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United States

Abstract
Drawing upon the broader health, social, and political geography literature this paper outlines a
framework for considering place-based processes through which syringe exchange availability may
be understood. It is argued that the geographic distribution of syringe exchange programs (SEPs) in
the United States is linked to the social and political conditions of particular localities through three
place characteristics: (1) structural constraints; (2) social and spatial distancing of injection drug
users; and (3) localized action. Although SEPs remain a controversial issue and face ongoing
obstacles from the government, law enforcement and local communities, they continue to operate
through the efforts of grassroots organizations and local activists. Action on this issue occurs locally,
and the characteristics of place-based factors will affect whether particular areas adopt SEPs.
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Introduction
Injection drug use (IDU) has many public health implications, notably its role as a risk factor
for infectious diseases such as HIV/AIDS, hepatitis B and C, and endocarditis, (Novick et al.,
1997) and, increasingly the co-infection of HIV/AIDS and hepatitis C (Hagan et al., 2005).
Preventing the spread of blood-borne pathogens through IDU requires a diversity of
approaches, including treatment and detoxification programs, social services, primary health
care, outreach, user involvement, and access to sterile syringes and injection equipment for
people who are injecting (Brooner et al., 1998; Paone et al., 1999; Strathdee et al., 1999). In
many parts of the world, syringe exchange programs (SEPs) have been adopted as a critical
component of HIV and hepatitis C prevention for IDU. Injectors of heroin and other drugs have
ready legal access to sterile syringes throughout much of Western Europe and Australia, as
well as in many developing countries (e.g., Brazil and Nepal). In many of these countries,
pharmacies sell syringes over the counter, and municipalities or other public bodies run SEPs.
In contrast, the United States (U.S.) public health response to blood-borne infections among
IDUs has been minimal and geographically uneven (Tempalski, 2005). In most parts of the
U.S. legal access to syringes either through pharmacy sales or SEPs remains difficult, and is
illegal is many places. Further, since 1998 the federal government has denied funding for SEPs.
Understanding the geographic dimensions of SEPs is critically important because these
programs have been shown to reduce transmission of HIV and, increasingly, hepatitis B and
C, as well as to provide important medical and social services to IDUs (Hurley et al., 1997;
MacDonald et al., 2003).

Although SEPs remain controversial and face ongoing obstacles from government and local
communities and businesses, they continue to operate and expand through the efforts of
grassroots organizations and local activists. Drawing on the broader public health and social
and political geography literature, this paper outlines the effects of place characteristics through
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which geographic variation in SEP availability may be understood. It is hypothesized that the
uneven geography of SEPs in the U.S. involves political, socioeconomic, and organizational
characteristics of localities that affect service needs, resources, opposition, and localized action.

Place is understood in geography as space endowed with meaning(s) (Cooper et al, 2004;
Cresswell, 2004; Kearns and Joseph, 1993), an idea that recognizes that society and space are
mutually constituted (Massey, 1997; Soja, 1980; 1997). Central to this concept is that past and
present interactions of social, political, and economic systems give shape to space, and that
simultaneously, space configures social relations (Kearns and Joseph, 1993; Sibley, 1995).
Geographers have been concerned with the role of power embedded in this configuration
process, and the interactions between power and sites of resistance and opposition, and human
agency (Castells, 1983; Pile, 1997; Smith, 1994). Castells argues that “resistance takes place
as a result of demands around three basic structural issues: (1) collective consumption, such
as housing, schools, welfare provision and so on; (2) the defense or expression of cultural
identities; and (3) the working of the state and/or local government” (taken from Pile, 1997,
pp. 9). Thus, economy, culture, and state must be accounted for in the geographical analysis
of place.

The points at which power and resistance intersect are areas that shape and give rise to collective
action (Martin and Miller, 2003). As Castells argues, Martin (2003) also suggests that resources
have been a key to motivating action; this is most evident in the struggle over quality of life
issues and the desire of identity groups to be acknowledged within the broader culture.
Geographers thus argue that place provides an important mobilizing discourse and identity for
collective action (Marston, 2003; Martin, 2003; Miller, 2000). People and groups organized
into coalitions actively shape places, and the actions, driven by institutional structures, are
never the same from place to place. Thus, people and institutions actively shape place, and
simultaneously, place influences the structure of how resources are distributed to individuals
and groups (Dear, 1988; Harvey, 1997; Johnston, 1991; Kearns and Joseph, 1993).

Examining the efforts to institute SEP in three U.S. metropolitan areas gives insight into how
these forces configure grassroots and institutional response. Bluthenthal (1998) describes an
example of collective action to establish SEPs, arguing that government inaction created the
political opportunity structure that encouraged harm reduction activists in Oakland, California
and elsewhere to set up SEPs. In other situations, strong support by local individuals can lead
to wide support for SEPs, as the Tacoma case illustrates. The first publicly-funded SEP in the
U.S., in Tacoma, Washington, resulted from the actions of Dave Purchase and others.
Recognizing that many IDUs were dying of AIDS and lack of government response, Purchase
set up a street-based SEP. Purchase's efforts strongly influenced local program adoption which
led to the first publicly funded street-based SEP in the United States.

Yet, in other places, local direct action has been less successful. Attempts to set up SEPs in
New Jersey point out political processes producing disconnects between need and services.
Injection drug use is the most frequently reported risk behavior among HIV-positive
individuals in New Jersey. In 2000, New Jersey reported over 19,000 cumulative IDU-related
AIDS cases, and 2.3% of the Jersey City metropolitan area population was injecting drugs
(State of New Jersey Department of Health and Senior Services (NJDHSS), 2002). However,
the governor and city officials opposed distributing sterile syringes to IDUs, and they used
arrests to suppress the state's only publicly visible SEP.

