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Children, SUNY Downstate
Medical Center) presented
on other non-HIV health
conditions. Each presenta-
tion highlighted the most
common conditions among
drug users. The following 
is a summary of their 
presentations.

Hepatitis C Virus (HCV)

It is estimated that approximately 200 million
individuals worldwide have been infected with
HCV and approximately 4 million of these are in
the U.S.. More than two-thirds are estimated to
have chronic HCV infection.7 HCV is a blood-
borne virus and in developed countries, is largely
transmitted through injection drug use (IDU).
Sexual transmission is thought to be rare.7 Among
injectors, HCV prevalence is extremely high, up
to 90% in large U.S. cities and acquisition often
occurs within 1-2 years following initiation of
drug injection.1 The increasing concern regarding
co-infection of HCV with HIV is evidenced by
the recent special issue in the journal AIDS
devoted to this topic.8

Sexually Transmitted Infections (STIs)

STIs are common among drug users as a result of
increased sexual risk taking, multiple sex partners
and the exchange of sex for money or drugs. The
most frequently diagnosed STIs are: gonorrhea,
chlamydia, syphilis, genital herpes simplex virus,
human papilloma virus (HPV) and trichomoniasis.
Gonorrhea and chlamydia are the most common
bacterial STIs in the the U.S. In a study of IDUs,
lifetime prevalence for gonorrhea or chlamydia was
reported at 30% for men and 43% for women.
Syphilis, a bacterial genital ulcer infection, has life-
time rates of infection among drug users ranging
from 2-19%. Genital herpes
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While continued atten-
tion is needed to reduce
transmission of HIV
among drug users and
improve the quality of
life among those living
with HIV, efforts to
identify other health
problems and co-morbid
conditions are needed.

Much of the recent focus of research on
medical conditions among drug users,
especially heroin and cocaine users, 

has been on HIV. However, in addition to HIV,
people who use drugs are at high risk for other
infections and medical illnesses. Many factors 
contribute to these risks, including: the direct
consequences of drug use (e.g., overdose, toxicity
associated with the use of certain drugs); behaviors
associated with drug use which increase the risk
for many types of infections (e.g., hepatitis, sexu-
ally transmitted infections [STIs]); and lack of
access to adequate medical care.1 Since the advent
of highly active antiretroviral therapy (HAART),
there has been a decline in the rate of HIV disease
progression to AIDS and death due to AIDS, for
drug users (and others) with HIV.2, 3 Despite these
declines, mortality rates among drug users remain
high, however the causes of death have shifted to
increasing proportions due to non-AIDS related
infections, liver complications or hepatitis C, 
cardiovascular disease, non-AIDS related cancers
or drug-related causes (e.g., overdose).4-6

CDUHR recently 
held its 13th Annual
Mini-Conference 
with the theme: “STIs
and Other Health
Conditions of High-
Risk Drug Users.” 
The meeting featured
two speakers: Andrew
Osborne, M.S.Ed.
(Director of the

Training and Dissemination Core, CDUHR) 
presented on STIs, and Jack DeHovitz, M.D.,
M.P.H. (Director, HIV Center for Women and

Andrew Osborne, M.S.Ed.

Jack A. DeHovitz, M.D., M.P.H.
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use is associated with chest pain which may be a
result of myocardial ischemia (insufficient blood
flow to the heart) or myocardial infarction (death
of tissue in the heart). Users of cocaine have a 24-
fold increase in risk of myocardial infarction in the
hour immediately after use.1, 10

Respiratory Infections

Pneumonia is the most common reason for hospital-
izations among drug users. The factors that con-
tribute to susceptibility include: reduced gag reflex by
the use alcohol and drugs, leading to aspiration of
fluids into the lungs, impaired respiratory function
due to smoking and weakened immunity due to
poor nutrition. Some groups of drug users (e.g.,
IDUs and crack cocaine users) have been found to be
at increased risk for tuberculosis, with prevalence
rates as high as 15%-25% for latent tuberculosis
(infection without disease or symptoms).1

Summary and Conclusions

Drugs users are at high risk for a variety of infec-
tions and medical conditions, only a sample of
which were identified above. While continued
attention is needed to reduce transmission of 
HIV among drug users, and improve survival
rates and quality of life among those living with
HIV, efforts to identify other health problems and
co-morbid conditions are needed. In addition,
many challenges are presented in the treatment
and management of co-morbid medical condi-
tions and drug use, including concerns regarding
interactions of medications.7 Interdisciplinary
teams of clinicians, other service providers and
researchers are needed to develop optimal 
treatment plans.

