently with data collection to allow revision of the
interview guide to reflect new information. Analyses focused on general themes such as harm
reduction in the Mexican context, acceptability of the three interventions, barriers, and
suggestions for implementation. Transcripts were first hand-coded by two investigators who,
after reading a cross-section of the interviews, created a preliminary codebook containing key
concepts and categories. The investigators then applied these codes to ten interviews from both
the interactor and systems levels in order to modify and create more nuanced versions of the
codes. Using qualitative data analysis software, interviews were uploaded and coded using the
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preliminary codes. Any discrepancies in coding were discussed among the investigators and
resolved.

Results
The 40 stakeholders consisted of 20 interactor level and 20 systems level participants. Their
professions were divided into five sectors: health, rehabilitation, legal, pharmacies, and
religion. The twenty interactor level stakeholders had a median age of 36 years (range: 31–61
years) and 71% were male. The twenty systems level stakeholders had a median age of 44
years (range: 32–71 years) and were 63% male.

Political affiliations were similar in both groups. Interactors described themselves as liberal
(25%), moderate (59%) or conservative (19%) as did systems stakeholders, reporting
themselves as liberal (30%), moderate (50%) or conservative (20%). None of the respondents
said their views were either ‘very liberal’ or ‘very conservative.’

Though the professions of interactor and systems level stakeholders varied, their responses to
the acceptability and feasibility of the described interventions did not. As a result, these two
levels of stakeholders were collapsed for analysis. Of the three interventions, NEPs were seen
as the most acceptable (See Table 1) with 75% voicing acceptance, followed by SVMs (65%)
and SIFs (58%). Levels of perceived feasibility were much lower than acceptance; NEPs were
seen as the most feasible (53%) followed by SVMs (38%) and SIFs (25%). Three general areas
were assessed qualitatively: (1) general acceptance of harm reduction, (2) acceptance of the
three specific interventions, and (3) suggestions for implementation.

General acceptance toward harm reduction interventions
Levels of acceptance and perceived feasibly differed across the three interventions and the
respondent’s profession. Interviewees with direct contact with IDUs (health care providers,
rehabilitation centres, etc.) largely accepted harm reduction measures, reasoning that since
drug use is unlikely to decrease, measures must be created to lessen the resulting infections.

The majority (66%) of individuals voiced acceptance, and the majority of sectors – aside from
religion – also personally supported at least one form of the three interventions. Even so, these
supporters acknowledged others’ resistance and expressed the need to further work toward the
expansion of syringe access. As one individual stressed:

If you can’t win the war, join it. If you can’t make them stop using drugs, at least
reduce the harm. I think there is going to be a lot of resistance to this. We need to do
something, otherwise they are going to continue to spread diseases (Female, 31,
rehabilitation, interactor).

In contrast, a systems level participant felt that harm reduction would promote drug use:

I think that this [harm reduction] would worsen the situation because it is like
supporting drug use, like saying that maybe you won’t get infected…but it doesn’t
matter that you continue to use drugs (Female, 55, religion, systems).

The concern that harm reduction interventions could promote drug use permeated a number of
the interviews and was interwoven with the concept of drug users deserving a negative fate.
One interviewee noted that:

The only thing a drug user does is to try to find a way to hurt or steal for money and
we wouldn’t promote this kind of programme… I believe that sometimes a person
has to learn through the consequence of their actions and the problem will not be
solved by offering sterilized syringes. Maybe they won’t get HIV or AIDS or other
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types of illnesses, right? [But they will continue to use drugs] (Male, 35, religion,
interactor).

This description of barriers was widely expressed, and a dynamic emerged in which individuals
labelled both themselves and each other as barriers to implementation. As one systems level
interviewee noted:

If we just bring a programme like syringe exchange or substitution [i.e., opiate
substitution therapy], there will be a medical community that is against these
programmes (Male, 44, health, systems).

In contrast, the head of a religious rehabilitation centre explained that:

The government doesn’t seem to worry. If you watch the news you are not going to
hear about a programme that addresses drug users or alcoholics. I think it is because
the government is not interested in these types of people (Female, 55, religion,
systems).

On the other hand, an interactor level interviewee saw religion as a barrier:

Because Mexico is a country that has a very religious culture and it is not very open
to the consumption of drugs and also socially it is seen as very bad. If we were to put
[these interventions] around the city…then the church will scream (Female, 35, legal,
interactor).

