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Nearly a third of all cases of Acquired Immune Deficiency Syndrome (AIDS) can be directly or indirectly linked to intravenous drug users (IDUs) (Braine et al., 2004). By the mid 1980s it was evident to health officials, community activist, and health-care providers that the syringe sharing among IDUs was contributing to the spread of Human Immunodeficiency Virus (HIV) which leads to AIDS (Des Jarlais et al., 2006).  In the absence of a cure for AIDS, needle exchange programs (NEPs) emerged as a risk prevention strategy to combat the rapidly spreading HIV infection, as well as the spread of other blood-borne pathogens among IDUs. These programs are designed to provide new, sterile syringes in a one-for-one exchange for used, contaminated needles, preventing dirty needle. Often these programs provide other services to assist the intravenous drug user, including, but not limited to, counseling, referral for drug abuse treatment, testing, condom distribution, and a wide array of other health and social services. 

The first needle exchange program to operate with some community support began in the small city of Tacoma, Washington (Braine et al., 2004). In 1988, Dave Purchase, an activist with experience among drug rehabilitation programs, informed the mayor and community officials that he planned to exchange sterile needles for contaminated ones (Braine et al., 2004). Since this first formal program many other needle exchanges have been established. According to Des Jarlais et al (2006), by 2000 there were syringe exchange programs operating in approximately half of the 96 largest metropolitan areas in the United States. 
As professional nurses, we will be put to the task of weighing complicated and polarizing issues while assuring quality health care. The objective of this research is to provide an in-depth, thoughtful argument regarding the impact of NEPs, on the health of the individual, as well as on the health of the community. One argument addresses the consequences of giving drug paraphernalia to IDUs. In contrast, the individual’s right to be treated with dignity and access to health care without judgment will be examined. On a broader perspective, the NEP’s purpose of reducing the spread of HIV and blood-borne pathogens within the community will be contrasted with the risk of NEPs exposing community members to accidental needle pricks and drug-related activities. These arguments presented may seem to oppose each other. However, it will be evident that within each argument there is a common goal: to provide the best holistic health care to the individual as well as the community. 
A fundamental concept for nurses is the duty to do good for his or her patient (beneficence), while doing no harm (non-maleficence).  According to Raanan, “Health care professionals are expected to maximize the good for the patient and minimize harm to them”, while providing care (Raanan, 1985). However, one can find conflict between the principles of beneficence and non- maleficence in the implementation of NEPs. 

Certain aspects of NEPs promote the health of the client, such as reducing the risk of life-threatening diseases, and preserving his or her dignity as human beings. On the other hand, there are adverse aspects of NEPs for the IDU, such as the direct provision of needles, which facilitates further use of harmful drugs. Harm reduction is “...minimizing harm caused through drug use and preventing the spread of HIV, without condoning or prohibiting continued drug use” (Magee, 2007, para.11). The one-for-one needle exchange protocol of NEPs perpetuates the cycle of needles and does not mitigate the damage of drugs on IDUs.
Some proponents of NEPs may argue that the programs provide referrals or on-site services for treatment, and counseling, and this act minimizes the harm IDUs inflict on themselves. However, the percentages of NEP attendees who are turned over to these referral services vary across different NEPs centers and communities.  For example in a survey in Baltimore, Maryland entrance into treatment was associated with being female and being HIV-positive (Latkin, C., Davey, M., & Hau, W., 2006). While in another study it was suggested that males were more likely to enter treatment than females; despite the fact that female NEP participants were more likely to request treatment. (Riley, E. D., Safaeian, M., Strathdee, S. A., Brooner, R. K., Beilenson, P., & Vlahoy, D., 2002).  The implementation of NEPs can appear to come in conflict with the nurse’s duty to do no harm and the obligation to do well.  Perhaps a way to overcome this dichotomy is weighing other health care values—such as autonomy and quality of life—against the principals of beneficence and non-maleficence

Contrary to focusing on only the harm of drug addiction, though an extremely serious and negative aspect of the IDU’s experience, they can survive that disease. There is a great amount of controversy surrounding NEPs since IDUs are often seen as bringing their ill-fortune down upon themselves. Consequently, often there is little sympathy for the IDUs, and they are condemned and demonized by society for their drug use. Brent (2006) argues, “Getting sterile needles to a person who injects drugs is about medical care and saving lives" (n.p.). Nurses have to treat the individual holistically using research and knowledge to inform their practice. As future nurses we will consider all factors that put people at risk for becoming an IDU, above all, being concerned with the IDU’s right to health care interventions and their right to be treated with dignity. 
For the nurse’s purpose, addiction is an illness just like any other. Addiction falls under the category of mental illness in the Diagnostic and statistical manual of mental disorders fourth edition (DSM-IV) for both substance abuse and substance dependence. Our treatment of addicts should be done with a focus on being able to predict and encourage their ability to change and seek treatment for their illness. Castledine (2006) convincingly argues, “Promoting dignity for patients… is about having nurses in the environment who are sensitive to patient needs and creating an environment of care and healing which will be sensitive to the patient’s humanity” (p. 531). Nursing professionals have a duty to keep the care they provide to clients free from judgments.  
As nurses we should be treating IDUs with the same respect and dignity as we would treat a pregnant mother coming into our office for a checkup. According to the Castledine (2006) article, Dignity is inseparable from nursing:

