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Managing HIV/HCV-related Risk at Private Places
Among Belgrade Injecting Drug Users”

Some of the results acquired by qualitative research conducted among
Belgrade injecting drug users are presented: primary aim of the research
was to establish relation between HIV/HCV prevalence and socio-cultural
aspects of HIV/HCV vulnerability in population issued. Understanding the
way of how HIV/HCV-related risk is managed among these people in their
day-to-day injecting routines is crucial tool in operating social epidemiol-
ogical prevention programs. Vital part of this understanding concerns the
physical risk environments, i.e, places where injection occurs. The distinc-
tive feature of Belgrade study among the similar ones is that this happens
frequently at various private places, which is depicted and discussed.
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The qualitative research has been conducted on HIV/HCV-related risk in
Belgrade injecting drug users' (further in text: IDUs) by performing total of 72 in-

* Research was supported by Serbian Ministry of Science and Environmental Protection Project
145035, and it was carried out conjoined with HIV prevention among vulnerable populations ini-
tiative (HPVPI) project: qualitative research studies on injecting drug use and sexual work in
Belgrade — UNPD, office in SCG & Imperial College, London. Research assistants have been
employed, the post-graduate students from MA-degree in Ethnology and Anthropology at Bel-
grade Philosophy Faculty: Elena Kuneski, Sladana Baro$, Ana Prodanovié. I also wish to thank dr
Tim Rhodes for advise, support, and supervision in this enterprise.

Translated by the author.

"t is in fact of relative importance what kind of drugs is preferred for injecting concerning what
has been researched, but let it be known that heroin is predominantly used by each and every of
the informants, and that informants’ experiences with some other types of injecting drugs — in-
cluding cocaine, speed-ball, poppy-tea, crushed amphetamine pills or else — are scarce compared
to heroine (ab)use.
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depth interviews and re-interviews, and by visiting their injecting sites, as well by
observing their injecting habits — when and where that was feasible, of course. The
overall goal of this study was to offer the reliable picture of IDUs risk management”
concerning HIV and HCV by identifying causes of their HIV/HCV-related risk be-
haviour and by suggesting some clues to understand it — all of that after presenting
the IDUSs’ risk perceivement concerning HIV/HCV and linking their risk negotia-
tion conduct to that perceivement, as the way of explaining their risk behaviour, and
finding out the manners which will help the IDUs improve their HIV/HCV-related
risk negotiation and management.’

Whereas several topics emerged as the ethnographic core to which analyti-
cal and interpretative tools are to be applied in order to reach some firm conclusions
— including sharing (mostly needles and/or syringes, but other parts of injecting
equipment as well), risk environments, keeping and storaging the injecting equip-
ment etc. — the situational orientation of injecting organization toward numerous
private places appears to be somehow specific characteristic of Belgrade case com-
pared to similar studies,” i.e. the frequency and variety of using those places as oth-
erwise living and habitual spaces of both IDUs and their cohabiting often non-IDU
spouses, siblings, parents, relatives. Therefore, one of the aims of explaining risk
perceivement, negotiation, and management related to HIV and HCV among Bel-
grade IDUs should be the review and the discussion of this situation.

Private living places should be considered as elements of the conceptual as-
semblage known as risk environment when they are involved in injecting routine.
There are two basic aspects of risk environments® — the physical ones and the social
ones; obviously, the divide is of mostly analytical value, because no matter how we
deal with such concepts — if the attention is more paid to hygiene of space for an
example, or to social netting, one cannot deny those conceptual types of risk envi-

% Set of acts individually performed by almost every single IDU in the course of avoiding the
situations eventually suitable for being infected by blood-transmittable diseases; that could in-
clude variety of self-imposed norms, do’s&don’t’s, restrictions and patterns concerning the IDU
behaviour considering use of the injecting equipment, injecting sites, and social ties and networks.