These examples from three places demonstrate different response to the HIV epidemic among
IDUs. They illustrate varying philosophies and resource responses within each distinct place.
Each one's social, economic and political context has shaped the general characteristics of
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place, and in turn, given shape and meaning to IDUs' health and access to HIV prevention
services.

Thus, in this article, the concept of place allows us to engage the set of social and political
relationships that create a spatial context in which differential responses to injection drug use–
related HIV are structured. As such, this paper offers a context for understanding how place-
specific processes—including need for services, local resources, opposition, and grassroots
political action—affect the geographic distribution of SEPs in the United States. In this
research, it is argued that the geographic distribution of SEPs in the United States is linked to
the social and political conditions of particular localities through three place characteristics:
(1) structural constraints, as they relate to disease vulnerability and service needs; (2) social
and spatial distancing of IDUs and associated services; and (3) localized action concerning
disease prevention and health service provision for stigmatized groups. These place-based
processes are interrelated: the need for services may lead to activism, which can reduce stigma
and ultimately lead to service provision.

This research directly and primarily contributes to geographic knowledge on HIV/AIDS
prevention as it relates to health care needs, services, and activism. It also contributes to the
broader literature that emphasizes how place-based political, social, and economic processes
—such as local economic relations and inequalities, community responses, and grassroots
activism—affect the geographies of health care services for people with HIV/AIDS and other
stigmatized groups. Thus, this research improves our understanding of the geography of HIV/
AIDS prevention services in the hidden and highly stigmatized population of IDUs.

This article expands our knowledge of how place-based political and social processes have led
to variations in HIV/AIDS prevention-related services for IDUs, specifically SEPs. At the
national level, the U.S. federal government's systematic denial of SEP funding influences the
social and political environment of all U.S. localities under consideration. The conceptual
framework discussed here shows how the lack of an association between the need for a program
and the presence of a program implies that current U.S. political systems are not responding
adequately to the important public health problem of infection-related disease. Response to
this situation is a matter of local grassroots action, and the characteristics of place-based social
and political processes will affect whether particular areas confront this and adopt an
intervention.

Activism and Politics: Syringe Exchange Development in the U.S.
Whether the U.S. federal government should support the distribution of sterile syringes for
injection drug use has been a highly controversial topic in the public policy discourse. In 1988,
the U.S. Congress barred federal funding for SEPs, with the proviso that the ban could be lifted
by the Surgeon General if he or she determined that such efforts could reduce the risk of HIV
infection without encouraging illicit drug use. In 1997 an independent consensus panel
convened by the National Institutes of Health concluded that SEPs reduce the spread of
injection-related HIV and do not encourage illicit drug use (U.S. General Accounting Office,
1993). Moreover, at least 20 medical, scientific, and other professional associations have
endorsed syringe exchange as an effective prevention strategy (Vlahov et al., 2001).
Nonetheless, federal funding continues to be withheld.

In contrast, in many parts of the world, SEPs have been accepted as essential components of
HIV prevention and other blood-borne diseases. The first SEP was developed in Amsterdam
in 1983 as a method of reducing transmission of hepatitis B, another common blood-borne
infection among IDUs. After the discovery of HIV infection among IDUs in Amsterdam, the
exchange program was expanded and SEPs were implemented in other Dutch cities (Grund et
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al., 1991). Presently, throughout much of Europe, Australia, Canada, and New Zealand, users
of heroin and other injection drugs have ready legal access to sterile syringes.

While syringe exchange was clearly taking on a public health role across European cities, it
would remain only a radical idea in the United States for at least another two years. Then,
beginning in November 1986, Jon Parker, a recovering IDU and student at Yale University
School of Public Health, formed a group called the National AIDS Brigade and started the first
underground needle exchange program1, distributing and exchanging needles on the streets of
New Haven, Connecticut. By the late 1980's, needle exchange programs were operating in over
a dozen cities – often in the face of harassment, arrests, and threats of violence. Some programs
eventually came to operate with the support of local health authorities using public funds (e.g.,
Tacoma and New Haven). Other programs were supported and funded through private and
charity funds and operated under the consent of the local authorities, as in San Francisco,
California; Boulder, Colorado; and Portland, Oregon. Finally, other programs operated under
the radar screen of local law enforcement and without official authorization.

By the year 2000, approximately 154 syringe exchange programs were operating in the United
States (Beth Israel Medical Center, 2000). Figure 12 depicts the spatial distribution of SEPs
across the largest 96 metropolitan statistical areas in the United States; high geographic
clustering of programs is located in the northeast and northwestern and western regions; while
the south and mid-western regions remain low in initiating SEPs.

Despite their proven effectiveness in HIV prevention and despite support from local public
health authorities and research institutions, SEPs remain a controversial issue in the United
States. They face ongoing obstacles in the form of legal challenges, funding constraints,
disapproving attitudes of local residents or business associations, and police harassment of
clients and service providers. In the absence of federal support for SEPs, responsibility for
implementing this public health measure has fallen to state and local government entities; yet
most state and local officials have been reluctant to authorize such programs, and public
funding and regulation of syringe acquisition vary by state and locality. Additionally, in many
states and localities, the acquisition and exchange of syringes are restricted under prescription
and drug paraphernalia laws. Despite this variation, existing SEPs continue to expand and in
some areas new programs are beginning; commonly this work is by citizens establishing “facts
on the ground” and simply setting up SEPs on their own initiative. More than half the SEPs in
the United States are run by nongovernmental organizations and were initiated by activists and
local community members (Tempalski et al., 2003a; 2003b).