“Dignity and respect for persons behind the patient label, has always been an important feature in nursing.  Pearce (1953) states that ‘patients are people’ and that ‘respect is due to man as a person possessing the dignity which God bestowed in creating him’. Pearce contends that nurses should reflect when they are making decisions about what is good and best for patients, to protect human rights and never forget the dignity of human nature. ‘…the aim of a nurse, who sees a patient as one whole human individual, should be to endure that anything which would embarrass or humiliate him should be avoided…’" (p. 531)

That is not to say that we are to encourage the hazardous practice of illicit intravenous drug use; on the contrary, it is our responsibility to accept the reality of people's addictions and treat them with the same dignity we would any other patient, in spite of the nature of his or her particular illness.  

One could argue that an important aspect of the preservation of dignity for the individual would be to not only provide clean needles, but also a safe place to inject the drugs.  "Shooting galleries" in Australia provide clean needles as well as a medically staffed, clean and safe facility to IDUs. Clients are treated with respect and as patients rather than criminals. It is obvious that IDUs are going to use drugs until they are ready to seek treatment, but that fact will never negate our duty to care for them. Statistics from clinics have shown that IDUs do not stop injecting as a result of not having clean needles; they simply go somewhere else and share and/or reuse needles—which lead to higher rates of overdose and problems resulting from dirty needles (Buckis, 2005, p.18).  According to Buckis (2005), Australia's clean needle/injecting center program reported treating "more than 1,000 potentially fatal overdoses without a single death and made 2,868 referrals to rehabilitation and treatment" in its first three years of operation alone (p. 25).  

  As professional nurses we have the responsibility to care for each patient holistically. NEPs may seem to encourage the potentially hazardous practice of illicit drug use; nevertheless, as health care providers, our ultimate responsibility rests in acceptance of the IDU, regardless of illness or lifestyle, and to treat them accordingly.  Together we have to meet the IDU as they come to us and nurse them without judgment, regardless of the stigma of intravenous drug use or the circumstances that keep them using drugs.
 Many would agree, nurses should care for the individual without condemnation of his choices, or lifestyle. However, when those choices inflict harm and impinge on others we have to also weigh what is best for the community. In areas where the NEP is well established and generating frequent customers, the concern about safety and community well-being has been a controversial and heated debate. Considering that these programs attract individuals that are maintaining illegal drug habits and often have to find illegal ways and means to support their habits, the integration of these programs into neighborhoods raise many questions about their environmental effects. After several years of underground needle exchange, Connecticut passed legislature to authorize support for cities to implement NEPs. In the next 2 years, six-state sponsored programs were up and working throughout cities in Connecticut. 

One of these cities, Windham, demonstrates the long-term detrimental effects of a successful NEP, even after the program’s closure.  In May 1996, The Chronicle, Windham’s local paper, reported  “…the story of a two-year old girl who was playing in her back yard and jabbed herself with a syringe found in the grass”(Rich et al, 2000, p. 423).  Motivated by this event, in 1996, Connecticut State’s Attorney reported that he had picked up 369 needles around Windham after the little girl’s incident. The State’s Attorney found that “72 percent of the syringes were the Terumo brand, the type provided by the needle exchange” (Broadhead, 1997, p. 51). He concluded that the dramatic increase in the number of discarded hypodermic needles being found on a playground of Windham was the fault of the needle exchange and called for the State to investigate the problem (Broadhead, 1997, p. 51). When the NEP was questioned about its 88 percent return rate for the needles distributed, and therefore the lack of a one-for-one exchange policy, the senior needle exchange administrator,  “…claimed that state policy allow for such a return rate, and that a one-for-one exchange was not required” (Broadhead, 1997,  p. 53). State officials negated the claims of the NEP administrator. The lack of responsibility by the needle-exchange program to mandate a one-for-one syringe exchange fueled more public discourse as to the validity of such a program.  
According to Broadhead (1997), after several, heated city council meetings, a member of the city’s board of selectman rebuked the needle exchange director by publicly stating: 
“Your program is a menace to clean-living people, and you and your kind are the problem not the solution…Our state representatives facilitated the funding for a program, which gives junkies needles, What the heck is next? Condoms for rapists? Bullets for murderers?” (p.51). 