® For agenda and detailed research protocol on HIV prevention vulnerability initiatives visit
www.hpvpi.org.yu/istrazivanje.html, and see also United Nations General Assembly Special Ses-
sion on HIV/AIDS: Monitoring the Declaration of Commitment on HIV/AIDS — Guidelines on
Construction of Core Indicators, UNAIDS May 2003.

4 Cf. Carl A.Latkin, Wallace Mandell, David Vlahov, Maria Oziemkowska, Amy Knowlton,
David Celentano, My place, your place, and no place: behavior settings as a risk factor for HIV-
related injection practices of drug users in Baltimore, Maryland, American Journal of Commu-
nity Psychology Vol. 22 No. 3, 1994; Tony Barnett, Alan Whiteside, Yuri Kruglov, Valentina
Steshenko, and Lev Khodakevich, The HIV/AIDS Epidemic in Ukraine: Its Potential Social and
Economic Impact, Social Science & Medicine 51, 2000; Tim Rhodes, Larissa Mikhailova, Anya
Sarang, Catherine M. Lowndes, Andrey Rylkov, Mikhail Khutorskoy, Adrian Renton, Situational
factors influencing drug injecting, risk reduction and syringe exchange in Togliatti City, Russian
Federation: a qualitative studyof micro risk environment, Social Science & Medicine 57, 2003.

> The most original and elaborated determination of this concept is to be found in Tim Rhodes,
The “Risk Environment”: A Framework for Understanding and Reducing Drug-Related Harm,
International Journal of Drug Policy 13, 2002.
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ronment are intertwined in reality. This is also true for private living places as injec-
tion places: while physical risk environment paradigm embodies health- and storage
management of injecting equipment, plasticity of the space injecting is happening
within, infrastructure conditions and evaluation of their suitability for safe injecting,
non-human hygiene, etc, social risk environment is found in every kind of interper-
sonal involvement occurring while using such places for injecting purposes.

Risk environments should be looked at from two basic standpoints consid-
ering IDUs strategies of personal HIV/HCV harm disconnection: from the aspect of
established injecting routine and from the aspect of its disruptions.” Injecting rou-
tine is the habitual model of IDUs behaviour which depicts individual preferences
concerning type of drugs and its amount per some unit of time (i.e. daily, weekly or
monthly dosage), as well the frequency of use, people and places with whom and
where scoring® is customary and/or desirable, way of obtaining the drugs and peo-
ple dealing with it etc. — in fact every single detail which participates in formatting
the IDU practice. It is the model of control over the IDU habit, which is eventually
designed to meet the best demands of protecting oneself while satisfying the IDU
need.

Somehow key notion for every such routine is safety; it includes moments
of physical exclusion from the world necessary to prepare the substance for inject-
ing and to score it in a bit relaxed manner, evaluation of hygiene of injecting
equipment to be used and of physical space where it all happens, judging reliability
of people either just present when someone is scoring or involved in that act by any
manner (ranging from joint investment in buying the substance to sharing the
equipment in using it) by social and epidemiological standards (if they could be
trusted not to talk before the police, if they will help in the case of overdose, are
they infected, or suspected to be so but denying the true display of their status).

Therefore, disruption of injecting routine is not just relative lose of control,
it means bringing up to light the potential for serious endangerment of somebody’s
safeness, targeting all or any of the above named aspects of it.” It usually comes
from IDUs urge to satisfy their need at any cost — which mostly means at any place,
where any notion of safety is repressed, as well the required procedure otherwise
built in injecting routine. So, it is obvious how physical spaces could contribute to

8 Concept of social risk environment is not limited to the matters of injecting sites or intra-IDU
relations at all; in fact, it comprises such factors which influence injecting routines as policing
practices, economic sustainability of IDUs, their immediate non-IDUsocial environment etc. See
for an example Latkin et al, op. cit.; Tim Rhodes and Milena Simi¢, Transition and HIV risk envi-
ronment, British Medical Journal 331, 2005

7 For some more details on the case and the elaboration of concept, see Bojan Ziki¢, Anthropo-
logical Analysis of HIV/HCV-vulnerability and Risk Behaviour in Belgrade, CBakonHeBHa
KynTypa y nocrcormjanuctaakom nepuony (Everyday Culture in Postsocialist Period), 36opHuK
panosa Etnorpadckor uncruryra CAHY 22, Beograd 2006.

