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EDITORIAL

Hepatitis C virus (HCV) has now been
recognized as a major health problem

worldwide and affecting over 170 million people
worldwide (1). Hepatitis B is a preventable infection
by vaccination and the prevalence rate in our
community has decreased, but  hepatitis C is the
emerging disease (2, 3). It is one of the major causes
of chronic hepatitis, cirrhosis and hepatocellular
carcinoma, after hepatitis B. Control of HCV
infection is an important public health concern
because the majority of infections do not resolve but
lead to chronic infection (2, 4). Epidemiology and
routes of transmission of hepatitis has changed since
18 years before. As the sensitivity of HCV screening
tests had increased, new viral infection transmittable
through blood products has been virtually
eliminated in developed countries and had
decreased in developing countries (5).

HCV can be easily transmitted through blood
products and infected syringes, and infection rates
are typically high among intravenous drug users
(IDUs) (6-9). IDUs are at high risk of acquiring
parenterally transmitted diseases especially HIV and
HCV infections (10). Injection drug use now is
responsible for at least more than 60% of new cases
of HCV infection worldwide. Because of sharing
contaminated needles and other equipments used in
injection, use of shooting galleries, cocaine use,
unsafe sexual activities, and sharing the shaving
equipments, IDUs constitute one of the most
important groups at risk of being infected with
HCV (11, 12) and it has been identified as the most
common viral infection affecting IDUs (10). Rates of
anti-HCV prevalence among IDUs vary by region,

but exceed 20% in IDUs in the world. In some
countries such as India, Pakistan, Indonesia, and
Thailand, the prevalence of anti-HCV among the
IDUs is at least 90%. The HCV infection in
Pakistan has expanded from IDUs to general
population and it alarms other countries to
understand the risk factors for transmission of
infection and to stop it as soon as possible (13). The
risk of acquiring the hepatitis C with 80% of young
IDUs infected is within the first year (14). HCV is
estimated to be about 10 times more infectious than
HIV, per unit of blood required, and therefore,
requires less exposure than HIV to reach high
prevalence. In accordance with the results of many
researches, the prevalence of HCV is higher than the
prevalence of HIV in IDUs.

There is enough evidence to support that
imprisonment and more specifically syringe sharing
in prison may be an important risk factor for HIV
and HCV infections (11, 15-18). Injecting drug use
and syringe sharing in prisons are common among
IDUs (15, 19-21). Syringe sharing in prison is strongly
and independently associated with HIV and HCV
infections (11, 15). This provides further evidence
that prisons are places where IDUs who continue to
inject are at high risk of HIV and HCV infections
(11, 15). In prisons, syringes tend to be used by many
individuals. Thus, the risk of syringe contamination
by these viruses is much higher in prisons than
outside where syringes are usually shared with only
one or two other peoples (19). In most prisons, it is
not possible to entirely prevent the injection use of
illicit drugs. The lack of access to new injecting
equipment in the majority of prisons results in
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prisons effectively acting as an incubator for the
hepatitis C epidemic. However, injection with
contaminated equipment could be substantially
reduced if sterile injection equipment is available.
Pilot projects which provided sterile injection
equipment in prisons (via syringe vending
machines) showed no any adverse effects such as
increased injecting drug use or offences against
prison personnel (11). The good opportunities in
prison to contact large number of IDUs over longer
periods should not be missed. There should be
specific activities to repeatedly counsel imprisoned
IDUs on the risks of parenterally transmitted
infections.

A range of prevention measures for IDUs has
been implemented including syringe exchange
programs, syringe vending machines, increased
outreach efforts, and access to methadone
maintenance treatment (MMT). Many studies have
shown the lower levels of current syringe sharing
among IDUs on MMT (22, 23). Other risk factors
such as tattooing in prisons are important in
transmission of HIV and HCV infection (15, 16, 24,
25). Educating prisoners about this important
potential route for transmission of HIV and HCV is
important. Syringe exchange and distribution is the
primary HCV prevention strategy targeting IDUs,
although evidence of risk reduction impact is
stronger for HIV (26, 27) and there is only modest
evidence of impact regarding HCV (23, 28, 29). High
efficient of transmission of HCV infection and
potential for transmission via contaminated
injecting equipment other than needles and
syringes, such as filters and spoons are responsible
for this difference (7, 30, 31). The emphasis by some
programs on needles and syringes as disease vectors
to the exclusion of other equipment may also
contribute to HCV spread. Meanwhile, there is a
growing epidemiological evidence based on the risk
factors associated with HCV transmission. We need
to develop new ways to fill the knowledge gap
regarding HCV prevention.

Despite the growing evidence that hepatitis C is
an urgent public health issue, few countries have
developed strategic national responses to address the
hepatitis C epidemics within their populations.
Since people who inject or have injected illicit drugs
are the main group infected in almost all local
epidemics (10), hepatitis C responses, where they do
exist, have largely focused on harm reduction.
Although significant advances have been made in
preventing HIV infection amongst IDUs with harm
reduction programs, both prevalence and incidence
of hepatitis C remains high amongst IDUs (32-34).
Unfortunately, no national study for declaration of

prevalence of hepatitis C in IDUs exists in our
region and Iran. The data are from some cross-
sectional studies in IDUs or as case control studies
in blood donors or population-base studies would
clarify the importance of IDUs as the main cause of
hepatitis C in our region now. We need a
surveillance system to follow the prevalence and
incidence of infection in IDUs in Iran.