This is only one example of the impact of a NEP on the environment for which it is operating. Yet, one could surmise that if other programs were operating in similar fashion with similar clients the detrimental effects and public outrage would be the same.  According to Broadhead (1997), many members of the community agreed with the selectmen. Broadhead (1997) states, a member of the town was quoted as saying, “How can you stop the proliferation of drugs if we are funding their addiction?”(p. 51). Another concerned citizen remarked, “For years, our romantic Willimantic has been decline to a cesspool of drug users, drug pushers, hookers and derelicts” (Broadhead, 1997, p.51). With such opposition, the state-supported Windham NEP closed via public vote.  
Even after the NEP closed, Broadhead (1997) claims, Windham continued to be effected by once having a frequented NEP within their community.  Broadhead (1997) argues, “Needles bring addicts. They are the only people who need them. They bring addicts from all over the east, east of Connecticut River. Addicts bring sellers [and] when you have addicts, sellers, and needles, you have drug purchases occurring. Where? Any corner street” (p.51).  Evidence for such an assertion can be found in an experiment performed by the Eastern Connecticut Health Outreach (ECHO) project. This project substantiated the negative impact argument of a NEP on the community. In the fall of 1996, the ECHO project surveyed four community sites for discarded syringes and continued surveying these communities for over two years. The group found drug-related paraphernalia and syringes discarded into the environment: the aftermath of such a populated NEP (Broadhead, 1997, p. 58). 
As nurses we may, at times, be challenged to examine our belief systems and values, but professionally, as well as morally, we are still obligated to care for the individual no matter his or her circumstance. Nevertheless, we are also compelled and duty-bound to consider the health and safety of the community when it is put at risk. The environmental consequences of a NEP is discarded hazardous paraphernalia and drug-related activity perpetuating in the community where it operates.
NEPs do not support drug use. These programs provide the opportunity for IDUs to use safe methods of intravenous drug use, and there by reducing the risk of spreading diseases within the community. According to the San Diego needle exchange website, the “…objective [of needle exchange] is to educate the user to decrease drug related risks in practical ways that will work for each individual” (“San Diego”, 2002).  Subsequently, NEPs are set up to help influence IDUs to make responsible decisions and reduce the risk of these infections propagating within our communities.
NEPs are not naïve about the dangers of drug use and the problems related to drug addiction.  Nevertheless, at this time, these programs are addressing an issue important to all: the spread of HIV.  This is a problem that needs to be addressed. “Accepting the reality of people’s addiction…” is the first step in coming up with creative ways to prevent the spread of diseases in the community (Buckis, 2005, p.25). Research agrees NEPs are the best solution that society has to offer for HIV risk reduction amongst IDUs. Buckis (2005) declares, NEPs’ are “…saving lives, keeping heroin users off the streets and in the long term educating them to stop the spread of disease…” (p.25). This is currently the best solution to the AIDS epidemic, amongst which IDUs are one-third of that population. Until IDUs are willing to seek treatment and abstain from using drugs the risk that their actions incur affect everyone’s safety.  
The public health risk of accidental needle pricks makes NEPs the only viable option for public safety (“San Diego”, 2002). NEPs are attempting to address the issues of risk prevention amongst IDUs while not harming and eventually benefiting the community. According to the San Diego Needle Exchange website the “Increases in the rates of intravenous drug use, injecting patterns, or number of discarded needles/syringes were not seen in communities with active NEPs” (”San Diego”, 2002). Functioning NEPs, though not reducing the rates of IDUs within the community, are also not increasing the incidence of drug use or users within the community. 
Although there has not been a decline in the numbers of IDUs in communities where there are exchange programs, the communities’ medical expenditure, to treat IDUs, has been reduced. In San Diego county, research suggest, “effective needle exchange has the potential to save San Diego County at least $123.5 million in direct healthcare expenditures for IDUs, their partners, and their children over the next ten years” (“San Diego”, 2002). The money saved in cost could be spent in additional valuable ways for other health care needs. Communities’ reduced burden of the IDU’s medical costs alone is a reasonable argument for the need of exchange programs. 
These arguments reflect the wide array of critical influence that shape what we, as future nurses, will have to evaluate to provide for the health of individuals and communities. The intention of this research was to educate the reader to the leading arguments against and for the controversial topic of NEPs. As future professional nurses we recognize that intravenous drug use is a dire problem for the health of the individual. Nurses are committed to doing good while not doing harm. Nonetheless, we also will be expected to know what issue sets the greatest priority and  provide the best health care possible without judgment accordingly. The value of providing risk prevention to IDUs and consequently our community cannot be underestimated. However, NEPs are lacking a reasonable guarantee of safety from the hazards of discarded needles and drug-related activities for the members of our communities. At the professional level, nurses need research to form a body of knowledge for safer alternatives to the NEPs. Knowledge through research will expose future options for health care. In the meantime, NEPs provide clean needles for the health of the IDU while attempting to reduce the risk of  HIV and other blood-borne pathogens in our community.   
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