¥ Terms from Belgrade IDU slang are always print italic when occur for the first time; later, there
is no reminder on their sociolinguistic nature.

° Cf. B. Ziki¢, op. cit.
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HIV/HCV risk management, not by themselves of course, but after appropriate con-
trol over them by the IDUs: exercising such control is perhaps the ultimate tool of
maintaining the safe injection conditions in someone’s environment.

When physical environments are concerned, IDUs mostly stick to either
living space or shteks'® in their injecting routines. Living space is mostly used by
those IDUs who live alone or with another IDU. Some of them make it possible for
their friends to, more or less regularly, also inject in their flats or houses, while oth-
ers are strongly against it, where ratio is about 50-50%. Those who let their friends
use their living space for injecting do this for two main reasons — as a favour to a
friend and as a kind of exchange for another service related to IDU practice. When
this is the case, the person who was given the place to inject can in return offer a
portion of their heroin, help in a different way that someone who provided the
space, give merchandise to the people who come to inject there for a better price, or
simply give money, which is also the least common case.

Both cases of providing own living space to others as a safe place for in-
jecting include a certain selection of those to whom this will be allowed. Informants
who were talked to refused, without exception, such a lack of control over the situa-
tion where complete strangers would be there or people known to be infected with
HIV/HCV, or those suspected of being infected. Most of them stated — excluding
the eldest'' amongst them — that they had never been in such junkie places where
“promiscuity” of injectors happens, nor did they know of such (someone’s) speci-
fied (living) space, but, naturally, they could not deny that it could have happened
that a person presumably considered reliable in relation to possibility of being in-
fected with HIV/HCV would sometimes bring someone along who was not in the
closest circle of IDU contacts, and who would be, as a verification of their lack of
risk to HIV/HCV, given only verbal guarantee by the person who had invited them.

What probably makes the Belgrade study different from other similar re-
search is that a considerable number of informants here live with their families'* —
or relatives — or they lived like this during a considerable period of their IDU ca-
reer. Some of them have or had their own part of the living space, physically sepa-
rated from the rest of the family. Some others still keep from the people closest to

1 The form “sh” is used as a kind of the spelling suggestion, because the original term is Stek,
which of course hardly gives a clue to someone not acquainted with Serbian diacritics. Shtek is a
place where IDUs inject regularly when they have no possibilities to do so within some private
space, for whatever reason. It is mostly the cellar of some residential building, but this kind of
physical environment sometimes includes desolate buildings, abandoned factories, even semi-
exposed constructions of bridge foundations etc.

" Over 45; makes about 7% of sample.

2 Cf. T. Rhodes et al, op. cit; Tim Rhodes, Mark Davis & Ali Judd, Hepatitis C and its risk man-
agement among drug injectors in London: renewing harm reduction in the context of uncertainty,
Addiction 99, 2004; Tim Rhodes, Lucy Platt, Svetlana Maximova, Evgenya Koshkina, Natalia
Latishevskaya, Mathew Hickman, Adrian Renton, Natalia Bobrova, Tamara McDonald & John

V. Parry, Prevalence of HIV, hepatits C and syphilis among injecting drug users in Russia: a
multi-city study, Addiction 101, 2006.
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them that they are IDUs, while some have people closest to them — usually parents
— strongly fighting their IDU practice. Some people’s families have accepted their
IDU practices and do not interfere with it — in some cases they even try to provide
an optimal financial and safety situation for their IDU children — and in other fami-
lies IDUs and their family members live in tacit agreement, IDUs pretending they
are not so, and the family pretending they do not know about it.