is the most common infectious agent of genital
ulcers; most cases are caused by herpes simplex virus
type 2 (HSV-2). The range of HSV-2 prevalence
among drug users ranges from 44%-58%; 73%
prevalence was found among women who exchange
sex for drugs or money. HPV infections may cause
genital warts and cervical cancer. HPV prevalence
may be as high as 50% among sexually active adoles-
cents and young women. Trichomoniasis is caused
by a protozoan parasite and is highly prevalent
among drug using women (22%-43%).1

Skin and Soft Tissue Infections

Skin and soft tissue infections are common
among IDUs. The majority of bacterial infections
are due to an individual’s own commensal flora
(bacteria found on the individual’s skin and
mucous membranes). Infections occur when com-
mensal flora is introduced into the tissues or the
bloodstream.9 One study found that one-third of
active IDUs had skin infections and among these,
65% had more than one abscess, 9% had cellulitis
and 26% had both. Risk for abscesses are greater
for intramuscular or subcutaneous (“skin-pop-
ping”) injection compared to intravenous injec-
tion.1 Bacterial transmission can occur through
the sharing of drug paraphernalia and certain
types of drugs and preparation are associated with
the risk of infection by certain organisms.9

Cardiovascular Complications

Bacterial endocarditis is an infection of the heart
valves or the lining of the heart. Injection drug
users are at high risk of this complication.
Mortality rates range from 7% to 37%, the rate
depending on the valve that is infected.1 Cocaine
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The disproportionately
low enrollment in ACTs
by minorities and women
may raise questions
about the applicability of
research findings to the
populations most affect-
ed by the disease.

To accomplish this aim, the project:

• Examined barriers to and facilitators of participation
in ACT screening among women and minorities.

• Developed and evaluated the efficacy of a two-
session culturally-appropriate group intervention
to improve rates of screening for ACTs.

• Assessed participants’ experiences with the screen-
ing process; rates of eligibility; biomedical and
psychosocial factors contributing to ineligibility;
and rates of trial participation.

Participants and Methods

A total of 594 participants were recruited through
two AIDS service organizations. The average age for
participants was 45 years; 61% were male; 55% were
African-American, 33% Latino, 4% White and 8%
bi-racial/ethnic or other. 

Participants took part in a baseline interview, two
group intervention sessions, individual health educa-
tion contacts, and a follow-up interview two months
after the intervention. Intervention sessions focused
on knowledge of ACTs and the screening process,
historical and cultural reasons for low levels of partic-
ipation in medical research among minorities and
women, increasing motivation and readiness for
screening for ACTs, and involving social network
members and medical providers in ACT decisions. 

Preliminary Findings 

Participant screening at the BIMC-ACTU—Most of
the participants (over 80%) attended the interven-
tion, 50% made an appointment for screening, and
25% were screened. This was a substantial increase
over typical base rates, where an estimated 2–5% of
minority and female persons living with HIV/AIDS
would be screened for ACTs in a comparable prior
time period. 

Knowledge and attitudes towards ACTs 4—Prior to the
intervention, less than half of the participants were
aware of ACTs and less than 25% had considered
participating.5 However, participants answered only
half of the knowledge questions on ACTs correctly.5

A large majority (87%) were somewhat or very will-
ing to participate in ACTs; women were less willing
than men to participate if the

Addressing Racial/Ethnic and
Gender Disparities in HIV/AIDS
Clinical Trials
CDUHR Site Principal Investigator: Marya Viorst
Gwadz, Ph.D., Co-Investigator, Noelle R. Leonard,
Ph.D. (PI: Donna Mildvan, M.D., BIMC)
Funding Agency: NIAID

Background and Objectives

AIDS clinical trials (ACTs) are research studies in
which new medications and treatment regimens for
HIV/AIDS and their complications are tested for
their safety and effectiveness in humans. As such,
ACTs are essential in the process of developing
effective treatments for HIV/AIDS. Furthermore,
through enrollment in ACTs, individuals living
with HIV/AIDS can gain access to promising new
therapies, and a level of medical care and support
services that may not be otherwise available to
them.1 In the U.S., African-Americans and Latinos
comprise over 60% of males and 80% of females
living with HIV/AIDS, however, they account for
less than one-third of ACTs’ participants.2 The dis-
proportionately low enrollment of minorities and
women may raise questions about the applicability
of research findings to the populations most affect-
ed by the disease. It is vital that the factors underly-
ing their under-representation in ACTs be identi-
fied, and that effective intervention strategies be
developed to increase their enrollment.