The inability of any country, even those with
established national hepatitis C policies, to prevent
large numbers of new infections, has led some to
question the effectiveness of harm reduction in
relation to hepatitis C prevention (35). The questions
have been addressed correctly, because we do not
know why the HCV infection is high in IDUs but
the HIV is decreasing (36). Harm reduction can
work effectively only if it is genuinely supported by
an enabling policy and legislative environment (37).
Actually, failure of harm reduction in prevention of
hepatitis C is related to the little support and fund
to provide the full range and amount of equipment
necessary to support effective harm reduction. It is
necessary to change the governmental policy to
implement comprehensive harm reduction strategies
in IDUs.

In Iran, the harm reduction program has been
accepted by the high level authorities in the
government and we adapted it to our religious and
traditional culture, but sometimes there are some
barriers regarding expansion of these services
especially in female patients with high risk sexual
behaviors. Due to some limitation in referring the
female IDUs to DIC (drop-in center), the 9th
cabinet of Iranian government established DICs
specific for women, but sometimes there is some
resistance accusing us of agreeing with this high risk
behavior in our country. DICs should be available
for high risk groups and should be supportive for
them. The police should be far from these centers. If
people fear being questioned by police, they may
choose not to access the program. Fortunately,
police in Iran are very cooperative regarding this
issue.

However, as long as people who use drugs are
criminalized, marginalized, stigmatized and isolated
by the existing system, hepatitis C prevention and
harm reduction strategies will be far from high
effectiveness. Discrimination and stigmatization will
increase their marginalization and thus will limit
their capacity to engage proactively on health issues
such as hepatitis C (37). Stigma and discrimination
in daily lives of IDUs is routine, and the result is
poor treatment, no treatment or abusive treatment
in the hands of health, legal and social services. We
should encourage the health care workers to support
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the patients more and not to claim them that you
are responsible for your acquiring the infection (38).
There is an important question in this case, what is
the role of community? Why is there a large
socioeconomic status of people? And what is the
responsibility of government and the community in
this regard. The language should change and the
approach should be supportive.

Peer-based approaches are the cornerstone in
control of infection in the community and prisons.
Peers are likely to be nonjudgmental and supportive;
participants tend to feel more comfortable and those
they trustful for the patients. Peers are also the best-
placed people to engage other drug users on
hepatitis C risk and prevention, since they are often
present when people are injecting. People who inject
drugs are very effective when it comes to passing on
information to their peers. The illicit drugs scene is
based on the daily maintenance of extensive peer
networks, information sharing, looking out for each
other and helping each other to survive. Educating
IDUs by peers is very informative and efficient.
Encouraging the IDUs to be clean and to learn more
from each other is effective, too (37). If we are serious
about responding to the global hepatitis C epidemic,
not only must we ensure that people who use or
have used illicit drugs are not discriminated against
citizens, but we must also adopt language, attitudes,
values, approaches and structures to help them to
educate each other, support each other and speak for
themselves (37).

We need better strategies to control hepatitis C in
IVDs in our community (39). Despite extensive
harm reduction programs in Iran and other
countries, unfortunately HCV infection continues
to spread among IDUs, but HIV does not, partly
because the prevalence of hepatitis C virus has been
high among injecting drug users in the world. Harm
reduction program alone is not enough!
Transmission of hepatitis C is more efficient than
HIV. It may be transmitted between injecting drug
users on equipment other than needle and syringes
(40-42). The routine approaches to control HIV in
IDUs is not to share needles and syringes and it is
effective, but may be inadequate to control HCV,
and other strategies must be scrutinized, such as
encouraging injecting drug users to use their drugs
in ways other than injecting (on methadone or
traditional drugs such as opium); more intense
concentration on hygiene practices including
handwashing; and education and support of
injecting drug users to avoid sharing any equipment
associated with injecting. The role of peer groups in
education of IDUs to control infection is important.
When a new prisoner enters the prison, the old

prisoners are teaching him to adapt himself to the
new condition and sometimes teach them illegal
behaviors. We should establish peer groups in the
prisons for correct education of new prisoners.

I believe that one of the important approaches for
prevention of the infection in the community is
more diagnosis of the high risk group and treatment
the treatable patients to eliminate the infection
decreasing its incidence rate. However, current illicit
drug use may act as a barrier to beginning the
treatment for HCV infection (43). Reportedly, the
effects of illicit drugs lead to mood and anxiety
disorders, cognitive deficits, temperament disorders,
and personality vulnerabilities, which contribute to
unreliable, non-adherent behavior, unsafe sex,
disinhibition and poor judgment (43-45). I agree with
some studies that have revealed an increased risk of
negative side effects from HCV treatment in current
users, poorer adherence to treatment than non-
users, more likely to discontinue treatment or have
their doses reduced leading to poorer therapeutic
outcomes, more drink alcohol at higher rates which
reduces the efficacy of interferon, and  increased risk
of reinfection after treatment (46-48), but  there are
new data indicating that current injecting drug use
during treatment for HCV infection may not be as
problematic as some commentators have reported,
especially when social support is available (45, 48).
Do not forget the social, insurance and family
support of patients. Imam Khomeini (Founder of
I.R.Iran) sends us a message that saving the addicted
patient is parallel to saving the community. We
should encourage the establishment of non-political
non-governmental organizations and groups to
support the patients more. The length of lifetime
injection and total length of incarcerations are the
important variables for acquiring the infection to a
greater extent. It is better to release the patients from
prison and support them in the community to be
free of drug by peer groups. Among prevention
interventions, MMT is playing a key role inside
prisons in Iran and being progressively expanded in
recent years. Health systems today increasingly come
into contact with illicit drug users seeking testing
and treatment for blood-borne viral infections. The
problem should not be ignored by politicians in
their strategic plan to control these infections.
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