Depending on the attitude that someone’s family have to their IDU prac-
tice, this person chooses whether to inject in their own living space or to look for a
different safe place, most often a shtek. What naturally prevails here is that the peo-
ple closest to someone do not agree with their IDU practice, because of which IDUs
try to dislocate as many aspects of it as they can from their living environment.
Those IDUs that live with their families and inject in their own living space, also try
not to include the people living with them or socially connected to them in their
IDU practice, so that they most often inject either by themselves or with just one
person who is their regular injecting partner. Unlike IDUs living in their flats or
houses, completely separated from their families, IDUs who live with their families,
even when they go relatively undisturbed through their injecting routines at their
place of residence, they also include shteks in this routine, even though they do not
use them as often as they use their direct physical environment, or living space.

Seen from the research perspective, it is the simplest to organise a rela-
tively safe injecting routine for those IDUs who have their own living space. They
are in a position to manage it themselves by dividing such injecting environment
into physical and social: if in this environment no one who does not also live there
injects, then HIV/HCV risk management practically comes down to controlling the
relation between keeping the physical space clean and using and storing injecting
equipment, i.e. needles and syringes. IDUs who can always inject at the same place
where they live do not need to find special places within the living space where they
will keep their (used or unused) needles and syringes: they do not need to hide them
from anyone, or keep them away, and therefore, they do not need to store them at
places which are usually less clean then those, in a flat or a house, more frequently
used in everyday life.

All they need to do about controlling risk on HIV/HCV regarding the space
they use to inject comes to almost routine maintenance of the space, and managing
the specified risk from the aspect of treatment of injecting equipment. If, however,
such injecting routines do not normally include the injecting of people who do not
live there, but are allowed to, from time to time, inject drugs in this physical envi-
ronment, then all the efforts of the IDU hosts, directed towards managing risk
within this physical environment, need to be partly redirected also towards control-
ling the social environment: it is a disruption of the injecting routine, which should
not be mixed up with the routine that includes other people’s more or less frequent
injecting in some IDUs’ dwellings. The difference is in the focus on the social as-
pect of HIV/HCV risk control: regardless of the fact that both aspects of social risk
environment generate higher risk on HIV/HCV opposed to, for example, only
physical environment where only people who live there also inject there, the factor
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that in the latter of the two cases influences higher alert to the risk is the prepared-
ness to the situation and functional expectation of other people’s presence.

Whatever types of interactions may be in cases when injecting routine in-
cludes other people coming to the living space of an IDU, they are, at least con-
sciously experienced to be under control. Namely, they are accepted as a part of in-
jecting habits, like something included in, at least elementary safety procedures.
The most important fact, from IDU standpoint, to their advantage — is the one sug-
gesting an element of joint IDU experience, and it is, when blood transmitted dis-
eases are concerned, such that no one got infected. Therefore, from IDU standpoint
of course, everything normally done during injecting procedure is functional in for
managing risk on HIV/HCV, and this includes a certain attitude towards interaction
using injecting equipment and the estimate of how reliable the people present are.
What can therefore make the above mentioned occasional transformation of the
physical into the social environment using the high HIV/HCV risk generator for
IDUs whose routine is completely individual, is the lack of awareness of routine
disruption, or the lack of standardised behaviour as in the previous case.

However, we should note that to some extent, there is a social environment
even with the IDUs who live alone and who inject in their living space. This is the
case when two IDUs live together. HIV/HCV risk management, or some attempts to
prevent risk, is in these cases based on mutual trust: such persons are considered to
be HIV/HCYV safe, that is, with them sharing is acceptable, if occurs'. An important
difference from such examples is, however, that the living community — based on
the sharing of the same living space — is that with IDUs who live alone does not
need to be the injecting community in relation to such routine.