In the United States, the development and maintenance of services for IDUs—specifically,
SEPs—have been linked to social movements (e.g., the harm reduction movement) and specific
activist groups (e.g., AIDS Coalition to Unleash Power (ACT UP)). For example, in New York
City and nearly half a dozen cities along the northeast corridor in 1989, the National AIDS
Brigade and ACT UP established underground SEPs distributing 200,000–300,000 needles
annually – members were regularly arrested for these acts of civil disobedience (Drucker,
1990).

These harm reduction efforts are built on the work of many other movements. In particular,
ACT UP which used “direct political action” to successfully contest the stigmatization of
people with AIDS by highlighting the underlying stigma rooted in homophobia. Many of the
same players (i.e., harm reduction advocacy) then adopted a similar philosophy and used
similar tactics to create and demand “direct HIV prevention services” for IDUs. Thus, many

1Syringe exchange and needle exchange programs are the same type of program; the terms are used interchangeably throughout the text.
2For confidentiality reasons, reporting on the specific names of some cities or programs are prohibited.
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SEPs were started by AIDS activists from political groups motivated to challenge the treatment
and marginalization of IDUs. Harm reduction advocates view the problems of illicit drug use
and addiction as arising primarily from drug policies criminalizing the user, and they work
toward minimizing the medical and social consequences of drug use. The harm reduction
philosophy fosters alternative models to conventional health and human services, as well as
drug treatment, while challenging traditional client–provider relationships.

Previous research has shown that political factors and local direct action may substantially
influence SEP creation and sustainment (Tempalski et al., 2003b). Using the interpretive
framework outlined in this paper, study results indicate that SEP formation, at least in the
United States, is based not on relative need across localities, but on social and political factors
—including active solidarity (ACT UP) and potential solidarity (large numbers of men who
have sex with men (MSM) creating greater concern for HIV/AIDS issues)—that may help to
form, defend, and possibly sustain SEPs. Hence, AIDS activism supported the harm reduction
movement, and local efforts of groups such as ACT UP fostered the harm reduction philosophy
and the U.S. expansion of SEPs.

The Relevance of Structural Constraints in IDU-related HIV Vulnerability
Research suggests that health differences across social class and population can be influenced
by the social, economic, and political contexts of people's lives (Farmer, 1999; Krieger,
2001; Wallace and Wallace, 1998). For low income or “marginalized” populations, whose lives
are narrowly circumscribed by inadequate resources and power, context has critically important
effects on health. Prior research documents that social and economic conditions are related to
a variety of health and social indicators although the directions of some relationships vary
among studies. Ruhm (2000) found that economic good times are associated with worse
physical health and with increases in alcohol consumption, though perhaps with better mental
health. In a meta-analysis of studies during the 1980s and 1990s, Jin et al. (1997) found that
higher unemployment rates are related to higher overall mortality, cardiovascular-related
mortality, and suicide.

Thus, Krieger (2001) argues that the production and distribution of disease must be understood
through constructs of social and economic relations characterized by inequalities and
embedded in the larger social, economic, and political structures. She identifies two possible
mechanisms of disease vulnerability. First, resources and harms are distributed along the lines
of social and economic relations. Second, these relations condition behavior through factors
such as relative and absolute deprivation.

The extent of relative deprivation within a society largely determines the degree of harm across
particular groups. For example, spatial de-concentration of urban minority communities in
New York City (caused by neglect and “planned shrinkage” policies spurred by white
governmental fear of urban black revolution) fueled the reemergence of tuberculosis in the
1980's. Deteriorating living conditions, social decay, and reduced fire-fighting capacity
contributed to an increased number of fires; the resultant destruction of housing stock dispersed
South Bronx communities—and, consequently, multidrug-resistant tuberculosis and AIDS
spread within and to adjacent neighborhoods (Wallace et al., 1997).

Although the U.S. HIV/AIDS epidemic has historically affected two groups—MSM and IDUs
— in recent years the broadening impact of the epidemic across classes, races, genders, and
sexual orientations indicates a growing need for a variety of educational, prevention and
treatment services. Resources availability, for example, can vary greatly affecting where and
when prevention and treatment services can be implemented. In seeking to understand the
factors that shape the HIV/AIDS epidemic among IDUs, and ways in which societies and
communities have responded to it, a growing body of research has focused on structural factors
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that facilitate HIV transmission and its concentration with particular geographic areas and
populations (Farmer, 1999; Singer, 1998; Sumartojo, 2000; Taussig et al., 2000). Structural
constraints are defined here as social, economic and political environments that shape and
constrain individual, community, and societal health outcomes.

Previous research suggests HIV prevalence or incidence among IDUs in a locality is a function
of policies about purchasing syringes (Friedman et al, 2001; 2000), syringe exchange (Des
Jarlais et al, 1996; Hurley, 1997; MacDonald et al., 2003) urban development (Friedman et al.,
1999) or urban “desertification” (Wallace and Wallace, 1998), and indicate that these policies
might be altered to reduce HIV transmission. Structural constraints relating to syringe
acquisition, which differ by state and locality, can significantly reduce the ability of IDUs to
purchase and possess sterile syringes. State and local laws concerning the sale, distribution,
and possession of syringes can prohibit any distribution of syringes. Policy processes and
regulations governing syringe sales at the state and local levels (e.g., prescription and drug
paraphernalia laws) influence the legality of syringe access, the conditions of syringe
distribution, and the use of government funds to distribute syringes.