This project was a collaboration
among CDUHR investigators, the
AIDS Clinical Trials Unit at Beth
Israel Medical Center (BIMC-
ACTU; Donna Mildvan, M.D.,
Director) and Housing Works, the
largest provider of care for minori-
ty homeless individuals living with
HIV/AIDS (Keith Cylar, late
President and Co-Founder and
Aman Nakagawa, Research
Director). The aim of the study
was to increase the number of
minorities and women who pre-
sented themselves for screening at
the BIMC-ACTU.3

CURRENTRESEARCH In this section of the newsletter, information regarding current research projects will be featured.

(Continued next page.)

Marya Viorst Gwadz, Ph.D., and Noelle R. Leonard, Ph.D.. 
Other Project staff not pictured: Gricel Arredondo, M.A.,
Intervention Coordinator; Charles Cleland, Ph.D.,
Statistician; Rebecca de Guzman, Ethnographer; Anthony
Diggs, Research Assistant; Mindy Finkelstein, ABD, Project
Coordinator; Maya Tharaken, M.S.W., Senior Research
Assistant; Amanda Ritchie, M.A.A., Ethnographer
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ACT involved testing of new medications or new
combinations of medications. Sixty percent reported
some level of distrust of AIDS scientists.

Barriers to participation in ACTs 4—Among men,
high distrust of AIDS scientists was associated
with lower willingness for screening; among
women, bi-racial/ethnic background and better
physical health were associated with lower willing-
ness to be screened.5

Facilitators to participation in ACTs 4—Most partici-
pants (61%) reported that they would be willing to
be screened if a friend recommended it, 81% if it
was a friend living with HIV/AIDS. Less than 40%
thought that their friends or partners would support
screening for an ACT.5 Most participants (88%)
reported willingness to be screened if their medical
provider encouraged it. Over 80% indicated that
they would be willing to participate in an ACT if the
study helped “cure AIDS” or “lower the number of
HIV infections in the community”.5 Among men,
greater understanding of ACTs and the receipt of free
care as part of a trial were associated with willingness
to participate. Among women, altruistic reasons,
receiving free care, and higher levels of drug and
alcohol use were associated with willingness.5

Experiences with the screening process—Participants
were interviewed after screening visits. They reported
almost unanimously that screening was a positive
experience since it was an opportunity to review their
medical histories and obtain information. However,
most participants were not eligible for ACTs.
Reactions to ineligibility ranged from relief to mod-
erate disappointment. Many expressed intentions to
join future trials. Participants often did not complete

the screening process (e.g., they attended one meet-
ing but did not return for medical testing). Findings
indicated that rates of screening completion can be
improved by providing more intensive intervention,
support, and contact through the screening process.

Implications and Recommendations

Despite long-standing under-representation in med-
ical research, minorities and women living with
HIV/AIDS expressed substantial willingness to 
participate in ACTs. The current study identified
individual, social, and organizational barriers that
impede presenting for, and completing, ACT
screening. A lower proportion of participants in this
study were eligible for ACTs compared to rates typi-
cally found among those who are White and males.
Additional analyses are underway to determine bio-
medical and other factors that contribute to low eli-
gibility rates. Findings will be disseminated to
inform future ACTs to increase eligibility rates.

Continued 

CDUHRnews

1. Department of Health and Human Services (2005). What is an HIV/AIDS clinical
trial? Available at: http://www.aidsinfo.nih.gov/other/whatisct.pdf

2. National Institute of Allergy and Infectious Diseases (2005). HIV infection in
minority populations. Available at: http://www.niaid.nih.gov/factsheets/Minor.htm

3. The current project did not necessarily attempt to increase actual enrollment into
ACTs. Each ACT has its own protocol (i.e., plan for how an ACT is to be conduct-
ed, including eligibility criteria for participation). Many who were screened at the
BIMC-ACTU were not eligible to join an ACT for a variety of reasons.

4. Results are based on participants recruited in the first year of the study, a total of
286 individuals. Demographically, they were not different from participants from
the entire study. 