This is especially relevant to the eldest IDUs we talked to, and who, basi-
cally, represent this category of informants. It is most often a question of two dif-
ferent injecting routines, which are sometimes divergent even when it is a question
of obtaining drugs. These informants consider that simply by managing storage and
use of injecting equipment — which in their case is mostly the whole set, not just
needles and syringes — they are completely safe from HIV/HCV risk, i.e. that there
is no possibility of being infected by the people they live with. They do not think of
each other as regular injecting partners and they also claim to be behaving in this
manner, meaning that their years of IDU practice and the success in prevention of
seriously damaging their health gives them reasonable grounds for being able to
avoid accidents that could serve as HIV/HCV risk generator.

IDUs who do not live alone (we are referring to those living with anyone
who is not an IDU) have a different, in some degree a reciprocal problem. Their so-
cial environment is practically reduced to themselves, due to the factors with a dif-
ferent value in terms of IDU practice, but which are in this case complementary: on

13 The “official narrative” of the informants is that each of them, living together, posses his/her
own injecting equipment and use it separately; alas, it is not considered as kind of a routine dis-
ruption to satisfy the unresisting urge by partner’s needle&syringe, and the excuse is that it “sel-
dom happens”.
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one hand IDUs themselves limit their contact with the IDU world in their own
physical environment — whether because they hide their belonging to this world, or
to avoid bringing this world in connection with their own (family) environment,
which is an irrelevant distinction in this case — and on the other hand, those that
these IDUs live with, if they know of the IDU practice they try to, as much as pos-
sible, minimise the contacts of the specified IDU with the IDU world — again, re-
gardless if they have come to terms with this IDU practice, or they are trying to
eliminate it (INT).

Such a situation, however, makes risk management in physical surrounding
more complicated for IDUs who live alone. IDUs that do not live alone, and use
their own living space for injecting need to take certain precautions in order to sepa-
rate physical space in which they prepare and use drugs and in which they keep
their injecting equipment, from the rest of the living space they share with their
relatives. What they do to this end is relatively similar to actions undertaken when
injecting, almost anywhere outside of their flat’/house: IDUs try to keep away from
other people’s view while they are preparing drugs and injecting them, then while
they are stoned from the drugs’ effects, while accessing water; they have special
places where they keep needles and syringes, so that they do not have to leave the
physical space that they have prepared for injecting in order to be able to use them.

Most often these IDUs use either their rooms or bathrooms in the flat/house
as their injecting environment. It is obvious that there are differences between these
rooms that could influence risk management when injecting in them; the most im-
portant difference is that IDUs do not have permanent control over bathrooms,
unless they are the only ones in the specified living space who use them. This pri-
marily relates to keeping needles and syringes and then to the very act of injecting,
when HIV/HCV risk management is concerned. The focus on hygiene of the place
where needles and syringes are kept — actually regardless of their hygiene — and the
need to keep them hidden from other cohabitants, and still close at hand, is un-
doubtedly directed towards the latter. Similarly, the need to inject, or to perform
this act without interference by others — in this case cohabitants — wins over more
thorough reflection on where to put down the gun, what to do with the cooker or if
there is some blood left on the body or the clothes.

IDU rooms are more reliable places to organise injecting in, regarding
HIV/HCV risk management, than bathrooms, just by being the embodiment of
someone’s social and spatial autonomy within the living space shared with others.
However, considered from this aspect, IDUs have certain doubts if these are com-
pletely safe places to inject: this, generally, depends on the kind of attitude the co-
habitants have towards IDU practice. Anyway, places used by IDUs, for example,
to keep needles and syringes in their rooms are also hidden — and not just in the
sense that it is impossible to see them at first glance: they are hidden so that they are
in the places IDUs think they are the only ones who can find them. Additionally,
because there is normally no running water in the room, IDUs are forced to prepare
such physical space for injecting in advance so that, besides taking the gun out of
the secret stash, they also need to get water, cooker, citric acid, etc, doing which
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they again come in contact with physical environment which they cannot fully
manage.