Taussig et al. (2000) look at the legal and regulatory barriers that restrict pharmacy sales of
syringes to IDUs and discuss how reducing these barriers can facilitate access to sterile syringes
for IDUs and reduce ones' vulnerability to HIV infection. Currently, fourteen states have
prescription provisions3 (Burris, 2005), and twelve states4 and the District of Columbia have
affirmatively authorized SEPs (Burris, 2002). Additionally, Friedman et al., (2001) research
showed that restricting syringe access were associated with HIV transmission. The study
indicated that MSAs with anti-over-the-counter-syringe laws had a higher mean HIV
prevalence among IDUs than other MSAs (13.8% vs. 6.7%).

Economic and political variables may influence HIV rates among IDUs, and the degree of IDU
stigmatization in a locality may be positively associated with HIV transmission. In the case of
IDUs, metropolitan-level economic trends affect both their presence and HIV status. Friedman
et al. (2004a) found the percent of the population in poverty was positively associated with the
population density of injection drug use, HIV prevalence among IDUs, change in HIV
prevalence among IDUs, and both black/White and Hispanic/White disparities in IDU
population density. Additional research by Friedman et al. (2004b) showed increases in both
unemployment and poverty rates between 1990 and 2000 were associated with a higher
population density of IDUs in 1998.

The broader sociopolitical system of municipal governance can affect individual IDU behavior.
For example, policing patterns and arrests can affect drug users' access to services, even in
states where syringe access is legal. Cooper et al. (2005) found that particular drug-crackdown
tactics by police affected IDUs' ability to safely inject. Drug-related arrests were also found to
affect IDUs' use of health and treatment services. Research by Bluthenthal et al. (1997)
determined that program participation declined following arrests of staff at illegal SEPs.
Furthermore, Bluthenthal et al. (1999a) found that IDUs who feared arrest are at least twice as
likely as other IDUs to borrow syringes and other injection equipment, perhaps because they
hesitate to carry syringes. Bourgois et al. (1997) also found that impoverished or minority IDUs
were especially fearful of arrest and therefore particularly reluctant to carry syringes increasing
the risk of sharing injection equipment.

3California, Connecticut, Florida, Delaware, Illinois, Indiana, Maine, Massachusetts, New Hampshire, Nevada, New Jersey, New York,
Pennsylvania, Virginia and Virgin Islands.
4California, Connecticut, District of Columbia, Hawaii, Maine, Massachusetts, Maryland, New Hampshire, New Mexico, New York,
Rhode Island, Vermont and Washington.
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The mounting evidence of social and political structuring of race, class, gender and sexuality
indicates the need for a variety of approaches to developing services and service provision
strategies. Des Jarlais et al. (1995) work in five cities where both low HIV prevalence and
incidence remained low among IDUs over a minimum of six years suggest three factors
contributed to “public health control” over HIV transmission among IDUs: (1) beginning
prevention efforts when prevalence was still low; (2) using community outreach to establish
trusted communication between health workers and drug users; and (3) providing a ready
supply of sterile injection equipment.

However, the design and implementation of HIV prevention strategies to meet the needs of
IDUs—such as SEPs or methadone maintenance programs—face challenges to acceptability
and feasibility at the local level. For example, while local residents may recognize the
pervasiveness of drug use in their community, they may not welcome services for users into
their neighborhood (Dear et al., 1997; Wilton, 2000). The reluctance to allow such services is
partly attributable to local views of drug users and their behavior as deviant (Daker-White,
1997; Takahashi, 1998). This perception raises important questions relating to the
marginalization and exclusion of populations based on gender, sexual orientation, race, and
class. These social and political processes rooted in place result in a non-distribution of
resources and goods to those in society with the greatest need[s] (e.g., mentally ill, homeless,
or HIV-infected persons, prevention and treatment services for IDUs) and thus, largely
determine the location of services.

Social and Spatial Distancing of IDUs: Implications for HIV Prevention
Services for IDUs in the United States

To explain resistance to the provision of human service facilities social scientists turn to
theories of social distancing embedded in concepts of difference: social distancing fuels the
stigmatization of individuals, groups and places. Conceptualizations based on difference are
rooted in moral beliefs closely related to local cultures; this is, the sense of one's moral
responsibility for others decays as one becomes increasingly distanced from others (Smith,
1994). The social and moral distance created by such stigma can carry over to the location and
establishment of many programs for services-dependent groups, including HIV-prevention
services for IDUs. Syringe exchange programs, for example, can be difficult to establish even
in communities hard-hit by injection drug use–related HIV transmission.

Stigma regarding drug use and HIV/AIDS involves not only the devalued individuals and
groups but also the locations where such persons receive services; thus, the stigma is extended
from person to place. According to Takahashi (1998), the built environment reflect the
constructed stigma in society, resulting in a stigmatized landscape in which public and
community spaces are viewed as less productive, more dangerous, and less desirable. Within
this context, human services facilities can reinforce stigma, because the stigma of places is
conditioned partly by the built environment and the types of services provided and clients
served. Thus, Takahashi's (1998) research suggests these place-based factors maintain and
enforce community boundary definitions, reinforcing current spatial relations of stigma.