This complex environment of barriers was seen as a product of Mexican culture, itself an
amalgamation of previously mentioned factors. As one individual explained:

The culture that we have is the barrier, and maybe the principal barrier, because the
political decisions are derived from it, as well as personal actions. The idea that the
drug user continues to be a delinquent, we already have these concepts in our culture,
and these become the principal impairments, because it also affects politics on various
levels (Female, 42, health, systems).

Needle exchange programmes
NEPs were viewed as the most accepted (30/40) and feasible (21/40) of the three interventions.
Personal support, however, differed largely based on a respondents’ profession. While nearly
all health respondents expressed personal support, only one in the religious sector did so. Since
very few informants were aware that an NGO-run NEP was already operating in Tijuana, most
spoke of it in hypothetical terms. As one interviewee shared:

I see it as very risky because, first of all, controlling it is not going to be easy, and
who is going to run it, in which way, for how long, and all of that. It is something that
could become out of control and it could solicit more promiscuity (Male, 46, religion,
systems).

In contrast, a systems interviewee in the pharmacy sector voiced personal support:

I think that it would be very practical, especially in avoiding or preventing contagious
diseases because of used syringes….I think is a fabulous idea because there is a lot
of drug addiction (Female, 59 pharmacy, systems).

Many people expressed a need to integrate other health services into NEPs and use them as a
point of outreach—to integrate IDUs into a system that could refer them for abscess care, HIV
testing, and treatment. Informants argued that by coupling awareness and time, society could
slowly come to terms with these interventions, and if not outright accept them, at least tolerate
them. Even with acknowledged barriers, stakeholders saw hope that through raising awareness
these interventions could eventually be implemented. As one participant explained:
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We can see this problem from a religious, security, and economic perspective, and I
think we all agree that Tijuana as a society has a problem with both the circulation
and distribution of drugs. I believe that it [a NEP] would be feasible, and that we
should raise awareness, and support this to avoid the spread of illnesses to others
(Male, 35, rehabilitation, interactor).

NEPs were seen by many as a possible starting point to spread this information to the
community and alert them to the growing problem of HIV/AIDS. The few that were aware of
the existing NEPs felt that these examples could be used to prove that, even within Mexico,
they can be effective. As explained by one interviewee:

I think we can show the results of the studies that we have conducted so far, the
findings when it comes to prevention and the sharing of risks…we can use this
argument to convince them by showing the cost effectiveness and benefit of these
programmes (Female, 50, health, systems).

Syringe vending machines
Those who viewed SVMs as acceptable (65%) expressed the benefits of their convenience and
anonymity; critics noted their ease of access and insufficient control. The role of SVMs in
collecting and dispensing syringes was seen as too risky for some who felt it would spur
children into drug use, and create too much access which could lead to theft. For example, a
member of the clergy felt that:

It is like saying to a child ‘here you have a gun and use it,’ and the risk is there that
the child will shoot it or use it, it is very risky, dangerous, delicate, too much
exposure… I feel that there is a lack of culture, preparation, even a consciousness on
this matter, and that is why we haven’t talked much about the problem, it is not known
(Male, 46, religion, systems).

In contrast, an individual from the rehabilitation sector voiced personal support.

From the point of view of individual health and public health; I think that it would be
great. If you’re going to inject, let’s do it this way, right. In the end, it is going to
reverberate in all parts of society (Male, 59, rehabilitation, systems).

That SVMs could be utilized without oversight from health personnel was viewed as both a
benefit and a barrier. Numerous stakeholders disapproved of their implementation because
other people could possibly utilize them. One interactor from the health sector explained:

Because then everybody in the world would have access to this, and what we want it
is for the youth not to have so much access, this access will facilitate it [drug use]
even more (Female, 31, health, interactor).

In comparison, others saw this lack of monitoring as a benefit:

I think it would be very practical because the drug user wouldn’t have a problem with
being identified as such so they can go at whichever moment is convenient for them
(Female, 42, health, systems).

Safer injection facilities
In general, fewer informants accepted the concept of SIFs (23/40), and fewer still voiced
personal support. Although typically SIFs provide on-site medical personnel for the treatment
of infections or accidental overdoses, one participant saw it as unethical:

I think it is going against our principals. My duty is to help relieve sickness; if my
duty [as a doctor] is finding relief and promoting health, then I would be betraying
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my ethical principals when it comes to seeing a person hurting himself, right?” (Male,
47, health, systems).