A special case — somewhere between the “categories” of IDUs living alone
and those who live with their families but inject in their living space, like the first —
are married IDU couples'* living with children — more precisely, most often one
child. They certainly have their own living space where they organise injecting, but
the organisation of their IDU practice is determined by certain conditions. The most
important conditions, therefore, are that the child, regardless of its age, does not
know that its parents are IDUs — which means that it is not only forbidden to inject
before the child, but also to handle the injecting equipment in any way — which, in
fact, leads to absolute rejection of any element of other people’s IDU practice in
their flat/house.

This orientation of their IDU context in relation to their parental role puts
these IDUs in a somewhat paradoxical situation: on one hand, they are forced to fol-
low very strict safety procedures of the injecting routine, and on the other hand they
are in the position to, when it comes to this routine, give up control over a (large)
part of their physical environment. Finally, unlike those IDUs who live alone — so,
not as, for example, a married couple or, two brothers — IDUs who are married cou-
ples and parents need to include their micro-social environments into their own
safety procedures, regardless of how socially isolated they may be from the IDU
setting to which they otherwise belong or they belonged to before they, by forming
a family, exited it.

Similarly as in the cases with IDUs living together, but in their own living
space, IDU couples-parents base the social aspects of HIV/HCV risk management
on mutual trust, but their situation is still more similar to the one with regular inject-
ing partners and acceptable sharing. IDUs who are couples-parents are regular in-
jecting partners: they invest together in drugs and equipment purchase, they prepare
together and inject one by the other. Apart from this, if they claim they have each
their own injecting equipment, this mostly refers to having each their own needles,
and then also syringes, and on top of it they do not deny the possibility of sharing
needles and syringes in some “extreme situations”, certain in the correctness of their
own judgement of the other person’s safety of possible HIV/HCV infection.

IDUs who are couples-parents pay actually more attention to possible
HIV/HCYV risk of their physical than their social environment. Their perception of
risk is, in this sense, divided in relation to who of the two is in question: one of
them who does not participate in drugs purchase — does not go to score — is aware
that they cannot fully influence the social risk environment, i.e. whether the other

'4 An interesting, but due to the paper’s purpose here somehow inapplicable distinction eventually
relevant for analyzing types o of injecting drug-abuse related risk intersected with relational cate-
gories of couples is postulated by Stephanie Kane and Theresa Mason, "IV Drug Users" and "Sex
Partners: The Limits of Epidemiological Categories and the Ethnography of Risk.", Gilbert Herdt
and Shirley Lindenbaum (eds.) The Time of Aids: Social Analysis, Theory, and Method, New-
bury Park, CA: Sage Publications, 1992.
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one will inject with someone else, which is why they start directing their control
towards social behaviour within their own living space, taking great care not to let
in it a third person who would inject, but also taking more care about knowing
which equipment is whose, i.e. about keeping them separately, in different places.
In this way they actually expand the organisation of their physical surrounding in
order to adjust in the best possible manner the need to inject and the need to keep
the child from finding out that its parents are IDUs.

As to the physical spatial injecting organisation, IDUs who are couples-
parents have similar prerogatives as other IDUs who live with their families, and in-
ject in their own living space. Injecting equipment must be kept away from the
physical and visual reach of the child, which again includes those places in the flat
that are cleaned less frequently than the spaces normally used every day. It is simi-
lar with the act of injecting. What is specific for these IDUs, when we are talking
about their physical injecting environment, is that they need to organise the time of
injecting. Their injecting routines are mostly taking into consideration their chil-
dren’s daily schedule, so that they inject drugs when the children are not in the
flat/house: when they are at school, when they are asleep, etc. There are of course
exceptions to this injecting time management, when there comes unresisting urge to
inject, and then they treat their physical environment as those who share their living
space with the people who are not IDUs, but inject in it, which means by retreating
to places within it where no one could disturb them for the moments of scoring.