During the HIV/AIDS epidemic of the 1980s and 1990s, changing epidemiological patterns
and the effects of stigma varied among diverse populations (Farmer, 1992). Although some
aspects of this stigma are shared by all HIV-infected persons, others are population-specific.
Discrimination against persons with AIDS drew from and compounded preexisting stigmas
(especially vis-à-vis MSM and IDUs). As a result, negative attitudes towards drug use enable
the institutionalization of prejudices against drug users (Friedman, 1998), and people who have
acquired HIV by injecting drugs are doubly stigmatized—for being HIV-positive and for being
an “addict.”
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Stigmatization associated with drug use and HIV/AIDS extends beyond the devaluation or
punishment of individuals and groups and often becomes embodied in the location of services
used and frequented by clients. This transfers stigma from persons to services and often the
places where those services are located. In the United States, this transfer of stigma often
embroils harm reduction focused services such as SEPs and can be embodied in community
attitudes, law enforcement, and political opposition within various levels of the government
(Tempalski, 2005).

The most powerful opposition to establishing SEPs in the United States has come from
government authorities or law-enforcement representatives (e.g., district attorneys, police, and
politicians) and community leaders (e.g., clergy and business association members). In fact,
when these influential groups support SEPs, local resistance to SEPs is greatly weakened.
However, the processes that lead to the establishment of SEPs are complex and reflect the
social and historical circumstances in each place-based context. In some cases, SEP support
was brought on by the direct actions of influential local individuals. For example5, the
establishment of an SEP in Tacoma, Washington resulted from the direct action of a local
activist, Dave Purchase, and others. After recognizing that many IDUs were dying of AIDS
and that the government was doing nothing to help, Purchase set up a SEP in Tacoma in 1988.
Purchase describes the situation in this way:

People were going to die. I had some time on my hands. I had some friends that did help
out a lot and never got the credit they deserve. We started in the summer of '88 and every
couple of years there's another brouhaha with the same old argument. The fact of the matter
is that there have been enough local political people with backbone that have supported
us and so has the health department, and so we've weathered attacks. And politics is still
a number one problem. AIDS is all politics, it's not science and stuff like that, its all politics
(Purchase, 2003).

Purchase's efforts in the late 1980s brought about political support in favor of SEPs and
government funding for programs early on in the epidemic. Both are clearly very important
for program adoption and sustainability and, in turn, for keeping HIV prevalence low. Efforts
of political advocacy groups like ACT UP were just beginning to develop at the time Purchase
was working toward gaining local support for a SEP. Thus, his efforts strongly influenced
program adoption in Tacoma and led to the first publicly funded street-based SEP in the United
States.

In another city, a pro-SEP client believed that the city council's view on syringe exchange was
influenced by a very organized community group who managed to vote in city council members
who believed that drug use was morally wrong and would oppose syringe exchange to maintain
there consituents' support. He had this to say about the locate opposition in his city:

The Council members are saying it sends the wrong message: one person understands it
and sees the health benefits but still feels it sends the wrong message to children, another
person is adamantly opposed to anything like that and says all addicts should go into
treatment and he actually prefers religiously-based treatment (we didn't even try talking
to him he's just so outrageous), the Mayor feels it's a law enforcement issue and therefore
you shouldn't declare a state of emergency to support an illegal activity and they can go
into recovery and force recovery in the jail system…

Additionally, a different respondent in this city had this to say about trying to get SEP legalized
in that city:

5Interviews provided by the Community Vulnerability and Response to IDU-related HIV Project, Survey of Community Experts (funded
by the National Institute on Drug Abuse, Grant# R01 DA13336).
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So we are trying to override that [city council vote] because you have basically politicians
who are embedded in their conservative morality and that morality is driving politics not
public interest or healthcare. So it's pretty scary.

Some AIDS advocacy groups and public health researchers argue that the conservative views
of a local community, backed by a Republican majority in local government, can knock down
any initiative to establish a legal SEP. In explaining why a SEP did not exist in his city, one
local activist described the political environment in the following terms:

The majority of the city is run by the Republicans, and [the local law enforcement] are
ultra-conservative… they can go wherever they want, whenever they want, and clean up
what they wish. They make a show of cleaning up prostitutes…

Additionally, a shift in political leadership and SEP support/opposition are not uncommon. In
this particular scenario the state legislators who had originally approved syringe exchange were
replaced with new officials who did not sympathize with the SEP and turned against it. An
SEP supporter described the situation in this way:

The police were educated about it [syringe exchange] and were very cooperative. This has
changed within the last two years, when we've come under public attack and have had
more problems with the police…. It's a nightmare. There are new legislators, new cops,
everything's changed…. Now there are letters being written against us, we're in the papers
and on TV and it's turned into this huge controversy.

Further opposition can result from on-going police harassment of service providers or difficult
relations between police and programs stemming from the illegality of drug use and of
distributing drug paraphernalia, such as syringes. A local harm reduction worker regarded law
enforcement issues relating to drug paraphernalia laws as the biggest obstacle to trying to
establish an SEP there:

There were attempts to set up a public program early on, about 8–10 years ago, but the
police would not permit it. No one has made an attempt to do anything publicly in the last
five years. It is not illegal to set up a syringe exchange, but it is illegal to carry drug
paraphernalia. The police arrested everyone who tried to set up programs.