Other barriers included fears of police intervention, confidentiality, and increased stigma.
Many interviewees noted that interactions between police and IDUs could lead to further
stigmatisation if, upon exiting a SIF, IDUs were detained and searched for drug paraphernalia.
When individuals were asked to explore feasibility, the majority voiced scepticism as to
whether an SIF could be implemented in the current context. One said:

Honestly, from a public heath perspective I don’t think so. It requires a lot of resources,
specialized personnel…a specific place. So, I see it as something good, but the
possibility is still a bit distant, although with agreement from some organizations this
could be done (Female, 42, health, systems).

Suggestions for implementing harm reduction interventions
Among those both personally supporting and accepting harm reduction, opinions differed on
how to proceed. Some insisted that the government take responsibility while others claimed a
more active role in fostering an environment amenable to such programmes. Many suggested
raising awareness and education levels within the community, collaborating with religious and
political leaders, and changing laws and policies. One interviewee noted that:

I think the educational strategy [is key]. You have to start with the health personnel
and form a common front so they are convinced to put aside religion, values, and
judgment, right? Then later work with social groups to make an effort to educate
people in other levels and organizations that work directly with the communities. I
think that is the best long term strategy, but it is a labour of many years (Male, 38,
health, systems).

Those in the health sector reiterated that it was their responsibility to provide officials with
empirical research allowing informed decisions. As one shared:

If I don’t provide them [policymakers] with a document at the time of their decision
making so they can understand the problem, and if I don’t assure that document is
present while they have opportunities for quick decision making, then we are not
going to be able to move forward (Male, 47, health, systems).

Nearly all individuals mentioned that small steps must continually be taken as the government
requires an extended period of time to decide which interventions are, and are not, acceptable
within Mexico. One participant said:

The most effective way would be the participation of everyone, to make public
policies that contribute to family values, make laws that control resources or the
designation of resources …to sensitize authorities and educate them little by little and
to sensitize the city, the whole community about this problem. We need to create a
campaign and find political alliances. We even need an ally in the Catholic Church…
And society, the government can’t do something without society’s support (Male, 32,
legal, systems).

Discussion
This qualitative study among key stakeholders examined the acceptance of three harm
reduction interventions–needle exchange, syringe vending machines, and safer injection
facilities–in Tijuana, Mexico. Although the methods used were not designed for assessing
frequencies of opinions or their distribution in the community at large, certain themes were
repeatedly mentioned, suggesting we had reached saturation. Of the three proposed
interventions, NEPs were the most favoured, with three quarters of respondents voicing
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acceptability and over half believing them to be feasible. Findings indicated a number of
barriers to implementation – lack of awareness, religious and political opposition, the view that
harm reduction promotes drug use – but individuals also outlined key suggestions to promote
the implementation of harm reduction interventions; policy creation, educational programmes,
and cross-sector collaborations.

Religion and government were often described as barriers. Those interviewed in the religious
sector repeatedly mentioned that harm reduction would spur drug use and that abstinence is
the only option, supporting previous studies that religious groups see harm reduction efforts
as approving what they deem risky and immoral behaviour (Wynia, 2005). Our findings are
consistent with other research showing the integral role religion plays in many communities,
and that the support of the church and clergy is perceived as critical to the success of
government-sanctioned harm reduction programmes (Downing et al., 2005; Hansen, 2005;
Tempalski et al., 2007; Tkatchenko-Schmidt, Renton, Gevorgyan, Davydenko, & Atun,
2008; Vlahov et al., 2001). As illustrated by numerous stakeholders, in a country where 88%
of the population considers themselves Catholic and the Catholic church and Mexican culture
are intricately intertwined, even those working in the health care field can find themselves
divided between personal support for harm reduction and their religion’s denunciation of such
strategies (U.S. State Dept, 2006). Garcia et al. (2004) found that, in spite of church influence,
the majority of Mexican Catholics felt that politicians’ personal religious beliefs should not
affect their legislative decisions on health issues and that efforts should be focused on
decreasing the Church’s political influence.