Private places used as injecting sites are powerful resources for controlling
the HIV/HCV-related risk'> and maintaining safety procedures, which is demon-
strated for several categories of IDUs according to their habituating status. The pos-
sibility to regularly inject at such places directly enable the IDUs to play an active
part in reducing the harm eventually produced by their injecting habits: both social
and physical environments could be relatively easily controlled by person(s) in
charge either of the whole living space, or of its part where person is actually resid-
ing. Spatial autonomy of everyday living thus becomes source determining some-
body’s injecting routine: if an IDU is able to use his/her own living space also as
own injecting site, he/she will be more likely able to establish such injecting routine
based on as safe procedure as it possible due to sole practice of drug-injecting.

This is not an advocacy for injecting the drugs in every home around, of
course, and this report and the accounts it is based upon strongly oppose the stand-
point which eventually deny the IDUs’ willingness to protect themselves from vari-
ous epidemiological threats which come along their injecting habits. There is seri-
ous need nowadays to bring more institutional help to their efforts due we live in
cultures and societies where spread of certain types of diseases is simply encour-
aged by the way they function,'® where in fact becomes irrelevant if one belongs to

'S As well the other risks, such as those from being arrested in random police raid, or by being ex-
posed as IDU.

16 Cf. Paul Farmer, Social Inequalities and Emerging Infectious Diseases, Emerging Infectious
Diseases, Vol. 2, No. 4, 1996; Ronald Barrett, Christopher W. Kuzawa, Thomas McDade, and
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potential vulnerable group or not in relation to eventual determination who is to be
infected before someone else, or — where the very notion of vulnerability serves
perhaps as the category of statistics. There is where I hope it fits.

BojaH XXukuh

YnpaBrbawe pusnkom og XB n XLIB y okBupy
npuBaTHOr ctambeHor npocrtopa mehly 6eorpagckum
MHTPaBEeHCKMM KOPUCHULUMaA apore

Kmbyy4He peyu: ynpasrbare pusmkom og XMB n XUB;
PU3NYKO PUSUYHO OKPYXKEHE;
WHTPaBEHCKN KOPUCHULM Opore;
KBanMTaTUBHO UCTPaXMBaHE;
aHTpononoruja AIDS-a.

Pag je 3acHOBaH Ha pe3ynTaTMMa KBAINTATHBHOT AaHTPOIIOJIOUIKOT
HCTpaXUBamba Koje je CrpoBeeHo y beorpany melhy HHTpaBEeHCKUM KOPUCHUIIMMA
apore (MBKJ). Metoauma nyOHMHCKHX HMHTEPBjya, PEHHTEPBjyHUCAEHEM, NTOCETOM
MeCTHMa Ha KOjuMa C€ BPIIM HWHTPABEHCKO KopHITheme Opore M IOCMaTpameM
OIroBapajyhnx HaBHKa WUCIUTAHWKA MPUKYIUBEHH CY PAa3HOBPCHU IMONAIH BE3aHU
3a colMjaj-enuaeMuononke acnekre npepanenne XMB u X1IB mely npunagauiu-
Ma JlaTe TOIyJIalije, oll KOjUX Ce OBJIC Pa3Marpajy OHU KOjU ce OJJHOCE Ha YTHIA]
oceOHOT BUAA PU3NYHOT OKPYXKema, Ha HaUWHE Ha KOje NCIUTAHHULH MOKYIIABajy
Jla yCTaHOBE INTO YCIENIHUje O0e30eI0HOCHE TMpoIeaype y TOTIeay CBoje
3aBHCHHUYKE HaBHKE crpaM Moryhe 3apa3e BHpyCHMa O KOjUMa je ped, U KPBJbY
MPEHOCUBHIM OO0JIECTHMA YOTIIITE.