One SEP worker provided an example of police harassment of SEP employees and clients
based the current state and local syringe law in that city:

If you work for it (the SEP) they arrest you. There's that kind of harassment. There are
people being arrested all the time for possession of syringes. Even if they have a card…
They can show a card and they're told that's no good here. I don't know of any workers
going to jail, but I know participants have gone to jail for possession of syringes.

Repressive policies that influence local social and political environments can make program
implementation very difficult. Institutional repression based on political policies such as the
declaration of “war on drugs,” reinforced by local law enforcement policies, may prevent SEPs
from being established. Still other forms of opposition lie in police harassment of service
providers and clients, or difficult relations between police and programs created by state drug
paraphernalia laws, for distributing or carrying syringes (Bluthenthal, 1999b). Thus, local
activists often find it easier to implement underground SEPs than to fight difficult
institutionalized policies.

In many localities, prejudice attached to drug use is reinforced by the illegal and covert nature
of illicit drug use. Included in this prejudice is a negative perception of injection drug users
(e.g., they are junkies and criminals) and IDUs with HIV are poor and non-white (Friedman,
1998). Additionally, in some communities, residents view HIV as a natural, acceptable
consequence of deviant behavior (Alonzo and Reynolds, 1995), which intensifies the stigma
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and creates barriers to initiating HIV prevention services for IDUs. In this case, it is not a
negative experience with syringe exchange that leads to opposition to these services, but the
overall moral judgment that drug users are evil. For persons holding this view, opposition to
SEPs results from an overall equation of HIV with immorality, more so than any personal
experience with syringe exchanges. Thus, resistance to SEPs may arise even in the absence of
adverse events, and such stigma-based resistance remains strong and likely to reoccur.

Localized Action: The Harm Reduction Movement as Disease Prevention
Public and sociopolitical responses prompted by the HIV/AIDS epidemic surpass previous
response to past epidemics. Many factors throughout the epidemic (e.g., the “war on drugs,”
characteristics of affected groups, criminalization of drug treatment, and racial fears) have
influenced society's response. These elements of the epidemic have demanded new strategies
of public health response to meet the needs of those stigmatized by the disease. Marginalization
of specific groups and individuals has been countered by social movements in instances where
the state is unwilling or unable to stem the widening health disparities due to HIV/AIDS.

Social movements sparked by grassroots activism have often represented the initial response
to a health crises and significantly shaped public health policy (Bluthenthal, 1998; Hoffman,
2003; Szreter, 1988) and health service provision (Petchey et al., 1998). The great sanitary
movement in late–18th century Britain, for example, was driven chiefly by local activists
appalled by the living and working conditions of the urban poor (Porter, 1999). Other social
movements and activism, from the feminist health movement to AIDS activism, have
restructured health-related issues, including treatment services, health care reform, AIDS
policy, and the destigmatization of particular groups (Banzhaf et al., 1992; Barnett and Barnett,
2003; DeMacro and Johnsen, 2003).

In the HIV/AIDS epidemic's first 20 years, numerous confrontational tactics by advocacy
groups resulted in major policy changes. A primary goal of the AIDS movement has been the
adoption of a multi-faceted strategy by the U.S. public health system. The AIDS movement
grew from the result of the marginalization and exclusion of particular groups based on gender,
sexual orientation, race, and class; resulting in widespread social and health disparities among
these groups. Early in the epidemic, activists sharply criticized the government and drug
companies for their complacency about HIV/AIDS. The emergence of political advocacy
groups such as ACT UP, which began in 1987 in New York, and then spread to other U.S.
cities, is important in lesbian/gay, AIDS, and medical history (Altman, 1994; Stoller, 1998).

Famous for its imaginative street theater, ACT UP, an offshoot from other community-based
AIDS organizations, was a magnet for radical young gay men and women. It derived many of
its political and cultural practices from a variety of sources as diverse as anarchism, the peace
movement, the punk subculture, the feminist health movement, and gay liberation (Epstein,
1996). The success of some local chapters was the result of a natural outgrowth of radical
politics (e.g. San Francisco) and/or predominantly gay, white male identity (e.g. New York
City) (Epstein, 1997; Stoller, 1998). ACT UP chapters typically had no formal leaders, and in
many cities, meetings were consensus based. Thus, direct action tactics of ACT UP chapters
were place-specific and highly dependent on local epidemiological needs and local philosophy
concerning the epidemic.

ACT UP, and the AIDS movement in general, effected changes in AIDS research, prevention,
and treatment methods, ultimately challenging the paternalism of the Western biomedical
model forcing traditional medical authorities to respond to “patient power” (Epstein, 1996, p.
9), and its attendant demands for structural change and treatment advocacy. These
achievements are significant because of their impact on an epidemic that public officials had
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been underemphasizing, and their influence on direct action tactics for other health concerns
(e.g., breast cancer and harm reduction services).

The AIDS movement was successful for three reasons: (1) their approach often involved
challenging mainstream medical and/or scientific knowledge and practice; (2) activists
typically highlighted the embodied experience of people with the disease contesting current
biomedical wisdom that the body is a mere vector of infection; and (3) activists involved in
the movement typically engage in collaboration with medical and health researchers and
professionals to help expand treatment and prevention, and research and funding.

The emergence and mobilization of advocacy for IDU-related HIV services has been built on
the work of many other movements, among them: the medical marijuana movement (McQuie,
2003); community services for persons with HIV/AIDS by the Gay Men's Health Crisis6; ACT
UP and others from the feminist health movement. Accordingly, the harm reduction movement
and IDUs advocacy groups are built on the foundations of other movements and borrowed
from their particular strengths, specifically the direct action philosophy of ACT UP.