5. Gwadz, M.V., Leonard, N.R., Nakagawa, A., Cylar, K., Finkelstein, M., Herzog,
N., Tharaken, M., & Mildvan, D. (in press). Gender differences in attitudes toward
AIDS clinical trials among urban HIV-infected individuals from racial and ethnic
minority backgrounds. AIDS Care.

For additional information on this study, contact Marya Viorst Gwadz, Ph.D.,
CDUHR Site Principal Investigator – e-mail: gwadz@ndri.org

Computer-Assisted HIV
Prevention for Young Drug Users
Principal Investigator: Lisa A. Marsch, Ph.D. 
Funding Agency: NIDA

Background and Objectives

Since 1999, the percentage of youth (those under 
age 25) living with AIDS has increased 37%.1

Furthermore, youth account for almost half of new
reportable cases of sexually transmitted infections
(STIs) diagnosed each year.2 Adolescents and young
adults who use drugs are at greater risk for these
infections. Few intervention programs have been
specifically tailored for youth. Those that have been
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developed are often too narrow in regard to topics, of
insufficient duration, considered boring or threaten-
ing in their presentation, do not address skills devel-
opment, and are not structured to readily adapt to
the changing patterns of drug use and sexual behav-
ior seen in this age group. Computer-based interven-
tions can address these challenges and provide a 
time- and cost-effective method to deliver them.

This project developed and evaluated an interactive,
computer-assisted HIV, STI and other disease pre-
vention program for young substance abusers. It
expanded on prior work indicating that computer-
delivered HIV education may be effective with injec-
tion drug users.3 The program was developed with
input from youth and was customizable based on
individual profiles of risk. The program consists of
25 modules. Based on the individual’s risk profile,
the relevant modules and their order of completion
are provided to the participant. The program is self-
directed and employs a variety of informational tech-
nologies that have been shown to be effective in
teaching skills and information. These multimedia
technologies include video-based simulations, graph-
ics, animation, and fluency-based, computer-assisted
instruction (a learning technology that involves test-
ing, providing immediate feedback, and requiring
participants to demonstrate mastery of the informa-
tion and skills being learned).3

Participants and Methods

In Phase I of this study, thirty-one adolescents in
substance abuse treatment systematically reviewed all
program modules. Their infection/disease prevention
knowledge regarding HIV, hepatitis and STIs was
assessed before and after completing program mod-
ules. The average age of participants was 16.5 years;
half were male; 65% were in treatment for alcohol,
marijuana or poly-substance abuse, and 35% were in
treatment for heroin/opioid dependence.

The next phase of the study (Phase II) evaluated 
the effectiveness of the program in a randomized,
controlled trial. Participants were aged 13–18, in 
outpatient substance abuse treatment. They were 
randomly assigned to one of two interventions: a
standard intervention, where HIV/disease prevention
training was delivered by an expert in a small group,
or an enhanced intervention which included the
standard intervention plus the customizable, interac-
tive computer-delivered training. Findings are based
on 47 adolescents who have thus far been randomly

assigned. Over two-thirds were African-American,
and over two-thirds were male.

Preliminary Findings 

Feedback on the program—Participants in both 
phases of the study rated the program positively.
Participants in Phase I, when prompted: “How easy
to use/understand was the program you completed?”
(0=very difficult, 100=very easy), rated it around 90;
“How does this program compare to other counsel-
ing or education you have had on this topic?”
(0=much worse, 100=much better), received a rating
around 80.4 In Phase II, ratings of the standard and
enhanced interventions were compared. Those in the
enhanced intervention rated HIV/AIDS education as
more “interesting” and “useful” than those in the
standard intervention.4

HIV/disease prevention knowledge—In Phase I, initial
prevention knowledge in HIV/AIDS, hepatitis and
STIs was low. Participants answered less than 70%
correctly on knowledge tests of HIV/AIDS preven-
tion, less than 60% on hepatitis prevention and less
than 50% on STIs prevention. After using the com-
puterized program, knowledge scores improved to
over 90% accuracy in each category.4 In Phase II,
before the intervention, participants in both condi-
tions scored less than 50% correctly on HIV/disease
prevention knowledge. After the intervention, both
groups improved, however, accuracy was significantly
higher in the enhanced condition. When asked
whether “Drug treatment can really help drug users
avoid getting HIV” (on a scale from 1 to 4, where 1
= strongly disagree, 4 = strongly agree), both groups
generally agreed (average = 3.2) with the statement
pre-intervention. However, after the intervention, the
standard intervention group was less likely to endorse
the statement (2.5), while those in the enhanced
group (3.5) were more likely to endorse it.4