PusudHO OKpyxeme Moxke Ja Oyae, y OCHOBM, (PU3MYKO M COLUjaTHO:
(U3UUKO PU3UYHO OKPYXKEHE JCO je JaTOr TCOPHjCKOT KOHIIENTa KOjU CEe OJHOCHU
Ha IDIACTHYHOCT IPOCTOPa y KOjeM ce BPIIH perylapHO HHTPaBEHCKO KopuImheme

George J. Armelagos, Emerging and Re-emerging Infectious Diseases: The Third Epidemiologic
Transition, Annual Review of Anthropology 27, 1998.
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Ipore, MOK je TePMHH ,,COIMjalHO PU3UYHO OKPYKEHE Je0 HCTOT KOHIENTa U
OJIHOCH Ce€ Ha Pa3HOBPCHOCT JbYJICKHX Pecypca yIUIETeHHX Y Ty IpaKkcy Ha OBaj WIIH
oHaj HauWH. [IpuBaTHU CcTaMOEHH NPOCTOPH, Kao BHJ (DU3UYKOr PH3UUHOT
OKpYXKeHa, pa3Marpajy ce Kao peepeHTHH OKBHUPU M, y H3BECHOM CMHUCIHY,
JETEPMUHAHTE MMOCMAaTpaHe Npakce MPUIAJHUKA [aTe MOMyJaldje y MOTIeay
HOCTyMaka KOjHu C€, Y JaTOM KOHTEKCTY, OJHOCe Ha CHHTarMmy ,,ylpaBJbarbe
PHU3UKOM", OJHOCHO Ha OJa0Mp MECTa 32 WHjeKTUPAhe, M Pa3iIo3d 3a TO, OIIITA
XHUTHjeHa MPOCTOpa, YyBamke M CKIANUIITEHhe MPUOOpa 3a MHjeKTUPame, KOHTPOJIa
HaJI 0co0aMa KOjuMa je JIOMYIITEHO J]a HCTH MPOCTOP KOPUCTE Y CIIMYHE CBPXE.

OpexBeHTHO KopuIIheme NPUBATHUX CTaMOCHUX IPOCTOpa, OA CTpaHEe
OHUX KOjU y HHMa O0WTaBajy, Kao NPUMapHUX IMPOCTOpa 3a HHTPABEHCKO
Kopuniheme Jpore MpeaCcTaBiba, Y U3BECHOM CMHUCITY, clemu(puIHOCT Oeorpajacke
CTyZAHWje Y OJHOCY Ha CIIMYHA MCTPakKWBama Koja Cy CIpOBEICHA Kako Ha 3amamy,
Tako M y 3emsbaMa y TpaH3uuuju. OBle HUje 3aHEMapJbUB HU OpOj MCIUTaHHKA
KOjU, WIH TIOCEIYjy COIICTBEHH CTaMOEHHW IPOCTOp, WJIM JKUBE Yy 3ajeJHHUIU ca
npyrum/npyrom MUBKJ] wnu koxabutupajy ca He-BKJ[ ocobama, Hajuemihe
POAMTEIPMMA ITH IPYTUM OJHMCKAM CPOJHHIMMA — a YIPAKEaBajy CBOjY HABHKY
yIpaBo y TOM cTaMOEHOM IPOCTOpPY, Y3, HApaBHO, PA3IMYUT €BATyaTUBHHU OJHOC
CyCTaHapa IpeMa ToMe.

PesynTtaty mokasyjy Ja TMOCTOjame MOy3JaHe KOHTPOJE HaJ MECTHMa Y
KOjuMa ce pefoBHO MHjekTHpa of crpane MIBKJ/I, npencrasiba jenaH o] OCHOBHUX
(hakTopa ycrenHor pykoBohema 0e30€JOHOCHUM Mpoleaypama, OJHOCHO CMame-
a PU3MKA HAa KPBJbY IPEHOCUBE OONIECTH.
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