The harm reduction movement, in particular, has successfully convinced clients who are
generally put off by other kinds of public health approaches to participate in SEPs. It recognizes
that abstinence for drug users is difficult to achieve, and views the problems of illicit drug use
and addiction as arising primarily from drug policies that criminalize the user, and works
toward minimizing the adverse medical and social consequences of drug use (Clear, 2003).
Examples of “actions” associated with harm reduction include syringe exchange, supplying
clean injection equipment (e.g. bleach kits, cookers, etc.) overdose training prevention, vein
care, wound care, and safe injection space(s). Feasibility of implementing SEPs are subject to
a variety of local place-based factors, including the presence of grassroots advocacy; in some
cases, underground exchange programs; legal aid for activists who are prosecuted; legal action
on behalf of programs working with IDUs; public and private funding for programs; the
establishment of programs by public authorities and local community support.

Bluthenthal advocates it was government inaction that created the political opportunity
structure that encouraged harm reduction activists in Oakland, California and elsewhere to set
up SEPs. The development of an SEP in Oakland, Bluthenthal argues, emerged “through the
mobilization of elements of impacted communities and their allies” (Bluthenthal 1998, p.1151),
rather than any rational or sensible cost effective public health strategy designed by experts.
Further advocating, it was the diversity of skills of its volunteers and board members embedded
in a political environment that encouraged solidarity for the establishment of an SEP. These
specific place-based factors contributed to conditions for the emergence of an activist-oriented
SEP in Oakland.

In New Haven, Connecticut it would be another six years after Jon Parker's National AIDS
Brigade first distributed and exchanged needles on the streets before an IDU in that city would
have legal access to sterile syringes. After three years of lobbying from 1987-90, involving the
Mayor's Task Force on AIDS and the New Haven Health Department a law was passed in the
spring of 1990 amending state statutes that had made syringe purchase without a prescription
illegal to allow legal possession of syringes for participants in a demonstration NEP, which
was started in New Haven in November of 1990. The NEP officially opened on November 13,
1992 and has continued to this day. The program has since expanded statewide to include other
cities such as Danbury, Bridgeport, and Stamford, and at the same time, made syringe purchases
in pharmacies available (Kinzly, 2003).

6GMHC was the first community-based response to the AIDS epidemic in New York City. It also started the world's first AIDS hotline
to handle the public's fears and questions about the epidemic.
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In New Mexico, syringe exchange began on February 2, 1998. After a seven-year legislative
struggle, The Harm Reduction Act of 1997 was passed; the Act made syringe exchange legal
to programs approved by the New Mexico Department of Health throughout the state. Support
came from both Department of Health and community activists – opposition from legislators
has gradually waned over the years (McCague, 2004).

The philosophy of harm reduction, developed in Great Britain and the Netherlands, has fostered
a global movement. Domestically, it has spread through a network of researchers, providers,
and organizations creating health-oriented change at the local community level. National Harm
Reduction Coalitions offer a variety of resources, information, and skills training for outreach
workers and advocacy groups to work more effectively with drug users and build safer,
healthier communities. The movement is broad based and diverse, ranging from grassroots
activists, recovering drug users, AIDS activists, lawyers, substance use–HIV researchers,
community health educators and service providers, many of whom volunteer at SEPs and have
been arrested repeatedly for distributing syringes; it cuts across the various communities hard-
hit by substance-abuse and by the HIV/AIDS epidemic, and includes gays and lesbians, IDUs,
and many African-American and Latino communities.

The structuring of place processes for the success of implementing SEPs and other harm
reduction services concerns the spatial distribution of local organized action including the
efforts of individuals, organizations, and networks. In the United States, it is the combined
efforts of local organized action that has led to the design and implementation of place-based
HIV prevention programs for IDUs. As such, program design based on need is best determined
by those braving the crisis, not by government policies based on fear and exaggeration.
Grassroots efforts, such as those of the harm reduction movement, defy institutionalized public
policies that serve dominant interests and work toward building solidarity for stigmatized
groups. U.S. grassroots activists continue to influence HIV prevention efforts to help reduce
injection drug use–related harm. Action associated with HIV prevention efforts occurs locally,
which in turn affects whether particular areas adopt the intervention.

Discussion and Conclusion
This research suggests that response to IDU-related HIV is responsive to local characteristics
as well as to broader factors. This perspective embraces the notion that interactions of social,
political, and economic systems give shape to place (Soja, 1980) and, simultaneously, place
configures the structure of how resources and harms are distributed. Despite the proven
effectiveness of SEPs in preventing HIV transmission, and support for SEPs from local public
health and research institutions, these programs remain controversial and face ongoing
governmental opposition, inadequate funding, negative attitudes from local residents and
business associations, and police harassment. For IDUs, the broader social and political issues
attached to sterile syringe access have largely been viewed as issues relating to inequality,
marginalization, discrimination, and drug use–associated stigma. These spatially-situated
social and political processes have produced large gaps in basic services to vulnerable
populations, particularly services to reduce drug-related harm (Tempalski et al, 2003b). An
understanding of how these processes influence the availability of services is important
because: (1) SEPs reduce HIV transmission and provide important medical and social services
to IDUs, and (2) it may clarify the trajectory of U.S. syringe-exchange policy and the limitations
of public health reform.