Intentions to engage in “safe” behavior—In Phase II,
pre-interventions, both groups had similar scores on
their intentions to engage in

Honoria Guarino, Ph.D., Research Associate; Lisa A. Marsch, Ph.D.,
Principal Investigator; Alethea Desrosiers, M.A., Senior Research Assistant

25 Module Topics

• HIV and AIDS

• Sexually Transmitted
Infections (STIs)

• Hepatitis

• Sexual transmission of 
HIV and STIs

• Selecting and correctly
using condoms

• The Female Condom 

• Birth Control Use and HIV
and STIs

• Drug Use, HIV and 
hepatitis

• Alcohol use and risk for HIV,
STIs and hepatitis

• Getting tested for HIV, STIs
and hepatitis

• Finding more HIV, STI and
hepatitis information

• Media influences on drug
use and sexual activity

• Negotiating safer sex

• Decision-making skills

• Identifying and managing
triggers for risky sexual
activity

• Identifying and managing
triggers for risky drug use

• Increasing self-confidence
in decision-making

• Taking responsibility for
choices

• Living with Hep C: 
Coping skills

• Living with Hep C:
Managing treatment & 
promoting health

• Living with HIV: Coping
skills and managing 
stigma

• Living with HIV:
Communication skills for
disclosing status

• Living with HIV: Managing
treatment and medications

• Living with HIV: Drug use
and immune system

• Living with HIV: Daily 
routines to promote health 

(Continued next page.)
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National HIV Behavioral
Surveillance Among High Risk
Heterosexuals: New York City
(CDC through the NYCDOHMH)
Principal Investigator: Holly Hagan, Ph.D.

The Centers for Disease Control and Prevention
(CDC) has funded 26 U.S cities to implement a

behavioral surveillance system for three groups at
highest risk for HIV: men who have sex with men
(MSM), injection drug users (IDUs) and high-risk
heterosexuals (HRH). The surveillance system is
tracking changes in HIV-related risk behavior over
time, with each of the high-risk groups surveyed in
alternating 12-month cycles. This project is the New
York City high-risk heterosexuals component of the
national study. The study will be recruiting hetero-
sexual men and women living in high HIV risk
neighborhoods. A sub-study with the sexual partners
of African-American and Hispanic women will also
be conducted. A formative research phase will take
place to identify high risk neighborhoods and devel-
op specific sampling locations. Recruitment and data
collection, in the latter part of the study, will include
a risk behavior interview and HIV testing.   

The Science of Addiction for Deaf
High School Students (NIDA)
Principal Investigator: 
Marjorie F. Goldstein, Ph.D.

Different strategies are needed for deaf students to
become fully scientifically literate. Deaf persons

primarily organize information visually and often

safer behavior. After the interventions those in the
enhanced condition scored significantly higher.4

Implications and Recommendations

The computer-based interactive HIV/disease preven-
tion program was positively rated by youth, and pro-
moted significant increases in HIV/disease preven-
tion knowledge, more positive attitudes about the

prefer to receive information through multiple visual
channels (e.g., diagram, text and sign language).
Three segments from the NIDA curriculum The
Brain: Understanding Neurobiology through the Study
of Addiction were selected for adaptation and transla-
tion into American Sign Language (ASL) for deaf
high school students. The selected segments were:
“Brain Anatomy”, “A Case Study on Brain
Function”, and “A Case Study of Addiction”. Each
section was digitized and programmed into a CD-
ROM for feedback from deaf high school and college
students, and teachers of science to deaf students.
This feedback will be used to plan the adaptation
and translation of the full NIDA curriculum.

Expanding Computer-Based
Drug Abuse Prevention (NIDA)
Principal Investigator: Lisa A. Marsch, Ph.D.

R ecent evidence indicates that the prevalence of
substance abuse is significant among children

and adolescents, and initiation of drug use is occur-
ring at early ages. These findings suggest the need for
appropriate prevention interventions for children at
an early age and continuation throughout middle
school and later years. An earlier phase of this study
demonstrated the scientific and technical feasibility of
a prototype of an interactive, computer-based drug
abuse prevention program for elementary school-aged
children. The current grant funds the completion of
the computer-based program, as well as a multi-site,
school-based evaluation to determine the effectiveness
of the program in increasing knowledge of substance
abuse, preventing initiation of substance use and
enhancing protective factors against substance abuse.