Numerous individuals mentioned the government and lack of political will as a limiting factor
in implementing harm reduction. Since our research was conducted during an election year in
Mexico, it is not surprising that stakeholders reported that politicians were reticent to discuss
or support these possibilities. The importance of political support in creating a system amenable
to harm reduction interventions has been noted in other locales, including Russia, Malaysia,
and China (Reid, Kamarulzaman, & Sran, 2007; Sullivan & Wu, 2007; Tkatchenko-Schmidt
et al., 2008). Bluthenthal, Heinzerling, Anderson, Flynn, and Kral (2008) found a 46% increase
in the total number of California’s NEPs after the passage of an assembly bill eliminating
criminal prosecution for the distributions of syringes.

A number of respondents described any intervention aside from full abstinence as condoning
drug use. Vlahov et al. (2001) reported a similar issue in the United States when people viewed
providing needles to IDUs as both condoning and increasing drug use. In instances where
morality and empirical evidence are often at odds, lay persons in the community may emerge
as authoritative spokespeople such as police, drug treatment counsellors, community leaders,
clergy, and politicians (Rhodes et al., 2005; Vlahov et al., 2001). For some who question the
use of harm reduction measures, the opinions of these leaders were given more weight than
empirical scientific studies (Vlahov et al., 2001). Raising awareness among community
members and key leaders who can explain the role of harm reduction in public health to those
looking to them for moral guidance is an important step in the implementation of new
government-sanctioned interventions.

Awareness was mentioned by respondents as necessary for implementing harm reduction
interventions. Suggestions of how to raise awareness took many forms; a general explanation
of harm reduction, assurance that these interventions will not be placed near schools,
playgrounds, or other areas where children frequent, and links to other services. As many
participants stated support for total abstinence, one approach could be to emphasize that
although harm reduction does not require detoxification and cessation from drugs, participation
in a syringe access intervention often facilitates cessation (Hagan et al., 2000; Henderson et
al., 2003; Kuo et al., 2003; Wood et al., 2007).
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Although Mexico’s federal Ministry of Health published a document supporting NEPs, there
appear to be small-scale programmes operating in only seven states–Baja California,
Chihuahua, Coahuila, Nuevo Leon, Oaxaca, Sinaloa, Zacatecas. In 2006, there were a total of
64,281 syringes distributed nation-wide in Mexico and 4474 IDUs were contacted. The vast
majority of NEP coverage (99% of syringes and 78% of IDUs contacted) occurred in Tijuana
which underscores the urgent need to bring syringe access to scale in other settings. Increased
collaboration is needed between CENSIDA and the policy-making bodies in states where
injection drug use is occurring to ensure that NEPs and other harm reduction interventions will
be implemented. For example, there remains only one publicly funded methadone maintenance
program in Mexico, located in Ciudad Juarez, and private clinics offering methadone are
sparsely located elsewhere in the country.

A limitation of this study was that many interviewees had no previous knowledge of, or
experience with, harm reduction interventions, making it difficult to form an opinion of a
complex intervention after only hearing a brief description. Respondents’ replies were possibly
“gut” responses, rather than considered opinions. Although we conducted interviews across
various work sectors and varied between those who interacted daily with IDUs and decision
makers, we were limited to interviewing those who consented. We were not able to interview
high-level officers in the police department as they refused our interview requests. Though we
did not use a theoretical sampling framework, we reached a saturation level with many of our
themes providing confidence that our results are meaningful.

While these interviews were being conducted in 2007 a new state Minister of Health, Dr. José
Guadalupe Bustamante Moreno, who has publicly endorsed NEPs, was appointed in the state
of Baja California. Nationally, in partnership with CENSIDA, the Mexican Ministry of Health
deployed a fleet of ‘condonetas’ – brightly coloured minivans painted with caricatures of
condoms equipped with loud speakers and a large videoscreen – that drive through high drug
use areas in major Mexican cities distributing condoms and sometimes syringes while
broadcasting public service announcements. To date, the condoneta initiative does not seem
to have experienced major opposition and has been welcomed by many communities, including
Tijuana.

Our results suggest that while syringe access interventions are sorely needed in Tijuana,
stakeholders believe that it is critical to create a larger base of awareness prior to
implementation. Facilitating dialogue, collaboration, and discussion between stakeholders in
each of the five sectors may move critical interventions forward. In the meantime, the existing
NEP in Tijuana will continue to provide sterile needles to IDUs in the effort to stem the city’s
HIV epidemic and hope to serve as a model for future interventions in the rest of the country.
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