Structural constraints within a particular place are important in facilitating the establishment
and operation of SEPs. Embedded in important political issues like the criminalization of drug
use is whether the federal government should fund SEPs. Even if the U.S. federal funding ban
were lifted, however, major state and local barriers to syringe access or exchange programs
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probably would remain in place. Public policies, particularly drug control policies, limit access
to sterile syringes and injection equipment. State and local laws and regulations can prevent
syringe distribution. The political processes and regulations at the state and local levels
governing syringe sales (e.g., prescription and drug paraphernalia laws) determine the legality
of syringe access, the conditions of syringe distribution, and the use of government funds to
distribute syringes. Consequently, in localities with SEPs, the programs are often hampered
by statutes outlawing syringe possession, and, as a result, many SEPs remain underground.

The dynamic of social and spatial distancing of IDUs, which is embedded in concepts of
difference, is reflected in opposition to and rejection of service – dependent individuals. The
processes of stigmatization based on the social production of difference help explain negative
attitudes and prejudice toward specific individuals and groups. Examinations of the origins of
stigmatization enhanced our understanding of how differences and exclusions are defined and
play out at the local level. Several place characteristics are important in explaining the social
and spatial distancing of IDUs, including the perceived “dangerousness” of users, the moral
(and legal) transgression constituted by drug use, and the belief that people are to blame for
their own predicament.

In many localities, these characteristics shape public opinion and heighten opposition to the
presence of SEPs in the community, which, in turn, produces large gaps in basic services.
Narratives revealed place-related social and political attitudes toward IDUs that might be
important in understanding where SEPs are more likely to be established – in particular the
attitude of local law enforcement, the political climate at the time of implementing programs
and having exceptional political leadership willing to implement controversial programs.

Currently in the U.S., syringe exchange programs exist even though harm reduction activities
distinctly contradict current U.S. drug policies and drug laws, which results in SEP activists
and staff being arrested and charged with illegal, criminal activity. Pro-SEP harm reduction
activists defend themselves as acting out of moral necessity and as being justified in handing
out sterile syringes to avert greater harm. It is these places where power and resistance intersect
giving rise to collective action and activism; in the case of SEPs – the harm reduction
movement. The harm reduction approach, alternatively, emphasizes the dignity and rights of
drug users and aims to limit or reduce the adverse health, social, economic, and legal
consequences of drug use. Current harm reduction goals exist to minimize drug-related harms
by making sure that users have access to sterile syringes and clean injection equipment through
the direct services of SEPs.

Finally, the HIV/AIDS epidemic's impact has put new demands on state bureaucratic
institutions, demands that have often been met by government inaction. The social and political
complexities of designing new public health strategies around the epidemic gave rise to new
social movements. These social movements and grassroots activism have influenced the
establishment of health care services and provisions for stigmatized groups. For example, ACT
UP has brought about political understanding and awareness of AIDS issues and harm
reduction actions, such as the creation and expansion of prevention services, while
counteracting discrimination and stigmatization of substance users. In the past, ACT UP's direct
action campaigns successfully contested the stigmatization of people with AIDS by
highlighting the influence of homophobia on popular conceptions of HIV. Many of the same
players adopted a similar philosophy and tactics in creating and demanding primary health care
and HIV prevention services for IDUs, starting “direct services” as a form of direct action (and
often, civil disobedience). The emergence of the harm reduction movement and of
organizations that work toward establishing and sustaining direct services demonstrates how
health-related social movements innovate in disease prevention.
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Continued place-based research on IDU-related HIV services is essential to identify areas in
need. This is partly because locality is an important factor in determining whether an IDU are
likely to become infected with HIV and where services for IDUs will be readily available. That
is, an IDU living in a metropolitan area with high HIV prevalence (e.g., New York City, Jersey
City, Baltimore) is more likely to become infected than one living in a low-prevalence area
(e.g., Los Angeles, Tucson, or Dayton); and as such, the social and political characteristics of
localities are likely to affect HIV prevalence levels and the types of interventions implemented.

To date, the debate in the United States has been driven not by science or public health concerns
but by an ideology that sees drug use as “immoral and evil” and SEPs as abetting this antisocial
behavior. This view has persisted in Congress, which has barred SEPs from receiving federal
funds since 1988, despite clear evidence showing that these programs slow the spread of disease
without creating new addicts. Currently in the U.S., syringe exchange programs exist even
though harm reduction activities distinctly contradict current U.S. drug policies, which results
in SEP activists and staff being arrested and charged with illegal, criminal activity. This conflict
between federal policy and more local public health policies demonstrates why localized
action, particularly grassroots action in the form of “direct services” is often the best and only
means toward developing HIV prevention efforts and service provision for IDUs.

In this paper, place is seen as a process in which individual efforts by social movement activists
and IDUs themselves, together with institutional and structural forces, actively shape the
response to and patterns of IDU-related HIV transmission. For health services planners,
whether officials or grassroots activists, understanding which place characteristics are related
to the presence (and scope) of SEPs can be useful in determining how to facilitate the expansion
of SEPs. This understanding of the influence of place-based processes on the development of
SEPs and other services for IDUs, may help service providers and advocates overcome
structural barriers and capitalize on facilitators to HIV prevention. Further research should
follow these attempts to provide information to activists and draw on their experience to
contribute to academic and scientific knowledge.
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Figure 1. Geographic Distribution of Syringe Exchange Programs in the US in 2000**
Source: 2000 National Survey of Syringe Exchange Programs from Beth Israel Medical Center,
NY, NY.
**Only those SEPs that allowed data release are displayed on map.
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