NEWCDUHR PROJECTS 
In this section of the newsletter, information regarding newly 
funded research projects are described. Three new projects have
been funded since August 2005. 

PI: Marjorie F. Goldstein, Ph.D., Project
Staff: Elizabeth Eckhardt, Ph.D., Patrice
Joyner, M.S.W., Roberta Berry, M.F.A
(not pictured)

PI: Holly Hagan, Ph.D.
Project Director: Travis Wendel, J.D.

Project Staff (not pictured): 
Alix Conde, Libertad Guerra, 
Noel Trejo and Aundrea Woodall

role of drug treatment in prevention and greater
intentions to engage in safe behavior. The prelimi-
nary findings in this study indicate that applying
information technologies to prevention science may
help address concerns around the delivery of such
programs. Additional recruitment of participants and
analyses are underway to examine effectiveness of the
program in diverse populations of youth.

4. Marsch, L.A., Bickel, W.K., Guarino, H., & Desrosiers, A. (2005, June).
Computer-delivered HIV and other disease prevention for substance-abusing
youth. Presented at the College on Problems of Drug Dependence Annual
Meeting, Orlando, Florida. 

For additional information on this study, contact Lisa A. Marsch, Ph.D., Principal
Investigator – E-mail: marsch@ndri.org

1. Centers for Disease Control and Prevention (2005). HIV/AIDS among youth. Fact
Sheet. Available at: http://www.cdc.gov/hiv/pubs/facts.htm

2. Centers for Disease Control and Prevention (2005). Trends in reportable sexually
transmitted diseases in the United States. National surveillance data for chlamydia,
gonorrhea and syphilis. Available at: http://www.cdc.gov/std

3. Marsch, L.A. & Bickel, W.K. (2004). Efficacy of computer-based HIV/AIDS edu-
cation for injection drug users. American Journal of Health Behavior, 28, 316-327.
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Cross-Border HIV Prevention Project:
China and Vietnam (NIDA)
CDUHR Co-I: Don C. Des Jarlais, Ph.D.
PI: T. Hammett, Ph.D.

Drug Use and HIV Risk in Nicaragua
(NIDA)
PI: Michele G. Shedlin, Ph.D.

Etiology and Prevention of Blood-Borne
Viruses in IDUs (NIDA)
PI: Holly Hagan, Ph.D.

Expanding Computer-Based Drug Abuse
Prevention (NIDA)
PI: Lisa A. Marsch, Ph.D.

HIV Knowledge and Risk among Deaf
Adolescents (NIDCD)
PI: Marjorie F. Goldstein, Ph.D.

HIV Risk and Substance Use in
Adolescent Couples (NIDA)
PI: Noelle R. Leonard, Ph.D.

Increasing HCV Knowledge and Service
Use in Drug Treatment Programs (NIDA)
PI: Shiela M. Strauss, Ph.D. (ITSR)

An Intervention for Migrant Puerto Rican
Drug Users (NIDA)
PI: Sherry Deren, Ph.D.

Interventions for HIV-Positive Mothers
with Drinking Problems (NIAAA)
PI: Marya Viorst Gwadz, Ph.D.

National HIV Behavioral Surveillance
Among High-Risk Heterosexuals: New
York City (NYCDOHMH)
PI: Holly Hagan, Ph.D.

National HIV Behavioral Surveillance
Among Injection Drug Users: New York
City (NYCDOHMH)
PI: Holly Hagan, Ph.D.

National Study of Syringe Exchange
Programs (NIDA)
PI: Don C. Des Jarlais, Ph.D.

Networks, Norms, and HIV/STI Risk
Among Youth (NIDA)
PI: Samuel R. Friedman, Ph.D.

New Hispanic Immigrant Communities
and HIV Risk (NICHD)
PI: Michele G. Shedlin, Ph.D.

Risk Factors for AIDS Among IDUs
(NIDA)
PI: Don C. Des Jarlais, Ph.D.

Science of Addiction for Deaf High School
Students (NIDA)
PI: Marjorie F. Goldstein, Ph.D.

Science-Based Treatment for Opioid-
Dependent Adolescents (NIDA)
PI: Lisa A. Marsch, Ph.D.

Staying Safe: Long-Term IDUs Who
Avoided HIV & HCV (NIDA)
PI: Samuel R. Friedman, Ph.D.

Study to Reduce Intravenous Exposures
(NIDA)
PI: Holly Hagan, Ph.D. (Seattle PI)

Synthesis: HCV Epidemiology and
Prevention in Drug Users (NIDA)
PI: Holly Hagan, Ph.D.

WHO Survey Coordinating Center, Drug
Injecting Study–Phase 2 (WHO)
PI: Don C. Des Jarlais, Ph.D.
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For information, or to be added or removed from our mailing
list, contact:
Center for Drug Use and HIV Research
National Development and Research Institutes, Inc.
71 W 23rd Street, 8th Floor
New York, NY 10010
Telephone: (212) 845-4400
Fax: (917) 438-0894
Website: www.cduhr.ndri.org
E-mail: cduhr@ndri.org

The Center for Drug Use and HIV Research is funded by the National Institute on Drug Abuse (Grant # P30 DA11041) to provide an 
infrastructure to support the HIV/AIDS-related research projects at NDRI. It is the first center for the socio-behavioral study of drug use and
HIV in the United States and is dedicated to increasing our understanding of the drug use-HIV epidemic.

Sherry Deren, Ph.D., Center Director 
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CDUHR Projects

Addressing Health Disparities in HIV/AIDS
Clinical Trials (NIAID)
CDUHR Co-I: Marya Viorst Gwadz, Ph.D.
& Noelle R. Leonard, Ph.D.
PI: D. Mildvan, M.D.

Applying Web Technology to Buprenorphine
Treatment (NIDA)
PI: Lisa A. Marsch, Ph.D.

Community Vulnerability and Response to
IDU-Related HIV (NIDA)
PI: Samuel R. Friedman, Ph.D.

Computer-Assisted HIV Prevention for
Young Drug Users (NIDA)
PI: Lisa A. Marsch, Ph.D.

Couples HIV Intervention Randomized
Controlled Trial (NIDA)
PI: James M. McMahon, Ph.D. (IRYAR)

The NDRI Training Institute

The NDRI Training Institute (A. Osborne, Director) provides training for the New York State Department of
Health AIDS Institute and conducts courses by special request. Following are courses available from January–

June 2006, offered at no cost. All courses are held at the NDRI main offices unless otherwise noted.
Date Course  

3/28a What’s New in HIV/AIDS? 
(3 hours)

3/30 ◆Domestic Violence in Lesbian, Gay, 
Transgender and Bisexual 
Communities (One day)

3/30c ◆Basic Information About Domestic 
Violence (One day)

4/3–4/4 Integrating Viral Hepatitis into Your
Work (One day)

4/11d ◆Addressing Prevention with HIV 
Positive Clients (One day)

5/2b Addressing Prevention in HIV Case 
Management (One day)

5/9–5/11 Skills Practice and Implementation 
of Stage-Based Behavioral 
Counseling (Three days)

5/23–5/25 Offering Rapid HIV Testing in 
CBOs Serving High Risk 
Communities (Three days)

a Samaritan Village, Queens c Woodhull Hospital, Brooklyn
b Bronx AIDS Services d Lincoln Hospital, Bronx

◆ Training courses are provided under NYS OASAS Education and Provider
Certificate Number 0305 and are acceptable for CASAC credits. 

For a complete listing of courses, the curriculum of Special Request courses, CDUHR-sponsored Training Institute
courses, and information on the courses listed above, call the Training Institute at (212) 845-4550. This information
is also available on our website at www.training.ndri.org where you may register for these courses.

Date Course  

1/18 ◆Building Bridges to Cultural 
Competency (One day)

1/24–1/26 Reducing the Risk and Harm of 
HIV (Three days)

1/31, 3/28a,  ◆Overview of HIV Infection and 
4/18 AIDS (3 hours)

1/31 HIV Disclosure (3 hours)

2/7–2/10,  ◆Community HIV/AIDS Educator 
6/5–6/8 Training (Four days)

2/14b ◆ Introduction to Case Management 
(One day)

2/23–2/24 ◆Mental Health Services (Two days)

3/1a ◆Enhancing the Partnership Between 
Client and Case Manager (One day)

3/14c, 4/18 HIV/AIDS Confidentiality Law 
(3 hours)

3/14c HIV & STDs (3 hours)

3/16–3/17 Serving Families: From Assessment 
to Service Plans (11⁄2 days)

3/21 HIV Testing in NYS 2005 Guidance
(3 hours)

3/22 HIV Testing Skills Practice Session 
(One day)


